
heterogeneous nature of the condition and because
most data derive from case reports or case series from
single centres—large case control studies and ran-
domised controlled trials are scant. The International
Collaboration on Endocarditis has been conceived
recently to develop a large global database of patients
whose clinical, echocardiographic, and microbiological
findings have been characterised by using standard
methodology. The associated network of investigators
and organisational infrastructure will provide the plat-
form for large randomised trials to test therapeutic
strategies.12 This resource offers the opportunity for
major advances in our understanding and treatment of
infective endocarditis over the next two decades and
provides a model on which global collaboration in
other disease areas is likely to be based.
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The world’s first international tobacco control treaty
Leading nations may thwart this major event

Negotiators from the World Health Organiza-
tion’s 191 member states meet in Geneva this
week in an attempt to agree the world’s first

international tobacco control treaty, the Framework
Convention on Tobacco Control.1 This legally binding
treaty would aim to establish principles and guidelines
for international tobacco control. It follows a similar
format to the 1992 United Nations’ Framework
Convention on Climate Change and its related proto-
cols such as that signed in Kyoto in 1997. The develop-
ment of a framework convention on tobacco is
important because it is the first time in its history that
the WHO has used its treaty making powers. And in
the growing debate around trade and health it
provides an opportunity to ensure that health is given
primacy over commercial considerations when it
comes to trade in a product that kills one in every two
of its long term users.2

A global tobacco control treaty is now essential
because the tobacco industry’s use of international
trade agreements, cigarette smuggling,3 4 and global
marketing techniques has undermined national
control measures and rendered them insufficient to
control the tobacco epidemic.5 6 The industry uses
similar tactics to penetrate new markets outside indus-
trialised countries, where smoking rates are declining.
As a result the tobacco epidemic has grown in size and
gradually shifted its focus from high to low and middle
income countries. By 2030 tobacco will kill 10 million
people worldwide, an increase from the current 4 mil-
lion.7 8 Over the same period, the proportion of these
deaths occurring in the developing world will increase
from 50% to 70%. This shift in disease patterns will
add to growing global inequities as the burden of
tobacco related disease grows in the South while

profits from cigarette sales accrue to companies in the
North.

Most countries, particularly the South East Asian
and African nations, support a strong convention that
would have the potential to halt this public health dis-
aster. But a few key states are obstructing progress by
angling for a weaker treaty. These states, most notably
those that host the major tobacco transnationals, seem
happy to stand by as their companies peddle death
elsewhere. Criticism has rightly centred on the tobacco
friendly Bush administration.9 But Japan, whose
government is the majority shareholder in the world’s
third largest tobacco transnational, has been still more
overt in its opposition and seems to doubt whether the
reduction of tobacco consumption is a legitimate
public policy objective. The European Union has
also failed to argue for sufficiently comprehensive
measures.10

Germany, Europe’s largest tobacco manufacturer,
is mainly responsible for the negative European Union
position, although other states have likely sheltered
behind it. The negotiating stance of the European
Union is based both on its current tobacco legislation
and on a shared position agreed between all 15 mem-
ber states in areas that the legislation does not cover.
Existing legislation is weak, largely because successive
German governments (with occasional support from
other European Union members) have obstructed the
passage of effective legislation and, alongside their
industry allies, challenged the legality of existing laws
in the European courts.11 12 On other issues, agreeing a
shared position inevitably produces the lowest
common denominator, particularly when the most
obstructive state is one of the most powerful. The
problem is exacerbated as the European Union no
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longer speaks just for its 15 members, but increasingly
for the 13 accession countries being pressured to sup-
port a position on tobacco control that is often weaker
than those they have already adopted.

Despite overwhelming international support for a
strong convention, these key states could have a dam-
aging impact on the final treaty and consequently on
global health. Weaknesses in some sections of the con-
vention’s current draft text reflect their influence and
willingness to advance arguments from the tobacco
industry. The text, for example, currently fails to advo-
cate a complete ban on tobacco advertising—the only
such measure for which there is a satisfactory evidence
base. It also leaves the convention subordinate to
international trade agreements, failing to treat
tobacco like other uniquely harmful products such as
weapons or hazardous waste that cause far fewer
deaths but are already governed by specific trade rules.

This situation is no longer acceptable. It is one
thing if individual countries decide to put their own
citizens’ health at risk, but quite another to deny other
citizens of the world the right to health. The
Framework Convention on Tobacco Control retains
the potential to advance global health significantly,

and negotiators in Geneva this week must ensure that
this potential is not prematurely thwarted. The health
community must now exert pressure on governments
to support a strong Framework Convention on
Tobacco Control and to stiffen the resolve of other
governments in Europe to challenge the German
position. If the health community falls at its first treaty
making hurdle, how can we hope to address the chal-
lenges that globalisation poses for health in the
future?
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Electronic tagging of people with dementia who
wander
Ethical considerations are possibly more important than practical benefits

Once again the issue of using electronic
tagging to safeguard older people who
wander has attracted media attention.1 It is

tempting to see the arguments as simply two
sided—one side stressing the need to ensure safety and
the other waving the banners of civil liberties and
human rights. We think that this is not simply a factual
matter but one that touches important values to do
with respect for people. The correct position, therefore,
is to face the complex dilemma. Decisions about limit-
ing a person’s liberty should remain a matter of ethical
concern even when technology finally makes the prac-
tical management of wandering easier. In electronic
tagging the tag is usually a wristband. The circuitry in
the tag may either set off a boundary alarm or emit a
radio signal that allows the wearer to be tracked down
by means of a hand held detector.

The problem of wandering in dementia is not
trivial. It causes stress to carers, referrals to psychiatric
services and hospital admissions, problems in the hos-
pital environment,2 and an unknown number of
deaths. The prevalence of wandering is over 40%, and
in a five year prospective study 44% of wanderers with
dementia were kept behind locked doors at some
point.3 Since “wandering”’ encompasses a variety of
behaviours,4 a variety of solutions might be applicable.

What, besides electronic tagging, are the other
solutions? Carers often find their own solutions—from
locked doors to makeshift alarms to constant
surveillance. Many people are put on various drugs,
with the risk of adverse effects. Relatively few
controlled trials have been conducted, and much of the
research tends to clump together different behavioural
and psychological symptoms in dementia under the
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