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CHAPTER 16PRIVATE 


GLOBALIZATION OF HEALTH

Introduction

Events in any part of the world can affect the status of health of people in other parts of the globe. There is a dynamic of interaction and interdependence so that a global approach is essential to achieve health targets even locally. Without restating arguments elaborated throughout the text, future generations of public health professionals must be well aware of what is occurring outside of their communities and countries. This means not only learning from the news media of outbreaks of exotic diseases, but also recognizing that the political, social and economic upheavals that define every day existence, across the street or half-way around the world, affect us all. Even the most remote communities in the world are not immune to the global impacts of distant military coups, civil wars, natural disasters, economic crises or epidemics. 


Previous generations of public health advocates have made tremendous contributions to understanding disease, how it spreads and how it affects all forms of life. But, mistakes have been made; HIV infection was not detected early enough or its impact realized until it had already reached pandemic proportions. The 21st century must be characterized by "globalized" public health professionals. The health of all humans is globally linked; yesterday's Ebola or cholera outbreak 10,000 miles away may manifest itself today in the arrival hall of your local airport. With this very real possibility in mind, the future of public health will require advocacy of global economic, political and social justice and stability, and the necessity of organized common efforts to improve health globally. 
Transportation, colonization and commerce have been responsible for the dissemination of disease throughout history. With rapid movement of large numbers of people by sailing ships, steamships, rail and later air, the possibility of disease transmission by travellers has increasingly become a major public health problem. Non-communicable diseases have also been transferred between populations by adoption of risk factors, such as smoking, the automobile and Western diets heavy in protein and fats, bringing rising waves of mortality from these causes to areas with previously low rates. The impact of economic, demographic and epidemiologic changes are not uniform, neither within nor between countries. Domestically and internationally, poor health and poverty affect the stability of us all. A popular late twentieth century slogan dictates us to "think globally, act locally"; there is no better expression to convey the interdependent realities of public health.


In this chapter, major trends and contemporary patterns of health and disease in the world are presented, along with policy issues for improving those patterns. Global trends can be analyzed by grouping countries by geographic regions, levels of economic development, and political, cultural or ethnic characteristics. Previous chapters address demographic and epidemiologic issues with examples from different countries, as well as regional and global trends. Global health requires international health organizations to stimulate and facilitate joint efforts to achieve common goals, such as preventing the transmission of communicable disease 

or, more generally, promoting Health-for-All. 

The Global Health Situation

Global health status involves wide diversity of social and economic standards, disease, disability and mortality throughout the world. Environmental and socio-economic factors and health interventions all play a role in health status. Differences between and among developed and developing countries in these factors are great, yet there are common concerns and shared interests in health development. Study of countries classified by geographic region, such as the World Health Organization (WHO) regions, or by economic status, such as the Organization of Economic Cooperation and Development (OECD) countries and Countries of Eastern Europe (CEE) and the former Soviet Union (Commonwealth of Independent States or CIS) helps to provide an overall picture of demographic transition and epidemiologic shift. Economic groupings of countries are usually measured by GNP per capita, which in industrialized countries is more than 20 times greater than that of the developing countries.


Countries now considered developed, in the past had disease patterns similar to developing countries today. For example, infant and maternal mortality rates in many developing countries today are similar to those in the United States in the 1920s. Further, within industrialized countries, there are social, ethnic or immigrant groups currently whose current health status is characteristic of developing countries. In many developing countries the rising middle class population show epidemiological patterns similar to those in developed countries, such as rising rates of heart disease. 


Some 77% of the world's population lives in developing and least developed countries. Selected data on demography and health status indicators for industrialized, developing and least developed countries are shown in the table 16.1. The enormous differences in GNP per capita and in birth rates are reflected by differences in almost all health status indicators. Population growth in the developing countries, due to high fertility rates and declining child mortality is a key factor in poverty and poor health status, and thus a major health problem.


Trends in demographic and health indicators for countries classified as industrialized, developing and least developed all show positive changes in health status: fertility and birth rates have declined in developing countries, but also more recently in the least developed countries. Female literacy rates are increasing in the least developed and developing countries. Immunization coverage has improved globally, as have infant, child and crude mortality rates, so that life expectancy is generally increasing. However, there remains a large discrepancy between rich and poor in health status indicators; in the least developed countries, maternal mortality is more than 60 times higher and infant mortality more than 18 times that of the industrialized countries.


Table 16.1 : Health Status Indicators by Country Development Status

	PRIVATE 

	Least Developed
	Developing
	CEE/CIS
	Industrialized

	GNP per capita 1996
	$232
	1,222
	2,182
	27,086

	Life expectancy in years at age 0

1970

1997
	43

51
	53

63
	66

68
	72

78

	Crude birth rate/1,000 population

1970

1997
	48

39
	38

25
	20

14
	17

12

	Total fertility rate/adult woman

1960

1997
	6.5

5.3
	6.0

3.1
	na

1.8
	2.8

1.7

	% Female adult literacy 

1980

1995
	24

38
	46

62
	81

96
	96

96

	% Births attended by trained attendant 1990-97
	28
	55
	93
	99

	Maternal mortality/100,000 live births 1990-97
	1,100
	470
	85
	13

	Infant mortality/1,000 live births

1960

1997
	172

108
	138

 65
	76

29
	31

6

	Child mortality rate (1-4 years)

1960

1997
	281

168
	216

 96
	101

 35
	37

7

	% Low birth weight

1990-1997
	21
	18
	7
	6

	% Immunization 1995-97

DPT

Polio

Measles
	62

62

60
	80

81

79
	91

92

89
	90

89

90



Note: CEE = countries of eastern Europe


      CIS = Commonwealth of Independent States (including Baltic States) i.e. republics of the former Soviet Union.


Source: UNICEF. State of the World's Children, 1999.



Despite the fact that health status indicators have improved for the least developed countries, on the basis of current trends, the United Nations Population Division estimates that the infant mortality rate in developing countries will still be close to 60 per 1,000 live births in the year 2000. Nearly one-fifth of the world's population lacks regular access to local health services. In 1991, primary health care coverage was estimated at 69% for the least developed countries, 89% for developing countries and 100% for developed countries. 



While the gap between developed and developing countries in health is very wide, the adaptation and dissemination of health technology are having profound effects. Each can learn, for good or ill, from the other. A developing country may spend most of its health resources in central teaching hospitals, while primary care is neglected, in adoption of inappropriate priorities, but new vaccines and other health technologies, used with appropriate policies, can bring dramatic improvements in health in developing countries. Conversely, innovations in the health field from developing countries can also be applied in developed countries. For example, the Oral Rehydration Therapy, and Community Health Workers, developed to provide care in developing country conditions, are being applied to unmet needs in industrialized countries. 

Priorities in Global Health

Poverty-Illness-Population-Environment


Poverty, illness, rapid population growth and environmental degradation combine as a vicious cycle to adversely affect many developing countries and hundreds of millions of people globally. In many developing countries, economic stagnation and political instability compound these issues, causing an inability to address basic human needs and condemning more generations to ill health and early death. Although the effects of low income, lack of basic sanitation and crowding in megacities cannot be overcome by health measures alone, the potential for raising the quality of life and survival rates by public health measures is nonetheless very great. 


Industrialized countries have overcome many of these problems, but must still cope with substantial pockets of poverty, homelessness, violence, preventable disease, environmental degradation and rising costs of health care. The southern hemisphere is largely made up of developing countries with massive economic and social needs. The north-south socioeconomic divide is one which will shape global health and politics in the 21st century.


During the 1990s, a number of developing countries have entered a phase of rapid economic and industrial growth, combining the advantages of educated low-wage work forces with market economies. Some Asian countries moved ahead rapidly with economic development, creating strong rates of growth. The breakdown of traditional social patterns, such as rural ways of life and inter-generational family structure, are having grave implications on both mental and physical health in many of these countries. The 1998 downturn in southeast Asian economies will compound these problems.


The recognition that poverty and ill health are interactive has led the industrialized nations (G-7 plus Russia) to take an important step in mid 1999 of relief of debt and aid related loans of very poor countries by some $118 billion. This will have immediate impact on nations such as Laos, Zambia, Rwanda, Mozambique, Malawi, Uganda by reducing their debt repayment by between one third to one half. Despite this important step, most poor countries pay more on debt service than they do on health and education for their people. 


Child Health

In developing countries, one-third of all deaths are in children under 5 (about 13 million annually), compared with a total of 2.4%, or (280,000) of all deaths in developed countries. A child under 5 years in the developing world experiences an average of 3 episodes of diarrhoea per year. In 1997, diarrhoea was associated with an estimated 2.5 million deaths in children under 5 years, down from an estimated 4.0 million in 1983. Six percent of deaths due to diarrhoea in children under 5 occur in association with measles. With widespread use of currently available interventions, mortality related to diarrhoea can be halved by the year 2000.

     About 2 million children die each year from vaccine-preventable diseases. In 1997, there were 990,000 deaths from measles (down from 2.5 million in 1983), 275,000 from neonatal tetanus (1.1 million in 1983), and 400,000 from pertussis. An estimated 35,000 cases of clinical poliomyelitis occurred in 1997, a reduction from 350,000 cases in 1983 (excluding China). Despite the fact that both are treatable and largely preventable conditions, malaria and tuberculosis (TB) continue to take a toll of life which exceeds mortality from AIDS. 




 Table 16.2: Global Selected Causes of Deaths and Morbidity, 1997 
	PRIVATE 
Causes of Death
	Deaths

(000s)
	Causes of Morbidity
	New Cases 

Annually (000s)

	Ischemic heart disease

Cancer (total)

Cerebrovascular disease

Pneumonia

Tuberculosis

COPD

Diarrhoea

Malaria

HIV/AIDS

Prematurity

Hepatitis B

Measles

Cancer of lung

Suicide

Total all causes
	7,200

6,235

4,600

3,745

2,910

2,890

2.455

1,500-2,700

2,300

1,120

605

960

1,050

835

52,200
	Diarrhoea

Malaria

Occupational 

Pneumonia

STDs

Mood disorders

Alcohol dependance 

Hepatitis B

Pertussis

Measles

Diabetes

Cancer 

Tuberculosis

HIV/AIDS

NA
	4,000,000

300-500,000

467,000

395,000

385,000

122,865

 75,000

 67,730

 45,050

 31,075

 10,540

  9,240

   7,250

   5,800




Note: * total prevalence  




Source: World Health Organization. World Health Report, 1998 


The worldwide basic infant immunization coverage for BCG, DPT, polio and measles rate was only 20% in 1980. By 1992, an estimated 85% of children worldwide had been immunized with a third dose of poliomyelitis vaccine before reaching their first birthday. As seen in table 16.1, coverage in 1996 had dropped. In 1996, children in the least-developed countries had an average coverage of 60%, in developing countries, 79%, in eastern Europe and former Soviet countries, 91% and in the industrialized countries 86%. Supplementary mass campaigns (National Immunization Days) all over the world have reduced polio toward the goal of eradication. Massive use of measles vaccine is moving toward arresting local circulation in North America.


Nonetheless, millions of children do not receive immunization against the main vaccine-preventable diseases, which kill nearly some 1.8 million children each year. Use of the lifesaving salts of Oral Rehydration Therapy (ORT) increased from 1988 to 1993; in East Asia and the South Pacific from 32% to 36% of all diarrhoeal episodes; in sub-Saharan Africa (SSA) from 28 to 49% and in Latin America from 23% to 64%. The impact of this progress, if sustained, will greatly improved child survival in the years ahead and the conquest or control of the major childhood diseases will be attained. 


Maternal Health

It is estimated that about 500,000 women die each year from pregnancy-related causes, most of which are preventable. Virtually all (99%) of these deaths occur in developing countries, and the large majority (95%), in Asia and Africa. This is due to a combination of factors: lack of prenatal care, a dearth of professional care at birth, poor nutritional status and iron deficiency anemia, lack of high standards of obstetrical services and pregnancies that are too early, too late, or too close together. Maternal mortality rates range from over 600/100,000 live births in developing countries to under 10/100,000 live births in most industrialized countries.


The health of women in relation to fertility is fundamental to national health standards. Education for girls and women, access to modern birth control and adequate care in all stages of pregnancy are the means to achieve improvement. Traditional Birth Attendants (TBAs) provide care during most deliveries in developing countries. There are no adequate substitutes for good prenatal medical care, but the work of TBAs can be improved by a strict program of licensing, training and supervision (see chapter 15). Simple, inexpensive measures can improve outcomes: routine iron and folic acid during pregnancy, prenatal care stations (MCH), birth centers (in hospitals if possible), high risk identification and referral systems (see chapter 5), and training of community health workers for preventive health care (chapter 15) can all make a difference. 


Between 1985 and 1991, the availability of prenatal care globally increased from 58 women attended per 100 live births in 1985 to 67% in 1991. In 1991, coverage was 99 women attended per 100 live births in developed countries, 65 in developing countries and 53 in the least developed countries. Coverage for childbirth attendance increased worldwide from 53 to 55 between 1985 and 1991, but showed a decrease in the least developed countries, where fewer than 20% of deliveries are attended by trained personnel. Deliveries by trained heath personnel worldwide in 1990-96 was 57%, ranging from 29% in LDCs, to 99% in the industrialized countries. Furthermore, in developing countries, only approximately 43% of pregnant women receive 2 or more doses of tetanus toxoid.


Population Growth 


Despite the fact that population growth is a religious and political controversy in many societies,  falling birth rates are now seen in most parts of the world. Developing countries are increasingly recognizing that high fertility rates hinder economic development, perpetuating poverty, a fundamental cause of ill health. The politics of population has traditionally rested on the assumption that population increase is essential for economic growth and national power. At the micro level in traditional farming societies the assumption is that more children provide greater security for the family. In recent decades the growth of the technology of family planning has been accompanied by a gradual shift to the view that unrestrained population growth is a barrier to economic development. 


In many poor countries, high rates of population growth perpetuate poverty and ill health for mothers and children. Improved child survival and reduced economic imperatives for more children to work farms or to contribute to family incomes have led most countries to lower overall birth rates. Higher education levels for women have increased knowledge and use of birth control. Religious injunctions against birth control no longer have the power to prevent use, so that birth rates have fallen in many countries in the European and American continents.    


Governments have a crucial role in family planning. Distribution of information and promotion of family planning as a national policy and priority must be part of a new emphasis on primary health care. In China in the 1950s, Chairman Mao Tse Tung called birth control a new form of genocide of the developed countries against the developing countries. The legacy of this tragic pronouncement was no less destructive to public health than the pronouncements of religious bodies which still equate birth control with mortal sin. Both have had the effect of promoting high fertility rates in those populations that can least afford the health and economic burden of raising large numbers of children. For the past several decades, birth control has been promoted in India and China, the two countries with the world's largest populations, but population growth continues and is unlikely to level off in the next twenty years. In addition, China's one child-per-family policy has led to a return of female infanticide in a primarily rural society valuing male children, with reports of female infanticide, forced abortions and sterilization.


Despite the decline in fertility rates in most regions of the world, the world population has passed the five billion mark and is growing at an average annual rate of 1.73%. Asia accounts for almost 60% of the world's population, while Europe less than 10%. In many Asian countries, the crude birth rate has declined precipitously to rates close to those in developed countries. From the period 1960-1992, birth rates fell: in south-east Asia and the Pacific from 5.8 births per woman to 2.6; in Latin America/the Caribbean from 5.8 births per woman to 3.1; in the Middle East and North African region from 7 births per woman to 5.1. Many sub-Saharan Africa countries will see their population double within 20 years, although even here there has been what appears to be the beginning of a decline in total fertility rates. 



Table 16.3: World Population, Actual and Projected, in Billions, by Economic Level

 
                 1965-2030 
	PRIVATE 
Level of Development
	1965
	1973
	1980
	1991
	2000
	2030

	Low and Middle income countries
	2.60
	3.17
	3.66
	4.53
	5.29
	7.74

	High income economies
	0.67
	0.73
	0.77
	0.82
	0.86
	0.92

	Total World Population
	3.28
	3.90
	4.43
	5.35
	6.16
	8.66



Source: World Bank. World Development Report 1993.


A Demographic Transition occurs when the age makeup of the population shifts. As countries move from developing to a developed or industrialized status, population age patterns change. With greater life expectancy and declining birth rates ages of the population shift toward upper age groups. Developed countries are experiencing a rapid growth of the old-old more dependant population. These trends are of vital importance to the future of individual countries as they try to sustain or improve economic and social conditions. All countries need a working age population sufficient to sustain the elderly and the young dependent groups. High birth rates in developing countries strain the potential for the proper care and nurturing of children. Food supplies have been expanded by improved agriculture, but this may not be able to sustain unrestrained population growth. In addition, natural resources and the environment have limitations that necessitate a population growth compatible with alleviation of stress on the earth's fragile ecology.


Malnutrition

Food production has increased in most parts of the world, but has steadily declined per capita in sub-Saharan Africa, along with GNP per capita. Increased production in other parts of the developing world during the 1960s and 1970s slowed during the 1980s. In developing countries, the capacity to produce food faster than population growth is limited. The developed countries, with 1/4 of the world's population, produce over half of the world's food supply. They dominate food production, but have low rates of population growth. Developing countries may purchase this surplus of food, but many lack the hard currency to do so. Gross National Product alone cannot measure wealth; it must also be weighed in terms of the capacity to produce food. 


Hunger, adaptation and starvation are difficult to measure. Hunger is a subjective phenomenon; adaptation occurs when persons adjust to lower energy intake, and when energy output exceeds intake, starvation occurs. Starvation may be acute or chronic. Hunger and famine are associated with natural disasters and war, but also occur chronically in settings where food production cannot keep up with population growth. While they affect all ages and sexes, the most vulnerable groups in the population are infants and children, pregnant women, women as a whole and the elderly. Men are affected in terms of reduced capacity to work. The Chinese famine of 1959-61 is considered one of the most tragic disasters of the 20th century, when up to 36 million persons died, affecting the demographic pattern of China. 


Estimating the number of persons lacking food is difficult because of adaptation. Nutritional status of the population, more specifically of children, is usually measured by birth weight, weight-, and height-for-age. Low height for a given age, or stunting, is the most prevalent symptom of protein-energy malnutrition. Approximately 40 percent of all two year olds in developing countries are stunted. The prevalence of stunting may be as high as 65% in India, about 40% in China and sub-Saharan Africa, and more than 50% in the rest of Asia. According to WHO standards, some 780 million persons worldwide are estimated to be energy deficient. This is not always manifested by hunger, but represents inadequate food intake, especially protein, for energy output. Malnutrition may be so widespread among children, that parents and health providers assume the children's lethargy and stunting to be normal. 


Micronutrient deficiency conditions cause widespread physical and mental damage (chapter 9). Iodine, iron and vitamins A, B, C and D are commonly deficient in diets in developing countries, adversely affecting the health of the whole population, but especially vulnerable sub-groups. Iron deficiency is the most common of these, affecting mainly women and children, but also men and the elderly. In developing countries, children and women are especially vulnerable because of frequent childbirth and poorer diets. Anemia is, as referred to in chapter 8, the commonest nutritional deficiency in the world. It is primarily a micronutrient dietary deficiency, but often exacerbated by concomitant parasitic infection in children and multiple pregnancies in women. In industrial countries, anemia of pregnancy affects 18% of pregnant women, but 40% are affected in China and Latin America and 88% in India. Iron deficiency in Russian women exceeds 50%, and iron supplementation is not routinely practiced, i.e. without hemoglobin testing. 

Table 16.4: Prevalence of Iron Deficiency Anemia in Pregnant Women and Women 


Generally, by Region, 1992
	PRIVATE 
Region
	% of All Women
	% of Pregnant Women

	Industrial world
	13
	18

	Latin America/Caribbean
	31
	40

	East Asia & Pacific
	37
	49

	Middle East/ N Africa
	42
	52

	Sub-Saharan Africa
	44
	52

	South Asia
	60
	75



Source: UNICEF. State of the World's Children, 1995.

Iron deficiency in infancy causes the reduced ability to learn in school and reduces growth potential. In adults, it reduces work potential. Distribution of inexpensive iron (ferrous sulphate) to pregnant and lactating women could largely prevent this onerous health burden, which by 1997 is estimated by WHO to affect 1.8 million persons. 


Iodine deficiency affects some 2.3 billion persons globally, with severity varying from subclinical deficiency to cretinism and severe retardation. Routine iodization of salt prevents iodine deficiency disorders, and has been recommended by the WHO and UNICEF, and was adopted as a major objective of the 1990 World Summit of Children, along with elimination of vitamin A deficiency, which affects over 650 million persons. The dramatic effect of vitamin A supplemements in reducing mortality form measles and in preventing xerophthalmia and blindness in children has created a major change in public health nutrition in developing countries by demonstrating co-morbidity and the vital importance of nutrition in inexpensively preventing morbidity and mortality in vulnerable population groups. The extent of these two deficiency conditions is enormous and entirely within the scope of current technology to prevent at low cost. WHO estimates the cost of eradication of iodine deficiency by iodization of salt at $0.05 per person per year. Elimination of vitamin A deficiency can be achieved by giving vitamin A capsules to children over 6 months of age three times per year at a cost of $0.02 per capsule. 

 
Table 16.5:  Vitamin A and Iodine Deficiency Conditions Worldwide
	PRIVATE 
 Vitamin A Deficiency
	Population

Affected (millions)
	Iodine Deficiency

Diseases/Disorders
	Population

Affected (millions)

	Severe eye damage
	0.5
	Cretinism
	5.7 

	Xerophthalmia
	3.1
	Brain damage
	26

	Night blindness
	13.5
	Goiter
	655

	Elevated risk of death from infectious diseases
	231
	Iodine deficiency (sub-clinical)
	1,600

2286.7 

	Subclinical deficiency
	562
	Total 
	

	
	810.1
	
	



Source: UNICEF. State of the World's Children, 1995.


In many countries in the African, South East Asian and Eastern Mediterranean regions, infectious and parasitic diseases in association with malnutrition continue to be major public health problems. They cause much of the mortality among infants and children and shorten life expectancy (see Chapter 5). 


Infectious Diseases

Globalization of the spread of disease is as old as the travels of humans, animals or disease vectors, a major historical factor. In the 1980s and 1990s, concern has reawakened with the experiences of HIV, reemergence of diseases thought to be under control and emergence of newly identified diseases presenting public health threats. Tuberculosis, the world's largest killer among infectious diseases, increased by more than 25% in worldwide case notifications between the mid-1980s and the early 1990s. Cholera increased four-fold between 1990 and 1994. Diphtheria reappeared on a large scale, and E coli and salmonella foodborne diseases are increasing in the 1990s. 


The emergence of the AIDS pandemic has affected all countries of the world, regardless of their level of development. It is estimated that there are 27.9 million HIV infections, and 5.8 million have died, including 1.4 million children. In many developing countries, AIDS is an additional burden to economic growth and health systems. The cost of care and the partial loss of the economically productive generation of young adults are enormous burdens on the troubled economies of sub-Saharan Africa and other developing countries. Estimates of the World Development Report are that developing countries have spent $340 million to care for AIDS patients and this will increase to $1.1 billion by the year 2000. Lack of resources for treatment is complicated by lack of resources and priority for prevention.


As was discussed in chapter 4, the emergence of "new" infectious diseases and the reemergence of well known, but still uncontrolled diseases pose great challenges for public health and clinical care. The problems of these diseases are compounded by the rise of resistant microbial strains. The basic priorities in control of infectious diseases remain the need for complete childhood immunization, high standards of food and water safety and sanitation, education to reduce the spread of HIV and STDs, improved primary care for diagnosis and management of TB and malaria, and rational use of antibiotic therapy. The achievements of the past several decades have been truly impressive, but there is little room for complacency as the potential global threats of infectious diseases are still there. 


Important technological advances are needed before HIV and malaria can be controlled globally, but the early part of the 21st century will see new vaccines come into common use that will reduce the international burden of infectious disease morbidity and mortality. Important new vaccines for varicella, hepatitis A, rotaviruses are already licensed and entering routine immunization programs.  Breakthroughs in development of new therapies and vaccines for HIV and malaria may occur at or shortly after the new century begins. New antimicrobials will hopefully overcome globally multiple drug resistant organisms. Improved food technology will be needed to prevent salmonella and E coli infection from food sources. Finally, medical care will need to improve its methods of control of infectious diseases and avoid emergence of resistant organisms through more restrained use of antibiotics. 


Chronic Disease

The epidemiologic transition that occurred from predominance of infectious diseases to the chronic conditions that occurred in the industrialized countries by mid 20th century, is also occurring gradually in the developing nations. The cardiovascular diseases, cancer, other degenerative conditions and mental disorders and trauma are already the major causes of death in many developing countries. The problem of injuries also constitutes a major public health issue, with vast individual, social and economic consequences. Worldwide, some 7.2 million deaths occur from ischemic heart disease and another 4.6 million from strokes. Some 2.7 million deaths from injury and poisoning are reported yearly, two million of which occur in developing countries, and result in considerable loss of potentially productive years of life. Motor vehicle accidents (MVAs) rank first in causality, followed by domestic accidents, including falls, burns, poisonings, and drowning, all of which are particularly prevalent among young people and the elderly.


Diseases related to smoking, overeating and lack of balance in the diet are increasing in developing countries among the middle and working class populations. Rising death rates from coronary heart disease and strokes in the former Soviet countries constitutes an enormous contributor to premature death and a burden on under financed health systems. As infectious diseases are better controlled and as eating patterns shift in the urban middle and working classes to high meat and fat intake, patterns of cardiovascular disease seen in the industrialized countries are likely to occur in the developing nations. Public health practitioners need to prepare for this epidemiologic transition with interventions such as anti-smoking campaigns, nutrition education and other health promotion. Similarly, dental health and other health needs of societies in transition are part of global health planning.


Mental health is gaining increasing recognition as a health issue of global proportions affecting hundreds of millions with moderate to severe disability, not only in the industrialized countries, but also in developing countries. As measures of the burden of disease include morbidity as well as mortality (such as in DALYs), then major depression (unipolar), alcohol dependance, bipolar disorders, and schizophrenia especially become high in the list of causes of disability, especially in the age group of young adults aged 15-44. These require attention in the health system and especially in primary care.  
Disaster Management

Tragic events leading to large scale loss of property and life craeted by nature and by man require international resoponse to limit the damage, to reduce suffering and restore normality. These situations may be natural disasters such as hurricanes, floods, droughts, earthquakes, volcanic eruptions with serious local consequences. They may be larger scale events created by human initiatives, such as binational wars, civil wars, ethnic cleansing, and civil strife or repression. Such events can take on enormous proportions as displacement, murder and other forms of violence disrupt human norms and civil society. The public health aspects of such events are within the context of restoration of safety, provision of water, shelter, food, sustenance and efforts to restore civil life. Such events are now brought to the immediate attention of the worlds community in television coverage, international action is forthcoming, but often inadequately coordinated with overwhelmed local civil and security authorities.  Preparation and organization for such disasters is an important element of global health.

 
Environment

The environment is a global health concern, not only because it affects every country but also because its maintenance requires joint action (chapter 10). Air pollution caused by industry, motor vehicles, power plants and domestic use of coal are common in urban areas worldwide. The quality of air in the industrial countries has improved over the past two decades, but in many developing countries and the former socialist countries, air quality has deteriorated because of increasing power generation and urban congestion. Excessive production of carbon dioxide by use of fossil fuels is contributing to a global warming effect, and chemicals used in industrialized societies cause ecological damage, with potentially very serious global consequences.  

Development and Health


Some 1.3 billion persons in developing countries lack access to clean water; nearly 2 billion lack adequate sanitation. Poverty, low educational and job skills, poor nutrition, unsanitary environment, poor housing conditions all contribute to the enormous burden of disease of all kinds in developing countries. Indoor pollution from use of cooking fuels with improper ventilation in developing countries contribute to high rates of acute respiratory disease and deaths in children, as well as to chronic lung disease in the elderly and damage to the fetus in pregnancy. 


Health status and economic development are interdependent, and the prevailing social and political philosophies have a vital impact on health, not only by determining the amount of funds allocated to health, but also in the form of health care delivery system adopted. Rapid economic development also has its price. Environmental pollution and increase in occupational health hazards occur when new technology is transferred to developing countries. Further degradation also occurs with the tendency of the rural poor to move to cities, where basic sanitation and other infrastructure are often lacking.


Measurement of economic development by GNP alone is misleading. The distribution of wealth in a country is an important variable along with other measures such as school enrollment. The Human Development Index (HDI) includes life expectancy, educational attainment and measures of income (giving lower weight to income above the poverty level, since extra income for upper income groups is less effective to survival). The Human Development Index along with DALYs and QALYs (see glossary and chapter 13) add an element of the quality of life to the usual economic indices. 


Equally important to the amount of money spent on health is how the money is used. Some countries have succeeded in achieving marked improvements in health, while they remain poor as measured by GNP per capita. Some countries have higher ratings in terms of HDI than their ranking by GNP. China, with a GNP per capita of $370, has succeeded in attaining infant morality and life expectancy rates of mid-level developing countries by bringing primary care to the vast rural population. Sri Lanka, with a per capita GNP of $500, has an infant mortality rate of 15/1,000, comparable to well advanced developing countries. Kerala, India is well above national standards in HDI, while being economically poorer than the national average. On the other hand, some countries with high per capita GNP have lower HDIs, for example Kuwait and Saudi Arabia, which have large GNP per capita, but fewer public health achievements than a much poorer country such as Jamaica. In some countries, this may be due to the large economic gap between the small, very wealthy ruling class and the large, poor population.

Organization for International Health 


As seen in chapter 1, from the decline of the Roman Empire in the fifth century AD, Europe passed into a millennium of scientific repression. Knowledge, including medical knowledge, passed into the hands of the Church, and the Greek and Roman writings that were preserved in the West survived in the monasteries of Ireland and Europe. In the 9th century, a medical school was founded in Salerno near Naples, where during the next few hundred years Arabian, Byzantine and Jewish scholars came to translate texts to preserve ancient medical knowledge in Europe.


European colonial expansionism, beginning in 1415 with the Portuguese attack on Moslem settlements in nearby North Africa had extremely important effects on international health. European ships brought smallpox and measles to the natives of the South Pacific and the Americas, decimating their populations. Syphilis is thought to have been introduced into Europe by sailors returning from the Americas. European adventurers and settlers were often cruelly treated by the many endemic diseases to which they had scant resistance. Slaving stations established along the coast of Africa as early as the fifteenth century, did not develop into colonial settlements. Dysentery (the bloody flux) and malaria were rampant. 


Colonialism led to near eradication of many of the native peoples, and changed the character of many populations, most dramatically in North America, Australia, New Zealand, South Africa and parts of Latin America. Colonial governments introduced western medical organization and practice and influenced health with respect to concepts of causality and the treatment of diseases. Widespread education and medical training were important legacies in many, but not all, developing countries which gained their independence in the mid 20th century. 


The development of microbiology depended on the chemical and technological underpinning provided by the Industrial Revolution. In the latter half of the nineteenth century, repeated epidemics of cholera in Europe and continuing havoc from other communicable diseases were intense stimuli for researchers to identify the causal agent and means of transmission of almost every major bacterial and parasitic disease. Asiatic cholera arrived in Europe in 1832 and spread throughout the continent in repeated epidemics during the 19th century. This led to a convening of the International Sanitation Conference in 1851, with follow-up meetings held in 1874, 1881 and 1885. These conferences were held more frequently between 1892 and 1903 regarding maritime quarantine and control of international transmission of cholera, yellow fever and typhus. In the early 1880s, a pioneering step in international public health occurred, when, at the request of the International Cholera Commission, Robert Koch led a team to investigate cholera epidemics in Egypt. This resulted in identification of the vibrio cholera organism and recommendation of preventive procedures. 


The Health Organization of the League of Nations (1921-1946), established in Geneva in 1921, was an attempt to develop the idea of international collective security for health. As part of its function, a Health Office provided an Epidemic Intelligence Service. The Health Office organized many expert committees on infectious diseases and other public health problems, including the establishment of standards for biological, maternal and child health, nutrition, health insurance and medical education. Malaria, leprosy and rabies control activities were promoted, as were the establishment of cancer registries, and preparation for an international classification of disease, and pharmacopoeias were coordinated and standards for housing and nutrition developed. The scope of organized international work was broadened from prevention of international transmission of disease to disease control and improved health conditions for vulnerable groups in the population. The collapse of peace in the late 1930s led to the disbandment of the League of Nations.


During World War II, the United Nations Relief and Rehabilitation Agency was established by the allied powers to assist resettlement of the millions of displaced persons. This became part of the initiative to establish a new international health organization as part of an international consensus to build a better world after the war, in the context of a stronger, more coordinated United Nations. 

The World Health Organization (WHO)

The World Health Organization was founded in 1948 as a United Nations agency in the spirit of cooperation and idealism following World War II. The WHO charter states that one of the fundamental rights of every human being is "the highest attainable standard of health", and the United Nations' Universal Declaration of Human Rights in 1948 stated that "Everyone has the right to a standard of living adequate for the health and well-being of himself and his family."

 
The World Health Organization has made an enormous contribution to global health. It fills the need for a single unified intergovernmental organization representing all countries, covering all fields of health. The WHO consists of member states working together and with other organizations toward achievement of the highest possible level of health. It replaced previous organizations, especially the Health Organization of the League of Nations and the Pan American Sanitary Bureau. A Technical Preparatory Commission developed the organization, and in the new optimism of the time, undertook the enormous task of dealing with global health problems. Its direction and coordinating functions are the primary assets of the organization, especially in definition of health goals and initiating international cooperation to achieve them. Also effective are its technical services, epidemiology, statistics, standardized nomenclatures for disease and drugs, and their publications.


The organizational structure of WHO includes headquarters in Geneva and regional offices for Europe (Copenhagen), the Middle East (Alexandria), Africa (Brazzaville), South-East Asia (Delhi), Western Pacific (Manila), and the western hemisphere (the Pan American Health Organization, PAHO) in Washington, DC. The central headquarters in Geneva has many offices dealing with a diversity of topics. 


The WHO has led in the formulation of a worldwide consensus on a new direction in health policy. It formulated a strategy that incorporated the principles of government responsibility for the health of their peoples, the right of people to take part in developing and controlling their health care, and equality in health. It helped to formulate and promote the concept that cooperative activity between different parts of the public and private sectors (inter-sectoral cooperation) is necessary to advancing health causes. The concept of appropriate technology is also a WHO initiative (see Chapter 16).


The problems and limitations of the World Health Organization are important to assess. The organization is part of the United Nations system and became partially subject to political conflicts during the Cold War period and in regional conflicts such as that in the Middle East. This was to the detriment of its leadership and moral authority and has led to the withholding of membership fees by the United States for many years. This politicization limited WHO's contacts with the highest quality of professional leadership, impairing its ability to relate to the forefront of medical science, epidemiology and public health practice. It has also led to inadequate leadership in areas where its response to important issues might offend national pride. At times, epidemiologic monitoring and information sharing has also suffered.


If WHO did not exist, the world community would need to invent it. Although hampered by its political nature, it exists as an international body in health representing all countries and dealing with health in a broad definition. WHO's leadership in the Declaration of Alma-Ata and Health-for-All 2000 represented a new step forward in international health with its major commitment to primary health care. 


Table 16.6 : Major Headquarters Programs, World Health Organization, Geneva, 1997
	PRIVATE 
HIV and Sexually Transmitted Diseases (ASD)

Child Health and Development (CHD, formerly                        Diarrhoeal and Acute Respiratory Disease Control)

Control of Tropical Diseases (CTD)

Essential Drugs (DAP)

Drug Management and Policies (DMP)

Emergency and Humanitarian Action (EHA)

Emerging and other Communicable Disease Surveillance and       Control (EMC)

Food and Nutrition (FNU)

UNAIDS (former Global Programme on AIDS)

Global Programme Vaccines, Immunization (GPV)

Global Tuberculosis Programme (GTB)

Health Promotion, Education, Communication (HPR)

Health Systems Development (HSD)

Human Reproduction (HRP)

Health Situation and Trend Assessment (HST)  

Statistical Information System (WHOSIS)

Interagency Affairs (INA)

Information System Management (ISM)

Elimination of Leprosy (LEP)
	Mental Health, Prevention of Substance Abuse (MSA)

Non Communicable Disease (NCD)

Prevention of Blindness and deafness (PBD)

Promotion of Chemical Safety (IPCS)

Promotion of Environmental Health (PEH)

Health Technology (PHT)

Publishing, Language and Library services (PLL)

Development of Policy Programme, Evaluation (PPE)

Substance Abuse (PSA)

Reproductive health (RHT)

Resource Mobilization (RMB)

Strengthening Health Services (SHS)

Tropical Diseases (TDR)

Women's Health (WHD)

Budget and Finance (BFI)

Conference and General Services (CGS)

Personnel (PER)

Social and Occupational Health (SOH)

Special Offices - legal advisor (LEG), informatics (AOI), internal audit (IAO), research policy and strategy coordination (RPS), world health reporting (WHR)


  Source: WHO internet home page  http://www.who.ch/whosis/whosis.htm  February 25, 1997.


Tropical disease work on malaria, bilharzia, filariasis, tuberculosis, onchocerciasis, leishmania, schistosomiasis, helminthic diseases and diarrhoeal disease control are of particular importance to the developing countries. WHO leadership in eradication of smallpox, and virtual eradication of guinea worm disease, onchocerciasis and poliomyelitis have been outstanding contributions to improved global health. Its initiatives in reducing nutritional deficiency conditions, in chronic disease control, in defining health manpower needs, and in health services financing have also been important for both developing and the developed countries.


 The World Health Organization develops programs of work that guide its activities and its regional offices as well as member states. WHO's Eighth Programmme of Work for the period 1990-1995, defined 15 objectives and a number of targets for each objective. This involved a global strategy for health, including promotion of food production and distribution, social progress in literacy, poverty reduction, and economic growth. Also included were: intersectoral cooperation; development of health care systems with a stress on primary care and improved management skills and efficiency; community involvement; improved levels of health resources, including financial support by governments and universities involved in training health manpower; research, technology and cooperation between countries; and environmental sanitation. All were included as areas for action within this program. The Ninth Programme of Work for the period 1996-2001 establishes a new global health policy framework for member governments, international organizations, banks, NGOs and other organizations related to health, economic and social development.

PRIVATE 

BOX 16.3:  SUCCESSFUL AREAS OF INTERNATIONAL HEALTH LEADERSHIP
Successes and important initiatives of the international health movement led by WHO, UNICEF include: 

1.  Eradication of smallpox;

2.  Massive increase in immunization coverage (EPI);

3.  Control and possible eradication of poliomyelitis; 

4.  Reduction in measles incidence; still 1 million deaths per year in late 1990s; 

5.  Massive reduction in incidence of tetanus, diphtheria, pertussis;

6.  Improving control of diarrhoeal disease (CDD) and reduced death rates; 

7.  Improving control of acute respiratory illness (ARI);

8.  Improved control in tropical diseases:  onchocerciasis, leprosy, yaws and potential eradication  
of 
dracunculiasis;  

9.  Leadership in principles of primary health care: influencing national health programs particularly in 
developing countries;

10. Raising public and political consciousness of health issues;

11. Health-for-All initiatives;

12. Health targets initiatives;

13. The "Healthy Cities" movement;

14. Health promotion, raising health in national priorities;

15. Increasing awareness of health information needs.
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Many other United Nations agencies and other organizations play important roles in international health. These include UNICEF (the United Nations Children's Fund), the United Nations High Commission for Refugees (UNHCR), the United Nations Development Program (UNDP), the International Labor Organization (ILO), the Food and Agriculture Organization (FAO), the International Atomic Energy Commission (IAEC).


The United Nations Children's Fund (UNICEF)

Following World War II, the new UN General Assembly created the United Nations International Children's Emergency Fund (now the United Nations Children's Fund), principally to assist the children of war-torn Europe. The program gradually expanded to include other activities and other areas, particularly in developing countries.


This agency has spent large sums of money, especially on food and supplies for the promotion of child and maternal health and welfare activities throughout the world. Beyond this, usually through partnership with the World Health Organization, UNICEF has been carrying out large and significant programs of BCG vaccination, yaws and malaria control. In recent years, the promotion of family planning in developing countries has been one of its major activities. UNICEF plays an important leadership role in fostering primary care and community preventive approaches worldwide.

Non Governmental Organizations (NGOs)

Non-governmental organizations (NGOs) are numerous and carry out specialized activities worldwide. They vary widely in content, funding, ideology and modus operandi. Many provide important support for developing countries, often succeeding where international agencies have failed, precisely because they work outside of the national political framework. This is particularly true in the case of emergencies and areas of conflict. 


The earliest NGOs were those of the various church missions and sectarian organizations. Among the many that might be mentioned are: the Unitarian Services Committee; the American Friends Services Committee; Catholic Relief Services; the American Jewish Joint Distribution Committee; the International Rotary Club; and the American Bureau for Medical Aid To China. The International Committee of the Red Cross (ICRC), Medicins Sans Frontieres (MSF), Terres des Hommes and other European-based NGOs provide direct assistance in developing countries during crises.


Philanthropic foundations with interest in international health are based on altruistic motives. Private foundations such as the Ford, Soros and Rockefeller Foundations carry out important international health work within their own exclusive structures. They are important sources of grants to promote pilot programs and research in health care systems. In addition, they contribute extra-governmental funding which can stimulate development of innovative programs later affecting general health services. 


 Among the foundations, the Rockefeller Foundation is the best known in the field of international assistance in health. It has operated in almost every country in the seven decades of its existence. Its significant contributions are many and include support of control programs for malaria and yellow fever, the development of recognized centers of learning in medicine and public health, postgraduate fellowships, and the demonstration of sound methods of organization and operation of health programs.

 
Despite the many positive aspects of NGOs, they can be a source of distortion in health care services in both developed and developing countries. They tend to focus on one kind of service, are very proud of their independence of government and can create pressure for services that will place a burden on the system of financing or provision of health care. NGOs or bilateral aid can promote hospital development in places where there is already an oversupply and limited primary care. They can provide a primary service, but be unwilling to coordinate with the basic governmental program in immunization, so that no one agency is fully responsible.


Coordination of NGO services into a comprehensive population-based service program may be compromised by political and international sensibilities which can create chaos in an emergency situation. The balance of services for a population requires inclusion of governmental, NGO and private services as a coordinated, if not integrated whole. This may be impossible with highly independent NGOs, but the state public health authorities are responsible for overseeing the NGOs' functions, no matter how charitable the cause and well meaning the intent. 

The World Bank

The International Bank for Reconstruction and Development (IBRD), also known as the World Bank, is based in Washington, DC. It was established by the industrialized countries following the Bretton Woods Conference toward the end of World War II. It was an important financial institution to facilitate the reconstruction of post war Europe. It has since become a major source of financing for development projects throughout the world. Traditionally it focussed on large scale infrastructure , industrial and farming development projects. Its policies in health development focussed on promoting market mechanisms and privatization of health care in countries lacking infrastructure. This fostered an inappropriate stress on medical and hospital care when a community health orientation was needed. The World Bank examined the health sector and its importance for economic development in its World Development Report of 1993. 

PRIVATE 

BOX 16.1  HEALTH AND ECONOMIC DEVELOPMENT
"Good health...is a crucial part of well-being, but spending on health can also be justified on purely economic grounds. Improved health contributes to economic growth in four ways: it reduces production losses caused by worker illness; it permits the use of natural resources that have been totally or nearly inaccessible because of disease; it increases enrollment of children in school and makes them better able to learn; and it frees for alternative uses resources that would otherwise have to be spent on treating illness."

Source: World Bank. World Development Report, 1993, p 17. 
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The 1993 World Development Report: Investing in Health, examines the interaction of health status, health policy and economic development. This report states that, contrary to the views held by many traditional economists, health is essential for economic growth, and not a burden on the economy. The report advocates a three-pronged approach by governments to improve health in developing and former Soviet countries: 

 1. Foster an economic environment that will enable households to improve their own health


by promoting income gains for the poor and expanding social investment in raising 


standards of education, especially for girls;

 2. Redirect government spending away from specialized care toward low cost and highly 


effective activities such as immunization, programs to combat micronutrient deficiencies, 


and the control and treatment of infectious diseases;

 3. Encourage greater diversity and competition in the provision of health services by decentralizing 
government services, promoting competitive procurement practices; and

 4. Fostering greater involvement of non-government (NGO) and private organizations, and regulating 
insurance markets. 


World Bank assistance to health-related projects is growing steadily. The World Bank and WHO have worked together on projects such as a special Program for Research and Training in Tropical Diseases (TDR) and the Onchocerciasis Control Project in West Africa. The World Bank pays special attention to health costs and financing, hospitals, pharmaceuticals and nutrition. 



The World Bank is a lending bank with a very important role in health development internationally because it can command large financial resources and because it sees its role as promoting development. Its view of health as a productive investment sector makes its potential contribution in developing countries vital for future progress in health. 

Trends in Global Health


It is now widely understood that the socio-economic environment is a basic determinant of the state of health of an individual or population, even though the precise nature of intervening variables may not be sufficiently elucidated. The Southern Hemisphere has witnessed, along with its demographic explosion, the persistence of chronic problems plaguing the education, food and housing sectors. In addition, more acute situations have emerged over the past few decades in relation to conflict, employment, migration, trade and degradation of the physical environment. The Northern Hemisphere has enjoyed a rising level of affluence, with negative aspects which have made a sizable impact on public health: overeating, overdrinking, smoking, pollution, illicit drugs and motor vehicle accidents. 


The concept of primary health care as the basis of health system development has been almost universally accepted, yet evidence of public commitment to its implementation is still lacking. Problems reported include poor distribution of resources and inadequate orientation of health workers to primary health care, with continuing emphasis on exclusively curative services. The community is often insufficiently aware of the role it should play and is frequently willing to accept competing demands for expensive secondary and tertiary care. Lack of resources to develop preventive services and health promotion is likely to erode the confidence and commitment of health workers and the community to primary health care.


The formulation and analysis of health manpower policy has emerged as a growing concern in the world (chapter 14). There is a consensus regarding the urgent need to ensure the relevance and quality of manpower to the requirements of the health system, to avoid imbalances in the production of professional health manpower, especially with regard to physicians, nurses and dentists. In most developing countries health manpower development plans either do not exist or are in the process of being developed.


Global changes in the 1980s and 1990s constitute challenges to continued progress in health. Population growth, aging of the population and the increasing incidence of chronic diseases, high expectations of the public for health care, increasing costs and medical technology, economic recession and limited resources for health, have all contributed to health system reforms to maintain universal coverage. During the 1970s and 1980s, many countries developed health reforms that include reduction in hospital bed supply, financial incentives to promote development of community-based services and a combination of decentralized management and integration of services in those countries with national health service type programs (e.g. United Kingdom). For countries with national health insurance, control of supply and utilization, particularly of hospital beds, is also a feature of reforms for cost containment. Managed care systems seeking cost-effective health care combined with health promotion are meant to reduce disease prevalence and dependency on treatment services (chapters 13 and 14). 


The relationship between disease and society is such that many of the factors needed to reduce preventable diseases lie outside of the biomedical framework of genetics, medical care, public health, and health promotion, but are determined by social preconditions that are in the realm of human rights. This, however, does not absolve governments or the health community from the imperative of applying known measures of prevention for all as a basic human right.

Emerging Infectious Disease Threats

International health began as an activity to prevent the spread of epidemics and communicable diseases. This involved the collection and dissemination of information in a timely fashion, preventive measures such as appropriate immunization campaigns to control the spread of a disease, and subsequent follow-up. Success in eradication of smallpox and increasing control of the vaccine-preventable diseases led to enthusiastic assessments that epidemic diseases were under control. This optimism has been tempered by setbacks in malaria and TB control, among a host of other emerging and re-emerging diseases.


The spectrum of infectious disease in a community evolves rapidly with changing conditions of the environment and society. Population growth, crowding in urban slums, homeless populations, massive migration and international travel contribute to transmission of once-localized diseases internationally. Resistance to available antimicrobial medications is creating a new dilemma for modern medicine and public health. The synergism of diseases such as AIDS with TB or cryptosporidium causes deterioration in the patient and spread by secondary infection to other persons. The "post-antibiotic era" is widely discussed as a serious threat to modern public health. Strategies to prevent the loss of some of the important gains of the past century in communicable disease control will require new research and strategies. Among the lessons learned from AIDS are that early warning and attention to new threats are vital tasks of public health.


In the United States, a number of new or resurgent infectious diseases are of increasing public health concern. These include HIV/AIDS, E. coli O157:H7 disease, cryptosporidiosis, coccidiomycosis, multi-drug resistant pneumococcal disease, multi-drug resistant tuberculosis (MDRTB), vancomycin resistant enterococci, Influenza A Beijing/32/92, hantavirus infections, leishmaniasis in veterans of the 1991 Gulf War, Legionnaire's Disease and Lyme Disease.

PRIVATE 

BOX 16.5: EBOLA VIRUS
Ebola virus was first identified in 1976 in the Sudan and in Zaire as a deadly hemorrhagic fever, with high mortality. An outbreak of Ebola virus in Zaire in 1995 was of major international concern, because of its 77% mortality rate and a fear that it could spread rapidly. This outbreak in Kikwit was limited to 316 cases with 245 deaths, many of whom were hospital workers. The organism has been isolated in specific species of monkeys and can be transmitted to man via blood and secretions. 

An international team mobilized by WHO and CDC came to the site to assist the Zairian public health staff. Stress on case detection, laboratory confirmation, isolation and staff protection helped to limit the disease spread.  The WHO Collaborating Center on Arboviruses and Viral Hemorrhagic Fevers reference laboratory at the CDC in Atlanta played an important part in management of this epidemic. Rapid international response and heightened surveillance is part of the global concern for newly emerging infectious diseases, partly from the lessons learned from slow response to the AIDS epidemic.

Source: WHO. World Health Report, 1996.
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Newly emerging and re-emerging diseases of concern internationally include HIV/AIDS, multi-drug resistant malaria, tuberculosis and cholera, shigella dysenteriae, diphtheria and E. coli O157:H7. Tropical diseases, such as yellow fever and dengue are reappearing in Asia and Latin America, Rift Valley Fever in Egypt, Lassa fever in West Africa, Ebola virus in Congo (former Zaire), Marburg virus via imported monkeys, Oropouche arbovirus and Sabia in Brazil, Junin virus in Argentina, and Machupo virus in Bolivia, all are health concerns as they may spread from their natural habitat to other countries before the carrier shows symptoms. 



It can no longer be assumed that such diseases will remain in their natural habitats; they can be transmitted all over the world via human or animal carriers and, in appropriate conditions, become serious local or even general public health concerns. The 1995 outbreak of Ebola virus in the former Zaire raised international concern of the very real possibility of widespread transmission of this deadly disease. The public has been made aware of this kind of situation in graphic detail in the news media, novels and movies. 


In July 1996, a large scale epidemic of food poisoning in Japan involving E coli O157:H7 (first described in 1982) spread through contaminated school lunches causing over 3,000 illnesses, hundreds of hospitalizations for bloody diarrhoea, many with severe hemolytic uremic syndrome, and 7 deaths. The identification of the source proved to be very difficult. Milder epidemics have occurred in many other countries, including Australia, Canada, the United States and various European countries, so that there is continued concern for recurrence of this potentially severe form of food poisoning.

Table 16.7: Strategies for Coping with Emerging Infectious Diseases

	PRIVATE 
Goals/Topics
	Activities
	Examples

	I  Surveillance
	Detect, promptly investigate, and monitor emerging pathogens, the diseases they cause, and the factors influencing their emergence.
	Monitoring in sentinel surveillance networks, e.g. blood      banks, emergency rooms, laboratories, sentinel settings; 

Population-based surveillance; 

Increase field investigation of outbreaks; 

Dissemination of epidemiologic data locally and                 internationally using electronic media; internet,               websites PROMED and others; 

Rapid laboratory diagnosis; 

Monitor vector-borne diseases;



	II  Applied Research
	Integrate laboratory science and epidemiology to optimize public health practices.
	Promote reporting by sentinel laboratories and clinical        settings; 

Improve laboratory diagnostic techniques, gene typing,        sub-typing and mapping "fingerprinting," e.g. E. coli,      cholera, polio, measles, meningitis

	III  Prevention and Control
	Enhance communication of public health information about emerging diseases and ensure rapid implementation of preventable strategies.
	Wide and immediate dissemination of health information      on infectious diseases to health professionals, general       public, groups at special risk; 

Promote health education on prevention of spread of communicable diseases

	IV Infra-structure
	Strengthen local, state and federal public health infrastructures to support surveillance and implement prevention and control programs.
	Improve laboratories, reporting and training 


 Source: Modified from Centers for Diseases Control. Addressing Emerging Infectious Disease Threats. Atlanta, Georgia: US Public Health Service, 1994.


International cooperation to identify new infectious or other health threats to prevent global epidemics is an urgent priority for both international agencies, and national health systems throughout the world. Control of communicable diseases requires medical, laboratory and epidemiologic intelligence services of a high order, with rapid means of communication, publication and coordination, backed up by skilled professional services. Examples of international activity in control of infectious disease are numerous. The crowning achievement in this field was the eradication of smallpox. This great feat may soon be matched by the international eradication of poliomyelitis, expected by the year 2000. Such achievements can only be made with international cooperation and commitment. 

New and Renewed Targets and Goals

Since the formation of the World Health Organization there has been a continuous search for effective ways of promoting international health. The 1978 Alma-Ata conference sponsored by the World Health Organization and UNICEF, articulated a new agenda for national health authorities with an emphasis on primary health care. This stimulated a strengthening of activities at the primary care level. It has been helpful in developing countries with a severe limitation of resources and serious health problems, but the lesson has also been important for developed countries which are showing the increasing strain of maintaining highly costly health systems which often do not meet all the needs of the population. 

PRIVATE 

BOX 16.5: THE WORLD SUMMIT FOR CHILDREN 1990 - TARGETS FOR 1995

1.  Raise immunization coverage to at least 80%;

2.  Eliminate neonatal tetanus;

3.  Reduce measles deaths and cases;

4.  Eradicate poliomyelitis in key areas;

5.  Increase use of ORT to 80% of cases of diarrhoeal disease;

6.  Make maternity hospitals "baby-friendly" - supporting breast feeding, and avoiding formula feeding;

7.  Universal iodization of salt;

8.  Virtually eliminate vitamin A deficiency;

9.  Virtually eradicate guinea worm disease;

10. Ratify the Convention of the Rights of the Child in every country.
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During the 1980s there were encouraging indicators of progress in health in the developed and developing countries, including those classified as Least Developed Countries (LDC). In 1990, the WHO-sponsored World Summit for Children again focussed attention on the continuing need to revise health targets and to mobilize international efforts to attain those goals, with the benefits of success shared by all. This conference accepted a number of specific targets for the years 1995 and 2000, recognizing that the health of a population of a region, a country, or of a subgroup within a country, is dependent upon:

 1. Economic development levels and distribution of poverty;

 2. Education (especially of women);

 3. Access to primary health care;

 4. Resources available for health care;

 5. Organization and management of health care;

 6. Standards of health manpower and facilities;

 7. Environment and sanitation; and

 8. Family planning and birth rate.


WHO considers that a majority of the targets are being met by many developing nations. Malnutrition has been reduced, immunization levels are being maintained or increased; measles deaths are down 80% compared to pre-immunization levels; large areas of the developing world, including all of the western hemisphere have become free of polio; iodine deficiency disorders are being addressed; vitamin A deficiency is in retreat; the use of ORT is rising (preventing more than a million deaths a year); guinea worm disease has been reduced by some 90% and complete eradication is in sight; thousands of major hospitals are now actively supporting breast feeding; progress in primary education is being resumed; and the Convention of the Rights of the Child has become the most widely and rapidly ratified convention in history. 


The principles and targets of Alma-Ata and the World Summit of Children remain the international health agenda for the beginning of the new century. Each country needs to develop its own national plan of action to achieve these objectives. These plans require: 

1. Strategic targets;

2. Resources needed and their appropriate allocation;

3. Inter-sectoral cooperation;

4. Training of staff;

5. Education of the general public and target groups;

6. Community support.


The acceptance of such international targets helps individual countries allocate limited resources to priority areas. The challenge is enormous but the potential for reducing the burden of disease and raising the quality of life is very real.


Despite progress and optimism, the tragic toll of death and mental or physical disability caused by preventable infectious or vitamin deficiency conditions numbers in the hundreds of millions. Other issues remain to be dealt with in global health, especially regarding women's health, including family planning, reduction of maternal mortality and morbidity, reduction of violence and abuse against women, and improved education and job opportunities. Child abuse, child labor, female child murder, and sexual exploitation remain large-scale global health problems. Increasingly, non-infectious conditions affecting young adult and middle aged males are becoming issues of global health: e.g. the cardiovascular diseases and diabetes mellitus, trauma and cancer. Care of special needs groups in the population, such as the mentally ill, the handicapped and the elderly (see chapters 7 and 8) are global health problems that require attention in each country and locality. 


International, individual government and community action is vital to deal with these issues, not only in the poorest countries, but also in developed countries. Known public health measures applied effectively can reduce the burden of these conditions within a very few years. This is a challenge of historical importance and necessity. 

Expanding National Health Capacity


The idea of a cordon sanitaire to protect a nation's health from invading epidemics is a form of passive defence which has not been effective in major epidemics in the latter part of this century. A forward defence is now part of the New Public Health. Countries need to reach out to other countries to help improve international public health capacity as their own first line of defence. The tragedy of the late discovery of AIDS and inadequate early response was matched by the equally poor handling of the first phase of the 1991-1996 cholera epidemic in South America.


Building the first line of defence means strengthening the capacity of individual countries to detect, report and request help in controlling potentially serious disease outbreaks. Help is available from the World Health Organization, the Centers for Disease Control (CDC) in Atlanta, and newly strengthened counterparts in France and the United Kingdom, as well as international organizations such as the International Red Cross, Medecins sans Frontieres and many others. Training in basic epidemiology, sterile techniques and laboratory services can mean the difference between local containment and widespread infection of hemorrhagic fever viruses, with person-to-person transmission amplified in a hospital setting. 


Even the industrialized countries are in need of strengthening of epidemiologic capacity. Few have adequate information systems on hospitalization data which can provide vital measures of morbidity and the economics of health services. Few have developed broad-based CDC-like organizations for epidemiology and control of both acute and chronic disease. Few have the training capacity for public health epidemiologists, economists, sociologists, sexologists, psychologists or anthropologists, let alone entomologists, geneticists and the many other professions now making up the New Public Health team.


Many industrialized countries, satisfied with universal access to doctors and hospitals, and a feeling that infectious diseases are going away under the power of sanitation, vaccination and antibiotics allowed their public health infrastructure to decline with poor pay, reward, recognition, and motivation, lack of training capacity.  The 1990s have brought a different reality of emerging and reemerging infectious diseases and other plagues such as violence and trauma, drugs, and rising rates of heart disease and stroke mortality in some countries. Failure to prepare public health professionals and support systems is an invitation to disaster, both epidemiologically and economically. No country can afford such laxity. Training of public health professionals requires graduate schools of public health, which are more essential than the excess of medical schools that already exist in most countries.

Global Health and the New Public Health

The New Public Health is concerned with globalization of health in several senses; first, it includes all health activities in any one country; and second, what happens in the rest of the world is of direct interest to each country, no matter how wealthy, industrialized or isolated. The lessons of the bubonic plague may not be convincing, but the lessons of HIV should surely be; John Donne's idea that "no man is an island unto himself" expresses the issue clearly. Global health means identifying and addressing the acute infectious and chronic diseases as early as possible before they spread or amplify by common risk factors.


At the end of the 20th century, more developing countries are reaching an epidemiologic transition that took place in the industrialized world in the mid century. The resurgence of long known diseases and the emergence of new and sinister infectious disease threats. The industrialized countries are again facing serious infectious disease challenges, including those imported from developing countries. 


In the 1950s and 1960s, control of infectious diseases looked extremely promising. Vaccines and antibiotics seemed to provide the answer to age old infectious diseases. But, in the 1970s and 1980s new infectious organisms appeared, as well as a frightening increase in resistance of microorganisms to therapeutic agents. Diseases spread from country to country, as did HIV in the 1980s, and cholera and diphtheria in the 1990s, cholera in Peru, the plague outbreak in India in 1994 all had far reaching economic consequences. 


Conversely, the chronic diseases associated with over-nutrition and smoking are invading the non-industrialized countries just when the public health field is gaining momentum in controlling infectious and childhood diseases. And all countries are facing the strains of health expenditures and the painful process of health reform. The legal, ethical and technological challenges are increasingly important in managing health care systems. 


All health systems are obliged to face these challenges through the sharing of information, and improved monitoring of the use of resources, as well as seeking effective ways of preventing diseases and managing them to promote early and complete return to function. All industrialized countries are facing serious problems financing health care in its traditional form and reform is taking place amid aging of the population, increasing technology and high expectations of health care. Reforms shifting emphasis and resources from hospital to ambulatory and primary care show a strong return to the idea of health promotion by regulation and education. 


Some answers to unconquered infectious diseases have came from simple technology, such as the use of Oral Rehydration Therapy to reduce morbidity and mortality from diarrhoeal diseases. The resurgence of TB and multi-drug resistant organisms has been successfully handled by another simple innovation of directly observed therapy by community health workers to ensure compliance and completion of treatment, especially in high risk groups. Malaria control, using specially trained community health workers, is another application of inexpensive and simple, appropriate technology. 


Simpler technologies are also having a major impact on the chronic diseases. Cardiovascular mortality rates are falling in most industrialized countries as a result of healthier lifestyles and improved treatments. Trauma deaths are falling as a result of both mandatory and self-care improvements in car and road safety, occupational safety and treatment of substance abuse. For the chronically ill, simpler technology of home care returns people to their home with less lengthy, costly and risky hospitalizations. 


The future of health care will see tremendous change and adoption of new modalities of preventing and managing disease: recombinant vaccines will reduce costs and introduce new vaccines bringing more infectious diseases under control, including the viral hepatitis, respiratory and diarrhoeal diseases. Vaccine technology for cancer and genetic disorders is evolving. Congenital disorders will be controlled by education, screening and appropriate interventions. Dietary change will help in the control of cancer, as will screening and reduced exposure to carcinogens.



Health-for-All means access to care for everyone, with sound management of financing an resources to provide the needed services, efficiently and reducing waste and extravagances of unnecessary servicing within a social and physical environment that enables people to experience healthful, satisfying and productive lives. 


To attain these lofty goals, broad partnerships or coalitions of health services and providers working with communities and an increasingly knowledgeable and participating general public must be achieved. This is especially important for compliance with immunization, healthful infant and child nutrition and care, self-care in pregnancy, and healthful adult nutrition. Paternalistic, traditional services of doctors dominating both the health systems and patients are not ae to raise the level of patient and community participation needed.


The goal of better health requires a sharing of tasks and resources between the clinical and community levels, and between countries. Assisting countries in developing the staff and infrastructure of epidemiology in infectious and chronic disease is an investment in the frontline of public health protection and self-defence. This is the substance of work by international organizations and bilateral aid. In international partnerships in Europe, the industrialized countries help each other, while missions and collaborating centers help promote public health empowerment in developing countries. 

Summary

Health for all sounded like a hopeless idealistic wishes when first promulgated by WHO in 1977. Yet the progress since in lowering mortality and birth rates, raising longevity rates and improving quality of life has made dramatic improvement. Globalization of health means that what happens anywhere is the concern of everyone everywhere, as the world learned with plague in the 14th century and AIDS in the 20th century. At the same time, globalization means all aspects of heath for a population, because of the interaction of heath care and its economics. 


Global commitment means that countries mst be committed to health, states and local government as well as voluntary, educational and many other elements of a society. The potential gain is enormous, and this requires systematic organization, information and defined targets, strategy and tactics. Measuring disease, infectious and chronic disease, family heath, special groups in the population, nutrition, environment and occupational health, organization of pubic health, management of health systems, comparing with other health national systems, human resources, and technology assessment, quality assurance, law and ethics, all chapter topics in this book are the substance of the New Public Health. All together, they are the subjects of day to day life in health systems.     



Eradication of smallpox will be followed by other successes with great health and economic benefits. The skills of infectious disease control will also bring change in chronic disease control. New acute and chronic disease challenges will emerge; preparation will increase the chances of coping with them before they reach epidemic proportions. Recognizing the rising tide of cardiovascular disease mortality in the former Soviet and many developing countries is no less important than recognizing the resurgence of TB or multi-drug resistant infectious diseases. 


The conceptual basis of the New Public Health provides an idealized yet practicable model for developing countries. This idea however has since grown with many influences, including health promotion and health targets. It has come to involve the actual management of health systems and integration of secondary and tertiary care services of hospitals, and the whole range of programs or services that relate to improving health of the individual and the society. 


The international health community has succeeded, in part, in changing the health agenda of many countries toward prevention, primary care and health promotion. The development of goals and targets with international sanction helps each country to resist pressure to place most of its health care resources into curative/tertiary services. An international commitment to Health-for-All has taken on an important meaning in member countries. It has helped national and regional health leadership tackle the difficult task of changing priorities to an emphasis on primary health care and modern public health.


Coalitions of forces are needed to take up the challenges which the heath community cannot do alone. Isolation of health from other sectors, or parts of the heath spectrum from each other lowers the capacity of all to reach common goals. Networks of international agencies, including WHO, UNICEF, the World Bank, the Food and Agriculture Organization, UNDP, private donor organizations, the private sector, and many others are needed to face the heath challenges and task. Similarly, at nation, state, and local levels, globalized approaches and networks of organizations can help to define targets  and mobilize the resources needed to achieve them.

 
It is appropriate to end this book with the International Declaration of Health Rights, adopted by schools of public health in the United States as the equivalent of the Oath of Hippocrates for public health professionals graduating in 1998:

"We as professionals, do hereby commit ourselves to advocacy and action to promote heath rights of all human beings.

The enjoyment of the highest attainable standard of health is one of the fundamental rights of every human being. It is not a privilege reserved for those with power, money or social standing.

Health is more than the absence of disease, but includes prevention of illness, development of individual potential, a positive sense of physical, mental and social well being.

Health care should be based on dialogue and collaboration among citizens, professionals, communities and policy makers. Health services should emphasize equity, accessibility, community participation, prevention and sustainability.

Health begins with healthy development of the child and a positive family environment. Health must be sustained by the active role of men and women in health and development. The role of women, and their rights, must be recognized, respected and promoted.

Health care for the elderly should preserve dignity, respect and concern for quality

of life and not merely extend life.

Health requires a sustainable environment with balanced human population growth and preservation of cultural diversity.

Health depends on more than access to health care. It depends on heathy living conditions and the availability to all people of basic essentials: food, water, housing, education, productive employment, protection form pollution and prevention of social alienation.

Health depends on protection from exploitation and discrimination on account of race, religion, political belief, ethnic group, national origin, gender, sexual preference or economic or social status.  

Health requires peaceful and equitable development and collaboration of all people."

The New Public Health is a conceptual framework and methodology for implementation of these lofty goals. It requires the attachment of managing so that changes in priorities can be implemented by suitable shifts in resources to the provision of care. 

Electronic Media

Food and Agriculture Organization    http://www.fao.org/

Global Health for All Indicators database available via WHO home page (http://www.who.ch) and may be downloaded to IBM compatible PCs. 

International infectious disease monitoring network:  Promed@usa.healthnet.org

WHO's Weekly Epidemiologic Record Bulletin is available at: http://www.ch/programmes/emc/news.htm

or  http://www.who.ch/wer/wer_home.htm

Morbidity and Mortality Weekly Report morbidity and mortality tables are available on World Wide Web    http://www.cdc.gov:81/mmwr/mmwr.htm

Organization for Economic Co-operation and Development http:\\www.oecd.org/

United Nations High Commission for Refugees  http://www.unhcr.ch

United Nations Children's Fund (UNICEF)     http://www.unicef.org/

Weekly Epidemiologic Record (WHO)    http:www.who.org/wer/

World Bank    http://www.worldbank.org/

World Health Organization mail and email addresses for headquarters and regional offices are as follows:

  WHO Headquarters, CH-1211, Geneva, Switzerland  (postmaster@who.ch)

  WHO Regional Office for Africa (AFRO), PO Box No.6, Brazzaville, Congo (afro@who.org)

  WHO Regional Office for the Americas (PAHO), 525, 23rd St., N.W., Washington D.C. 20037, USA 
(postmaster@paho.org)

  WHO Regional Office for the Eastern Mediterranean (EMRO), PO Box 1517, Alexandria 21511, Egypt 
(postmaster@who.sci.eg)

  WHO Regional Office for Europe (EURO), 8 Scherfigsvej, DK 2100, Copenhagen, Denmark 
(postmaster@who.dk)

  WHO Regional office for South-East Asia (SEARO), Indaprastha Estate, Mahatma Ghandi Road, New Delhi, India 
110002 (postmaster@who.ernet.in)

  WHO Regional Office for the Western Pacific (WPRO), PO Box 2932, 1000 Manila, Philippines 
(postmaster@who.org.ph)  
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