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Q: What is the Commission’s goal? 
A: The goal is to reduce inequalities 
in health within countries and among 
countries. For example, under-five child 
mortality in some sub-Saharan countries 
is greater than 300 per 1000 live births 
and in Iceland, it is three per 1000 live 
births: there is no good biological reason 
for this. If we had the means and will to 
tackle this, we could prevent it. Within 
countries, we see remarkable differences 
in health, life expectancy, and mortality 
among social groups. The focus of the 
Commission is primarily on lower- 
and middle-income countries, but rich 
countries also have a problem of great 
inequalities in health. For example, 
there is a 20-year gap in male life expect-
tancy between men living in downtown 
Washington DC and those living in 
suburban Maryland.

Q: What are your core activities?
A: We have several strands to our work 
taking place simultaneously. We have a 
remarkable group of Commissioners;  
we have set in place a number of 
knowledge networks to review what can 
be done in a number of key areas; we 
are working with country partners; we 
engage with civil society organizations; 
and we are planning how to engage 
with other international organizations.  
It is, of course, vital that the social 
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determinants agenda be taken forward 
by WHO itself. To that end, we have 
been actively engaged with WHO staff 
since the Commission was planned.

Q: Are there success stories which the 
Commission can draw upon?
A: Yes, it is important to learn from the 
success stories. We have a group of exp-
perts from the Nordic countries, funded 
by the Swedish Government, looking 
at how these countries went from havi-
ing a great deal of ill-health to having 
good health in a short space of time. 
The Japanese Government has a small 
group of academics, initially to advise 
our Japanese commissioner. We are 
helping them set up an Asian group to 
look at the reasons for the astonishing 
health success of Asian countries that 
went from being developing countries 
with poor health to affluent countries 
with remarkably good health.

Q: What have you achieved so far beyond 
four meetings in partner countries?
A: Chile is working hard to look at how 
various government programmes affect 
the social determinants of health. There 
is active discussion with India, Iran and 
Kenya as to how they might do this. 
Sweden, Britain and Canada are all 
signed up to be partners of the Commiss-
sion. We are raising awareness by worki-

ing with groups that have influence.

Q: How will you measure your success 
after the three years are up?
A: Three years is too short a time to 
be able to say health inequalities have 
reduced. It’s unrealistic to think we will 
see that a partner country has imp-
proved its health record, compared to 
countries that did not work with us. If 
countries establish mechanisms for regu-
ular reporting on these determinants, 
that will be an indicator of success.

Q: How many countries are putting such 
mechanisms in place?
A: Between six and 10 of the partner 
countries we are working with. Ideally, 
others will catch the bug and start doing 
it too. Inspired by the work of the 
Commission, Brazil, a partner country, 
has set up its own regional Commiss-
sion on the Social Determinants of 
Health. We hope it will be a focus for 
other activities in the region involving 
other Mercosur countries.

Q. Manual workers are more exposed to 
job insecurity and the hazard of injury, 
but someone has to do this work?
A: One doesn’t have to accept as 
inevitable the physical and job security 
hazards associated with manual work. 
It’s possible to have regulations for 
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Recent news from WHO

•	 The Global Alliance to Eliminate Lymphatic Filariasis met in Fiji from 29 to 31 March to review progress in controlling the disfiguring 
disease, commonly known as elephantiasis. 

•	 WHO launched a new strategy on 17 March to fight tuberculosis (TB), one of the world’s leading killers, following two years of 
consultations with international health partners. The new Stop TB Strategy addresses challenges countries face, including the 
spread of TB/HIV, especially in Africa, and multidrug-resistant TB, particularly in eastern Europe. 

•	 WHO presented Tough choices: Investing in health for development on 15 March. The report described the experiences of the 
countries that responded to the findings of the Commission on Macroeconomics and Health by taking steps to improve health 
investment. The Commission, which published its report in 2001, found that by investing more in health, countries are likely to boost 
their economies in the long run.

•	 WHO representatives met experts from other UN agencies, international organizations, and NGOs on 15 March to finalize guidelines 
for pandemic influenza preparedness among refugee and displaced populations.

•	 WHO and the United Nations Children’s Fund (UNICEF) said on 10 March that an ambitious global immunization drive had cut 
measles deaths by nearly half between 1999 and 2004. Thanks to national immunization campaigns and better access to routine 
childhood immunization, global deaths due to measles fell by 48%, from an estimated  871 000 in 1999 to 454 000 in 2004, 
according to the latest available data. 

•	 Three antiretroviral medicines and two antimalarials were added to WHO’s list of prequalified medicines, WHO said on 
9 March. The products will increase considerably the choice of therapy in resource-poor countries.

•	 Representatives from 53 Member States of the African Union (AU) agreed on a 6-page Brazzaville Commitment to universal access 
to HIV/AIDS prevention, treatment and care on 8 March, to be presented at a UN summit in New York on AIDS in June.

For more about these and other WHO news items please see: http://www.who.int/mediacentre/events/2006/en/index.html

better working conditions. Employers 
often say they can’t afford better worki-
ing conditions, that they can’t compete 
that way. It’s false economics. There are 
a lot of rich countries with safe worki-
ing places, and it doesn’t seem to have 
harmed their economies.

Q: The Commission’s area of responsibility  
overlaps with other areas of public life? 
How easy is collaboration? 
A: Yes, of course, an important theme 
of our work is that ministries of 
health have to get out of their straitj-
jackets and understand that what happ-
pens across the whole of government 
affects public health. Other governm-
ment departments need to appreciate 
that what they do has an impact on 
health. Yes, the social determinants of 
health overlap with everything governm-
ment does. All government actions 
should be evaluated for their impact 
on health and health inequality, the 
overlap is good thing.

Q: Is the WHO Commission competing 
with other organizations that work on 
similar issues, such as the World Bank?
A: The more the Commission’s work 
overlaps with the work of other 
agencies and organizations the better. 

We — on the Commission — don’t 
want an agenda on health that is 
different to what others are doing, 
we want the World Bank and all 
other international organizations 
to be aligned with us, and to think 
about the impact of what they do on 
people’s well being.

Q: Some people object to the choice of 
Commissioners, particularly one from 
Iran as a barrier to tackling social 
determinants, such as women’s and 
human rights? How much can the 
Commission achieve with its 20 
commissioners?
A: All of the commissioners, without 
exception, have a fundamental ethical, 
moral and practical commitment to 
improving health and reducing health 
inequalities, regardless of national and 
religious background, or the political 
complexion of the government of the 
country in which they work. We are 
concerned with the health of people 
and, particularly of the disadvantaged 
within and among countries. Without 
such commitment it is hard to see 
things improving, or a real partnership 
with the Commission.We hope that, 
in time, all governments will share that 
commitment.

Q: How can WHO promote equity 
without sounding as if it is trying to be 
everything to everyone?
A: I would put it another way: how 
can WHO control major killer 
diseases without paying attention to 
the social determinants of health and 
dealing with the greater ill-health 
of the disadvantaged? WHO can do 
its job better if pays attention to the 
social determinants of health and if it 
can work with countries that are doi-
ing that better.

Q: Why are countries not doing this?
A: The poor suffer, partly because 
nobody cares, and key actors pursue 
economic, political, and social ends 
regardless of the effect on the poor 
and underprivileged; and partly 
because of malign intent. We see 
this with ethnic conflicts, where one 
group sets out to kill or disenfranchise 
another. The poor also suffer, because, 
despite good intentions, governments 
don’t know what to do to improve the 
situation. You can have a healthier 
more flourishing population if you 
pay attention to these issues. Social 
and economic success go together: 
improve health and you may improve 
the economy; improve the economy 
and you may improve health.  O


