


Public policies
for the public’s health

Public policies in the health sector, together with 

those in other sectors, have a huge potential to 

secure the health of communities. They represent an important 

complement to universal coverage and 

service delivery reforms. Unfortunately, 

in most societies, this potential is largely 

untapped and failures to effectively 

engage other sectors are widespread. 

Looking ahead at the diverse range of 

challenges associated with the growing 

importance of ageing, urbanization and 

the social determinants of health, there 

is, without question, a need for a greater 

capacity to seize this potential. That is why a drive for better 

public policies – the theme of this chapter – forms a third 

pillar supporting the move towards PHC, along with universal 

coverage and primary care.
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The chapter reviews the policies that must be in 
place. These are: 

systems policies – the arrangements that are  

needed across health systems’ building blocks 
to support universal coverage and effective 
service delivery; 
public-health policies – the specifi c actions  

needed to address priority health problems 
through cross-cutting prevention and health 
promotion; and
policies in other sectors – contributions to  

health that can be made through intersectoral 
collaboration. 
The chapter explains how these different pub-

lic policies can be strengthened and aligned with 
the goals pursued by PHC. 

The importance of effective public 
policies for health
People want to live in communities and environ-
ments which secure and promote their health1. 
Primary care, with universal access and social 
protection represent key responses to these 
expectations. People also expect their govern-
ments to put into place an array of public policies 
that span local through to supra-national level 
arrangements, without which primary care and 
universal coverage lose much of their impact and 
meaning. These include the policies required to 
make health systems function properly; to orga-
nize public-health actions of major benefi t to all; 
and, beyond the health sector, the policies that 
can contribute to health and a sense of security, 
while ensuring that issues, such as urbanization, 
climate change, gender discrimination or social 
stratifi cation are properly addressed.

A fi rst group of critical public policies are 
the health systems policies (related to essen-
tial drugs, technology, quality control, human 
resources, accreditation, etc.) on which primary 
care and universal coverage reforms depend. 
Without functional supply and logistics systems, 
for example, a primary-care network cannot 
function properly: in Kenya, for example, children 
are now much better protected against malaria 
as a result of local services providing them with 
insecticide-treated bednets2. This has only been 
possible because the work of primary care was 
supported by a national initiative with strong 

political commitment, social marketing and 
national support for supply and logistics.

Effective  public-health policies that address 
priority health problems are a second group with-
out which primary care and universal coverage 
reforms would be hindered. These encompass the 
technical policies and programmes that provide 
guidance to primary-care teams on how to deal 
with priority health problems. They also encom-
pass the classical public-health interventions, 
from public hygiene and disease prevention to 
health promotion. Some interventions, such as 
the fortifi cation of salt with iodine, are only fea-
sible at the regional, national or, increasingly at 
supra-national level. This may be because it is 
only at those levels that there is the necessary 
authority to decide upon such policies, or because 
it is more effi cient to develop and implement 
such policies on a scale that is beyond the local 
dimensions of primary-care action. Finally, pub-
lic policies encompass the rapid response capac-
ity, in command-and-control mode, to deal with 
acute threats to the public’s health, particularly 
epidemics and catastrophes. The latter is of the 
utmost political importance, because failures 
profoundly affect the public’s trust in its health 
authorities. The lack of preparedness and unco-
ordinated responses of both the Canadian and 
the Chinese health systems to the outbreak of 
SARS in 2003, led to public outcries and even-
tually to the establishment of a national public 
health agency in Canada. In China, a similar lack 
of preparedness and transparency led to a crisis 
in confi dence – a lesson learned in time for sub-
sequent events3,4. 

The third set of policies that is of critical con-
cern is known as “health in all policies”, which is 
based on the recognition that population health 
can be improved through policies that are mainly 
controlled by sectors other than health5. The 
health content of school curricula, industry’s 
policy towards gender equality, or the safety 
of food and consumer goods are all issues that 
can profoundly infl uence or even determine the 
health of entire communities, and that can cut 
across national boundaries. It is not possible to 
address such issues without intensive intersec-
toral collaboration that gives due weight to health 
in all policies. 
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Better public policies can make a difference 
in very different ways. They can mobilize the 
whole of society around health issues, as in Cuba 
(Box 4.1). They can provide a legal and social envi-
ronment that is more or less favourable to health 
outcomes. The degree of legal access to abor-
tion, for example, co-determines the frequency 
and related mortality of unsafe abortion6. In 
South Africa, a change in legislation increased 
women’s access to a broad range of options for 
the prevention and treatment of unwanted preg-
nancy, resulting in a 91% drop in abortion-related 
deaths7. Public policies can anticipate future 
problems. In Bangladesh, for example, the death 
toll due to high intensity cyclones and fl ooding 
was 240 000 people in 1970. With emergency pre-
paredness and multisectoral risk reduction pro-
grammes, the death toll of comparable or more 
severe storms was reduced to 138 000 people in 
1991 and 4500 people in 20078,9,10 . 

In the 23 developing countries that comprise 
80% of the global chronic disease burden, 8.5 
million lives could be saved in a decade by a 15% 
dietary salt reduction through manufacturers 
voluntarily reducing salt content in processed 
foods and a sustained mass-media campaign 
encouraging dietary change. Implementation of 
four measures from the Framework Convention 
on Tobacco Control (increased tobacco taxes; 

smoke-free workplaces; convention-compliant 
packaging, labelling and awareness campaigns 
about health risks; and a comprehensive adver-
tising, promotion, and sponsorship ban) could 
save a further 5.5 million lives in a decade11. As is 
often the case when considering social, economic 
and political determinants of ill-health, improve-
ments are dependent on a fruitful collaboration 
between the health sector and a variety of other 
sectors. 

Figure 4.1 Deaths attributable to unsafe abortion per 100 000 live births,

by legal grounds for abortiona,12,13
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Box 4.1 Rallying society’s resources for 

health in Cuba14,15,16

In Cuba, average life expectancy at birth is the second highest 

in the Americas: in 2006, it was 78 years, and only 7.1 per 

1000 children died before the age of fi ve. Educational indica-

tors for young children are among the best in Latin America. 

Cuba has achieved these results despite signifi cant economic 

diffi culties – even today, GDP per capita is only I$ 4500. Cuba’s 

success in ensuring child welfare refl ects its commitment to 

national public-health action and intersectoral action.

The development of human resources for health has been a 

national priority. Cuba has a higher proportion of doctors in 

the population than any other country. Training for primary 

care gives specifi c attention to the social determinants of 

health. They work in multidisciplinary teams in comprehensive 

primary-care facilities, where they are accountable for the 

health of a geographically defi ned population providing both 

curative and preventive services. They work in close contact 

with their communities, social services and schools, review-

ing the health of all children twice a year with the teachers. 

They also work with organizations such as the Federation of 

Cuban Women (FMC) and political structures. These contacts 

provide them with the means to act on the social determinants 

of health within their communities.

Cuban national policy has also prioritized investing in early 

child development. There are three non-compulsory pre-

school education programmes, which together are taken up 

by almost 100% of children under six years of age. In these 

programmes, screening for developmental disorders facilitates 

early intervention. Children who are identifi ed with special 

needs, and their families, receive individual attention through 

multidisciplinary teams that contain both health and educa-

tional specialists. National policy in Cuba has not succumbed 

to a false choice between investing in the medical workforce 

and acting on the social determinants of health. Instead, it has 

promoted intersectoral cooperation to improve health through 

a strong preventive approach. In support of this policy, a large 

workforce has been trained to be competent in clinical care, 

working as an active part of the community it serves.
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System policies that are 
aligned with PHC goals
There is growing awareness that when parts of 
the health system malfunction, or are misaligned, 
the overall performance suffers. Referred to vari-
ously as “core functions”17 or “building blocks”18, 
the components of health systems include infra-
structure, human resources, information, tech-
nologies and fi nancing – all with consequences 
for the provision of services. These components 
are not aligned naturally or simply with the 
intended direction of PHC reforms that promote 
primary care and universal coverage: to obtain 
that alignment requires deliberate and compre-
hensive policy arrangements. 

Experience in promoting essential medicines 
has shed light on both the opportunities and 
obstacles to effective systems policies for PHC. 
Since the WHO List of Essential Medicines was 
established in 1977, it has become a primary 
stimulus to the development of national medi-
cines policies. Over 75% of the 193 WHO Member 
States now claim to have a national list of essen-
tial medicines, and over 100 countries have devel-
oped a national medicine policy. Surveys reveal 
that these policies have been effective in mak-
ing lower cost and safer medicines available and 
more rationally used19,20. This particular policy 
has been successfully designed to support PHC, 
and it offers lessons on how to handle cross-cut-
ting challenges of scale effi ciencies and systems 
co-dependence. Without such arrangements, 
the health costs are enormous: nearly 30 000 
children die every day from diseases that could 
easily have been treated if they had had access 
to essential medicines21.

Medicines policies are indicative of how effi -
ciencies in the scale of organization can be tapped. 
Safety, effi cacy and quality of care have universal 
properties that make them amenable to globally 
agreed international standards. Adoption and 
adaptation of these global standards by national 
authorities is much more effi cient than each 
country inventing its own standards. National 
decision-making and purchasing mechanisms 
can then guide rational, cost-effectiveness-based 
selection of medicines and reduce costs through 
bulk purchase. For example, Figure 4.2 shows 
how centralized oversight of drug purchasing 

and subsidization in New Zealand signifi cantly 
improved access to essential medicines while 
lowering the average prescription price. On a 
larger scale, transnational mechanisms, such as 
UNICEF’s international procurement of vaccines, 
PAHO’s Revolving Fund and the Global Drug 
Facility for tuberculosis treatment, afford con-
siderable savings as well as quality assurances 
that countries on their own would be unlikely to 
negotiate22,23,24,25.

A second key lesson of experience with essen-
tial drugs policies is that a policy cannot exist 
as an island and expect to be effectively imple-
mented. Its formulation must identify those other 
systems elements, be they fi nancing, information, 
infrastructure or human resources, upon which 
its implementation is dependent. Procurement 
mechanisms for pharmaceuticals, for example, 
raise important considerations for systems fi nanc-
ing policies: they are interdependent. Likewise, 
human resources issues related to the education 
of consumers as well as the training and work-
ing conditions of providers are likely to be key 
determinants of the rational use of drugs. 

Systems policies for human resources have 
long been a neglected area and one of the main 
constraints to health systems development27. The 
realization that the health MDGs are contingent 
on bridging the massive health-worker shortfall 
in low-income countries has brought long overdue 
attention to a previously neglected area. Further-
more, the evidence of increasing dependence on 
migrant health workers to address shortages in 
OECD countries underlines the fact that one coun-
try’s policies may have a signifi cant impact on 
another’s. The choices countries make – or fail to 
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make – can have major long-term consequences. 
Human resources for health are the indispens-
able input to effective implementation of primary 
care and universal coverage reforms, and they 
are also the personifi cation of the values that 
defi ne PHC. Yet, in the absence of a deliberate 
choice to guide the health workforce policy by the 
PHC goals, market forces within the health-care 
system will drive health workers towards greater 
sub-specialization in tertiary care institutions, 
if not towards migration to large cities or other 
countries. PHC-based policy choices, on the other 
hand, focus on making staff available for the 
extension of coverage to underserved areas and 
disadvantaged population groups, as with Malay-
sia’s scaling up of 11 priority cadres of workers, 
Ethiopia’s training of 30 000 Health Extension 
Workers, Zambia’s incentives to health workers 
to serve in rural areas, the 80 000 Lady Health 
Workers in Pakistan, or the task shifting for the 
care of HIV patients. These policies direct invest-
ments towards the establishment of the primary-
care teams that are to be the hub of the PHC-
based health system: the 80 000 health workers 
for Brazil’s 30 000 Family Health Teams or the 
retraining of over 10 000 nurses and physicians 
in Turkey. Furthermore, these policies require 
both fi nancial and non-fi nancial incentives to 
compete effectively for scarce human resources, 
as in the United Kingdom, where measures have 
been taken to make a career in primary care 
fi nancially competitive with specialization. 

The core business of ministries of health 
and other public authorities is to put into place, 
across the various building blocks of the health 
system, the set of arrangements and mechanisms 
required to meet their health goals. When a 
country chooses to base its health systems on 
PHC – when it starts putting into place primary 
care and universal coverage reforms – its whole 
arsenal of system policies needs to be aligned 
behind these reforms: not just those pertaining 
to service delivery models or fi nancing. It is pos-
sible to develop system policies that do not take 
account of the PHC agenda. It is also possible to 
choose to align them to PHC. If a country opts 
for PHC, effective implementation allows no half 
measures; no health systems building block will 
be left untouched.

Public-health policies

Aligning priority health programmes 
with PHC 
Much action in the health sector is marshalled 
around specifi c high-burden diseases, such as 
HIV/AIDS, or stages of the life course such as 
children – so-called priority health conditions. 
The health programmes that are designed around 
these priorities are often comprehensive insofar 
as they set norms, ensure visibility and qual-
ity assurance, and entail a full range of entry 
points to address them locally or at the level of 
countries or regions. Responses to these priority 
health conditions can be developed in ways that 
either strengthen or undercut PHC28.

In 1999 for example, the Primary Care Depart-
ment of the Brazilian Paediatrics Society (SBP) 
prepared a plan to train its members in the Inte-
grated Management of Childhood Illness (IMCI) 
and to adapt this strategy to regional epidemio-
logical characteristics29. Despite conducting an 
initial training course, the SBP then warned 
paediatricians that IMCI was not a substitute for 
traditional paediatric care and risked breaching 
the basic rights of children and adolescents. In a 
next step, it objected to the delegation of tasks to 
the nurses, who are part of the multidisciplinary 
family health teams, the backbone of Brazil’s PHC 
policy. Eventually, the SBP attempted to reclaim 
child and adolescent care as the exclusive domain 
of paediatricians with the argument that this 
ensured the best quality of care. 

Experience with priority health programmes 
shows that the way they are designed makes the 
difference: trying to construct an entire set of 
PHC reforms around the unique requirements 
of a single disease leads to considerable ineffi -
ciencies. Yet, the reverse is equally true. While 
AIDS has been referred to as a metaphor for all 
that ails health systems and the wider society30, 
the global response to the HIV pandemic can, in 
many respects, also be viewed as a pathfi nder for 
PHC. From the start, it has had a strong rights-
based and social justice foundation31. Its links to 
often marginalized and disadvantaged high-risk 
constituencies, and concerns about stigma, have 
led to concerted efforts to secure their rights and 
entitlements to employment, social services and 
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health care. Efforts to scale-up services to con-
form to the goals of universal access have helped 
to expose the critical constraints deriving from 
the workforce crisis. The challenge of provid-
ing life-long treatment in resource-constrained 
settings has inspired innovations, such as more 
effective deployment of scarce human resources 
via “task shifting”, the use of “patient advocates”32, 
and the unexpected implementation of electronic 
health records. Most importantly, the adoption 
of a continuum of care approaches for HIV/AIDS 
from prevention to treatment to palliation has 
helped to revive and reinforce core features of 
primary care, such as comprehensiveness, con-
tinuity and person-centredness32. 

Countrywide public-health initiatives 
While it is essential that primary-care teams 
seek to improve the health of populations at local 
level, this may be of limited value if national- and 
global-level policy-makers fail to take initiatives 
for broader, public policy measures, which are 
important in changing nutrition patterns and 
infl uencing the social determinants of health. 
These can rarely be implemented only in the 
context of local policies. Classical areas in which 
beyond-local-scale public-health interventions 
may be benefi cial include: altering individual 
behaviours and lifestyles; controlling and pre-
venting disease; tackling hygiene and the broader 
determinants of health; and secondary preven-
tion, including screening for disease33. This 
includes measures such as the fortifi cation of 
bread with folate, taxation of alcohol and tobacco, 
and ensuring the safety of food, consumer goods 
and toxic substances. Such national- and transna-
tional-scale public-health interventions have the 
potential to save millions of lives. The success-
ful removal of the major risk factors of disease, 
which is technically possible, would reduce pre-
mature deaths by an estimated 47% and increase 
global healthy life expectancy by an estimated 9.3 
years34. However, as is the case for the priority 
programmes discussed above, the corresponding  
public-health policies must be designed so as to 
reinforce the PHC reforms. 

Not all such public-health interventions will 
improve, for example, equity. Health promotion 
efforts that target individual risk behaviours, 

such as health education campaigns aimed at 
smoking, poor nutrition and sedentary lifestyles, 
have often inadvertently exacerbated inequities. 
Socioeconomic differences in the uptake of one-
size-fi ts-all public-health interventions have, at 
times, not only resulted in increased health ineq-
uities, but also in victim-blaming to explain the 
phenomenon35. Well-designed  public-health poli-
cies can, however, reduce inequities when they 
provide health benefi ts to entire populations or 
when they explicitly prioritize groups with poor 
health36. The evidence base for privileging public 
policies that reduce inequities is increasing, most 
notably through the work of the Commission on 
Social Determinants of Health (Box 4.2)37.

Rapid response capacity
While PHC reforms emphasize the importance 
of participatory and deliberative engagement of 
diverse stakeholders, humanitarian disasters 
or disease outbreaks demand a rapid response 
capacity that is crucial in dealing effectively with 
the problem at hand and is an absolute impera-
tive in maintaining the trust of the population 
in their health system. Invoking quarantines or 
travel bans, rapidly sequencing the genome of 
a new pathogen to inform vaccine or therapeu-
tic design, and mobilizing health workers and 
institutions without delay can be vital. While the 
advent of an “emergency” often provides the nec-
essary good will and fl exibility of these diverse 
actors to respond, an effective response is more 
likely if there have been signifi cant investments 
in preparedness38. 

Global efforts related to the threat of pandemic 
avian inf luenza (H5N1) provide a number of 
interesting insights into how policies that inform 
preparedness and response could be guided by 
the values of PHC related to equity, universal 
coverage and primary-care reforms. In deal-
ing with seasonal and pandemic infl uenza, 116 
national infl uenza laboratories, and fi ve inter-
national collaborating centre laboratories share 
infl uenza viruses in a system that was started by 
WHO over 50 years ago. The system was imple-
mented to identify new pandemic virus threats 
and inform the optimal annual preparation of a 
seasonal infl uenza vaccine that is used primarily 
by industrialized countries. With the primarily 
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developing country focus of human zoonotic 
infections and the spectre of a global pandemic 
associated with H5N1 strains of infl uenza, the 
interest in infl uenza now extends to developing 
countries, and the long-standing public-private 
approach to infl uenza vaccine production and 
virus sharing has come under intense scrutiny. 
The expectation of developing countries for equi-
table access to protection, including affordable 
access to anti-virals and vaccines in the event of a 

pandemic, is resulting in changes to national and 
global capacity strengthening: from surveillance 
and laboratories to capacity transfer for vaccine 
formulation and production, and capacity for 
stock-piling. Thus, the most equitable response 
is the most effective response, and the most effec-
tive rapid response capacity can only emerge 
from the engagement of multiple stakeholders in 
this global process of negotiation. 

Towards health in all policies
The health of populations is not merely a product 
of health sector activities – be they primary-care 
action or countrywide public-health action. It is 
to a large extent determined by societal and eco-
nomic factors, and hence by policies and actions 
that are not within the remit of the health sector. 
Changes in the workplace, for example, can have 
a range of consequences for health (Table 4.1). 

Confronted with these phenomena, the health 
authorities may perceive the sector as powerless 
to do more than try to mitigate the consequences. 
It cannot, of itself, redefi ne labour relations or 
unemployment arrangements. Neither can it 
increase taxes on alcohol, impose technical 
norms on motor vehicles or regulate rural migra-
tion and the development of slums – although all 
these measures can yield health benefi ts. Good 
urban governance, for example, can lead to 75 
years or more of life expectancy, against as few 
as 35 years with poor governance39. Thus, it is 
important for the health sector to engage with 
other sectors, not just in order to obtain collabo-
ration on tackling pre-identifi ed priority health 
problems, as is the case for well-designed public-
health interventions, but to ensure that health is 
recognized as one of the socially valued outcomes 
of all policies.

Such intersectoral action was a fundamental 
principle of the Alma-Ata Declaration. However, 
ministries of health in many countries have strug-
gled to coordinate with other sectors or wield 
infl uence beyond the health system for which 
they are formally responsible. A major obstacle 
to reaping the rewards of intersectoral action has 
been the tendency, within the health sector, to see 
such collaboration as “mostly symbolic in trying 
to get other sectors to help [health] services”40. 
Intersectoral action has often not concentrated 

Box 4.2 Recommendations of the 

Commission on Social Determinants of 

Health37

The Commission on Social Determinants of Health (CSDH) 

was a three-year effort begun in 2005 to provide evidence-

based recommendations for action on social determinants to 

reduce health inequities. The Commission accumulated an 

unprecedented collection of material to guide this process, 

drawing from theme-based knowledge networks, civil society 

experiences, country partners and departments within WHO. 

The fi nal report of the CSDH contains a detailed series of 

recommendations for action, organized around the following 

three overarching recommendations.

1. Improve daily living conditions

Key improvements required in the well-being of girls and 

women; the circumstances in which their children are born, 

early child development and education for girls and boys; living 

and working conditions; social protection policy; and conditions 

for a fl ourishing older life.

2.  Tackle the inequitable distribution of power, money and 

resources

To address health inequities it is necessary to address inequi-

ties in the way society is organized. This requires a strong 

public sector that is committed, capable and adequately 

fi nanced. This in turn requires strengthened governance 

including stronger civil society and an accountable private 

sector. Governance dedicated to pursuing equity is required 

at all levels.

3.  Measure and understand the problem and assess the impact 

of action 

It is essential to acknowledge the problem of health inequity 

and ensure that it is measured – both within countries and 

globally. National and global health equity surveillance systems 

for routine monitoring of health inequity and the social deter-

minants of health are required that also evaluate the health 

equity impact of policy and action. Other requirements are the 

training of policy-makers and health practitioners, increased 

public understanding of social determinants of health, and a 

stronger social determinants focus in research.
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on improving the policies of other sectors, but 
on instrumentalizing their resources: mobiliz-
ing teachers to contribute to the distribution 
of bednets, police offi cers to trace tuberculosis 
treatment defaulters, or using the transport of 
the department of agriculture for the emergency 
evacuation of sick patients. 

A “whole-of-government approach”, aiming for 
“health in all policies” follows a different logic41,42. 
It does not start from a specifi c health problem 
and look at how other sectors can contribute to 
solving them – as would be the case, for example, 
for tobacco-related disease. It starts by looking 
at the effects of agricultural, educational, envi-
ronmental, fi scal, housing, transport and other 

policies on health. It then seeks to work with 
these other sectors to ensure that, while con-
tributing to well-being and wealth, these policies 
also contribute to health5. 

Other sector’s public policies, as well as pri-
vate sector policies, can be important to health 
in two ways. 

Some may lead to adverse consequences for  

health (Table 4.1). Often such adverse conse-
quences are identifi ed retrospectively, as in the 
case of the negative health effects of air pollu-
tion or industrial contamination. Yet, it is also 
often possible to foresee them or detect them 
at an early stage. Decision-makers in other 
sectors may be unaware of the consequences 

Table 4.1 Adverse health effects of changing work circumstances5 

Adverse health effects 

of unemployment

Adverse health effects of 

restructuring 

Adverse health effects of non-standard 

work arrangements 

Elevated blood pressure

Increased depression and 

anxiety

Increased visits to general 

practitioners

Increased symptoms of 

coronary disease

Worse mental health and 

greater stress

Increased psychological 

morbidity and increased 

medical visits

Decreased self-reported 

health status and an 

increase in the number of 

health problems

Increase in family 

problems, particularly 

fi nancial hardships

Reduced job satisfaction, reduced 

organizational commitment and 

greater stress

Feelings of unfairness in 

downsizing process

Survivors face new technologies, 

work processes, new physical 

and psychological exposures 

(reduced autonomy, increased 

work intensity, changes in 

the characteristics of social 

relationships, shifts in the 

employment contracts and 

changes in personal behaviour)

Changes in the psychological 

contract and lost sense of trust

Prolonged stress with 

physiological and psychological 

signs

Higher rates of occupational injury and disease than 

workers with full-time stable employment

High level of stress, low job satisfaction and other 

negative health and well-being factors

More common in distributive and personal service 

sub-sectors where people in general have lower 

educational attainment and low skill levels

Low entitlement to workers’ compensation and low 

level of claims by those who are covered

Increased occupational health hazards due to work 

intensifi cation motivated by economic pressures

Inadequate training and poor communication caused 

by institutional disorganization and inadequate 

regulatory control

Inability of workers to organize their own protection 

Cumulative trauma claims are diffi cult to show due 

to mobility of workers

Reduced ability to improve life conditions due to 

inability to obtain credit, fi nd housing, make pension 

arrangements, and possibility for training

Fewer concerns for environmental issues and health 

and safety at work
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of the choices they are making, in which case 
engagement, with due consideration for the 
other sectors’ goals and objectives, may then 
be the fi rst step in minimizing the adverse 
health effects. 
Public policies developed by other sectors –  

education, gender equality and social inclusion 
– may positively contribute to health in ways 
that these other sectors are equally unaware 
of. They may be further enhanced by more 
purposefully pursuing these positive health 
outcomes, as an integral part of the policy. For 
example, a gender equality policy, developed 
in its own right, may produce health benefi ts, 
often to a degree that the proponents of the 
policy underestimate. By collaborating to give 
more formal recognition to these outcomes, the 
gender equality policy itself is reinforced, and 
the synergies enhance the health outcomes. 
In that case, the objective of intersectoral col-
laboration is to reinforce the synergies. 

Failing to collaborate with other sectors is not 
without its consequences. It affects the perfor-
mance of health systems and, particularly, pri-
mary care. For example, Morocco’s trachoma 
programme relied both on high levels of com-
munity mobilization and on effective collabora-
tion with the ministries of education, interior and 
local affairs. That collaboration has been the key 
to the successful elimination of trachoma43. In 
contrast, the same country’s tuberculosis control 
programme failed to link up with urban devel-
opment and poverty reduction efforts and, as a 
result, its performance has been disappointing44. 
Both were administered by the same Ministry of 
Health, by staff with similar capacities working 
under similar resource constraints, but with dif-
ferent strategies. 

Failing to collaborate with other sectors has 
another consequence, which is that avoidable ill-
health is not avoided. In the NGagne Diaw quar-
ter of Thiaroye-sur-Mer, Dakar, Senegal, people 
make a living from the informal recycling of lead 
batteries. This was of little concern to the authori-
ties until an unexplained cluster of child deaths 
prompted an investigation. The area was found to 
be contaminated with lead, and the siblings and 
mothers of the dead children were found to have 

extremely high concentrations of lead in their 
blood. Now, major investments are required to 
deal with the health and social consequences 
and to decontaminate the affected area, includ-
ing people’s homes. Before the cluster of deaths 
occurred, the health sector had, unfortunately, 
not considered it a priority to work with other 
sectors to help to avoid this situation45. 

Where intersectoral collaboration is successful, 
the health benefi ts can be considerable, although 
deaths avoided are less readily noticed than lives 
lost. For example, pressure from civil society and 
professionals led to the development, in France, of 
a multi-pronged, high-profi le strategy to improve 
road safety as a social and political issue that had 
to be confronted (and not primarily as a health 
sector issue). Various sectors worked together in a 
sustained effort, with high-level political endorse-
ment, to reduce road-traffic accidents, with 
highly publicized monitoring of progress and a 
reduction in fatalities of up to 21% per year46. 
The health and health equity benefi ts of working 
towards health in all policies have become appar-
ent in programmes such as “Healthy Cities and 
Municipalities”, “Sustainable Cities”, and “Cities 
Without Slums”, with integrated approaches that 
range from engagement in budget hearings and 
social accountability mechanisms to data gather-
ing and environmental intervention47. 

In contemporary societies, health tends to 
become fragmented into various sub-institu-
tions dealing with particular aspects of health 
or health systems, while the capacity to assemble 
the various aspects of public policy that jointly 
determine health is underdeveloped. Even in the 
well-resourced context of, for example, the Euro-
pean Union, the institutional basis for doing this 
remains poorly developed48. Ministries of health 
have a vital role to play in creating such a basis, 
which is among the key strategies for making 
headway in tackling the socioeconomic determi-
nants of ill-health49.

Understanding the under-investment
Despite the benefi ts and low relative cost of better 
public policies, their potential remains largely 
underutilized across the world. One high-profi le 
example is that only 5% of the world’s popula-
tion live in countries with comprehensive tobacco 
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advertising, promotion and sponsorship bans, 
despite their proven effi cacy in reducing health 
threats, which are projected to claim one billion 
lives this century50. 

The health sector’s approach to improving pub-
lic policies has been singularly unsystematic and 
guided by patchy evidence and muddled decision-
making – not least because the health commu-
nity has put so little effort into collating and 

communicating these facts. For all the progress 
that has been made in recent years, information 
on the effectiveness of interventions to redress, 
for example, health inequities is still hard to come 
by and, when it is available, it is confi ned to a 
privileged circle of concerned experts. A lack 
of information and evidence is, thus, one of the 
explanations for under-investment. 

Box 4.3 How to make unpopular public policy decisions51

The Seventh Futures Forum of senior health executives organized by the World Health Organization’s Regional Offi ce for Europe in 

2004 discussed the diffi culties decision-makers can have in tackling unpopular policy decisions. A popular decision is usually one that 

results from broad public demand; an unpopular decision does not often respond to clearly expressed public expectations, but is made 

because the minister or the chief medical offi cer knows it is the right action to bring health gains and improve quality. Thus, a potentially 

unpopular decision should not seek popularity but, rather, efforts must be made to render it understandable and, therefore, acceptable. 

Making decisions more popular is not an academic exercise but one that deals with actual endorsement. When a decision is likely to be 

unpopular, participants in the Forum agreed that it is advisable for health executives to apply some of the following approaches.

Talk about health and quality improvement. Health is the core area of expertise and competence, and the explanations of how the 

decision will improve the quality of health and health services should therefore come fi rst. Avoiding non-health arguments that are 

diffi cult to promote may be useful – for instance, in the case of hospital closures, it is much better to talk about improving quality of 

care than about containing costs.

Offer compensation. Explain what people will receive to balance what they will have to give up. Offer some gains in other sectors or in 

other services; work to make a win-win interpretation of the coming decision by balancing good and bad news.

Be strong on implementation. If health authorities are not ready to implement the decision, they should refrain from introducing it until 

they are ready to do so.

Be transparent. Explain who is taking the decision and the stakes of those involved and those who are affected. Enumerate all the 

stakeholders and whether they [are] involved negatively.

Avoid one-shot decisions. Design and propose the decisions as part of an overall plan or strategy.

Ensure good timing. Before making a decision, it is essential to take enough time to prepare and develop a good plan. When the plan 

is ready, the best choice may be to act quickly for implementation.

Involve all groups. Bring into the discussion both the disadvantaged groups and the ones who will benefi t from the decision. Diversify 

the approach.

Do not expect mass-media support solely because the decision is the right one from the viewpoint of health gains. The mass media 

cannot be expected to be always neutral or positive; they may often be brought into the debate by the opponents of the decision. Be 

prepared to face problems with the press.

Be modest. Acceptability of the decision is more likely when decision-makers acknowledge in public that there is some uncertainty 

about the result and they commit openly to monitoring and evaluating the outcomes. This leaves the door open for adjustments during 

the process of implementation.

Be ready for quick changes. Sometimes the feelings of the public change quickly and what was perceived as opposition can turn into 

acceptance.

Be ready for crisis and unexpected side-effects. Certain groups of populations can be especially affected by a decision (such as general 

practitioners in the case of hospital closures). Public-health decision-makers have to cope with reactions that were not planned.

Stick to good evidence. Public acceptance may be low without being based on any objective grounds. Having good facts is a good way 

to shape the debate and avoid resistance.

Use examples from other countries. Decision-makers may look at what is being done elsewhere and explain why other countries deal 

with a problem differently; they can use such arguments to make decisions more acceptable in their own country.

Involve health professionals and, above all, be courageous.
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The fact is, however, that even for well-
informed political decision-makers, many public 
policy issues have a huge potential for unpopular-
ity: whether it is reducing the number of hospi-
tal beds, imposing seatbelts, culling poultry or 
taxing alcohol, resistance is to be expected and 
controversy an everyday occurrence. Other deci-
sions have so little visibility, e.g. measures that 
ensure a safe food production chain, that they 
offer little political mileage. Consensus on stern 
measures may be easy to obtain at a moment 
of crisis, but public opinion has a notoriously 
short attention span. Politicians often pay more 
attention to policies that produce benefi ts within 
electoral cycles of two to four years and, there-
fore, undervalue efforts where benefi ts, such as 
those of environmental protection or early child 
development, accrue over a time span of 20 to 40 
years. If unpopularity is one intractable disincen-
tive to political commitment, active opposition 
from well-resourced lobbies is another. An obvi-
ous example is the tobacco industry’s efforts to 
limit tobacco control. Similar opposition is seen 
to the regulation of industrial waste and to the 
marketing of food to children. These obstacles 
to steering public policy are real and need to be 
dealt with in a systematic way (Box 4.3). 

Compounding these disincentives to politi-
cal commitment is the diffi culty of coordinating 
operations across multiple institutions and sec-
tors. Many countries have limited institutional 
capacity to do so and, very often, do not have 
enough capable professionals to cope with the 
work involved. Crisis management, short-term 
planning horizons, lack of understandable 
evidence, unclear intersectoral arrangements, 
vested interests and inadequate modes of govern-
ing the health sector reinforce the need for com-
prehensive policy reforms to realize the potential 
of public-health action. Fortunately, there are 
promising opportunities to build upon.

Opportunities for better public 
policies 

Better information and evidence
Although there are strong indications that the 
potential gains from better public policies are 
enormous, the evidence base on their outcomes 

and on their cost-effectiveness is surprisingly 
weak52. We know much about the relationship 
between certain behaviours – smoking, diet, 
exercise, etc. – and health outcomes, but much 
less about how to effect behavioural change in a 
systematic and sustainable way at population lev-
els. Even in well-resourced contexts, the obstacles 
are many: the time-scale in achieving outcomes; 
the complexity of multifactorial disease causa-
tion and intervention effects; the lack of data; the 
methodological problems, including the diffi cul-
ties in applying the well-accepted criteria used 
in the evaluation of clinical methods; and the 
different perspectives of the multiple stakehold-
ers involved. Infectious disease surveillance is 
improving, but information on chronic diseases 
and their determinants or on health inequities is 
patchy and often lacks systematic focus. Even the 
elementary foundations for work on population 
health and the collection of statistics on births 
and deaths or diseases are defi cient in many 
countries (Box 4.4)53.

Over the last 30 years, however, there has been 
a quantum leap in the production of evidence for 
clinical medicine through collaborative efforts 
such as the Cochrane Collaboration and the Inter-
national Clinical Epidemiology Network56,57. A 
similar advance is possible in the production of 
evidence on public policies, although such efforts 
are still too tentative compared to the enormous 
resources available for research in other areas 
of health, e.g. diagnostic and therapeutic medical 
technologies. There are, however, signs of prog-
ress in the increasing use of systematic reviews 
by policy-makers58,59.

Two tracks offer potential for signifi cantly 
strengthening the knowledge base. 

Speeding up the organization of systematic  

reviews of critical interventions and their 
economic evaluation. One way of doing this 
is by expanding the remit of existing health 
technology assessment agencies to include 
the assessment of public-health interventions 
and delivery modes, since this would make use 
of existing institutional capacities with ring-
fenced resources. The emerging collaborative 
networks, such as the Campbell Collabora-
tion60, can play a catalyzing role, exploiting 
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the comparative advantage of scale effi ciency 
and international comparisons.
Accelerating the documentation and assess- 

ment of whole-of-government approaches 
using techniques that build on the initial 
experience with “health impact assess-
ment” or “health equity impact assessment” 
tools61,62,63. Although these tools are still in 
development, there is growing demand from 
local to supra-national policy-makers for such 
analyses (Box 4.5). Evidence of their utility in 
infl uencing public policies is building up64,65,66, 
and they constitute a strategic way of organiz-
ing more thoughtful cross-sector discussions. 
That in itself is an inroad into one of the more 
intractable aspects of the use of the avail-
able evidence base: the clear need for more 
systematic communication on the potential 
health gains to be derived from better pub-
lic policies. Decision-makers, particularly in 
other sectors, are insuffi ciently aware of the 

health consequences of their policies, and of 
the potential benefi ts that could be derived 
from them. Communication beyond the realm 
of the specialist is as important as the produc-
tion of evidence and requires far more effective 
approaches to the dissemination of evidence 
among policy-makers67. Framing population 
health evidence in terms of the health impact 
of policies, rather than in the classical modes 
of communication among health specialists, 
has the potential to change radically the type 
and quality of policy dialogue. 

A changing institutional landscape
Along with lack of evidence, the area where new 
opportunities are appearing is in the institutional 
capacity for developing public policies that are 
aligned with PHC goals. Despite the reluctance, 
including from donors, to commit substantial 
funds to National Institutes of Public Health 
(NIPHs)69, policy-makers rely heavily on them or 

Civil registration is both a product of economic and social devel-

opment, and a condition for modernization. There has been little 

improvement in coverage of vital registration (offi cial record-

ing of births and deaths) over recent decades (see Figure 4.3). 

Almost 40% (48 million) of 128 million global births each year 

go uncounted because of 

the lack of civil53 registra-

tion systems. The situation 

is even worse for deaths 

registration. Globally, two 

thirds (38 million) of 57 mil-

lion annual deaths are not 

registered. WHO receives 

reliable cause-of-death 

statistics from only 31 of 

its 193 Member States.

International ef for ts to 

improve vital statistics 

infrastructure in develop-

ing countries have been 

too limited in size and 

scope54. Neither, the global 

health community nor the 

countries have given the 

development of health sta-

tistics and civil registration 

systems the same priority 

Box 4.4 The scandal of invisibility: where births and deaths are not counted

as health interventions. Within the UN system, civil registration 

development has no identifi able home. There are no coordina-

tion mechanisms to tackle the problem and respond to requests 

for technical support for mobilizing the necessary fi nancial and 

technical resources. Establishing the infrastructure of civil regis-

tration systems to ensure 

all births and deaths are 

counted requires collabo-

ration between different 

partners in different sec-

tors. It needs sustained 

advocacy, the nurturing 

of public trust, support-

ive legal frameworks, 

incentives, fi nancial sup-

port, human resources 

and modernized data 

management systems55. 

Where it functions well, 

vital statistics provide 

basic information for pri-

ority setting. The lack of 

progress in the registra-

tion of births and deaths 

is a major concern for the 

design and implementa-

tion of PHC reforms. 
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Figure 4.3 Percentage of births and deaths recorded in countries with
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on their functional equivalents. In many coun-
tries, NIPHs have been the primary repositories of 
independent technical expertise for public health, 
but also, more broadly, for public policies. Some 
have a prestigious track record: the Fiocruz in 
Brazil, the Instituto de Medicina Tropical “Pedro 
Kouri” in Cuba, Kansanterveyslaitos in Finland, 
the Centers for Disease Control and Prevention 
in the United States, or the National Institute of 
Hygiene and Epidemiology in Viet Nam. They 
testify to the importance that countries accord 
to being able to rely on such capacity69. Increas-
ingly, however, this capacity is unable to cope 
with the multiple new demands for public poli-
cies to protect or promote health. This is leaving 
traditional national and global institutes of public 
health with an oversized, under-funded mandate, 
which poses problems of dispersion and diffi cul-
ties in assembling the critical mass of diversifi ed 
and specialized expertise (Figure 4.4).

In the meantime, the institutional landscape 
is changing as the capacity for public policy sup-
port is being spread over a multitude of national 
and supra-national institutions. The number of 
loci of expertise, often specialized in some aspect 
of public policy, has increased considerably, 

spanning a broad range of institutional forms 
including: research centres, foundations, aca-
demic units, independent consortia and think 
tanks, projects, technical agencies and assorted 
initiatives. Malaysia’s Health Promotion Foun-
dation Board, New Zealand’s Alcohol Advisory 

Box 4.5 European Union impact assessment guidelines68

European Union guidelines suggest that the answers to the following questions can form the basis of an assessment of the impact of 

proposed public-health interventions.

Public health and safety

Does the proposed option:

affect the health and safety of individuals or populations, including life expectancy, mortality and morbidity through impacts on the  

socioeconomic environment, e.g. working environment, income, education, occupation or nutrition?

increase or decrease the likelihood of bioterrorism?  

increase or decrease the likelihood of health risks attributable to substances that are harmful to the natural environment? 

affect health because of changes in the amount of noise or air, water or soil quality in populated areas? 

affect health because of changes in energy use or waste disposal? 

affect lifestyle-related determinants of health such as the consumption of tobacco or alcohol, or physical activity? 

produce specifi c effects on particular risk groups (determined by age, sex, disability, social group, mobility, region, etc.)? 

Access to and effects on social protection, health and educational systems

Does the proposed option:

have an impact on services in terms of their quality and access to them? 

have an effect on the education and mobility of workers (health, education, etc.)? 

affect the access of individuals to public or private education or vocational and continuing training? 

affect the cross-border provision of services, referrals across borders and cooperation in border regions? 

affect the fi nancing and organization of and access to social, health and education systems (including vocational training)? 

affect universities and academic freedom or self-governance? 

1080604020
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Evaluation and promotion of coverage
and access to health services

Figure 4.4 Essential public-health functions that 30 national public-health

institutions view as being part of their portfolio69
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Council and Estonia’s Health Promotion Commis-
sion show that funding channels have diversifi ed 
and may include research grants and contracts, 
government subsidies, endowments, or hypoth-
ecated taxes on tobacco and alcohol sales. This 
results in a more complex and diffuse, but also 
much richer, network of expertise. 

There are important scale effi ciencies to be 
obtained from cross-border collaboration on 
a variety of public policy issues. For example, 
the International Association of National Public 
Health Institutes (IANPHI) helps countries to set 
up strategies for institutional capacity develop-
ment70. In this context, institution building will 
have to establish careful strategies for specializa-
tion and complementarity, paying attention to the 
challenge of leadership and coordination.

At the same time, this offers perspectives for 
transforming the production of the highly diverse 
and specialized workforce that better public poli-
cies require. Schools of public health, community 
medicine and community nursing have tradition-
ally been the primary institutional reservoirs for 
generating that workforce. However, they produce 
too few professionals who are too often focused 
on disease control and classical epidemiology, 
and are usually ill-prepared for a career of fl ex-
ibility, continuous learning and coordinated 
leadership.

The multi-centric institutional development 
provides opportunities for a fundamental re-
think of curricula and of the institutional settings 
of pre-service education, with on-the-job train-
ing in close contact with the institutions where 
the expertise is located and developed71. There 
are promising signs of renewal in this regard 
in the WHO South-East Asian Region (SEARO) 
that should be drawn upon to stimulate similar 
thinking and action elsewhere27. The increasing 
cross-border exchange of experience and exper-
tise, combined with a global interest in improving 
public policy-making capacity, is creating new 
opportunities – not just in order to prepare pro-
fessionals in more adequate numbers but, above 
all, professionals with a broader outlook and who 
are better prepared to address complex public 
heath challenges of the future. 

Equitable and effi cient global 
health action 
In many countries, responsibilities for health and 
social services are being delegated to local levels. At 
the same time, fi nancial, trade, industrial and agri-
cultural policies are shifting to international level: 
health outcomes have to be obtained locally, while 
health determinants are being infl uenced at inter-
national level. Countries increasingly align their 
public policies with those of a globalized world. 
This presents both opportunities and risks. 

In adjusting to globalization, fragmented 
policy competencies in national governance sys-
tems are fi nding convergence. Various ministries, 
including health, agriculture, fi nance, trade and 
foreign affairs are now exploring together how 
they can best inform pre-negotiation trade posi-
tions, provide input during negotiations, and 
weigh the costs and benefi ts of alternative policy 
options on health, the economy and the future of 
their people. This growing global health “inter-
dependence” is accompanied by a mushrooming 
of activities expressed at the global level. The 
challenge is, therefore, to ensure that emerging 
networks of governance are adequately inclusive 
of all actors and sectors, responsive to local needs 
and demands, accountable, and oriented towards 
social justice72. The recent emergence of a global 
food crisis provides further legitimacy to an input 
from the health sector into the evolving global 
response. Gradually, a space is opening for the 
consideration of health in the trade agreements 
negotiated through the World Trade Organiza-
tion (WTO). Although implementation has proved 
problematic, the fl exibilities agreed at Doha for 
provision in the Agreement on Trade-Related 
Aspects of Intellectual Property Rights (TRIPS)73 
of compulsory licencing of pharmaceuticals are 
examples of emerging global policies to protect 
health.

There is a growing demand for global norms 
and standards as health threats are being shifted 
from areas where safety measures are being tight-
ened to places where they barely exist. Assembling 
the required expertise and processes is complex 
and expensive. Increasingly, countries are relying 
on global mechanisms and collaboration74. This 
trend started over 40 years ago with the creation 
of the Codex Alimentarius Commission in 1963 
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by the Food and Agriculture Organization (FAO) 
and the WHO to coordinate international food 
standards and consumer protection. Another 
long-standing example is the International Pro-
gramme on Chemical Safety, established in 1980 
as a joint programme of the WHO, the Interna-
tional Labour Organization (ILO) and the United 
Nations Environment Programme (UNEP). In the 
European Union, the construction of health pro-
tection standards is shared between agencies and 
applied across Europe. Given the expense and 
complexity of drug safety monitoring, many coun-
tries adapt and use the standards of the United 
States Food and Drug Administration (FDA). WHO 
sets global standards for tolerable levels of many 

contaminants. In the meantime, countries must 
either undertake these processes themselves or 
ensure access to standards from other countries 
or international agencies, adapted to their own 
context. 

The imperative for global public-health action, 
thus, places further demands on the capacity and 
strength of health leadership to respond to the 
need to protect the health of their communities. 
Local action needs to be accompanied by the 
coordination of different stakeholders and sectors 
within countries. It also needs to manage global 
health challenges through global collaboration 
and negotiation. As the next chapter shows, this 
is a key responsibility of the state. 
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