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Remarks by James P. Grant
at the opening ceremony

Mr. Prime Ministec
distinguished pafiicipants:

I join in the greetings as we open thk Congress of the Confederation of the Medical Associations of Asia and

Ckeania.
Today as we meet, 23,00Q young children will die in Asia alone, and some 38,000 will die worldwide, The

same was true yesterdafi the same will be tme tomormw. In the four days of discussion here in Bangkok on

the “Challenge to Health fnr All”, the world death toll of young children will far exceed the 120,000 lives lost
at Hiroshima. Equally bad, O; even worse, comparable numbers will be crippled for life, and many more will

be dragged down the nutritional kidder overa sustained period until the stunting of their growth is irremediable
and their chances for normal mental development are lost forever.

The lives of the great majority of these children who die will be lost to diseases which they would easily
suwive if they were in your care. Tens of thousands of child lives will be lost unnecessarily this week, for

example, to the dehydration associated with diwrhoea.
We know that the scientific and technical knowledge already exists in your hands to prevent and to cure

the major killers of children everywhere on our planet. You have tbk knowledge and these sklllfi you m your
close colleagues employ them daily. How do we ensure that that knowledge gets into the hands of those whom

you will never see in your practice into the hands of women and families for whom it will make the life-or-
death difference?

The stakes are huge. If child mortality rates of 1985 continued to the year 2,0(0, the total number of deaths

in Asia, due largely to these preventable causes, would add up to 125 million equal to more than the combkted

populations of Malaysia, the Philippines and Thailand. But if levels of progress of the first half of this decade
could be maintained until the end of the century, this would reduce the death toll to 102 million, meaning that
the lives of 23 million Asian children had ken saved. The pros~ct of even maintaining these levels dces present

somewhat of a challenge, since, in many countries, past progress is in jeoptwdy from global economic
difficulties - as we were so sharply reminded by the stock market in recent weeks.

The United Nations set an even more ambkious goal than maintaining past rates. however. In 1980, it called
for all countries to halve their chifd mortality rates by the year2000 -or to reduce them to 50 to 1000 births,
whichever was less, To achieve this goal would mean that child deaths would be reduced m 96 million in Asia

by the target date, whtch would translate to 29 million young Asian lives saved by the end of this century.

You are gathered here, in part, to improve your skills as physicians to save the lives and improve the health
of those in your care. But I know that you are here for a larger purpose as well, because you physicians gathered

here are assembled with the health and well-~lng of all people in mind, as is clearly evidenced in the theme

of thk Congress and in the tremendous advances in public health, including in child survival and development,
which so many of yo” in this room have already helped to pioneer.

I will argue later today that this more ambitious goal set by the United Nations in 1980 can be achieved

and that, as a result, the lives of 3.5 million young Asian children can be saved, and the crippling of a
comparable number avoided, ammally by the yeax 2CQt3.But this hktoric possibility will become a reality ij,

aad only if, physicians and other leaders in the health field make it happen,
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For most countries, this will mean achieving more progress in child sumival annually than was experienced

even before the economic recession of the 1980s. But this decade has brought vast stores of untapped resources.

We are armed with the unprecedented potential of the Child Survival and Development Revolution (CSDR),and
we have, furthermore, begun to dkcover means of protecting the health and welfare. of chlldrerr and their

mothers despite severe economic condhions - the approach of “adjustment with a human face.”
The very fact that this Congress is meeting in Thailand offers a sign of hope, because Thailand is one of

the world’s success stories in bringing matem.d and child health to all. In the past 25 years our host country has

brought its child death rate down by twice the world’s average -by some 4 percent annually. [t is one of a handful

of low-income countries who have demonstrated that child survival and development activities can always be

accelerated, even during times of economic retrenchment.

You physicians, lmth in your Medical Associations and in your individual roles with your national leaders
and institutions, can greatly accelerate the success of this battle for life,

I leave you with this thouglt, as a preface to our discussion later today and to your deliberations throughout
this important congress, and, most of all, as a challenge to you to seize the historic opportunity presented by the

potential of the csDtt, for the children - and the future -of the world.

Address by James P. Grant to the Congress

I am pleased, indeed, to address this Congress. There are many familiar faces in this room today - several

distinguished veterans of successful struggles to improve the health and well-bAng of children from throughout

Asia and Oceania,
We meet at an important time for those of us committed to the improved health and survival of the world’s

children. The three decades between 1950 and 1980 saw more progress for these children in many ways than
the previous 1,00f3to 2,000 years. This is evidenced in global figures which show that in 1950 there were 70,00Q

young children dying every day; by 1980 that toll had been reduced to 43,000 young lives daily. Given the
increase in population, thk amounted to a halving of the infant and child mortal ity rates during that time period

worldwide. You doctors should take pride in the major contributions of your profession to this historic advance.

The 1980s have seen mutually opposing new influences to the world situation which had produced such
steady progress for children since World War II. This decade has brought both bad news and gcmd news for the

world’s children.

Of major impact, the 1980s has seen severe and sustained global economic difficulties. While this has
fortunately bypassed, to a large extent, India, China and our host country, the economic recession has been the

worst for most countries of Africa and Latin America since the 1930s, and the majority of Asian countries have
been adversely affected as well. The very recent stock market plunge reminds us that, for the global economy,

the worst may still lie ahead.

The result of this decade’s economic climate for much of the Third World has been a human crisis as well
as an economic crisis. A disproportionate share of the resultant suffering is being borne by those least equipped

to combat the effects of economic deterioration the poor and the most vulnerable, especially children and
women.

Unfortunately, this same time period has seen tbe rise of the global pandemic of AIDS,which clearly

threatens, among those who suffer its scourge, the lives and health of women and children. Perhaps of even

greater importance, thoughtless reaction to the pandemic threatens to undermine not only cffotts to stop its
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spread, but rational prioritizing of economic resources available to sxial sectors as well. While AIDSis not yet 1

a major manifest health problem in Asia, its spread is such that no comer of the globe should expect to escape

its scoume. As Diector of the AIDSTreatment and Research Unit at the Prince Henry Hospital in Sydney,
Australi~ Dr. John Dwyer, told the First International Congress on AIDSin Asia, held in Manila, last week:

“1 do not believe Asians are any more or less resistant to the disease than anyhudy else... It is a time bomb
we are sitting on”.

A revolution for children

Fortunate] y, the 1980s has also brought good news. As those of us gathered at this Congress are well aware, there
now exists the pote?~ial for a virtual revolution in child suwival and development that which we have cOme

to call the Child Survival and Development Revolution (CSDR).This arises from two converging forces: I

First, it is now known that the major threats to the lives and the normal growth of children can he defeated,

in large measure, by informing and supporting parents themselves in such basic and inexpensive actions as:

0 immunizing their children against the six main child-killing diseases which last year took the
lives of more than 3.5 million children and crippled or disabled-for-life a comparable numhec

0 using sanikuy practices to prevent, and low-cost oral therapies to combat, diarrhoeal disease
which last year took the lives of another 4.5 million childrem

0 maintaining exclusive breast-feeding in the early months to promote healthy growth, and

applying new knowledge shout when and how to introduce other foods;

0 recognizing and acting early on the the danger signs of acute respiratory infectiom

0 better spacing of births to promote safe motherhood and healthier infant$

0 monitoring the growth of children to provide early warning of impending malnutrition:

0 improving female Iiteracfi and

Ci providing food supplementation, including low-cost iron, Vitamin A, and iodine, when I

necessary, I

In a development even more recent than the advent of the CSDR,we also know that we can significantly
reduce the number of new-born children infected with the AIDSvirus by educating men and women of

reproductive age to change their hehaviour with regard to safe and unsafe practices, screening blood products, . .

and sterilizing injection equipment.

Second, the surge in the communications capacity of virtually all nations over the last ten years has made
it possible, for the first time, to put medical and self-health knowledge and these techniques at the disposal of

the great majority of the world’s people. Sixty percent of the developing world’s adults can now read and write,

Ejghty percent of its children now enroll in school. Radio reaches into a majority of its homes; television into

a majority of its communities. Government services now reach, with varying degrees of effectiveness, into

almost every community. You who are gathered in Bangkok today can k counted amongst two million doctors,
6 million nurses, and many more millions of community health workers who are now at work. And tens of

thousands of non-governmental organizations, peasant co-operatives, Iabour unions, employers’ associations,
political groups, youth organizations, women’s movements, and neighhnurhood associations now add up to a

breadth and depth of organized resources which could be the means of informing and supporting the majority I

I
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of the developing world’s families in using today’s knowledge. The challenge is to mobilize all these channels

of communication to empower parents with the knowledge and the will for child survival and development.
First articulated in late 1982, just five years ago, the Child Survival and Development Revolution had

rapidly gained enough momentum that 12 months later United Nations Secretary-General .favier Pe’&z de
Cudlar said, “... a veritable child survival revolution has begun to spread across the worfd’.

By 1986, the CSDRhad progressed to the extent that the use of vaccines and the use of oral dehydration salts
had both tripled since 1983, These two measures alone accounted for saving the lives, in 1986, of one andone
ha~million youn~ chifdren, By the middle of 1987 another major milestone had heen reached - more than 50
per cent of the world’s children had been immunized, as compared with 5 per cent a decade ago.

The primary challenge which lies ahead is defined, at this stage, by one fact which overwhelms other

cons.iderationx still today, and every day, 38,000 young children die, and a comparable number are crippled

for life the vast majority of them from causes for which we have long-since discovered low-cost cures and
preventions such as those singled out in the CSDR.Furthermore, the encouraging progress of past decades which

has reduced the child mortality rate to this still-unacceptable level could conceivably become threatened by the

effects of the AIDSpandemic. We know now what is required to prevent the tragic waste of young child lives

to preventable causes we know that it is do-able, Our response to this challenge must capitalize on the good
news while taking the bad news into account. We must ask ourselves at this point How can we accelerate the

momentum of saving children’s lives and improving their well-being - despite the economic constraints of the

1980s?
We must advance on two fronts.

Adjustment with a human face

On one hand, we must ensure that economic disruptions do not undermine the situation of the health of children.
The cut-backs and adjustmems which many countries are undwtahng reflect in part the severe constraints

imposed by the international economic system and in part on the way countries have re-fonmdated their policics

in response to these pressures, It is the summation of these factors which brought forth the anguished plea from
President Nyerere of Tanzania when he stated, “Must we stawe our children to pay our debts?”

Our response to President Nyerere must be art emphatic “No” Children shouldn’t bc required to die to pay
a country’s debts! Unfortunately, actual practice is aO too often, still, to let children die, and many are dying
each day as a consequence in the mid 1980s.

Our experience is that there must lx a two-pronged response to this situation. Fbst, we must vigorously
defend the importance of social investment to the overall future of a country so that the social sectors do not

carry disproportionate cut-backs, as too often has been the case. That is, we must ensure, for example, the
continued provision of primary health care, basic education, nutritional supplements for those in need, etc.

Second, and of equal if not greater importance - (especially for those of us gathered here, because the power

to act lies substantially with those of us in the heahh and other social sectors) - is that the social sectors
themselves must produce internal restructuring to put priorities on those programmed which result in the most

benefit to the most vulnerable.

The opportunity for a re-ordering of priorities within the beahb sector is perhaps best illustrated by a

statement made by Dr. Mahbttb-ul-Haq, then PakStani Minister for Finance, Planning and Economic Affairs

at the Annual Meeting of the World Bank and IMFin Seoul (October 1985):
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<C~u~t we ~Pend ~ go~d~afl of our development budgets to provide facilitiesfcw the muchandpn’vileged?

I discoveredfrom my own experience that it took only the postponement of one expensive urban hospital to
I

jinance the entire cost of an accelerated immunization and health care programmefor all OUTchifdren.”

Gathering alliances

We must also, however, respond ve~ specifically to the challenge presented by today’s unacceptable rare of

child deaths by f[ndhg ways to accelerate the awareness and use of that very knowledge which physicians have.
The medical knowledge and techniques to prevent these deaths is already availabl% physicians have them in-
hand and employ them every day to improve the health and save the lives of millions of children. The greater

challenge has become how to ensure that this knowledge reaches tbe millions upon millions of children -in fact,
the majority of the w&id’; cbildren who you and your millions of colleagues around the world will never see

in your offices nor in your hospital wards.
We have seen, in the past five years, that the CSDR works that it is capable of reaching those tradhionally

unreached with life-saving medical technologies. If tbecballenge is tobemet on tbescale which is now urgently
needed and clearly possible, it will be met by a social movement rather than by a medical movement alone. And

what is needed are society-wide alliances of all those who could communicate with and support parents in doing
wha[ can now be done - teachers and religious leaders, mass media and government agencies, voluntary

organizations and people’s movements, business and Mourunions, professional associations and conventional
health services. Only such “Grand Alliances for Children” can create the informed public demand for, and

practical knowledge of, those methods which could bring about the revolution in child survival and develop-

ment.
II is worth noting that the alliances which are gathering for child survival will be indispensable in combat-

ting the AIDS pandemic, whether we look forward to arresting its spread through a vaccine or through a massive

educational campaign to change peoples’ behaviour. Unfortunately, this is quite likely m be all-too-relevant to

Asians in the near future. Asian countries have a vital advantage over regions where the pandemic has already
taken a serious hold. If I may quote Dr. Dwyer again from his comments in Manila last week, “If we could have

had this same conversation 10 years ago in Africa, we could have done something about it.”
In Asia, you can do something about it. We know now that we are not defenseless against this dkease. Our

only weapon against AIDS is a powerful one, despite its simplicity it is knowledge. An international education
and social mobilization campaign to disseminate information about Am, to support those wbo are at risk or who

have contracted the virus, and to change life-endangering behaviour could dramatically slow the spread of this

disease. As Dr. Jonathan Mann, Director of the Spcial Programme on AIDS of the World Health Organization
(WHO),stated in his briefing in October to the United Nations General Assembly;

“AIDSspreads through specific, identifiable human actions, all subject to human influence and control; thus,

AIDS is controllable and preventable. Sexual behaviour can be modified, blood for transfusions can& screened,

blood prcducts can be treated to destroy the virus, and needles and syringes can be sterilized... AIDS should k

seen as a disease spread by and controllable through, conscious human behavior”.
Tbe task of accomplishing such a massive mobilization is so immense, however, that if it is mounted for

AIDSalone, there may well be unsurpassable obstacles to achieving the critical mass necessary. If, however, the

initiative is undertaken in conjunction with, for example, helping a government save the lives of several

thousands of of its children each year, the politics of the overall effon can be expected to maintain broad and

consistent appeal.
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Today such comprehensive efforts are underway in the child survival and development revolution. Both
the networks which have been formed and the lessons which have been leaned can be applied to thk new

dilemma. As physicians, many of you can pride yourselves in being among the pioneers of the CSDR, and of this
health movement.

Much has been accomplished in the CSDR, and yet the grim reality of 23,000 Asian children dying each day

and the daily crippling of a comparable number remind us that much remains to b-edone. We must now ask:
What are the next steps? As 1 ask this question in this fora, I know that I am posing it among partners in an

alliance, among those wbo tight the good fight, and that we will explore for the answers together. Your role in

this revolution for child survival and development is one of leadership, and the world community looks to you
for answers and direction.

Planning the sti-rvival and development of children

As you map the next steps of this effort, 1 urge you to consider the goal which I spoke of with you during the

opening of this Congress - the goal set by the United Nations in 1980 to halve infant mortality rates by the year
2tXMin every country on this globe, or to reduce them to 50per1000 births, whichever is smaller, In the Asian

countries, what will it take to achieve this goal?
Progress has been varied, so far. With two decades to achieve this unprecedented goal, yearly progress for

the tirst five years was only about half the rate necessary in such countries as Bangladesh, India, Nepal and

Pakistan. Thus, in India for example, where the target IMR by 2000 is 50, infant mortality rates decreased by an
average of 2.31 ~r cent between 1980 and 1985 instead of the 3.4 per cent average required. In order to meet

its yetu-20C0 goal, India will have toachleve an annual reduction rate of 4.83 percent until theendof the century.

The Philippines has achieved a reduction rate slightly higher than half the rate they must attain to reach the goal.
Whh a target IMR of 27, between 1980 and 1985 the annual rate decreased by 1.96 per cent. For the rest of the

century the Philippines must achieve an annual reduction rate of 3.88 per cent in order to meet the goal. This
clearly will require redoubled efforts,

Asia also holds some examples of infant and child mortality reduction which have been ahead of or close

to target rate, and which serve as models in the prioritizing of health care despite limited resources. Sri Lanka,
for example, has a target IMR of 22 per 1000 by the year 2000. Having achieved a reduction rate of 3.93 for the
first 5 years of this decade, Sri Lanka will reach its target by attaining an annual reduction of 3.23 until the end

of tbe century. Hong Kong, Kampuchea (albeit, they started from an inordinate] y high level in 1980), and

Singapore have also been ahead of schedule during 1980-1985. Both Thailand and the Republic of Korea have

been very close m the rate necessary to reach the year-2000 goal.
I should add parenthetically here that success in achieving this goal for reduced child mortality can be

expected to reduce births by an even greater number. As we have seen recently in many countriex, as infant
mortality drops below 80 or so, largely because of much greater parental involvement, births drop even faster.

Thailand offers a good example of this relationship - since 1960 the cmde death rate dropped 7 points per 1000

from 15 to 8, while the crude birth rate dropped by double that amount, 15, from 39 to 24.

I have attached to the distribution copy of my remarks today a chati which lists the rate of past progress

in improving child survival for every Asian country, as well as the Year 2000 goal for each country, and the rate

of progress it will have to achieve annually in order to reach that goal. I urge each of you to look at the situation
in your own country from the number of chid deaths each year to the rate at which these deaths are now being

reduced each year. And I urge you to discuss and explore how the increase in these reduction rates might be
accelerated.
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o
Alliances for children ‘in action

what will it take to achieve the year 20@l goal in your country? What are some of the things that you can do
to accelerate the progress of the CSDR? There are critical tasks in this movement which only you, as individual

physicians and in your medical associations throughout Asia and Oceania; can accomplish.

0 Act, in your practices, your teaching, your writings, and your research to strengthen our
knowledge and experience of how appropriate medical technology, through supportive social

stmctures, can transform the death and dkease patterns posed by the major cripplers and killers
of children;

0 Who else but you can advocate as credibly in your own societies, to your political leaders and

to national and local institutions? Given the influence that you wield, it is you who must take
the lead amongother professions and sectors who look rightfully to you as leaders. Are you
willing to use your position to further the goals of the CSDR?

O It is you who can sef stanaitrds within the health profession. When alternative treatments exist,

choose the more widely applicable low-cost practice. Promote breastfeeding, the use of oral
reh ydration and growth monitoring in your own practice, and press the hospitals and medical
schook with which YOUare affiliated to do Iikewis%

0 Support the empowerment of women and families which is gained through experience and
success with self-health techniques.

0 Bring others into the Grand Alliances for Children. [t is you who have by far the greatest ability

to draw in and involve other doctors, nurses, and midwives. Vigorously spread the word and

educate others on the situation and the historic opportunity for change on a vast scale.

0 Explore the applicability of the CSDR and its social mobilization and participatory approach not

only to AIDS, but to other diseases as well, such as malaria, acute respiratory infections (ARI),

iodine deficiency, etc.

0 [t is also you to whom the world must tum for ideas and for solutions to the difficult problems

in extending other elements of basic health care to the previously unreachable poor in the world.

We are beginning to close the vital gap between those whom you see in your daily practices and the great

majority of children who will never see a physician. It has long been acknowledged that a major challenge to

health professionals is to make existent techniques available to those removed from the channels of easy access.

The 1980s has seen major strides in meeting this age-old challenge. Cm you, in your role of leadership in the “-

health field, channel the benefits of progress and momentum now evident at the international level, into efforts
in your own countries which will achieve the United Nations Year-2000 goals for child suwival? Can we make

the Child Survival and Development Revolution the worlds most critical revolution, a revolution which will

accelerate achievement of primary health care, and the goal of Health for All by the year 2000? Can we not
extend the benefits of some of your most critical knowledge to the great majotit y of the world’s children? Can

we reach the unreached?

In fact, recent experience in many Asian countries exemplified by Thailand’s progress toward achieving

universal child immunization indicates that a breakthrough in child-health and in the well-being of the world’s

poorest, which seemed like wishful thinking only a short time ago, is quite realistic, Indeed, there is a miracle
in the making, and we are participating in it together. Already the lives of more than one million young Asian
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children are Ming saved annually as a result of this peaceful revolution for children. And it is well within our

grasp to, by the turn of the century, save the lives of another 2.5 million Asian children annually. This historic
possibility will become reality, however, if- and only if- wc work together even more actively, for the children

and the future of Asia and the world.

Deaths of Children under 5 in Asia
Developing Countries: 1985-2000 (Millions)
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Lives of Children Saved in Asia
Developing Countries: 1985-2000 (Millions)
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Projections of Deaths and Lives Saved of

●1
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Children Under Five in Asia
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The Child Survival Index ie. the percentage of those born who survive to reach the age of 5 years
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The Child Survival Index ie. the percentage of those born who survive to reach the age of 5 years
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The Child Survival Index ie. the percentage of those born who survive to reach the age of 5 years
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