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A Discustion Paper

EXECUTIVE SUMMARY

The Problem

Notwithstanding the principles embodied in the Alma-Ata Declara-
tion of 1978 and the “Health for All by the Year 2000" strategy initiated
by the World Health Assembly in 1977, there has not been sufficient
conformity with these principles to bring about the desired improve-
rment in people’s lives.

Other reasons include the pervasive misconception among health
planners in many countries that good health is primarily a result of medical
intervention and hospital services. Conversely, there has been a growing
marginalization of public health (with which the WHO initiatives are
often exclusively, thongh mistakenly, identified). In addition, there has
been the problem of time lag between adopting the principles of Alma-
Ata and HFA Sirategies and relevant changes in curriculums of medical
and other health-related institutions. Schools of public health have tended
to reinforce the artificial separation between preventive and promotive
services on the one hand, and other {forms of health care on the other.

Then there have been the worldwide political, social and techno-
logical developments which have had an adverse impact on the imple-
mentation of Alma-Ata and Health for All principles. There have been
significant changes in the economic capacities of the world nations, with
some getling poorer, and others richer, and within many countries, a
widening gap between rich and poor. Technological advances have been
accompanied by an apparent contradiction between sustainable devel-
opment and z sustainable environment.

Extreme poverty which currently afflicts over one-fifth of humanity
has become the most ruthless killer and the greatest cause of suffering on
earth. Women constitute the poorest fraction of the population, carry
the risk of reproductive disease and death constitute the most illiterate
segment, and occupy the lowest status in many societies.

Grave disparities in health conditions remain between and within
countries. Health sector expenditure as 2 percentage of the national budget
has declined steadily since 1970 in most developing countries, aggra-
vated by growing national debis and structural adjustment programmes.
These countries continue (o endure the ravages ol long-standing health
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problems (e.g., diarrhoeal diseases), or emerging inlections (e.g., HIV/
AIDS), and re-emerging ones such as tuberculosis, malaria and drug-
resistant pneumococcal pneumonia. Then, there are the threats of risk-
taking behaviour such as smoking and aleohol abuse.

The costs of individual medical intervention have escalated but the
state of health of the people has not improved in relation to expenditure
and it has become urgent to revisit the whole question of how best to
promote and ensure healthier nations.

The New Public Health and WHO's Ninth
General ProGgramme of Work

The New Public Health and the Ninth General Programme of Work
{9GPW) are both premised on the principles of Alma-Ata and the Health
for All campaign.

Many elements of the New Public Health are contained in the 1978
Alma-Ata Declaration, which reaffirms the WHO definition of health and
its status as 2 human right, and which goes on 10 advocate “action by
many other social and economic sectors in addition to the health sector”
in order to achieve the goal of good health for all,

The New Public Health reaffirms those principles, and seeks to
contextualize them in the light of contemporary realities and of lessons
from he past. The 9GPW is WHO's blueprint for the operationalization
of the New Public Health principles.

The New Public Health is concerned with a variety of issues which
heave been associated with developmental stagnation in the public health
arena. One of these is public health training which has largely become
outdated and trrelevant. It is concerned with the health care issues of
equity and social justice and improved access to health services. It de-
mands a re-thinking of intersectoral action for health, that takes seri-
ously the notion that hezalth can be improved through improvement in
social and environmental conditions. New Public Health takes a devei-
opmental approaches to health, whereby health is viewed as the goal and
result of the activities of all national development sectors, and particu-
larly the housing, local government, education, industry, agriculture, and
transport sectors. It promotes stronger health programmes characterized
by greater relevance to varions development sectors such as school health,
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housing and health, “healthy villages™, “healthy food-markets™, health
in agriculture, health in workplaces/industry, “healthy municipalities”,
“healthy cities”, etc.

Skills, including the ability to analyse the relationship between health
and trade agreements, multinational negotiations, population shifts and
increased global communication and technology transfer must be com-
bined to address these complex issues. s it necessary to develop a new
category of public health internationalist? Are these the core skills for
such a specialty?

Clearly, then, the New Public Health must concern itself with issues
which fall outside the traditional concerns of the health sector. The ques-
tion is how — beyond advocacy, what can the health sector do?

Today, the overwhelming concern is the cost of healih care and the
availability of resonrces. In developed countries. There is an urgent call
for cost containment, if not reduction. In developing countries. There is
pressure 1o raise or even sustain the modest sums needed to provide
minimum health care. In all countries, there is tacit understanding that
is unlikely there will be substantial new funds coming into the health
SECIOT.

The New Public Health has a vested interest in the financing of health
care, in possible public and private sector cooperation, and in ensuring
good value for money. It is concerned with the equitable sharing of re-
sources between curative, preventive and promotive health care.

The New Public Health is not so much a concept as it is a philoso-
phy which endeavours o broaden the older understanding of public health
(so that, {or example, it includes the health of the individual in addition
to the health of populations), and seeks to address such contemporary
health issues as are concerned with equitable access to health services,
the environment, political governance and social and economic develop-
ment. It seeks to put health into the development framework to ensure
that health is protected in public policy. Above all, the New Public Health
is concerned with action. 1t is concerned not only with finding a blue-
print to address many of the burning issues of our time, but also with
identifying implementable strategies in the endeavour to solve those
problems.







1. The Origins and Evolution of Public Healrh

1.1 IntRoducTtion

A Discussion Paper

1. Despite the timeless definition of health in the WHO Constitution
as «a state of complete physical, mental and social well-being and
not merely the absence of disease», health is too often narrowly in-
terpreted in the context of curative medicine (often described ~ per-

haps rather presumptuously ~ as «modern scientific medicines ).

It was McKeown's® research which underscored the important obser-

vation — ungeltling 1o curative traditionalists ~ that mortality from
infectious diseases such as tuberculosis, bronchitis, pneumonia and
influenza, whooping cough, as well as food and water-borne dis-
eases had already begun to plummet before effective immunization
and treatment had become available. To be sure, medical interven-
tion subsequently also made a contribution to the decline, as when
antibiotics started o be used to treat tubercuiosis, the measles vac-
cine, and surgery for appendicitis. Nonetheless, after analysing the
factors governing population trends in England and Wales between
the years 1801 and 1971, McKeown concluded as early as 1976 that
«past improvement (in health) has been due mainly to medification
of behaviour and changes in the environment, and it is to these same

influences that we must look for further advances.?

Despite the pledge by the world to promote good health for all along

the principles as embodied in the Alma-Ata Declaration of 1978,
and the «Health for All by the Year 2000» movement initiated by the
World Health Assembly in 1977, there has not been sullicient con-
formity with these principles to bring about the desired improve-

ment in people’s lives.

The New Public Health movement and the Ninth General Programme

of Work? of WHO are largely concerned with a renewed commit-
ment to, and implementation of, these basic principles, This docu-
ment is intended 10 serve as a basis for discussion leading 10 a clearly
enunciated and widely accepted definition of public health, the core

public health functions, the education and training relevant to these
functions, and strategies for action at all levels. :
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1.2 Thz historical perspecTive

5. In November 1952 the WHO Expert Committee on Public Healtk
Adminjstration® adapted Winslow’s 1923 definition of Public Health?
to include mental as well as physical health, as:

«the science and art of preventing disease, prolonging life, and
promoting mental and physical health and efficiency through
the organized community efforts for the sanitation of the envi-
ronment, the control of communicable infections, the educa-
tion of the individual in personal hygiene, the organization of
medical and nursing services for the early diagnosis and preven-
tive treatment of disease and the development of social machin-
ery 1o ensure 1o every individual a standard of living adequate
for the maintenance of health, so organizing these benefits as to
enable every citizen to realize his birthright of health and lon-
gevity.»

6. The second meeting of this Expert Committee in 1953 discussed
Methodology of Planning an Integrated Health Programme for Rural
Aveas”® It defined the services necessary for the health protection of
a given area. These services, which it called «basic health services»
included:

~ malernal and child health

- communicable disease control

- environmental sanitation

— maintenance of records for statistical purposes
—  health education of the public

—  public health nursing

—  medical care.

7. Though the definition of public hezlth did not specifically include
curative services, they were included among the basic health serv-
ices,

8. In a review of basic health services in 1963 it was found that they
were «in a serious state of fragmentation, unresponsive to commu-
nity needs and dysfunctional».® Dissatisfaction and concern over
the situation provided the impetus for the search for solutions which
later became ernbedded in the healih-for-all initiative. Primary health
care, defined as the strategy for achieving health for all (HFA), ab-
sorbed the elements of basic health services but stressed community
participation and political will as additional criteria for action.
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10.

11.

12.

13.

The fact that there has been no call to revise the 1952 definition of
public health can be interpreted as evidence of its comprehensive-
ness and farsightedness. Even the United Kingdom preparing for
its own response to health for all, felt it was sufficient to paraphrase
the original as: «the science and art of preventing disease, prolong-
ing life and promoting health through the organized efforts of soci-
Q:Ety»-.H

1t is also possible that in the intervening years we were too taken up
with great advances in the knowledge base of the different public
health disciplines, by breakthroughs in analytical methods, by the
primary health care/health-for-all debate to recall the broad-based
definition, though they have all contributed to expanding our un-
derstanding of public health.

In recent years, global events such as the United Nations Confer-
ence on Environment and Development, Rio de Janeiro, 1992, the
International Conference on Population and Development, Cairo,
September 1994, the World Summit {or Social Development, Copen-
hagen, March 1995, and the Fourth World Conference on Women,
Beijing, September 1995 have each in its way emphasized the need
for human health o be the central concern in striving for sustain-
able development.

New public health will incorporate these and other developments
which will certainly shift the balance between different existing ele-
ments of basic health services, emphasizing intersectoral action and
new partnerships for health, rather than introduce something
radical.

It is reasonable 10 assume that some form of public health was al-
ready practised in ancient civilizations. For purposes of this paper,
however, we shall adopt Ashton and Seymour’s® position that mod-
ern public health evolved in three phases in developed countries.
The first phase occurred (at least in Great Britain) in response to the
squalor and overcrowding resulting from lack of adequate housing,
food and potable water which characterized the fate of the recently
urbanized masses following the mass migration from the country-
side to the cities sorme 150 years ago. The causes for this migration
were predominantly the agricultural revolution which diminished
the need for manual labour, and the industrial revolution which
tended to draw large numbers of the poor to the cities. The very first
official public health initiatives consisted of the appointment of medi-
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cal officers of health, sanitary inspectors, and the passage in some
localities of appropriate public health laws, such as the Liverpool
Sanitary Act of 1846. This phase of public health was directly con-
cerned with environmental issues (environmental phase) — sanita-
tion, clean water, clean cities. As can be inferred from McKeown’s
work,! this environmentally oriented public health initiative was, in
fact, eminently successful, especially in developed countries.

. Then, with the development of the theory of germs in the 1870s,
and when new possibilities seemed to emerge from the iniroduction
of novel immunization and vaccination practices, public health shifted
into its second phase — the individualistic phase. Public health at-
tention shifted from being concerned with the environment 1o deal-
ing with groups of persons. Simultaneously, school health services
were introduced. Community health projects — vaccination, family
planning, etc. — were first esiablished in Liverpool. At this time,
government also began providing hospitals and social wellare.

. The third phase, the therapeutic phase, was ushered in by the dis-
covery of therapies such as insulin and the sulfonamide group of
drugs in the early 1940s. This gave rise to a tremendous increase in
individual therapeutic intervention, and a great faith in the new tech-
nical and scientific approaches. The trend was also facilitated by the
success of «old-fashioned» public health which, by reducing the
prevalence of infectious diseases, had in fact weakened the case for
substantive public health support by government. There was a shift
of power and resources from community-based environmentally-ori-
ented preventive programmes to hospital-based curative services,
which was further entrenched by the developrment of cure-based aca-
demic hospitals. This course intensified in line with scientific and
technological developments in medicine. This dominance of thera-
peutic medicine with its large investments and costs invariably paved
the way for the dichotomy berween the urban and rural and the rich
and the poor. To be sure, communities still had to contend with a
variety of public health threats during this third phase, but as long
as such threats did not directly impinge on the health of the govern-
ing elite, they did not receive as much political attention as those
public health hazards that were capable of penetrating the upper
classes such as the Victorian cholera epidemics and, more recently,
HIV/AIDS.

. 1t was this focus on therapeutic intervention which gradually gave
rise to the «pervasive myth that good health is primarily the result of
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medical intervention and hospital services, and to a growing lack of
real understanding that health is governed by, and a reflection of the
social and living conditions of the community»®. And because thera-
peulic intervention purports to offer instant and individual gratifi-
cation to patients, providers and the politicians, as opposed 10 the
purported long-term benefits of preventive health which may or may
not materialize, cure-based medicine also finds greater favour with
less well-informed societies. In addition, the emphasis on curative
medicine is reinforced by the growth of the medical/pharmaceutical
industry and medical associations that have a powerful inlluence on
gOVernments. |

The costs of individual medical intervention have escalated around
the world but the state of health of the people has not improved in
relation to expenditure, and it has become urgent to re-visit the whole
question of how best 1o promote and ensure healthier nations. We
have already referred 10 McKeown's research and conclusions in the
mid-1970s that health improvement can best be attained by behav-
ioural modification and environmental change. About the same time,
Marc Lalonde, then Canadian Health Minister, published a document
entitled «A New Perspective on the Health of Canadians» which as-
serted unequivocally (as cited in Ashton) that a great deal of prema-
ture death and disability in Canada was preventable. Some epidemi-
ologists scoffed at Lalonde’s document as «epidemiology going wild
and losing its medical and scientific basis». Nevertheless, this pub-
lication arguably «signalled the turning point in efforts to rediscover
public health in developed countries and ... ushered in a new, fourth
phase of public health», the New Public Health.

1.7 Thinking «UpsTrReam»

18.

Ashton and Seymour® recount a parable in which health workers are
equated 1o life-savers standing beside a fast flowing river. Every so
often a drowning person is swept alongside. The life-savers dive in
to the rescue, retrieve the «patient» and resuscitate himn. Just as they
have finished, another casualty appears alongside. So busy and in-
volved are the life-savers in all this rescue work that they have no
time (or perhaps have not come upon the idea) to walk wpstream
and see why it is that so many people are falling into the river, What
is necessary, it is argued, is to refocus upstream, and what is needed
generally among health workers is more «upstream thinking». De-
pending upon one’s perspective, one may be inclined to think that it
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is the people themselves who are jumping in and that their sickness
is their own fault; that they are being seduced or pushed into the
river; or that they are the victims of genuine accident or act of fate.
Whatever one’s thoughts, Ashton and Seymour conclude that «it is
no longer enough to claim immunity from thought by virtne of be-
ing a lifesaver». The recommitment to the «new» Public Health
movement is about going upstream to investigate and, where possi-
ble, intervene.

1.4 The WHO origins of the New Public Healrh

19,

20,

Many elements of the New Public Health are contained in the 1978
Alma-Ata Declaration,'® which reaffirms the WHO definition of health
and its status as a2 human right, and which goes on to advocate «ac-
tion by many other social and economic sectors in addition to the
health sector» in order to achieve the goal of good health for all.
The Declararion further refers o the unacceptability of «the existing
gross inequality in the health status of the people» or lack of equity
between developed and developing countries and within countries.
It sees the promotion and protection of the health of the people as
essential 10 sustained economic and social development. It places
on the governmenis of the world the responsibility for the overall
health of their people, and sets the goal of «the attainment by all
peoples of the world by the year 2000 of 2 level of health that will
permit them to lead a socially and economically productive life»,
with primary health care (PHC) as the principal vehicle for attaining
this goal. This is the first time that the purpose of health has been
defined. It also sets a standard below which a basic human right -
the right to health — has been infringed.

The Alma-Ata Declaration was affirmed at the highest WHO level
the following year," and again two years later when the Global Strat-
egy for Health for All by the Year 2000 (HFA/2000) was adopted as
policy by the Thirty-fourth World Health Assembly in 1981.12 Later
it was endorsed by the United Nations General Assembly. Since that
time, WHO has served as advocate around the world on this subject
and has, since the beginning, continued to promote the principal
pillars of good public health, namely: equitable access to effective
care, health-friendly public policy based on community participa-
tion, and intersectoral collaboration, all of which constitute impor-
tant elements of the New Public Health. These elements are also
emphasized in the 1980 Ottawa Charter for Health Promotion which,
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in its subtille «Moving towards a new public health» , was one of the
first WHO documents 1o explicitly use this term. Other objectives
underlined in the health-for-all strategy encompass three crucial prin-
ciples: promotion of life-styles conducive to health, prevention of
preventable conditions, and rehabilitation, all of which are priorities
of the Ninth General Programme of Work and the New Public Health.

1.5 The Saitama Summit and Declararion

21

22,

23.

Notwithstanding the idealistic intentions of numerous WHO decla-
rations and pronouncements culminating in the HFA/2000 strategy,
public health worldwide was not achieving all the intended goals
when the Saitama Public Health Summit was convened in Omiya City,
Japan, in September 1991. Part of the explanation for this were eco-
nomic factors, identified by Dr H. Nakajima, Director-General of
WHO, in his opening address as «vagaries of the world economy
{which) have resulted in many developing countries facing not only
recession but debt crises»'*. Saitama brought into the foreground
the importance of the finiteness of health resources in the HFA/Z2000
strategy, and the necessity to plan within those constraints.

While declaring its commitment to the standard positions of WHO
through Alma-Ata, the Summit also conceded that the failures of the
past were in part due to unfavourable economic realities.

In his opening address, the WHO Director-General drew an impor-
tant link between the classical concept of public health versus medi-
cal care, saying: «There are two fundamental issues in health {or all:
the first is heaith for all people, and the second is health for the
individual during his or her entire lifetime»'*. The argument was
developed that the «new» public health takes into account all of
health, including preventive and curative services. At the same time
it is important to recognize the differing health needs of people
throughout the human life cycle from infancy 10 old age.

1.6 The «News Public Health — A Renaissance

24. The concept of the «New Public Health» is a comprehensive one,

combining all of the new issues that have ernerged since HFA/2000.
Therefore, attemnpts to define it have become like the legend of a
group of blind men from Hindustan trying to describe an elephant —
each according to the side of the creature in closest proximity.




Now Public Healib anct WHO'S Ninth General Proqramms of Work

25,

26,

27.

28,

Goldstein'® describes the New Public Health as «the idea that living
conditions (physical, social and economic environment) are the main
determinants of health. Health services are important, but New Public
Health focuses on changing the determinants rather than providing
treatment for the sick. What is new about the New Public Health is
that it takes seriously the idea that determinants can be modified
and develops and implements a practical workplan to do this.» This
challenging definition must nevertheless be read within the context
that, first: there are only so many resources that can be devoted 1o
health in tolo and, second: that setting the priorities as to how much
should be spent on «the determinants» and how much on «treat-
ment for the sick» is the dilemma. ‘What proportion of the available
resources should go into «spring protection» to shield rural water
sources from contamination, and what proportion 1o treat those chil-
dren already with diarrhoea?

However, available resources should not be regarded as limited 1o
those possessed by the health sector. Intersectoral work involves
promoting a health cornponent in housing, schools, workplaces, etc.,
that is part of the work of non-health development sectors. For ex-
ample, education authorities are or should be responsible for school
health programmes.

Liverpool University’s Ashion and Seymour® are more comprehen-
sive in their description which states: «the New Public Health brings
together environmental change and personal preventive measures
with appropriate therapeutic interventions, especially for the elderly
and the disabled». They then go on to add that «Many contempo-
rary problems are therelore seen as being social rather than solely
individual problems, underlying them are concrete issues of local
and national public policy, and what are needed o address these
problems are «Healthy Public Policies» — policies in many fields which
support the promotion of health. In New Public Health, the envi-
ronment is social and psychological as well as physical».

Macedo of the Pan American Health Organization sees New Public
Health" as representing the fact that «the health field, at least theo-
retically, has been freed from its totally subordinate relationship to
medicine. 1 believe that public health has created its own space (even
though this space may not yet be receiving adequate priority or at-
tention), and although our work does include a consideration of
what medicine and medical care can do, we are no longer in a subor-
dinate position to medicine either conceptually or operationally. »'°
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29.

30.

31

This raises the question whether public health should be in compe-
tition or in alliance with curative health care. There are major rea-
sons why alliance is the correct answer, including that the greatest
insights into what are the determinants of health — and the causes of
injuries and diseases — are held by the stalf of health facilities and
hospitals.

In an editorial entitled «What's new in public health?» the Lancet'?
pointedly claims that «public health has been enjoying a renaissance»,
a return to Winslow’s and WHO's definition as paraphrased by
Acheson as «the science and art of preventing disease, prolonging
life and promoting health throngh the organized efforts of society» ®
Again, it is a description which is comprehensive. The editorial’s
«side of the elephant» is the environment. And so it sees as New
Public Health’s most unique aspect: «seeking 1o recognize the envi-
ronmental impact of public health interventions and o propose public
health solutions that sustain local and global ecosystems», The edi-
torial continues by deseribing «sustainable development» for ns as:
«improvements in health standards are genuine only when resources
used in their achievement can be renewed».

However, this rosy view of New Public Health is not universally
shared. Writing in the British Medical Journal from a traditional De-
pariment of Clinical Epidemiology at the University of Leiden,
Vandenbroucke!'® sneers: «There is a discipline in medicine that over
the past 200 vears has been known by various names ... Its newest
incarnation proudly calls itself «the new public health». In his view,
New Public Health is simply a repetition of old rheioric, and should
be regarded with skepticism by «those departments of public health
and community medicine that believe that good science should be
the basis for public health action». He does not reveal whether and
how often public heath action is taken as a direci consequence of the
academic deliberations of deparuments of clinical epidemiology.

It is quite clear that attempts to define Public Health or New Public
Health will continue 1o raise passions and draw controversy. The
crisis of public health: Reflections for the debate’ gives a good range of
the diverse positions. Some authorities go so far as to reject the idea
that public health can have any dealing with the individual (Kéhler
paper presented at the St Petersburg Forum on Public Health, 22-25
June 1995)'" and Frenk'® who defines it as the study of health phe-
nomena in human populations. In his context it is the level of analysis
(populations) rather than the topics under analysis which defines
public health.
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32. How should new public health ideally be defined? Will new public
health be always like the «elephant» to «ihe blind men from
Hindustan» each seeing only his part but never the whole?

33. Could it be that we are approaching the issue from a wrong perspec-
tive? Are we over-compartmentalizing and over-prescribing? Are
there not numerous preventive and promotive interventions directed
at the individual? And do individual curative interventions not have
any impact on public health? After all, our concern is «healths and
the health status of people and nations. In this instance, health
status not only «reflects conditions within the health system but
perhaps more the benefits of the social, economic and physical envi-
ronment.'®
By using health status, would it allow us to organize our responses
according to the real problems, no matter what sector they emanate
from? Is this not the essence of intersectoral action for health? Is
this ultimately the essence of new public health?

2. Health-for-All Strategy — Gains and Gaps

34. The adoption of the goal of health for all also required that progress
in its implementation be monitored. There clearly are problems.
The third report of the health for all stirategy on monitoring® says
that «Quantitative information on indicators was critically affected
by two factors: insufficient returns from the countries, and insuffi-
cient processing of information at regional level. As a result, the
information on many indicators ... was insulficient to enable the cal-
culation of reliable global estimates ...». In fact, most of the 1994
caleunlations of indicators were based on data sources from outside
WHOQ. Within these constraints, it is still possible 1o identify gains
and gaps in the implementation of HFA/2000.

2.1 Gains and gaps

35. In his official annual report on the state of world health entitled
«The World Health Report 1995»,2' the Director-General reports that
life expectancy increased overall, although it stagnated -and may soon
even regress — in some least developed countries. The overall im-
munization levels of 80% or better were achieved for the five most
frequent childhood infections. However, deep pockets of
unimmunized children remained, so that measies still killed more

10
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37.

38.

39.
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than 1.2 million children annually. Polio edged closer to eradica-
tion, but then again there were parts of the world where no data was
fortheoming. Infant mortality improved globally, as did the mortal-
ity of children under age five, and control of diarrhoeal diseases has
made sieacy progress. 2 Here again, conditions in some specific coun-
ties have deteriorated.

Grave disparities in health conditions remain between and within
countries. Health sector expenditure as a percentage of the national
budget has declined steadily since 1970 in almost all but the indus-
trialized countries, reflecting world economic decline generally; the
deleterious effect of gigantic national debts; and structural adjust-
ment prograrnmes that have entailed a shift in government spending
from «social» 1o «productive» activities™. However, it has also been
a question of priorities, since, while defence spending has decreased
overall in developed countries, it has increased in some developing
countries during that same period.

The World Health Report highlights some new and continuing threats
to health. Diarrhoeal diseases continue to be a major killer of infants
and children. Then there are the new as well as re-emerging infec-
tions: HIV, tuberculosis, malaria, drug-resistant pneumococcal pneu-
monia, and cholera, to name but a few. Risk-taking behaviour con-
tinues to be an increasing global problem: HIV and tobacco causes
of death are a large contribution to increasing mortality worldwide.
From a health status point of view, it is crucial o prieritize large
threats that are growing but amenable to intervention, versus smaller
threats {(e.g., peliomyelitis/leprosy) that are already on the decline.
Women and children continue to be severely disadvantaged in many
parts of the world.

But it is the discrepancy between the best and the worst that is so
striking. More than one-fifth of the world’s population or over 1.1
billion live in extreme poverty. In one of the most developed coun-
tries, life expectancy is 78, and in one of the least developed, 43
years. Per capita health expenditure ranged from US$ 2765 to
1s$ 3.2

The problems that stubbornly resist improvement relate to poverty,
malnutrition, poor prioritization of health and development poli-
cies, allocative and technical inefficiencies and other aspects of so-
cioeconomic deprivation.
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The Director-General of WHO refers to the gravity of «the scale of
the global human tragedy», and concedes that, in this context, «l am
the bearer of bad news» **

2.2 WHO's advocacy role

41.

42,

Taylor® notes that «despite WHO' oft-noted bureaucratic inefficien-
cies in administering the (HFA) programme, (WHO?%) influence has
resulted in the wider extension of primary health care services», and
has «fostered a rethinking of the role of public health internation-
ally, and, at least at some level, nationally.»

Taylor compliments WHO for stimulating a growing awareness of
the interrelationship between health and development. ‘WHO has
cultivated widespread consensus from Sweden to Swaziland and
Australiz to Algeria behind the primary health care paradigm, and
UNICEF oflicials, for instance, acknowle:dge that UNICEF impres-
sive accomplishments were HFA-inspired. The failure of monitor-
ing is the failure w link health monitoring with the activities of the
many development sectors that contribute to it, in other words, to
demonstrate the linkages between health and development. Solid
information about the health burden is a pre-requisite for invest-
ment in actions by relevant development sectors in order to address
health and environment issues. In most countries, responsibility for
health statistics and epidemiological work belongs wholly or par-
tially to the ministry of health, with important contributions often
coming [rom universities. Such work includes:

— monitoring health status in relation 1o environmental conditions
and indicators;

—  making an analysis of the impact of development activities of all
relevant sectors on health status.

Unfortunately, sufficient capability to fulfil these functions is all 100 of-
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ten absent. Also, the conventional ways of monitoring health do not
suffice, as they involve data collection and analysis for the apparent
purpose of production of national {(or generally aggregated) statis-
tics that bear litile or no relationship to any causal factors. (For
example, a health statistics report may provide information such as
the infant mortality of country X is 50 per 1000 live births.) It can
be argued that one reason for the [ailure of intersectoral action for
health is that the health authorities have little or no say in develop-
ment sectors such as housing, agriculture and industry. Thus the
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statistics they bring to the table —as, for example, at an intersectoral
meeting on environment and development issues — have no analysis
of how these sectors impact on health, or what the impact of ad-
dressing preventable environmental factors might be. However, stud-
ies are increasingly being undertaken that demonstrate links between
health and environmental conditions that are modified and (are
modifiable) by the work of various development sectors. The
HEDLAMP project within WHO is developing guidelines for under-
taking various types of linkage studies. One type of study is «intra-
urban» differences, whereby huge disparities are demonstrated be-
tween different areas within a city, and a link 1o environmental fac-
1ors becomes apparent even to urban managers without epidemio-
logical training. Undertaking such a study can provide a powerful
impetus 1o improvement in urban services and conditions in deprived
areas. For example, a cily with an infant monality rate of 30 will
often be found to consist of many households where the rate is 60,
and somewhere it is 10 to 20. Another type of study that can pro-
vide useful linkages is 2 household survey that studies both the en-
vironmental conditions in 2 sample of houses and a range of health
and social factors of the inhabitanis. Finally, a small number of coun-
tries such as the USA and Australia have undertaken national stud-
ies on the health burden of disease, with analysis of all the prevent-
able causes. Such analysis is helpful in making clear the responsi-
bilities of various development sectors in improving health, and to
provide a basis for actions.

Taylor*® argues that WHO should use potential leverage «through its
organizational legitimacy» to influence Member States’ policies.
WHO should apply all the methods acceptable to it, to promote the
right to health as enunciated in the Universal Declaration of Human
Rights: «... actas a catalyst for change by propelling practical tm-
plementation of HFA through appropriate international and national
public health law and effective supervisory institutions». In other
words, WHO should lobby for HFA/2000, lobby for the enactment
of laws and adoption of conventions that champion, protect and
enforce the right to health as 2 human right, and then use every
available means 1o put non-compliant Member States under moral
pressure to comply.

Taylor continues: «It is apparent that the international declarations
and conventions that address the right 10 health have thus far proven
inadequate Lo ensure effective execution» of such declarations. Part
of the reason for this has been the indeterminate norms or vague-
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ness with which the right to health is described. Says Taylor: «WHO
has frustrated the full potential of the HFA campaign by not using its
constitutional powers to encourage states to develop international
law that details national obligations pursuant to the right to health._»
Like other agencies such as the United Nations Environment Pro-
gramme (UNEP), the Interpational Maritime Organization (IMO)
and the International Labour Organisation (ILO), WHO should strive
for the adoption of specific internationally developed standards with
regard to HFA/2000 and the right to health, and of mechanisms to
monitor compliance, such as auditing procedures.

In summary, the results of the HFA/2000 campaign so far have been
mixed: indicators have not been defined and effective systems for
monitoring the indicators not been developed with the result that
efforts 10 pursue HEA/2000 have not been sufficiently vigorous.

However, mechanisms already exist in WHO for joint action by all
Member States through resolutions of the World Health Assembly.
Concerns over compliance by Member States of these collected deci-
sions have been raised.

Does it imply a failure on the part of the Organization to demon-
straie that these monitoring exercises are not mere bureaucratic
exercises but are relevant in measuring the success of a country’
own efforts and investments?

How could data and information gathering be improved?

How should WHO strengthen the commitment of its Member States
to act in compliance of resolutions that have been collectively

adopted?

New Public Healrh — Opporrunities and
TreaTs

7.1 Global political considerations

48.
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in recent years the world has witnessed profound political changes
including the end of the Cold War; the assertion of new national
identities and sovereignties; civil wars; the yielding of power by, or
wresting of power from military and other dictatorial regimes; and
an almost universal quest by people of the world for a greater say in
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the conduct of their own affairs — in shont, democratization. There
have been significant changes in the economic capacities of the vari-
ous countries of the world, with some poor countrieg getting poorer,
others rising out of their economic ashes like the phoenix, and the
rich richer.

These changes have brought with them extraordinary opportunities
— but also potential problems and threats — for development and

progress. Here, we look at five of Macedo’s concerns.

(a)

(b)

7

The «New World Orders: The first threat has to do with the
emergence of the so-called New World Order which refers in
essence to the reorganized international political and economic
relationships. This realignment of political and economic {orces,
and the resulting competition for world markets, presents great
opportunities for the economies of the Third World. At the same
time, this New World Order poses «a tremendous risk: that the
less developed countries of the world may fall even farther and
more irretrievably behind in their ability 1o compete with the
world economic power centers». The Report of the WHO Com-
mission on Health and the Environment presenis six environ-
mental issues that have transboundary and international impli-
cations: long-range transport of air pollutants, transboundary
movement of hazardous products and wastes, stratospheric ozone
depletion, climate change and ocean pollution. These issues
have the potential to affect large populations. Actions taken
with regard to them in one political jurisdiction will almost cer-
tainly affect other jurisdictions. They are all issues which re-
quire international cooperation and an understanding of the in-
ternational health impacts. Growing interdependencies and in-
creasing globalization in terms of the transfer of indusirial and
communications technologies, new trade agreements that facili-
tate the movement of goods and services and a greater refugee
population demand additional emphasis on international health
issues. Skills, including the ability 1o analyse the relationship
between health and trade agreemenis, multinational negotiations,
population shifts and increased global communication and tech-
nology transfer must be combined to address these complex is-
sues. Is it necessary to develop a new category of public health
internationalist? Are these the core skills for such a specialty?

Science and technology: Because of the tremendous growth
and development in technology and its central role in the mod-
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(c)

(d)

(e)

ern fabric of developed society, poorer nations may not be able
to posttion themselves effectively within this set-up, and Macedo
sees the danger that «in addition to ... the more advanced coun-
tries’ economic predominance through the domination of mar-
kets and {forms of production (there is the potential for) techno-
logical and scientific predominance, so pervasive and extensive
that past forms of predominance and domination may pale in
comparison»

Nationalistic/ethnic/religious conflict: Notwithstanding the
world trend towards globalization and the formation of great
economic and political conglomerates, there is definite resur-
gence of militant national consciousness based on ethnicity, re-
ligion or both. These localized fragmentations and resulting
civil strife are in danger of depleting the resources that might
otherwise be used for health-related activity, and of causing so-
cioeconomic disruption inimieal to the New Public Health move-
ment. Certainly, there is not a shoriage of examples of this kind
of problem in today’s world.

Growing disparity between rich and poor: specifically targeted
in the Declaration of Alma-Ata is a problem not only between
countries, but also within countries. «This inequity constitutes
perhaps the greatest existing threat to the human race and to
civilization as we know it, because it is impossible (Macedo’s
emphasis) to conceive of a world living in peace and in continu-
ous development when three-fourths of humanity have no ac-
cess 1o the benefits of that developments,

The environment and sustainable development: Macedo sees
environmenial awareness as posing «a series of dangers for those
countries that have not yet arrived at the banquet table of
progress». Poorer countries need to use their natural resources
in order to support their development, which may be in conflict
with the global trend of nature conservation, spearheaded by
the more developed countries. Macedo says it is going to be vir-
wally untenable to forbid poorer countries from developing their
natural resources for their own progress and needs, just so «that
the populations of the North might be able to breathe pure air»!

50. This is a particularly significant issue in the light of the perception
by some that the New Public Health has not resolved the potential
conflict between sustainable development on the one hand, and a
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sustainable environment on the other. People in the developed world
consume natural resources at a rate 10-20 times that in the develop-
ing world.®

3.2 Development, health and the environment

51.

52.

53.

54.

The environment is another area of opportunities and threats which
is repeatedly mentioned vis-a-vis the new public health movement.
Chapter 6 of Agenda 21 of the Rio Summit states that «Health and
development are intimately interconnected. Both insufficient devel-
opment leading to poverty, and inappropriate development leading
to overconsumption ¢coupled with an expanding population, can re-
sult in severe environmental health problems in both developing and
developed nations».

Again on this subject, the Lancet editorial™® had this to say: «Public
health thinking is moving into a third phase by seeking to recognize
the environmental impact of public health interventions, and to pro-
pose public health solutions that sustain local and global ecosys-
tems. Environmental health acknowledges the interdependence of
ecosysiems and health systems, and fosters concepts of «reciprocal
maintenances (i.e., we should look after the things that look after
us) and sustainable development (i.e., improvements in health stand-
ards are genuine only when resources used in their achievement can
be renewed)».

WHO has also acknowledged that the environment is an area of major
public health endeavor. For example, of the 38 «focus targets» of
the WHOQ European Regional Office, or things to be done in relation
to health for all by the year 2000, ¢ight are directly concerned with
the maintenance of healthy environments.

Under the $eventh General Programme of Work,” WHO 1argeted
rural and urban development and housing. Subsequently, WHO in-
tensified its advocacy role regarding the environmental aspects of
housing and urbanization by publishing important guidelines and
sponsoring seminars on housing, urbanization and health in coop-
eration with other agencies such as UNEP, Habitat and the World
Bank. Allin all, there is hardly an area of environmental health or
hazard in which WHO has not been constructively engaged, and
continues to be active.

17
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Changes in the ecosystems and the resultant relationships with hu-
man beings have been an important link in the emergence of new
infectious diseases, as well as the geographical colonization of patho-
gens in parts of the world where they have not been previously re-
ported. Today, environmental considerations are no longer con-
strained to the protection of physical health. Aesthetic, psychologi-
cal, and social considerations are now considered part of the eco-
logical dimension that must be factored into any decision regarding
the environment versus heaith equation.

%.7 Popularion and gender issues
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The 1994 International Conference on Population and Development
highlighted the disturbing questions regarding the impact of con-
linuing demographic growth on poverty, food supplies and the ca-
pacity of the earth to withstand the impact of human consumption
as numbers multiply Even more worrying was the fact that the fasi-
est growth occurs in those parts of the world which are the poorest
and economically the most fragile.

As stated in the World Health Report, unbridled population growth
will «strain to the limit the ability of the social, political, environ-
mental and health infrastructures to copes»,*® the same view has been
expressed in numerous WHO documents and in the Saitama Decla-
ration.

At least these are the conventional views. There are equally legiti-
male voices to the contrary, which say that we are dealing here with
the chicken-and-egg situation, and that those who blame poverty on
population growth confuse aetiology with symptomatology. They
argue that demographic shifis are a consequence, not the determi-
nants of the state of wealth of 2 nation. Certainly, the Malthusian
prediction that population growth, if unchecked, would outstrip food
production has proved to be false. Today, the food shortages are due
more to the problem of distribution than the actual lack. Paul
Ehrlich’ dire predictions of world shortages in his 1960s book «The
Population Bomb»*! have singularly failed to materialize. However
global warming and climatic change, with implications for food pro-
duction, is becoming increasingly apparent,

At this point in history, no country’s prosperity can be demonstrably
attributed 10 successful population policies. However, sharp. mod-
eration in population growth can be demonstrably attributed to pros-
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perity (so the argument goes) in such Roman Catholic countries as
lialy, EFrance and Ireland. Finally, just about every one of humanity’s
«great leaps forward» (such as the Industrial Revolution) occurred
precisely during times of population expansion, though one must
note that the control of mortality was not similar 10 what it isnow. It
is important to note that we are talking here about population con-
trol, not about family planning per se whose benefits for the indi-
vidual woman and/or family are beyond doubt.

Wherever the philosophical veracity of this debate may lie, there is
no doubting the fact that once there are too many people in relation
to the available resources, the infrastructore is golng 1o be over-
whelmed. Sustainability of services must in the long run and to a
large extent depend on a balance between supply and demand.

The world’s most ruthless killer is extreme poverty. (Ref: World
Health Report, 1995.) And it has over one-fifth of humanity in its
grasp. Poverty is highlighted in the World health report as a mean
and pernicious condition, which gets meaner and more pernicious
where women are concerned. ‘Women constitute the poorest frac-
tion of the population, risk reproductive disease and death, do the
most menial of tasks, receive the lowest wages, constitute the most
illiterate segment, and occupy the lowest status in many societies.
Both WHO and the United Nations have targeted the area of issues
of gender in health. WHO established the Global Commission on
Women’s Health which drew up a comprehensive agenda for action
on women’s health. Women's issues received attention at the Saitama
Summit on Public Health, the International Conference on Popula-
tion Development, and at the World Summit for Social Development
and, most recently, at the Fourth World Conference on Women.

According to a World Bank publication,' «the education of {females
is s0 important to health improvement that it merits special atten-
tion in any reformulation of health policies that aim to improve health
outcomes rather than solely improving the delivery of health care
services». Educated women reproduce later, survive childbirth bet-
ter, take better and more informed care of their children, and have
lower child moruality rates.

Clearly, then, the New Public Health must concern itsel{ with the
issues of education as well as many others, which fall ouside the
traditional concerns of the health sector. The question is how — be-
yond advocacy, what can the health sector do?
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Today, the overwhelming concern is the cost of health care and the
availability of resources. In developed countries there is an urgent
call for cost containment, if not reduction. In developing countries,
there is pressure to raise or even sustain the modest sums needed to
provide minimum health care. In all countries, there is tacit under-
standing that it is unlikely there will be substantial new funds com-
ing into the health sector.

As a result, there is a ferment of change and reform in the health
sector in the search for better value. Improvement of management
within the health system is often recommended and there is great
interest in expanding the private sector and payment by the con-
sumer. In the United 5tates, the rise of healih maintenance organi-
zations (HMOs) has coincided with the use of family practitioners,
and nurse practitioners and radical changes in the way care is pro-
vided. Priorities are being redefined in this relentless rationing of
resources. (Quality of care and equity may become the casualties
unless vigilantly protected. A clear set of ethical principles supported
by proper policies would help decision-making and prevent the set-
ting of priotities from becoming a purely budgetary exercise.

For developing countries, the World Bank is advocating the use of
clinical packages of services which would be efficiently provided by
nurses in addressing priority health problems.* Priorities can only
be as good as the data from which they are identified and there is a
great need to improve the process of setting of priorities in develop-
ing countries.

What are some of the priorities for attaining health for all?
What are the basic ethical tenets that might help us to make
better decisions?

Are there universal ethical principles that transcend national bounda-
ries and culture?
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New Public Healrh and the Ninth General
Programme of Work

4.1 Inteoduction

68.

69.

70.
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The Ninth General Programme of Work® (9GPW) is the third in a
series of General Programmes of Work since the adoption of the
health for all by the year 2000 (HFA/2000) resolution™ lts func-
tions are (o define the policy framework for world action in respect
of HFA/2000 during the period 1996 to the year 2001, and to set the
framework for programme development and management for WHO
itself during this period.

The 9GPW establishes the global policy framework for action by the
world health community, as well as the framework for WHO's own
work in supporting countries to improve their health systems and
their people’s health, with particular emphasis on the countries in
greatest need.

Four interrelated policy orientations have been identified for focus-
ing action by the world health community and WHO in order to
reach specified goals and targets (summarized later on in this sec-
tion), and to address priority health development problems in the
context of specific conditions in each country. The four policy
orientations, which form the framework for the rest of this chapter,
are:

(a) integrating health and human development in public policies;
(b) ensuring equitable access to health services;

{c) promoting and protecting health;

(d) preventing and controlling specific problems.

These policy orientations fit in well within the contexts of both the
HFA/2000 strategy, and the new public health.

4.2 Public policy, eovity, and social development

72

The purpose of development is to improve the quality of life (and
therefore health) of the people. On the other hand, optimal devel-
opment itself requires healthy people and a healthy community.

21
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Therefore it is essential that national policy on development takes
into account this intermutuality. Health, in this context, is defined
in terms of the definition in the WHO Constitution as previously
cited. «Development» is defined according to the World Federation
of Public Health Associations’ 7th Interpational Congress as «the
process of improving the quality of lile through changes that resnlt
in: (1) higher standards of living; (2) increased purchasing power;
(3) greater political participation; and (4) access to basic goods and
seTViCes»,

The concept of integrating health and development in public policy
alzo encompasses the idea of social justice in the setting of national
priorities and allocation of resources; and social justice is closely
linked with the concept of social and economic equity. The 9GPW
acknowledges that greater national wealth alone will not guarantee
an improved health status {or the people. Such national wealth also
will not guarantee that poverty, one of the major determinants of ill
health, will be ameliorated. Indeed, major studies from two indis-
putably wealthy countries, the United Kingdom (Scotland)*® and the
Netherlands,* show thal sociceconomic disparities exist even within
these countries which translate into poorer health and increased
mortality among the disadvantaged classes. There is disagreement
as to whether the increasing differences in mortality between the
rich and the poor are due to growing inequalities in income, or to
increased behavioural rigk factors among the poor. However, evi-
dence gathered in the United Kingdom would seem to point o in-
come differences as the culprit (although one rather suspects that it
is considerably easier 10 embrace a lifestyle of reduced behavioural
risks, to eat sensibly and not become a prostitate, if you are suffi-
ciently well-off to be able to make those choices).

In Latin America, Macedo™ points out that whereas the Latin Ameri-
can region experienced accelerated economic growth during the six-
ties and seventies, «this old style of development - however miracu-
lous ~ was not sufficient to solve the problems of poverty, inequality
and poor living conditions. If we define poverty as the lack of in-
cotne, then from the early 1970z to the early 1980s, the number of
people living in total poverty in Latin America and the Caribbean
(despite the rapid economic growth rates) increased by more than
40 million». Macedo then proposes a new development model, and
enumerates a number of elements that such a model must include in
order to approach the achievement of some semblance of equity, such
as the following:
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The great macroeconomic imbalances in national economies need
lo be corrected, both the external imbalances such as foreign
debt, and internal imbalances flowing from fiscal indiscipline,
unbridled inflation, and the lack of capacity for savings and in-
vestment,

In the context of national development programmes, the pur-
suit of general well-being and greater equity must be built into
the programme. There must be no presumption that these ben-
efits will flow from development. As already indicated, the pur-
suit alone of increased production, economic growth and subse-
quent wealth is inacdequate to ensure betier health for all the
people.

New development programmes must take place within the frame-
work of democratic regimes with real and meaningful commu-
nity involvement. 1t is no longer sufficient to simply establish
«representative democracy» and 1o hold periodic elections. luis
a question of firmly implanting democracy as a way of life, as a
way to redistribute existing power or to create other sources to
empower the people. Governmenis must be made to be account-
able and transparent and these changes will be driven by in-
creasingly well-articulated and organized demands from those
who suffer most from the lack of water supply, sanitation and
health care.

The new development model musi be sustainable and become
permanent. Past cycles of growth and recession have done de-
veloping countries little good. To achieve sustainability will re-
quire: the creation of the necessary political institutions to en-
sure equality and democracy; a determined effort to keep up
with technological advances; finding the balance between ex-
ploiting and preserving our environment; developing human
resources consistent with the new model; and promoting val-
ues that will define social behaviours that in tarn will foster the
new development process.

It is worth staung that although health should be at the centre
of development, this is different 10 saying that the health sector
should be in charge of development. A modest (but specific and
eflective) role for the health sector should sketched, whereby
the responsibility for the health sectors role in a given seclor
(housing, agriculture) is defined in a way that can be welcomed
and not feared by the other sectors.

23
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To return to the 9GPW: it will, during the period of its charter, urge
and assist countries of the world to: identify and confront the socio-
economic determinants of health in a coordinated intersectoral man-
ner; strengthen the capacity of government and policy-makers to
address matters of inequity with regard to economic opportunity,
gender and age; undertake development programmes designed for
the betterment of all the people; and establish sustained global co-
operation between, and financial support for, poorer countries by
the wealthier ones.

WHO will cooperate with countries and provide the necessary sup-
port in policy formulation and research in respect of the initiatives
in the preceding paragraph. WHO will also play a promoting and
coordinating function in this regard.

4.% Healrh promoTion

77.

78.

The 9GPW recognizes the role of industry (marketing and pricing),
and insttwtions such as the family and the media in influencing in-
dividual choices with respect to lifestyle and conduct as, for exam-
ple, smoking and drug use. The 9GPW advocates the adoption by
governments and health-related agencies of health promotion poli-
cies and campaigns directed at combating these and other threats to
general well-being, such as occupational hazards of workers; ques-
tions of population growth and the role of woman in society; prob-
lems of nutrition, and of water and air pollution.

The tole of health promotion as a strategy for new public heaith
action was formalized in the «Ottawa Charter for Health Promo-
tion»® adopted at the 1986 Ottawa Conference, which stresses the
need to:

(a) build healthy public policy: Health promotion goes beyond
health care. 1t puts on the agenda of policy makers in all sectors
and at all levels, directing them to be aware of the health conse-
quences of their decisions and to accept their responsibilities
for health. Health promotion policy combines diverse but com-
plementary approaches including legislation, fiscal measures,
taxation and organizational change;

(b) create supportive environments: Qur societies are complex and
interrelated. Health cannot be separated from other goals. The
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inextricable links between people and their environment con-
stitutes the basis for a socio-ecological approach to health.
Changing patterns of life, work and leisure have a significant
impact on health, Systematic assessment of the health impact
of a rapidly changing environment - particularly in areas of tech-
nology, work, energy production and urbanization — is essential
and must be followed by action to ensure positive benefit to the
healih of the public. The protection of the natural and built
environments and the conservation of natural resources must
be addressed in any health promotion strategy;

(c) strengthen community action: Health promotion works through
conicrete and effective community action in setting priorities,
making decisions, planning strategies and implementing them
to achieve betiex health. At the heart of this process is the em-
powerment of communities - their ownership and control of
their own endeavours and destinies;

(d) develop personal skills: Health promotion supports personal
and social development through providing information, educa-
tion for health, and enhancing life skills. By so doing, it in-
creases the options available to people to exercise more control
over their own health and over their environments, and to make
choices conducive to health;

(e} reorient health sexvices: The responsibility for health promo-
tion in health services is shared among individuals, community
groups, health professionals, health service institutions and gov-
ernments. They must work together towards a health care sys-
tem which contributes to the pursuit of health. The role of the
health sector must move increasingly in 2 health promotion di-
rection, beyond its responsibility for providing clinical and cura-
tive services. Reorienting health services also requires stronger
atlention 1o health research as well as changes in professiona}
education and training.

4.4 Intersectoral collaboration

79. As has become obvious in this discussion, intersectorality is an in-
dispensable component of the New Public Health. As the WHO Re-
gional Office for Europe has put it «Intersectorality for health policy
development is essential. Public health must be capable of engaging
in a dialogue with actors beyond the health sector».®
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A striking illustration of the consequences of the absence of
intersectoral coordination is provided by Milio®. Alter reviewing
the USAs agricultural policies, including those affecting subsidies to
farmers, production quotas, and the pricing of agricultural products,
she gives the following account of the effects of policy ramilications
on health prometion in a specific situation.

Between 1948 and 1968, fat consumption from animal sources in
the USA declined by 25%, while vegetable-sourced fat consumption
increased by more than 40%. Clearly, this represented a tremendous
health-promoting shift towards less saturated fat in line with the
recommendations of USA health authorities. Also, the purchase of
pork and eggs dropped by 25%, again reflecting a heaith-conscious
trend — but was this health-conscious consumption in response 10
some successiul «eat healthy» campaign? If so, the Department of
Agriculture had not heard of it, because the consumption of beef
skyrocketed by 58%, and cheese by more than three times, all in
response to prescribed pricing policies governed by the rules of that
Department. The result was that, despite these shifts, individual
dietary cholesterol intake in fact remained at 500 mg according 1o
Milio, the same as 75 years previously! There were other reasons
why animal fat consumption appeared io have dropped lower than it
did, including the change from animal fat to vegetable oil by fast-
food outlets and other commercial concerns.

Milio concludes: «Farm policy has a more profound eftect on the
health of Americans than food policy ... farm and related policies
affect nutrient composition and safety of foods, as well as their prices,
making some more costly than others. One result is a predictable set
of food, tobacco, and alcohel purchase patierns by Americans. Taken
together, current policies favor agricultural commodities and prod-
ucts that have health-limiting, and sometimes health-damaging ef-
fects on the national profile of health and illness. Policies do not
now induce farmers to produce a more health-promoting food sup-
ply, one that could protect Ameticans from currently high risks of
illness». |

The lack of atiention to health in various development sectors (agri-
culture, industry, housing, etc.) is sometimes attributed to a lack of
interest in health by the other sectors; however, what is often over-
looked is that the health authorities have various responsibilities and
tasks that are prerequisites for intersectoral health work.®
Intersectorality requires:
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that the health authority Chealth ministry, municipal health de-
partment or other) possess the necessary information on the
health impacts of various development activities. Such infor-
mation must be sufficiently disaggregated to be usable in link-
ing potential health problems with specific environmental and
social conditions:

an analysis of not only the adverse impact on health of various
development projecis, but also of the potential opportunities to
enhance health that almost every development activity presents;

a strong advocacy role by the appropriate anthority in promot-
ing the implementation of health-related policies; therefore, it
may be pari of the legitimate function of the health authority to
cultivate maximum political support within «the political ma-
chinex;

The charter recognized the need for strong health advocacy, the
challenge to mediate between conflicting health interests and
the central role of strategies that enable rather than control. Tt
framed health promotion as a social change and social develop-
tent process towards health, which needs the interaction of the
five action areas outlined above, in order to have full impact.
Successful tobacco policies the world over have documented this.
From the need 1o integrate personal and organizational change
came the proposal for a range of health promotion projects which
took their starting point from «settings of everyday life» and the
salutogenic question «where is health created». In practice this
has led to projects such as Health Cities, healthy villages, healthy
neighbourhoods, healthy workplaces and health promoting
schools as well as health promoting hospitals. These projects
now have worldwide networks, often coordinated by the World
Health Organization. They aim to ensure action in the five ac-
tion areas of the Ottawa Charter through an alliance-building
approach, which is seen as a key new public health strategy.
The experience which these projects underline is that the new
public health does not only define itself through new content,
but also through new styles of public health action.®

4.% Prevention of preventable condirions

84. The 9GPW recognizes the gains that have been achieved in this area

worldwide: 80% immunization coverage of children against the six
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diseases covered by the Expanded Programme on Immunization; the
near-eradication of dracunculiasis (guinea-worm disease); 80% re-
duction in dental caries through fluoridization. However, unneces-
sary mortality still obtains due to lack of access to appropriate pre-
ventive, diagnostic, therapentic or rehabilitative technology, and
WHO pledges itself 10 assist countries in this regard.

A number of countries have shown that it is possible for health au-
thorities 10 estimate the total disease and accident burden in a coun-
try, and also the preventable component of that burden, and then to
translate this information into programmes of prevention that aim
progressively to increase the proportion of potentially preventable
diseases that are actually prevented (for example, the US Healthy
People 2000 Initiative).

The Healthy Cities Project initiated by the European Office of the
WHO in 1986, and which is now a worldwide activity, is one exam-
ple of a coordinated approach 1o integrate health promotion and en-
vironment health action in order to creale supportive and healthy
environments. It takes into account the increasing decentralization
of health responsibilities to the local level and aims to support local
authorities in tackling the new public health challenges - within
their remit of responsibility. The project lays down guidelines for
participating cities and proposed a networking mechanism for inter-
action between a constellation of cities in respect of ideas, innova-
tions and research.®

Ashton and Seymour* see preveniion at three levels: «primary pre-
vention» which is concerned with removing risk factors {rom the
population or the environment; «secondary prevention» consisting
of the screening of high-risk groups for a given condition and offer-
ing counselling and treatment where appropriate; and finally «teri-
ary prevention» which has to do with rehabilitation and treatment
of individuals with established disease.

4.& Eguitable access vo health services

88.

28

The concept of «access» is well described by Sax,” who says that it
means «not only availability within a reasonable distance, but also
the absence of barriers, such as prices beyond the ability to pay, lack
of amenity and courtesy, prolonged waiting for service, inconsist-
ency and poor communications ... Fair access is consistent with a
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widely held humanitarian view that individuals should not be de-
nied health care because of their lack of income or wealth».

Equitable access is enshrined in Article 25 of the Universal Declara-
tion of Human Rights where it says that «everyone has the right to a
standard of living adequate for the health and well-being of himself
and of his family, including ... medical care ._.», a position reinforced
in the Constitution of WHO as well a5 in the Alma-Ata Declaration
and the HFA/2000 Strategy.

Undoubtedly the availability of financial resources plays a crucial
role in determining access. Wealthier nations should logically pro-
vide better and more accessible services than poorer ones, but this is
not always the case. The questions of fiscal management and politi-
cal governance also come into play. In Africa, impedance from ac-
cess has not come, in most countries, from civil conflict, drought or
falling commodity markets. The single most important obstacle has
been «the weakness of political commitment to better health. Al-
though African countries made numerous promises to adopt ... pri-
mary and preventive health care — they have seldom made the insti-
tutional and financial changes necessary to bring it abouts *

The 9GPW sees quality assurance of health care and services as an
essential part of equitable access. Access must apply equally to
populations most in need, such as refugees and other displaced per-
sons. The 9GPW also addresses the problem of disproportionate
investment in high technology which is accessible to only a few in
the community.

WHO undertakes, through the 9GPW, to give support as appropri-
ale to strengthen the infrastructure and the capacity of countries to
plan sustainable health services, with emphasis on epidemiological
surveillance, menitoring and evaluation, and analysis of service cov-
erage.

If public health measures are successful, unnecessary premature
deaths will be reduced, and there will be a gradual «greying» of soci-
ety as is already happening in industrialized countries, which will
bring with it the challenges of geriatric care and social security sys-
tems with the related costs. In developed countries such as the USA,
one of the curren: challenges is coping with the social security (pen-
ston) requirements of a rapidly growing senior citizen population
component, underwritten by the contributions of a relatively shrink-
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ing gainfully employed younger population component. «The $30
billion spent on health care for the old when President Reagan came
into office is expected to reach $200 billion by the year 2000.»*

94. Some worry about the fact that, historically, American senior citi-
zens have made more visits to the doctor, consumed more medicine
than the average citizen, and used an increasing number of nursing
home beds and days. There are others, however, who feel that to-
day’s parameters should not be used to predict the situation beyond
2000. WHO's strategy is that by encouraging healthy behaviour from
childhood, we can at least hope to ensure healthy ageing. The present
offers almost limitless opportunities to enrich the quality of life for
the aged, and to enable them to continue 10 play a meaningful and
productive role in society.

4.7 Renewing and recommirring 1o The healrh-for-all sTrateqy

95. Health for all by the year 2000 is an aspirational goal. As the target
date approaches, it is clear that not all the indicators will be attained.
Yel the value of HFA is universally acknowledged.

96. Learning from the experiences since 1978 and incorporating the
developments in economics, in politics, in science and in our socie-
ties, and in order to inject a new impetus for Member States Lo main-
tain the effort of achieving the highest level of health for their entire
population and to close the gaps between countries, the Fonty-eighth
World Health Assembly adopted Resolution WHA48.R16 entitled
«WHO response to global change: Renewing the health for all strat-
egy». ¥ This calls for a wide range of changes — from the HFA 1argets
to the development of a new global policy and strategy.  There will
be a new holistic global health policy based on the concepts of eq-
uity and solidarity, emphasizing the individuals, the family's and the
community’s responsibility for health and placing health within the
overall development framework.

97. In order to ensure convergence of all relevant efforts and 1o obtain
the sirongest government commitment, a lengthy but necessary proc-
ess of consultation at different levels with all interested parties is
envisaged, culminating in adoption of 2 health-for-all Charter in 1998.

938. The 9GPW remains the basic reference bul with emphasis’on five
strategic priorities:
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(a) to reduce poverty and its health consequences;

(b) to ensure equity of access 10, utilization of, and outcome of the
health system with special measures for those most affected by
inequities, such as women;

(c) to squarely place health within the overall development frame-
work, including securing adequate, equitable and sustained fi-
nancing for health systems based on primary health care;

(d) to ensure the availability of newly-acquired knowledge when-
ever necessary and the rational application of existing knowl-
edge and technology to the health development process;

(e} to mobilize the various actions in international health worl ac-
cording to their mandaies and capacities within the framework
of a coordinated country plan managed by the country and sup-
poried by WHO.

99. In order to equip iwself better for this new challenge, WHO is under-
going radical reforms under the rubric of «WHO response to global
change» which started in 1992.* The goal is to find a better [it be-
tween WHO structures and its functions and to enhance its ability to
respond to international health needs in a timely and cohestve man-
IIeT.

100.The new challenges take the Organization into new and unfamiliar
territory. But WHO with its partners will take up the challenge as it
did with HFA. Iis Member States expect no less.

101, What are the public health causes and consequences of poverty?

For example, poor health impairs urban productivity: there has been
research into poverty-illness linkage documenting how poor health
impairs productive work.

102, How should WHO address the issue of health and poverty?

Strategies might include: (a) correct identification of the role of
poverty in poor health, with greater emphasis on demonstration of
different differentials according to socioeconomic conditions, giving
more attention to disaggregated data in health monitoring; and
(b} greater support to social policies that aim to reduce social ineg-
uity, marginalization and exclusion of poor or minority groups.
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What implications does renewal of HFA strategy initiative have for
public health?

What lessons have we learnt from the original HFA?

What is the relevance of the 9GPW as described? In future, should
public health take a developmental approach to health, whereby
health is viewed as the goal and result of development of all na-
tional sectors and particularly the housing, education, industry,
agriculture, and transport sectors. How can we obtain a better un-
derstanding of equity and health relationships? What is the part
played by policy to reduce inequity?

Public Health Training and Research

Public health and primary healrh care

Roughly a decade ago, two enquiries —one in the USA and the other
in Britain — were established to investigate the role of public health
in the light of the then prevailing criticisms. The resultant assess-
ments «pointed to a general disarray in the field, to ambiguity and
uncertainty about the mission of public health and about (its) lead-
ership capacity».® As one American source puts it: «lIn recent
years, there has been a growing sense that public health, as a profes-
sion, as a governmental activity, and as a commitmeni of society is
neither clearly defined, adequately supported, nor fully understood».

The uncertainty about the role and mission of public health had a
direct bearing on the Alma-Ata Declaration. On the one hand, the
Declaration conceives and promotes primary health care (PHC),
defined as «the first level of contact of individuals, the family and
community with the national health system», a presumably clinical
activity. On the other hand, it enumerates as part of PHC «promo-
tive (and) preventive ... services», and «education concerning pre-
vailing health problems and the methods of preventing and control-
ling them» — presumably a public health activity. The Declaration,
in effect, says that these two types of activity are inseparable, and
must be performed together. But this was already the case as we
have seen going back to the second Expert Committee on Public
Health Administration which looked at comprehensive service needs
rather than the domain under which they may individually belong.
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The problem, however, is that those who provide «the first leve] of
contact ... within the national health system» are not the same as
those whose task it is to research, plan-and provide preventive and
promotive services and, historically, the two sides «don't speakn.

Why not? There are more than one reason for the schism (and,
sometimes, hostility) between providers of individual care and prac-
titioners of population-based medicine. Among them is the segre-
gated training at schools of medicine (emphasizing the individual-
based curative approach), and schools of public health. In this sepa-
ration, the medical schools have amassed «overwhelming power»
(10 use a latter-day American military expression) to project Indi-
vidual curative medicine as the centre of the health universe. «Itis
true», writes Tudor-Hart «that the public health tradition, here as in
most countries, has been impoverished by its divorce from clinical
medicine ... Under any circumstances community medicine will take
time 10 recover from a century of banishment to the periphery of
medical practice, but clinicians will also take time to recover from
their ignorance of the tasks of organization, management, local plan-
ning and research-based clinical strategy»® The way services are
paid for and the income differentials between the two services also
contribute to the rift.

Clearly, there is a need 1o define more succinctly the role of public
health in PHC, a role that will require significant and meaningful
rapprochement between clinicians and public health specialists. That
rapprochement may never be achieved, unless the education of both
the clinician and the public health practitioner is radically reformed.

Clear proposals to reform medical education have emerged from
WHO-sponsored conferences (and other sources) around which there
appears 10 be a growing of consensus. There now appears to be agree-
ment in principle that we need to train doctors so that they are as
well equipped 10 prevent disease as they are to treat it. By compari-
son, public health training reform proposals would seem to be con-
siderably less clear, no less in respect of the role of public health in
the undergraduate medical curriculum. And what about other rel-
evant curricula, such as engineering and other disciplines concerned
with the human environment?
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7.2 Public health Training reform

110. One of the major barriers o implementing the new public health

111

¥4

and HFA strategies has been the time lag between countries adopt-
ing the principles and the changes in the curriculum of medical and
other health-related institutions. In an intercountry workshop spon-
sored by the WHO Regional Office for the Western Pacific,
17-23 July 1993, entitled «New approaches to Public Health Train-
ing in the Western Pacific»,* the Regional Director, Dr S.T. Han, rec-
ognized that the challenges included «changing demographic and
epidemiological patterns; the teaching of new technology and the
management of technological innovation; providing for the needs of
increasingly varied student populations; and utilizing new approaches
to teaching and learning».

The workshop identified seven major categories of public health train-
ing:

(a) postbasic and postigraduate training for public health profes-
sionals — the graduates «will become either techno-bureaucrats
(i.e., high level decision-makers, advisers and senior managers
within a health service) or relatively high-level specialists in some
field of public health, rather than field practitioners or lower-
level managers:

(b) preservice training for public health workers intended to pro-
duce health workers with a particular set of skills and knowl-
edge required for funciioning at a particular level within some
component of a public health service;

(c) public health content in preservice training of other health
workers, i.¢., public health content in medical, nursing and al-
lied heatth curricula:

(d) in-service training of health personnel, formal programmes pro-
vided by employers for updating and extending knowledge and
skills;

(¢) continuing education of public health workers;

(f) public health content in the training of workers in related sec-
tors, especially such professions as ieachers, social wortkers:

(g) public health raining of the community, this is essentially health
premoetion.,
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The workshop also advocated that training should be student-ori-
ented, use a problem-solving approach and be interaciive, with in-
volvement not only between students and teachers, but between stu-
dents themselves,

In Europe, the quest for reform in public health training and re-
search has been spearheaded by the WHO Regional Office for Eu-
rope, in partnership with the Association of Schools of Public Health
in the European Region, on the basis that «a new knowledge base is
needed for the HFA policy and this knowledge can only emerge out
of creating and legimitating new public health sciences».” In the
Americas, it has been the Pan American Health Organization (PAHO)
that has done the spadework, and both WHO/EURQ and PAHO have
generated considerable literature on this subject.

Whal else is wrong with contemporary public health that should
necessitate a reorientation of its training and research?

(a) One criticism is that public health has swung too far from its
original sanitary orientation and become too disease oriented
or, as has been put more technically, has come to be character-
ized by «the dominance of the risk factor model of diseasen 5

(b) As a result, public health has become obsessed with epidemiol-
ogy and other «science» for its own sake (in the way that some
individuals are taken up with astronomy or mountain climb-
ing), at the cost of loss of contact with the realities of the people
on the ground. The reason for this shift can perhaps be traced
to the dawn of bacteriology, when «<hygiene» was relegated to
the periphery of «soft» science. Henceforth, «hard»s bacierio-
logical science would provide all the public health answers. All
that was needed now was a science-based «intelligence service»
or epidemiology to operate alongside bacteriology. Says
Vandenbroucke:* «Nobody had proved hygienists wrong, it was
Jjust that nobody was interested in their kind of argument
anymore, Chairs and institutes of hygiene were turned into chairs
and laboratories of bacteriologys.

{c) Public health often remained in the periphery of academic medi-
cine and in desperate need of recognition. According to Frenk:™
«Public health has become increasingly isolated both from sci-
entific advances and from efforts to organize better health sys-
tems. This tendency has relegated it to a secondary role both in
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academia and in areas of iis application, generating a vicious
circle between isolation and irrelevances.

(d) Public health research is not making the necessary contribution
to public policy. The emphasis at many schools of public health
is «on hyper-specialization and publications in international
scientific journals. Credit is not awarded by academic peers for
health policy development at national, regional or local levels» ¢
In fact, schools of public health have tended 10 want to be seen
as «Centres of Excellence» more than as «Centres of Relevances.

Probably this is the reason that «only 5% of global expenditure on
health research is concerned with the needs of developing countries,
which suffer 93% of the world's premature mortality.™ Clearly, there
needs 1o be a better balance on spending between the developed and
developing countries as well as between health service and policy
research, and research into specific public health disciplines.

The WHO Study Group on Problem-Solving Education for the Health
Profession” recognized that «most health professionals have little
training in the wider aspects of health, the sophistication of their
biomedical and clinical training is not matched by comparable train-
ing in relevant social sciences, and they have had little opportunity
to learn from role models how to address the social, economic and
political forces affecting healths.

On the other hand, Frenk® warns that «the biological reductionism
of the past should not be replaced by a sociological reductionism.
Rather, what is needed is an effort at integration among scientific
disciplines». He goes on to say that public health schools must de-
velop the ability to look outside at the growing complexity of their
surroundings, and o introspect in order to renew themselves from
within. To succeed in this, they should harmonize two values: the
relevance of the schools to policy-making in the health secior, and
the preservation of the programme’s own academic excellence.

He proposes two types of public health «schools» according to the
product they will produce: those that will train for work, and those
that will rain for higher education. He sees training for work as a
short-term activity not concerned with degrees or, for that matter,
with academic institutions. On the other hand, higher education
institutions will prepare «professional» specialisis for practice as
academics, for teaching and research,
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Like Frenk, the WHO Regional Office for Europe advocates the
«lown-gown» linkage, because at the present time, «on the one hand,
policy-makers and health professionals do not systematically review
and use either existing or new knowledge generated by research to
support their decisions. On the other, many researchers are igno-
rant of key issues and developments in health policies».*

WHO/EURO advocates more radical change in respect of the cur-
ricula of schools of public health than Frenk. «What is needed»
they assert unequivocally «is a common carrienlum or track for all
public health students, which should provide a common understand-
ing of the new public health, 2 focus on the health of populations,
on a global and social model of health and of health gain.» WHQ/
EURQO then goes on to underline the crucial need for «a common
language, methodologies and tools for all students, including those
coming from the social scienceg» ™

7.7 Healrh managemenT TRAINING

121

122,

123

Health management training is seen by several sources as sorely lack-
ing in the Furopean context (as it is, indeed, in all other contexts).
According to Hunter, «there is now a need for synthesis between
public health training and health management training. The chal-
lenge is posed by the new public health demanding an approach to
public health education in which public health managers require a
combination of specialist clinical skills and general management
skills. Combining these skills in a group of individuals will be vital
in the future in meeting the challenges posed by health care systems
and by policy-makers».* Other needed skills include political sci-
ence, communication, economics, and policy analysis and develop-
ment.

Chapter 6 of Agenda 21 also calls for intersectoral approaches to the
«reform of health personnel development», and emphasizes the need
to enhance managerial skills, particularly for district health manag-
ers.

Ashton® warns against PHC physicians (i.e., clinicians) being given
the responsibility for public health functions, on three grounds:

(i) the PHC concept of health promotion would be too narrowly
interpreted;

37




New Public Healith and WHO'S Minth General Proqramme of Work

(ii) there will always be public health tasks which cannot be done at
FHC level;

(iii) there will always he potential conflict of interest between indi-
vidual health and collective health; it therefore makes sense to
separate the roles of advocate, mediator and enabler.

. The range of different positions merely reflects the difficulty in de-
fining public health. In a recent study in Australia on the education
and training of the public health workforce,* this difficulty in defin-
ing public health made the researchers resort to looking at people
who perceive themselves as working in «public health» and have a
need for training in areas relating to public health. This study de-
fines public health workers as «people who are involved in protect-
ing, promoting and/or restoring the collective health of whole or
specific populations (as distinct from activities directed to the care
of individuals)».

. The survey found that 53.8% of this workforce did not fall within
health and health-related occupations compared to 65.3% of the
health industry workforce who are so classified. Those working on
environmental health stated their main occupations as either policy/
planning or natural sciences. Those working in adminisirative sup-
port roles came either {rom management and policy/planning or from
medical testing occupations (including epidemiology, medical labo-
ratory sciences).

_In Australia, the four core areas of public health and related courses
are: epidemiology, including identification of factors contributing to
health status; statistics and information systems; health services
management, policy and planning; and behavioural sciences, includ-
ing health promotion and health education. The study of
subpopulation groups and the environmental sciences are areas of
emerging importance, as are health economics, ethics, services/pro-
gramme evaluation and communications.

. Over 50% of graduate respondents in the study identified a further
six areas as being needed in the future: computer studies, advocacy
with government, design and conduct of economic analyses, com-
munication on health matters, and qualitative and quantitative analy-
ses.

. The practice of public health is clearly related to the health system
within which it takes place. The content of public health education
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must be related to this. Yet, training opportunities are to be found
more in the developed countries than in the developing. As an
applied science, the specific competencies of public health practice
must reflect the actual needs of the practice environment. The quality
of public health education must be judged by the extent to which
this principle is followed.

1t may be useful to recall the present reality: social programmes are
operating under ever tighter resource constrainis.  Political, eco-
nomic, environmental, social and cultural factors influence the op-
erations of the health system and health itself. The contribution of
good health to socioeconomic development must be convincingly
demonsirated if adequate and sustainable resources are 1o flow 1o
the health sector. Part of this demonstration requires that manage-
menl be enhanced at all levels, supported by clear policies and pri-
orities.

What then should be the core competencies of public health that
will allow them to operate in their own reality? How best can in-
digenous capacity be increased and what will be the role of schools
of public health in developed countries vis-a-vis those in developing
countries?

Does this suggest a hierarchy of skills for the public health workforce?
For example, there could be a small number who are involved at the
central level dealing with policy analysis and formulation and those
dealing with government at central level, followed by the specialists
in 2 wide range of public health subjects who are in turn supported
by an even larger body at technical level. The 1993 International
Workshop on New Approaches to Public Health Training in the
Western Pacific, organized by the WHO Regional office for the West-
ern Pacific, had recognized the diversity of occupational groups within
the public health workforce. Public health personnel were classed
into the following main categories:

public health techno-bureaucrats

high level decision-makers and their senior staff

public health practitioners

«personal care giverss:

—  public health (and community health nurse/midwives
= «community health workers»

- MCH, school health services personnel

- community mental health personnel
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—  community dental service personnel
- medical assistanis/medical officers
environmental health personnel:
health inspectors/sanitarians
environmental control scientists/technicians
analytical chemists/toxicologists
microbiologists/parasitologists
public health engineers
occupational health personnel
health information providers
— epidemiologists
— information scientists
community educators
~  health promoters/health educators
management and advisory personnel
managers, clerical staff, etc.
health economists
legal personnel
policy analysts
bioethicists.

How should the public health workforce be trained?

What should be the core content?

How should we achieve a balance between theory and practice?
How do we expand training opportunities and resources in develop-
ing countries?

What are the research priorities for HFA?

How should the research outcomes be publicized and application
enhanced?

6. The New Public Health — Ax AFrerwond

6.1 Globalizarion

133. The historical achievements of public health, viewed from a histori-
cal and global perspective, are a matter of record: the virtual eradi-
cation of deadly epidemics, impressive declines in maternal and in-
fant mortality rates, and the progressive increase in overall longev-
ity. However, we live in a rapidly changing world, and public health
has had to evolve, change and adapt along with the advances in sci-
entific knowledge, and the emergence of new disease patterns and
new forms of risk-laking human behaviour. '
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134. Developments in the world political scene, advances in electronic
communication and in transportation, ingertwined trade relations,
mobile labour markets and voluntary and involuntary mass migra-
tions have all added up o make the world become like one global
village. «But several other, less benign activities, including drug trade,
terrorism, and traffic in nuclear materials have also become
globalized», says the Commission on Global Governance. «... glo-
bal cooperation has eradicated smallpox. And it has eliminated tu-
berculosis and cholera from most places, but the world is now strug-
gling to prevent the resurgence of these traditional diseases and to
control the global spread of AIDS» .

135. In this massive process of globalization, WHO's traditional role has
become even more important: to promote the development of com-
prehensive services, the prevention and control of diseases, the im-
provement of environmental conditions, the development of human
resources for health, the development and coordination of health
research, and the planning and implementation of world health pro-
grammes.

6.2 The New Public Healrh and Renewing the Healrh-for-all
STRATEGY

136. The Ninth General Programme of Work (3GPW)** together with the
renewal of the Health-for-all Strategy represent WHO's commitment
and revised agenda 1o continue the health-for-all mandate, and the
New Puoblic Health is a reconfiguration of the concept of public health
in order 1o best operationalize the 9GPW.

137. The New Public Health takes into account the health-related fallout
from globalization, and endeavours 1o address the challenges of our
changing world: diseases of affluence and of abject poverty between
and within countries and regions; the need for sustainable develop-
ment and the need to conserve our environment; population growth;
deprivation and exploitation of women and children; political cor-
ruption or mismanagement impacting on health; and the abuse or
neglect of the growing population of the aged, and so on.

138. The New Public Health seeks to address the problem of current pub-
lic health training that has become outdated and irrelevant. 1t seeks
to determine the profile of the public health professional or worker
that is needed for today’s challenges, and to determine what skills
and competencies he or she should acquire to be effective. The role

41




New Public Health and WHO'S Nink Ceneral Programae of Work

139.

140.

141.

142

42

of such a person calls for more than the mastery of epidemiology. It
calls for competence in a wide spectrum of areas such as: policy
formulation and policy analysis, management and negotiating skills,
economics and communication skills. Then there is the question of
how to make public research more relevant, so that researchers are
not preoccupied with answering questions no one asked, while
policymakers are asking questions for which there are no answers.
Furthermore, the New Public Health is concerned with restoring
cooperation between the public health specialty, the clinical specialties
and other health professions in the common pursuit of HFA/2000.

The New Public Health is concerned with issues of equitable access
to health services, the provision of such services to the fullest extent
of affordability and sustainability, and about the ethical foundations
of resource allocation and care. 1t seeks to put health into the devel-
opment framework and to ensure that health is protected in public
policy.

Health should not be a sectoral development issue but must be an
integral part of many development sectors, particularly the housing,
education, industry, agriculture and transport sectors. The New
Public Health requires the health sector to learn to interact with these
sectors, building on successful examples, e.g., school health educa-
tion, health in the workplace, health in local government and mu-
nicipal health plans.

In health monitoring, health statistics will not stand alone, as some-
thing the health sector uses for health planning, but rather will link
health status to Jiving conditions. Thus specific health problems
such as road accidents, malaria or dizrthoea will be analysed in terms
of the preventible component of such conditions and the activities
and programmes of sectors such as local government, the transport
department, and the education department.

This assessment requires attributing a proportion of the health bur-
den, and a number of preventable deaths and injuries, 1o activities of
other sectors (e.g., the housing sector, the agriculture sector, etc.).
A «causal» attribution is needed to justify the health policy that the
ministry of health prepares for each sector. The health authorities
will monitor health status but will collect data in a modified way so
that incidence rates and causal inferences can be drawn (e.g., more
disaggregated data, or including information about whether a
workplace accident or otherwise, or whether a hospital admission is
a first admission or not, with a specific diagnosis). In most coun-
tries, the water authorities will monitor water quality; the air pollu-
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tion experts in the Environment Department will monitor air qual-
ity. However, data linkage — establishing the linkage between the
environmental condition and health — is a health authority function,
and health analysts will use all available information (and collabo-
rate with all agencies holding relevant data) to link health status and
living conditions.

The New Public Health requires the development of a health policy
for the competent development sector responsible for key environ-
ment and health issues (e.g., local government, housing, the envi-
ronment, agriculture, industry, transportation, and education sec-
tors). The reason the health sector must develop these sectoral health
policies is that it may not be realistic to expect, for example, that the
housing sector should develop a health in housing policy. (In prac-
tice, many housing experts argue why the housing sector should do
it, and can they?) It is therefore recommended that the health sector
should develop such a policy, based on an analysis of the types and
magnitude of the health problems caused by inadequate housing. A
health in housing policy (like policies for other sectors) will seek to
exploit many health opportunities that improved housing can bring,
including raised health awareness, improved primary care services,
neighbourhood safety and injury-prevention programmes.

New Public Health involves communication and advocacy of the
health policies to the various sectors. For example, the health in
housing policy must be advocated and promoted to housing authori-
ties, local government, to NGOs and the private sector. It should
emphasize health opportunities, as well as avoidance of hazards. The
prevention-oriented pubiic health officer will find health opportuni-
ties in the development aciivities of many different sectors to mobi-
lize people in specific settings. For example, industrial develop-
ment with workplace health programmes provides the opportunity
to address a great many health issues of importance to workers, from
accidents to poisonings 1o AIDS; or reforms of local government may
be associated with implementation of healthy reighbourhood (or
healthy district or healthy villages) programmes, whereby greater
participation of the community in addressing health issues is facili-
tated.

New Public Health will involve greater communication between staff
of clinical health care facilities and public health/preventive work-
ers. The close contact of clinical staff with the situation of morbidity
and premature mortality in the country -and their insights into the
reasons why sick and injured people are carried each day into the
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health facilities — are or should be 2 major foundation for efforts to
improve environmental and living conditions that impact on health.
(It is not surprising that, for example, the major advances in road
safety and accident prevention in some countries have been initiated
by surgeons.)

The New Public Health has a vested interest in the financing of health
care, the possible cooperation between the public and private sector,
and ensuring good value for money. At the same time, it is con-
cerned with the needs of the vulnerable and marginalized.

Current trends in global economic policy, emphasizing a smaller role
for governments and a larger role for market forces, are in potential
conflict with some central concerns of the New Public Health. The
health needs of the vulnerable and marginalized have been shown to
be jeopardized when privatization in health financing and provision
is inadequately regulated. Not only does access 1o curative care of
reasonable quality become reduced for these groups, but public health
threats increase for the great majority with recrudescent diseases such
as cholera, diphtheria and tuberculosis. Furthermore, the present
political and economic push towards structural adjustment and pri-
vatization, in developing countries, is a further move toward cura-
tive and profit-making services, and would hamper promotive and
prolective activities in public health. How can public authority rein-
force a clear overall strategy to ensure adequate financial and human
resource support in the New Public Health?

In short, the New Public Health is not s0 much a conceptasitisa
philosophy; a new approach which cannot be defined in a word, but
which broadens the older understanding of public health (the health
of populations to in¢lude the health of the individuzal) in order to
better address contemporary issnes (such as environmental, politi-
cal and social developmental issues) which have not previously been
regarded as health issues. As such, no one definition will be suffi-
ciently comprehensive — and that is a strength, because it lends a
certain elasticity to the concept which will enable it to accommodate
future challenges yet to emerge.

Above all, the New Public Health is concerned with action. 1t is con-
cerned not only with finding a framework to address many of these
burning issues of the modern times, but also to identify strategies
and then to implement those strategies.
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