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Letter from the editors 
 
Dear Reader, 
 
The concept and purpose of this online-publication was described in the first issue. The 
reader is kindly asked to refer to the foregoing publication of the KKPHF. Here we provide 
you with a second issue, which we hope will contribute to recent topic of interest for public 
health in particular, and for overall health matters in general. Intentionally some of the 
topics selected for this issue are controversially discussed. We hope that some of our 
readers will take the opportunity and express their opinion, which then will be published in 
the next issue of the forum. In addition we repeat the invitation to hint towards a paper 
published in an international journal which is thought to be suitable for a review in the 
‘Forum’. Please note that we will keep you informed of every new issue by e-mail if you 
provide us with your e-mail address  
 
With our very best regards, 
 
The Editorial Board       Khon Kaen, September 2015 
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History of Medicine 

 

John Snow, a hero of Public Health and Epidemiology, and his time 
 

There is more to know about his story – it is not just only about cholera and the water pump 
of the Golden Square District in London. Without knowing the ultimate cause of the 
disease, Snow could convincingly demonstrate that polluted water was instrumental in the 
transmission of the deadly epidemic. His investigations into the spread of cholera within 
London in the middle of the 19th century made him the ‘father of epidemiology’. He did not 
succeed in bringing down the miasma theory, but his methods of investigation are still 
exemplary ways of detecting the mode of transmission and source of outbreaks of epidemics 
of infectious diseases.  

Teaching public health to medical students can be frustrating. I don’t say this about 
Thailand.  I am referring to medical students in my country of 
origin. Their interest in public health, or social medicine as it was 
called, was less than enthusiastic. Sometime I could not resist 
exposing them to a rush of adrenalin when it came to examining 
them in the final ‘State Examination’. One of my introductory 
questions was, ‘What could be taken as the symbol of public health 
and especially epidemiology?’ In introducing my question I did 
remind the candidate about the symbol of medicine being the Staff 
of Aesculapius. In my introductory lecture about epidemiology I 
mentioned that the drawing of some street pump might, like the 
Staff of Aesculapius, be taken as the symbol of epidemiology, if 
not of public health, because it refers to the story of the cholera in 
London in the middle of the 19th century and the investigation of 
Snow into the cause of the epidemic. This event could be 

considered as a milestone in epidemiological investigations and the fight against a disease 
which was exposing millions at risk to a cruel death. Since it was not compulsory for the 
students to attend the lecture but only to attend a seminar where basic issues were no longer 
discussed, none of the candidates could answer correctly. Finally, I 
had to abandon the question, because the candidates distributed 
protocols about the examination questions for the use of the next 
batch of students being examined. I must add that of course I didn’t 
let the student fail for not knowing an answer to this question.  

My guess is that the story of the street water pump in 
London’s Golden Square District of Soho is on the agenda of every 
introductory lecture in epidemiology and public health all over the 
world. What students usually remember is that John Snow 
dismantled the handle of that pump because the water was 
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considered to be the source of cholera in the area and subsequently the disease vanished. 
However, this is by no means the whole story, and if there was no more to it than what a 
student remembers, it would not be worthwhile mentioning it at all in the lecture. In order to 
really appreciate the ingenuity of John Snow, it is necessary to recall some fundamental issues 
of medical history such as the knowledge and beliefs about the spread of diseases at that time. 
Another important issue is that John Snow started investigating the outbreak of cholera 
around the pump at No. 40 Broad Street in late August, 1853, but he died in1858 without 
knowing the real agent for the disease which was rediscovered by Robert Koch in 1884 and is 
now known as Vibrio cholerae. Nevertheless, his investigation into the way the disease was 
transmitted by polluted water finally beat the miasma theory. So, what about the miasma 
theory and what was important to public health at that time?  

Time of industrialism and the sanitary movement 

Gorge Rosen1 in his ‘History of Public Health’ categorised the period from 1830 to 
1875 as the time of ‘Industrialism and the Sanitary Movement’. Centuries ago the economy of 

European countries no longer depended solely on 
agricultural production. The Middle Ages saw 
technical progression in many fields including 
mining, salt works, foundries and glass works. 
Industrial enterprises existed especially in urban 
settings. At around the time of John Snow, 
industrialisation took a big leap forward and became 
generally known as the ‘industrial revolution’, a term 
introduced in 1837 by Jérôme Blanqui (a French 
economist). This development went along with a 

massive improvement in infrastructure in terms of roads, canals and railroads. A massive 
boost in production was achieved as the result of improvements to the steam engine by the 
Scottish instrument maker, James Watt, in the year 1765. It was no longer necessary to 
establish factories along streams or use windmills for running machines. The impact was first 
felt in England when the work force was drawn from the agricultural sector into the urban 
industries. The result was massive crowding in extremely poor living conditions and a 
horribly unhygienic situation occurred along with massive environmental pollution, especially 
of rivers and streams. The pollution of the Thames flowing through London City was one 
telling example. Nowadays it doesn’t come as a surprise to us that in the course of such 
development devastating epidemics spread through the population. In those days people did 
not understand the connections between poor living conditions, crowding, poverty and illness. 
It was up to the Sanitary Movement in the first half of the 19th century in England to draw 
attention to these circumstances. The Movement was linked to Edwin Chadwick (1800-1890) 
and his fight for social justice for the poor of the labouring classes of Great Britain.  

Hygiene in London during the 19th century 

Unhygienic conditions, to term it mildly, were an excellent breeding ground for the 
predominant epidemic of the 19th century, which was cholera. This disease was particularly 
                                                           
1 George Rosen: History of Public Health. Expanded Edition. The John Hopkins University Press, 1993.  



frightening due to its association with diarrhea together with a massive loss of body fluids, 
vomiting and fever, and the fact that following the first insignificant symptoms death can 

result within a few hours. Those dying 
presented a terrible picture of death by 
shrinking increasingly looking like a living 
mummy while turning black because of 
bursting capillaries. Death may also be 
accompanied by severe cramps because of the 
loss of electrolytes. Cholera was known in 
India and might also have been familiar to 
people in China, but Europeans did not 
recognise it as a leading threat to health until 
the beginning of the 19th century. In the year 
1826 a worldwide cholera epidemic started at 
Bengal, where the disease had been known for 

a long time, but it then travelled around the globe reaching Poland in 1830, and from there 
travelled by boat across the Baltic Sea to England where it first seemed to have entered in 
Newcastle-upon-Tyne. This was not the first epidemic of the disease to spread across 
continents and was followed by numerous additional outbreaks following wars and 
pilgrimages. The last very severe outbreak of cholera was recognised in 1912 in Mecca and 
Medina.  

The germ against the miasma theory 

The rapid spread of epidemics required an explanation about its mechanism. In 1546 
the Italian, Girolamo Fracastoro, had already written in his 
book, ‘De contagione et contagiosis morbis eorumque 
curatione’, that ‘the seeds of diseases are minute animals able 
to reproduce their kind’, suggesting that the diseases are 
transmitted by a contagious process. His theory did not fit well 
with the fact that epidemics also occurred where a contagious 
process could not be established. The explanation for this 
phenomenon was that ‘a noxious form of bad air’, most likely 
emitted from polluted soil, was instrumental in the spread of disease. The theory is known as 
‘miasma’ theory. Diseases like malaria did fit well with this theory since the life cycle of the 
agent enabled by mosquitos was not known. For some time, both theories stood in conflict 
with each other. The theory of contagious agents justified quarantine measures against those 
exposed to people suffering from leprosy and plague. The germ theory received a deadly blow 
when yellow fever2 and other tropical diseases over a few months in 1802 killed almost the 
entire French military force of 33.000 men shipped to Santo Domingo3 to quell a revolution 
there. Given the situation in a totally overcrowded urban setting with no waste disposal, 
faeces and urine spilled in the narrow streets. Without toilets and running water the smell in 
such an environment must have been intolerable and certainly supported the miasma theory. 

                                                           
2 The viral disease is also transmitted by mosquito. 
3 now the capital of the Dominican Republic 



This was even more obvious at that time, since the Sanitary Movement had succeeded in 
improving sanitation and hygiene, and as a result the strength of the epidemics was 
diminished. At the end of the 19th century Louis Pasteur detected the bacillus causing anthrax 
(1877) and Robert Koch the germ causing tuberculosis (1879). Since the miasma theory was 
meant to be valid for epidemics, the redetection of Vibrio cholerae by Robert Koch (1883) 
dealt it a deadly blow. Even so, still the leading scientists of that time such as Max von 
Pettenkofer, a professor of hygiene in Bavaria, were still unwilling to give in so easily and 
acknowledge that the theory was incorrect4. 

It is not always the big shots in a scientific field who come up with a breakthrough in 
pushing science to new frontiers. Pettenkofer had his merits in supporting hygiene, and, even 
though the miasma theory was not true, hygienic measures nevertheless helped to prevent 
infectious diseases. Very often there are outsiders who usher science into a new age, such as 
John Snow did decades before proof was available that the germ theory is correct.  

The ‘CV’ of John Snow 

Snow was born into a family of eight children in the English city of York on the 15th 
of March, 1813. His father was a coal yard worker. At 14 years of age he started work as an 
apprentice surgeon-apothecary in Newcastle with Dr. William Hardcastle and continued to do 
so until 1833. It was in Newcastle where the first cholera epidemic in the UK occurred and 
where Snow attended cholera patients on behalf of Dr. Hardcastle. He studied medicine in 
London, became a physician in 1843, and then worked as a general practitioner in the Soho 
area. His research interest centred first on the physiology of the respiratory system and the 
asphyxia of newborns. Because of his interest in issues of respiration, he attended a 
demonstration of ether anaesthesia in 1846. He quickly moved the development of anaesthesia 
further on by working with chloroform as well as ether. He became the leading authority on 
this in the UK. In obstetrics he administered chloroform in such a way that the pain of giving 
birth was reduced, but the women still remained conscious. Anaesthesia had little negative 
effects on labour and actually seemed to accelerate it. Queen Victoria had nine children, and 
Snow assisted the Queen with the birth of her 8th (Prince Leopold 1848) and  9th (Princess 
Beatrice 1857) children. The medical establishment originally opposed Snow’s attempts to 
help, but it’s probable that the husband of Queen Victoria, Prince Albert, was interested in 
using this method for his wife’s sake5. 

Obviously, Snow was a man interested in a number of different fields of science. He 
had an ‘analytical mind that thrived on details that others overlooked’6. This gift led him to be 
known as ‘the father of epidemiology’ while investigating the transmission of cholera when 
the disease reappeared during 1848 in London. Snow was already suspicious about the 
possible falsity of the miasma theory, and this was based on his observations when he 
witnessed the cholera epidemic during 1831 in Newcastle, a city in the midst of a mining area. 
                                                           
4 Nowadays the miasma theory could be considered as a ‘classical’ example of a confounder. A potential 
confounder (here, bad air) is associated with the disease in the absence of exposure (water contaminated with 
Vibrio cholerae). The disease is associated with exposure (unhygienic conditions with bad air) but does not arise 
as the consequence of the exposure (bad air).  
5 http://www.ph.ucla.edu/epi/snow/victoria.html (retrieved 25.05.2015) 
6 David Wachon: Old News 16 (8), 8-10, May & June, 2005 

http://www.ph.ucla.edu/epi/snow/victoria.html


At that time Snow realised that quite a number of miners contracted the disease in the absence 
of swamps and sewers. He realised that the first symptoms of the disease involved the 
intestinal tract. He concluded that, if poison from polluted air spreads the disease, then the 
respiratory tract should be involved. It made more sense to think of food or water being the 
vehicle for the disease, and he started to consider the germ theory as an alternative way in 
which the cholera was spreading.  

Cholera in London and Snow’s investigation of three water companies 

The resurfacing of cholera in London provided the opportunity to test the hypothesis 
that polluted water is linked to the deadly disease. To fully apprehend Snow’s gift for 
conducting epidemiological surveys by recognising the unique features of a situation which 
best served the investigation, one must know how water was distributed in London at that 
time. Besides street pumps, which provided water free of charge to the population, companies 
also delivered piped water to houses, a service for which people had to pay. Snow 
concentrated on three companies, namely the Southwark and Vauxhall Company, which were 
drawing water from the Thames along an area where sewage outlets polluted the water and 
the Lambeth Water Company which, in contrast, drew water from an area more upstream and 
above from the sewage outlets. Snow started before August with a comparatively small 
survey in two subdistricts of South London, namely Lambeth and Kennington, and found that 
the majority of people dying of cholera lived in houses receiving water from the Southwark 
and Vauxhall Company. Together with Dr. Whiting, he expanded his survey over a period 
from 8th of July to the 5th of August. To ask for help was necessary because they had to visit 
each house with a cholera death in order to find out which company delivered water to that 
particular dwelling. It was found that, out of 44 deaths, 38 victims lived in houses receiving 
water from the companies piping in polluted water, and only 14 deaths were recorded from 
houses having water from the Lambeth Company. Finally Snow resorted to a large statistical 
investigation the results of which are given in Table1. 

TABLE 1. Death rate from cholera by source of water. Rate per 10,000 houses. London 
epidemic of 1853–54. Snow’s Table IX. 
 

 No. of Houses Cholera Deaths Rate per 10,000 

Southwark and Vauxhall 40.046 1.263 315 

Lambeth 26.017 98 37 

Rest of London 256.423 1.422 59 

 
The denominator data, that is the number of houses served by each water company, 

were available from parliamentary records. For the numerator data, however, a house-to-
house canvass was needed to determine the source of the water supply at the address of each 
cholera fatality (the “bills of mortality” showed the address, but not the water source). The 



death rate from the Southwark and Vauxhall Water Companies was about 9 times the death 
rate for the Lambeth Water Company7.  

Snow’s publication of his results ‘On the Mode of Communication of Cholera’ by no 
means unnerved advocates of the miasma theory. In their view the water of the mighty River 
Thames would dilute all possible poisons to the point of ineffectiveness.  Today, it is still not 
uncommon to reject statistical argumentation as happened in Snow’s case: that is, that the 
evidence provided did not prove that the water was contaminated.  

The Broad Street Pump investigation 

In epidemiological circles nowadays it is commonly agreed that one result achieved by 
an investigation should also be validated by other investigations. Actually, that was done by 
Dr. Snow in his extensive investigations into, what is now so famously remembered as the 
‘Broad Street Pump’ investigation. In fact, the cholera outbreak in late August 1853 occurred 
just in the neighbourhood of Snow’s living quarters. Snow reacted immediately by visiting the 
area and found that quite a 
number of the diseased had 
already died. He discovered that 
most fatalities had been living 
around the Broad Street public 
pump. He drew water from the 
pump and, in comparison with 
water from five other nearby 
pumps, he found no difference in 
the appearance of the water from 
all the pumps. A microscopic test 
of the water revealed many 
organic materials, but this was 
inconclusive. However, by then 
he had embarked on what could 
now be termed as the ‘mother of observational evidence’ in drawing a map of the area 
indicating the location of the different public pumps and the houses of the 83 cholera deaths, 
which he obtained from the General Register Office. In assessing the distance of the houses to 
the nearest pump, it became obvious that 73 of the 83 cholera deaths were of people living in 
homes for which the Broad Street pump was the nearest water source. The remaining 10 
unfortunate victims  were not living close to the Broad Street pump, but preferred the water 
from that pump, or were children drinking its water on their way to school.  

                                                           
7 http://www.nada.kth.se/kurser/kth/2d5342/kurspaket/521.pdf (retrieved 25.05.2015 From 
Association to Causation: Some Remarks on the History of Statistic. By avid Freedman, Statistics 
Department University of California, Berkeley, CA 94720, USA. Technical Report No. 521, 2002. Also 
source of Table 1. 

http://www.nada.kth.se/kurser/kth/2d5342/kurspaket/521.pdf


It must be kept at mind that, despite of the outbreak around the 
Broad Street pump, other areas in London were not free from cholera. It 
could be established that from the 73 victims living close to the pump, 61 
of them drank water from the pump. Adjusting the number of deaths 
around the pump and the general toll of the outbreak in London in the area 
of the Broad Street pump, only 14 deaths should have been expected. Snow 
explained to the Board of Guardians of the area that the high number of 
deaths very likely could be attributed to the water from the pump. He 
therefore recommended the removal of the pump handle to inhibit any further infection. The 
Board was not really convinced that the water from the pump actually caused the outbreak, 
but since other counter measures had been undertaken the handle of the pump was also 
disconnected. The fact that after removing the handle the outbreak soon came to a halt might 
be taken as a good argument for Snow’s claim that the cause of the disaster was the water of 
the pump. At the time the handle was taken off however, the incidence of the disease already 
decreased. 

Search for the reason of the pollution 

The search for the real reason of the outbreak initially did not favour those believing in 
the miasma theory, but nor could Snow ultimately present evidence for the germ theory. An 
argument against the miasma theory was the fact that the houses of all the victims were clean, 
and that, out of the 535 inhabitants of a workhouse close to the pump, only 5 died. According 
to the miasma theory one would expect a much higher number. However, Snow found out that 
the facility had its own water supply and did not take water from the pump. Furthermore, the 
workers in a nearby brewery survived. They drank beer, which they didn’t have to pay for, 
and never the water. In fact they should have succumbed to the cholera, since according to the 
miasma theory the drinking alcohol was dangerous.  

Even though Snow could identify people, such as the customers of small coffee shops 
and other facilities who drank the water and died, otherwise conclusive evidence for the 
pollution of the pump was initially missing. The brickwork of the well was repeatedly 

inspected, and no hole or crevice was found through which 
polluted water could have been entered the well. A sewer drain 
running along the street was not old and not found to be the 
culprit for polluting the well. The Reverend Henry Whitehead 
invited Snow to join the St. James parish committee.  
 

Whitehead was probably as eager as Snow to find the 
source of the epidemic. Although did not agree with Snow’s 
theory, he liked the way Snow approached the problem. In 
fact, it was Whitehead, who found the ultimate solution to the 
mystery. He searched through reports of the Registrar General 
from the week up to the 3rd of September 1854, and on the 2nd 
of September the death was recorded of a five-month old child 
who died with symptoms of cholera in the house at number 40, 
Broad Street. He realised that the child might be the first 

Whitehead 



victim of the outbreak and that the pump was located right in front of the house. An interview 
with the mother, Sarah Lewis, revealed that she cleaned the child’s diapers in a bucket which 
she emptied into a cesspool in front of the house. Nobody was aware of the existence of this 
cesspool since all the other ones had been given up and replaced by drainpipes which 
regularly emptied into a recently established sewer system. On the 23rd of April 1855 the 
cesspool drains were laid open, and it was found that the brickwork of the pump-well lining 
had corroded from the outside. The cesspool, which was meant to trap an overflow into the 
sewer drain, had in fact blocked the drain and caused the sewage to back up. The brickwood 
lining was loose and the cesspool was very close to the pump well so that the waste from the 
cesspool entered the well. The soil showed that this had happened quite often in the past. 
After the child died and no longer was water from soiled diapers poured into the cesspool, the 
epidemic soon came to an end. The dates of the beginning of the epidemic and the pollution 
of the well by the water from the diaper corresponded quite closely.  

For Snow and Whitehead, the chain of events finally fitted together, and they had 
found the cause that had obviously triggered the outbreak. The committee of the St. James 
parish fully supported their report, but the General Board of Health did not agree with the 
conclusion reached by Snow and Whitehead. Snow died of a stroke on the 16th of June, 1858, 
without having succeeded in causing even a feeling of unease among the followers of the 
miasmas theory. More than 150 years after Snow’s death and 200 years after his birth, ‘The 
Lancet’ corrected its John Snow’s original obituary in 1858 8 when the editor of ‘The Lancet’ 
at that time, Thomas Wakley, strongly opposed John Snow’s convincing argumentation in 
favour of the germ theory. In the obituary only Snow’s achievements about anaesthesia was 
mentioned, and his profound impact on epidemiology was only truly acknowledged more than 
a century after his death from a journal which is regarded as one of the world’s leading 
medical publications. It was politics which made Wakley to ignore the main accomplishments 
of Snow. Wakley wanted the tanning and soap industry moved out of London because of the 
tremendous ‘air pollution’ as we would call it now. His best argument for promoting this aim 
was to connect the air pollution to the miasma theory in order to convince politicians to ban 
these industries within the limits of the city. A proof for the germ theory did not suit his 
intentions. 

The inappropriate behaviour of Wakley 
has been compared by Dr. Jeffrey Koplan, a 
former director of the Centre for Disease 
Control and Prevention, with the blunder of a 
literature magazine which acknowledged the 
death of Shakespeare in a one-sentence obituary 
saying ‘the guy had a few good lines’.  

Outlook 

The leaking of foul water from the 
sewerage system into drinking water as happened in the Broad Street was not uncommon. The 
unhygienic situation in London became almost unbearable during the summer of the year of 
                                                           
8 http://www.newsweek.com/lancet-corrects-john-snows-1858-obituary-63035 

http://www.newsweek.com/lancet-corrects-john-snows-1858-obituary-63035


Snow’s death (1858) and was labelled as the ‘Great Stink’. The MPs within their new Houses 
of Parliament were immediately affected by the intolerable air pollution. It was common 
sense during the Victorian era in the UK that the situation could not be healthy. At the time of 
the coronation of Queen Victoria, only half of the infants in London survived their fifth 
birthday. Finally, it was agreed to intervene. Parliament voted three million pounds to the 
Metropolitan Board of Works to improve the sewerage system. ‘The task was taken on by the 
chief engineer, Joseph Bazalgette, who designed and constructed five major brick-lined 
sewers extending 132 km (82 miles): three were north of the river and two to the south. These 
connected with existing sewers and pumping stations and were built at strategic locations to 
keep the sewage flowing. The building of London’s sewers was the biggest civil engineering 
project in the world at the time’9. Unfortunately another cholera epidemic spread through 
London in 1866 because the new sewerage system was not finished until 1870. After that, 
London remained free from cholera, but areas of central Europe still experienced the disease. 
The German city of Gelsenkirchen suffered from a cholera epidemic in 1901 and had still not 
accepted the views of John Snow10. The miasmas theory survived up to Robert Koch’s time, 
but started to be weakened by the demonstration of Lois Pasteur in 1860 that an organism 
seen under a microscope could cause disease. John Snow now is remembered at the site of the 
event by a pub named after him and until recently by a replica of the pump. The replica was 
removed because of construction going on at the site, but the promise was made to bring the 
pump back after this is completed.  

 

Back to content 

                                                           
9 http://www.history.co.uk/study-topics/history-of-london/sir-joseph-bazalgette-and-londons-sewers 
(retrieved 26.05.2015). 
10 http://www.johnsnowsociety.org/johnsnow/facts.html (retrieved 26.05.2015) 

http://www.history.co.uk/study-topics/history-of-london/sir-joseph-bazalgette-and-londons-sewers
http://www.johnsnowsociety.org/johnsnow/facts.html


Developments in public HealtH 

 

A rocky way from Alma Ata to New York 
 
The struggle of the NCD Alliances and WHO to raise NCDs on the global 
agenda and what the plans are now for prevention and control 
 

My list of references contains publications related to research conducted together with 
colleagues in Asia, mainly in Thailand. The main topics are related to nutrition, focusing on 
malnutrition including undernutrition and micronutrient deficiencies in the seventh and eighth 
decades of the last century. In 1976 the working group which I had joined at that time 
published a paper in connection with chronic diseases in Thailand. The paper reported an 
investigation into the cholesterol content of Thai food (1), and we later published a paper 
about the lipid pattern in rural Thai people (2). Judging from the various titles of publications 
with my name as author or co-author, there was no focus on chronic diseases. Only at the end 
of the millennium did topics appear in the list of publications which were more directly 
related to chronic diseases (3). The title of one of these mentioned the term ‘health transition’ 
(4).  

The epidemiological transition 
 

Nowadays, the word ‘transition’ is frequently linked to expressions such 
‘epidemiological transition’ or more specifically to ‘demographic, epidemiological or 
nutritional transition’. It happened that drastic changes over a relatively short time resulted in 
a different pattern of problems in the field of health and public health. Chronic diseases, also 
referred to as non-communicable diseases (NCD), posed an ever increasing problem to the 
health authorities of low and middle income countries. Along with infectious diseases, 
undernutrition and the health problems of mothers and children remained a challenge for the 
health delivery system. 

 
This situation is commonly described as the ‘double burden’ for health authorities, especially 
for those in low and middle income countries (5). The countries exposed to the phenomenon 
of the ‘epidemiological transition’ were well aware of the problem (6). For instance, in 
Thailand at the start of the millennium, the features of the ‘epidemiological transition’ had 
been well known for three decades and were of major concern to the Ministry of Public 
Health (MoPH) (7).  

Why then did a research group within Thailand, which was interested in nutrition and 
various aspects of public health, neglect this important field almost altogether for decades? 
Actually all of us were aware about the link between food intake, overnutrition and chronic 
diseases such as cardiovascular diseases and type 2 diabetes mellitus. We were also not short 
of ideas for research projects and community interventions. The problem was that research 



funding for topics in connection with NCDs was difficult to acquire. The research group at 
that time was heavily dependent on funds from a European semi-governmental institution for 
technical assistance. Attempts to obtain project funding for investigating aspects of NCDs 
within the framework of public health were unsuccessful. I still remember one official saying 
that as long as mothers die in Africa, to spend funds on the diseases of the rich cannot be 
justified.  

His view at that time was shared by the majority of decision makers and officials 
working in institutions dealing with technical and financial assistance for so called 
‘developing countries’. Among the widespread misunderstandings about NCDs were (and to 
some extent still are) that non-communicable diseases are mainly prevalent in high income 
countries, that countries in the low and middle income ranges should see their main task as the 
care and prevention of infectious diseases, and that chronic diseases are a problem of rich 
people due to their unhealthy life style and anyhow cannot be prevented. Evidence contradicts 
these misunderstandings in that 80% of the mortality due to chronic diseases occurs in low 
and middle income countries, and these countries have to deal with both infectious and 
chronic diseases. Furthermore, the latter are concentrated among the poor, and ‘healthy 
choices are not the easy and affordable choices’ for the majority of these people (8).  

Declaration of Alma-Ata and the Primary Health Care initiative 

Why was it so difficult approximately 30 years ago to raise interest and funds for 
projects in connection with NCDs? At that time, the policy for the advancement in health was 
overwhelmingly influenced by the Declaration of Alma-Ata in 1978 1. Alma-Ata was the 
capital2 of Kazakhstan, one the republics of the former Soviet Union and was the venue for 
the International Conference on Primary Health Care which took place from the 6th to the 12th 
September. The major outcome of the conference was the ‘Alma Ata Declaration’ which had 
a major influence on international health policy for the coming decades.  

Major players in the field of primary health care were the World Health Organization 
(WHO) and the United Nations Children’s Fund (UNICEF). The term ‘primary health care’ 
was probably first used in the journal Contact, issued by the Christian Medical Commission. 
This organisation was linked to the World Council of Churches and the Lutheran World 
Federation which was created by medical missionaries working in developing countries (9). 
The key issue of primary health care (PHC) was the quest for a ‘comprehensive, universal, 
equitable and affordable health care service’ with the involvement of the community (10). 
The Declaration was meant to stipulate access to basic health services as a ‘fundamental 
human right’. It soon became obvious that PHC was too idealistic, and the concept was 
replaced by ‘Selective Primary Health Care’ (SPHC) which focused on the reduction of child 
mortality by advocating growth monitoring, oral rehydration, breast feeding and 
immunisation (11). In a number of countries additional activities were conducted under the 
label of PHC: besides mother and child health care and nutrition, these countries included 
hygiene, the provision of safe water and the prevention of infectious diseases of importance 
for a given area such as malaria or dengue haemorrhagic fever. A particular feature was the 
                                                           
1 http://www.who.int/publications/almaata_declaration_en.pdf (accessed Feb, 23, 2015)  
2 In 1998 after independence from the Soviet block the capital was moved to Astana 
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introduction of community health workers, who have survived up to the present day to a 
certain extent in some countries, such as Thailand. PHC and SPHC differ in that the latter 
abandoned the comprehensive approach and decision making by the community; instead of 
these, local health authorities or expatriate experts ruled the scene (12).  

The shift from PHC to SPHC was not the only sign that PHC did not work as one 
thought it should. Its critics liked to rephrase the slogan of the PHC policy (‘Health for all by 
the year 2000’)  as ‘Health for all in 2000 years’, referring to the assumption that the time 
allocated for reaching the goal of PHC was much too short. A comprehensive review of the 
shortcomings of PHC has been published by Hall and Taylor 2003 (10) with the meaningful 
title, ‘Health for all beyond 2000….’. The reasons why PHC did not develop as expected are 
manifold. Newly emerging challenges for the health sector, such as HIV, and also the need to 
care for victims of wars and natural disasters stretched the ability of PHC to cope with these 
developments beyond its limits. A general impression throughout the population that the 
quality of PHC was insufficient did overload the secondary and tertiary health facilities such 
as ambulatory and hospital care. Most health care resources were still directed to the advanced 
urban hospitals. As a telling example of the need for community involvement in the scheme, 
an auxiliary health worker force was recruited, especially within the rural areas of many 
countries. Red China with its creation of  ‘barefoot doctors’ (13), highlighted especially 
during the now quite infamous regarded ‘Cultural Revolution’, served as example for setting 
up such a task force 3. Too short and inadequate training and a lack of adequate supervision 
largely hampered the efficiency of this aspect of PHC.  

Quite often PHC generally became just a phrase. Nevertheless, the dominant political 
climate at that time was the major breeding ground for the fundamentals of  PHC, and the 
Alma Ata Declaration remained the underlying currency determining the perceptions and 
beliefs of Westernised decision makers and experts about what was needed in ‘developing 
countries’ and to a certain extent this idea still exists.  
 

The paper by Cueto (9) entitled ‘The origins of primary health care and selective 
primary care’ provides an excellent summary of the political basis of PHC. Between the late 
1960s beginning of the 1970s ‘conservative’ thinking in the ‘developed world’ was on the 
retreat and gave rise to formerly unheard ideas and suggestions for drastic changes. The 
political climate was best illustrated by the quest for ‘long-term socioeconomic changes 
instead of specific technical intervention’ when it came to international development. High 
ranking politicians of the time such as the Prime Minister of Canada, L.B. Pearson 4,and the 
Chancellor of West Germany, W. Brandt 5, supported this movement. Within the UN, the 
‘Establishment of a New International Economic Order’ for ‘developing’ countries was on the 
agenda.  
 

                                                           
3 In Thailand the so called ‘village health volunteers’ still exist in the rural areas as a part of the health delivery 
system. 
4 http://unesdoc.unesco.org/images/0005/000567/056743eo.pdf (accessed March 2, 2015) 
5 http://files.globalmarshallplan.org/inhalt/psu_2.pdf (accessed March 2, 2015) 
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As far as public health and medicine were concerned, the overwhelming role of 
hospitals in charge of health and disease and the rather weak attempts at prevention were 
heavily criticised. Among the reports and books emphasising ‘health by the people’ 6 and the 
attempts to identify ‘determinants of health being biology, health services, environment and 
lifestyle’, the book, Medical Nemesis, by Ivan Illich was especially outspoken in condemning 
the medical establishment7. For him, the withdrawal of major infectious diseases from the 
health scene was not due to the efforts of medicine but mainly due to the general 
improvement in socio-economic conditions. He condemned medical doctors, accusing them 
of taking health away from the public instead of supporting health.  Even now, Medical 
Nemesis is fun to read, and it is amusing especially because of its outspoken aggressiveness. 
Some of the accusations it makes are certainly justified. Other statements are quite 
controversial: for instance, when the book seeks to explain the shift from infectious diseases 
to non-infectious diseases by just generally attributing this to old age.  

Another important issue during this time was the emphasis Communist China placed 
on the service of the ‘barefoot doctors’ for the rural areas of the country (13). This programme 
fitted very well with the ideology of the Cultural Revolution and received much attention 
outside China, especially from the advocates of PHC within the donor countries.   

The insistence of donors from Western European countries to hold PHC in high 
esteem might be due to the fact that they predominantly had low income African countries in 
mind. In the majority of these countries up to now infectious diseases and deficiencies in 
mother and child health care as well nutritional problems are still of major public health 
importance. In addition, 30 years after the Alma Ata Declaration, the usefulness of PHC can 
still be seen in the fields of child mortality, immunisation and family planning in a number of 
countries and especially in Thailand which has achieved the highest average yearly reduction 
in mortality among the ‘under-fives’ (14).  

An additional reason why donors were slow to acknowledge that NCDs had 
increasingly become a problem for poor countries might be that the control and treatment of  
infectious diseases is easier than the prevention and care of  NCDs. Communicable diseases 
are usually caused by one particular infectious agent which results in a disease with limited 
duration. Once the mode of infection and the life cycle of the infective agent are known, 
preventive and control measures can be worked out much more easily than is the case for 
NCDs.  

Major non-communicable diseases 

Major NCDs are chronic diseases, namely cardiovascular diseases, cancer, type 2 
diabetes mellitus and chronic respiratory diseases. Risk factors can be manifold, and exposure 
to risk factors usually has no immediate effect but only after a long period of exposure results 
in one or more diseases occurring at more or less at the same time, such as the metabolic 
syndrome. For the most part, risk factors are linked to behavioural factors, and generally it is 
not easy to change behaviour. The nature of the disease very often requires lifelong treatment 
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and continuous medical observation in order to minimise the occurrence of complications. In 
the absence of any kind of social security system, the immediate problems to arise are how the 
poor can have access to the health delivery system and who is going to pay for the ever 
increasing costs of maintaining the system. Caring for hygiene, waste disposal, safe water 
supply, mosquito nets for malaria prevention, and mass treatment for parasitic diseases are, 
for example, much easier than the development of a strategy for the prevention and control of 
type 2 diabetes mellitus caused by overnutrition, obesity, and reduced physical activity. No 
wonder that donor agencies prefer to deal with the ‘traditional pattern 8’ of health problems 
for ‘developing’ countries rather than NCDs. 

Due to the ignorance mainly of donors, the WHO report about NCDs in 2010 still had 
to admit that ‘popular belief presumes that NCD afflict mostly high income populations while 
the evidence tells a very different story’ 9. One of the ensuing policy drives became known as 
the ‘millennium goals’, and goals 4, 5 and 6 were specifically related to health matters 
associated with child mortality, maternal health and especially diseases such as HIV/AIDS, 
malaria, and tuberculosis. Among the other diseases mentioned were leprosy, dracunculiasis 
(guinea-worm disease) and the so-called ‘neglected tropical diseases’ such as dengue 10. 
NCDs were not directly mentioned.  

The fateful consequences of neglecting the importance of non-communicable diseases 

In the meantime, NCDs started to occur in middle and low income countries ‘with 
lethal consequences’, particularly in poor countries, because their health delivery systems 
focused on infectious diseases and NCDs had no priorities 11. To illustrate the effect of 
neglecting the importance of NCDs, particularly for the poor, some journalists made a point 
of referring to examples of the destiny of individuals from these countries. For instance, 
Cohen, an investigations editor of the British Medical Journal, cited a Cambodian man as 
saying, “I wish I had AIDS and not diabetes”, when referring to the problem that the 
treatment costs for diabetes were practically unaffordable in that country while AIDS patients 
were treated for free (15). An article of the newspaper ,‘The Economist’, described, among 
other examples, the fate of cancer patients in Uganda, 96% of whom die without ever seeing a 
medical doctor; for the whole country of 34 million people there is only one cancer unit which 
is the Cancer Institute in the capital city of Kampala (see link 11). Health statistics from Haiti, 
one of the poorest low income countries in the world, rank cardiovascular diseases and 
diabetes on the first and fourth place while HIV/AIDS is listed below them at the 10th rank, 
but health issues focus on infectious diseases such as HIV. One official of a private 
organisation dealing with diabetes was quoted as saying that the nature of chronic disease is 
not understood by the general public, instead ‘people think that it is supernatural and some 
kind of witchcraft’ 12.  

                                                           
8 Infectious diseases, mother and child health care, under nutrition  
9 http://www.who.int/nmh/publications/ncd_report_full_en.pdf (accessed March 2, 2015) 
10 http://www.who.int/mediacentre/factsheets/fs290/en/ (accessed March 2, 2015) 
11 http://www.economist.com/node/21530099 (accessed March 2, 2015) 
12 http://www.independent.ie/lifestyle/health/real-life-they-think-its-witchcraft-26757150.html (accessed 
March 6, 2015) 

http://www.who.int/nmh/publications/ncd_report_full_en.pdf
http://www.who.int/mediacentre/factsheets/fs290/en/
http://www.economist.com/node/21530099
http://www.independent.ie/lifestyle/health/real-life-they-think-its-witchcraft-26757150.html


Not only mass media but also the medical and public health scientific community 
became aware that NCDs were not attracting the attention they deserved. For instance, in the 
year 2004 the burden of NCDs in South Asia was described in the British Medical Journal 
(16). An estimate of the global prevalence of diabetes in 2010 concluded that 285 million 
adults have the disease (17). Type 2 diabetes mellitus especially has made  inroads of 
epidemic dimensions into Asia and the Pacific islands (18), but has also been on the rise in 
sub-Saharan Africa, which is known to be one of the regions in the world with a high number 
of low income countries (19).  

The pressure to pay adequate attention to the obvious problem which NCDs posed to 
low and middle income countries became a political issue of global importance. Initiated by 
Bangladesh and supported by the International Diabetes Federation (IDF) (20), a UN 
Resolution on Diabetes was brought forward 13. A similar resolution was initiated by the 
Caribbean Communities14. It was finally decided that a ‘high level meeting’ on NCDs should 
be held September 19 to 20, 2011, in New York.  

The declaration on the prevention and control of non-communicable diseases 

As driving forces for this meeting the Global NCD Alliance15 and the Lancet NCD 
Action Group must be mentioned. The Global NCD Alliance was founded by the 
International Diabetes Federation, Global Cancer Control, the International Union against 
Tuberculosis and Lung Disease, and the World Heart Federation. The Alliance now includes 
over 2000 civil society organisations in over 170 countries. ‘The mission of the NCD Alliance 
is to combat the NCD epidemic by putting health at the center of all policies’. The Lancet 
NCD Action Group highlighted the importance of the meeting and summarised the obvious 
deficiencies in the fight against NCDs, singling out the most important disease groups and the 
most pressing actions which needed to be taken (21). The diseases of priority mentioned were 
heart diseases, stroke, cancer, diabetes, and chronic respiratory diseases. Addressing the NCD 
problem is necessary in order to ‘reduce poverty, achieve health equity, economic stability, 
and human security’. Actions necessary to be implemented were tobacco control (the most 
urgent priority), salt reduction, improvement of diets and the encouragement of physical 
activity, the reduction of hazardous alcohol intake, and the provision of essential drugs and 
technologies.  

The initial enthusiasm was soon watered down when it came to formulate the 
declaration. Talks between the representatives of the governments of the UN member 
countries about the commitment and the aims of the declaration usually begin sometime in 
advance of these sorts of initiatives. The reports of Deborah Cohen (15) and Sarah Reardon16 
about the attempts of politicians and industry to reduce the impact of the fight against NCDs 
are very telling documents. Politicians were not shy to embark again on the argument that 
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tentative-agreement (accessed March 6, 2015) 
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NCDs are mainly a problem of the more affluent population. The report from Cohen quoted 
the UK’s Secretary of State for International Development at the time as writing, ‘While there 
are many people affected by NCDs …(these diseases) are an important and growing cause of 
impoverishment, the majority of suffers tend still to be in the wealthier quintiles of the 
population’. This remark of the UK politician triggered an immediate response from 
Beaglehole and others in the Lancet (22), who rejected this point of view and again 
highlighted the importance and aim of the ‘UN high-level meeting on non-communicable 
diseases’. In addition, a global analysis of the economic impact of NCDs by the World 
Economic Forum and the Harvard School of Public Health pointed towards the economic 
impact which NCDs have on the development of low and middle income countries 17. 

The focus as far as prevention was concerned was on the so-called ‘best buys’: 
improve tobacco control and eliminate tobacco use, reduce salt intake, promote diets low in 
fats and sugar, less alcohol, increase physical activity, and use generic drugs for treatment 
(23). The entire atmosphere in favour of this meeting was no match to a similar summit a 
decade before when gay activists and various celebrities were pushing the dangers of AIDS 
and HIV into the global consciousness with much acclaim.   

It has been easy to justify the spending of a minimal amount of the annual 
governmental budget for ‘developing aid as long as the health problems of low and middle 
income countries are seen as the consequence of a disadvantageous tropical climate favouring 
the spread of exotic infectious diseases and a socio-economic environment ruled by poverty. 
It is comfortable to argue that under these conditions the result is undernutrition, deficiencies 
in mother and child health care and environmental pollution associated with a low standards 
of hygiene and waste disposal. So it has been easy to justify the spending of a minimal 
amount of the annual governmental budget for ‘developing aid’ and encouraging donor 
institutions, such as non-governmental organisations (NGOs), to raise funds for all sorts of 
projects in faraway countries in Europe and predominantly in Africa. Major donor countries 
suddenly found out that it would be no longer possible to ride on a wave of empathy for 
‘developing countries’ and in this way neglect the real problems which they have succeeded 
in overlooking for decades. The risk factors for major NCDs, as listed above, are related to 
nutrition and tobacco smoking. A declaration undersigned by almost every government of this 
world intending to put a curb on the consumption of harmful dietary practices and condemn 
smoking was by no means in the interest of the agricultural sector of high income countries, 
nor the food industry and, of course, also not of the tobacco industry. Furthermore, the quest 
for a generic multi-drug treatment in primary care for people with NCDs was not to the liking 
of the pharmaceutical industry.  
 

The industrial sector was quick in influencing major donor countries such as the US, 
Canada, Australia, Japan and the countries within the European Union not to give in easily to 
a too far reaching commitment to fight against NCDs on a global basis. The major argument 
of industries was the threat of raising unemployment rates within the donor countries. Even 
low and middle income countries were quick in supporting their economic interests in that 
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Cuba and Indonesia tried to resist the recommended use of taxation as a tool to reduce 
tobacco consumption. The major targets of opposition by high income countries were 
recommendations in connection with nutritional intake: for example, there was an attempt to 
omit mention of the desirable reduction in saturated fat intake.  

Finally, the ‘Political declaration of the High-level Meeting of the General Assembly 
on the Prevention and Control of Non-communicable Diseases’ was passed 18. This 
declaration contained suggestions about tobacco control, including the use of taxation. As far 
as nutritional aspects were concerned, the reduction of salt, sugar and saturated fats were all 
targeted. Control of risks of developing heart diseases, the screening for cervical cancer, and 
hepatitis B vaccination for the prevention of liver cancer were included as well as the 
promotion of an increase in physical activities. What was missing was the agreement on hard 
targets which would allow the future evaluation of the achievements of these initiatives.  

Response to the outcome of the New York meeting and further actions 

The response to the outcome of the meeting was subdued 19. J. Stephen Morrison, 
Senior Vice President, CSIS & Director, Global Health Policy Center at CSIS 20 admitted 
that, while  the meeting could not be condemned as a failure, it ‘fell far short of a 
transformative moment’. He not explicitly said so, but it can be interpreted that the NCD 
meeting had by no means received the response of overall acceptance as had the HIV/AIDS 
high-level meeting in 2001. From what Morrison judged as a somewhat ‘risky and ultimately 
sobering test of the proposition’ that NCDs will become ‘a new global health priority’, the 
outcome of the meeting must have been somewhat disappointing for those pushing hard to get 
the issue finally on the agenda of a UN general meeting in New York. In Morrison’s view, the 
underlying reasons why the results of the meeting did not live up to expectations were that 
‘NCD priority competes from a position of relative weakness against the established, existing 
priorities of infectious diseases – HIV, TB and malaria – and maternal and child health’, and 
‘it has to contend with …… constrained budgets, a debt and deficit crisis in the United States, 
and worsening financial instability in the Euro zone’. In order to make good the shortcomings 
of the meeting, the ball was returned to the WHO which was instructed to produce targets and 
indicators for the period up to 2012. In fact, in May, 2013, the WHO delivered a global action 
plan for the prevention and control of NCDs over the period 2013 to 2020 21. 
 

The WHO plan set up nine goals which should be achieved by 2025and should show a 
25% reduction of premature death due to NCDs, based on the situation in 2010. The 
additional eight ‘voluntary’ targets were a 10% reduction of harmful alcohol consumption, a 
10% reduction in insufficient physical activity, a 30% reduction in salt intake, a 30% 
reduction in smoking by the population aged 15 years and above, a 25% reduction in high 
blood pressure; the stopping of any further increase in diabetes and obesity, and 50% of 
‘eligible’ individuals to be under drug treatment for ‘glycemic control’ to prevent heart 
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diseases and stroke as well as an 80% availability of the affordable basic technology and 
essential medicines including generics, required to treat major noncommunicable diseases in 
both public and private facilities. It is understood that governments would set their own NCD 
targets in considering national circumstances.  
 

In contrast to HIV and AIDS for which huge financial assistance was channelled into 
the system, especially for treatment and the currently unsuccessful search for a really effective 
preventive shot of a vaccine, NCDs cannot expect such luxurious support. Morrison has 
already and rightly pointed out that ‘money and leadership will not come from traditional 
Western donors who do not have the appetite for taking on a new global health priority…… 
Leadership will come from individual countries that recognize the emerging problem, 
understand the costly implications of inaction, and have the political will, strategic focus, 
financial and institutional capacities to stage a response. Most will be emerging powers, as we 
will increasingly see with China, India, South Africa, Brazil and other South American and 
Caribbean states. Certain low-income countries like Rwanda will pick … issues like cervical 
cancer and make them a priority.’ As long as NCDs are a ‘challenge of epidemic proportions’ 
and yet not considered a ‘global epidemic’, industries and Western donors still can maintain a 
lukewarm stance towards NCDs in middle and low income countries. Morrison concluded 
that ‘hopefully in time we will see common interest towards NCDs among emerging powers 
translate into greater action in the G20 and other multilateral fora’.  
 

What then is next on the agenda of ‘global governance’ and how will the issue of 
NCDs as a threat to health fare further on? Generally speaking, it was agreed that in 2015 the 
formerly established Millennium Development Goals (MDGs) would be revised and that an 
attempt would then be made to work on the development of sustainable development goals 
(SDGs). As mentioned earlier, NCDs were not specifically included in the MDGs. It remains 
to be seen whether NCDs will be recognised in the SDGs. The speculations are that, since 
they are important to fight against and control, NCDs will at least be somehow connected to 
the issue of  ‘healthy life expectancy’ (HLE) or another key term named ‘universal health 
coverage (UHC)’(24). However, it seems that one should not invest too much hope in the 
impact of the SDGs, which are already subject to strong criticism as being ‘vague, weak, or 
meaningless’ (25). The view of the author towards the whole matter is that it took a whole 
professional lifetime to overcome ideology to get policy to acknowledge the obvious.  

This article exclusively expresses the opinions of the author which are by no means related 
to the views and understanding of the Faculty of Public Health, Khon Kaen University, 
Thailand. 
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Student affairs 
 
Publish or vanish – the dilemma of doctoral students (Part II) 
 
Doctoral students need skills which they do not already have for publishing the results or 
part of the results of their theses in the international literature. Without publishing, a 
student cannot graduate. In the previous issue the ‘pros’, but mainly the ‘cons’, of 
publishing were described. Part II will suggest how to write a manuscript and what should 
be observed so that the chances of the paper being accepted will improve.  
 

To improve your endurance and tolerance level before starting to write your paper it is 
suggested you go back to the first issue of the Khon Kaen Public Health Forum (KKPHF) and 
read what was stated there. In case you are still determined to continue with your attempt, 
either because you are very brave or, what usually is more common, you have no other 
choice, I repeat my suggestion which I previously expressed: hope for the best, but expect the 
worst! Please also note that for the following I refer mainly to publications in the fields of 
medicine, public health, nutrition, life sciences and other associated medical sciences. I also 
consider mainly those manuscripts reporting the results of quantitative research. As explained 
before, it is much easier to deal with quantitative research once an aversion to statistics has 
been overcome.  
 
Be aware of format requirements of journal 

 
In order to plan your research project you should have gone extensively through the 

relevant international literature. Even if this was unfortunately not the case, you might have 
noticed in the meantime that all the papers follow a certain format and that this does NOT 
follow the regulations laid down by university bodies such as postgraduate faculties, which 
require that theses submitted in order to gain, for example, a master’s or Ph.D degree must 
follow strict rules about the layout. Scientific journals have also strict rules, but they differ 
from journal to another. Before even starting to write one sentence, you should make a 
decision about the journal to which you want to submit your manuscript. You will be well-
advised to regard the editors and referees of journals listed in PubMed and Scopus as 
demigoddesses in their various fields with fickle moods (like those in Greek mythology). A 
manuscript submitted in strict accordance with the regulations laid down for authors by the 
editorial board might at least have the chance of  the editor considering that it should be seen  
by a referee and not outright rejected by an automatic computer reply. Once the decision was 
made about which journal you might try, print out one paper of the most recent issue of this 
journal in order to see the layout of the manuscript. Each little item is of equal importance, 
such as any restriction on the number of words for the abstract, any restriction on the number 
for the whole paper, and the question about whether or not any restriction on the length of the 
whole paper includes the references. Other issues are, for example, how a table should be 
created, where the titles of tables should be placed. In the past, a crucial point was how the 
references should be cited in the text and formatted in the list of references. Fortunately 
nowadays there are software programs which help you in composing the text and the list of 
references to the literature. In case it is necessary to resubmit your paper to another journal 
because the editor of the journal of your first choice rejected it (this is usually the case), at 
least the redesigning of your list of references and the way of quoting references in the text is 
easily done by appropriate software. However, make sure you use a legal version of the 
software. The respective companies check this regularly and might jump on you with 
unfortunate results if you used an illicit version.  



 
Once you made a decision about your choice of a particular journal for your first try, 

you will realise that most of the manuscripts follow a uniform pattern as far as the sequence of 
the sections or chapters is concerned.  
 
Write the sequence of the sections differently from the final version of the manuscript 

 
The major sections are the abstract, introduction, methodology, results, and the 

discussion. In writing the paper, don’t follow this sequence. Start with composing the tables. 
Once you decided about the numbers and content of the tables write the results, then the 
methodological section followed by the discussion and then the introduction. Particular 
attention should be given to the abstract. By drafting your paper in this way it is easier to 
focus on a particular and, if possible, interesting issue in a logical sequence throughout all 
sections of your paper. You also avoid common mistakes while following the suggested 
sequence in writing the different sections. For instance common mistakes are, that what is 
mentioned in the abstract is different from the information given in the results or what is 
written in the methodology, and that the results section fails to mention a number of variables 
mentioned in the discussion.  
 
Compile tables first 

 
In compiling your tables, you must firstly realise that not all the results which you 

reported extensively in your thesis can be published in one and the same paper. Your final 
manuscript should not exceed 5 to 8 pages and, this is most important, not more than 4 to 5 
tables of results. Before starting to write even one page, you should therefore select the results 
which you want to be the core of your publication. This means that first of all you have to 
create your tables in the way the journal wants to have them. Avoid repetition and try to 
present the results in tables and not in graphs. If you cannot avoid using graphs, strictly 
observe the instructions to authors. Tables (and, if necessary, graphs), together with the title 
of each table and the notes below each table, must be self-explanatory. By simply looking at 
the tables a referee should be able to develop an understanding of the content of the 
manuscript and the major outcome of the research.  
 

To illustrate the main points mentioned above, a manuscript is taken as an example. 
The manuscript reported on a study about a particular serum protein, alpha 1 antitrypsin, in 
smokers. A low serum concentration of this protein is a risk factor for a lung disease called 
emphysema. The finding of thiocyanate in serum is indicative of smoking. The most 
important table of this publication is given below:  



 
 
 
Result section 

 
Once the tables were created the results section could be written. Since readers of the 

paper have the opportunity to go through the table themselves, it is unnecessary to repeat 
details in the text of all the results in the table. Instead, only the most important results in any 
particular table should be mentioned, and this should be done in a neutral way. Significant 
differences between groups should be reported without quoting the significance levels. In the 
publication mentioned above, the table was described in the results section as follows: 
 

Age, serum concentration of alpha-1-antitrypsin, thiocyanate and vitamin 
C are presented in table 2. Serum thiocyanate and alpha-1 antitrypsin 
concentrations were found to be significantly higher in smokers than in non-
smokers. However, the serum vitamin C concentration in smokers was statistically 
lower in smokers than in non-smokers. Values below 90 mg/dL and 5 mg/L 
indicate a deficiency in alpha-1-antitrypsin and vitamin C respectively.  

 
Methodology 

 
After the results section has been written, it is then easy to write the methodology 

section. However, it should be kept in mind that in the final version of the manuscript the 
methodology is placed before the results. The next section to write should be the discussion. 
For an unexperienced student, this is usually the most difficult part of a manuscript to write. 
The results should not be repeated at length within the discussion section, but they should be 
interpreted and put into context of the overall picture for the given field of research. This can 
only be done if authors have good general awareness of what is happening at the international 
level in their field of research. Most students fail badly in this respect due to bad planning of 
their research and an almost total lack of knowledge about what is going on in the given field 
of interest. Very often the students are not even able to interpret their own results correctly. 
The fact that finally some more or less extensive ghost writing takes place is not really 
helping to improve the general standard of research and scientific writing in Thailand. 



 
Discussion 

 
Very often the discussion limits itself to quoting similar results from studies by other 

authors. When this occurs one should ask why the student has done such similar research in 
the first place, given the fact that the findings will already be known. It is wiser not just to 
quote similar results but also to interpret them. It is even cleverer to search at the beginning of 
the research project for controversial results and compose the research questions about these 
issues. This makes it easy to formulate an objective for the study and a research hypothesis. A 
meaningful hypothesis makes it easy to write the discussion. A manuscript with a discussion 
containing quotations like these below has practically no chance of being accepted in an 
international journal:  
 

Jirut Srirattanabun and et al., (2000: 41-42) summarized that the good indicator 
should have the following qualification: - ……. 
Suvimol Tirakanan,  (2000: 57-58) divided the indicator according to the 
following characteristic: - ……… 
Somkiat Pothisat, (1998: 2-22) classified the indicator into 2 types: -…….. 
Besides that Somkiat Pothisat 1998, (in Sirinapa Cheethanghai, 2000: 42-43) 
classified the indicator into 4 categories: -……. 
Mathur (1980: 25 in Sirinapa Cheethanghai, 2000: 41) divided the indicator for 
the unit development into 2 types: -………. 

 
In the ‘alpha1 antitrypsin and smoking paper’ the main part of the discussion read as 

follows: 
 

……. differences between smokers and non-smokers, according to the variables 
investigated here, show that ….. smoking has an obvious effect on alpha-1-
antitrypsin and the antioxidant vitamin C.  
The median of thiocyanate levels in serum found in the subjects investigated are 
quite low as compared to other studies in westernised countries, where mean 
levels up to 150 mol/L had been reported (21).  
Other sources of thiocyanate, such as  thiocyanate contaminated milk (22), 
cabbage (23) or food contaminated with some drugs such as sodium nitroprusside 
(24) do seem to be of importance to this study, since median thiocyanate levels in 
non-smokers were found to be rather low, with only 3.8 mol/L.  
Conventionally, the cut-off point of 50 mol/L (18, 25, 26) is chosen to classify a 
high thiocyanate level. By using this criterion, almost 60% of the smokers 
investigated here must be accounted to belong to the group of heavy smokers.  

 
Introduction 

 
Having composed the three main sections of the manuscript and, in doing this, 

reported and discussed the essentials of the research project, it is now easy to write the 
introduction. Composing the paper in the recommended sequence diminishes the danger that 
the content of the introduction deviates from what is written in the results and discussion 
section. The introduction starts with a statement about the subject of the study and what is 
known about it, and then explains the research question to be addressed.  
 
Maybe the conflicting results of studies by other authors will be mentioned, and the objective 
of the current study can then be stated as a way of clarifying these issues. The introduction 
should also include some brief information about the location, participants and the study type. 



The major parts of the introduction of the publication which is being used as an example read 
as follows:  
 

……The decreased expiratory flow rate found in smokers is attributed to a loss of 
elastic recoil. Alpha-1-antitrypsin (AT) plays a central role as a protease inhibitor 
in the control of tissue degradation. As one of the major protease inhibitors in 
human plasma, alpha-1-antitrypsin inhibits a broad spectrum of proteases, 
including elastase, trypsin, chymotrypsin, thrombin and bacterial proteases…….  
…….Alpha-1-antitrypsin shows considerable genetic variability, having more 
than 70 genetic variants (Pi types), … 
…This investigation intended to test the effect of smoking on AT serum 
concentrations in relation to the Pi types of AT, the illness histories in MM and 
non-MM alpha-1-antitrypsin phenotype of smokers and non-smokers, and the 
concentration of the antioxidant, vitamin C, in serum…. 
 

Abstract 
 
The last piece to be written is the abstract. Usually the number of words for this section is 
restricted. In this case it is essential to concentrate solely on the most important content of the 
manuscript. Out of the few readers who bother to grasp even the headline of the paper, 
probably only 1 to 5% of them will read the abstract. Only a very few people all over the 
world will read some part of the whole manuscript. In order to try to ensure that the paper is 
quoted at least once in a while, great attention should be given how this important section of 
your manuscript is written. Some journals only restrict the number of words for the abstract, 
but others require a fixed format. The example below was written in a required format: 
 

OBJECTIVE - To investigate the effect of tobacco smoking on serum alpha-1-
antitrypsin (AT) concentrations in relation to the Pi types of AT (MM and non-
MM phenotypes) and vitamin C concentration in serum of Thai smokers and non-
smokers. 
DESIGN - Cross-sectional study 
SETTING - Smokers and non-smokers from a military unit in Bangkok, Thailand 
SUBJECTS - Randomly selected 123 male smokers and 66 male non-smokers 
aged 19-70 years from a military unit in Bangkok.  
MAIN OUTCOME MEASURES- Tobacco smoking effects serum alpha-1-
antitrypsin according to different phenotypes and vitamin C concentration. 
RESULTS -Statistically significantly higher levels of serum alpha-1-antitrypsin (AT) and 
thiocyanate concentrations were observed in smokers than in non-smokers. The 
thiocyanate level correlated with the duration and quantity of cigarette smoking. Vitamin 
C, an antioxidant, was found with statistically significantly lower concentrations in 
smokers than in non-smokers. 
CONCLUSIONS - The results of this study suggest that the increase in AT concentration 
in smokers is an immediate response of the organism to limit the damaging effects of 
smoking on the lung tissue. The decrease in vitamin C relates to the long-term risk of 
developing cancer among smokers. 
Keywords: smokers; alpha-1-antitrypsin phenotype; vitamin C  
 

The final manuscript 
 
The final touch needed to complete the paper involves put all the different sections into the 

required order, and adding the title and the names of authors in the way required by the journal. Often 
the contribution of each author to the paper must be declared, also whether the authors have a vested 
interest in the results. Usually a statement about the approval given by the ethics committee of the 



research institution must be added. In addition, a statement about publication rights has to be signed by 
each author. One further point to note is that it is absolutely illegal to add a name to a manuscript as 
author without even informing the person about this. All named authors share responsibility for the 
quality of their paper and illegally adding authors to the list of names might ruin their academic 
standing. Such a practice can be judged as an offence and be referred to a court of civil rights.   

 
 
 

Back to content 



Politics in science 
 
The San Francisco Declaration on research assessment – attacking the 
‘Journal Impact Factor (JIF)’  
 
The Declaration on Research Assessment (DORA) opts for paying less 
emphasis on the JIF but more on the merit of research as such.  
 

In 2014 a working group of the Association of the Scientific Medical Societies in 
Germany (Arbeitsgemeinschaft der Wissenschaftlichen Medizinischen Fachgesellschaften 
(AWMF)) recommended that the granting of research funds from local government to 
medical institutions, such as medical faculties, should be made not on the basis of 
publications in journals with a high impact factor, but rather on more valid indicators of the 
quality of the recipients. 
 

The AWMF referred to the San Francisco Declaration on Research Assessment 
(DORA), which was formulated at the end of 2012 and originally signed by 82 scientific 
societies around the world. The initiative for the Declaration was taken in connection with a 
meeting of the American Society for Cell Biology (ASCB)1. At present, over 500 
international scientific organisations and more than 12,000 individuals have signed the 
document.  
 

In essence, DORA opposes the use of research assessment tools derived from so called 
‘performance metrics’ based on bibliometric measures which are employed to make decisions 
in the hiring and promotion of academic staff, and in the granting of research funds. There are 
a number of bibliometric measures, but the Journal Impact Factor (JIF) is the most prominent 
one. Basically, the JIF is determined by dividing the number of citations in a given year to 
articles published in a journal within the previous two years by the total number of articles 
and reviews published in the previous two years 2. This calculation therefore provides a 
measure of the average frequency with articles published in the journal over a recent time 
period have been cited in the past year.  
 

DORA seriously questions the use of this and similar indices as valid criteria of the 
quality of scientific qualifications and academic standing. Institutions and funding agencies 
are urged to look at the content of research and not how this is being made known. This 
especially applies when judging the qualifications of an individual scientist. Funding agencies 
should base their judgement on impact measures such as policy and practice. Academic 
institutions should assess the research capabilities of staff on all research outputs, including 
datasets and software used. Publishers should stop promoting their journals by references to 
their impact factors and instead find other available and better ways of describing a journal’s 
performance and should support the citation of original research at the cost of reviews 
(individual researchers are also recommended to follow this practice). 
 

The objection of DORA to the JIF represents the latest attempt to curtail its use, but it 
is not the first one. The JIF goes back to Eugene Garfield, who edited weekly journals in 
different scientific fields under ‘Current Content’ which is still produced weekly and consists 
of the title pages of recently published journal issues. In 1955 he founded the Institute for 

                                                 
1 http:://am.ascb.org/dora/ (retrieved 18.06.2015) 
2 http://wokinfo.com/essays/impact-factor/ (retrieved 18.06.2015) 
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Scientific Information (ISI) and was the person initially responsible for creating the JIF which 
he developed on the basis of another of his innovations, the Science Citation Index.  JIFs have 
been calculated annually since 1975 for every journal listed in yet another of his publications, 
Science Citation Reports. In 1994 he sold ISI to Thomson Reuters which is now the company 
responsible for updating and reporting the ranking of journals according to the JIF. 
 

The original idea was to help librarians to select the most important and appropriate 
journals for their institutions. How was it possible that the JIF developed to a major index of 
scientific and academic standing? It has been argued that scientific issues should be judged by 
true experts in a given field. However, this is rarely so, and instead committees ‘with general 
competence rather than with specialist’s insight’ make judgements about the academic value 
of academic achievements. Without the competence to make truly expert assessments about 
the scientific quality of, let’s say, a published paper, a committee relies on ‘journal prestige, 
reputation of authors, and institutions and estimated importance and relevance of the research 
field’. In this situation the JIF was easy prey for misuse as indicator for evaluating research.  
By 1997 an article had already appeared in the British Medical Journal (BMJ) which stated 
that ‘the impact factor of journals should not be used for evaluating research’ (1).   
 

The author of the BMJ summarised clearly why the JIF should not be applied in the 
way it was being used. Major objections were that ‘articles in the cited most half of articles in 
a journal are cited 10 times as often as the least cited half’. This means that the majority of 
articles in a journal with a high JIF are seldom cited - if at all. A further conclusion was that 
the JIF calculation is based on ‘technicalities’ instead of scientific quality. Among these 
‘technicalities’ is the fact that the JIF depends on the field of research. Articles in journals 
publishing basic research have an advantage. Basic research is rapidly expanding, short-lived 
and needs a lot of references when the results of one’s own work are being published. Also, 
the database is biased towards English and dominated by American publications. 
Furthermore, research fields not in the front line of attention usually have only few journals 
with a high JIF.  
 

For instance, articles in journals dealing with public health and the social sciences are 
less cited in comparison with those in journals dealing with medical and biomedical research. 
Department, faculty and university rankings are similarly based on questionable indices, one 
of which is publication in journals with a high JIF. In order to enhance the academic standing 
of individual researchers and their institutions, their fields of research are being selected with 
a view to the possibility of publishing in periodicals with a high JIF. This limits the 
motivation to embark on research in a field which is not so popular with high ranking 
journals. An even more disastrous effect is achieved by expecting academic staff to publish 
one or even two publications annually in a journal with a certain JIF standing. Developing a 
new and innovative research field requires a substantial time span over which it cannot be 
expected that a high ranking research paper will be published. In this way the quest for 
publishing in journals with a high JIF actually is detrimental to research as a whole (2).  
 

The Nobel prize winner for medicine in 2013, Randy Schekman, summarised the 
overall criticism of high ranking journals in a rather aggressive article in The Guardian at a 
time in 2013 when the issue was being frequently discussed, even in the general public arena3. 
His newspaper article has the title “How journals like Nature, Cell and Science are damaging 
science”, and it is still worthwhile reading, even now some years after it was published. 
Schekman claims that the high ranking journals are mainly interested in marketing their 
                                                 
3 http://www.theguardian.com/commentisfree/2013/dec/09/how-journals-nature-science-cell-damage-science 
(retrieved 22.06.15) 
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‘brand’ instead of supporting science. They opt for papers expected to be cited frequently, 
which he admits can be due to ‘good science’. On the other hand, ‘eye-catching, provocative 
and wrong’ papers will create a lot of attention with a high number of citations. This creates 
‘fashionable’ research fields and suppresses the publication of more relevant research results.  
 

The way out of the dilemma for Schenkman and others is to more or less disregard the 
established journals with a JIF and use ‘open access’ publications. There are three main ways 
of publishing in open access journals. Firstly, there are those print media who give authors the 
choice of having their article published through their platform as ‘open access’. Of course, all 
the criticisms to about journals with a JIF hold true even when the paper then is freely 
available on the Internet. Furthermore, what is seldom mentioned are the tremendous fees 
which have to be paid to the journal for the open access option. These fees are not usually 
covered by research funds and must to a large extent be paid by the researchers out of their 
own pockets. The article published under the open access option is still listed by search 
engines such as PubMed or Scopus. Secondly, there are journals which are entirely online and 
do not publish a printed version. They too are listed in PubMed and Scopus and also demand 
high publication fees which are usually covered by the researchers, that is to say, the authors. 
The third option is to publish in so-called ‘predatory journals’. These are listed by an 
American Librarian, Jeffrey Beall, and are not considered of scientific value and quality4. 
Criteria for identifying these journals are listed by Beall and are available on the Internet5. 
Articles in these journals are not listed in PubMed and Scopus6. So, the suggestion to publish 
in an open access mode is not really an option for avoiding the dominance over science by 
journals with a JIF.  
 

Some of these so called ‘predatory journals’ are not so predatory when it comes to the 
amount of fees to be paid for submitting an article into the journal. Total disregard of the 
quality of a given publication for quite a number of these journals have ruined their academic 
standard. However some of the journals still listed in this category seem to try hard to 
improve the quality of the published manuscripts. Hopefully, one or another journal currently 
disregarded as a ‘predatory journal’ will finally develop a generally accepted publication tool, 
at least for those without the influence and resources needed to have a chance of publishing in 
a high JIF periodical.   
 
 
Back to content 
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Journal club 
 
Mortality and alcohol consumption 
 
Another attempt to derail the notion that moderate alcohol intake is good for your health 
 

The British Medical Journal (BMJ) recently published a paper which for those just 
scanning through the table of contents of that particular issue seemed to be not too exiting. 
The title read: ‘All-cause mortality and the case for age specific alcohol consumption 
guidelines: pooled analyses of up to 10 population based cohorts’ (1). What the inattentive 
reader subconsciously might infer from the headline is ‘mortality = dying’; ‘alcohol = bad, 
results in dying’; ‘consumption = should not drink’. From this, thoughts are directed to the 
glass of beer or wine one might have after returning home and relaxing from the stressful day 
at the workplace.  
 

Those readers who are a little bit more 
attentive will notice that the paper appeared in the 
BMJ.  The authors therefore either did a good job or 
had a good connection to the editor or both so that 
they could publish in a journal with a high impact 
factor. Also, their institution must have a lot of money 
otherwise the paper would not have been available 
through ‘open access’, and they obviously evaluated a 
huge data set as implied by the report that 10 
population cohorts were involved in the study. Only 
those aware of an old controversy will be alarmed. 
The controversy still splits those who want to ban 
alcohol consumption altogether from those who take a 
more liberal stance by accepting alcohol drinking in a 
moderate way. The first group hopes evidence will be 
presented to show that alcohol is dangerous, and the 
opposing group hopes the results will confirm their 
belief that one drink a day is harmless. It soon turns 
out that the view of the first group is supported by the results of the publication. In the 
introduction the authors, as expected, allude to the high costs of caring for those who fall sick 
‘with more than 200 acute and chronic conditions’ due to alcohol intake, and they soon 
mention the ‘J-shaped associations, which suggest that low alcohol consumption may confer 
some degree of protection’. In the next paragraph of the introduction, there is no doubt about 
the direction of the paper when it is stated that ‘the J-shaped relation is contentious’. 
 

The J-shaped curve under discussion is displayed below. The number of drinks over 
the day is given on the abscissa and mortality on the ordinate. The puzzling effect is that if the 
value of the abscissa is zero the risk of dying is higher and steadily declines to an optimum 
level of drinking before it starts to increase steeply. In plain words, to have an alcohol drink 
once in awhile is healthier than being a teetotaler. This finding would support the well-known 
proverb: ‘A drink a day keeps the doctor away’. Moderate drinking is usually referred to as 
one or two drinks a day.  
 

What the inattentive 
reader 

subconsciously 
might infer from the 

headline is 
‘mortality = dying’; 

‘alcohol = bad, 
results in dying’; 
‘consumption = 

should not drink’ 
 



To have a taste for alcohol seems to go back even to prehistoric times. The 
controversial issue of health and alcohol drinking is not simply solved by condemnation of the 

latter. This was clear even to Abraham Lincoln, who is 
quoted to have said, that ‘the problems with alcohol relate 
not to the use of a bad thing, but to the abuse of a good 
thing’. In about the 1980s the beneficial effects of moderate 
alcohol drinking came to the attention of the general public 
under the term, ‘the French Paradox’. This referred to the 
evidence that, despite a high consumption of saturated fatty 
acids, the rate of coronary heart disease (CHD) in France 
was lower than in other European countries with a similar 
dietary pattern (2). The fact that the French favour red wine 
was assumed to be a special factor contributing to this 

phenomenon. Those having a commercial interest in white wine and in beer were eager to 
claim that their products were also beneficial for health. A number of studies were undertaken 
to investigate wine and beer against vascular risk and somehow evidence for the beneficial 
effect of moderate wine drinking was more convincing than for beer (3). Further 
investigations concentrated on alcohol consumption and cardiovascular risk, and more 
attention was paid to moderate alcohol consumption in general than whether there is a 
difference between wine and beer (4). Moderate alcohol consumption was defined as one 
drink a day for women and one or two drinks for men and was reported to have an 
antiatherosclerotic effect. The beneficial effect of moderate alcohol consumption was 
established for individuals with a healthy lifestyle. The risk of myocardial infarction (MI) 
seemed to be diminished. The effect seemed to be due to an improvement in insulin 
sensitivity and an elevation in high density lipoprotein cholesterol (5).  
 

The concept of a beneficial health effect of moderate alcohol consumption didn’t 
remain unchallenged. All too obvious were the public health problems of alcohol drinking 
which range from those associated with traffic accidents up to the numerous diseases due to 
extensive alcohol intake. Activists working against alcohol intake in general found it hard to 
accept that a clear-cut condemnation of alcohol was being challenged. The fact that an 
overwhelming proportion of the population is immune to alcohol dependence is not well 
accepted, and also even moderate alcohol consumption by individuals not prone to be alcohol 
dependent carries the risk of dangerous traffic accidents when driving a car after several 
glasses of beer, wine or other spirits.  
 

It’s no wonder that different countries follow a different approach in their 
recommendations for alcohol drinking. In the USA the beneficial aspect of moderate alcohol 
intake is mentioned, but it is not acknowledged by the health authorities of New Zealand1. 
The skeptical view about the so-called beneficial aspect of moderate alcohol consumption is 
supported by a number of investigations claiming that ‘uncontrolled confounders influenced’ 
the diminished risk for coronary heart disease associated with moderate alcohol consumption. 
It is claimed that moderate drinkers tend to observe a healthy life style. Those not drinking 
alcohol at all might do so because they are already sick, and their risk of dying is therefore 
higher than those with a healthy life style and moderate alcohol intake 2.  
 

The paper published in the BMJ is following this line of argument in presenting the 
results of their investigation (1). Their hypothesis states that, if there is a protective effect of 
                                                 
1 http://www.drugfoundation.org.nz/content/myths-and-moderate-drinking (retrieved 08.06.2015) 
2 http://www.drugfoundation.org.nz/mythbusters/is-drinking-in-moderation-good-for-my-heart (here see 
additional references; retrieved 08.06.2015) 

http://www.drugfoundation.org.nz/content/myths-and-moderate-drinking
http://www.drugfoundation.org.nz/mythbusters/is-drinking-in-moderation-good-for-my-heart


moderate drinking, then this should be most obvious in a reduced mortality of people 65 years 
of age and above. The underlying reason for this phenomenon might be a reduced risk for 
cardiovascular diseases. Available to the authors was an annual representative cross-sectional 
survey of the general population living at private residential addresses in England. The BMJ 
study was conducted using two analytical samples of the survey data: one for the years 1998 
to 2002 and the other for 1999 to 2008.  
 

For the first sample, alcohol intake was recorded by ‘self-reported average weekly 
consumption over the past year’ and for the second sample it was ‘self-reported consumption 
on the heaviest day in the past week’. The 9.7 years follow up included 18.368 persons and 
4.102 deaths, and the 6.5 years follow up 34.523 individuals with 4.220 deaths. Data were 
stratified according to gender and age (the age range from 50 to 64 years was compared with 
those aged 65 years and above).  
 

The results are presented in four tables. Each table displays the results for men and 
women separately and also separately for the two different samples as explained above. The 
first two tables use ‘non- drinkers’ as the reference group and for tables 3 and 4 ‘never 
drinkers’ are the referents. The results are adjusted only for age in model 1, but for model 2 
they have been adjusted for body mass index, economic activity, education, ethnicity, 
government office region, marital status, smoking status, and social class. There are eight 
cells per table so the attentive reader has to try to digest and understand the columns of 32 
cells.   
 

In case the reader wants to come to his own conclusion without referring to the 
abstract and at the same time trying not to be too much confused, one might just attempt to 
interpret the results given in tables 3 and 4 with the reference group of ‘never drinkers’. A 
minimal protective effect can be observed for males 50 to 64 years of age in the age adjusted 
category for both samples. The effect is much reduced in model 2. Adjustments for numerous 
individual characteristics practically eliminate the beneficial effect of moderate drinking for 
males. Similar results can be seen for the group of males aged 65 years and above.  On the 
other hand, for the group of females aged of 65 and above, it seemed impossible to eliminate a 
protective effect of alcohol consumption by extensive adjustment to all sorts of life 
circumstances. These findings were seen to arise in both samples 1 
and 2. However, even this encouraging result for those elderly 
ladies who like to have one or two sips of ‘medicine’ a day is 
downgraded by the authors in the conclusion of the abstract by the 
statement that ‘protective associations may, however, be explained 
by the effect of selection biases across age-sex strata’.  
 

The unhappiness of the authors with their results for elderly 
females is further expressed when discussing the weaknesses of 
their study. Here they argue that the reference group might be even 
wrong in that a number of individuals who were included as never 
drinkers belong to this category because of their generally poor 
health. They also question the reliability of answers claiming that 
alcohol was never consumed. 
 

Fortunately, the authors are not suggesting that the results are valid all over the world 
but only for England. That hopefully allows elderly German ladies to still have their 
‘Klosterfrau Melissengeist’. This product is well known among that particular population 
group, and the “Damen” are very familiar with the three nuns in the Gothic arch. 



The ‘remedy’ claims to contain medicinal extracts and essences from plants such as 
mallow, artichoke, hops, arnica, valerian, mountain pine, plantain and many more. While it 
cannot be denied that the major content is alcohol,  there does seem to be agreement among 
the German medical profession that one should not oppose the use of this medicine in that 
particular group of patients.  
 

Nevertheless, it is very obvious that health activists cannot live with the idea that even 
one or two units of alcohol per day might be healthier than total abstinence. Statistical 
adjustments for almost all important circumstances of life the view study of a human 
population to the observation of rats in a cage, where all the animals are held under equal 
conditions. Is it allowed to ask whether, in research involving data on thousands of 
individuals, the analytical methods applied in the BMJ study might lead to a type II error? The 
damaging effects of long lasting alcohol abuse are well known, and one of the diseases to 
which the addicted person might succumb is liver cirrhosis, in which the cause of death might 
be massive bleeding in the oesophagus. Those performing an autopsy on those cases will 
usually observe that the vascular system is free of arteriosclerosis. Maybe the health activist 
and those leading a more or less healthy life but having a drink once in a while can reach a 
compromise and agree that one or two classes wine or beer in a while is not better than not 
drinking at all, but at least it is also not damaging their health.  
 
 
Back to content 
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