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MCMS or from other sources, would have been feasible
and informative. With no such analysis, extrapolation of
these findings to other settings is difficult.

Although the investigators report strong associations
between neonatal mortality and place of birth (home vs
hospital), such inferences are based on a cross-sectional
analysis of the 2002-08 MCMS data that did not take
account of important covariates. Many characteristics
differentiate families that choose (or have access to)
facility deliveries and those who deliver at home; such
differences would be expected to exist within, and not
just between, sociodemographic categories. The lack
of statistical adjustment for key confounders suggests
that the estimates of preventable fractions should be
cautiously interpreted.

Finally and importantly, we acknowledge the concerns
about quality of the data from China’s MCMS, on which
Fengand colleagues base their conclusions. Although the
MCMS is a rich source of demographic data, it has been
criticised for systematically under-reporting births and
deaths and for the large variation in the distribution of
surveillance sites in the past two decades.?®* Inaccurate
estimation of the number of births might have biased
the analyses. For example, if home births were less likely
to be reported than hospital births, home-birth mortality
rates could be spuriously inflated. Additionally, increases
in the completeness of birth reporting over time could
result in apparent declines in neonatal mortality rates.

Provision of high-quality facility-based obstetric
and neonatal care will undoubtedly improve neonatal
survival, and Feng and colleagues indicate how this
improvement might have developed in China during
the past 15 years. Nevertheless, a more complete
assessment of the effect of China’s national policy
to promote institutional deliveries on neonatal
mortality rate is warranted. We look forward to further
studies based on MCMS data, especially with creative

combinations of information from many sources" and
analyses aimed at untangling the complex effects of
policies and interventions on maternal and child health.
Studies using China’s abundant epidemiological and
demographic data, and the uniqueness of its nationwide
policy experiences, could offer invaluable contributions
to worldwide public health knowledge.
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Science to policy: M8 Alliance invites policy makers to step in

A year ago, we introduced the M8 Alliance and called
for academic medicine to take more responsibility
for global health. The M8 Alliance connects leading
medical universities and national academies worldwide
to create a network that actively seeks dialogue with
governmental representatives, policy makers, non-
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governmental organisations, civil society, and health-
related industry on specific global health challenges.!

On some aims we have had progress, for example on
the effects of global warming on health, a topic that is
still neglected at our peril. Initiated by the M8 Alliance
and through discussions at the World Health Summit
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in 2010, the Interacademy Medical Panel (IAMP)—
the organisation of 65 national academies of medi-
cal science—presented a statement on the health
threats of climate change. The IAMP made a number
of recommendations that emphasise the health co-
benefits of policies to mitigate climate change for
the UN climate change talks in Cancun, Mexico, in
November, 2010.2 A first important step, but much
more needs to be done to engage governmental
representatives and other policy makers and to provide
scientific evidence to focus their attention on urgent
health issues with long-term consequences.

The M8 Alliance does not sufficiently involve academic
institutions from
countries where societal transition and demographic
change alter their population’s health burden. These
countries, in particular, are looking for the development
of cost-effective interventions and low-cost health

low-income and middle-income

infrastructure.* It is therefore an important development
that this year Brazil and Singapore have joined the
M8 Alliance through the University of Sdo Paulo and
the National University of Singapore. Both countries
represent outstanding examples of the effects of national
policies that put significant emphasis on health.>® The
M8 Alliance has begun to hold regional meetings in 2011;
these are held in the particular year's co-hosting country
(2011 Melbourne, Australia; 2012 Baltimore, USA; and
2013 Singapore) and focus on topics of relevance for the
hosting region.

The M8 Alliance continues in its aim to provide the
scientific sources for evidence-based policy. Four key
aims are currently a focus for the group’s attention
and activities: mental wellbeing in large urban areas
and megacities, reduction of risk factors for non-
communicable diseases, the health impacts of climate
change, and research and workforce capacity building in
low-income and middle-income countries.

Urbanisation progresses at a rapid pace, bringing new
and different challenges. Three quarters of the world's
megacities of 10 million or more people, such as
Mexico City, Mexico, Sdo Paulo, Brazil, or Mumbai, India,
are in middle-income countries. By 2050, 70% of the
world’s population will live in urban areas.” Insufficient
security, lack of private space, and inadequate housing
conditions are among the social stressors that are
associated with an increased stress vulnerability and
a higher risk for mental disorders in urban dwellers.?

Societal transition is leading to rapid demographic
changes, especially in middle-income and low-income
countries, that result in higher life expectancies
but also in an increase of chronic diseases without
adequate prevention capacities. Epidemiological pro-
jections show an increase of 80% for diabetes in Africa
between 2006 and 2025, compared with the predicted
worldwide increase of 55%.° Processed food, high in
fats, salt, and sugar, fuels the obesity epidemic, which
has become one of the major health threats in countries
like Mexico and Brazil.

In September, the UN General Assembly gathered
to discuss actions on non-communicable diseases.
The political declaration agreed at the meeting is an
appreciated first step,” but there is still a long way to go.
Science must inform policy, especially under conditions
of financial constraints when investments need to be
directed towards the most cost-effective and evidence-
based action plans and preventive measures.

Governments must integrate health into their political
agendas, as their population’s health is their most
important economic asset. Politicians need to align
with academia to identify the scientific evidence and
arguments to determine the best strategies to choose
from. It is an important and encouraging development
that governmental authorities now show an increasing
engagement in the World Health Summit, using this
conference as a leading forum for exchange with the
different stakeholder groups involved in the complex
field of global and national health. Governmental
authorities from more than 30 countries from all global
regions are involved in this year's World Health Summit;
the German Federal Government contributes with four
Ministries (Education and Research, Health, Foreign
Affairs, and Economic Cooperation and Development)
to the conference. Interdepartmental linkages are key to
assess and tackle complex health issues such as ageing
populations, obesity, and cancer.

The World Health Summit 2011 in Berlin, Germany,
is a unique occasion for policy makers to discuss urgent
health issues with experts from all sectors with clear
linkages to health, like science, the economy, and
foreign policy. The door is open, and it is now up to
policy makers to step in. An increasing involvement of
governments of the M8 countries and beyond in the
World Health Summit and the M8 process will be an
important marker for success in the initiative’s future.

www.thelancet.com Vol 378 October 22,2011



Comment

*Mazda Adli, Sabine Kleinert, Mathias Bonk,

Steve Wesselingh, Detlev Ganten
Charité-Universitatsmedizin Berlin, 10117 Berlin, Germany
(MA, MB, DG); The Lancet, London, UK (SK); and Monash
University, Faculty of Medicine, Nursing and Health Sciences,
Victoria, Australia (SW)

mazda.adli@charite.de

MA is Executive Director, MB is Programme Coordinator, DG is Founding
President, and SW is Co-President of the World Health Summit 2011.

1 Adli M, Kleinert S, Smith SK, Ganten D. Academic medicine must take
its global role: the M8 Alliance of Academic Health Centers and Medical
Universities. Lancet 2010; 376: 1197-98.

2 Ganten D, Haines A, Souhami R. Health co-benefits of policies
to tackle climate change. Lancet 2010; 376: 1802-04.

3 Bloom DE, Cafiero ET, Jané-Llopis E, et al. The global economic burden
of non-communicable diseases. Geneva: World Economic Forum, 2011.
4 Crisp N.Turning the world upside down: the search for global health in
the 21st century. London: The Royal Society of Medicine Press, 2010.
5 Victora CG, Barreto ML, do Carmo Leal M, et al. Health conditions
and health-policy innovations in Brazil: the way forward. Lancet 2011;
377:2042-53.
6  Lim MK. Transforming Singapore health care: public-private
partnership. Ann Acad Med Singapore 2005; 34: 461-67.
7 DyeC. Health and urban living. Science 2008; 319: 766-69.
8  Peen), Schoevers RA, Beekman AT, Dekker J. The current status of urban-rural
differences in psychiatric disorders. Acta Psychiatr Scand 2009; 121: 84-93.
9  Levitt NS. Diabetes in Africa: epidemiology, management
and healthcare challenges. Heart 2008; 94: 1376-82.
10 Beaglehole R, Bonita R, Alleyne G, Horton R. NCDs: celebrating
success, moving forward. Lancet 2011; 378: 1283-84.

Time for zero deaths from tuberculosis

When Robert Koch presented his discovery of the
tuberculosis bacillus in March, 1882, he hoped it
would lead to the eradication of “this terrible plague
of mankind”* More than a century later, tuberculosis
remains a leading killer of adults: of about 9-4 million
people newly infected with tuberculosis each year,
3.5 million are undiagnosed and continue to transmit the
disease and more than 1.7 million die. Tuberculosis is the
main killer of people with HIV infection; drug-resistant
strains continue to spread; and paediatric tuberculosis
remains an area of neglect.*® In the past decade, the
number of new cases of tuberculosis worldwide has
barely declined, and the number of deaths remains
catastrophic: more than 4500 per day for this largely
treatable disease. As a Lancet editorial pointed out, “A
status quo in tuberculosis control is unacceptable.”*

This status quo is not inevitable. A logical place to look
for fresh leadership and vision is the Stop TB Partnership.
Created in 2001 as a network of international organ-
isations, countries, technical agencies, and donors, the
Partnership was tasked with ensuring that every patient
with tuberculosis has access to effective diagnosis and
treatment. In its first decade, however, the Stop TB
Partnership—housed at WHO headquarters in Geneva—
seems to have operated essentially as a subsidiary of
WHO's Tuberculosis Department with the majority
of funds going to WHO's Tuberculosis Department,
rather than external partners.>® But this situation may
yet change. The newly appointed Executive Secretary
of the Partnership, Lucica Ditiu, has initiated steps to
address potential financial and administrative conflicts
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of interest in the Stop TB Partnership’s relation with
WHO. More importantly, Ditiu has called for a bold
new vision in the struggle against tuberculosis. She
and her team have started a campaign to prevent a
million deaths among patients co-infected with HIV
and tuberculosis” She should be congratulated for
these steps and supported in her efforts by her Board,
the WHO Director-General, governments of countries
with a high-burden of tuberculosis, and the tuberculosis
community. Transforming the Partnership into an
effective, independent, and transparent body capable of
acting as a locus for innovative thinking is a crucial step
in recasting the global struggle against tuberculosis.
Changing the tenor of advocacy around tuberculosis
is another important step. Without the networks of
grassroots health activists and civil society institutions
that define the HIV/AIDS movement, the global
tuberculosis community has been unable to successfully
scale-up patient-centred approaches to care, or hold
governments and key international bodies (including
funders) to account with regard to their commitments
to tackle this disease. The health-activist community
must take urgent steps to remedy this. Investment in
tuberculosis-specific efforts of existing HIV/AIDS and civil
society organisations—building on such efforts in Brazil,
Kenya, India, South Africa, Uganda, and Zambia—or
groups working on related social issues would be a start.
Much would be achieved if leaders of global health
initiatives—the Global Fund to Fight AIDS, Tuberculosis
and Malaria, the US President's Emergency Plan
For AIDS Relief, the US Global Health Initiative, and 377:1067

See Editorial page 1439

2
I
2
S
2
°
£
T
g
2
2
]
A

See Perspectives page 1456

For a profile of Lucica Ditiu see
Perspectives Lancet 2011;

1449



	Science to policy: M8 Alliance invites policy makers to step in
	References




