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R 1.1 Introduction: A Global Public Health Curriculum

A regionalized even fragmented world — as it was — is converging rapidly in our days
at the beginning of the 21* century. Countries embark increasingly on global arrangements
(like e.g. the World Trade Organisation) and a globalizing civil society — supported by
mobile technologies - connects across borders. At the same time unprecedented waves of
migration diversify the Northern societies and deplete the qualified workforce in the South.
Social disruption, military conflict, and climate change create increasingly a 90/10 situation
where 90% of the global disease burden affects the South but only 10% of the world’s
resources are available there. To really change this state of affairs we have to think new and
to try new avenues (Panter-Brick et al., 2014). A recent publication attempts to define
Academic Global Health as relevant for training and research (Didier et al. 2016):

Global Health has been defined as:

“Within the normative framework of human rights, global health is a system—based,
ecological and transdisciplinary approach to research, education, and practice which seeks
to provide innovative, integrated, and sustainable solutions to address complex health
problems across national boundaries and improve health for all .

With regard to education Wilson et al. (2016) describes academic global health as:

“..an area for practice, study, and research that places a priority on improving
health, achieving equity in health for all people and ensuring health-promoting and
sustainable sociocultural, political, and economic systems. Global health implies planetary
health which equals human, animal, environmental and ecosystem health, and it emphasizes
transnational health issues, determinants, and solutions; involves many disciplines within
and beyond the health sciences and promotes interdependence and interdisciplinary
collaboration; and is a synthesis of population based prevention with individual holistic
care”.

The World Federation of Public Health Associations published early in 2016 a
Global Charter for the Public’s Health (WFPHA, 2016). Europe as a privileged region also
shares responsibility beyond its continental borders. In the ASPHER Charter (ASPHER,
2013) on

‘The global dimension of education and training for public health in the 21" century
in Europe and in the world’ it is underlined that “The implementation of effective
and sustainable interventions for health is a long-term endeavour where much
depends on reliable global partnership, as noted in MDG 8. We, the Schools of
Public Health in Europe, accept our global responsibility, which is guided by the
two key principles of Solidarity and Subsidiarity. We act as part of the international
community, focusing on education for practice and research to contribute to the
global public goods essential for health, the building block for our future...Both
education and research are core composite parts in the development of
globalization, with international students numbering 2.5 million globally and
constituting 20.5% of the total enrolment of the European Schools of Public Health.
Global health is an emerging topic of highest relevance in the academic public
health curricula.”
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In conclusion a defined professional public health workforce with global experience
and leadership qualification is required.

The ASPHER survey of Schools and Departments of Public Health (SDPH) in
Europe (Bjegovic-Mikanovic et al., 2013) has shown that the subject of global health is
taught already by 82% of SDPH with a median of 40 teaching hours per year. Details about
the content of the respective modules, however, are not available. Therefore the Section on
Education for Global Public Health took up the challenge to develop a standard module for
Global Public Health, based on the experience of SDPH already teaching the subject and the
earlier development of teaching modules for various public health topics (Zaletel Kragelj et
al., 2012; and the 2 teaching books referenced as recommended literature). The learning
objectives have been defined as (1) to understand the concepts and the language of global
health and be able to develop global partnerships to advance solutions for global public
health challenges; (2) Acquisition of knowledge and skills needed to be part of high level
public health management to implement and evaluate policies and strategies to improve
health globally.

Based on recent publications (Bjegovic-Mikanovic et al., 2014; Laaser et al., 2014;
Hobbs et al., 2011) the Section on Education for Global Public Health has embarked on
developing a standard curriculum of Global Public Health (appendices 1 and 2), which
should serve as a an inspiration and material source for primarily for lecturers and
teachers of Global Health in Master of Public Health Programmes of SDPH in Europe
and beyond. However, the rich study material can and should also be used in adapted
versions for Continued Professional Development and for Online/Distance Learning.

Examples of teaching international and global public health

https://globalhealth.duke.edu/education-and-training/graduate/master-of-science
www.smd.gmul.ac.uk/undergraduate/intercalated/globalpublichealth/index.html
www.dur.ac.uk/school.health/pg/taught/publicpolicyhealth/
http://sph.unc.edu/phlp/unc-gillings-global-online-masters-in-public-health/
http://www.fph.org.uk/media/search/learning+resources+for+international+&+global+healt
h

Collections of case studies for global health

http://www.casestudiesforglobalhealth.org/
http://www.cedev.org/page/case-studies
https://www.ghdonline.org/cases/

Blas E, Sommerfeld J, Sivasankara Kurup A (Eds.) (2011). Social determinants approaches
to public health: from concept to practice, a collection of 13 case studies addressing social
determinants of  health. World Health Organization. Available at:
http://www.who.int/social determinants/tools/SD Publichealth eng.pdf?ua=1

FOR A COMPLETE LIST OF WEB BASED RESOURCES SEE APPENDIX 3
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Publisher, Lage 2013, 455 p., ISBN: 978-3-89918-806-6; free of charge. See
especially module 1.44 by Stikova et al. pp.435 ff.) Available at:
http://www.seejph.com/public/books/Health-Systems-Lifestyle-Policies.pdf

Forum for Public Health in South Eastern Europe; A Handbook for Teachers, Researchers
and Health Professionals: Health Investigation: Analysis — Planning — Evaluation.
Editors: Burazeri G and Zaletel Kragelj L; Assistant editors: Petrela K and Muja H.
Volume 11, nd edition; Jacobs Publisher: Lage 2013, 579 p., ISBN 978- 3-89918-
807-3, free of charge. http://www.seejph.com/public/books/Health-Investigation.pdf
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http://dx.doi.org/10.3402/gha.v7.23411
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http://www.seejph.com/forum-for-public-health-in-southeastern-europe-vol-ii/
http://www.seejph.com/public/books/Health-Investigation.pdf

Appendix 1

Structure of the Curriculum on Global Public Health

Title:

R 1.1 INTRODUCTION TO GLOBAL PUBLIC HEALTH:
Curricular Modules for Lecturers and Teachers

Module
information

The module may be structured according to the European Credit
Transfer System (ECTS), corresponding per ECTS to 25-30 hours
student workload (thereof up to 10 contact hours of lecturing/
supervision).

As part of an academic degree program, the module may be worked
into a Masters Curriculum in Global Health with corresponding
admission and course completion requirements. Equally the module
may also be incorporated into a DrPH (Doctoral program in Public
Health) curriculum in which course specifics remain constant but
where perspectives are broadened through increased emphasis on
relevant readings and calls for ground breaking, context-specific
case studies.

Note: Entrance requirements are to be determined by the institution
offering the module.

Authors

Section on Education for Global Public Health

Address for
correspondence

ASPHER Office, Brussels, Belgium
E-mail: aspher @aspher.org

Key words

Global health challenges, essential public health functions and
operations, governance, leadership, ways forward.

Topics

Since the end of the 1990s, globalization has become a common
term, facilitated by the social media of today and the growing public
awareness of life-threatening problems common to all, such as
global warming, global security, and global divides. For the main
parameters of health like the Burden of Disease, Life Expectancy
and Healthy Life Expectancy, extreme discrepancies are observed
across the world. A globally accepted terminology of basic public
health functions is essential for global health partnerships where
global governance structures are growing including the civil society.
In order to manage and guide this process a defined professional
public health workforce with global experience and leadership
qualification is required. The list of displayed modules is attached as
Appendix 1.

Learning
objectives

Understand the concepts and the language of global health and be
able to develop global partnerships to advance solutions for global
public health challenges;
Acquisition of knowledge and skills needed to be part of high level
management to implement and evaluate policies and strategies to
improve health globally.

Teaching
methods

Lectures, interactive small group discussions, case studies, and
international field practice.

Who should
apply

Those who pursue an international career in public health
management, policy development, research, or advocacy.

Career

Teaching and/or research careers in academic environments;

14



opportunities leadership positions in the health care sector, policy makers, private
industry and Non-Governmental Organisations; free lance
consulting

Assessment of | Test and/or case problem presentations as well as field visits.
students

Assessment by | Questionnaire on the evaluation of the modules (see Appendix 2)
students

COMMENTS Please comment
on the module
by lecturers and
students

1.0 Background

1.1 Introduction

1.2 Global public health functions and services: the history
1.3 Global public health definitions and challenges

2.0 Global health challenges
2.1 Demographic challenges
2.2 Burden of disease
2.3 Environmental health and climate change
2.4 Global migration and migrant health
2.5 Social determinants of health inequalities
2.6 Gender and health
2.7 Structural and social violence
2.8 Disaster preparedness
2.9 Millennium Development Goals
2.10 Health and wellbeing
2.11Global financial crisis and health

3.0 Governance of global public health
3.1 Global governance of population health and well-being
3.2 Health programme management
3.3 Role of the civil society in health
3.4 Universal health coverage
3.5 Public health leadership in a globalised world
3.6 Public health ethics
3.7 The global public health workforce
3.8 Education and training of professionals for global public health
3.9 Blended learning
3.10 Global health law
3.11 Human rights and health
3.12 Global financial management for health

4.0 Going global



Appendix 2:

Evaluation of Global Public Health modules by students and lecturers

EVALUATION BY

STUDENTS

(anonymous)

Module R number Insert name of module Evaluation (1-5; 5=best)
here:

Lecturers: ...insert names of lecturers

Lecturer 1 N.N.

Lecturer 2 ... N.N.

Relevance of module Comments

content

Quality of module content Comments

Active involvement of Comments

students

Usefulness of supporting Comments

material

Overall evaluation Comments

The lead lecturer is invited to write a short report of her/his experience using the following

framework:

EVALUATION BY LECTURERS

Please send to the E-mail of the

corresponding author:

ulrich.laaser @uni-bielefeld.de

Title of the lecturer and full name:
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Questions: Please argue about the question:

1) Was the module useful to facilitate
teaching the respective topic?

2) Which of the following global
health competenceslhas been
successfully/ unsuccessfully covered?

a. Understand international health
issues, international health regulations
and international health organizations.

b. Describe the major global health
problems and potential economic, social
and ecological determinants and
possible solutions to those problems.

c. Compare different health and
socioeconomic profiles of countries from
different levels of development.

d. Identify and effectively utilize data
resources available in international
public health settings.

e. Understand and interpret health
indicators.

J|. Design and implement needs
assessments in international public

' Source: http://publichealth.tufts.edu/Academics/Public-Health-Program/MPH-and-Combined-Degree-
Programs/MPH-Concentrations/Global-Health/Global-Health-competencies



http://publichealth.tufts.edu/Academics/Public-Health-Program/MPH-and-Combined-Degree-Programs/MPH-Concentrations/Global-Health/Global-Health-competencies
http://publichealth.tufts.edu/Academics/Public-Health-Program/MPH-and-Combined-Degree-Programs/MPH-Concentrations/Global-Health/Global-Health-competencies

health settings. Design and apply
analytical tools for management and
evaluation of global health programs.

g. Demonstrate ability and leadership
for public health program and
implementation in international settings.

h. Produce clear and comprehensive
technical reports about global health
matters.

i. Demonstrate ability to communicate
effectively in a culturally-sensitive
manner and in a multicultural variety of
international settings.

3) Could you propose concrete
changes in the module outline as
published in SEEJPH?

(Please use if possible track changes).
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Appendix 3

World Federation of Academic Institutions for Global Health (WFAIGH) Education
Committee

Presentation at Geneva Health Forum Academic Global Health Workshop
April 21, 2016

Q3: What are the existing educational global health resources and what are the gaps in
those resources? Lynda Wilson (Retired Professor, University of Alabama at Birmingham
School of Nursing, Representing Consortium of Universities for Global Health), Bettina
Borisch (University of Geneva, World Federation of Public Health Associations); Ulrich
Laaser (Faculty of Health Sciences, University of Bielefeld, Germany)

Introduction and Overview

The following list includes selected global health education resources identified by the
WPFAIGH working group (Lynda Wilson, Bettina Borisch, and Ulrich Laaser). Most of the
resources are in English, although some Spanish, Portuguese, and French resources have
been identified. The working group members propose posting this list on the WFAIGH
website (www.wfaigh.org) and invite others to add new resources so that this list can be
used by all interested in global health education.

Open Access (Free) Global Health Resources

Websites with General Global Health Education Resources

English

¢ Child Family Health International: Global Health Programs
Resources: https://www.cthi.org/global-health-programs-resources

e Consortium of Universities for Global Health — www.cugh.org. The resources
section of this website has many global health education resources including videos,
modules, case studies, and discussion forums.

¢ Education Portal. International Health. http://education-

portal.com/directory/category/Medical and Health Professions/Public Health and
Safety/International Health.html Provides access to websites with education

information, Distance Learning Options, Career Options, and Employment
Information.

¢ Global Health Delivery and GHD Online- http://www.ghdonline.org GHD is an
interdisciplinary collaboration between Harvard Business School, Harvard Medical
School, and Brigham and Women’s Hospital, GHD investigates the management
decisions behind disease treatment and prevention globally. These lessons are
disseminated through multiple channels, including open-access online professional
communities, case studies, educational programs, and scholarly publications.
GHD'’s overall mission is to build a network of professionals dedicated to improving
the delivery of value-based health care globally. The GHD Online Community is
free and provides a platform for blogs and sharing about many global health issues.
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e Global Health Training Center - https://globalhealthtrainingcentre.tghn.org
The Training Centre brings together a wealth of training materials and resources
from across The Global Health Network focused on research training and continued
professional development needs.

* International Training and Education Center for Health ITECH) —
http://www.go2itech.org/what-we-do/heath-systems-strengthening. This website
has extensive global health education resources including resources on leadership,
mentoring, and health systems strengthening.

e United States National Institutes of Health Fogarty International Center - E-
learning Resources for Global Health Researchers.
http://www.fic.nih.gov/Global/Pages/training-resources.aspx

* United States Agency for International Development Global Health eLLearning
Center - https://www.globalhealthlearning.org/about
Provides free and open access to state of the art technical global health

information.

Portuguese

e Saude Global - http://saudeglobal.org. This blog disseminates news, opinion
articles and coure related materials selected by the students of Global Health
discipline.

o HIFA-pt - http://www.hifa2015.org/hifa-pt/. HIFA-pt is a partnership between the
ePORTUGUESe Network from the World Health Organization and the Global
Information Network in Health Care / HIFA2015. The website is not updated.

e Portuguese Network developed by WHO - http.//www.who.int/eportuguese/pt/.
Not updated.

e Community of Portuguese-speaking countries (CPLP) - http://www.cplp.org/id-
3333.aspx Community of Portuguese-speaking countries (CPLP) has a website with
a channel intended for health information sharing. The channel is mostly used for
dissemination events and joint strategies among the member countries of the
community.

e Oswaldo Cruz Foundation (Fiocruz) - http.//portal.fiocruz.br/pt-br. Fiocru),
under the Brazilian Ministry of Health, is the most prominent institution of science
and technology in health in Latin America. It has a variety of publications and also
an e-learning system.

Spanish

e Alianza Latinoamericana de Salud Global. http://www.alasag.org/es/

e El Banco Mundial — datos sobre salud.
http://datos.bancomundial.org/nuevo_sitio_web_sobre salud_nutricion_y_poblacion

¢ Fundacion Hesperian. http://hesperian.org/books-and-resources/resources-in-
spanish/

e Instituto de Salud Global (Barcelona). http://www.isglobal.org

e The South American Institute of Government in Health (ISAGS) -
hitp://www.isags-unasul.org. The ISAGS is an intergovernmental body of public
character linked to the Health Council of the South American Nations Union
(UNASUR). As a center of higher learning and debate public policy, their actions
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contribute to the development of governance and leadership in health in the
countries of South America.

Websites that are Sources of Data About Global Health Problems or Comparative
Health Systems

English

e Commonwealth Fund — http://www.commonwealthfund.org/about-us. This is a
private foundation that has an international program in health policy is designed to
stimulate innovative policies and practices in the United States and other
industrialized countries. One section of this website includes interactive maps and
data allowing comparison of health systems in industrialized countries.

* Human Resources for Health Global Resource Center, European Observatory
on Health Systems and Policies Health Systems in Transition (HiT) Profiles -
http://www.hrhresourcecenter.org/node/1572. This site includes country-based
reports that provide a detailed description of each health care system and of reform
and policy initiatives in progress or under development. There are reports for
Albania, Andorra, Armenia, Australia, Austria, Azervaijan, Belgium, Bosnia and
Herzegovina, Bulgaria, Canada, Croatia, Cyprus, Czech Republic, Denmark,
Estonia, Finland, France, Georgia, Germany, Hungary, Iceland, Israel, Italy,
Kazakhstan, Kyrgyzstan, Latvia, Lithuania, Luxembourg, Malta, Mongolia,
Netherlands, New Zealand, Northern Ireland, Norway, Poland, Portugal, Republic
of Moldova, Romania, Russian Federation, Slovakia, Slovenia, Spain, Sweden,
Switzerland, Tajikistan, Macedonia, Turkey, Turkmenistan, Ukraine, United
Kingdom, Uzbekistan and Wales.

* Health Policy and systems Research Training Database:
courses.healthsystemsglobal.org

o Institute for Health Metrics and Evaluation (University of Washington) -
http://ghdx.healthdata.org

* Management Science for Health - http://www.msh.org/. MSH works with health
leaders throughout the world on global health’s biggest challenges, with a focus on
HIV & AIDS, TB, malaria, chronic diseases, family planning, and maternal and
child health. The resources section on this website has many educational resources
including tools, reports, fact sheets, and articles.

* Pan American Health Organization - https://www.youtube.com/user/pahopin (in
English and Spanish)

* United States Agency for International Development — Health Financing and
Governance Project website - https://www.hfgproject.org/about-hfg/. There are
many sections on this website related to global health, including a compendium of
health system strengthening indicators
(https://www.hfgproject.org/resources/tools/health-systems-strengthening-
indicators/), a professional online course for health system strengthening
(https://www.hfgproject.org/hss-pro-online-course/), and numerous publications
related to health systems strengthening
(https://www.hfgproject.org/resources/publications/).

* World Health Organization — Global Health Observatory Data
http://www.who.int/gho/health systems/en/

* World Health Organization, Health Systems -
http://www.who.int/topics/health_systems/en/. See also the link on this website for
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further websites on health systems by each WHO region.
* World Health Organization — Universal Health Coverage -
http://www.who.int/universal health coverage/en/.

Portuguese
Spanish

¢ Organizacion Mundial de la Salud. http://www.who.int/es/
e Organizacion Panamericana de la Salud.
http://www.paho.org/hg/index.php?lang=es

Online Open Access Global Health Courses or Modules

English

e Coursera Courses on Global Health — There are 17 pages listing many free open
access global health —related courses on Coursera.
https://www.coursera.org/courses/?query=global%20health&languages=en.
Examples of only a few of these courses are:

o Duke University — The Challenges of Global Health
o Emory University — Childbirth: A Global Perspective
o Johns Hopkins University — Confronting Gender Based Violence — Global
Lessons With Case Studies from India AND Health for All Through Primary
Health Care
Lund University — Global Perspective on Sexual and Reproductive Health
Rights
Stanford University — Introduction to Food and Health
University of Colorado System — Foundations for Global Health Responders
University of Copenhagen — An Introduction to Global Health
University of Edinburgh — Mental Health: A Global Priority
University of Geneva —An Interdisciplinary Approach to Global Health
University of Manchester — Global Health and Humanitarianism
University of Melbourne — Global Adolescent Health
o University of Pennsylvania — Growing Old Around the Globe
e EdX - https://www.edx.org/course
o Boston University — The Practitioner’s Guide to Global Health — The Big
Picture
o University of Toronto — Death 101: Shaping the Future of Global Health
o Karolinska Institute — An Introduction to Global Health
o Harvard University — Improving Global Health: Focusing on Quality and
Safety or Lessons from Ebola- Preventing the Next Pandemic
¢ Global Health Gateway. The Global Health Gateway is Australia and New
Zealand’s hub for global health careers. This site has links to many free online
courses and podcasts related to global health.
http://www.globalhealthgateway.org.au/index.php/education-and-training/free-
online-courses

o

O O O O o0 O O
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Global Health University — Unite for Sight - http://www.uniteforsight.org/global-
health-university/ - offers courses and certificates related to global health, and some
are free.

Institute for International Medicine, INMED. http://www.inmed.us/courses-
inmed/ Offers on site, hybrid and self-paced courses in various topics.

Johns Hopkins Bloomberg School of Public health. Has links to many online
learning modules and courses, many are free.
http://www.jhsph.edu/academics/online-learning-and-courses/.

Open Education Consortium, Global health courses.
http://www.oeconsortium.org/courses/search/?search=Global+health

World Bank Open Learning Campus._https://olc.worldbank.org

World Health Organization Management and Health Systems Delivery -
http://www.who.int/management/newitems/en/index 1.html

Lists many online courses and educational opportunities, some of which are free.

Spanish

Campus Virtual de Salud Publica. https://www.campusvirtualsp.org/es. This is a
resource of the Pan American Health Organization, with resources in English,
Spanish, and Portuguese, many of them open-access.

Coursera Cursos en Espanol. https://www.coursera.org/unam. There are a few
courses in Spanish, but none specifically related to global health.

Universidad Virtual de Salud de Cuba. http://uvs.sld.cu

Open — Access Journals that Focus on Global Health

English

Annals of Global Health - http://www.journals.elsevier.com/annals-of-global-
health/

Global Challenges - http://onlinelibrary.wiley.com/journal/10.1002/(ISSN)2056-
6646

Global Health Action - http://www.globalhealthaction.net/index.php/gha. Global
Health Action aims to fuel a more concrete, hands-on approach to global health
challenges by publishing research that addresses a global agenda and includes a
strong implementation or policy component.

Global Health Review - http://www.globalhealthreview.org

Global Journal of Health Science - http://ccsenet.org/journal/index.php/gjhs
Lancet Global Health - http://www.thelancet.com/journals/langlo/issue/current
Lancet Specialty Collections on Global Health -
http://www.thelancet.com/collections/global-health

South Eastern European Journal of Public Health —
http://www.seejph.com/index.php/seejph/article/viewFile/59/50. This is an entire
issue dedicated to a curriculum for global public health published in 2015.

Portuguese
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Revista Eletronica de Comunicacio, Informaciao & Inovacio em Satide -
http://www.reciis.icict.fiocruz.br/index.php/reciis/index. This is a quarterly

multidisciplinary journal that provides open access, peer-reviewed publications,
with no cost to the authors. Publishes articles of interest to the areas of
communication, information and health.

BVS RIPSA The Virtual Health Library of the Interagency Network of
Information for Health (BVS RIPSA) - http://www.ripsa.org.br. BVS RIPSA is an
initiative of the collegiate bodies of RIPSA, supported by the Ministry of Health of
Brazil and the Pan American Health Organization (PAHO), and held in
collaboration with the Latin American and Caribbean Center of Information in
Health Sciences (BIREME).

Spanish

¢ Biblioteca Virtual en Salud. Virtual Health Library.
http://bases.bireme.br/cgi-
bin/wxislind.exe/iah/online/?IsisScript=iah/iah.xis&base=LILACS &lang=e&for
m=F.

e Geneva Foundation for Medical Education and Research — list of health-
related journals in Spanish.
http:// www.gfmer.ch/Medical_journals/Revistas_medicas_acceso_libre.htm

e SciELO (Scientific Electronic Library Online). Index of journals available
in Spanish and Portuguese as well as English.
http://www.scielo.br/scielo.php?script=sci_home&Ing=es&nrm=iso

Global Health Case Studies

English

e Blas, E., Sommerfeld, J. & Sivasankara, K. A. (Eds.) (2011). Social determinants
approaches to public health: from concept to practice, a collection of 13 case studies
addressing social determinants of health. World Health Organization. Available at:
http://www.who.int/social determinants/tools/SD_Publichealth eng.pdf?ua=1

BMC International Health and Human Rights journal — Published an issue in
2011 focused on Global health research case studies: lessons from partnerships
addressing health inequities
http://www.biomedcentral.com/bmcinthealthhumrights/supplements/11/s2

Case Studies for Global Health - http://www.casestudiesforglobalhealth.org. This
site includes a collection of case studies that examine and illustrate how people,
organizations, companies and governments have worked together to try to solve a
global health challenge. Thirty-three case studies were published in 2009. Fifteen of
them have been updated here. Another 13 new case studies are also presented here.
These studies describe existing or planned collaborative relationships, projects and
transactions among a broad global health community. They cover many types of
collaborations and a variety of disease conditions as well as current practices and
lessons learned in the course of conducting business and structuring partnerships to
deal with these conditions.
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Denton, M., Prus, S. & Walters, V. (2004) Gender differences in health: a Canadian
study of the psychosocial, structural and behavioural determinants of health. Social
Science and Medicine, 58 (12), 2585-2600. (Case study on gender differences in
health in Canada.)

Global Health Delivery Case Studies - http://www.ghdonline.org/cases/. To access
these case studies it is necessary to sign up (free) to GHD Online.

Standing, H. (1997). Gender and equity in health sector reform programmes: A
review. Health Policy and Planning, 12(1), 1-18.

Verdonk, P., Benschop, Y. W., De Haes, J. C. & Lagro-Janssen, A. L. (2008).
Making a gender difference: case studies of gender mainstreaming in medical
education. Medical Teacher, 30, €194-201.

White, M, & Evert, J. (2014). Developing ethical awareness in global health: Four
cases for medical educators. Developing World Bioethics, 14(3), 111-116.

Spanish

e Henandez, Pilar. (No date). Enfermedades infecciosas, migracion y salud
global. Estudio de caso: Bolivia. Available at:
https://www.academia.edu/5642742/Enfermedades_infecciosas_migracién_y_sal
ud_global. Estudio_de caso_Bolivia

e Ministerio de Salud (Peru). (2006). Estudio de casos : Experiencias en la
gestion de recursos humanos en salud. Available at:
http://www.minsa.gob.pe/dggdrh/libros/pdf/s1/I-
06.%20Experiencias%20%20en%?201a%20Gestién%20de %20Recursos %20Hum
anos%20en%20Salud.pdf

Videos Relevant for Global Health Education

English

Centers for Disease Control and Prevention Global Health Videos on You Tube
- https://www.youtube.com/playlist?list=PL.L1 BB7628 180A A0452

Global Health Council videos - http://globalhealth.org/news-center/videos/

Global Health Media Project - http://globalhealthmedia.org/what-we-do/meeting-
the-need/

The mission of this organization is to improve health care and health outcomes in
resource-poor areas by developing videos that “bring to life” basic health care
information known to save lives.

Greg Martin Global Health Videos on You Tube -
https://www.youtube.com/user/drgregmartin
Health Sherpa Blog, List of 52 Eye-Opening Videos on Global on You Tube -
http://mastersofpublichealth.org/52-eye-opening-global-health-videos-on-
youtube.html
Global Health TV - http://www.globalhealthtv.com/#/home
This project enables health organizations and the global health community to share
their work to address complex global health problems with a diverse audience made
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up of health-care professionals, health foundations, businesses, government agencies,
academic institutes and interested parties.

Pan American Health Organization TV and videos -
https://www.youtube.com/user/pahopin

University of Wisconsin Global Health Institute — links to videos and lectures:
http.//ghi.wisc.edu/resources/ghi-presentations-and-videos/

World Health Organization Media Center — many videos and a link to all WHO
videos on You Tube - http://www.who.int/mediacentre/en/

Spanish

Global Humanitaria: Salud y educacion en India. (English with Spanish subtitles).
https://www.youtube.com/watch?v=xzSzsbGEGNU

Universidad de Chile. Bienvenida al Programa de Salud Global (con Dr. Leonel
Valdivia). https://www.youtube.com/watch?v=miK1Kt3Cr8k. (Discusses program
at University of Chile, but also provides general concepts about global health)
Solar, O. (Jefa Gabinete de Salud de Chile). Determinantes sociales de la salud.
https://www.youtube.com/watch?v=V Q4tepU4yyo

Universidad Peruana Cayetano Heredia. ;Qué es salud publica y salud global?
https://www.youtube.com/watch?v=97Yjl4pHJXs

Discussion Questions: Other Global Health Education Resources and Gaps

There are significant numbers of resources, but perhaps the issue is that people don’t
always know where to find the resources. Should the WFAIGH Education
Committee facilitate collecting and posting these resources on the website?

Who is the audience for global health education resources?

different resources needed for different countries or global regions?
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Key words
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Topics

As early as 1988 a paper published by the US Institute of Medicine lay
down the basis for the functions of public health by defining three core
functions which fall under the responsibility of the government.
Following soon after a group of US public health agencies defined the 10
Essential Public Health Functions. Other models which define what the
Public Health system should be DOIng at the different organisational
levels — local, regional and national were developed by non-US agencies
as well. A globally accepted terminology of basic public health functions
is essential for global health partnerships where global governance
structures are growing including the civil society.

Learning
objectives

Understand the concepts and the language of the public health functions
and the resulting effect at all levels upon adoption of a public health
functions model. Assess the benefit of a globally accepted framework for
public health functions.

Acquisition of knowledge and skills needed to use a public health
functions system approach to organizing and evaluating a public health
system at any level.

Teaching
methods

Lectures, interactive small case studies, and

international field practice

group discussions,

Who should
apply

Those who pursue an international career in public health management,
policy development, research or advocacy; entrance requirements are to
be determined by the institution offering the modules

Career
opportunities

Teaching and/or research careers in academic environments; leadership
positions in the health care sector, policy makers, private industry and
Non-Governmental Organizations; freelance consulting

Assessment of
students

Report on international field visit (2™ module) and case problem
presentations.
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Global Public Health Functions and Services: The History

The Public Health functions concept came into being as a result of the necessity to
improve the structure and sustainability of public health agencies in the US. An examination
of Shattuck's contribution to public health in the US in his 1850 report (Shattuk, 1959)
which delineates a set of activities and actions organized at state and local level already
demonstrates the source of potential conflict in the organization of public health systems. In
1945 a report to the American Public Health Association defined 6 "basic" functions for
local public health departments (Emerson, 1945) and the landmark 1988 Institute Of
Medicine's report "The future of Public Health" set a group of 3 core functions for public
health (Institute of Medicine, 1988).

One of the major limitations of the models devised for organizing public health was
in their emphasis on governmental public health. A second limitation was in either being too
vague in definitions or being too specific — as far as going into provision of specific services
rather than areas of activity.

The next step in the development of public health essential functions came as the US
Centers for Disease Control and Prevention (CDC) Public Health Program Practice Office
and the Office of Health Promotion and Disease Prevention, along with several public health
organizations and agencies established a set of Ten Essential Public Health Services (10
EPHS).

The 10 EPHS defined were:

Monitor health status to identify and solve community health problems.

Diagnose and investigate health problems and health hazards in the community.

Inform, educate, and empower people about health issues.

Mobilize community partnerships and action to identify and solve health problems.

Develop policies and plans that support individual and community health efforts.

Enforce laws and regulations that protect health and ensure safety.

Link people to needed personal health services and assure the provision of health care

when otherwise unavailable.

Assure competent public and personal health care workforce.

9. Evaluate effectiveness, accessibility, and quality of personal and population-based
health services.

10. Research for new insights and innovative solutions to health problems.

Nk W=

*x

As the 10 EPHS gained acceptance in the US public health organizational
environment they have evolved as the basis for assessing the delivery of services and more
important for measuring effectiveness of the public health system. The EPHS allowed a
view beyond the services provided by the governmental public health entities and into the
partnerships and collaborations which are required and which define the public health
system.
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The necessity for a wider scope of vision was enhanced as the current US public
health system was required to face new challenges or prepare to for expected challenges
(Baker et al., 2005). The complexity of the US public health system is increased by the
diversity in local public health departments and the existence of a three level system - local,
state and federal (Erwin, 2008). When used locally or nationally the EPHS model has
allowed analysis, benchmarking and performance measurement and improvement
(Brownson et al., 2012).

The US was not alone in attempting to structure its public health system in a manner
that would allow measurements, benchmarking and a greater degree of professionalization.
One of the first no-US adoptions of the EPHS model was the Pan-American Health
Organization's (PAHO) version of the EPHS which was adapted to suit a national one level
public health system (PAHO, 2002). In the PAHO model the services became functions and
the model was termed EPHF. PAHO examined 41 countries and territories using the EPHF
model and was able to map gaps in performance in the participating countries and make
recommendations to improve the gaps discovered in the assessment process.

The World Health Organization (WHO) examined the public health systems in three
countries in the western pacific potential using the EPHF-PAHO model and the report
yielded both an analysis of each countries performance in public health and an international

comparison between the three countries examined - Vietnam, Malaysia and Fiji (WHO,
2003).

Canada (British Columbia Government, 2005), Australia (National Health
Partnership, 2000) and the United Kingdom (UK Department of Health, 2001) have all
come up with their own versions of essential or core functions as part of reforms or
initiatives to strengthen their public health systems.

The European experience with Essential Public Health functions has been a later one,
introducing a model of public health core operations (Koppel et al., 2009), which was later
developed further and adopted at WHO-Europe level (WHO, 2011).

As several frameworks for functions have evolved (WHO, 2011) it has become
increasingly difficult to achieve an accepted terminology that would serve as a common
language for looking at the public health systems at any level — be they local, national or
international (Jorm et al., 2009).

The challenges facing Public Health at the start of the 21* century in different
regions of the world are similar (Beaglehole, 2003). The attempts to handle these challenges
at local, national or international level are greatly affected by the ability to structure the
public health system in a manner which will allow each of the public heath entities on the
one hand to be active and independent while on the other hand to work in partnership or
collaboration with the other entities in the system. Otherwise activities are still fragmented,
poorly coordinated and of limited scope and effectiveness.

The criticism directed at the current models stems from the abundance of models and

the lack of a globally accepted set of functions or services that would serve as the basis for a
common vocabulary and allow the creation of standards and performance measurements.
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The current major models were examined in a recent work and the differences
between the models underline their limitations as being too country-specific or region
specific while the similarities mark the common ground for public health (Laaser and Brand,
2014).

It is therefore a rational assumption that a model which would be adopted widely
would confer the same benefits and also create an international basis for comparison
between public health systems (Scutchfield et al., 2012).
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Topics

This module will context setting and act as an introduction to the
wider public health challenges and the need to modernise public
health functions and services to respond to these challenges. It will
have taught sessions on the following areas:

1. The Public Health Challenges - current and future — an
overview

2. Public Health Definitions and concepts

3. An introduction to the Global Framework for Public Health
Functions and Services (GPHES), followed by sessions on the
different components of the framework:

4. Governance: public health legislation; policy; strategy;
financing; organisation; quality assurance: transparency,
accountability and audit.

5. Information: surveillance, monitoring and evaluation;
research and evidence; risk and innovation; dissemination and
uptake.

6. Protection: IHR and co-ordination; communicable disease
control; emergency preparedness; environmental health;
climate change and sustainability.

7. Prevention: primary prevention: vaccination; secondary
prevention: screening; tertiary prevention: evidence-based,
integrated,  person-centred  quality  health-care  and
rehabilitation; healthcare management and planning.

8. Promotion: inequalities; environmental determinants; social
and economic determinants; resilience; behaviour and health
literacy; life-course; healthy settings.
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9. Advocacy: leadership and ethics; social-mobilisation and
solidarity - people-centred approach, voluntary community
sector engagement, communications; sustainable
development.

10. Capacity: workforce development for public health, health
workers and wider workforce; workforce planning: numbers,
resources, infrastructure; standards, curriculum, accreditation;
capabilities, teaching and training.

Learning e Understand the changing Public Health Challenges we face and
objectives the need to modernize PH functions and services
e Knowledge of a range of public health definitions and their
relative advantages
e Understanding of the range of regional and country level public
health operations and functions
e Knowledge of the development of a global framework for
public health
e Understanding of the main components of the global framework
for public health.
Teaching Lectures, interactive small group discussions, case studies, project
methods work and the potential for international field practice.
Who should Those who pursue an international career in public health
apply management, policy development, research or advocacy; entrance
requirements are to be determined by the institution offering the
modules.
Career Teaching and/or research careers in academic environments;
opportunities leadership positions in the health care sector, policy makers, private

industry and Non-Governmental Organisations; free lance consulting.

Assessment of
students

Project report and case problem presentations

COMMENTS
on the module
by lecturers and
students

Please comment

Global public health: definitions and challenges

Global Challenges and the context for developing a Global Framework for
Public Health

The Ebola outbreak demonstrates the need to have robust public health systems in
place globally and within each country (Martin-Moreno et al., 2014). However, the current
reality consists of fragmented, variable and incomplete public health functions and services,
with little common understanding of what a good public health service looks like.

This is within the context of old and new threats to global health security, and wider

public health challenges, including inequalities and a demographic and disease shift towards
non-communicable diseases. These pressures act to increase costs and demand which
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threaten the sustainability of health systems as well as social and economic development,
including the Sustainable Development Goals (United Nations, 2015).

However, currently there is no global agreement on what public health functions or
services consist of, and the lack of a common vocabulary in public health adversely affects
the efforts of public health systems, including security and workforce development and
quality standards across the world. A Framework for Global Public Health Functions and
Services (GPHFS) has the potential of becoming an established, widely accepted vocabulary
that would allow public health systems to communicate globally, compare capacity and
improve performance through systematic action. Adoption of a GPHFS can contribute to
strengthening global health security, the sustainability of health systems, including the
implementation of Universal Health Coverage and contribute to the wider post 2015
Sustainable Development Goals.

A Taskforce on Global Public Health Functions and Services met the first time in
Kolkata at the occasion of the 14™ World Congress on Public Health in 2015 to develop a
global understanding and framework for strengthening public health functions in order to
advance modern public health services able to respond to the complex range of challenges,
inequalities, conflict and health security issues we face today and into the future. It builds
upon existing country and regional level public health functions and operations, including
those from the Pan American Health Organisation (PAHO, 2012) and the Regional Office
for Europe (WHO EURO, 2012), the USA (ASPH, 2015; CDC, 2015), UK (The Faculty of
Public Health, 2004), Australia (South Australian Public Health Act, 2013), Canada (Public
Health Agency of Canada, 2007), and the Public Health Foundation (Public Health
Foundation, 2015) with a summarising comparison of the main systems in Laaser and
Brand, 2014). The framework aims to bring together the best of all the existing models and
provide a comprehensive, clear and flexible system that can be applied globally and within
individual countries, whether low, middle or high- income”. An important aspect of this
framework is the development of a common set of terms and an agreed definition for public
health, as well as an agreed language to describe public health functions and services.

Objectives of the Framework

1. To advance adoption of a globally recognised set of Public Health functions and
definitions.

2. To develop a flexible framework and tools that can be applied to different
countries and settings to strengthen public health services and functions, including for
assessment, planning, training, evaluation and accreditation.

3. To strengthen public health systems to improve global health security and to
achieve sustainable and fair health outcomes, including the implementation of Universal
Health Coverage.

4. To support wider economic growth and the post 2015 Sustainable Development
Goals.

? For the historical development of Global Public Health Functions and Services see module NR 3.14.
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5. To strengthen leadership and governance, scale up public heath capacity building,
standardise assessment and improve quality of public health services.

A definition has been developed to reflect the seven main areas in the framework
and to provide clarity of the term public health and facilitate its communication and
understanding, as well as aiding advocacy for the global framework for public health. The
proposed definition is described below:

The present range of public health definitions (selected examples)

The framework and the definition build upon existing approaches. There are
numerous definitions for public health; some are more high level, whilst others are more
descriptive. The module describes a range of definitions (Marks et al, 2011) and explores
the relative advantages of each definition:

Public health is the science and art of preventing disease, prolonging life and
promoting health through the organized efforts of society as formulated by Sir Donald
Acheson in 1988 and adopted by the World Health Organisation (e.g. WHO EURO, 2012).

Public health is an organized effort by society, primarily through its public
institutions, to improve, promote, protect and restore the health of the population through
collective action (PAHO, 2012).

Public health refers to all organized measures (whether public or private) to prevent
disease, promote health, and prolong life among the population as a whole. Its activities aim
to provide conditions in which people can be healthy and focus on entire populations, not on
individual patients or diseases. Thus, public health is concerned with the total system and
not only the eradication of a particular disease (WHO HQ, 2011).

Public health is based on social justice and fairness for all, and its focus is on the
collective actions of interdependent and empowered peoples and their communities. Its
objectives are to protect and promote health and wellbeing, to prevent disease and disability,
to eliminate conditions that harm health and wellbeing and to foster resilience and
adaptation Horton et al., 2014).

Public health programs and services labelled “public health” have a focus on the
determinants of health and the systematic management of these determinants (National
Public Health Partnership, 2000).

Public health may involve a combination of policies, programs and safeguards
designed - (a) to protect, maintain or promote the health of the community at large,
including where 1 or more persons may be the focus of any safeguards, action or response;
or (b) to prevent or reduce the incidence of disease, injury or disability within the
community (South Australian Public Health Act, 2013).

35



Figure: The key components proposed for the GPHFS

A health systems policy framework

A Health Systems Policy Framework

Governance

People

(CommonHealth Health and Education Unit, Commonwealth Secretariat, 2015)

The following headings, sub-headings and descriptions are intended to provide a high- level
comprehensive overview of the main policy components for health system strengthening,
however, they are not complete, nor intended to be exclusive.

An overview — the Headings and Sub-headings for the Health Policy Framework:

1.

Governance: public health legislation; policy; strategy; financing; organisation;
quality assurance: transparency, accountability and audit.

Knowledge: surveillance, monitoring and evaluation; research and evidence; risk
and innovation; dissemination and uptake.

Protection: THR and co-ordination, communicable disease control; emergency
preparedness; environmental health; climate change and sustainability.

Promotion: inequalities; environmental determinants; social and economic
determinants; resilience; behaviour and health literacy; life-course; healthy settings.

Prevention: primary prevention: vaccination; secondary prevention: screening;
healthcare management and planning.

People: primary health care; secondary health care; tertiary health care and
rehabilitation.
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7. Advocacy: leadership and ethics; community engagement and empowerment;
communications; sustainable development.

8. Capacity: workforce development for public health, health workers and wider
workforce; workforce planning: numbers, resources, infrastructure; standards,
curriculum, accreditation; capabilities, teaching and training.

Finally the valid European list of competences to perform public health functions has
been published in the context of the Association of Schools of Public Health in the
European Region (Birt & Foldspang ,2011).
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Demographic challenges, population growth, aging, and urbanization
Introduction

In the first two decades of the 21% century the world population continues to grow,
although at a slower rate than in the past. In the period of the last ten years (2005-2015) the
global population was growing in average by 1.24% per year, in 2015 by 1.18% or
approximately an additional 83 million people. Accordingly the world population is
projected to increase by more than one billion people within the next 15 years, reaching 8.5
billion in 2030, and to increase further to 9.7 billion in 2050 and 11.2 billion by 2100
(United Nations, 2015). There are several additional main issues pointed out in the report
published by UNDESA 2015: 1) Better health, economic and social conditions resulted in
longer life and an ageing population. It is projected that by 2025 more than 20% of
Europeans will be 65 or over. 2) The volume of international migration is increasing
because of unequal living conditions. 3) Better living conditions in cities lead to a higher
degree of urbanisation, i.e. more than 54% of the world’s population resided in urban areas
already in 2014.

Sociodemographic challenges of population growth

Although demography is usually considered as a field of sociology, public health
professionals and researchers are deeply interested to gain the knowledge and know-how
required to answer the questions related to processes of population dynamics, aging, and
urbanisation. These processes are closely interlinked, directly or indirectly, with people’s
health and possible interventions to improve their health.

There is growing interest among the public, politicians and professionals in
demography, as “demographic change” has become the subject of intense debates in many
developed and developing countries. This is because it impacts on all aspects of people’s
lives, social relations, economy, and culture.

Demography

Demography is the science of populations. In order to analyse population dynamics
it is important to determine birth rate (natality), migration, and death rate (mortality). The
interplay of these three components results in demographic change. The main instrument for
collection of demographic information is the population census, recommended by the
United Nations Organisation to be taken every ten years (usually on the first year of a
decennium). Population census is the total process of collecting, compiling, evaluating,
analysing and publishing or otherwise disseminating demographic, economic, and social
data pertaining, at a specified time, to all persons in a country or in a well delimited part of a
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country (United Nations, 1998). Data collected by the population census could provide
information on population counts, sex and age structure, migration, housing and dwellings,
employment etc. For the interval between two censuses, demographers typically undertake
interim population analysis, basing their projections on the most recent census available.

Population dynamics deals with the way populations are affected by birth and death
rates, modified by immigration and emigration, and studies topics such as ageing
populations or population decline.

This understanding is needed to forecast future population size and structure.
Numbers of different population groups such as children, women, adolescents, adults, and
elderly are needed as input for health planning and public health programming to improve
the health of specific population groups (Grundy, 2004). Population dynamics has
traditionally been the dominant branch of mathematical biology, which has a history of
more than 210 years, although more recently the scope of mathematical biology has greatly
expanded. The first principle of population dynamics is widely regarded as the exponential
law of Malthus, as modeled by the Malthusian growth model (Turchin, 2003).

In the past 30 years, population dynamics has been complemented by evolutionary
game theory, developed first by John Maynard Smith (Smith, 1993). Under these dynamics,
evolutionary biology concepts may take a deterministic mathematical form. Population
dynamics overlap with another active area of research in mathematical biology:
mathematical epidemiology, the modeling of infectious diseases affecting populations.
Various models of viral spread have been proposed and analyzed, and provide important
results that may be applied to health policy decisions (Wkipedia, 2016-1).

The Pardee Center published the series of five volumes of Patterns of Potential
Human Progress (PPHP) as the forecast and prospects for human development worldwide
since 2060. Each volume in the series contains a key aspect of human development:
Reducing Global Poverty (2009), Advancing Global Education (2010), Improving Global
Health (2011), Building Global Infrastructure (2013), and Strengthening Governance
Globally (2014). The volumes are available for free download (Frederik S. Pardee Center,
2014).

A changing balance between fertility and mortality leads to a phenomenon which has
been described as the Demographic Transition Model. Five stages can be distinguished
Grover, 2014). Each stage is characterized by a specific relationship between birth rate
(number of annual births per one thousand people) and death rate (number of annual deaths
per one thousand people). Stage 1, population size remains constant due to both birth and
death rates are high, it can change with major events such as pandemics. The stage 1 applied
to most of the world before the industrial revolution. Stage 2, rapid population growth
because the death rate is lowered by improved living conditions and modern medicine,
especially among children, while birth rates remain high - many of the less developed
countries today are in Stage 2. Stage 3, usually slow population growth as birth rates
gradually decrease; Stage 4, birth and death rates are both low, stabilizing the population.
Those countries tend to have stronger economies, higher levels of education, better
healthcare, a higher proportion of working women, and a fertility rate hovering around two
children per woman. Most developed countries are in Stage 4. Stage 5 includes countries in
which the fertility rates have fallen significantly below replacement level (2 children) and
therefore the proportion of the elderly population is growing.
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Figure 1. Demographic transition model (available from:
Error! Hyperlink reference not valid.).

Ageing

Ageing is one of the greatest social and economic challenges of the 21st century for
the world and particular for European societies. It will affect all countries in the European
Union (EU). By 2025 more than 20% of Europeans will be 65 or over. Because older people
have different healthcare requirements, health systems will need to adapt to provide
adequate care and remain financially sustainable.

The EU population, like that of most other world regions, is living longer and in
better health. Since 1960, life expectancy has climbed up by eight years, and demographic
projections foresee a further five-year increase over the next forty years. It means however
that, combined with low birth rates of the past decades, Europe's population is ageing fast,
something that is happening all over the world with the exception of the poorest countries.
The number of people aged 85 years and older in Europe is projected to rise from 14 million
to 19 million by 2020 and to 40 million by 2050 (WHO, 2016). The European Statistical
Office projects that by 2060 there will be only two people of working age (15-64) in the
European Union for every person aged over 65, compared to a ratio of four to one today.
The strongest push in this direction is expected to occur during the period 2015-35 when the
‘baby boomers’, which were born in the two decades after World-War II, start to retire. This
is why the EU decided to designate 2012 as the “European Year for Active Ageing and
Solidarity between Generations” (European Commission, 2012).
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The role of international migration in changing age distributions has been less
important than that of fertility and mortality (Lesthaeghe, 2000). The Population Division,
Department of Economic, and Social Affairs of the United Nations prepared a report on
World Population Ageing: 1950-2050 providing a description of global trends in population
ageing, including a series of indicators of the ageing process by regions, areas, and
countries. The text and tables could be downloaded free of charge (United Nations, 2013).

Two international policy instruments have guided action on ageing since 2002: the
Political declaration and Madrid international plan of action on ageing (UN, 2002) and the
World Health Organization’s Active ageing: a policy framework(WHO, 2002), followed by
the document on aging and health (WHO, 2015). the first two pint point of human rights
apply to all people, including older people, even when there is no specific reference in the
text to older age groups or ageing Three priorities for action were identified in their
recommendations: “older persons and development; advancing health and well-being into
old age and ensuring that older people benefit from enabling and supportive environments.
Several key issues were flagged in the plan. The WHO policy framework identified six key
determinant of active ageing : economic, behavioural, personal, social, health and social
services, and the physical environment. The WHO policy framework identified six key
determinant of active ageing : economic, behavioural, personal, social, health and social
services, and the physical environment. This determinant may be groups as three pillars of
active ageing : participation of older persons, health of older persons and security of older
persons (WHO, 2002). It recommends four components necessary for a healthpolicy
response: prevent and reduce the burden of excess disabilities, chronic disease and
premature mortality; reduce risk factors associated with major diseases and increase factors
that protect health throughout the life course; develop a continuum of affordable, accessible,
high-quality and age-friendly health and social services that address the needs and rights of
people as they age; provide training and education to caregivers. (WHO, 2015) While for
ageing in Europe there is partnership on The Strategic Implementation Plan (the Plan) that
was adopted by the Partnership's Steering Group in November 2011, focuses on actions
developed around 3 pillars: prevention, screening and early diagnosis; care and cure; and
active ageing and independent living (European Commission 2012). Besides of this there
are analysis concentrated to 27 countries referred to as Europe and Central Asia (ECA)
which councentrated into policies for rebalancing demographic trends and Policies to tackle
economic challenges and opportunities For Besides of this . Throudh positive lens it is view
Ageing is a triumph of development. Increasing longevity is one of humanity’s greatest
achievements. People live longer because of improved nutrition, sanitation, medical
advances, health care, education and economic well-being. Life expectancy at birth is over
80 now in 33 countries Challenge related to aging population is income security, access to
quality health care, elderly enabling environment, and its recommend ten priority of action
to maximinze the opportunity of aging population

Urbanisation

Urbanisation has been a historic process which has increased in its rate of growth.
Predominantly rural culture is being rapidly replaced by predominantly urban culture
(Wikipedia, 1916-2). Village culture is characterized by common bloodlines, intimate
relationships, and communal behavior whereas urban culture is characterized by distant
bloodlines, unfamiliar relations, and competitive behavior.
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At present globally, more people live in urban areas than in rural areas (United
Nations, 2014). In 2007, for the first time inhistory, the global urban population exceeded
the global rural population, In 2014, 54% of the world’s population resided in urban areas.
In 1950, 30% of the world’s population was urban and by 2050, 66% of the world’s
population is projected to be urban. Today Northern America has 82% population living in
urban areas, Latin America and the Caribbean 80% and Europe 73%. Africa and Asia still
remain mostly rural (Africa 40% and Asia 48% urban). All regions are expected to further
urbanize in the future, Africa and Asia faster than the other regions. It is projected that by
2050 the urban population in Africa will be 56% and in Asia 64% (United Nations 2014).
About half of the world’s urban dwellers reside in relatively small settlements of less than
500,000 inhabitants. There are 28 mega-cities with more than 10 million inhabitants.
Among others the agglomeration of Tokyo with around 40 million inhabitants, and Delhi,
Shanghai, Mexico City, Mumbai, Sdo Paulo, each with around 20 million inhabitants. By
2030, the world is projected to have 41 mega-cities with more than 10 million inhabitants.
Urbanisation has been a historic process which has increased in its rate of growth.
Predominantly rural culture is being rapidly replaced by predominantly urban culture.
While urbanisation is associated with improvements in public hygiene, sanitation and access
to health care, it also entails changes in occupational, dietary and exercise patterns. It can
have mixed effects on health patterns, alleviating some problems and accentuating others. In
general, major risk factors for chronic diseases are more prevalent in urban environments
(Tellnes 2005). It can therefore be concluded that urbanisation in the world today is an
ongoing process that has a profound impact on people’s living conditions and health status.
Directions of further research are outlined by Laaser (2001).

In urban areas, one in three urban dwellers lives in slums or informal settlements. It
is important to disaggregate health and health determinants data within cities, to unmask the
full extent of urban health inequities. In many cities around the world, health determinants
have combined to create a triple threat to health conditions. This triple threat consists of (a)
infectious diseases such as HIV/AIDS, tuberculosis, pneumonia, and diarrhoeal infections;
(b) noncommunicable diseases and conditions such as heart disease, cancers, and diabetes;
and (c) injuries (including road traffic accidents) and violence (-.-, 2011). In the same
publication six areas for analysis and intersectoral collaboration are listed: 1) natural and
built environment; 2) social and environmental conditions; 3) food security and quality; 4)
management of health services and emergencies; 5) population characteristics; and 6) urban
governance.

Summarising it can be said that Urbanisation improves opportunities for jobs,
education, housing, and transportation. Living in cities has advantages of opportunities of
proximity, diversity, and marketplace competition. These advantages of urbanisation are
however weighed against alienation, stress, increased daily life costs, and negative social
aspects that result from mass marginalization. However, economic opportunities are the
main reasons that people move into cities. In rural areas, often on small family farms or
collective farms in villages, it has traditionally been difficult to access manufactured goods,
though overall quality of life is very variable, and may certainly surpass that of the city on
some measures. Farm living has always been susceptible to unpredictable environmental
conditions, and in times of drought, flood or pestilence, survival may become extremely
problematic (Borwiecki, 1998).

Besides the economic effects, urbanisation also has major environmental effects. In
cities, where there is less vegetation and exposed soil, the majority of the sun’s energy is
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absorbed by urban structures and asphalt developed greater production and retention of heat.
Vehicles and factories release additional city heat, as do industrial and domestic heating and
cooling units. As a result, cities are often 1 to 3 °C warmer than surrounding landscapes.
Impacts also include reducing soil moisture and a reduction in re-uptake of carbon dioxide
emissions (Eckert & Kohler, 2014).

Case Studies

1. Students should form groups of 4-5 students. Each group will have one task and work on
it an hour. Each group has to elect the rapporteur who will report the group conclusions in
plenary. Each report should take 15 to 20 minutes.

Tasks for the groups:

A. Students from group A should find the definitions of the terms related to demography,
aging, and urbanisation in the databases and discuss their meaning.

B. Students of the group B should identify and analyze the major influences on population
dynamics in their country or region.

C. Group C should describe the problems associated with the growth of the population,
aging and rapid urbanisation.

D. Students from the group D should identify and suggest reasons for different types of
population structure as shown by age and sex pyramids.

2. Each student should calculate how big the world’s population and population of her /his
country were when she/he was born.

3. Are the directions of further research on urbanization as indicated by Laaser more than a
decade ago (2001) are followed in the research as of today?
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Burden of Disease and Injuries
The Rationale of Studying Burden of Disease and Injuries

Health systems today face challenges in management of available resources. It is not
rare that many people argue the imposed set of interventions and the criteria used for
resource allocation. During reforms and in particular due to tough squeezing of resources, it
is crucial to understand a proposed health plan and to have it supported by the public, health
professionals, policy makers from other relevant sectors and international community.
Comprehensiveness and objectivity of the health statistics, ethics, and transparency are
standard conditions for setting health priorities, upon which strategy is creating, approving,
implementing, and evaluating. However, data on health and mortality in populations are not
as comprehensive and consistent nor relevant as professionals require, rather are
fragmentary and sometimes heterogeneous. Such baseline can likely result in deficient
actions, and hinder or mislead objectives and operations.

In a professional arena, despite the notion of substantial data gaps and uncertainties,
the issue becomes not only to provide evidences and actionable information that will help
setting the priorities in health, but also to translate them successfully into policy and
practice.

An example of such endeavor was the global burden of disease and injury study. As
of the first Global Burden of Disease (GBD) Study in 1992 done by Murray and associates
(Murray and Lopez, 1996a), many national burden of disease (BOD) studies have been
undertaken (at least 37 countries and sub national studies in eight countries) and this
framework is currently refining and updating. The GBD Study provides a framework and
tools for integration, validation, exploring, and distribution of consistent and comparative
descriptions of the burden of diseases and injuries and attributed risk factors, over time and
crosswise different health systems (Mathers et al., 2001; Santric-Milicevic et al., 2009).
From the perspective of a public health worker, the BOD study that includes trend analysis,
projections, and economic evaluations can be used as a treasure trove of ideas, information,
and knowledge for decision makers in each country. In that sense, it provides for policy-
makers the basis for relevant and feasible future options. This belief supports a number of
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innovative approaches to solve health problems, undertaken for certain issues or in some
countries. For instance, the Institute for Health Metrics and Evaluation (IHME, 2014) has
found gaps between development assistance and disease burden particularly with respect to
non-communicable diseases, while Longfield and associates (2013) have shown that
adoption of burden of disease metrics has shifted the organization’s strategic direction and
have doubled its positive health impact. For more examples, please refer to web pages of
IHME Acting on Data, Disease Control Priorities Projects, the World Bank, and IHME
Policy reports.

Theoretical Groundwork of the Burden of Disease and Injuries Study

The first Global Burden of Disease study was a five year project that applied
pragmatic approach in order to develop as much as possible objective estimates of the
mortality and disability from a condition, than, to emphasize the importance of non-fatal
health outcomes for health policy making, and to quantify the burden of disease and to
analyse cost-effectiveness of health interventions with a corresponding summary measures
(Murray and Lopez, 1996a).

Between the first Global Burden of Disease (GBD) Study that quantified the health
effects of more than 100 diseases and injuries for eight regions of the world (Murray and
Lopez, 1996b), there were the updated estimates for 291 diseases and injuries in GBD
Studies for 1999-2002, 2004 and for 2008 for 21 regions of the world composed on
countries on the basis of two criteria: epidemiological homogeneity, and geographical
contiguity (Murray et al., 2012), while the last available study has developed new methods
and updated estimates for the period of 2000-2011 (WHO, 2013).

The impact of disabilities (approximately 500 disabling sequelae), such as disease-
and injury-specific sequelae or impairments that cause limitations or problems in the
performance of actions of a treated and untreated person, were approximated together with
the co-morbidity and risk factors (WHO, 2013). To avoid overestimation of the total loss of
health, the GBD 2010 study assumed the independence of co-morbidities, thus summed
YLDs for an individual reflects the functional total lost health regardless of whether it came
from one or several contributing conditions.

Acknowledging aforementioned estimates as important input to health decision-
making and planning processes, this endeavor is continuing to capture more of the
remaining health distinctions in the analysis and validations in order to address
contemporary challenges. If ad hock adjustments are necessary, their logic should be
justified and scrutinized by experts to gain credibility, plausibility, and representativeness.
The GBD study framework has provided guidelines and designed software tool for
addressing key data limitations and large methodological variation between data sources and
to examine different scenarios (DisMod, DisMod-MR), that help assessment of comparative
importance of burden of diseases and injuries in different populations.

A priority for national health and statistical offices would be improvement of
primary data so to get highly plausible estimation of the prevalence of disease- and injury-

specific impairments, disabilities, sequelae, and costs.

Cost-effectiveness analysis (CEA) is one of economic evaluation methods. It
compares the relative costs of the outcomes (effects) of two or more interventions or
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programmes which have common health outcomes (e.g. mmHg of blood pressure reduction,
percentages of serum cholesterol reducation, years of life gained). Also, CEA is used in
providing useful information for decision-making about resource allocation from developed
to less developed areas. Information is obtained by the comparison of the costs and
outcomes of all possible types of health interventions. This requires that the CEA uses an
outcome indicator that measures the change in health, taking into account both fatal and
non-fatal outcomes. These indicators are: Disability-Adjusted Life Years (DALYs), Healthy
Year Equivalents (HYESs), or Quality-Adjusted Life Years (QALYSs). It is important to stress
that DALY is positive concept in cost-effective analysis (DALY averted) while DALY is a
negative concept in burden of disease calculations (DALYs lost) (WHO Guide to Cost-
effectiveness Analysis Group, 2002).

During the research of allocation of fixed health budget between interventions that
lead to maximize health in a society, sectoral CEA has been applied. There are only a few
applications of this CEA in the literature in order to obtain a comparison of the applied
preventive, curative and rehabilitative interventions on different population groups. The aim
is to get optimal combination of interventions that should be implemented. Examples
include the work of the Oregon Health Services Commission (Dixon et al., 1991), World
Bank Health Sector Priorities Review (Jamison et al., 1993), and the Harvard Life Saving
Project. Only the World Bank (Tengs et al., 1996) tried to make an international or global
sectoral CEA using the Disability Adjusted Life Year, DALY.

In the past ten years, the number of CEA studies has been increased especially where
cost-effectiveness was defined as a cost per DALY or QALY units. These studies are in the
field of communicable and non communicable diseases or health technology assessment
(Bjegovic et al., 2007; Fox et al., 2007; Vassall et al., 2014; Langley et al., 2014, Tran et al.,
2014, Bae et al., 2014).

Global Burden of Disease Study classification system for diseases and injuries and
risk factors

The GBD study classifies disease and injury, causes of death and burden of disease
into three broad groups of cause (Murray and Lopez, 1996a):

Group I — communicable, maternal, perinatal and nutritional conditions
Group II — non-communicable diseases
Group III — injuries, intentional and unintentional.

Group I consists of conditions that decline at a faster pace than all causes of
mortality. As a result, in low mortality populations, these causes account for only a small
proportion of deaths and they are responsible for under 1/3 of death in both males and
females. The most important health problems, non-communicable diseases are in the Group
IT and they account for about 6 out of 10 deaths globally. Injures because of their etiology
which is different from most other diseases and lack of generalized form of mortality
change, are classified in Group III (injures accounting for almost 1 in 8 male deaths and 1 in
14 female deaths) (WHO, 2010).

This is the first disaggregation. The second disaggregation refers to sub-categories of

disease and injury within each group. Group I has been divided into 5 sub-categories, Group
II'in 14 and Group III into 2 sub-categories, unintentional and intentional injuries. The third
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level of disaggregation is used to identify more specific causes of death within each of 21
sub-categories in the second level. The fourth level of disaggregation is provided for some
diseases (e.g. for sexually transmitted diseases — syphilis, chlamydia and gonorrhoea). The
criteria for disaggregated causes were based on: magnitude of the disease or injury as a
cause of death or disability, the level of health services provided for the cause and current
health policy.

In the first GBD, ICD-9 was used as classification system, as well as Basic
Tabulation List (BTL) for store data coded according to ICD-9 until the International
Classification of Diseases, Tenth Revision (ICD-10) has not been accepted. Before ICD-10
has been included in the study, there was the Short List codes (the A-list) for the Sixth,
Seventh and Eighth Revision of the ICD. The GBD study followed the principles of the ICD
classification which is: there can be a single cause of death in the primary tabulations. Also,
it 1s possible to modify the GBD list (which require careful consideration of reasons for
codes) if codes or causes of death are not in the list important at local level.

Risk factors have different mechanisms influencing the health (Murray and Lopez,
1996a). It is important to make difference between BOD attributable to past exposure to a
risk factor and the future burden as consequence of current exposure to risk factor.
Calculation of future burden is more complicated, but it is more important for public health
planning and prevention than current burden due to earlier exposures. Population exposure
to the risk factor is calculated by comparing current level of exposure to reference level
(zero exposure for the entire population; a population distribution of exposure achieved in a
real population; an arbitrary reference distributional; an arbitrary reference point). Tobacco,
alcohol, physical inactivity, unsafe sex, and air pollution are real exposure risk factors.
Other risk factors are physiological states (blood pressure or nutritional status). Other risk
factors are related to social status (e.g. unemployment, poverty, social inequality).There is
different methodological approaches of the analysis of burden of risk factors. Selection of
risk factors in BOD depends on different criteria. Some of them are: potential for a global
impact, risk causes each associated disease, potential for modification, being neither too
broad nor too specific, and data are available for that risk (WHO, 2009). The number of risk
factors used in BOD studies depends on country or region in which studies were run. For
example, 24 risk factors were included in WHO report (2009), while in Serbia were used
only 10 risk factors (Atanackovic-Markovic et al., 2003).

Quantifying the burden of disease and injuries

BOD summary measures were created to combine information on mortality and non-
fatal health outcomes as a single number in order to represent the relative importance of the
risk factors and causes of death, disease, injuries, and disabilities of a particular population.
They were also designed to quantify health inequalities and evaluate economics of health
interventions with regard to population health outcomes (Murray and Lopez 1996a).
Therefore, systematic assessments of the available data were undertaken with aim to
generate comprehensive and internally consistent estimates of mortality and morbidity
indices, duration, and severity of disease by age, sex and region. The GBD framework
contains 18 distinct but interconnected components, thus with each update, rescaling
happens on several levels (IHME, 2013).

Final outputs of the BOD study are summary measures that are classified in two
complementary measures in order to assess the impact of mortality and non-fatal health
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outcomes (Mathers et al., 2001). BOD summary measures are health expectancies (e.g.
disability-free life expectancy, disability-adjusted life expectancy) and health gaps (e.g.
disability-free life years, healthy life years). More specifically, those metrics assess time
lived in health states or time lost through premature death, disease and disability (WHO,
2013).

If understood that a person’s life span consists of years spent both in optimal and
suboptimal health, life expectancy (LE) can be represented as a sum of time lived in optimal
health (A) and time lived in suboptimal health (B) (equation 1).

Accordingly, health expectancies (HE) represent estimated the average time (in
years) that a person could expect to live in a state of health, defined for example, as
disability free life expectancy (DFLE), disability- adjusted life expectancy (DALE) and
active-life expectancy (equation 2). In contrast to DFLE, which is not sensitive to
differences in the severity distribution of disability in populations (it incorporates a
dichotomous weighting scheme in which time spent in any health state categorized as
disabled is assigned arbitrarily a weight of zero - equivalent to death), DALE, which is more
common used, adds up expectation of life for different health states with adjustment for
severity weights.

LE=A+B (equation 1)
Health expectancy (HE) = A + f(B) (equation 2)

f represents a weight to years lived in suboptimal health, where a weight for optimal health
is 1

Health gaps is the time difference between the actual health and some specified
norm or goal (i.e. age chosen to define the period before which death or disability is
considered premature). It extends the notion of mortality gap that is commonly presented as
years of life lost due to premature mortality (Dempsey 1947).Therefore, it is calculated as
the sum of the estimated years lost due to mortality (C) and years spent in suboptimal health
(B) (equation 3).

Health gap = C + g(B) (equation 3)
g represent a weight to health states lived during time B, where death is weighted 1

The disability-adjusted life year (DALY) is the best known health gap measure
developed for quantifying the burden of disease and injuries by Murray and Lopez (1996).
,One DALY can be thought of as one lost year of “healthy” life, and the burden of disease
can be thought of as a measurement of the gap between current health status and an ideal
situation where everyone lives into old age, free of disease and disability”’(WHO 2009).
Mathematically, DALY for a specific cause (c), age (a), sex (s) and year (t) is the sum of the
time lost through premature death Years of life lost (YLL) and time lived in states of less
than optimal health Years lost due to disability (YLD) (equation 4).

For the purpose of international comparisons, in addition to numbers of DALYs,

YLLs and YLDs, BOD studies use YLD/YLL ratios and age-standardization of rates per
1000 population, and their projections. Projected changes may reflect changes in age-
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specific disease and injury death rates (epidemiology change), alteration in population
growth and / population aging (demographic changes) or both.

DALY=YLL+ YLD (equation 4)

The YLLs for a cause are essentially calculated as the number (N) of cause-specific
deaths (c) for the given age (a) and sex (s) in year t multiplied by a standard loss function
(L) specifying years of life lost for a death at age a for sex s (equation 5):

YLL=NxL (equation 5)

The loss function is based on the premise that even for the lowest observed death
rates there are a proportion of deaths that are preventable or avertable. For calculation of L
the standard life tables are used. “The standard reference life table represents the potential
maximum life span of an individual in good health at a given age, who is not exposed to
avoidable health risks, or severe injuries, and receives appropriate health services” (WHO,
2013). For example in the first GBD study, it is set at the highest observed life expectancy
for females (82.5 years) and for males (80.0 years) based on the observed male-female gap
in life expectancy in the best-off communities within high-income countries (Japan). For
2050 projections, 91.9 years are projected to be achieved at birth by women in Japan and the
Republic of Korea (WHO, 2013).

The cause of death information largely relies on one data source, but regions with
limited coverage of death registration (vital events registration) have wide data uncertainties
and deficiencies, in particular for deaths from specific diseases: “all-cause mortality
estimates were with uncertainty +1% for high-income countries to +15-20% for sub Saharan
Africa” (WHO, 2008). To overcome gaps with cause-specific mortality data, estimates in
GBD studies were based on simulation methods and expert judgments. Statistical techniques
are used predominately to assess variations across observations. More research is needed to
obtain a consensus on a potential of verbal autopsy method for quantification of systematic
bias in assigning underlying cause of death.

Estimating the years lived with a disability (YLD) is the more difficult then
estimating YLL due to inconsistencies, uncertainty, and gaps in the available data. The
estimation of YLD includes analysis of a wide range of different date sources specific to
each disease and of different plausibility. It requires judgment based on a good
understanding of the epidemiology of the disease and how the context influence expected
variation of the disease epidemiology in the community such as access to treatment across
variant income/ wealth of population groups or national screening programme
implementation and similar. By contrast to YLL, using an incidence perspective because
death rates are incidence rates, there are at least two ways of estimating the total time lived
with disability. The approach may be the prevalence of disease times one year, or by
multiplying the incidence of disabilities and the average duration of each disability
(equation 6) (WHO, 2013).

YLD=1x DWx D (equation 6)

where
I: the number of incident cases for cause c, age a and sex s in period t

54



DW: a disability weights that reflect the severity of the disease on a scale from O (perfect
health) to 1 (dead)
D: the average duration of the disease until remission or death

DALYs are the sum of the YLDs and YLLs. For population-based burden studies, the
average DALY are calculated (Box1.)

Across countries, the prevalence data for many health conditions are primarily
collected data, while data on incidence and average duration of disease sequelae are with
more limitations. Following informal experts‘consultations, a simpler form of DALY
calculation has been adopted, which included a prevalence-based YLDs without age-
weighting and time discounting and adjustments for independent co-morbidity (Murray et
al., 2012).

Originally designed, methods for estimation health expectancies and health gaps
incorporate social values of a health status and of the value of averting different diseases. A
list of social values included:

e value of a loss of life expectancy that is based on the LE at each age that is usually
“standard” and less often local expected LE, or arbitrary cut-off LE (for details see
the Annex Table B of WHO, 2013)

e discount rate of averting diseases in future (by 3% and 6%), or without discount
rate since there is no intrinsic reason to value a year of health as less important
simply because it is in the future (Tsuchiya, 2002);

e age-weights (or no age-weights). In conceptualization of DALYs as purely a
measure of population health loss rather than broader aspects of social welfare it was
difficult to justify the inclusion of non-uniform age weights that give less weight to
years lived at young and older ages (Murray et al., 2012b; Jamison et al., 2006).

e health state valuations are classified by severity in seven classes of disability
weights (IHME GBD, 2010). Disability weights (DW) are referred also as quality-
adjusted life year weights, health state valuations, utilities or health state preferences.
To assess disability weights (DW), in the first GBD Study the person-trade-off
(PTO) method was used to ask small groups of health professionals to make a
composite judgment on the severity distribution of the condition and the social
preference for time spent in each severity level (Murray, 1996). Seen unethical, PTO
was replaced in the GBD study 2010 with a discrete choice comparisons of “health”
for pairs of 220 health states described with brief and lay descriptions (WHO, 2013).
Severity levels of health status were summarized using on Euroqol 5D+ (six domains
of health status) (Brooks, 1996). Though these data were collected from over 30,000
people in surveys conducted in five countries and different cultural environments,
Salomon and associates (2012) concluded that disability weights were highly
consistent across the samples (for details see the Annex Table C of WHO, 2013).
The recent review of all studies that developed disability weights confirmed the
advantages of the global use of the same set of disability weights for international
comparability (Haagsma et al., 2014).

Projected burden of disease

There are projections of mortality and burden of disease to 2000, 2010, 2020, and
2030 (Mathers et al., 2006; WHO, 2009). There are two projection models. The first method
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"aggregate models" are based on time-series analysis and use historical trends in mortality
rates. Also, it counts in the previous trend of variable of interest as the basis for predicting
its future value. These methods are limited to countries with good death registration data.
The second method is "structural models". This is based on the relationship between
mortality and group of independent variables and its projections. The "structural models"
offer more robust predictions.

The GBD projections use structural models for set of major cause groups and cause-
composition models for detailed causes within these groups. The original GBD projections
forecast cause-specific mortality. The change in the projected numbers of deaths globally,
from 2004 to 2030 is influenced by: population growth (increase in deaths), population
aging (additional increase in deaths), and epidemiological change (increase or decrease in
number of deaths by age- and sex- specific death rate). According to updated projections,
the four leading causes of death globally in 2030 will be ischemic heart disease,
cerebrovascular disease (stroke), chronic obstructive pulmonary disease and lower
respiratory infection (mainly pneumonia). Total tobacco-attributable deaths are projected to
increase. Lower respiratory infection and three other communicable diseases, diarrheal
diseases, HIV/AIDS and TB were and will be the tenth leading cause of death in 2004 and
2030. HIV/AIDS deaths are projected to decrease by 2030 although stay as tenth leading
cause of death. Deaths caused by injures represented as road traffic accidents will arise from
the ninth leading cause of death in 2004 to the fifth in 2030. Generally in this period of time,
projection decline for Group I, increase for Group II, and in Group III, traffic fatalities
increase in comparison with unintentional injuries which decrease.

Exercises

Questions for small group discussions:

* Look at the DALY estimates for the period of 2000-2011 at a country level per WHO
regions. In a world region, find a country with the lowest number of DALYs per 1000
population in the last estimated year and compare it with a country with the highest number
of DALYs that year.

* What can you assume by looking at its YLL and YLD components?

* In a further step, look at their projection by 2050 and try to explain how does observed
difference appear in 2050?

* Did you come to valuable findings?

* What additional information would you look for?

* What for all that information can be used?

An example for calculating DALY

Number of deaths, N: In 2015, in country X, 1000 persons (600 males and 400 females)
died at age of 70 due to the severe angina pectoris (ICD -).

Prevalence, P They developed severe angina pectoris at age of 50;

Duration, D: They have spent 20 years of life in disability.

Disability weights, DW: This condition has a disability weights 0.167 (IHME GBD 2010
Disability weights)
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Life expectancy at birth (LE): in country X, LE for males is 75 years and for females is 78
years. Alternatively, using the GBD studies tables, life expectancy at birth for females is
82.5 years and for males is 80.0 years.

Years lost due to mortality, L: LE at age of death (70 years) for males was 5 years and for
females 8 years (L;). Alternatively (L;), females lost 12.5 years of life due to premature
death at age of 70 years, whilst males lost 10 years of life due to premature death at age of
70 years.

Males Females Total

Age years 50 50
Prevalence of severe angina pectoris 600 400 1000
Disability weights: severe angina pectoris | 0.167 0.167
YLD equation P*DW*D 600%0.167*%20=2004 | 400*0.167*20=1336 | 1000*0.167*20=3340
YLL equation N *L,; 600*5=3000 400%8=3200 3000+3200=6200

N *L 600*10=6000 400*12.5=5000 6000+5000=11000
DALY equation YLD+YLL, 2004+3000=5004 1336+3200=4536 3340+6200=9540

YLD+YLL, 2004+6000=8004 1336+5000=6336 3340+11000=14340

In 2015, those persons from country X have lost 9540 (or 14340) DALY due to severe
angina pectoris.

Case studies

1. How Malawi used DCP2 in planning its Health Sector Strategic Program - See more at:
http://www.dcp-3.org/resources/malawi-dcp2-case-study#sthash.41Q85D72.dpuf

2. Tobacco Taxes: A Win-Win Measure for Fiscal Space and Health - See more at:
http://www.dcp-3.org/resources/tobacco-taxes-win-win-measure-fiscal-space-and-
health#sthash.3fR4x9cU.dpuf

3. van Ginneken N et al., (2013) Non-specialist health worker interventions for the care of
mental, neurological and substance-abuse disorders in low- and middle-income countries.
Cochrane Database Syst Rev 19;11:CD009149.

4. Policy Instruments to Improve Intervention Uptake and Provider Quality - See more at:
http://www.dcp-3.org/resources/policy-instruments-improve-intervention-uptake-and-
provider-quality#sthash.hC21qgni3.dpuf

5. Chronic Disease Prevention and Control - See more at: http://www.dcp-
3.org/sites/default/files/resources/Chronic%20Disease_Challenge Final%20Edits_1.pdf?iss
u

6. Universal Public Finance of Tuberculosis Treatment in India: An Extended Cost-
Effectiveness Analysis - See more at: http://www.dcp-3.org/resources/universal-public-
finance-tuberculosis-treatment-india-extended-cost-effectiveness-analys-

O#sthash. WA INLbfO.dpuf

7. Cardiovascular disease and impoverishment averted due to a salt reduction policy in
South Africa: an extended cost-effectiveness analysis - See more at: http://www.dcp-
3.org/resources/cardiovascular-disease-and-impoverishment-averted-due-salt-reduction-
policy-south-africa#sthash. AyhkulSD.dpuf
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http://www.dcp-3.org/sites/default/files/resources/Chronic%20Disease_Challenge_Final%20Edits_1.pdf?issu
http://www.dcp-3.org/resources/universal-public-finance-tuberculosis-treatment-india-extended-cost-effectiveness-analys-0#sthash.WA1NLbfO.dpuf
http://www.dcp-3.org/resources/universal-public-finance-tuberculosis-treatment-india-extended-cost-effectiveness-analys-0#sthash.WA1NLbfO.dpuf
http://www.dcp-3.org/resources/universal-public-finance-tuberculosis-treatment-india-extended-cost-effectiveness-analys-0#sthash.WA1NLbfO.dpuf
http://www.dcp-3.org/resources/cardiovascular-disease-and-impoverishment-averted-due-salt-reduction-policy-south-africa#sthash.AyhkulSD.dpuf
http://www.dcp-3.org/resources/cardiovascular-disease-and-impoverishment-averted-due-salt-reduction-policy-south-africa#sthash.AyhkulSD.dpuf
http://www.dcp-3.org/resources/cardiovascular-disease-and-impoverishment-averted-due-salt-reduction-policy-south-africa#sthash.AyhkulSD.dpuf

8. Hoy D, Roth A, Viney K, Souares Y, Lopez AD. Findings and Implications of the Global
Burden of Disease 2010 Study for the Pacific Islands. Prev Chronic Dis. 2014; 11: E75;
DOI: 10.5888/pcd11.130344.

9. Devleesschauwer B et al., Calculating disability-adjusted life years to quantify burden of
disease (Hints & Kinks) Int J Public Health 2014;59(3):565-9; DOI: 10.1007/s00038-014-
0552-z.

Links

- Institute for Health metrics and Evaluation — IHME: http://www.healthdata.org/

- World Health Organization: Global Burden of Disease:
http://www.who.int/topics/global burden of disease/en/

- IHME Acting on Data: http://www.healthdata.org/acting-on-data

- IHME Policy Reports: http://www.healthdata.org/results/policy-reports

- GBD Country profiles: http://www.healthdata.org/results/country-profiles

- Health, Nutrition and Population, The World Bank eLibrary:
http://elibrary.worldbank.org/topic/t011
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The concept of limits of growth — how far we can go? The
ecological concept of health, ecological public health — reshaping the
conditions for good health. From demographic to democratic
transitions to be addressed by public health; different DPSEEA
models of environmental health assessment — conceptual framework
of environmental health wellbeing. Environmental and Climate
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Environmental health indicators to assess health effects of Climate
Change — threats to be reduced and opportunities to be adopted.
Importance of the intersectorial work. Vulnerability, mitigation, and
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Learning
objectives

Understand the concepts of limits of growth theory, and models of
modified and enriched DPSEAA and Climate Change adaptation
tools in regard to different social and health determinants and
challenges Acquisition of knowledge and skills needed to be part of
high level management to implement and evaluate environmental,
health and wellbeing aspects of policies and strategies.

Applying national and regional approach in climate change
vulnerability, impact assessments and adaptation measures - the role
of the health sector in the intersectorial actions.

Teaching
methods

Lectures, interactive small group discussions, case studies, regional
and international field practice

‘Who should
apply

Those who pursue an international career in environment and public
health management, policy development, research or advocacy.

Career
opportunities

Teaching and/or research careers in academic environments; policy
makers and advisers, private, industry and Non-Governmental
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Environmental health and climate change

The Rationale of Studying Environmental health and climate change

The 1972 book Limits to Growth, which predicted our civilization would probably
collapse sometime this century, has been criticized as doomsday fantasy since it was
published. The predictions were very dramatic - If the present growth trends in world
population, industrialization, pollution, food production, and resource depletion continue
unchanged, the limits to growth on this planet will be reached sometime within the next one
hundred years. The most probable result will be a rather sudden and uncontrollable decline
in both population and industrial capacity (Brown, 1974). Though provoked a lot of
controversy, it looks like that those predictions are critically right. Something must be done.

New Environmental health — the concept of ecological public health

Public health thinking today needs and overhaul, a return to and modernization
around ecological principles. Ecological public health thinking should fit the twenty-first
century’s challenges. It integrates the four dimensions of existence the material, biological,
social and cultural. Public health becomes the task of transforming the relationship between
people, their circumstances, and the biological world of nature and bodies. This is also about
facing different number long-term transitions; such are Demographic, Epidemiological,
Urban, Energy, Economic, Nutrition, Biological, Cultural and Democracy itself. Identifying
large scale transitions such are these refocuses public health actions onto the conditions on
which human health and eco-system interact (Ryener & Lang, 2012).

Traditionally the relationship between environment and health was presented as the
relation between a hazardous state of the environment and its effect on health and wellbeing.
The DPSEEA Model, adopted by the WHO to configure an environment and health
information system, shows this link between an environmental State though an Exposure to
a health Effect. It also makes explicit that environmental States result from Pressure on the
environment caused by higher level (often anthropogenic) Drivers. Additionally it made
clear that Actions (including policies) could be directed towards any point on the causal
chain with the aim of influencing the health Effect. The modified DPSEEA model (or
mDPSEEA) was a refinement of the earlier DPSEEA model. It recognised that whether an
individual or group within society was exposed to an environmental State or indeed,
whether they went on to experience health Effects is influenced by social and economic
factors (Morris et al., 2006). Thus, mDPSEEA further expands the environment and health
perspective by recognising that the social and behavioural context may also be a target for
policy. mDPSEEA has potential to represent relationships between ‘good’ environments
(such as green and natural spaces) and positive effects on health and wellbeing.
Accordingly, mDPSEEA better represents the complex interaction of social, behavioural,
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economic, physical etc. factors with individual characteristics, giving the model greater
policy relevance (Morris et al., 2006). The modified DPSEEA model has proven to be
useful as a tool to think about health and the environment, but also as a tool to communicate
in a policy arena dominated by complexity.

At the moment, there is no integrated model available that includes all the relevant
factors for environment, (human) health, and well-being in relation to a sustainable society
but, on subtopics, important steps have been made. For example, there is the ecosystem
enriched DPSEEA that incorporates human health with ecosystems health or the framework
for integrated environmental health impact assessment of systemic risks that focuses on the
broad range of questions decision makers are facing.

Introduction — climate change and health

Human influence on the climate system is clear, and recent anthropogenic emissions
of greenhouse gases are the highest in history. Recent climate changes have had widespread
impacts on human and natural systems. Warming of the climate system is unequivocal, and
since the 1950s, many of the observed changes are unprecedented over decades to millennia.
The atmosphere and ocean have warmed, the amounts of snow and ice have diminished, and
sea level has risen. Anthropogenic greenhouse gas emissions have increased since the pre-
industrial era, driven largely by economic and population growth, and are now higher than
ever. This has led to atmospheric concentrations of carbon dioxide, methane, and nitrous
oxide that are unprecedented in at least the last 800,000 years. Their effects, together with
those of other anthropogenic drivers, have been detected throughout the climate system and
are extremely likely to have been the dominant cause of the observed warming since the
mid-20th century (Intergovernmental Panel on Climate Change (IPPC), 2014).

All climate and weather variables® have some influence on human health. The effect
may be either direct on the human body or indirect through effects on disease-causing
organisms or their vectors. Direct effects involve mostly physical impacts that act to cause
physiologic stress (e.g., temperature) or bodily injury (e.g., storms, floods). Direct effects
tend to be observed soon after the causative weather event, and are generally more easily
modelled and understood than indirect effects.On the other hand, indirect effects, such as
climate impacts on food supplies and the outbreak of vector-borne diseases, may operate
through diverse pathways involving multiple variables. People with chronic diseases,
especially the elderly, are very susceptible to aggravation of the disease state from both
excessively cold and excessively hot weather. Temperatures in warmer temperate zones are
ideal for the survival and propagation of causative agents for some bacterial, viral, and
parasitic diseases. Temperature also affects human health by affecting agriculture, fisheries,
and water resources. The effects of high temperatures on human health are modified by the
amount of moisture in the air. Climate change could affect human health through increases
in heat-stress morbidity and mortality, tropical vector-borne diseases, urban air pollution
problems and allergies, and cold-related illnesses.

Human health will continue to be affected directly and indirectly by climate change,
and health systems will need to act to prevent and manage the impacts on populations. At the
same time, health services will face various other complicating challenges such as rising

3 If not otherwise indicated the following section follows MoePP, 2014
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costs of health care and an ageing society, making effective preventive strategies even more
necessary.

Many influences of climate change including health effects could be diminished or
avoided with different adaptabilities. Primary goal of adaptation is to decrease burden of
diseases, injuries, disabilities, suffer and mortality. Key determinant of health and the
solutions also, lie primary out of direct control of health system. Important mechanisms for
disease prevention originating from water and food are traceability, microbiological risk
assessment, risk communication and risk management. Number of cases of salmonellas
could be diminished by control and monitoring of entire food chain. High level of control
measures should be reached along with the potential climate risk and potential storage
information, and strengthening of measures of food processing.

Proposed alert and reporting system for possible health impacts from weather
impacts aims to assess health risk and to diminish them. Instruments for that would
contribute to promotion and on time alarming of population, particularly vulnerable groups,
from extreme weather events before its appearance. NGOs play important role in the
system, particularly at the part of access to information of the population with social risk
factors. Obtained data base will provide extrapolation to the future expected climate
changes. Strengthening of capacities is essential step towards preparedness of sustainable
adaptable strategies and palliative strategies. That includes education, raising awareness;
creation of legal framework, as well as institutions which will inform people for decisions
providing them higher long term benefits.

Both, by strengthening and implementation of Weather Early Warning System, as
well as preparedness and response of health care system services from one hand and by
adequate physical planning and housing from another hand, the reduction of mortality
among the people is feasible. The system should include the implementation of preventive
and action plans for heat waves and inclusion of strategies for vulnerable group’s
identification, as well as public health monitoring and citizens campaign promotion with
financial estimation of reduction assurance with explanation that the inactivity is the most
expensive. The instruments for risks reduction shall contribute in promotion and timely
opportune warning forecasting from extreme weather events in the society and especially
among the vulnerable groups (MoEPP, 2014).

Capacity building is an essential step in preparing sustainable adaptation and
mitigation strategies. It includes education, awareness raising and the creation of legal
frameworks, institutions and an environment that enables people to take well-informed
decisions for the long-term benefit of their society.

In the complexity of actions, a handbook was introduced for national vulnerability,
impact and adaptation assessments — which stresses a methodology that involves as many
different stakeholders as is feasible, to identify potential vulnerabilities. Among others it
describes the current situation including demographic and socio-economic factors, health
systems, epidemiologic factors, and information from non-health sectors. The findings can
than inform public health adaptation programs that strategically leverage existing strengths
and mitigate the future weaknesses of health systems. (ECDC, 2010; WHO, 2013)

Environmental health indicators (EHIs) provide information about a scientifically
based linkage between the environment and health, enabling the conversion of data to
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information by summarizing these complex relationships and presenting them in a form that
is more easily interpreted by the end-user. Therefore, EHIs can be used as a tool to assess,
quantify, and monitor ecosystem health vulnerability from a sustainability perspective and
can be utilized to inform adaptations and policy development and measure the effectiveness
of climate change adaptation and mitigation activities. In addition, they provide baseline
information for assessing and monitoring temporal and spatial variability of risks with
respect to climate change, enabling projection scenarios (e.g. epidemics, cost/benefits of
interventions) of how the current situation may evolve. Monitoring of human disease
surveillance data has the potential to act as a warning system for ecosystem disruption and
may be used to identify interventions for the preservation of ecologic and human health.
Such an approach means that interventions can be applied higher up the causal chain than
would have been possible based on environmental monitoring or health surveillance alone.
Implementation of such interventions can improve ecological well-being which in turn will
reduce the resultant burden of disease in humans. (Hambling et al., 2011). This also requires
conceptual insights beyond the conventional understanding of causation and prevention, as
well as political will, trust, and resources. The complexities of policies to mitigate human-
induced climate change are clear. Meanwhile, additional resources and strategies will be
needed to reduce the health risks related to global change that have already arisen or are
now unavoidable. For populations to live sustainably and with good long-term health, the
health sector must work with other sectors in reshaping how human societies plan, build,
move, produce, consume, share, and generate energy. (Mc Michael, 2013)

Case studies

Case studies of Environment and health risk assessment studies (Gjorgjev et al., 2010)
Drafting DPSEA illustrative models for transport, climate change and housing...
Conducting Climate Change Health Vulnerability and Adaptation assessment in the South
East region of Macedonia (Ministry of Environment and Physical Planning MoEPP, 2014).
Available at:

https://www.gov.uk/government/uploads/system/uploads/attachment data/file/371103/Healt
h_Effects of Climate Change in the UK 2012 V13 with cover accessible.pdf.

MOoEPP, Ministry of Macedonia for Environment and Physical Planning, (2014-1). 3-rd
National Communication on Climate Change (ISBN 978-9989-110-89-40).
Available at: http://unfccc.org.mk/content/Documents/TNP_ANG_FINAL.web.pdf

Links

Climate adapt portal (EEA): http://www.eea.europa.eu/climate-adapt
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Topics Nowadays, global migration is considered even more important than in

the past. The main reason for that is the number of migrants, which is
steadily increasing at the end of the 20" century and will continue to
grow in the twenty-first. In general, migrants are supposed to have bad
opportunities for health as a consequence of their migrant status. The
most important issue in analytical models for the health effects of
migration is the type of migration — whether it is voluntary, involuntary,
or irregular migration. Usually, migration does not bring improvement
in social well being and health. The wide variety of health conditions
and consequences is associated with the profile of the mobile
population: “what migrants bring, what they find, and what they build in
the host country”. Many authors stress three temporal and successive
phases associated with individual movements: the pre-departure phase,
the journey phase, and the post-journey phase. Though different in
many ways they suffer from globally dominant health problems:
Tuberculosis, trauma/rape/torture/PTSD, HIV/AIDS, cardiovascular
disease etc. Prevention of the public health consequences is particularly
relevant and important among the migrants and classified in three
levels: primary, secondary, and tertiary. A clear strategy at the local,
regional, and international levels is needed for efficient interventions.
There is human right of migrants to be treated properly.

Learning objectives

After completing this module students and public health professionals
should be able to
e analyse the phenomenon of international and national migration;
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e recognise key factors influencing the health of migrants;

e explore the current health problems and health care needs of
voluntary,

involuntary, and irregular migrants;

o differentiate the main trends influencing the health and the required
interventions in these population groups;

e implement their knowledge in prevention of public health problems
in migrant populations.

Teaching methods

Lecture, focus group discussion, case studies.

Who should apply

Those who pursue international teaching and/or research careers in
academic environments, careers in public health or policy development,
advocacy e.g. with non-governmental organizations, and in consulting
companies. Entrance requirements are to be determined by the
institution offering this module.

Assessment of
students

Multiple choice questionnaires, presentation of a national case study.

COMMENTS on
the module by
lecturers and
students

Please comment:

Global migration and health

“Immigration is not a solution. It is not a problem. It is a reality. Our societies need
immigration. Policies should be made responsive to such a need...”” Antonio Vitorino, 2001,
EU Home Affairs Commissioner

Background

Migration is a global phenomenon. There is widespread recognition of the issue and its
implications. Nowadays it is considered even more important than in the past. Though
people have moved throughout the history to find new opportunities, more people migrate
today than ever before, both voluntary and involuntary. At the same time, while the effects
and consequences of migration are visible all over the world, it is difficult to quantify this
phenomenon (Stalker, 2003).
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Figure 1: International migrants - the world situation
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http://www.un.org/en/development/desa/population/migration/data/estimates2/estimates15.s
html

The number of migrants steadily increased at the end of the twenty-century and will
continue with large-scale movements of people in the twenty-first century. The available
estimates of people taking residence and living outside their country of origin, together with
those internally displaced, however varies significantly depending on the source of
information. According to UN data, there were about 76 million international migrants in
1965 but 222 million in 2015 (Figure 1). The last figure means that the share of migrants in
the world’s population is about 3% including more than 200 countries and territories
(UN/DESA, 2015). Europe, with a tenth of the world's people, has a quarter of the world's
countries and a third of the world's migrants. The share of migrants in European countries
averages 10 percent, but varies from less than five percent of residents in Eastern Europe to
almost 30 percent in Switzerland (Migration News, 2014).

Today, it is estimated that more than 15 million people per year seek political asylum
or become refugees in various parts of the world. The largest number of international
migrants settles in Asia, Europe, and North America followed by Africa, Latin America, and
Oceania. More than half of them are living in developing countries. At least 2.5 million and
more foreign-born persons live in only 20 countries and the share of those living in these
countries represents 68% of all foreigners in the world. The biggest numbers live in US,
followed by Russia, and Germany (Table 1).
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Table 1: 20 countries with the highest immigrant population

Percentage of Immigrants as

Country Number of immigrants tOt‘.ll nu.mber percentage of
of immigrants " " . .
in the world national population

B= United States 45,785,090 19.8 14.3

B Russia 11,048,064 4.8 7.7

B Germany 9,845,244 4.3 11.9

B Saudi Arabia 9,060,433 3.9 314

= United Arab Emirates 7,826,981 34 83.7

&= United Kingdom 7,824,131 3.4 12.4

B N Erance 7,439,086 3.2 11.6

B+l Canada 7,284,069 3.1 20.7

£l Australia 6,468,640 2.8 27.7

=— Spain 6,466,605 2.8 13.8

B B1taly 5,721,457 2.5 9.4

e [ndia 5,338,486 2.3 0.4

W Ukraine 5,151,378 2.2 11.4

Pakistan 4,080,766 1.8 2.2

== Thailand 3,721,735 1.6 5.6

Il Kazakhstan 3,476,233 1.5 21.1

E= Kuwait 2,920,000 1.3 70

BE= Jordan 2,925,780 1.3 40.2

B2 Hong Kong 2,804,753 1.2 38.9

— Iran 2,649,516 1.1 34

(for details: UN report Trends in International Migrant Stock: The 2013 Revision and
https://en.wikipedia.org/wiki/List_of_countries_by_foreign-born_population)

Migration and Recruitment

The divide between poor and wealthy populations leads to previously unseen mass
migration within and between countries, aggravated by violent conflicts as noted above.
More than half of all migrants live in developed countries and there are in addition more
than 25 million internally displaced persons (IDPs) and estimated 16 million refugees, 4.6
million of them Palestinians under the responsibility of the United Nations Relief and
Works Agency for Palestine Refugees in the Near East (UNRWA, 2008). Remittances to
developing countries have risen dramatically and total more than $350 billion, over twice
the level of official development assistance (World Bank, 2007). The map in Figure 2
displays the gross imbalance of global population densities, i.e. the potential for migration
especially from South-eastern Asia.
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Figure 2: Population density (people per km2) by country with a population above 10

million, 2012
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Density
Rank Country/Region  Population Area (km?) (Pop per
kmz)

1 Bl Bangladesh 157,457,000 147,570 1067

2 B Taiwan (R.O.C) 23,361,147 36,190 646

3 @ South Korea 50,219,669 99,538 505

4 = Rwanda 10,718,379 26,338 407

5 === Netherlands 16,760,000 41,526 404

6 mem India 1,263,680,000 3,185,263 397

7 B Haiti 10,413,211 27,750 375

8 B} Belgium 11,007,020 30,528 361

9 ® Japan 127,290,000 377,944 337

10 M Philippines 100,271,800 300,076 334

As a consequence of the recent economic downturn, opportunities for migrants have
diminished in industrialised and industrialising countries alike. The gloomier prospects
trigger return migration, in particular of temporary migrants, including irregular migrants. A
consequence will be that migrant workers who lose their jobs will no longer be able to remit
to their home regions and countries, and because some regions, countries and numerous
families heavily rely on these remittances this will add to their difficulties (Laaser &
Epstein, 2010). On the other hand violence and war especially in the Middle East cause
waves of refugees trying to escape to Europe; the numbers may reach several millions
between 2015 and 2020.

Within countries a movement from rural to urban zones can be observed worldwide. In
2025 about two thirds of the world’s population will live in cities. In Europe already today
about 90 percent of its population lives in cities of various sizes but only two European
cities — London and Paris — can be considered megacities with more than 10 million
inhabitants. Megacities, however, are common in the so-called third world: more than 20
megacities emerged worldwide by 2015. To cite some examples, Lagos increase from 0.3
million in 1950 to an estimated 24.6 million in 2015, Mexico City from 3.1 to 20.3 million
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and Beijing from 3.9 to 15.6 million. In the list of top urban growth rates only Seoul, Tokyo,
Los Angeles, and New York represent industrialized countries. Urbanization is not
necessarily bad itself. It becomes a problem when the rate of growth of the urban population
exceeds the capacity of the infrastructure to absorb and support it (Seeger, 1995).
Urbanisation certainly alleviates several problems, e.g. over-population, land shortages,
reduction of rural areas. On the other hand, there are costs in terms of increased poverty, the
rise of slum and squatter areas, extremely unequal distribution of resources, overburdening
of the urban infrastructure and difficulties to supply mega-cities with the necessary
resources such as air and water (Gurgand, 2006; Ravallion et al., 2007).

Indeed, the urban poor are the main group affected by an unequal distribution of
resources, and they have to live in quarters characterized by the worst environmental
conditions like overcrowded slums and squatter settlements close to polluting industries or
congested roads. The physical conditions and population density make the planning and
provision of appropriate health care an extremely difficult or impossible task. However,
cities and metropolises have turned into the new centres of a polycentric world. As centres
of an emerging global society, problems and conflicts become concentrated as well as
solutions (Cornelius-Taylor et al., 2001).

Rural-urban migration changes the demography of countries and continents not only
quantitatively but also qualitatively, increasing differentials of health, education, and wealth.
The more aggressive and better schooled workers in rural areas are often the first to move to
urban places, reducing the social capital in the communities they left. This is the case even
more so for the professional education when the well educated upper class moves from their
less developed home countries to North America, the developed areas of the Western
Pacific, or Europe to find a better life. In 2005 the World Federation of Public Health
Associations (WFPHA) adopted a resolution requesting ethical restrictions on international
recruitment of health professionals from low-income countries (WFPHA, 2005)
acknowledging that the developed countries have 33.4 percent of the world’s population, but
they contain 74 percent of the world’s physicians, 89 percent of the world’s migrating
physicians, and the vast majority of the 14,000 nurses moving across national boundaries
each year (Mejia, 2004). For example there are only 750,000 health workers in all of sub-
Saharan Africa, a region that serves 682 million people and suffers from 25 percent of the
world’s burden of disease, whereas it has been estimated that Africa needs about 1 million
more doctors, nurses and midwives (as well as pharmacists and other categories of health
professionals) to achieve the Millennium Development Goals (Chen et al., 2004). There is
of course the right to leave the country of origin under the 1948 Universal Declaration of
Human Rights (United Nations, 1948), on the other hand low-income countries should be
compensated for the loss of health professionals as they have invested into upbringing and
schooling and higher education.

The WFPHA recommends therefore that health worker employers in developed
countries, including public and private hospitals, long-term care facilities, and outpatient
facilities, adopt a corresponding code of ethics comprising as a key request that health care
facilities incorporating workers from abroad are strongly encouraged to manage recruitment
and incorporation of health care workers from those countries in such a way that the sending
country receives something in return (WFPHA, 2004). Reciprocal strategies of this nature
could include sending developed country health workers in an exchange program,
remunerating the source government for its investment in a workers’ education program, or
offering continuing education that a foreign health worker could apply in the home country.
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Therefore higher income countries that receive significant numbers of health professionals
from lower income countries shall invest in training and skills development in the sending
countries, as a means of providing compensation for the loss of trained personnel (Whelan
et al., 2004). Since the WFPHA resolution was published in 2004 the international
discussion took pace, leading to the draft WHO code of practice on the international
recruitment of health personnel, though with softened requests for compensation to sending
countries (WHO, 2010).

According to an annual report of the Occupational Health Centre in Qatar it was
observed that about 30% of the workers who came for routine periodic medical checkups
and were diagnosed having high blood pressure, did not know having hypertension. A
similar proportion was also noted for the first time to have Diabetes mellitus. These
expatriate workers for labour work in the Gulf Arab countries are majorly from India,
Bangladesh, Nepal, and Philippines. Typically migrant workers are seen at the health care
facility, commonly at the emergency department, for injuries and accidents. They are
usually not followed up as most of them do not carry health insurance cards. Therefore, they
are usually left unaware of their chronic disease occurrence such as hypertension or
diabetes, and if they were identified as diseased they are not followed up, risking disease
complications.

The most rapid growth in the number of international migrants occurs as a result of
refugees’ crises and forced migration. Conflicts, including wars and civil strife, and
disasters affect a large number of people and result in problems. Forced migration, the
breakup of families and communities, hostile new environments, and the lack of security
and provision for survival continue to take a devastating toll on people affected by war.
Children constitute between one-third and one-half of the world’s refugees and IDPs
population (Levy & Sidel, 1997). According to the World Health Organization, the number
of refugees, expelled and displaced persons in the Balkan region are estimated to about 4
million people at the end of the twenty-century.

Migrants are supposed to have bad opportunities for health as consequences of their
migrant status. But an important issue in analytical models for the health effects of
migration is the type of migration — whether it is (Friis et al., 1998):

1. voluntary migration,

2. involuntary migration, or

3. Irregular migration.
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Voluntary migration®

When people voluntary migrate they are leaving their home and moving from the
country (place) of their origin in searching for personal development, better opportunity for
education, employment, living, and economic condition. Some authors call these “pull
factors” (Winter, 1996). Voluntary immigrants are usually able to choose their new place of
residence. They are generally healthy and younger individuals. Several authors have pointed
out that the historical time of migration within a particular group needs to be considered
(Friis et al., 1998). Later immigrants during the twenty-century history may differ in social,
educational, and other demographic characteristics from earlier immigrants. Looking at the
various literatures it is obvious that for the later voluntary migrants the main reason for
leaving their countries of origin are the bad economic conditions, while for the earlier
migrants it was the political situation in their countries. The effects of voluntary movements
are present on both the countries of origin and host countries. Their impact cannot be
characterised as solely positive or negative. Typical example is migration of highly skilled
migrants, which is a loss for their country of origin. However, sometimes both countries
may benefit, such as in the case when migrants help link companies in the home country
with business in the new country.

The legal status of voluntary immigrants includes persons granted asylum and
permanent residents. Despite the fact that they are usually healthy and young they immigrate
in the host country with their different personal life experience and behaviour that could
influence their health in the host country. They are coming into contact with a different host
culture and start with changes in behaviour, values, and attitudes. This process of integration
obviously can cause bigger stress which could damage their health. They need a certain
level of social support to overcome such situation (Burnett & Peel, 2001).

Involuntary migration

Individuals and families under involuntary migration can be broadly divided into two
categories: refugees and internally displaced persons. The United Nations’ High
Commission for Refugees (UNHCR) defines refugee as “a person who, owing to a well-
funded fear of being persecuted for reasons of race, religion, nationality, membership in a
particular social group, or political opinion ... is outside of the country of his nationality.”
(UNHCR, 2016). Another large group of people under involuntary migration are internally
displaced persons (IDPs). They are basically refugees, who never crossed the border of their
home country, because they are either unable or unwilling to cross the border. Some
consider that their position is even worse than that of official refugees. Their own
government very often accepts them as an additional burden to the national economy, a
political problem, and even as some kind of enemy. That means that both refugees’ and
IDPs’ motivations for migration are different from those of voluntary immigrants. Refugees
and IDPs may not want to leave their homes, but they are being pushed by circumstances:
often violence, persecution, and human rights abuses, usually by the hands of their
government. Many consider that refugees and IDPs are a unique phenomenon within the
broader context of migration.

* The following section is an adapted version of the working paper by V. Bjegovic at: www.snz.unizg.hr/ph-
see/full/u4-t12-bjegovic.pdf
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Irregular migration

Irregular migration is special type of migration, which is rapidly increasing in the
recent time. In many parts of the world possibilities for legal migration have decreased
whilst demand for foreign labour has remained constant. This together with poverty, lack of
opportunities, political and social violence in the country of origin, may force potential
migrants to turn to criminal networks. As a consequence, new trafficking routes are
regularly established and the market for travel documents, transportation, and border
crossing has developed worldwide. UN Convention Against Transitional Organized Crime
(UN/CTOC, 2000) defines “trafficking” as: “The recruitment, transportation, transfer,
harbouring, or receipt of persons, by means of the threat or use of force or other forms of
coercion, of abduction, of fraud, of deception, of the abuse of power, or of a position of
vulnerability or of the giving or receiving of payments and benefits to achieve the consent of
a person having control over another person for the purpose of exploitation. Exploitation
includes at least the exploitation of the prostitution of others or other forms of sexual
exploitation, forced labour or services, slavery or practices similar to slavery, servitude or
the removal of organs”. A distinction should be made between trafficking and smuggling of
migrants. Smuggling means: “The procurement, in order to obtain, directly or indirectly, a
financial or other material benefit, of the illegal entry of a person into a state party of which
is not a national or a permanent resident”.

According to the International Organisation for Migration (IOM) study, there are an
estimated 15 to 30 million irregular migrants in the world today. At the same time migrant
trafficking and smuggling has become a global business generating huge profits for those
involved. Trafficking exposes migrants to extremely vulnerability. They lack valid travel
documents and they are considered as subjects of deportation in many countries. The most
important, because of their irregular status, they do not have access to legal assistance and
medical care. From all the mentioned above it is obvious that the health of irregular
migrants is seriously jeopardized. The USAID estimates that 4 million persons become the
victims of international trafficking each year, out of which 700.000 are women or children
(USAID, 1999).

Migration and health

Migration is a major life event and has important impacts on physical, mental, and
social health (Friis et al., 1998). Usually, migration does not bring improved social well
being and health, being consistent with the WHO definition, that health is “complete
physical, mental, and social well being and not simply the absence of disease or infirmity”.
Bearing in mind this definition it is clear that health is influenced by many determinants
related to social, political, economic and environmental conditions (education, employment,
adequate standard of living, participate in public and cultural life, freedom of movement,
treatment in the case of illness) (Batchelor, 1995). “In many countries, the gap between the
health of advantaged and disadvantaged groups is widening, even though measures such as
average life expectancy indicate that the health of the population as a whole is improving”
(Woodward & Kawachi, 2001). It is obvious that the migrants are among the disadvantaged
group. The wide mixture of health conditions and consequences might be also associated
with the profile of a mobile population. It is important to consider, as Haines has written,
“what migrants bring, what they find and what they build in the host country” (Haines,
1996). For example elderly refugees may find adapting to new ways particularly difficult.
On the other hand, children adapt more quickly and completely to new customs. Women,
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because of their roles as wives and mothers, may remain more confident with their homes
that would help them to adapt to a new society. Additionally migrants also bring their
occupational and educational background, life experiences, values and expectations, family
and kinship, experience with exodus and transit. All of these could have both positive and
negative influence on their health. “What they find” in the host country is related to the
general country situation, problems in resettlement, employment and different level of social
support. Once migrants have adjusted to their new environment, or have simply survived the
inevitable problems and traumas of dislocation, they move forward in their new lives often
successfully. Haines points out that in this stage it is important “what they build” in the host
country and that is the economics of a new life, relationship between family and community,
as well as rebuilding meaning.

In general, many authors stress that three temporal and successive phases associated
with individual movements of people should be considered as substantial for migrants’
health:

e the pre-departure phase,
e the journey phase and
e the post-journey phase.

The first phase is connected to the health determinants such as genetic, cultural,
environmental, and existing health behaviour of the migrant in his country of origin. This
represents the existing and potential disease risks, or health benefits, that the migrant brings
to the activity of movement. Expectation of the regional risks for certain disease usually
includes thinking about typical infectious diseases, cancer, cardiovascular diseases, and
stroke. The second phase of migration may be associated with acquisition or transmission of
illness or disease as a direct consequence of the journey. The health factors and influences
that are relevant during travel may be directly predicted by the migrants’ pre-existing health
conditions. In high-risk movement, such as trafficking, the risks of travelling are substantial.
The third phase can be the most variable for the migrant. Factors important in post-journey
phase include “what they find” in the host country: health care accessibility and availability,
acquired health risks and exposures to health risks at a differential level than at the home
country, different attitudes to health and behaviours, and other social risks and new mobility
events. That means that impact on health related to mobility is not limited to that moment of
entering and being received by the host country. The positive and negative effects to the
health of both immigrants and the general population may persist for many generations
(MacPherson, 2001).

In an analytical model for the health effects during different phase of migration it is

worthwhile to look at the sources of stress, mediating factors, visible and invisible
manifestations (Figure 3).

76



Figure 3: Analytical model for the health effects of migration (source: Friis et al., 1998).

SOURCES OF STRESS = MODIFIERS = MANIFESTATIONS
(Precursive factors) (Mediating factors) (Outcomes)
Life events Social support Physical health
Acculturation Life style Mental health
Social health
Health care
Utilization

Public health consequences of migration and possibilities for prevention

It has been already mentioned that the physical and psychological effects of migration
on the refugees depend on the reason for migration (war, natural disaster, religious or
political persecution) (Gavagan & Brodyaga, 1998). Due to well-known circumstances
many of positive health influences are missing in the real life environment of this
population, furthermore their health is very often seriously jeopardized by the consequences
of their traumatic experience. Their health problems differ depending on geographic region,
however they suffer from global health problems: tuberculosis, trauma/rape/torture/PTSD,
HIV disease, measles, mumps and rubella, diphtheria, pertussis, and tetanus, hepatitis B,
intestinal parasites, malnutrition/growth delay, neonatal tetanus and rheumatic heart disease.
In general, the major public health problems of refugees and internally displaced persons are
similar in nature (Burnett & Peel, 2001; Hodes, 2001).

Public health problems related to migration are confirmed in numerous researches.
Evidence from the United Kingdom has been reported that one in six refugees has a physical
health problem severe enough to affect their life and two thirds have experienced anxiety
and depression (Burnett, Peel, 2001). Additionally their health is affected by poverty,
dependency, and lack of cohesive social support and there is growing evidence that lack of
social cohesion is leading to social isolation.

Very often health care service is less accessible for migrants. For example, in a study
of refugee children in Buffalo it was found that only 39 percent of the children had adequate
evidence of vaccination. Frequent findings in these children included anaemia, parasites,
and tuberculosis (Meropol, 1995). Also, in the United States evidence has been shown that 5
percent of Koreans and 15 percent of Cambodians were found to be positive for hepatitis B
surface antigen. In a study from Spain, 21% of migrants from Sub-Saharan Africa were
chronic carriers of hepatitis B. Although screening for tuberculosis is not regularly carried
out, several studies indicated that refugees suffer from it more frequently too (Fassil, 2000).

Many of refugees, expelled and displaced persons in the Balkan region, suffer from
diabetes, hypertension, and coronary heart disease. Some of refugees and IDPs experienced
episodes of malnutrition and poor hygiene and sanitation. Many of them are at high risk of
substance abuse as a coping strategy. Out of all, approximately 20% suffer from severe
Post-Traumatic Stress Disorder (PTSD) with need for emergency psychosocial help.
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Magnitude and consequences of war traumas are far more complex than it appears at first
sight. Disorders that emerge as a reaction to war stress often have long latency periods and a
chronic course. Psychological trauma has a significant role in the development of
psychiatric and somatic disorders, usually followed by family, social and professional
dysfunction. That is especially emphasised in the population of refugees and displaced
persons, with accent on those accommodated in collective centres. PTSD is very complex
condition in terms of its etiology, psychobiology, epidemiology, co-morbidity and
treatment.

Prevention of the public health consequences is particularly relevant and important as
we approach migrants’ population. Central to prevention is the concept of reducing the risk
of occurrence of disease, injury, and disability. Prevention among this underserved
population can be also classified into three levels: primary, secondary and tertiary together
with an integrated approach.

Primary prevention is the basic strategy and includes provision of adequate food and
water, shelter, sanitation, and immunization. When migration is consequence of war and
armed conflicts it includes stopping the violence and reconstruct peaceful negotiations and
sustainable development.

Secondary prevention involves the early detection of health problems through
examination and screening and prompt treatment with consideration of specific
characteristics of the migrants’ population and common refugee profiles. The examination
usually includes a standard medical history with questions about disabilities, substance
abuse and mental health issues, as well as a physical examination. Some countries require
specific testing for tuberculosis, syphilis and HIV. Some specific diseases should be
expected depending on the situation in the migrants’ home country. For example, cervical
cancer is more frequent in some countries because of infrequent or absent Papanicolaou
screening programs. Several countries have developed specific guidelines for early detection
of diseases or unwanted phenomena among migrants. An example of specific screening
recommendations in the US is presented in the Table 2.

Tertiary prevention involves prevention of excess mortality, morbidity, and
consequences once disease or unwanted phenomena have occurred. Most deaths in refugee
and displaced populations are preventable using current and affordable technology. The
challenge is to institutionalise health intervention within the major relief organisations and
to ensure management and logistical systems to support key sustainable intervention with
active participation both of migrants and local community.
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Table 2: Recommendations for Health Screening in Refugees
(slightly modified; source: Gavagan & Brodyaga, 1998).

Area

Specific screening recommendation

General history

Family status, trauma, anxiety, depression

Nutritional status

Dietary history, health habits (including use of tobacco
and illicit substances), hemoglobin or hematocrit, height
and weight

Physical examination

Blood pressure, oral and skin examination, signs of
trauma

Infectious disease, review of previous
immigrations

Check stool for ova and parasites, hepatitis serology,
VDRL and HIV (as indicated)

Chronic diseases like cancer,
hypertension or diabetes

Age-appropriate screening for cancers and other chronic
diseases that are often not screened for in Third World

countries (e.g. Papanicolaou smears)

Contemporary trends related to global migration

It is well known that many complex causes push international migration movement:
bad economic situation in the country of origin, searching for better life, educational
opportunities, escaping from political and physical oppression and torture. On the other side,
Schatzer (2001) has summarized the following trends in international migration:

e growing economic integration and globalization;

e changing geopolitical interests post Cold War brought nationalist/religious
background of conflict to forefront;

e changing demographic trends and gender roles affects international
migration;

e trans-nationalism;

e increasing technological innovation (transport, information);

e growing involvement of smugglers / traffickers; and

¢ harmonisation of policies through regional cooperation.

Given these contemporary trends, the maintenance and improvement of migrants’
physical, mental and social health as well as their quality of life is of utmost importance.
Because of the modern transportation system, health interventions targeting migrants are
difficult to introduce and monitor. That should be evidence based, but there is not enough
and appropriate research to direct health promotion and intervention. Therefore, health
disorders of this population are an important public health issue meriting investigation of
their causes so as to inform preventive action in the future. The complex interaction of these
causes includes investigation of migrants’ socio-economic status, knowledge, attitudes and
different aspects of behaviour, health care needs, health status, and their experience with
health care utilisation. A clear strategy on local, regional, and international levels is needed
for proper implementation and evaluation of health interventions targeting this population.

“Public health workers increasingly appreciate the fragile interaction between

individual host, environment, and infectious agents capable of producing disease. The
consequences of these relationships, including the real and potential vulnerability of
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populations, are becoming increasingly important indicators of national security” (CDC,
2001).

Problems of the migrant population test the public health response and resources of
the nation and expose weaknesses!

Case studies
Presentation of a national Case Study

The student will be required to pick a country or a region of interest to evaluate the
health effects of migration in that specific region. He/she will be required to make a
presentation to the class in form of a seminar (citing recent publications where needed)
which should highlight:

* understanding of international and national migration;

* identifying key factors influencing the health of migrants;

» exploring the current health problems and health care needs of voluntary,
involuntary, and irregular migrants;

» knowledge of prevention of public health problems in migrant populations;

* understanding the main trends influencing the health and the required
interventions in these
population groups.

Suitable countries or regions are (but not necessarily limited to):

North America (USA and Canada)

Mexico and Cuba

South Africa

French North Africa (Algeria, Morocco, Tunisia)

Countries of European union, United Kingdom and Turkey
The Arab GCC countries (Saudi Arabia, Kuwait, United Arab
Emirates, Qatar, Bahrain, Oman)

X/
X4

L)

e

25

X/
°

e

AS

X/
X4

L)

e

%

X Other middle Eastern countries (Iran, Iraq, Syria, Jordan, Israel)
X India

X Thailand

X China

<> Malaysia

X Australia
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Social determinants of health inequalities
Introduction

The largest contribution to health inequalities both within and between countries
around the world is attributable to the social circumstances in which people live and work,
1.e. to the social determinants of health (Marmot, 2005).

According to WHO’s Commission on Social Determinants of Health (WHO,
2008) these circumstances are shaped by the distribution of money, power, and resources at
local, national and global levels.

Social determinants of health affect the health of individuals and communities
throughout life and determine the degree to which a person possesses the physical, social,
and personal resources to identify and achieve personal aspirations, satisfy needs and cope
with the environment (Raphael, 2004). Tarlov (1996) summarized the concept of social
determinants as "the social characteristics within which living takes place".

There are many different determinants considered to be among social determinants
of health (Regidor 2006). In the publication "Social determinants of health: the solid facts"
by Wilkinson and Marmot (Wilkinson and Marmot, 2003) a strong evidence was found for
the relation between socioeconomic status and health, i.e. for 10 social determinants of
health named the social gradient, stress, early life, social exclusion, work, unemployment,
social support, addiction, food, and transport. The organizers of the 2002 York University
conference (Raphael, 2009) identified the following 14 social determinants of health:
aboriginal status, disability, early life, education, employment and working conditions, food
insecurity, health services, gender, housing, income and income distribution, race, social
safety net, social exclusion, unemployment, and job security.

In the last two decades we are witnesses of major developments in public health
policies. Determination and dedication to reduce health inequalities between population
groups have been added to traditional focus of improving the overall health of the
population. The term "social determinants" plays a pivotal role in these new policies
(Graham, 2004).
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A historical perspective

In the middle of the 19th century German social scientist Friedrich Engels (1845;
1987) studied health conditions of the working class in England and pointed out that some
factors like poverty, poor housing, inadequate diet, and day-to-day stress were main
generators to social class inequalities in health and directly led to infections and diseases
among the worst-off.

Rudolf Virchow (1848; 1985), known as the "father of modern pathology"
investigated the epidemic of typhus in Upper Silesia in 1848 and stressed social conditions
as underlying determinants.

There are numerous British researchers whose inquiry related to social
determinants of health and health inequalities. Edwin Chadwick in his report paid special
attention to social determinants influencing health (Flynn, 1965). According to him, disease
is directly related to living conditions.

The Black report represents another important document published in the United
Kingdom in 1978 by a research working group led by Sir Douglas Black (Department of
Health and Social Security 1980). The results suggest that social class affiliation is
important for health and mortality of certain diseases, mainly chronic non-communicable
diseases. A constant social gradient was present for almost all causes of mortality. Those on
the lowest incomes had higher death rates, and worse ill health, at every stage of life.

Like previously mentioned reports on health inequalities in the UK, the more
recently published Acheson report (Acheson 1998) demonstrates the existence of health
inequalities and their relationship to social class.

Latest developments on inequalities in health

In the last decade the European and worldwide institutions implemented numerous
strategies, policies, programmes, and initiatives which affect the social determinants of
health and consequently contribute to reducing health inequalities within and among
countries.

In 2011 the European Parliament adopted a resolution "Reducing health
inequalities in the EU" (European Parliament 2011), which emphasizes the need for:

* equitable distribution of health as one of the global targets for achieving social
and economic development;

« improving databases and scientific bases;

* strengthening community engagement to reduce inequalities in health;

* solving the problems of socially vulnerable groups; and

* developing the contribution of EU polices to reduce inequalities in health.

The latest EU strategy - "Europe 2020" which was adopted in 2010 clearly
highlights the need to reduce inequalities in health as a prerequisite for prosperity and
competitiveness (European Commission 2010). Furthermore, a key action of the EU Health
Strategy "Together for Health" and its implementing instrument - "Third EU Health
Programme 2014-2020" (European Commission, 2014) is to reduce inequalities in health.

Analogously to the strategy "Europe 2020", the WHO launched in 2011 (WHO,
2011a) the process of adopting a new European policy for health - "Health 2020" in which

87



one of the main objectives is to improve the health and wellbeing of populations by
reducing health inequalities.

It is worth to mention that the European Commission established in 2008 an
"Expert Working Group on Social Determinants and Health Inequalities” from the EU,
WHO, OECD and the Council of Europe countries with the task to share information and
good practices on health inequalities, and to provide input into policy development
(European Union, 2015).

The Rio Political Declaration on Social Determinants of Health (WHO, 2011b),
adopted in 2011, expresses global political commitment for reducing health inequities by
acting on social determinants of health. It reminds us that multisectoral approach to address
and possibly tackle health inequalities is needed.

In September 2015 at UN Summit in New York world leaders adopted the "2030
Agenda for Sustainable Development" (United Nations 2015) with 17 Sustainable
Development Goals that the world committed to achieving by 2030. Goal 10 focuses on
fighting inequalities within and among countries by ensuring equal opportunities and
empowering and promoting the social, economic, and political inclusion of all.

Models of social determinants of health

Many models have been developed to show the mechanisms by which social
determinants of health influence health outcomes of the population. They also explain the
relationships between different types of health determinants and locate strategic points for
policy action.

The most commonly used model is Dahlgren and Whitehead’s model (1991)
which represents social inequalities in health as a result of interactions between different
levels of causal conditions, from individual lifestyle factors via social and community
networks to the level of national health policies (Figure 1). In the center of this so called
“rainbow-like model” are individuals arranged by sex, age, and genetic characteristics that
undoubtedly have an impact on their health and that are largely fixed. Surrounding them are
determinants that are theoretically modifiable. For example, poor standards of living in a
society affects individual's choice related to housing, work, social interactions, as well as
eating habits in a negative sense. In addition, cultural beliefs about women's position in
society or attitudes towards ethnic minorities influence their standard of living, social status
and consequently their health.
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Figure 1. Determinants of health

Age, sex and
constitional factors

Source: Dahlgren and Whitehead (1991).

Mackenbach’s model (WHO, 2005) of selection vs. causation stresses the
mechanisms by which health inequalities are generated. Social selection implies that health
selects people to different socioeconomic strata, while social causation explains how social
position determines health.

Brunner, Marmot and Wilkinson’s model (Brunner and Marmot, 1999) also known
as multiple influences across the life-course explains how behavioural, psychological, and
material factors mediate the relationship between social determinants and health outcomes.
Early life, hereditary and cultural factors have strong influence at all stages of life.

Underlying social determinants of health including gender

Educational attainment, income, occupational category and social class are
probably the most often used indicators of current socioeconomic status in studies on social
inequalities in health (Solar and Irwin 2010).

Education

Education is very important social determinant of health and is strongly
interrelated with income and occupation. People with higher educational attainment are far
more likely to be employed and to find more lucrative and better paid job and consequently
to be healthier. It also enables people to acquire necessary skills for identification and
solving both individual and group problems. Educational level influence morbidity and
mortality of numerous diseases. In Sweden Erikson (2001) observed that men with primary
education have two times higher mortality rate than man with doctoral degree. The more
surprising is the fact that men with PhD had two times lower mortality than those with
tertiary education like lawyers and doctors. It can be concluded that health inequalities are
present among people of all levels of education and not merely among those with low and
high education. The study conducted in 22 European countries (Mackenbach et al., 2008)
also found higher mortality rates among people with low education. The magnitude of
educational inequalities from any cause of death varies substantially across Europe in both
men (Figure 2a) and women (Figure 2b). Education-related inequalities are smaller than the
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average for Europe in all Southern European populations and larger than average in most
countries in the Eastern and Baltic regions. For example, in Sweden and Denmark the
relative index of inequality for men is less than 2, indicating that mortality among those with
the least education is less than twice that among those with the most education, while in the
Czech Republic, Hungary, and Poland, the relative index of inequality for men is 4 or higher
(Mackenbach et al. 2008).

Figure 2. Educational inequalities from any cause of death in European countries

A Education, Men
5_

Relative Index of Inequality

B Education, Women
S -

Relative Index of Inequality

Source: Mackenbach et al. (2008).
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Income

There is a clear association between income and ill health. A high income level
reflects a lower mortality rate. One US study (McDonough et al., 1997) clearly shows that
higher household income implies lower mortality. People belonging to the poorest
households are exposed to four times higher mortality risk than those from the richest
households. Gradient was also found between income and health: those who were second
household category according to income had higher mortality than the most affluent while
third household category had worse health compared to the second. American sociologist
Samuel Preston (1975) explained the relationship between income and health as curvilinear.
The famous "Preston curve" shows strong positive correlation between Gross Domestic
Product (GDP) per capita and life expectancy in poor countries (e.g. Nigeria, Pakistan, and
India), i.e. not much wealth is needed to live longer. Conversely, in developed countries
(United Kingdom, Germany, and Japan) life expectancy is less sensitive to GDP
fluctuations.

Employment status

Unemployment has detrimental effect on health. Unemployed people have worse
health and higher risk of premature death compared to those employed (Wilkinson and
Marmot, 2003). Sudden job loss is a main cause of stress, cardiovascular and mental
diseases, as well as, fatal outcome (Ziglio et al. 2002). Unsecure job position, little control
over one's work and high demands all matter for health, especially mental health.

There is negative correlation between type of occupation and morbidity and
mortality measures (Wilkinson and Marmot, 2003). According to the Black report
(Department of Health and Social Security 1980) inhabitants of England and Wales were
classified into five social classes by the occupation of the household head. Mortality rates
for unskilled class (labourer, cleaner) were two and half times higher compared to
professional class (doctors, engineer). The same ratio was found among women affiliated in
social classes by the occupation of their spouses.

Social gradient

The lower the socioeconomic position, the poorer health, and the higher morbidity
and mortality rates. People at the bottom of social hierarchy run at least twice the risk of
serious illness and premature death as compared to those at the top. Social gradient in health
is not confined to the poor. It is present across society, so even among middle class office
workers, staff with lower rank are sicker and die earlier compared to higher ranking staff
(Wilkinson and Marmot, 2003). Differences were also found among civil servants with
stable jobs in the famous Whitehall study (Ferrie, 2004). Men with low-paid jobs had a
mortality rate three times higher than that of men with high-paid jobs and also suffered
much more disease. Both material and psychosocial factors contribute to these differences
(Wilkinson and Marmot, 2003). Autonomy, i.e. control people have over their lives and
possibility of active inclusion and participation in social activities are key factors for health,
wellbeing and longevity (Marmot, 2004). They are foundation of the link between health
and socioeconomic position.

Gender

Gender is a socially constructed concept, while sex refers to inevitable and
unavoidable biological differences between men and women. Gender arises from
differences in socially constructed gender roles related to different attitudes, behaviours,
characteristics, values and inequalities in relative power and influence that shape relations
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between women and men, and boys and girls. In many societies, women and girls have
lower social status, they are less participative in decision making and suffer more systematic
discrimination in access to power, prestige and resources compared to men and boys (WHO,
2002; Annandale and Hunt, 2000). They are often limited in obtaining education and access
to respected and well paid occupations (Solar and Irwin, 2010). Women are also more likely
to work in informal sector like housework and street vending and take lower ranks in the
professional hierarchy (WHO, 2004). As Doyal (2000) noted, fight against gender
inequalities in access to resources would be one of the highest priorities on political agenda
towards gender equity in health. Therefore, as a consequence of the aforementioned facts,
women and girls are at highest risk of negative health effects from gender-based social
hierarchies.

Social inequalities in health

A burgeoning volume of research identified social determinants of health as root
causes and main generators of health inequalities (Marmot, 2005; Jankovic, 2010; WHO,
2008; WHO, 2013a). Furthermore, members of minority groups such as migrants and Roma
populations or patients suffering from socially stigmatised diseases like mental or
HIV/AIDS, are additionally exposed to health inequalities (Janevic, 2012; European Union,
2014).

Social inequalities in health are an important and ongoing public health issue in
the world and a major challenge for adoption and implementation of health policies
(Siegrist, 2004; Acheson, 1998; WHO, 2013a). They present differences in health that are
unnecessary, avoidable, unfair and unjust (Whitehead, 1990). They are also systematic (not
distributed randomly) and socially produced and therefore modifiable (Whitehead and
Dahlgren, 2006a).

There is no country in the WHO European Region, regardless of wealth state, that
is immune to social inequalities in health and tackling them should be a public health
priority for policy decision makers (WHO, 2013a).

Social inequalities in health lead to an increased vulnerability of the population, as
well as, the growing differences in health behavior and outcomes between different
population groups. They are measured by various indicators of health such as life

expectancy, mortality rates, incidence, and prevalence of various diseases and self-perceived
health (WHO, 2010).

Europe is a region with marked inequalities in life expectancy at birth and 16 years
difference is present between countries with the highest and lowest life expectancy.
Inequalities are also found within countries. Those better-off live longer than the most
deprived people (UCL Institute of Health Equity, 2011). Health divide can be also observed
by looking at the mortality rates in EU countries. In Lithuania and Latvia age-standardized
death rate for men in 2010 was almost 1400 per 100.000, while the lowest one was 561 for
Greece. A similar pattern was noticed for females, but less pronounced (European
Commission, 2013).

Influence of social inequalities on morbidity has been studied in many European

countries, and the results of the studies showed a clear association between social
determinants and health status of the respondents (Dalstra et al., 2005; Cavelaars et al.,
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1998; Mackenbach et al., 1997; Siegrist and Marmot, 2006; Kunst et al., 2005; Kaikkonen et
al., 2009, Jankovic et al., 2011, Jankovic et al., 2015). The worse socioeconomic status the
higher probability of assessing poorer health and the higher presence of medical symptoms
and chronic conditions (Dominguez-Berjon et al., 2006; Reijneveld, 1998; Van Lenthe et
al., 2004; Jankovic et al., 2012). Compared to men women are more likely to report their
general health as poor or the presence of a long-standing illness. This can partly be
explained by women's lower socioeconomic position in the society (EU, 2013). It is also
more likely that people with lower education, lower income, unemployed and people who
are engaged in lower paying occupations evaluate their health as poor (McFadden, 2008;
Louckx, 2001; Broom, 2006).

Nowadays social inequalities in health are widening both between and within
countries, despite improved technology, applied best evidence based interventions and
available resources. Faced with this challenge policy decision makers have been searching
for the ways of shifting focus from disease to people bearing in mind conditions of their
daily lives (WHO, 2006). One solution to address and tackle social inequalities in health is
to put more effort for controlling major killer diseases and to improve health systems. But,
improved health systems are not sufficient to solve major health threats. A second belated
reaction is to deal with poverty, which is already the objective of the first Millennium
Development Goal (United Nations, 2012). To decrease social inequalities in health across
the world there is an eminent need for the last reaction which is complementary to health
system’s development and relief of poverty: to take action on the social determinants of
health, i.e. to improve the conditions in which people live, work, grow and age (Marmot,
2005). WHO’s Commission on Social Determinants of Health indicated a broad range of
policies (social, labour, environmental, health) for reducing social inequalities in health
according to existing scientific knowledge. In their final report: "Closing the gap in a
generation: health equity through action on the social determinants of health" (WHO, 2008)
three overarching recommendations were proposed: improvement of daily life conditions,
getting to grips with inequitable distribution of power, money and resources and
measurement and understanding the problem and assessing the impact of action.

Polices should strive to level up the health of the poor. The fairest way to combat
against social inequalities in health is to improve the health of the most disadvantaged faster
than that among the rich. The success in that fight is the only valid indicator of reduced
social inequalities throughout the whole population (Whitehead and Dahlgren, 2006b).

Exercise
Discussing the social determinants of health

Give to every participant a handout with the following questions:

1. What are the determinants which contribute to good health and ill health? List them.

2. Distinguish between biological and social determinants of health, from the list.

3. What are the differences between sex and gender? Give examples.

4. Are there differences in health status across different social groups? If yes, quote
them and the reasons for these differences?

5. List differences in health status between different countries and within your own
country.
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Participants will work in small groups and will write down their responses on a flip chart.
After that whole group discussion facilitated by lecturer will be performed.

Case studies

Source: Blas E, Sommerfeld J, Sivasankara Kurup A (Eds.) (2011). Social determinants
approaches to public health: from concept to practice, a collection of 13 case studies
addressing social determinants of health. World Health Organization. Available at:
http://www.who.int/social_determinants/tools/SD_Publichealth_eng.pdf?ua=1 (accessed 12
March 2016).

The thirteen case studies contained in this publication document the real-life challenges in
implementing health programmes using a social determinants approach, including the
challenges in scaling up, managing policy changes, managing intersectoral processes,
adjusting design and ensuring sustainability:

1.

10.

11.

Heidi Bart Johnston, Anna Schurmann, Elizabeth Oliveras and Halida Hanum
Akhter.Scaled up and marginalized: a review of Bangladesh’s menstrual regulation
programme and its impact, p 9.

Stephanie Sinclair, Amanda Meawasige and Kathi Avery Kinew Youth for Youth—
a model for youth suicide prevention: case study of the Assembly of Manitoba
Chiefs Youth Council and Secretariat, Canada, p 25.

Irene Agurto, Lorena Rodriguez and Isabel Zacarias. Food and vegetable promotion
and the 5-a-day programme in Chile for the prevention of chronic non-
communicable diseases: across-sector relationships and public—private partnerships,
p 39.

Su Xu, Jia Cheng, Chanjuan Zhuang, Shaokang Zhan and Erik Blas. Dedicated
delivery centre for migrants in Minhang District, Shanghai: intervention on the
social determinants of health and equity in pregnancy outcome for internal migrants
in Shanghai, China, p 49.

Siswanto Siswanto and Evie Sopacua Reviving health posts as an entry point for
community development: a case study of the Gerbangmas movement in Lumajang
district, Indonesia, p 63.

Sara Javanparast. Child malnutrition—engaging health and other sectors: the case of
Iran, p 77.

Yesim Tozan, Joel Negin and James Ogola Wariero. The Millennium Villages
Project: improving health and eliminating extreme poverty in rural African
communities, p 91.

Benjamin Uzochukwu, Benjamin Onwughalu, Erik Blas, Obinna Onwujekwe,
Daniel Umeh and Uche Ezeoke. Immunization programme in Anambra State,
Nigeria: an analysis of policy development and implementation of the reaching
every ward strategy, p 105.

Kausar S Khan and Ajmal Agha. Women’s empowerment and its challenges: review
of a multi-partner national project to reduce malnutrition in rural girls in Pakistan, p
117.

Laura C. Altobelli and Carlos Acosta-Saal. Local Health Administration Committees
(CLAS): opportunity and empowerment for equity in health in Perd, p 129.

James Hargreaves, Abigail Hatcher, Joanna Busza, Vicki Strange, Godfrey Phetla,
Julia Kim, Charlotte Watts, Linda Morison, John Porter, Paul Pronyk and Chris
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Bonell. What happens after a trial? Replicating a cross-sectoral intervention
addressing the social determinants of health: the case of the Intervention with
Microfinance for AIDS and Gender Equity (IMAGE) in South Africa, p 147.

12. Jaap Koot, Romanus Mtung’e and Jane Miller Insecticide-treated nets in Tanzania
mainland: challenges in reaching the most vulnerable, most exposed and poorest
groups, p 161.

13. Patrick Harris, Jan Ritchie, Graham Tabi and Tony Lower. Addressing the social
determinants of alcohol use and abuse with adolescents in a Pacific Island country
(Vanuatu), p 175.
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Gender and Health
Differences between sex and gender

Women and men encounter different experiences during their lifetime that go
beyond their biological differences. Biological differences are conditioned by different
genetic structure and biochemical and hormonal mechanisms that make females and males
differently susceptible to certain health outcomes and diseases. For example, breast cancer is
far more prevalent in females than in males, or hypertension, which is more prevalent in
female after menopause, due to the loss of protective function of hormones. Men and
women age differently, with older women more likely to live longer than men with
disabling chronic diseases like diabetes, heart disease and arthritis (UNFPA & HelpAge
International, 2012).

However, the vast majority of other health conditions is influenced by societal
experiences related to certain sex, i.e. being born as a male or female. These experiences are
present throughout the whole lifecycle, from the birth (and sometimes even before birth),
through the childhood, adolescence, adulthood, and aging. People are born as male and
female, but they learn to be boys and girls, men and women. Therefore, sex (male, female)
has to be distinguished from gender (women, men). While sex is genetically and
biologically determined, gender is socially constructed identity that shapes many aspects of
person’s functioning and has implications on health as well. There are historically present
gender disparities that are related to power, decision making, and different societal
expectations of women and man. These differences are present in every culture, although
not to the same extent.

Although gender norms and values are deeply rooted in the culture, they are not
fixed and unchangeable. They might evolve over time and may vary substantially in
different environments. Thus, the poor health consequences resulting from gender
differences and gender inequalities are not static either, and they can be changed.

Cotemporary considerations of gender differences must acknowledge that some
people might consider themselves as transgender persons, which happens when there is a
mismatch between their sexual and gender identity. This population group might experience
inequities at different levels. Their characteristics, health outcomes and challenges they met
deserve special attention, but they will not be a focus of this article.
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Gender and health

Many health issues are linked to gender inequality, such as women’s access to high-
quality health care, meeting their sexual and reproductive health needs, experiencing
gender-based physical and sexual violence, as well as the burden of informal care carried by
women. They all lead to measurable deterioration of women’s health. However,
considerations of gender disparities in health are more than just women’s health. Gender
disparities in health take into account and analyze the impact of the different life styles,
access to resources, risk-taking behavior, and dealing with a peer pressure among men and
women.

There are different mechanisms how gender differences might affect health, starting
from the early childhood. When resources are limited, in some countries around the world
boys might have been given advantage for education in comparison to girls, especially in
low income families. In a long run, there are strong evidences that women’s education is
one of the most important determinants of women’s health, but also the health of their
offspring (Black et al, 2013). Furthermore, girls in some countries might have been forced
into early marriages, before the age of 18, which is almost all countries illegal and
absolutely unacceptable, with profoundly negative effects on their well-being, physical and
mental health, and especially reproductive health.

Societal norms consistently favor men’s position in society relative to women. This
often includes tolerant attitudes related to husbands’ promiscuity, followed by the lack of
use of condoms and preventing women in insisting on its use. It clearly contributes to the
spread of HIV that is caused by gender disparities.

Another important example is women’s access to healthcare services, which might
be compromised if women in some cultures are not allowed to travel alone to visit
physician, or if health care services are not accessible to them for various reasons. In
general, women in society have fewer financial resources that are important for independent
decision making, and they are not empowered enough to make choices that will positively
impact their health.

This is especially relevant when gender-based violence is concerned, which is
present in all countries all around the world, and almost all cultures. On the other hand, men
are more often engaged in risk-taking behavior, as a result of peer pressure, perceived
masculinity, and perceived expectations of society. They are related to alcohol consumption,
smoking, but also involvement in accidents, and interpersonal injuries. In the past, and still
among undereducated groups, smoking is considered as attractive marker of masculinity,
which is nowadays reflected in lung’s cancer mortality rate being higher for men than
women. However, in the future this trend might change, since many women initiated
smoking, but they are quitting less successfully then men (Djikanovic et al, 2010).

Gender in(equity)

Above mentioned gender disparities in health are results of gender inequity and
inequality. Therefore, it is important to define these terms and their opposites (gender equity
and gender equalities). According to the definitions of World Health Organization, gender
equity refers to “fairness and justice in the distribution of benefits and responsibilities
between women and men” (WHO, 2009). This concept recognizes that women and men
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have different needs and strengths, and that these differences should be identified and
addressed to rectify the imbalance between the sexes. Gender inequities are unfair and
avoidable; they lead to inequities in health outcomes, so use of sex-disaggregated data,
additionally stratified for age and other relevant social stratifications, is an imperative in
reporting population health indicators, as well as monitoring and evaluation of the
interventions that aim to improve health or health-related behaviour. Prerequisite for
achieving health equity is addressing gender-based discrimination in policies and practices
at all levels.

Gender equality is “the absence of discrimination (on the basis of a person’s sex) in
providing opportunities; in allocating resources and benefits, or in access to services”
(WHO, 2009). Clearly, these discrimination are presented in all countries around the world,
although to a significantly different extent, which is mainly associated with the level of
development of civil society and respect for human rights in particular society.

Prior to addressing gender inequalities, it is important to conduct gender analysis.
Gender analysis “identifies, analyses and informs action to address health inequalities that
arise from the different roles of women and men, or the unequal power relationships
between them, and the consequences of these inequalities on their health” (WHO, 2009).
Gender analysis is required since people are born female or male but they learn to be girls
and boys, who grow into women and men, which is a part of their gender identity and
determines gender roles. A major strategy to implement gender equality is gender
mainstreaming (Beijing, 1995).

Gender mainstreaming

Gender mainstreaming was defined by the UN Economic and Social Council as “the
process of assessing the implications for women and men of any planned action, including
legislation, policies or programs, in any area, and at all levels. It is a strategy for making the
concerns and experiences of women as well as of men an integral part of the design,
implementation, monitoring, and evaluation of policies and programs in all political,
economic, and societal spheres, so that women and men benefit equally, and inequality is
not perpetuated. It is the ultimate goal of mainstreaming to achieve gender equality” (United
Nations, 1997). Gender mainstreaming is very important in the education of future health
professionals, since it is a long-term strategy that aims at eliminating gender bias in existing
routines in health care, for which involvement of regular actors within the organization is
required (Verdonk et al, 2008).

Case studies

e Case study on gender differences in health in Canada:

Denton M, Prus S, Walters V. (2004) Gender differences in health: a Canadian study
of the psychosocial, structural and behavioural determinants of health. Social
Science and Medicine, 58 (12), 2585-2600.

e Case study on gender mainstreaming in medical education in the Netherlands:
Verdonk P, Benschop YW, De Haes JC, Lagro-Janssen AL. (2008) Making a gender
difference: case studies of gender mainstreaming in medical education. Medical
Teacher 30, €194-201.
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e Review on “women’s health approach” and “gender inequality” in  relationship
with health sector reforms in developing countries:

Standing H. Gender and Equity in Health Sector Reform Rrogrammes: A

Review. (1997) Health Policy and Planning, 12(1), 1-18.
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Structural and social violence
Theoretical background and definitions

The World Health Organization (WHO). provides the most comprehensive definition
of violence defining it as (Krug et al., 2002).: The intentional use of physical force or power,
threatened or actual, against oneself, another person, or against a group or community, that
either results in or has a high likelihood of resulting in injury, death, psychological harm,
maldevelopment or deprivation. Thus, ‘‘the use of physical force or power’’ should be
understood to include neglect and all types of physical, sexual and psychological abuse, as
well as suicide and other self-abusive acts. This definition associates intentionality with the
committing of the act itself, irrespective of the outcome it produces.

Violence can be broadly divided into three broad categories — direct violence,
structural violence and cultural violence: Violence, as defined in the dictionary of human
geography, “appears whenever power is in jeopardy” and “in and of itself stands emptied of
strength and purpose: it is part of a larger matrix of soci-political power struggles”
(Hyndman, 2009).

Structural violence, a term coined by Johan Galtung (Galtung, 1969). and by
liberation theologians during the 1960s, describes social structures—economic, political,
legal, religious, and cultural—that stop individuals, groups, and societies from reaching
their full potential. It refers to a form of violence where some social structures or social
institutions may harm people by preventing them from meeting their basic needs (Farmer et
al., 2006). In its general usage, the word violence often conveys a physical damage;
however, according to Galtung, it is the “avoidable impairment of fundamental human needs
or...the impairment of human life, which lowers the actual degree to which someone is able
to meet their needs below that which would otherwise be possible” (Galtung, 1993). As it is
avoidable, structural violence is a high cause of premature death and unnecessary disability
Gilligan (1997). defines structural violence as "the increased rates of death and disability
suffered by those who occupy the bottom rungs of society, as contrasted with the relatively
lower death rates experienced by those who are above them." Gilligan largely describes
these "excess deaths" as '"non-natural" and attributes them to the stress, shame,
discrimination, and denigration that results from lower status. Because structural violence
affects people differently in various social structures, it is very closely linked to social
injustice and the social machinery of oppression (Farmer 2004, Farmer et al. 2006).
Disparate access to resources, political power, education, health care, and legal standing are
just a few examples.
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Cultural violence refers to aspects of a culture that can be used to justify or
legitimize direct or structural violence, and may be exemplified by religion and ideology,
language and art, empirical and formal science (Galtung 1990). Cultural violence makes
direct and structural violence look or feel "right", or at least not wrong, according to
Galtung. The study of cultural violence highlights the ways the act of direct violence and the
fact of structural violence are legitimized and thus made acceptable in society. One
mechanism of cultural violence is to change the "moral color" of an act from "red/wrong" to
"green/right", or at least to "yellow/acceptable" (Galtung, 1990). Human rights are moral
principles or norms that describe certain standards of human behaviour, and are regularly
protected as legal rights in national and international law They are commonly understood as
inalienable fundamental rights "to which a person is inherently entitled simply because she
or he is a human being," and which are "inherent in all human beings" regardless of their
nation, location, language, religion, ethnic origin or any other status. They are applicable
everywhere and at every time in the sense of being universal and they are egalitarian in the
sense of being the same for everyone (Sepilveda et al., 2004). Human rights are rights (as
freedom from unlawful imprisonment, torture, and execution). regarded as belonging
fundamentally to all persons (Merriam-Webster dictionary, 2014). The rights that everyone
should have in a society, including the right to express opinions about the government or to
have protection from harm (Macmillan Dictionary, 2014).

The concept of human rights in patient care provides a framework for addressing
abuses in health settings and holding governments accountable for general human rights
principles to the context of patient care, including both patients and providers; The
application of the human rights framework to patient care calls for a range of measures, such
as strengthened laws, policies, and guidelines to protect the human rights of patients and
providers; careful documentation of abuses within health care service delivery and legal
remedies to address them; and training for patients and providers on the concept and
application of human rights to patient services. In particular, it is critical to integrate human
rights training for health care providers at all levels (Cohen, 2015).

Although, WHO does not specifically define societal violence, Kelly (2014).
suggests that societal violence is a blending of community and social violence. Societal
violence can range from an interpersonal act of violence between two people on the
playground to a mass shooting by one person. These examples of violence can have a
profound effect on families, local communities, and society as a whole.

However, the definitions above are overlapping and “as violence spreads and
assumes unheard-of forms, it becomes difficult to name in contemporary language”. In
facing such a truth, it is prudent to reconsider violence as ‘horrorism’, as Cavarero proposes
— “Horrorism — as though ideally all the...victims, instead of their killers, ought to
determine the name” (Cavarero, 2009).

The typology developed by WHO (Krug et al., 2002 divides violence into three
broad categories according to characteristics of those committing the violent act: self-
directed violence (upon himself or herself).; interpersonal violence (violence inflicted by
another individual or by a small group of individuals).; collective violence (inflicted by
larger groups such as states, organized political groups, militia groups and terrorist
organizations. These three broad categories are each divided further to reflect more specific
types of violence. Figure 1 illustrates the nature of violent acts, which can be physical,

107



sexual, psychological, involving deprivation or neglect. The horizontal array in Figure 1
shows who is affected, and the vertical array describes how victims are affected.

This typology, while imperfect and far from being universally accepted, does
provide a useful framework for understanding the complex patterns of violence taking place
around the world, as well as violence in the everyday lives of individuals, families, and
communities. It also overcomes many of the limitations of other typologies by capturing the
nature of violent acts, the relevance of the setting, the relationship between the perpetrator
and the victim, and - in the case of collective violence - possible motivations for the
violence. However, in both research and practice, the dividing lines between the different
types of violence are not always so clear.

Collective violence may be defined as the instrumental use of violence by people
who identify themselves as members of a group - whether this group is transitory or has a
more permanent identity - against another group or set of individuals, in order to achieve
political, economic, or social objectives (Krug et al., 2002). Collective violence can be
subdivided into social, political, and economic violence. Unlike the other two broad
categories, the subcategories of collective violence suggest possible motives for violence
committed by larger groups of individuals or by states. Collective violence that is committed
to advance a particular social agenda includes, for example, crimes of hate committed by
organized groups, terrorist acts and mob violence. Political violence includes war and
related violent conflicts, state violence and similar acts carried out by larger groups.
Economic violence includes attacks by larger groups motivated by economic gain — such as
attacks carried out with the purpose of disrupting economic activity, denying access to
essential services, or creating economic division and fragmentation. Clearly, acts committed
by larger groups can have multiple motives (Krug et al., 2002). Various forms of collective
violence have been recognized (WHO, 2012), including:

e Wars, terrorism, and other violent political conflicts that occur within or between
states.

e State-perpetrated violence such as genocide, repression, disappearances, torture,
and other abuses of human rights.

¢ Organized violent crime such as banditry and gang warfare.

Political violence, evidently, often gives a part for the state to play. When “modern
states not only claim a monopoly of the legitimate means of violence; they also routinely
use the threat of violence to enforce the rule of law” the law not only becomes a form of
violence but is violence (Hyndman, 2009). War is a state of prolonged violent large-scale
conflict involving two or more groups of people, usually under the auspices of government.
It is the most extreme form of collective violence (Smihula, 2013). War is fought as a
means of resolving territorial and other conflicts, as war of aggression to conquer territory
or loot resources, in national self-defence or liberation, or to suppress attempts of part of the
nation to secede from it. We know also ideological, religious and revolutionary wars. The
killing fields and the genocide as a whole are one of the many contemporary examples of
state sponsored violence (Ringer, 2002). People were murdered with impunity because it
was not considered a crime.
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Figure 1: A typology of violence
(Source: World Report on Violence and Health, WHO, 2002 (Krug et al. 2002).
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Injuries and violence are a threat to health in every country of the world accounting
for 9% of global mortality — more than five million deaths every year. Eight of the 15
leading causes of death for people between the ages of 15 and 29 years are injury-related:
road traffic injuries, suicides, homicides, drowning, burns, war injuries, poisonings and falls
(WHO, 2008). The burden of disease due to injuries, particularly road traffic accidents,
interpersonal violence, war and self-inflicted injuries is expected to rise considerably by the
year 2020 (WHO, 2012). WHO data in 2008 show that - on a global level - violence is a
substantial public health problem. Globally, deaths due to violence exceed that of malaria,
traffic injuries and tuberculosis (WHO, 2014).

There are major variations in violence mortality rates between different regions in
the world and between different gender and age groups. Overall, violence is among the
leading causes of death worldwide for people aged 1544 years (Krug et al., 2002). Over
70% of the global mortality due to interpersonal violence occurs among young persons aged
between 15-44 years (WHO, 2008; WHO, 2012). Violent deaths in low-to-middle income
countries occur at more than twice the rate of high income countries (32.1 vs. 14.4 per
100.000)., due to a greater number and variety of hazards that expose inhabitants to
violence, and fewer resources for violence prevention, the treatment of resulting injuries,
and victim rehabilitation (Krug et al., 2002; WHO, 1996). In low to middle income
countries homicide and war are dominant, while in high income countries suicides
predominate (WHO, 1999; Tozija et al., 2006; Tozija et al., 2007).

The region with the largest number of deaths is the African region. In the African
region and Latin America homicide rates are nearly three times greater than suicide rates
whereas in the European and South-East Asia region suicide rates exceed homicide rates by
a factor of two, in the Western Pacific region even by a factor of 5 (WHO, 2012).
Interpersonal violence mortality rates are highest among males in low- and middle-income
countries of Latin America and Africa. Females in Africa have the highest interpersonal
violence mortality rates.
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Deaths are only the most visible part of the interpersonal violence iceberg, and for
every death there are many more non-fatal cases. Of the hundreds of victims that survive,
many require emergency medical treatment and a significant proportion suffer long term
physical and mental health consequences (Tozija et al., 2005). Interpersonal violence occurs
in the home and in public settings (such as streets, bars, clubs, workplaces, schools,
hospitals and residential care facilities). It is widespread, but discrete and far less visible
than the collective violence of terrorism and war. The highest rates of interpersonal violence
occur in the poorest communities with the fewest resources to cope with financial, social
and psychological strains (Krug et al., 2002). Unfortunately, precise national and
international estimates of non-fatal violence are missing, partly because of under-reporting
due to a range of factors, including inadequate victim services in the health and criminal
justice systems (Tozija, 2009). Violence can have a number of negative effects on the health
of those involved such as physical, mental health, behavioural consequences and
reproductive consequences (WHO, 2012).

There are direct and indirect violence related costs to the individual, family,
community and society as a whole (Tozija, 2013). The majority of victims of violence are in
the most economically productive age range of 15-44 years, and for every one of the
thousands of millions of dollars spent on direct medical care for victims, many more
financial resources are lost due to indirect factors such as time away from work and
disruption of family routines. The direct costs and indirect costs of lost productivity due to
interpersonal violence represent an enormous economic burden to victims, families and
society. The economic burden of interpersonal violence in the USA has been estimated to be
3.3% of GDP, while in England and Wales the annual total costs from violence are
estimated at US$ 40.2 billion (WHO, 2007).

Examples of violence

Structural violence is often a major determinant of the distribution and outcome of
disease, but is it not in wider circulation in medicine and public health. One reason is that
medical professionals are not trained to make structural interventions. Physicians can rightly
note that structural interventions are “not their job.” Yet, since structural interventions might
arguably have a greater impact on disease control than do conventional clinical
interventions, we would do well to pay heed to them (Farmer et al., 2006). As long as
medical services are sold as commodities, they will remain available only to those who can
purchase them. National health insurance and other social safety nets, including those that
guarantee primary education, food security, and clean water, are important because they
promise rights, rather than commodities, to citizens. The lack of these social and economic
rights is fundamental to the perpetuation of structural violence (Farmer, 2005). Structural
violence and direct violence are said to be highly interdependent, including family violence,
racial violence, hate crimes, terrorism, genocide and war. Institutionalized elitism,
ethnocentrism, classism, racism, sexism, heterosexism and ageism are some examples of
structural violence as proposed by Galtung (1993).

Often structural violenc, such as racism and sexism, has become such a common
occurrence in society that it is almost invisible. Despite this fact, sexism and racism have
been the focus of intense cultural and political resistance for many decades (Farmer et al.,
2006).
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Structural violence affects the availability of health care in the sense that physicians
often need to pay attention to broad social forces (racism, gender inequality, classism, etc.).
to determine who falls ill and who will be given access to care. It is more likely for
structural violence to occur in areas where biosocial methods are neglected in a country's
health care system.

The concept of structural violence is used to show how medical professionals are not
trained to understand the social forces behind disease, nor are they trained to deal with or
alter them. Structural violence is an issue not only in developing countries, but also in North
America. For example, it has had a significant impact on diagnosis and treatment of AIDS
in the United States. A study by Moore et al. (1990). found that blacks had a significantly
smaller chance of receiving treatment than whites. Farmer et al. (2006). claim that
"structural interventions" are the only solution.

Structural violence also exists in the area of mental health where systems are
designed to ignore the lived experiences of people with mental illnesses when making
decisions about services and funding without consulting with the ill, including those who are
illiterate, cannot access computers, do not speak the dominant language, are homeless, are
too unwell to fill out long formal surveys, or are in locked psychiatric and forensic wards.
Online-only consultation may be inappropriate for people with a lived experience of mental
illness. Structural violence is also apparent when consumers in developed countries die from
preventable diseases 15-25 years earlier than do people without a lived experience of
mental health.

Kelly in her book (Kelly, 1984) presents examples of structural violence and its
burden: “A third of the 2 Billion people in the developing countries are starving or suffering
from malnutrition. Twenty-five per cent of their children die before their fifth birthday. Less
than 10 per cent of the 15 million children who died this year had been vaccinated against
the six most common and dangerous children's diseases. Vaccination costs £3 per child. But
not DOIng so costs us five million lives a year. These are classic examples of structural
violence”.

In recent years, an enormous amount of attention has been focused on social
violence, in particular violence that affects the nation’s youth. Violent acts, such as the
shootings at Columbine (1999)., Virginia Tech (2007)., Aurora Movie Theater (2012)., and
more recently at the Sandy Hook Elementary school (2013). have had a profound effect on
today’s youth and adults. These shootings are examples of social violent acts; however,
other forms of social violence occur every day throughout the United States (Kelly, 2014).

According to the US Bureau of Justice Statistics (2013). from 1992 to 2011, there
was a 49% decrease in homicides. In addition, from 1994 to 2011, there was a decrease in
intimate partner violence (IPV). for females (72%). and for males (64%). Homicides among
youth declined by 22%; however, this age group still had the highest homicide rate. Despite
the decrease of homicides, there was actually an increase in violent victimization (rape,
sexual assault, robbery, simple and aggravated assault). for those 12 years and older.

Researchers have explored the influence social violence has on the victims. For
example, Graham-Bermann & Seng (2005). and Kelly (2010). found that exposure to social
violence has an immediate and direct direct negative impact on youths’ physical and mental
health. Further, there is evidence showing that the consequences of violence can continue to
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have a lasting impact on their adult lives (Scarpa 2001). The lasting effect of exposure to
violence on youth in our society warrants and deserves attention from all healthcare
professionals.

Wars grab headlines, but the individual risk of dying violently in an armed conflict
today is relatively low. For example, between 1976 and 2008, African Americans were
victims of 329,825 homicides (BJS, 2013; US Census Bureau, 2012). Although there is a
widespread perception that war is the most dangerous form of armed violence in the world,
between 2004 and 2007 a person living in a conflict-affected country had a risk of dying
violently in the conflict of about 2.0 per 100,000 population. This compares to the average
world homicide rate of 7.6 per 100,000. This highlights the value of accounting for all forms
of armed violence rather than an exclusive focus on war related violence. Certainly, there
are variations in the risk of dying from armed conflict at the national and subnational level,
and the risk of dying violently in a conflict in specific countries remains extremely high. In
Iraq, for example, the direct conflict death rate for 2004—07 was 65 per 100,000 people per
year and, in Somalia, 24 per 100,000 people. This rate even reached peaks of 91 per 100,000
in Iraq in 2006 and 74 per 100,000 in Somalia in 2007 (Krause et al., 2008).

The genocide in Cambodia in the 1970s, under the Khmer Rouge and Pol Pot, ended
with the murder of over two million Cambodians - 25% of the Cambodian population.
About fourteen thousand of these people were murdered at Choeung Ek, an extermination
camp that came to be called the Killing Fields. Murdered arbitrarily — a person could be
killed for wearing glasses which associated it with intellectuals, and so, part of the enemy.
The killing fields and the genocide as a whole are one of the contemporary examples of state
sponsored violence (Ringer, 2002). People were murdered with impunity because it was not
considered a crime.

Since the Industrial Revolution, the lethality of modern warfare has grown. World
War I casualties were over 40 million and World War II casualties were over 70 million.
Nevertheless, the actual deaths from war may have decreased compared to past centuries.
In War Before Civilization Keeley (2004). calculates, that 87% of tribal societies were at
war more than once per year, and some 65% of them were fighting continuously. The
attrition rate of numerous close-quarter clashes, which characterizes endemic warfare,
produces casualty rates of up to 60%, compared to 1% of the combatants as is typical in
modern warfare. "Primitive Warfare" of these small groups or tribes was driven by the basic
need for sustenance and violent competition. Their environment dictates the size of their
groups for the most part and they would include only as many people as the tribe could
provide for. The small group size also made moving much easier if needed, once resources
were becoming scarce in the area.

Prevention and intervention — different approaches

Violence is an outcome of a complex interaction of many factors at different levels:
individual, relationship, biological, social, cultural, economic, political and environmental
factors. Understanding how these factors are related to violence is one of the important steps
in the public health approach to prevent violence on several different levels at once (Tozija
etal., 2013).

There are a number of factors that contribute to violence at all levels: Individual
level: demographic factors, psychological and personality disorders, history of violent
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behaviour and having experienced abuse; Relationship/family level: poor parenting, marital
conflict, friends who engage in violence.; Community level: concentration of poverty, high
residential mobility, high unemployment, social isolation and illicit drug trade; Social level:
multiple social inequalities, norms that support violence, availability of means, weak police
and criminal justice system.

The human rights approach is based on the obligations of states to respect, protect
and fulfill human rights and therefore to prevent, eradicate and punish violence. It
recognizes violence as a violation of many human rights: the rights to life, liberty, autonomy
and security of the person; the rights to equality and non-discrimination; the rights to be free
from torture and cruel, inhuman and degrading treatment or punishment; the right to
privacy; and the right to the highest attainable standard of health. These human rights are
enshrined in international and regional treaties and national constitutions and laws, which
stipulate the obligations of the state, and include mechanisms to hold states accountable.
The Convention on the Elimination of All Forms of Discrimination Against Women, for
example, requires that countries party to the Convention take all appropriate steps to end
violence against women. The Convention on the Rights of the Child in its Article 19 states
that States shall take all appropriate legislative, administrative, social and educational
measures to protect the child from all forms of physical or mental violence, injury or abuse,
neglect or negligent treatment, maltreatment or exploitation, including sexual abuse, while
in the care of parent(s), legal guardian(s) or any other person who has the care of the child.

The public health approach is a science-based, multi-disciplinary approach for
understanding and preventing violence. The approach is intended to help coordinate actions
by representatives of the many different sectors relevant to violence prevention, including
welfare, social work, education, employment, health, police and justice. The public health
approach consists of four steps: describing and monitoring the problem; identifying the risk
and protective factors; the development and evaluation of prevention programmes; and the
implementation and dissemination of these programmes (Krug et al., 2002). Information
arising from activities in steps 1 and 2 is vital for developing and evaluating interventions
(step 3)., and for widespread implementation and dissemination of proven and promising
strategies (step 4). Individual violence prevention programmes will usually include activities
relevant to only some of the steps, while national-level violence prevention policies and
plans should ensure that all steps are adequately addressed, and that programmes dealing
with the different steps are fully informed about the data and evidence from each of the
other steps (Tozija, 2009).

The ecological model developed in the World report on violence and health is used
to capture this complexity and understand the root causes and risk factors of violence as a
basis for developing prevention strategies at four levels: individual, social relationship,
community, and social (Krug et al., 2002; Sethi et al., 2004).: “Whilst some risk factors may
be unique to a particular type of interpersonal violence, more often the various types of
violence share a number of risk factors”. To address the multilevel risk factors, prevention
programmes also need to operate on multiple levels (Tozija et al., 2012). The ecological
model serves a dual purpose in this regard, it explores the relationship between individual
and contextual factors and considers violence as the product of multiple levels of influence
on behaviour: each level in the model represents a level of risk and each level in the model
can also be thought of as a key point for intervention (Krug et al., 2002).
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Evidence shows strong relationships between levels of violence and potentially
modifiable factors such as concentrated poverty, income and gender inequality, the harmful
use of alcohol, and the absence of safe, stable, and nurturing relationships between children
and parents. Scientific research shows that strategies addressing the underlying causes of
violence can be effective in preventing violence (WHO, 2010). However, the challenge is
obvious: many countries cannot afford to stop the harmful cycle of structural
violence. (Farmer et al. (2006) argue that the major flaw in the dominant model of medical
care is that medical services are sold as a commodity, remaining only available to those who
can afford them. Medical professionals still continue to operate with a focus on individual
lifestyle factors rather than general socio-economic, cultural, and environmental conditions.
One response is to incorporate medical professionals and to acknowledge that active
structural interventions are necessary to address the real public health issues.

Multilevel prevention strategies

Traditionally public health interventions are characterized in terms of three levels of
prevention, which relate back to the temporal dimension of the Haddon Matrix (WHO,
2012; Haddon 1980). Primary prevention involves strategies and interventions to stop
violent events from taking place, and are related to the time before violence actually occurs
(pre-event phase).; Secondary prevention includes strategies aimed at minimizing harm that
occurs during and/or is following a violent event and preventing re-victimization and re-
offending; Tertiary prevention includes all activities for the treatment and rehabilitation of
victims and perpetrators and facilitating their re-adaptation to society (post-event phase).

Another way of defining prevention activities focuses on the target group of interest
on three levels: Universal interventions that target everyone within the population without
regard to their differences in the risk of becoming a victim or perpetrator (e.g. the enactment
and enforcement of laws to regulate the consumption of alcohol and firearm ownership).;
Selective interventions target people at enhanced risk of violence only (e.g. parent training
and home visitation for high-risk families in selected low-income settings).; Indicated
interventions are applied to individuals and groups that have already been involved in
violent behaviour (as perpetrators and/or victims). in an effort to reduce re-victimization and
repeat offending.

Passive versus active interventions: Passive interventions are those aimed at
preventing violence where the individual is not required to take any action and are
independent of human behaviour; Active interventions are those where an individual’s
behaviour is involved and is important for their success. Community level prevention
includes raising public awareness about violence, stimulating community action, and
providing care and support for victims, addressing community level risks and the physical
and social characteristics of settings such as schools, hospitals, neighbourhoods and
workplaces (Krug et al., 2002). Social level prevention strategies include changes in
legislation, policies, and the larger social and cultural environment in order to reduce the
risk of violence both in various settings as well as in entire communities. Governments may
launch broad programmes to benefit society, which may be aimed at reducing interpersonal
violence either directly or indirectly such as: reduction of income inequality, de-
concentrating poverty, enforcing laws prohibiting the illegal transfer of guns, strengthening
and improving police and judicial systems, reforming educational systems, establishing job
creation programmes for the unemployed (Krug et al., 2002).
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The aim of violence prevention programmes is to reduce the amount and severity of
violence in the target population. It is important that the development of prevention
strategies is evidence-based. That is, the design of an intervention needs to be based on
accurate data concerning the problem and its risk factors (Tozija et al., 2013). The
effectiveness of interventions also needs to be rigorously evaluated and reviewed to
determine whether they have worked and whether they continue to work. As funding for the
development and implementation of prevention strategies is usually limited, it is important
to check that the money is being well spent (Butchart et al., 2004; Sethi et al., 2004).
Further, it needs to be kept in mind that while an intervention may work effectively in one
community, it may not readily transfer to another community with different culture and
economy.

Violence prevention work should therefore be conducted at different levels by a
range of international, national, local government and civic groups. The United Nations,
world economic agencies, human rights organizations, national governments, non-
governmental agencies, and concerned individuals have initiated prevention activities. Some
outstanding successes in preventing violence have been well evaluated and well
documented, whereas others, particularly those in developing countries, remain unevaluated
and poorly described (Butchart et al., 2004).

Interpersonal violence prevention programmes may focus directly on one or two risk
factors, or may address many different risk factors target one or more at-risk environments,
one or more at-risk groups, and sub-groups or whole populations, and one or more different
ecological levels at the same time (Butchart et al., 2004). Some programmes have violence
prevention as their only objective, while in others the prevention of violence is one among
many aims, such as community empowerment programmes and pre-school enrichment
programmes that, while aimed primarily at increasing education performance, have also
been demonstrated to be effective in reducing youth violence and the risk factors for youth
violence (Tozija, 2009). The health sector has primary responsibility for carrying out
interventions and monitoring their impact, advocate, collaborate, evaluate. If the primary
responsibility for implementation lies with another sector, health has a crucial role in calling
for the intervention, collaborating with other sectors in its implementation and monitoring
the intervention’s impact; also to discourage continued investments in interventions that
have been shown to be ineffective or counterproductive to avoid waste of scarce resources
(WHO, 2007; Tozija et al., 2006). Countries such as Haiti and Rwanda have implemented
structural interventions with positive outcomes. Examples include prohibiting the
commodification of the citizen’s needs, such as health care, ensuring equitable access to
effective therapies, and developing social safety nets. These initiatives increase citizen's
social and economic rights, thus decreasing structural violence. However, for these
structural interventions to be successful, medical professionals need to be capable of
executing such tasks. When planning responses to violent conflicts, recommended
approaches include assessing at an early stage who is most vulnerable and what their needs
are, co-ordination of activities between various players and working towards global,
national and local capabilities so as to deliver effective health services during the various
stages of an emergency (Krug et al., 2002).

Exercise

In this exercise the students will work in small groups and will have three tasks:
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Task 1:The students will look at publications on structural and social violence and
armed conflicts and discuss the different methodologies used to study and address this
problem.

Task 2:The students will apply the human rights approach, the public health
approach, and the ecological model to analyse the situation in their countries regarding the
multilevel root causes and risk factors for structural and social violence and armed
conflicts.

Task 3: Case problem analysis will be used for review the existing and potential
evidence-based multilevel prevention measures for structural and social violence and armed
conflicts.
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Topics

Disasters and major emergencies affect people’s lives in many
different aspects — their health, security, housing, access to food,
water and other life commodities. Therefore, it is vital to strengthen
the disaster/emergency preparedness as well as the response to
different natural and man-made disasters. The disaster management
plays a crucial role in the mitigation of disaster consequences. The
aim of the disaster management is to support the countries in building
their disaster response capacities.

The disaster management has specific roles in the pre-event and in
the post-event phases. The main element of the pre-disaster period is
the mitigation i.e. preparedness as a key element of the overall
mitigation process. The main goal of preparedness is to create
readiness, which is described as an ability to quickly and
appropriately respond when required. Different emergencies/disasters
result in different consequences.

Therefore, any preparedness is based on the early and initial risk
assessment. The preparedness process would be created as a generic
preparedness i.e. “all-hazard preparedness” or “specific” hazard’s
related preparedness process (preparedness for natural disasters,
biological and chemical attacks and accidents, nuclear and
radiological preparedness, terrorist attacks etc.). The challenge of the
preparedness planning process is to put in place systematic capacities
such as: legislation, plans, coordination mechanisms and procedures,
institutional capacities and budgets, skilled personnel and
information for measurable reductions of loss and damages. So,
special attention should be paid to the preparedness of the criticall
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infrastructure - health, food, water, finance, information and
communication technology, safety, transport, manufacturing etc. The
preparedness must be supported by formal institutional, and should
be based on their legal and budgetary capacities. According to the
responsibility for implementation and the possible recipient/user, the
preparedness actions have two components: governmental and
population based preparedness. The governmental preparedness is
composed of five main categories of activities: planning
(development of the Emergency Operation Plans — EOPs),
resources/equipment, training, exercises and statutory authority. The
preparedness of the public (individuals and business community) is
consisted of the actions taken towards enabling ordinary citizens to
help themselves, their families, their neighbors, but also helping
complete strangers.

Public health emergencies are multidimensional, dynamic situations
that overwhelm existing healthcare and public health infrastructure,
which consequence is adverse community health effects. The
preparedness for all health emergencies and the ability to and
respond to them, require up-to-date knowledge and skills and
prepared workforce to handle all the challenges and to protect the
health of citizens. Public health emergency preparedness activities
are all activities taken by healthcare and public health organizations
to ensure effective response to emergencies. The public health
preparedness cycle is the same as the disaster preparedness cycle.
Public health functions during the emergencies are derived from and
support the accomplishment of thel0 essential public health services.
There are 15 public health and health care preparedness capabilities
that can help the development of the public health emergency
preparedness plan.

The establishment of early-warning systems is a key component of
the public health emergency preparedness plans. Usually, now, these
systems are based on surveillance, even though in the past decades
the mathematical modeling was a more frequently used tool for
prediction of dispersion of the harmful agent in the environment and
the exposure assessment of the population to the harmful agent.

An integral part of the overall public health emergency preparedness
plan is the hospital preparedness plan, which has its own
specificities: planning of the emergency/intensive care units; fatality
management; infection control and personal protective measures;
isolation/quarantine  procedure; decontamination; transport of
samples and patients and ethical considerations during the
emergency. The safety of the hospital infrastructure has to be a part
of the preparedness planning.

Learning To understand the concepts and the language of disaster and disaster
objectives management; to learn how to improve “all-hazard” or “specific”
hazard preparedness planning, what are the components of the
preparedness process, what the governmental responsibilities are and
how the public preparedness can be improved.

Specific learning objective of this module is to teach students what
are the public health emergencies and the specifics of the public
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health emergency preparedness planning, with special focus on the
hospital preparedness process and related ethical considerations.

Teaching Lectures, interactive small group discussions, case studies, and

methods international field practice.

Who should Those who pursue an international career in public health

apply management, policy development, research or advocacy.

Career Teaching and/or research careers in academic environments;

opportunities leadership positions in the health care sector, policy makers, private
industry and Non-Governmental Organizations; freelance consulting

Assessment of e Four exercises (25%).

students e “Term-paper” (20%)

e Oral case simulations (20%): 8 scenarios will be distributed
between the

students with a maximum of 2 students presenting per scenario
¢ Final written exam, closed book (35%), based on multiple choice

questionnaire (MCQ)
COMMENTS on | Please comment
the module by
lecturers and
students

Disaster and public health emergencies preparedness — what do they have in common?

“In order to mitigate the losses and to prevent disaster situation local community, country
and the international environment should be prepared” — Prof. Luka Kovacic, a

conscientious and gifted teacher, diligent and organized scientist, and professor who was
always ready to help both students and colleagues.

Introduction

The term disaster has its roots in the Latin dis- and astro, meaning “away from the
stars” or, in other words, an event to be blamed on an unfortunate astrological configuration.
Disasters occur when a hazard risk is realized. There is a caveat to this definition, however:
to be considered disastrous, the realized hazard must overwhelm the response capability of a
community (On-line Etymology Dictionary).

Disasters are not new phenomena specific for an era of technological development
and surely they are not just hydro-meteorological, geophysical, and biological hazards
which occurrence is usually connected with a climate change. Time and time again,
epidemics and pandemics have resulted in sizable reductions of the world’s population. In
the fourteenth century, the Bubonic plague (Black Plague) has decreased as much as 50
percent of a population across Europe. Many theoreticians suggest that some of history’s
greatest civilizations, including the Mayans, the Norse, the Minoans, and the Old Egyptian
Empire, had disappeared under the effects of floods, famines, earthquakes, tsunamis, El
Nifio events, and other widespread disasters. Nowadays, there is a standing that a worldwide
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drought in the eighth and ninth centuries caused the fall of the Mayan Empire in Mexico and
the Tang Dynasty in China (Fagan, 2009).

Definition and some characteristics of disasters

A serious disruption of the functioning of a community or a society involving
widespread human, material, economic or environmental losses and impacts, which exceeds
the ability of the affected community or society to cope using its own resources is a disaster.
The impacts of a disaster may include loss of life, injury, disease and other negative effects
on human physical, mental and social well-being, together with damage to property,
destruction of assets, loss of services, social and economic disruption and environmental
degradation. In contemporary academia, disasters are seen as the consequence of
inappropriately managed risk. A disaster is product of a combination of both, hazards and
vulnerability, found together at the same place in the same time. Hazards that strike in areas
with low vulnerability will never become disasters, as is the case in uninhabited regions. A
disaster should be differentiated from a catastrophic event, because coping with a
catastrophe needs greater human and material resources and requirements for  policy,
procedures, and legal modifications, which go beyond conventional planning practice. In
most cases, catastrophes exceed national boundaries and have international character.

Disasters are not always limited to a single hazard. Sometimes two or more
completely independent disasters occur at the same time; for instance, an earthquake strike
during a flood would be a compound disaster. It is more common that one disaster triggers a
secondary hazard. Some secondary hazards, such as a tsunami, only occur as a result of a
primary hazard, such from earthquakes, volcanoes, or landslides. Compound disasters,
which can occur either sequentially or simultaneously with one or more disasters, have a
tendency to exacerbate consequences and increase the number of dead, victims and property
damage (Kovacic, 2015).

Disasters are measured in terms of the lives lost, injuries sustained, property
damaged or lost, and environmental degradation. These consequences are manifested
through direct and indirect losses. Direct losses can be measured in terms of money that is
directly lost as a result of a damage to a property, equipment and inventory. Indirect losses
are those losses which are more difficult to measure in money’s value, such as failure of a
business because of unexpected changes in the business environment.

The threshold level of the responsibilities of the local/national/international

communities in the scope of the required resources for planning and response during the
local or statewide incident, disaster, and crisis is shown in Figure 1 (Coppola, 2006).
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Figure 1. Planning threshold framework of the incident, disaster and
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Source: COPPOLA, D. P. 2015 Chapter 5 - Preparedness. In: COPPOLA, D. P.
(ed.) Introduction to International Disaster Management (Third Edition). Boston:
Butterworth-Heinemann; page 283

Disasters may be sudden-onset or “creeping.” Sudden-onset disasters often happen
with little or no warning, and most of their damaging effects are sustained within hours or
days (earthquakes, tsunamis, volcanoes, landslides, tornadoes, and floods). Creeping
disasters occur when the ability of response agencies to support people’s needs degrades
over weeks or months, while they can persist for months or years (drought, famine,
humanitarian crises, armed conflict, etc.).

Definition of emergency

An event or situation which causes or threatens serious damage to human welfare,
deaths and injuries; which causes serious damage to property or the environment or
disruption to the community and/or which can seriously damage national or international
security is an emergency. Not all emergencies are disasters. Only those that overwhelm
response capacity can generate disasters, which mainly depend on the preparedness to
respond to the needs of the community during such events.

Emergency events (similarly to disasters) can generally be categorized as planned or
unplanned. Furthermore, some events result from natural causes and some from man-made
causes. Naturally caused events may be triggered by weather or geological instability. Man-
made events may originate from accidents or intentional acts (terrorism). The more
predictable events (those resulting from weather or man-initiated accidental causes) may be
controlled better than those from less predictable sources (geological occurrences or
unintentional man-made disasters).

Is there a difference between a disasters and emergencies and is it important? The

key differences between emergencies and disasters are generally twofold—the methods of
response and the incident’s impact.
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The second key difference between the two is their scope of impact. Disasters tend
to affect all normal activities in a large geographic area. Emergencies, on the other hand, are
more contained, disrupting normal activities in a particular community or a single facility.
The following summarizes the key similarities and differences between emergencies and
disasters (Laszcz-Davis, 2009).

Table 1.Similaritiies and differences between emergencies and disasters

SIMILARITIES DIFFERENCES
. Both begin as unexpected occurrences, . Differing
with little or no warning methods of response
. Both produce negative effects . Differing
. Both require immediate response resources available
. Both may well have available personnel . Differing impacts
and resources that are initially overwhelmed by
demands for their services
. Both have similar goals—save lives,
protect property, mitigate impact and hasten recovery

In summary, disasters and emergencies can be caused with the occurrence of the
same hazard. The preparedness and basic response approaches adopted in addressing
emergencies and disasters are similar; however, the incident’s scope of impact and resources
utilized may well differ.

Definition of hazard

Emergencies and disasters are consequences of the occurrence of a hazard(s). A
hazard is a dangerous phenomenon, substance, human activity or condition that may cause
health impacts, property damage, social and economic disruption, or environmental damage.
Such hazards arise from a variety of geological, meteorological, hydrological, oceanic,
biological, and technological sources, sometimes acting in combination. In technical
settings, hazards are described quantitatively by the likely frequency of occurrence of
different intensities for different areas, as determined from historical data or scientific
analysis.

Disasters through numbers

Now more than ever, individuals, communities, organizations, and countries face the
risk for serious events such as fires, energy curtailments, explosions, bomb threats, civil
disorders, workplace violence, utility failures, earthquakes, severe weather conditions,
hazardous chemical spills/releases, vapor clouds, oil/product spills, biological insults, and
terrorist threats that can impact life, property, peace, security, and the environment.

In 2015 were reported 346 disasters: 152 floods, 90 storms, 32 droughts, 20
landslides, 19 earthquakes, and tsunamis etc. The economic loss is estimated at 66.5 billion
USS$. With 22,773 deaths in 2015, the overall disaster mortality was considerably down on
the ten-year (2005-2014) average of 76,424 deaths. In 2015, a total of 98.6 million people
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were affected by disasters. A remarkable fact is that 50.5 million people were affected in
major droughts, which is well above the ten-year average of 35.4 million. Traditionally, the
largest number of casualties comes with the floods in any given year, however, last year,
floods came in second place when 152 floods affected 27.5 million people and claimed
3,310 lives. 2015 was the hottest year on record and this contributed to a major loss of lives
from heat waves. Overall, 7,346 deaths were recorded and 1.2 million people were affected
by extreme temperatures in 2015 (IFRC, 2015). Such decreasing figures (except for
droughts) may indicate that the disaster preparedness and early warnings have demonstrated
their effects, however further investigation should be executed to prove such observation.

Disaster management and disaster management cycle

Disaster management is defined as knowledge and capacities developed by
governments, communities and individuals to effectively anticipate, respond to, and recover
from likely, imminent or current hazard events or emergency situation. The aim of disaster
management is to reduce (avoid, if possible) the potential losses from hazards, to prepare
and to assure prompt and appropriate response during the disaster and to achieve rapid and
durable recovery.

Disaster management cycle is composed of three general phases: prevention and
preparedness, emergency/disaster response and recovery (Allen, 2015). Sometimes, for

academic or organizational purposes, those phases would be even sub-categorized as shown
on the following figure.

Figure 2. Disaster cycle from different aspect

Management

N

All activities which are necessary for ensuring an effective disaster management
should be performed in a pre-event or in a post-event period. The aim of those activities is to
ensure an appropriate disaster mitigation (pre-event) and effective disaster response (post-
event). The components of the disaster management are shown on the next diagram.
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Figure 3. Leading activities in pre-event and post-event disaster management
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Disaster/emergency preparedness

The core element of the effective disaster mitigation is preparedness. The systematic
process of using administrative measures, organizations, and operational skills to implement
strategies, policies, and improved coping capacities in order to lessen the adverse impacts of
hazards and to minimize the opportunity for development of emergencies (disasters) is
called emergency (disaster) preparedness.

Preparedness means proper planning, resource allocation, and training, including
simulated disaster response exercises. Preparedness is always based on a sound risk
assessment analysis and good linkages with early warning systems. The risk assessment
analysis is composed of two types of risk assessment:

e Early risk assessment
e Initial risk assessment

Three general priorities should be identified for early risk assessment: locating the
problem, determining the magnitude of the problem, and determining of immediate
priorities. The initial needs assessment is based on the situation analyses of available
resources and there are about 5 essential (set as minimum) needs during the disaster: water
and sanitation, health services, shelter, food and nutrition and coordination activities.
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Preparedness means developing a proper plan for ensuring that all elements of the
early and initial risk assessments are well recognized and mechanisms for minimizing the
risk and saving of lives and properties are appropriately established and coordinated. The
main goal of preparedness is to create a readiness which is described as an ability to quickly
and appropriately respond when required. Different emergencies/disasters result in different
consequences. Therefore, the preparedness process would be created as a generic
preparedness i.e. “all-hazard preparedness” or “specific” hazard’s related preparedness
process (preparedness for natural disasters, biological and chemical attacks and accidents,
nuclear and radiological preparedness, terrorist attacks etc.). The U.S. Homeland Security
Department has developed 15 different preparedness and planning scenarios for different
types of hazards (Clements, 2009).

Additionally, specific preparedness plan may be targeted for the protection of the
critical infrastructure of the community, aiming to reduce vulnerabilities and strengthen the
resilience of critical infrastructure across the ten sectors:

. Health . Safety

. Food . Energy and utilities

. Finance . Manufacturing

. Water . Government

. Information and Communication . Transportation
Technology

Critical infrastructure is the backbone of modern society and it is essential to
national prosperity. The infrastructure enables a nation’s productivity, quality of life, and
economic progression by driving growth, creating jobs and improving productivity, quality
of life and efficiency. Networked infrastructure, such as transportation and communications,
boosts long-term economic outputs.

Responsibility and end-users of the preparedness planning

Preparedness must be supported by formal institutions and to be based on their legal
and budgetary capacities. Preparedness actions and activities can be divided according to the
responsibility for implementation and possible recipients/users. Therefore, preparedness
activities have two components: governmental and population based preparedness. The
government component, which includes the obligation and responsibility for
disaster/emergency management, including overall preparedness of governmental and other
service agencies and activities, is one group. Population/individuals and businesses
preparedness activities are the second component of the complex process entitled as
disaster/emergency preparedness. All activities covered by this group are part of the
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governmental preparedness planning activities, but they are directly targeted to the end users
— citizens and business community.

Governmental Preparedness

Almost all governments maintain a relatively universal set of systems and tools that
address the risk posed by natural, technological, and intentional hazards. Although each
nation’s disaster management components and systems have developed independently and
are rooted in different histories, economic realities and other factors, vast institutional
sharing between governments has led to a growing organizational standardization of
practices (SOPs), protocols and equipment used by disaster organizations. Most of those
good practices are notably in the area of first response: fire departments, law enforcement
agencies (police departments), emergency management (civil protection) agencies,
emergency medical services, and the military. Although certain factors such as wealth,
technical expertise, govern in accordance with the specificity of the each country,
governmental fundamental missions are almost identical and their preparedness actions
should be developed following the common preparedness strategy (Coppola, 2006).

The diverse range of government preparedness actions may be grouped into five
general categories, even though all of them must be covered by general planning activities:

e planning,

e resources and equipment,

® exercise,

e training and

e statutory authority.

Planning. The most comprehensive methodology used by the governments at every
level (from local to national) to plan for disasters is the creation of a community or national
Emergency Operation Plan (EOP). These plans can be scaled up or down depending on
event-specific disaster response and recovery requirements (FEMA, 2010).

An EOP is a document that describes in intricate detail the people and agencies who
will be involved in the response to the emergencies/disasters and their responsibilities. It
also describes how citizens and structures will be protected in the event of a disaster. It may
catalog the equipment, facilities, and resources available within and outside the jurisdiction.
EOPs are also referred to as contingency plans, continuity of operations plans, emergency
response plans, and counter-disaster plans. They can also be created for individual entities,
such as schools, hospitals, prisons, and utilities facilities. The main purpose is to introduce
and describe various concepts and policies, clarify individual and agency responsibilities,
and delineate authority.

According to the preparedness strategy, EOPs should be develop as a generic
preparedness plans (“all hazards”) or as a hazard’s specific preparedness plan; single agency
or multi-agency; local, regional or national and/or as business continuity plans.

All-hazards plan approach is based on the premise of an organization’s (service's)

response to the range of all potential major incidents. Single generic plan can provide a
basic structured response for any incident including chemicals, fuel, electricity, flooding etc.
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Specific plans approach is designed to meet specific needs (risk specific, site specific
or organization’s function specific). Multi-agency/integrated emergency plan aims to ensure
that the activities of all services/ organizations involved in managing a major incident
operate in an integrated manner.

Resources and equipment. The set of tools, technology, and other equipment to assist
in disaster response and recovery has helped response agencies to drastically reduce the
numbers of injuries and deaths and the amount of property damaged and destroyed as a
result of disaster events. This equipment has also increased the effectiveness of response
agencies by protecting the lives of the responders. Unfortunately, access to this equipment is
driven primarily by the resources available, so there exists great disparity throughout the
world in terms of who has what equipment. The equipment means to buy or to mobilize in
case of disasters, vehicles, communication equipment, equipment for medical care, personal
protective equipment etc.

Exercise. A major part of the preparedness in pursuit of response capability is a
disaster exercise regimen. Response exercises allow those involved in emergency and
disaster response, as defined in the EOP, to practice and validate their roles and
responsibilities before an actual event occurs. Exercises should be designed to engage team
members and get them working together to manage the response to a hypothetical incident.
Exercises enhance knowledge of plans, allow members to improve their own performance
and also help discover any unforeseen problems in the plan in a non-emergency situation.
Five kinds of exercises can be conducted in the name of emergency preparedness (Allen,
2015):

e Walkthroughs, workshops or orientation seminars,
e Tabletop exercise,

e Drill,

e Functional exercise, and

e Full-scale exercise.

Walkthroughs, workshops and orientation seminars are basic training for team
members. They are designed to familiarize team members with emergency response,
business continuity and crisis communications plans and their roles and responsibilities as
defined in the plans.

Tabletop exercises are discussion-based sessions where team members meet in an
informal, classroom setting to discuss their roles during an emergency and their responses to
a particular emergency situation. A facilitator guides participants through a discussion of
one or more scenarios.

A drill is a controlled, supervised method by which a single disaster management
operation or function is practiced or tested. Drills are most effective when they mimic real-
life situations. The tabletop exercise is designed to allow disaster management officials to
practice the full activation of the emergency response plan within the confines of a
controlled, low-stress discussion scenario, leaded by facilitator.

During the functional exercise are tested and practiced the capabilities of disaster
managers by simulating (in time depending manner) an event to which they must respond.
The full-scale exercise is a scenario-based event that seeks to create an atmosphere closely
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mimicking an actual disaster. All players are required to act during a real event, as outlined
in the EOP, working in real time and using all of the required equipment and procedures.

Training. Training is the fourth component to government preparedness. It goes
without saying that disaster response officials are more effective if they are trained to do
their jobs. Disaster management and disaster preparedness training is not universally
available. Even though first-response officials, namely police, fire, and emergency medical
services (EMS), are likely to have some basic standard of introductory training no matter
where they are located, the specialized instruction required for disaster response is much
more technical. Several nations have established centralized or regional training
facilities/centers that provide these skills. Some of them work on development and
improvement of the teaching capabilities using different approach (Kovacic, 2012). The
most important specialized training modules that aim to improve the skills primarily of fire,
police, and EMS officials, include evacuation, mass care, mass fatalities management,
debris management, flood-fighting operations, warning coordination, hazardous materials,
weapons of mass destruction, radiological response, crowd control, response to terrorist
attacks, wildfire and wild land fire response.

Statutory authority. The final link in government emergency preparedness is the
statutory authority. Government response actions involve a diverse range of government
officials and agencies interacting with the public and businesses, and operating on public
and private land. There are often broad expenditures of funds, suspensions of normal
government and private activities, and other major deviations from “normal.” To ensure that
all individuals and agencies involved in the emergency management system are able to carry
out their duties, it is vitally important that the proper statutory authorities exist. Statutory
authorities ensure that emergency and disaster response agencies and functions are
established, staffed, and receive regular funding. Largely as a result of UN efforts, namely
the Hyogo Framework for Action, almost all countries have, at least in concept, created an
office at the national government level that manages emergency situations. The national
government emergency management agencies are the best places to provide emergency
management priorities, standards, direction, and goals to guide local emergency managers;
provide training and expertise in the field of emergency management; provide funding to
support mitigation, preparedness, response, and recovery; provide specialized assets, which
could include hazardous materials detection, containment, cleanup, and decontamination;
heavy lifting and debris removal equipment; and infrastructure repair teams and equipment.

Public preparedness

Public preparedness (individuals and business community) can be considered as
actions taken to empower ordinary citizens to help themselves, their families, their
neighbors, and complete strangers. To be effective, this effort must exceed simply raising
awareness of a hazard. A prepared public must be given the skills that allow them to
perform specialized actions such as search and rescue, first aid, and fire suppression.
Individual and home preparedness begins with a written plan. The plan needs to consider a
variety of scenarios. Consider what you would need to do to sustain yourself at home for
several days without utilities or communication. If your home is damaged, you need to have
a neighborhood meeting location identified nearby where everyone in the family can meet.
If you are at work, school, or someplace else, you need to identify a regional location where
you will meet (Coppol,a 2006).
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The U.S. Department of Health and Senior Services has developed a program called
“Ready in 3” (Clements, 2009). This program encourages individuals to take three simple
steps to become better prepared: create a plan, prepare a kit, and listen to information.
Recommendations for an emergency kit include support for every family member and pets
for at least 3 days. This is an excellent baseline level of preparedness and it is kept simple
and inexpensive to allow those short on time or resources to make a step in the right
direction.

Public education for improvement of the public preparedness, also called risk
communication, preparedness education, social marketing or disaster education, is the
backbone of any effective public preparedness effort. Public education efforts have three
main goals: awareness of the hazard risk, behavior change, and warning.

The possible methods by which disaster managers may educate the public are
numerous and diverse: mass media communication, advertisements, posters, endorsements,
employee preparedness campaigns, schools, business, churches, libraries, special events,
one-to-one meetings, social networks etc. Feasibility and audience suitability are the key
factors in choosing the appropriate method.

Public health emergencies

Nowadays, all public health experts must be aware that ideas, information, and
microbes are shared worldwide more easily than ever before. New infections, such as the
novel influenza A, H7N9, Middle East respiratory syndrome corona virus or Zika-virus
diseases, pay little heed to political boundaries as they spread. The number of terrorist’s
attacks is bigger and bigger from year to year and the humanitarian emergencies are
pressing very strong on the national borders, giving them the high potential to influence the
public health of all affected countries, creating a new cross border public health emergency.
It’s important to stress that emergencies can come in ever-complicated combination: a
combined earthquake, tsunami, and radiation disaster; terrorist attacks and bombings that
require as much psychological profiling as chemical profiling; or climate change and
environmental pollution that would change the pattern of communicable diseases.

Public health emergencies are multidimensional, dynamic situations that overwhelm
existing healthcare and public health infrastructure resulting in adverse community health
effects (Clements, 2009).

The ensuring of the security of a population’s health entails preventing, protecting,
mitigating, responding to, and recovering from a wide range of hazards and possible health
related consequences. In an emergency, the capacities of all sectors are used to mitigate the
acute event. However, the public health consequences of an event are not always visible,
and, historically, health expertise has been conspicuously absent from emergency
management.

Over the past decade, there is a growing public awareness that health is part of
almost every event. In a case of emergency, the scope of public health activities is extends
from local to national levels. Moreover, global public health responses involve cross-border
health risks, including pandemics, climate change, famine, and displaced populations. Much
progress has been made in emergency management to use public health expertise in all
phases of the cycle: planning, response, and recovery.
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Those complex and interconnected problems have spurred innovation to create
interconnected solutions. Increasingly, the countries around the world started to build their
national capabilities aiming to improve the health security. Some nations and local
communities have well-developed public health emergency plans. But, the fact that most
communities are without written and coordinated preparedness and response plans, which
offer their citizens the most effective and comprehensive protection in case of public health
emergencies, created new approaches headed by international organizations and national
governments.

WHO in 2007 adopted new international health regulation (IHR, 2007) that defined
the required activities in a case of public health emergencies. The EU in 2013 accepted a
new Decision on serious cross border threats to health (Decision 1082) defining that the
competence to take public health measures on serious cross-border threats lies with the
Member States. The Decision 1082/2013/EU obliges the EU’s Member States to inform of
such measures with a view to enhancing coordination among themselves in liaison with the
Commission. The aim of those documents is to push the countries in the process of
development of their own mechanism for preparedness and minimizing the consequences of
public health emergencies.

Public health emergency preparedness

The preparedness for and the response to all health emergencies require up-to-date
knowledge and skills and prepared workforce to cope with the challenge to protect the
health of citizens. However, sometimes it requires very sophisticated equipment such as
laboratories with genetic sequencing capacities for infectious agents and rapid detection
methods for chemical and radiological hazards. The presence of nimble medical and
epidemiological response units, vigilant surveillance, and early warning systems are
essential for appropriate and effective public health preparedness (Khan, 2015).

The public health preparedness cycle is the same as well the disaster preparedness
cycle. The main goal of effective public health emergency preparedness is to create public
health system, which will be able to respond effectively, aiming to protect the health of the
population and to sustain the health security.

Public health emergency preparedness activities are all activities taken by healthcare
and public health organizations to ensure effective response to emergencies that impact
health, especially events that have timing or scale that overwhelms normal capacity (Nelson,
2007). Therefore, public health preparedness must be developed following all specificity of
the public health and in accordance with emergency preparedness. (Figure 4)
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Figure 4. Public health emergency preparedness
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Public health emergency functions. Public health functions during emergencies must
be derived and should support the accomplishment of the 10 essential public health services.
Those functions are different for each phase of the disaster cycle. These which are related to
the disaster prevention and preparedness are shown in the table below (Ciottone, 2015).

Table 2. Public health functions in the prevention/mitigation and preparedness phases

during public health emergencies

EMERGENCY PREVENTION AND
MITIGATION

EMERGENCY PREPAREDNESS

*  Conduct the risk assessment of health
facilities

. Contribute in the community-disaster-
risk-assessment process

*  Monitor the risks and vulnerability of
health facilities and the population over time

. Manage structural and nonstructural
mitigations in health facilities
. Support public awareness on disaster

risks and mitigation measures

* Ensure that the disaster risk reduction is
considered in environmental policies and is
operationalized by the relevant sectors

*  Ensure that land-use regulations are in
place to prevent population settlement and
construction of health facilities in high-risk
zones

. Ensure that all health facilities, other
infrastructures, and houses are insured

. Contribute in the community-disaster-
risk-assessment process

*  Conduct the risk assessment of health
facilities

» Establish early-warning systems

. Develop the emergency response
operations plan and conduct the associated
activities

» Provide education and training of health
authorities and personnel

* Conduct drills and exercises

. Monitor community preparedness for
disasters

» Provide public awareness programs
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Public health emergency capabilities. State and local public health departments are
first responders to public health incidents so, their preparedness capacity should be
strengthened. Public health preparedness capabilities would assist public health departments
in developing annual and long-term preparedness plans and would guide their preparedness
strategies and investments.

The public health preparedness capabilities should represent a national public health
standard for state and local preparedness of the health departments for responding to public
health emergencies, in accordance with required public health functions during disasters.
Each of the public health preparedness capabilities identifies priority resource elements that
are relevant to both routine public health activities and essential public health services.
While demonstrations of capabilities can be achieved through different means (e.g.,
exercises, planned events, and real incidents), jurisdictions are encouraged to use routine
public health activities to demonstrate and evaluate their public health preparedness
capabilities.

The US Department of Health and Human Services (HHS) identified the following
15 public health and health-care preparedness capabilities, divided in six core groups, as the
basis for state and local public health and health-care preparedness (Khan, 2015). They are
shown in Table 2.

Table 3. Public health and health care preparedness capabilities

Biosurveillance Information management

e Public health surveillance and e Emergency public information
epidemiological investigation and warning information sharing

e Public health laboratory testing

Community resilience Incident management

e Community preparedness e Emergency operations coordination

e Community recovery

Countermeasures and Surge management

mitigation e Fatality management

e Medical countermeasure e Mass care

dispensing e Medical surge

e Medical materiel management and e Volunteer management
distribution

e Non-pharmaceutical interventions

e Responder safety and health

Adapted from Shoaf KI, Rothman SJ. Public health impact of disasters. AJEM. 2000;58-63.

Each capability includes a definition of such capability and a list of the associated
functions, performance measures, tasks, and resource considerations. The overall approach
to implementation of the public health preparedness capabilities is to develop appropriate
planning model i.e. to develop a preparedness plan.

Public health emergency preparedness plan. The public health emergency
preparedness plan has the same structure and components like the disaster preparedness
plan: risk assessment, planning, exercise, training and statutory enforcement. However, the
public health emergency preparedness plan has some specificity as well. They are related to

135




the needs for early warning and surveillance as key elements for assessing of the state of
emergency.

The risk assessment is focused on the health system and the functioning of the health
care facilities. Public health agencies are required to contribute actively to the process of
community risk assessment by providing health-related indicators and information.

The next activity in the overall public health preparedness is development of an
emergency response plan (ERP) and associated early warning and surveillance functions,
training and exercises. An ‘“all-hazard/whole-health” approach is recommended when
planning for public health emergency. A “whole-health approach” entails the following
components:

e establishment of a unified preparedness and response platform for all categories of
health risks;

e inclusion of all health-related capabilities available by governmental and
nongovernmental organizations, the private sector, and the military; and

e assurance that all aspects of public health, including emergency medical care,
pharmaceuticals, environmental health, communicable disease control, management of
chronic diseases, mental health, reproductive health, and nutrition, are well addressed.

Activities related to the ERP include the development of command, control, and
coordination mechanisms; surge capacity protocols; information management; and plans for
communications, evacuation, public information, safety of medical staff, volunteers, and
population, as well as the stockpiling of equipment and supplies. Formal institutional, legal,
and budgetary capacities are needed to support the successful preparation and checking of
the applicability of an ERP which would be performed during the exercises as a common
component of the preparedness cycle.

Public health personnel must be integrated and participate with other response
agencies during drills and exercises to better familiarize each stakeholder with their
respective roles and abilities. In addition, this is the phase in which public health agencies
would develop interagency agreements, memoranda of understanding (MOUs), and external
support contracts.

The establishment of early-warning systems is a key component of the preparedness
phase. Early warning is used to predict the likelihood of occurrence of public health
emergency and offers the benefit of a rapid response and reduction in morbidity and
mortality (Orford, 2014). In order to ensure a rapid and effective response by the EU to a
wide range of emergencies, the Commission has put in place a number of early warning and
rapid alert systems and open information sources (access to MedISys and other similar
information sources) transmitting alerts and early warnings (EWRS, RAS BICHAT, RAS
CHEM, RASFF, RAPEX and others relevant to the health crisis such as IHR).These
systems are based on an information exchange network for receiving and triggering alerts,
as well as exchanging other relevant information. Each of these systems covers a specific
health threat field:

e The Early Warning and Response System (EWRS) for communicable diseases
in the European Union was created by the European Commission to "ensure a rapid and
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effective response by the EU to events (including emergencies) related to communicable
diseases.

e RAS BICHAT is the Rapid Alert System used for exchanging information on
health threats due to deliberate release of chemical, biological, and radio-nuclear agents
(notification of confirmed or suspected events, exchange of information and coordination of
measures among partners).

e RAS CHEM is a rapid alert system used for the exchange of information on
incidents including chemical agents relevant to terrorism and other events leading to release
of chemicals, and consultation and coordination of counter-measures. This system should
link the poison centers in the European Union, national chemical agencies and the Ministries
of Health.

The EWRS for communicable diseases is the most developed system in case of
preparedness to respond to the major public health threats even though the same efforts are
given for chemical and radio- nuclear threats.

In response to the threat of communicable diseases, EU policy has focused on:
e surveillance

e rapid detection

e rapid response

Surveillance. Surveillance systems provide information for monitoring the trend of
communicable diseases, early detection of outbreaks, and help to identify risk factors, and
need for interventions. They provide information for priority setting, planning,
implementation and resource allocation for preventive programs and for evaluation and
control measures.

European Center for Communicable Diseases (ECDC) has developed indicator-
based surveillance, the systematic ongoing collection, analysis, interpretation and
dissemination of highly structured information (‘indicators’) for public health action.
Indicator-based surveillance is complemented by event-based surveillance, detection,
verification, analysis, assessment and further investigation of potential public health threats
(‘events’). Surveillance data collected at the European level are predominantly case-based
and comprise demographic, clinical, epidemiological and laboratory information. ECDC
collects analyses and disseminates surveillance data on 52 communicable diseases and
related special health issues from all 28 European Union (EU) Member States and two of
the three remaining European Economic Area (EEA) countries (Iceland and Norway).

Even though surveillance is very important and powerful mechanism for following
an emergency situation, mathematical models have been more and more frequently used in
recent years. Such models can help in analyzing the spread and control of infectious
diseases and other harmful agents as health threats and advise decision makers in the area of
public health preparedness, risk assessment and crisis management.

The combined use of remote sensing technology, Geographic Information Systems
(GIS), spatial statistical techniques and mathematical models can help us in:

e modeling of the dispersion of the harmful agent in the environment, and
e modeling of the exposure of the population to the harmful agent.

137



Modeling the dispersion of chemical agents is more highly developed than modeling
for infectious agents. The modeling of risk zones is currently one of the requirements in the
Safety Plans for chemical facilities under the Seveso Directive (2003/105/EC). Modeling of
radiation dispersion has been developed in the radiation protection field and several
activities have been undertaken at the different departments of the EC.

Rapid detection. 1t is essential with every public health threat to rapidly identify and
confirm the agent involved. Every plan should address the identification of unknown agents,
confirmation of known agents, and provision of surge capacity for a Member State facing a
laboratory burden. In the laboratory domain, the plans should meet the above needs for both
clinical and environmental sampling, with a coordination mechanism linking the actors if
more than one is involved. In the following, these dual activities (analyzing clinical and
environmental samples) should always be borne in mind.

For laboratory work, a structure should include procedures for laboratory reporting,
confirmation of results (second lab, second country) and quality assurance. On the clinical
side, clinicians should be able to identify the syndrome and a system should supply them
quickly with the adequate guidelines.

For unknown agents, an international system has proved essential for rapid
agreement on laboratory procedures and collating clinical data. For known agents of high
threat potential, a secondary confirmation at an international level would improve trust in
the diagnosis made. If there is a massive surge of samples in a single country, it will be
essential to offer support by networking national and international laboratories.

These networks also must, if necessity, have common quality assurance schemes.
Laboratory support would be available at Member State level, and for issues beyond
national capacity or when national capacity is not available, cooperation between labs
within the Community can be organized to optimize the use of pooled EU resources.

Hospital Preparedness plan

An integral part of the overall public health emergency preparedness plan is the
hospital preparedness plan. National/community plans would identify and verify the
commonly agreed EU minimum requirements for health care facilities, taking into account
such factors as the appropriateness and adequacy of physical facilities, organizational
structures, human resources, and communication systems.

Emergency departments and intensive health care. Emergency departments in most
hospitals might be confronted to a spontaneous influx of victims in case of a large scale
incident (i.e. patients arriving at the emergency department without prior notice)
necessitating triage arrangements outside the hospital. Generic preparedness plan ought to
cover all aspects related to the work of Intensive Care Units (ICUs) in many different
emergency scenarios. These have limited resources with expensive equipment that requires
a significant amount of highly trained and capable staff for each patient and demand will
often be much higher than the resources available. Every country needs plans for extending
these resources to the maximum and possibly for stocks of additional equipment and
pharmaceuticals to be used in an emergency.
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Fatality management. Multi-sectoral (health, law enforcement, civil protection,
forensic agencies) and multi-cultural approaches are mandatory in case of the fatality
management during mass incidents. Plans will ensure that extra resources can be put in
place when the number of cases overwhelms the system. The agents causing fatalities may
demand special handling of bodies to protect personnel and ensure that the agent is not
spread further in the environment.

Infection control/personal protective equipment. With many of the agents to
consider when planning for a public health event, there are additional concerns about
personal protective measures and infection control. Special precautions may be needed to
reduce the likelihood of transmission and for certain diseases additional isolation
requirements may be needed. In some instances it means using specialized equipment or
pharmaceuticals for pre- and post-exposure prophylaxis. This must be appropriately
regulated by the law in case of possible consequences of recommended/mandatory pre- and
post-exposure measures.

Isolation/Quarantine procedures. For a number of agents, which are considered as
public health hazards, isolation of patients is an important countermeasure as well as
quarantine measures. It limits the spread of disease to personnel and other patients. For
some diseases, isolation procedures have already been agreed, defining cases to be isolated
and when they can be released; they need to be developed for others. In some areas
specialized resources will be needed and national preparedness plan should include the
amount required additional resources.

Decontamination. In some cases of chemical or radiological health emergency, the
decontamination of the patients/victims should be necessary. Decontamination of exposed
individuals prior to receiving them in the health care facility may be necessary to ensure the
safety of patients and staff while providing care. Procedures to determine the need for
decontamination and capabilities to carry out the requisite measures would be developed in
the frame of the public health emergency preparedness plan.

Transport of samples and patients. Preparedness plans should pay special attention
to transport of dangerous pathogens in the country and, if needed, out of the country as
well.. Sometimes such transports are approved by competent authorities based on
agreements between the laboratories. It is usual to inform the Customs on the type of
transportation chosen to by the national laboratories in order to be prepared for public health
emergencies. The relevant legislation should be put in place for covering the issues related
to the transport of patient and environmental samples in public health emergencies. Local
and national legislation on the transport of dangerous substances should be regularly
adapted to the evolving scientific and technological circumstances, as reported by
international organizations.

Ethical implications of countermeasures. Ethical issues are closely related to the
legal issues as mentioned above and are part of the framework needed to assess the cultural
acceptability of measures such as quarantine and selective immunization of pre-defined risk
groups. Ethical aspects arise when there is a shortage of means for the whole population and
only selected groups can get access to available resources. National preparedness plans have
to include a guideline for the ethical framework of responses to public health crises.
National plans have to include a verification process to ensure that the ethical aspects of
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policy decisions during an outbreak provide a balance between individual rights and
population rights.

Infrastructure safety. The health care infrastructure has become increasingly
dependent on other infrastructure systems, so preparedness within the health care sector
must cover those dependencies. Especially systems for supply of electric power, water,
medical gas and information systems should be taken into account. Also, special attention
should be paid to the protection of hospitals from contamination by toxic chemicals and the
spreading of contagious substances, by adjusting ventilation systems etc. Other aspects of
safe hospitals are preparedness for fire and flooding.

The risk and vulnerability analysis should include preparedness for disruption in
various infrastructure systems, externally and internally (safe hospital aspects) and need to
provide services in a timely and 24-hour manner. Examples include the Kaiser Permanente
Hazard Vulnerability Assessment (HVA) tool, which allows staff in medical centers to
prioritize potential events based on calculated risk, by using probability and severity. The
Hospital Safety Index (HSI), developed by the WHO assesses the safety level of a hospital
in three main components (functional capacity, structural safety, and nonstructural safety).

The Hazard Vulnerability Analysis (HVA) provides a systematic approach to
recognizing hazards that may affect demand for the hospital’s services or its ability to
provide those services. The risks associated with each hazard (natural, man-made, and
hazardous substances) are analyzed to prioritize planning, mitigation, response, and
recovery activities. Kaiser Permanente has developed a Hazard Vulnerability Analysis tool
which is available for download as a planning resource.

The Hospital Safety Index occupies a central place in the local, national, and global
efforts to improve the functioning of hospitals in emergencies and disasters. A safe hospital
is a facility which services remain accessible and functioning at a maximum capacity, and
with the same infrastructure, before, during and immediately after the impact of
emergencies and disasters. A key element of progress towards safe hospitals has been the
development and application of the Hospital Safety Index — a rapid and low-cost diagnostic
tool for assessing the probability that a hospital will remain operational in emergencies and
disaster. The original Hospital Safety Index was developed by PAHO and WHO and was
released in 2008. Subsequently, the Hospital Safety Index tool has been used to assess the
safety of more than 3,500 facilities and has been adopted and implemented by many
countries.

Excercises (taken from Kovacic, 2015)

Task 1: Chose one possible hazard that could appear in your country or region and analyze
in the group of 3-5 students the conditions when this particular hazard can develop the
disaster. Refer the results in the plenary session.

Task 2: The participants will look on traffic accidents data from different countries, analyze
and discuss how many different factors, including preventive measures, are linked with the
problem. Propose a program for your country, city, or community to reduce traffic accidents
by 10%. How many years will be needed for implementation of the program?
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Task 3: The participants could look out for the classification of disasters and try to identify
common characteristics for the certain groups.
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The Millennium Development Goals (MDGs)

The Millennium Development Goals (MDGs) are eight global development goals to
be achieved by 2015 addressing poverty, hunger, maternal and child mortality,
communicable disease, education, gender inequality, environmental sustainability and the
global partnership for development. These targets are both global and local, adapted to each
country to meet specific needs. The MDGs are inter-dependent and deeply influence each
other (UNS).

The goals have been generated as an output of the United Nations Millennium
Declaration (UN, 2000) and have managed to focus world attention and global political
consensus on the needs of the poorest, to achieve an important change in the Official
Development Assistance commitments (UN, 2012) and to provide a framework for the
entire international community to work together towards a common goal in the last 14 years.

Comparable indicators have been developed to measure the progress of MDGs (UN;
UN; UN; UNICEF) and several reports have tracked the global assessment of progress
(Mahjoub et al., 2010; Lomazzi et al., 2013; PROCOSI, 2013; UN, 2013; Lomazzi et al.,
2014; UN, 2014). Although considerable achievements has been made, reliable data and
statistics analyses remain poor, especially in many developing countries (Bourguignon et al.,
2008). UN reports on progress towards the MDGs have highlighted several achievements in
all health and education areas: global poverty has been declined by more than half, the
number of out-of-school children of primary school age worldwide fell by almost half,
disparities between boys and girls in school enrolment have been narrowed. Significant
gains have also been made against communicable diseases along with progresses in all
health indicators. The chance of a child dying before age five has been more than halved
and maternal mortality fell by 45% worldwide since 1990. Globally 2.1 billion people have
gained access to improved sanitation. Official development assistance from developed
countries increased 66% in real terms from 2000 and 2014, reaching $135.2 billion (Hogan
et al., 2010; Lozano et al., 2011; UN, 2014; UN, 2015).

However, progress has been somehow unfair. The reduction in global income
poverty shall be mainly attributed to the rapid growth of a few countries in Asia (i.e. China,
India, Indonesia and Vietnam), while in other countries, poverty reduction has been quite
slow, or poverty has even increased (i.e. Sub-Saharan Africa) (Bourguignon et al., 2008). In
2015 more than 600 million people are still using unsafe water sources, approximately 1
billion are living in very poor conditions, mothers continue to die giving birth, and children
due to preventable diseases. The goals of primary education and gender equality also remain
partially unfulfilled with broad negative consequences since achieving the MDGs deeply

> A click on UN etc. leads you directly to the reference.
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relies on education and women’s empowerment. This aspect is even more evident in rural
areas and among marginalized people (UN, 2012; UN, 2013; UN, 2014; UN, 2015). Also,
environmental sustainability remains an international defy. MDGS8 is one of the most
challenging (Bourguignon et al., 2008).

This partial achievement can be attributed to a range of common challenges (Waage
et al., 2010). First, the MDGs were not the product of a comprehensive analysis and
prioritization of development needs and therefore were often too narrowly focused. Second,
this framework has not enough taken into account the impacts on environmental, social, and
economic dimensions. Environmental aspects are addressed under goal 7 but only some
topics are covered, neglecting key issues for sustainable development. Third, a gender
perspective has been integrated explicitly only in MDGs 3 and 5 (Jones et al., 2008, Waage
et al., 2010). Improving equalities will require health system strengthening, associated with
a political and social engagement to face all forms of discrimination (TheWorldWeWant,
2013). Fourth, a lack of clear ownership and leadership globally and nationally might have
partially limited the achievement of the MDGs. We have mainly observed a tendency to a
global uniform approach even if different countries scale up health services and make
progress at different speeds. A more specific approach as well as the adoption of a ‘learning
by DOIng’ approach involving key stakeholders and taking advantages from evidence-based
data from pilot projects shall be considered (Waage et al., 2010; Subramanian et al., 2011).
Furthermore, not only stakeholders but also public health professionals should be considered
as key actors in the process (Lomazzi et al., 2013, Lomazzi et al., 2014). Fifth, achievement
of the MDGs depends much on the fulfillment of MDGS on global partnership. Engagement
by governments (and donors in general) has been deeply affected by the global economic
and financial crisis. The public-private partnership should be boosted. Up to now, more than
half of the services used for MDGs have been provided by the private sector (WorldBank,
2009; UNDP, 2010); this sector should not be considered only as a donor but be embedded
in the path, taking advantages of the competences. Investments should be sustainable,
predictable and include innovative financing mechanisms. Sixth, accountability must be an
essential part of the framework. Little attention has been paid to the corruption linked to the
use of MDGs money (Gagnon, 2009); some studies have been run in recent years to define
methods, tools, and good practices to map corruption and develop strategies to block
corruption in the health sector, improve accountability and service delivery post-2015 and
beyond (UNDP, 2011; Mackey, 2012; Lomazzi et al., 2014). Last but not least, goal
measurement is often too narrow, or might not identify a clear means of delivery (Attaran,
2005; Waage et al., 2010). Government reports have sometimes been criticized as false and
government-driven, leading to a lack of confidence into the official reporting systems (Pieth,
2012; Anti-CorruptionResearchNetwork, 2013; Lomazzi et al., 2014, Lomazzi et al., 2014).
More and better data are definitely needed.

Despite the positive achievements attained, many see the health MDGs as unfinished
business. Indeed, MDGs have not fully addressed the wide concept of development
embedded in the Millennium Declaration, which embraces human rights, equity, democracy
and governance (TheWorldWeWant, 2013). A post-2015 slowdown must be avoided. The
Millennium Declaration is still valid and the work should be completed. To fully achieve
this aim, the new targets should be tailored to the new socio-economic and political
situation. The framework should be adapted to today’s needs: new power, new countries,
new poor, and new partnerships. The notion of good health is developing, shifting towards a
people-centered approach to create and maintain good health and well-being rather than
preventing and treating diseases. Health shall be perceived as a societal global issue and
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considered as a global good (Smith et al., 2003). Health systems should tailor the new health
and environmental challenges. New approaches can be adopted to improve health: new
technologies allow exceptional access to information and enable civil society globally to
take part in the decision-making process, including also marginalized people
(TheWorldWeWant, 2013). The post-2015 health agenda should also embrace specific
sustainable health-related targets as well as take an all-inclusive approach to preserve
people’s health for the entire lifespan. As a first step, the existing MDGs targets should be
reached and new targets should be adopted. Equity and education should be considered as
the base of health and integrated in all targets. The links between health and sustainable
development goals (SDGs) shall be reinforced with a rigorous framework and the new
agenda should adopt a social determinant of health approach (UN, 2013; WHO, 2013). An
integrated ‘health-in-all-policies’ approach involving different sectors linked to governance,
environment, education, employment, social security, food, housing, water, transport and
energy are essential to address the complexity of health inequities (Shaikh, 2008; Pronyk et
al., 2012; Boerma et al., 2013; TheWorldWeWant, 2013). Health should be perceived as an
investment and not only as a cost (Kickbusch et al., 2013; UN, 2013). Accountability must
be guaranteed; on one hand, better data will be required to allow transparency, proper
evaluation, and improvements. On the other hand, governments’ engagement and
partnership dynamics should be boosted to answer at best to the new socio-political context,
taking advantage also of innovative solutions offered by low and lower-middle income
countries. Last, these targets should be global social contracts among governances and
societies, and the concept of social responsibility, lacking for the MDGs, should be
incorporated.

Most of the discussions dealt with two types of comprehensive goals for health:
universal health coverage (UHC) and healthy life expectancy (HALE). Debates about post-
MDG targets and linkages with SDGs have been developed through in-country and thematic
consultations, including, e.g. a UN Task Team, a post-2015 high-level panel established by
the UN Secretary General, society consultations through social media, an Open Working
Group provided by the UNSG in consultation with governments, etc. (Post2015.org, 2013;
UN, 2013; UN, 2013; WorldWeWant, 2013).

In 2014 the Human Development Report Sustaining Human Progress: Reducing
Vulnerabilities and Building Resilience has showed that overall global trends in human
development are positive even if people are also facing challenges impacting on their
wellbeing (UNDP).

On September 25" 2015 the 193-Member United Nations General Assembly have formally
adopted the 2030 Agenda for Sustainable Development, along with a set of bold new Global
Goals (SDGs), marking a crucial milestone in the history of global public health (UN,
2015).

As declared by the UN Secretary-General Ban Ki-moon at the opening of the UN
Sustainable Development Summit: The new agenda is a promise by leaders to all people
everywhere. It is an agenda for people, to end poverty in all its forms — an agenda for the
planet, our common home. The next 15 years will require a real engagement by leaders,
professionals, and civil society if we want these goals to become a reality.
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The concept of well-being and its measurement

The concept of well-being

Concepts of well-being or happiness have been for a long time central elements of
quality of life, but only recently these notions entered the scope of statistical measurement.
Over the last 20 years, however, more and more evidence has seen well-being as part of
surveys. Such measures are reliable and valid and they can favorably inform policy-making.
This point has been reflected in a massive growth in the literature on measures of subjective
well-being (SWB).

In every measurement, it is valuable to be precise about the nature and goal of the
concept under measurement. This case is peculiar for a theme such as SWB where the exact
concept under measurement is less obvious than is the circumstance for a more straight-
forward idea such as age, income, or gender. An understandable conceptual foundation for
SWB is thus essential before discussing validity in any relevant sense.

To being, it needs to be defined exactly what is meant by SWB since not all
subjective phenomena necessarily fall under the heading of “well-being”. It is also
noteworthy to delimit the field of SWB in order to be able to share without any doubt the
results of the measurements. Frequently, measuring SWB ends up with measuring
“happiness”, or vice versa; however, there is more to SWB than happiness, and thus skeptics
characterize the measurement of SWB as little more than “happiology”.

Experts agree that SWB covers different elements of subjective states (Diener et al.,
1999). Nevertheless, there is room for debate about exactly what facets should be included.
For instance, Kahneman and Krueger (2006), focus on the hedonic aspects of the subjective
experience, while Huppert et al. (2008) opt for including measures of good psychological
functioning as well as life purpose. In the following analysis, SWB is taken to be: “Good
mental states, including all of the various evaluations, positive and negative, that people
make of their lives and the affective reactions of people to their experiences” (OECD,
2013).

This definition is intended to embrace the full range of different aspects of SWB
commonly identified. Particularly, the citation to good mental functioning should include
concepts as engagement, interest, and meaning, as well as affective states and satisfaction.
Such evaluations are subjective and experienced internally (i.e. they are not depending on
some external phenomenon).

While it was used a wide definition, it is not implied that SWB is proposed as the
single all-encompassing measure of well-being. Differently, this definition is absolutely
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consistent with approaches conceiving of well-being as a multidimensional concept, with
each of the points having intrinsic value. In measuring overall well-being then, SWB should
be always alongside measures of objective outcomes, such as income.

The said definition is purposely broad, and could give the impression that SWB is a
vague concept. This is not the case. Actually, there is general consensus among experts on
all the aspects comprising SWB (Dolan and White, 2007; ONS, 2011). Particularly, a
common distinction is made between life evaluations, involving a cognitive evaluation, and
measures of affect, capturing the feelings at a particular point in time (Diener, 1984;
Kahneman et al., 1999). In addition to the said distinction, a number of researchers debate
also about a clear eudaimonic aspect of SWB, reflecting the sense of engagement and
purpose (Huppert et al., 2008). Therefore, the framework considered covers the three main
areas of well-being: life evaluation, affect, and eudaimonia (psychological “flourishing”).

Measuring well-being

The central feature for international measures of well-being is their comparability.
These measures are characterized by optimal validity and reliability, by easiness to use, and
by adaptability to potential policies. The first step to create such a measurement tool is the
planning. All subsequent steps will be influenced by decisions made in this early stage.
Thus, clarity about goals is crucial. Four levels of analysis need to be considered: user needs
(“What are my key research questions?”), analysis (“What analytical approach should I take
in order to better answer the research questions?”), output (“What kind of output do I need
to support the planned analysis?”’), and questions (“What items do I need to elicit the
data?”’). During this last phase, it is possible to specify all the minimum details of the
questionnaire design: from the optimal choice of a survey vehicle to the length of the
collection period.

Once the measure of well-being is set, a new question is posed: how do my items
vary with respect to other significant variables? It is consequently imperative to take under
consideration not only how optimize the measure of well-being per se, but further what
other information should be collected in order to have a complete picture. The basic is
demographic data, which matters to well-being just as much as to economic analysis. Age,
gender, marital status, household size, and geographic information should never be left
aside. Furthermore, material conditions are historically correlated to well-being. Richard
Easterlin (1974) first noted that if from one hand a better household income reflects in
higher well-being for individuals in a household; from the other a rise in average incomes
for the whole country does not bring correspond directly in an increase in the country’s
average well-being. Thus, when it is possible, objective and subjective data on individual
and household income should be collected. At last, health status is a variable which strongly
correlates with well-being (Dolan et al., 2008). A large pool of widely used measures is
available. The range goes to single item questions, such as the self-rated health, to more
detailed modules, as the GHQ-12 (Goldberg et al., 1978) or the PHQ-9 (Kroenke et al.,
2001).

A distinction between measures of well-being and many other measures usually part
of official statistics is that well-being measurements are always going to be collected
through surveys. Thus, issues regarding surveys and sample designs are fundamental. The
target population has to be well described. For national representative surveys, the
household is the unit of measure relying on a single respondent (usually the head of
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household) to provide data for the whole household. This cannot be the case for well-being,
since we are discussing about an inherently personal variable, and therefore the unit of
measure for well-being must be the individual. This leaves two options: either a
representative sample of individuals for each household is produced or all individuals are
personally interviewed. The target age group is going to vary in consideration to the
research goals. For instance, if we are interested in retirement income policies, the
appropriate the target population will be persons aged 65 or older. Generally speaking,
however, measures of well-being are usually collected for the adult population, from
persons aged 15 years and older.

The enumeration period (i.e. the period over which data is collected) is very
important when measuring well-being. Unlike marital status or educational attainment, for
which it does not matter at what precise moment the answers are collected, the exact timing
of the collection period can significantly impact well-being measurement (Deaton, 2011).
For instance, positive affects are higher on holidays and weekends (Helliwell & Wang,
2011). Ideally, enumeration would take place over an entire year, including all days of the
week and holidays. This would ensure that the measures provide with accuracy a picture
across the entire year. Where such an enumeration is not possible, the data should be
collected proportionately at least all over the week.

Seven types of surveys are relevant to well-being and meet different needs.
Integrated household surveys are the primary surveys utilized by national agencies of
statistics to collect data on issues such as expenditure, income and labour market. An
example is the EU-SILC, consisting of a core on living conditions and income alongside
other special topic modules. The 2013 module is focused on well-being. Nevertheless, not
all national agencies of statistics run such a survey. Some agencies, as the Australian Bureau
of Statistics, focus mainly on measures of social inclusion and social capital, while others
(Canadians) rotate modules between different waves. The latter approaches are particularly
fit vehicles for data collection on well-being. Time-use surveys involve respondents
completing a diary alongside questionnaires of different nature. The inclusion of a time-use
tool offers an opportunity to capture different subjective states and to collect data on the
time spent in distinct subjective states. In particular, these tools are particularly effective in
capturing affects at multiple detail levels. Victimisaton surveys collect data on the
distribution and level of criminal victimization. The interaction between this topic, safety’s
perceptions and well-being is of major interest, both from the standpoint of how
victimisation affects well-being, and from the perspective of how the victim is impacted by
victimisations of different nature. Thus, well-being questions are of highly valuable to such
surveys. Health surveys have a long lasting tradition of the inclusion of well-being measures
as part of mental health tools such as the GHQ-12, including items referring to different
aspects of well-being. Many national agencies run periodic or one-off topic surveys with the
intention of exploring a topical argument in detail. Because the content of these tools could
be tailored to the explored topic, such surveys are perfect vehicles for examining aspects of
well-being in depth. Nevertheless, the mutative nature of special topic surveys makes them
not so appropriate for a long-time monitoring of well-being. Panel surveys follow over time
the same individuals, schematically re-approaching them. Because of their nature, these
tools are able to control causality much better than cross-sectional surveys. The German
Socio-Economic Panel (GSOEP) included items on well-being. Strong evidence on the
relationship between life decisions and their determinants comes from this approach.
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Promoting well-being

Well-being is integral to population health and it influences the functioning of
individuals, families, and large communities. Mental and behavioral disorders, including
addictive behavior, place extremely large burdens on individuals, families and society;
moreover, they increase the risk of co-morbidities and social exclusion. Early adulthood is a
crucial period for laying the foundations of a healthy life. There is fascinating evidence that
promotion of SWB and prevention interventions, when effectively implemented, enhances
protective factors for good mental and physical health, reduces risk factors for mental
disorders, and leads to long-lasting positive effects on a wide range of educational,
economic and social outcomes for young people. Medical and psychological factors, family
and social spheres (including the workplace), as well as digital communities, are some of the
different aspects impacting the well-being of the young. Their ability to cope will be
enhanced by the resilience to adversity. There is a need for more evidence on resilience
factors and on effective interventions promoting SWB in the young adults. Empowering the
young offers the possibility of a positive influence on development in a sensitive period
such as the transition to young adulthood, thanks to early neuroplasticity.

Proposals focusing on developing population-oriented primary prevention
interventions will be the most effective in promoting SWB of young people and also assess
them for their effectiveness. A boost in effectiveness is also given by attention at resilience
and reduction of the impact of different nature’s risk factors. For optimal results, the target
group includes young up to 30 years.

A multidisciplinary approach and the involvement of both the young themselves and
relevant stakeholders is another key part of the research design. Moreover, a step further
will be done through innovative approaches in involving the young and gathering their
feedbacks for the design of the intervention. An intervention’s essential bedrock is the
holistic approach, not leaving gender and health inequality aspects out of the picture. In a
context like Europe with different social, economic, and cultural realities every action needs
to be diversified and the multifaceted. Furthermore, ethical issues too are going to be part of
the picture. The analyses of impact and effectiveness have to be run in quantitative terms as
well as qualitative terms, in a gender disaggregated way when relevant. If the methodology
is valid, reasonable, and goals oriented the results will run through Europe and beyond and
the produced evidence will be quickly and fully exploited.

A starting point is surely the goal 3 of the 17 sustainable development global goals,

in which is specifically reported that by 2030, the aim is to promote mental health and well-
being (United Nations Sustainable Development, 2016).
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Exercises

The areas to cover in this module are: biostatistics, behavioral sciences, environmental
health, epidemiology, and policy.

Biostatistics

Students are asked to analyze one of national open access EUROSTAT databases to answer
basic statistical questions on well-being. This assignment is appropriate for intermediate-
level students. In particular, students work on importing databases, examining distributions,
and performing and interpreting basic statistical tests (such as t-test or ANOVA).

Behavioral sciences
Students are asked to select and review one of the articles available on a health determinant
of interest and to note its relationship with well-being. In a brief paper, the students then
come up with proposing a theoretically-based intervention centered on the unhealthy
behavior to improve well-being. Students learn reading and understanding the scientific
literature, describe the impact of health behaviors on well-being, and mixing behavioral
theories and intervention planning.

Environmental health
Students are asked to study an article on determinants of well-being for people with
diabetes. In a second phase, a brief paper is going to explaining well-being disparities
between the study groups while examining the impact of social and environmental
exposures. Students learn to identify health imbalances, develop hypotheses to explain well-
being measurements, and consider risk and health information requirements.

Epidemiology

Students are asked to query two of longitudinal national open access EUROSTAT databases
and contrast and compare observed trends. With the help of the literature, the students
attempt to interpret the observed trends in a brief paper. Students learn to identify trends and
precisely transfer epidemiology information in written form.

Policy

Students are asked to identify and comment a well-being disparity in the EUROSTAT
databases. In a second phase, a brief paper is going to show a policy brief using scientific
literature as support. Also evaluation and budget issues have to be taken into account.
Students learn to propose policy solutions and develop an evaluation budget and plan.
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The global financial crisis and health
The scope of the problem

Health and health care are influenced by many factors that differ from country to
country and from national economy to national economy. The economic situation influences
the health status of a population in many ways; at least it is part of the social determinants of
health. “The social determinants of health are the conditions in which people are born, grow,
live, work, and age. These conditions are shaped by the distribution of money, power and
resources at global, national and local levels — sometimes termed “‘structural determinants”
of health inequities” (World Health Organisation - Regional Office for Europe, 2013).

Good health of population is an important locational factor and an incentive for
establishing various enterprises. On the other hand, the making up of the production
processes and working places, technological progress, education and the political
(regulatory) framework of the government interact with health, too. Increasingly, the policy
of firms is to put maximization of profits on top of their priorities even at costs of negative
effects on health. Changes in the prosperity of a national economy will have its effects at
various places. The most obvious are at diverse places of the economic sector. Nevertheless,
public institutions and government are also influenced, but mostly indirect and sometimes
with a certain delay. Taxes and contribution fees are calculated based on the profits of
enterprises and the income of employees. The financing of health care and insurance may
depend on income also, and, in the case of a Beveridge system, on tax income of the
government.

Health care systems are faced with two basic problems: Increasing expenditures and
a financing power that does not keep pace with the increasing demand - independent how
the system is financed, i.e. in a Bismarckian, Beveridge, more market-oriented or
government financed and operated like in a historical Semashko model. Some call it a
permanent financing crisis. The public debate focuses on the determinants of health
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expenditures and identifies the ageing population (e.g. Ogura and Jakovljevic, 2014, Polder
et al., 2002, National Institute of Aging et al., 2011) and the increasing weight of non-
communicable diseases as important drivers (Jakovljevic and Milovanovic, 2015). In fact,
“a number of disorders that typically occur in old age are a result of disease processes, not
normal aging® (National Institute on Aging et al., 2010 p.18). However, how much an
ageing population is responsible for increasing health expenditures is controversely
discussed in the literature.

For some researchers the contribution of an ageing population to increasing
expenditures is very low (Zweifel et al., 2004) - actually the annual growth rate of per capita
expenditures is about 1.5% (Breyer et al., 2011), which is less than the observed growth rate
of about 2% in the OECD (Felder, 2013). Some studies suggest that proximity to death
causes the largest part of expenditures, and consequently a shift in the mortality risk to
higher ages will not affect lifetime health care expenditures as death occurs only once in
every life (Breyer and Felder, 2006, Seshamani and Gray, 2004). Actually, some studies
find that age does not explain healthcare expenditures when variables like closeness to
death, income, or life expectancy are controlled for (Hall and Jones, 2007, Shang and
Goldman, 2008). In other words, expected cumulative health expenditures for healthy
elderly individuals are similar to those for less healthy individuals of all ages. This suggests
the existence of a “red herring” (Breyer et al., 2011, Zweifel et al., 2004).

Scientists who support the “Compression of Morbidity Thesis” postulate and prove
with their findings that with increasing life expectancy it is possible to grow old in good
health, and the more expensive period of life is shifted to a higher age, forming a more
rectangular curve (Fries, 1980, Vaupel, 2010, Fries et al., 2011, Bronnum-Hansen, 2005).
This would mean that the ,,real” increase of life expectancy occurs more in the midst of life.
Consequently, the expenditures in younger or middle-aged groups must be lower or even
negative (Niehaus, 2006 p.6). On the contrary and in accordance with the ,,Morbidity
Expansion Thesis“ the curve of expenditures must be shifted upwards at all ages, i.e. for
younger ages also, because the disease burden will not be reduced (Niehaus, 2006). There is
also empirical evidence for the ,,Morbidity Expansion Thesis* (Bhattacharya et al., 2004,
Graham et al., 2004). There is also an indirect effect. Medical technology and its progress is
an important driver of health expenditure growth, and medical technology, strongly interacts
with age and health, i.e., population ageing reinforces the influence of medical technology
on health expenditure growth and vice versa (de Meijer et al., 2013).

Furthermore, there are also a number of increasingly complex challenges: Globalization,
evolving health threats, financial constraints on government spending, and social and health
inequalities are some of the most pressing (Bjegovic-Mikanovic et al., 2014, Laaser, 2015).

The so-called financial crisis has now shed new light on an old debate about the
financial sustainability of health systems in Europe. For many years, it was the “ghost” of
ageing populations. Further expenditure drivers were identified in the development of
medical technology and medical progress, which offer new (and more expensive - but not
necessarily more costly) treatment options; these are supplemented by changing public
expectations (Bjegovic-Mikanovic et al., 2014). All of these were suited for tormenting
policy-makers who were troubled by a steady growth in health sector spending. However,
the most far-reaching real threat came in the shape of a different triumvirate: financial crisis,
sovereign debt crisis and economic crisis. After 2008, the focus of concern turned from the
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future to the present, from worrying about how to pay for health care in thirty years’ time to
how to pay for it in the next three months (Thomson et al., 2014).

Financial and economic crises

To understand the development and the rapid spread of the crises, we first have to
look at the basic principles of a global market and the world economy. The firms and
institutions together make it possible for money to make the world go round. Part of this are
“financial markets, securities exchanges, banks, pension funds, mutual funds, insurers,
national regulators, such as the Securities and Exchange Commission (SEC) in the United
States, central banks, governments and multinational institutions, such as the International
Monetary Fund (IMF) and World Bank“ (The Economist, 2014). A situation in which “the
supply of money is outpaced by the demand for money is called financial crisis”. This means
that liquidity is quickly evaporated because available money is withdrawn from banks,
forcing banks either to sell other investments to make up for the shortfall or to collapse*.
(Business Dictonary.com, 2015) As The Financial Times (2015) points out, the
consequences are that the involved institutions, such as banks, typically stop to pass funds to
others. They also demand early repayment of loans and other financial instruments, they
liquidate holdings of financial assets that can be sold, and they possibly increase collateral
requirements etc. to an extent that is outside the prior expectations of market participants.
This ends up in what is often referred to as “frozen” financial markets, where trading
volumes fall considerably and market participants often cannot be convinced to trade
financial instruments, independent of prices. The infection of other countries, i.e. the
transmission of the financial and economic shock from one nation to another gains speed at
times where substantial financial capital, goods, and services flow across borders. These
cross-border interdependencies additionally bring down economies that suffer from a
financial crisis (Financial Times - ft.com/lexicon, 2015).

The Financial Times (2015) also identifies four channels through which the
“disease” spreads. The first three belong to the private sector. (1) Losses on financial assets
which are held abroad can damage confidence in the domestic financial institutions that
made those investments. (2) Participants in financial markets in one country may re-evaluate
their assessment of certain adverse risks taking place there in the light of recent
developments in other nations, arguing that certain pertinent circumstances are common. (3)
Because many firms supply customers abroad severe economic downturns can spread across
borders, as falling exports reduce the national incomes. This trade-related channel has
grown in importance with the development of international supply chains. Reductions in
sales of a final good can produce cuts in orders for foreign sourced parts and components
worth multiples of the original transaction (so-called bullwhip effect). (4) Certain
government policies that seek to bolster the domestic economy at the expense of other
nations also have a share in spreading the “disease” across borders. Essentially measures are
taken such as raising tariffs and other trade barriers, devaluing national currencies, insisting
that domestic financial institutions repatriate financial asset holdings from abroad,
restricting government contracts to domestic firms etc. (so-called beggar-thy-neighbour
policies).

Of course, a global financial crisis must not necessarily result in a global economic
crisis. But in modern economies, where working capital is needed to bridge the time span
between the occurrence of expenditures, e.g. for parts, supplies, and staff, and the time when
revenues occur, the following withdrawal of credit creates the potential for widespread
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corporate bankruptcies. A financial market breakdown, then, can quickly create a severe
downturn in economic activity, involving falls in national income and increases in
unemployment that are in excess of those witnessed during traditional economic recessions.
Such a process undergoes several phases. Guillén (2014) provides a very detailed list of the
events and the corresponding timing, which can help to identify the different phases of the
process.

In one of the later stages austerity plans (from 2010 on) were brought in,
concentrating on tax rises and budget cuts of governments. These plans were discussed
controversially and criticised. Some thought that these measures were too dangerous,
because national economies had not returned to their previous growth paths. Others argued
that austerity, in combination with structural reforms, would rise - on the long run - the rate
of economic growth, and, finally, would raise expectations of future tax levels and calm
down fears about the long-term solvency of governments (Financial Times-ft.com/lexicon
2014c). Resulting from a combination of austerity, deleveraging, and rebuilding bank
balance sheets economic growth fell below projections for many large economies during the
years 2010 to 2012 (Financial Times - ft.com/lexicon, 2015).

The interdependence between health and financial crisis

In health care - at “normal” times of scarce resources - governments try to close the
gap between rapidly increasing demand and slower raise of financing opportunities by
applying four classical administrative measures: (1) Cutting down expenditures (various
budgets), (2) excluding services from being reimbursed (problem to patients), thus
increasing the amount of patient’s contribution, i.e. out-of-pocket payments, (3) by raising
the contribution fees from the insured, and, (4) last but not least, by bargaining with
providers and forcing the setting of fixed prices, and by increasingly trying to substitute
patented pharmaceuticals by generics. Of course, there is some variation, depending on the
health care model - tax financed or contribution fee financed. Rationing of services is also
an option. Policy-makers are mostly gazing at expenditures but not on (opportunity) cost.
This means that efficiency issues and consequently efficiency gaps have not been in the
focus. New approaches of delivering care, aiming at improving efficiency, by overcoming
traditional barriers, are not yet widely applied, or still under critical appraisal (Nolte and
Pitchforth, 2014).

Ruckert et al. visualise how health equity and financial crisis are linked. They
distinguish between direct and indirect channels of influence (Ruckert and Labonté, 2012).
Direct influence channels lead from “economic decline & lower tax revenue” to “health
budget cutbacks” and to “health impacts”, then. Furthermore, there is also a link to

2% ¢

“transformation of health system”, “commodification of users fees” and finally to “health
impacts”. The indirect channels are “reduction in welfare programs”, “climate of austerity”,
“labour market transformation” and finally “health impacts” (Ruckert and Labonté, 2012
p2). Studying the consequences of the financial crisis in Canada, they come to the
conclusion that the “findings suggest that health equity is primarily impacted through two
main pathways related to the global financial crisis: austerity budgets and associated
program cutbacks in areas crucial to addressing the inequitable distribution of social
determinants of health, including social assistance, housing, and education; and the
qualitative transformation of labour markets, with precarious forms of employment
expanding rapidly in the aftermath of the global financial crisis. Preliminary evidence
suggests that these tendencies will lead to a further deepening of existing health inequities,
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unless counter-acted through a change in policy direction” (Ruckert and Labonté, 2014 p1).

The global crisis has arrived at all parts of society and, even though located outside
the health system, its unexpected occurrence, demonstrated its vulnerability, and deploys
large negative effect on the provision of health (Mladovsky et al., 2014). Health systems are
complex, nested entities. However, like enterprises or public organisations they need
predictable reliable sources of income to operate appropriately. Sudden interruptions of
funding can make it difficult to maintain necessary levels of health care (Mladovsky et al.,
2014).

Financing health systems

In this situation governments and policy-makers - metaphorically speaking - have
“to square the circle”, i.e., they are faced with inconsistent systems of conflicting goals.
They have to regain financial stability, protect banks, maintain the level of public health,
sustain the competitiveness of their national economy, and care for the principles of equity,
equality, and solidarity. Governmental income comes from various taxes and/or from the
financial market. To raise fresh capital from the market creditworthy is a prerequisite and
one has to be able to pay high interest rates, which of course is a financial burden for the
next generations, and which in turn impacts the above mentioned principles. In addition, it is
not possible to raise taxes unboundedly.

To protect health of its population is first and foremost an ethical goal. However, the
operation which takes place at different levels of the health system is under the reservation
of financial feasibility, i.e. the economic situation of a country is an important constraint,
which follows other (economic) laws. Allocation of resources takes place at different levels
of the system and at different organizational structures (Jakovljevic, 2013). Nevertheless,
budgeting processes have one thing in common: They are not only rationally determined.
Money goes there where budget holders with strong power are. Therefore, the allocation
does not really follow cost-benefit ratios. The health sector competes with other sectors of a
governmental budget. This is the first hurdle, and there are bad examples how money from
the health sector was reallocated to finance spending in other areas (Thomson et al., 2014);
other hurdles will follow.

Policy-makers may now decide to maintain, decrease or increase current levels of
public expenditure on health. Given the tool set mentioned above they can review and alter
the level of contributions for publicly financed care, the volume and quality of publicly
financed care, and the cost of publicly financed care (Mladovsky et al., 2014). Of course,
when making these decisions one has to keep in mind the goals of the health system, or as
Mladovsky et al. state “achieving fiscal balance is likely to be important in the context of a
financial crisis but generally it is not regarded as a primary goal of the health system - on a
par with or overriding health policy goals such as health gain or financial protection - since,
if it were, it could be achieved by cutting public spending on health without regard for the
consequences’” (Mladovsky et al., 2014 pVI).

An overview of applied policy tools
The general situation is characterized by falling Gross Domestic Product (GDP),

rising unemployment, growing fiscal pressure, reallocation of money from the health sector
to finance spending in other areas (Thomson et al., 2014 p8) and reducing health budgets
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etc.. The health consequences may be directly derived, i.e. through restrictions in getting
access to care and treatment or more indirect through poor working conditions,
unemployment, unsecure living conditions etc. Some authors discuss the correlation
between unemployment and negative health outcomes, like suicide (Ayuso-Mateos et al.,
2013, Vogli, 2014), and poverty and postponed doctor visits (Thomson et al., 2014).
Mladovsky et al. (2014) analysed the health policy responses to the financial crisis, too.
Their main conclusions are that: European Region countries have applied a mix of policy
tools. Some countries seem to have used the crisis to increase efficiency, although little has
been done to improve public health, which is a missed opportunity. Looking outside of
Europe BRICS -countries ((Brazil, Russia, India, China) serve as a typical example of well
performing economies during a global recession, actually succeeding to produce net gains
in population health outcomes since 2007 (Jakovljevic, 2014). However, in 2013 the health
expenditures in Brazil were 9.7% of the GDP; India spent 4%, and the Russian Federation
6.5% of their GDP; in high income countries across the world it is 11.9% (Worldbank,
2015) Out of pocket payments were relatively high compared to countries like Sweden,
Switzeland, USA, and United Arab Emirates. In Brazil it is 29.9%, 58.2% in India and 48%
in the Russian Federation (Worldbank, 2015), which, of course, says nothing about efficient
use of budgets. Nevertheless, it is an interesting indicator of how roles are allocated. Of
course, the favourable situation and financing possibilities of BRICS-countries heavily
depend on the (still increasing) GDP growth rate. With the exception of India the other
countries currently show a decline or even negative rate (Russian Federation and Brazil)
(IECONOMICS, 2015). These countries are not immune to the global financial crisis.
Ritwik et al (Ritwik and Pankaj, 2010) describe the transmission channels by which the
financial crisis affected the four emerging economies, too. They also give an overview on
the political measures to stabilize the financial sector after 2008.

That Policy responses aiming at secure financial sustainability, and to improve the
health sector’s fiscal preparedness for financial crises, should be consistent with the
fundamental goals of the health system. Such tools which can take into account health
policy goals are:

“increased risk pooling; strategic purchasing, where contracts are combined with
accountability mechanisms including quality indicators, patient reported outcome measures
and other forms of feedback; health technology assessment to assist in setting priorities,
combined with accountability, monitoring and transparency measures; controlled
investment in the health sector, particularly for health infrastructure and expensive
equipment; public health measures to reduce the burden of disease; price reductions for
pharmaceuticals combined with cost-effectiveness evidence and other measures to promote
rational prescribing and dispensing; shifting from inpatient to day-case or ambulatory care,
where appropriate; integration and coordination of primary care and secondary care, and
of health and social care; reducing administrative costs while maintaining capacity to
manage the health system; fiscal policies to expand the public revenue base; counter-
cyclical measures, including subsidies, to protect access and financial protection, especially
among poorer people and regular users of health care; and, outside the health sector, active
labour market programmes and social support services to mitigate some of the adverse
effects of economic downturns” (Mladovsky et al., 2014 pVIII).

Contra productive measures, i.e. measures that could undermine health system goals

include: “reducing the scope of essential services covered; reducing population coverage;
increases in waiting times for essential services, user charges for essential services; and

162



attrition of health workers caused by reductions in salaries. The discussion highlights the
trade-offs involved in any policy decision. These trade-offs should be understood and made
explicit so that decision-makers can openly weigh evidence against ideology in line with
societal values. Policy decisions should be guided by a focus on enhancing value in the
health system rather than on identifying areas in which cuts might most easily be made”
(Mladovsky et al., 2014).

From the viewpoint of health system, fiscal balance is a constraint. This views would
decision-makers allow shifting the debate away from balancing the budget at any cost
towards a more performance oriented view of the health system (Mladovsky et al., 2014).

Possible Responses: Managed Care

It is unlikely that the budgeting situation and the global economic situation will
change for the better in the near future. Besides the consequences of financial and economic
crises, which will continue to have an effect, governments are confronted with an increasing
eroding of their tax income. “Creative accounting” of firms, aiming at finally shifting profits
to places where the tax rates are lowest can worsen the budgeting situation and will cause
discrepancies between expenditures for health care and tax income. Furthermore,
“competition” between countries/governments/cantons/ cities, strongly supported by “tax-
saving models” from banks, aggravates this trend. Moreover, health expenditures that are
caused by a working population have to be financed in one country whereas taxes of the
corresponding firm where the workers belong to are paid somewhere else.

To overcome restrictions coming from the difficult economic situation, and to gain
more independence, it is unavoidable to challenge the utilization of resources. This applies
for all kinds of health related activities, health care and public health programs. Efficiency
and/or managed care are magic words that are often used in this context.

Managed care is a very complex approach. Principally is the goal to manage health
care delivery in such a way that costs can be controlled. This is done for example by
eliminating redundant facilities and services and to reduce costs, and to include health
education and prevention. Managed care is not a coherent theory. In fact it is made up of
various organizational forms (solutions) and different management tools that are applied,
and it is still developped further. Disease management, case management and integrated
care are well-knnown prominent forms.

One of the challenges of health care systems is fragmented care, which often leads to
inefficient use of resources. Very often this fragmentation is caused by organizational
problems, like silo-thinking and fragmented budget responsibility. This occours at providers
as well as at political organizations. Even when this is to the detriment of all involved actors
it is nevertheless rational, i.e. from a systemic view it is ,,contextual rational“. Contextual
rationality takes into account that, from the perspective of an organisation (or cooperations),
it has to be accepted, that many, even conflicting, goals have to be considered and reached
(Organ and Bateman, 1991). The resulting overall behaviour could be also characterised as
“negative coordination”. This means that, when several actors have to work together,
cooperation and joint actions (or common policy) are controlled by this negative
coordination. It only allows policy changes that are pareto-superior to the status quo, i.e.
there will be no losers. If disadvantages occur, the existence of negative coordination
impedes new policies as long as there are still parties who are better off without the changes
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(Scharpf, 1993). This leads to egoistic behaviour and finally might block new approaches
that otherwise could lead to improved health care.

A very interesting attempt is integrated care. ‘Integrated care’ is a term that reflects a
concern to improve patient experience and achieve greater efficiency and value from health
delivery systems (Shaw et al., 2011). The aim is to address fragmentation in patient services,
and enable better coordinated and more continuous care, frequently for an ageing population
which has increasing incidence of chronic disease. Actually, it is not easy to overcome
fragmentation in care delivery (Shaw, 2014, Simmons and Wenzel, 2011). In some countries
accompanying measures like bundling payments are introduced - a single payment for all
services related to a specific treatment or condition (for example, coronary artery bypass
graft surgery), possibly spanning multiple providers in multiple settings (Bertko and Effros,
2010).

Exercises
Topics for small work group discussions:

e Principles of budgeting processes

e How react the different countries?

e What measures have been taken?

 E.g. successful adaptation strategies. Are the BRICS countries a blueprint for  successful
response?

e How to stabilize the health sector?

e How to become more independent?

e Describe the measures, the preconditions of the respective country and analyze its
policies.

* How to increase the efficient use of budgets

e What is managed care?

e Can managed care approaches be useful?

e How to show correlations between the economic situation and health outcomes?

Links

Integrated Care: http://www.euro.who.int/en/about-us/partners/observatory/policy-briefs-
and-summaries/what-is-the-evidence-on-the-economic-impacts-of-integrated-care

Public Health Workforce:
http://www.euro.who.int/__data/assets/pdf {file/0003/248304/Addressing-needs-in-the-
public-health-workforce-in-Europe.pdf?ua=1

Experiences from NHS: http://www.nuffieldtrust.org.uk/publications/towards-integrated-
care-trafford
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Global governance of population health and well-being
1) Governance for health and well-being

Governance has been defined as ‘the process through which governments and other
social organizations interact, relate to citizens and take decisions in an increasingly complex
and interdependent world. It differs across political systems, with many ways in which
individuals and institutions, public and private, manage their common affairs’ (Commission
on Global Governance, 1995).

The World Bank, while agreeing essentially with the Commission on Global
Governance definition, narrows governance decision-making processes to include the
process by which governments are selected, monitored and replaced, specifically
mentioning government’s capacity to effectively formulate and implement sound policies;
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and the respect of citizens and the state for the institutions that govern economic and social
interactions among them (The World Bank Group, 2015b).

The overall message seems to be that governments may become vulnerable or
unhinged when socioeconomic policies cause unrest among the electorate in democratic
systems, especially when legislation, policy and strategy are deemed to be faulty when
applied to macro government planning systems, especially social services, education, and
health.

The WHO report, ‘Governance for health in the 21st century - a study conducted for
the WHO Regional Office for Europe’ (Kickbusch, 2013), drafted in preparation for the
European policy for health, Health 2020 (WHO - Regional Office for Europe, 2015) and
adopted by the 53 Member States of the Region in September 2012 - defined governance for
health as:

...the attempts of governments or other actors to steer communities, countries or
groups of countries in the pursuit of health as integral to wellbeing through both a ‘whole-
of-government’ and a ‘whole-of-society’ approach... Governance for health promotes joint
action of health and non-health sectors, of public and private actors and of citizens for a
common interest. It requires a synergistic set of policies, many of which reside in sectors
other than health as well as sectors outside of government, which must be supported by
structures and mechanisms that enable collaboration. It gives strong legitimacy to health
ministers and ministries and to public health agencies, to help them reach out and perform
new roles in shaping policies to promote health and wellbeing.

Led by Ilona Kickbusch - director, Global Health Programme, Graduate Institute of
International and Development Studies, Geneva, Switzerland - the study reached several
conclusions on governance and its contexts, including

e The governance challenges faced by the health sector are not unique: all sectors are
experiencing major shifts.

e The contextual drivers of change are interdependence, complexity, co-production
and Europe’s transition from industrial to knowledge-driven societies.

e ‘Wicked problems’ require systems approaches that involve a wide range of
society and multiple levels of governance, from local to global, with increasing
relevance of regional and local levels.

e The new context leads to the new governance dynamics of diffusion,
democratization and shared value.

e Health is a major macroeconomic factor and, increasingly, a critical component of
business models and strategies. Businesses must reorient themselves towards
strategies built on shared value, which can enhance their competitiveness while also
advancing social agendas.

e The role of government in governance remains critical and is expanding in many
areas of modern life.

In terms of governance for health and well-being, the report highlights:

e Governance for health and well-being is a central building block of good
governance; it is guided by a value frame that includes health as a human right,a
global public good, a component of well-being and a matter of social justice.
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e The expanded understanding of health includes consideration of health as an
emerging property of many societal systems; it therefore requires action in
many systems, sometimes with and sometimes without the involvement of
the health sector.

e Whole-of-government and whole-of-society approaches reflect this reality and are
grounded in strategies that enhance ‘joined-up’ government, improved
coordination and integration and diffusion of responsibility for health
throughout government and society.

e Governance for health builds on experiences gained in the health arena with
intersectoral action, healthy public policy and health in all policies (Kickbusch,
2013).

The study underscores that ‘Smart governance for health and well-being is already
being practised in Europe and in many other parts of the world’, as ‘Governments are
already approaching such governance in new and innovative ways’. More specifically,
‘smart governance’ is about how governments address health challenges strategically, the
choices they make about the mixture of ‘hard’ and ‘soft’ instruments to use, the angle from
which they approach a challenge and the partners, and which partners, at which levels of
government and society they choose to engage and when.’

Moreover, the report summarises new approaches to governance for health, noting in
particular five types of smart governance for health, ‘which should be combined in whole-
of-government and whole-of-society approaches’:

e Governing by collaboration

e Governing through citizen engagement

e Governing by a mix of regulation and persuasion

¢ Governing through independent agencies and expert bodies

¢ Governing by adaptive policies, resilient structures and foresight.

2) Public health governance within a health policy framework

Sir Donald Acheson coined 1988 the most often cited definition of public health:
“Public health is the science and art of preventing disease, prolonging life and promoting
health through organised efforts of society”. These ends are optimised, according to the
Commonwealth Secretariat (CS) (The Commonwealth, 2015), when they are founded
‘upon evidence based knowledge and enabled by good governance, advocacy and the
capacity to ensure fair, secure and sustainable health and well-being for all’.

In the cited paper titled ‘A Health Systems Policy Framework — to support the
sustainable delivery of Universal Health Coverage’ the Commonwealth adopts the definition
of ‘governance’ outlined in the first section and confirms that governance refers to ‘the
actions of governments and other actors to steer communities, whole countries or even
groups of countries in the pursuit of health as integral to well-being through both whole-of-
government and whole-of-society approaches’. In figure 1a, the key components of a health
systems policy framework are grouped.

171



Figure 1a: Key components of a health systems policy framework
(taken with permission from (The Commonwealth, 2015))

A Health Systems Policy Framework

Governance

An overview — the Headings and Sub-headings for the Health Policy Framework:

1. Governance: public health legislation; policy; strategy; financing; organisation;
quality assurance: transparency, accountability and audit.

2. Knowledge: surveillance, monitoring and evaluation; research and evidence; risk
and innovation; dissemination and uptake.

3. Protection: International Health Regulation (IHR) and co-ordination;
communicable disease control; emergency preparedness; environmental health;
climate change and sustainability.

4. Promotion: inequalities; environmental determinants; social and economic
determinants; resilience; behaviour and health literacy; life-course; healthy settings.

S. Prevention: primary prevention: vaccination; secondary prevention: screening;
healthcare management and planning.

6. People: primary health care; secondary health care; tertiary health care and
rehabilitation.
7. Advocacy: leadership and ethics; community engagement and empowerment;

communications; sustainable development.
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8. Capacity: workforce development for public health, health workers and wider
workforce; workforce planning: numbers, resources, infrastructure; standards,
curriculum, accreditation; capabilities, teaching and training.

Summarised in Figure 1b, governance — ‘the actions of governments and other actors
to steer communities, whole countries or even groups of countries in the pursuit of health as
integral to well-being through both whole-of-government and whole of society approaches’
has been further delineated.

Figure 1b: A health governance framework
(taken with permission from (The Commonwealth, 2015))

1. Governance: public health legislation; policy; strategy; funding;
organisation; quality assurance: transparency, accountability and audit.

Governance

Legisiation

outcomes

Quality Assurance

These six components have been further defined as follows:

Legislation -
Public health law including designation of public health functions, roles and responsibilities;
includes cross-cutting legislation, and for specific topics like tobacco and alcohol control,
salt reduction or food fortification;
e International, national, regional and local leadership roles;
e International health regulations and human rights agreements;
e Regulations for environmental health and work, and for non-communicable
diseases;
e Public accountability and enforcement of legislation, including policing, and
reporting systems.
Policy -
e Senior cross-governmental ministerial public health committees and working
groups and health advisors to embed public health across policy;
e Health diplomacy and foreign policy for health security and to benefit health;
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e Development of cross-sector policy that benefits health, (health in all
policies);
e Development of health policy for public health;
e Cross- sector Health Impact Assessments.
Strategy -
e Whole of society approaches, skills for strategy development;
e Stakeholder engagement;
e Public health information and health needs assessment with priority setting,
using evidence based and cost-effective interventions;
e Service delivery and monitoring of outcomes.
Financing -
e Appropriate funding sources assigned for the public health functions;
e Ensure sustainable financing systems that protects public health services;
e Public Health financing includes raising funds, pooling and channelling of resources, and
incentives to maximise efficiency, effectiveness and equity.
Organisation -
e Clarify roles, responsibilities, outcomes and accountability of organisations delivering
public health functions;
e Ensure sufficient capacity to deliver services, functions and operations.
Quality assurance -
¢ Transparent and accountable processes are in place to improve outcomes and  monitor
processes to ensure effective, efficient, equitable, accessible, acceptable, safe and
sustainable services;
e Undertake audits for quality improvement.

3) Policy-making in the 21* century

Strengthening of public health capacity requires ‘the ability of a system to solve new
problems and respond to unfamiliar situations’ (Kickbusch, 2013). The main levers for
DOIng so are identified in Figure 1. The priority for many governments involves the fact
that ‘Policy interventions that promote health and prevent disease are a means of reducing
costs and building capacity within the health system and society as a whole’.

One of the key problems ‘in policy-making in the 21st century is dealing with
uncertainty’ and that the process ‘has become more complex as it attempts to address
“wicked problems” and systemic risks, confronting multiple possible futures’. Nowadays
decision-making includes ‘many players and stakeholders’ to reach agreement on courses of
action. Exacerbating policy-making in the 21* century is the fact ‘that the amount of
evidence is always increasing and it is rarely final’. Further, the report by Ilona Kickbusch
notes that ‘these uncertainties constitute a major problem for traditional bureaucracies: first,
they are averse to risk and unlikely to act when they cannot be sure of the result; secondly,
they have no incentive to take initiatives beyond their own sector.” Addressing ‘the major
social challenges by a sectoral division of labour and with a short-term perspective when the
challenges themselves interact, are interconnected and have long-term impacts’ is no longer
viable nor is linear thinking as “part of the wickedness of an issue lies in the interactions
between causal factors, conflicting policy objectives and disagreement over the appropriate
solution.
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Nine features distinguish policy-making in the 21st century (Kickbusch, 2013):

e Forward looking: a long-term view based on statistical trends and informed
predictions of the probable impact of the policy

e Outward looking: taking account of the national, European and international
situation and communicating policy effectively

e Innovative and creative: questioning established methods and encouraging new
ideas; open to the comments and suggestions of others

e Using evidence: using the best available evidence from a range of sources and
involving stakeholders at an early stage

e Inclusive: taking account of the impact of the policy on the needs of everyone
directly or indirectly affected

e Joined-up: looking beyond institutional boundaries to the government’s strategic
objectives; establishing the ethical and legal basis for policy

e Evaluative: including systematic evaluation of early outcomes into policy-making
e Reviewing: keeping established policy under review to ensure that it continues to
address the problems for which it was designed, taking into account associated
effects

e Learning lessons: learning from experience of what works and what doesn’t

4) Limitations of addressing contemporary health and well-being issues

While projects such as the European Health 2020 (WHO - Regional Office for
Europe, 2015) and the US Healthy People 2020 (Centres for Disease Control and
Prevention, 2015), are commendable - generally involving assessment, strategy
development, pooled budgets for implementation and evaluation - what is becoming clear is
that conventional approaches to addressing complex health and well-being issues at national
and global levels are having limited success (Lueddeke, 2016). As two examples, obesity
rates are rising exponentially and mental health is emerging as a key issue affecting all ages.

In terms of global wars and conflicts, many rooted in ‘economic inequalities, social
conflicts, religious sectarianism, territorial disputes, and fighting for control of basic
resources such as water or land,” Germa Pelayo, a founding member of the Forum for a
New World Governance (Forum for a New World Governance, n.d.), observes that:

The spread of tensions to many areas of the planet and the difficulties in solving
them, as well as the unprecedented ecological deterioration due to the interaction of human
activities with the biosphere have reached levels that are threatening the very survival of
humankind.

While not wishing to sound ‘Apocalyptic,” he traces the causes of many of today’s
unsettling developments to ‘an almost permanent demonstration of exclusion and of
economic and social inequalities in the low-income districts of towns, both large and small,
in every continent’. Equally disturbing are ‘the rising power of the networks of organized
crime, trafficking drugs and human beings and taking advantage of the absence of strong
institutions at every level’.

Feelings of alienation are also manifested at national and local levels where ‘The
disaffected voter is fed up with the status quo and yearns for somebody authentic and
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uncompromised’ and someone who has ‘the ability to speak to people in plain language’
(Meyer, 2016).

5) ‘Good’ governance and world bank governance indicators

The Office of the United Nations High Commissioner for Human Rights (OHCHR)
reminds us that ‘There is no single and exhaustive definition of “good governance,” nor is
there a delimitation of its scope, that commands universal acceptance’ (Office of the United
Nations High Commissioner for Human Rights (OHCHR), 2015). However, although use of
the term presents some difficulty, OHCRH encompasses at least 13 key characteristics:

e full respect of human rights

e the rule of law

e effective participation

e multi-actor partnerships

e political pluralism

e transparent and accountable processes and institutions
e an efficient and effective public sector

e legitimacy

e access to knowledge, information and education

e political empowerment of people

® equity

e sustainability, and

e attitudes and values that foster responsibility, solidarity and tolerance

Overall, for the OHCRH, ‘The true test of "good" governance is the degree to which
it delivers on the promise of human rights: civil, cultural, economic, political and social
rights. The key question is: are the institutions of governance effectively guaranteeing the
right to health, adequate housing, sufficient food, quality education, fair justice and personal
security?’ Key attributes of good governance, therefore, include:

transparency

responsibility

accountability

participation

responsiveness (to the needs of the people)

An important link exists between good governance and human rights, which ‘are
mutually reinforcing.” On the one hand, ‘Human rights principles provide a set of values to
guide the work of governments and other political and social actors,” while, on the other,
they also provide a set of performance standards against which these actors can be held
accountable’. One of the eight features of modern policy-making (section 3)
‘Accountability’ is crucial and is about:

Engaging with, and being responsive to, stakeholders. It means taking into
consideration their needs and views in decision-making, and providing an explanation of
why they were or were not taken on board. In this way, accountability is less a
mechanism of control and more a process for learning. Being accountable is about being
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open with stakeholders, engaging with them in an ongoing dialogue and learning from the
interaction. Accountability can generate ownership of decisions and projects and enhance
thesustainability of activities. Ultimately it provides a pathway to better performance.

Key Links between good governance and human rights:

e Democratic institutions: participating ‘in policymaking either through formal
institutions or informal consultations’ and establishing ‘mechanisms for the
inclusion of multiple social groups in decision-making processes, especially
locally’.

e Service delivery: providing ‘public goods which are essential for the protection of
a number of human rights, such as the right to education, health and food’.

¢ Rule of law: reforming ‘legislation’ and assisting ‘institutions ranging from penal
systems to courts and parliaments to better implement that legislation’.

e Anti-Corruption: relying ‘on principles such as accountability, transparency and
participation to shape anti-corruption measures’.

World Bank Governance Indicators

Capturing key characteristics of the OHCHR, the indicators measure the quality of
governance in around 200 countries, based on surveys and other country assessments of
governance’ (The World Bank Group, 2015a). These ‘indicators combine the views of a
large number of enterprise, citizen and expert survey respondents in industrial and
developing countries,” and ‘are based on over 30 individual data sources produced by a
variety of survey institutes, think tanks, non-governmental organizations, international
organizations, and private sector firms. They are updated annually since 2002 and identify
six key dimensions of governance:

¢ Voice and Accountability

e Political Stability and Absence of Violence
e Government Effectiveness

e Regulatory Quality

e Rule of Law

e Control of Corruption

An interactive data access tool allows users to select different views of the data,
including (e.g, graph and table views) and combining / comparing different data sets across
nations (e.g., accountability, rule of law and corruption). For example, figure 2 combines
and compares three indicators - Political Stability and Absence of Violence, Rule of Law,
and Control of Corruption across Low Income, Lower Middle Income and Upper Middle
Income countries. The data has remained relatively stable overall.
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Figure 2: World Bank governance indicators applied to Political Stability, Rule of Law
and Control of Corruption in Low Income, Lower Middle Income and Upper Middle

Income Countries.
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The Addis Ababa Action Agenda meeting in Ethiopia (United Nations, 2015b) was
highly significant as it provided the funding levers — while controversial - required to enact
the 2030 Agenda for Sustainable Development, including the Sustainable Development
Goals (Figure 4) (United Nations, 2015¢), which has been described as the ‘biggest decision
in history’ as it asks humans to reconnect with their planet.’
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Figure 4: The UN sustainable development goals
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Key UN Councils, Divisions, and Fora that played a signifcant role leading to the
adoption of the 2030 Agenda for Sustainable Development include:

The Economic and Social Council (ECOSOC), first convened in January 1946 in
London, with Sir Ramaswami Mudaliar of India chairing as its first President. Since then,
the 54-member body has served as the central platform of the UN to address global
economic, social and related issues (United Nations Economic and Social Council
(ECOSOC), n.d.). It plays a key role in convening development actors to address a broad
range of themes that contributed to preparations for a unified and universal post-2015
development agenda, by conducting cutting-edge analysis, agreeing on global norms and
advocating for progress towards collective solutions to advance sustainable development.
An interesting view differentiating the roles of the Security Council and ECOSOC is that
while the Security Council exists primarily for settling conflicts [...] the Economic and
Social Council exists primarily to eliminate the causes of conflicts.

The United Nations Olffice for Sustainable Development (UNOSD) provides
leadership in promoting and coordinating implementation of the sustainable development
agenda of the United Nations and serves as the primary UN office responsible for
supporting intergovernmental processes in the area of sustainable development (United
Nations - Office for Sustainable Development (UNOSD), n.d.). The work of the Division
translates into five core functions:

(1) Support to UN intergovernmental processes on sustainable development;
(2) Analysis and policy development;

(3) Capacity development at the country level;

(4) Inter-agency coordination; and

(5) Knowledge management, communication and outreach.

The High-level Political Forum (HLPF) is the central UN platform for the follow-up

and review of the 2030 Agenda for Sustainable Development adopted at the United Nations
Sustainable Development Summit on 25 September 2015 (High-Level Political Forum
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(HLPF), n.d.). Its main remit is to ‘provide political leadership, guidance and
recommendations on the Agenda's implementation and follow-up; keep track of progress;
spur coherent policies informed by evidence, science and country experiences; as well as
address new and emerging issues’. One of its main roles is ‘to conduct national reviews and
thematic reviews of the implementation of the Agenda, with inputs from other
intergovernmental bodies and forums, relevant UN entities, regional processes, major
groups and other stakeholders’.

The United Nations Framework Convention on Climate Change (UNFCCC) entered
into force on 21 March 1994 (United Nations, 2015a). Today, it has near-universal
membership. The 195 countries that have ratified the Convention are called Parties to the
Convention, as shown in Figure 6. The Conference of the Parties (COP) is the supreme
decision-making body of the Convention. All States that are Parties to the Convention are
represented at the COP, at which they review the implementation of the Convention and any
other legal instruments that the COP adopts and take decisions necessary to promote the
effective implementation of the Convention, including institutional and administrative
arrangements.

Figure 5: Conference of the parties (COP)
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7) Rationales for a new worldview

Introductory comments for a Commonwealth Secretariat Health Systems Framework
(The Commonwealth, 2015) summarised ‘the challenges facing the nations that recently
agreed the UN 2030 Agenda for Sustainable Development’ and underscore that they are
‘complex, urgent, and multidimensional’. More particularly, the observations highlight that
these key issues stem from two main interconnected and interdependent sources or
determinants: environmental and socioeconomic, and are highly sensitive to and reliant on
political commitment and action. Issues that call for global responses include, inter alia,
population growth and urbanization; war and conflicts, prompted largely by territorial
ambitions and violent jihadism; climate change and fragile ecosystems; renewed
nationalism; social intolerances; corruption and continuing market uncertainties, to name
several issues (Lueddeke, 2016). Many of the poorer nations are ‘encountering a quadruple
burden: not only do these countries have to tackle communicable diseases (e.g. HIV/AIDS,
malaria, tuberculosis, Ebola) they are also confronting an increasing number of non-
communicable diseases, many of which can be traced to problems of modernity, where there
appears to be considerable incongruence between our lifestyle today and our genetic make-
up evolved over millions of years. In addition, poverty illnesses (e.g., perinatal/maternal),
violence, and injury continue to undermine health and well-being’ (Lueddeke, 2014).

Sir Christopher Meyer, former U.K. ambassador to the U.S., in an article lamented
that he could not recall in his lifetime ‘a more uncertain and dangerous international
situation - and that includes the almost 50 years of Cold War between America and the
Soviet Union, when at least twice the tensions almost boiled over into nuclear war’ (Meyer,
2016). It was, however, also a time when ° under US leadership, there was a clear
international order resting on great alliances and institutions created from the rubble of the
Second World War — Nato, the UN, the International Monetary Fund, the European
Community (today’s European Union, EU) and the like.” The situation, however, tense,
‘reduced to a minimum the risks of war by accident or misunderstanding’. ‘Today,” he
contends, ‘Anarchy stalks the globe, demonstrated by Putin’s Russia...; China’s territorial
ambitions..., IS...rolling up the map of the Middle East, while taking its brand of violent
jihadism into the heart of Europe and Muslim capitals around the world; and the EU,
relapsing into a dog-eat-dog nationalism... .

The argument for second-order transformational change (not only DOIng things better
but also DOIng better things) is clear. In terms of global health and well-being the early
decades of the 21* century must pave the way for a new way of thinking about the planet
and each other. Edward Lucas (senior editor at The Economist, probably came closest to the
heart of what ails the planet and where fundamental change must begin, saying ‘For a start,
we need to accept that business and finance are the servants of our civilization, not its
masters’ (20). This concern was certainly not lost on Pope Francis at the opening session of
the UN SDGs on Sept 25 2015 in New York, when he traced the major cause of global
unrest and turbulence on ‘a selfish and boundless thirst for power and material prosperity
(which) leads both to the misuse of available natural resources and to the exclusion of the
weak and disadvantaged (Sengupta and Yardley, 2015).

While these observations cut through much of the global rhetoric on what needs to be

done, emphasis on profit over planet and people well-being continues unabated. As one
example, the Group of 20 (G20) Finance Ministers recently endorsed a set of
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G20/Organization for Economic Cooperation and Development (OECD) corporate
governance principles, which ‘provide recommendations for national policymakers on
shareholder rights, executive remuneration, financial disclosure, the behaviour of
institutional investors and how stock markets should function’ (OECD, 2015). Principles
and values on the impact of these on society as a whole are not readily apparent, and we
might well ask whether principles related to humanitarian issues, such as the Middle East
crises, where, as one example, people of all ages are being displaced at an unprecedented
rate, do not merit at least the same, if not more, attention and consideration.

Journalist Matthew Parris reinforces the latter view (Parris, 2016), posing the
fundamental question ‘Is the free market distributing its spoils in a morally defensively
way?’ He cites the Oxfam study (Oxfam, 2015) in 2015 that ‘just 62 people owned as much
as 3.6 billion people’ and that ‘The typical FTSE CEO makes 183 times more than their
average employee,” while ‘The high-end sees chief executives taking home more than 810
times the wages of their average employee’. In terms of allocating salaries, Parris observes,
‘Something has gone seriously wrong with the process’ that he labels ‘a circular hiring
squad’. Like others who have tried to find a more equitable approach to reward corporatism,
aside from several outlandish or ‘crackpot’ suggestions, the columnist is stymied and ‘to
asking how else we can do it’.

Part of the issue may be that we have taken a much too narrow approach to well-being
and development, in particular equating growth, material wealth and consumerism with
material living standards, argued in ‘A vision for human well-being: transition to social
sustainability’ (Oxfam, 2015). Rogers’ et al. see ‘human well-being’ as a multidimensional
concept: objective (‘material wealth and physical health’) and subjective (‘such as quality of
social relationships or feelings of happiness’). Sustainability ‘of the communities most in
need’, the authors assert, ‘will necessitate a more equitable global distribution of resources
and empowerment and a move way from °‘throw away goods, consumption, and
individualism to services, recycling and social relationships, thereby freeing up ‘resources,
while maintaining (or improving) life satisfaction’. An interim step could be for more
corporations to take on board principles, values and practices espoused in the conscious
capitalism (CC) movement (Lueddeke, 2014).

The UN SDGs have succeeded in encouraging policy makers to think ‘beyond health
and embrace a broad notion of sustainable development’. But, in light of the OECD and
others’ corporate governance principles, whose focus is generally on helping business
‘access equity capital for long-term investment and generate economic growth’, the
inequitable distribution of wealth, and paradoxes, such as, excessive oil production - even
though there is an overabundance on world markets, and although the link to climate
destabilisation is clear, we must question global resolve or commitment to saving the world
from potential disastrous consequences.

Generally speaking and despite the positive outcomes of the UN SDGs and the Paris
Climate Change Accord, we appear to cling to the mindset that ‘the world is ‘a place made
especially for humans and a place without limits,” (EGO-centric), rather than one that
recognises the need for a planet that is ‘compatible with our needs as human beings but also
an outer world that is compatible with the needs of our ecosystem’ (Rogers et al., 2012),
ECO-centric, highlighted in Figure 6 (Hanlon et al., 2012). The need to reconceptualise
global priorities, policy and practice, government and corporate — and needed societal
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transitions in terms of human behavioural change (e.g., consumption vs. social
relationships) could not be greater.

Figure 6: Perceived relationships of humans to other species — EGO-centred vs
ECO-focused

8) The ‘One World, One Health’ concept and global impact

The meaning of One World, One Health

The French novelist, poet, playwright and historian, Victor Hugo is credited with the
observation in the 1800s, that “There is nothing more powerful than an idea whose time has
come.” The ‘One World, One Health’ concept may fall into this realm and provide the
impetus for taking forward the essential steps necessary to underpin and implement the 2030
Agenda For Sustainable Development, which in the final analysis, is the means for ‘our
survival as a species’ which depends on sustaining the health and well-being of the planet
and people.

According to the One Health Initiative (One Health Commission, 2016), the One

Health concept, as shown in Figure 7, highlights that most human illnesses in history are
caused by zoonotic (lower animal infections) along with environmental factors.
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Figure 7: The One Health concept

Comparative :

Public health
Molecular and
o | EEED
Metabolic disorders in
medicine / humans and animals
Translational

fe=y
medicine Joint and skeletal

Vector-borne
RS
diseases in humans

Zoonotic infections and animals
~
s =2 Human - animal
C surveillonce ) bond
- Environmental

Intervention
hazards exposure to

Vaccines and
therapeutics humans and animals
" ONE HEALTH SWEDEN

nitatie £ro bono team

‘.'f Bacterial infections |

Cancer and
cardiovascular disease
in humans and
animals

Addressing threats to human health and well-being requires ‘expanding
interdisciplinary collaborations and communications in all aspects of health care for
humans, animals and the environment’ at all levels — local, national, regional, global. The
US One Health Initiative (One Health Initiative, n.d.) reinforces this observation as

e worldwide, nearly 75 percent of all emerging human infectious diseases in the past

three decades originated in animals.

e environmental health may affect human and animal health through contamination,

pollution and poor conditions that may lead to new infectious agents.

e the world population is projected to grow from 7 billion in 2011 to 9 billion by

2050 and in order ‘to provide adequate healthcare, food, and water for the growing
lobal population, the health professions, and their related  disciplines  and institutions,
must work together.

The concept is not new. As one example, Rudolf Virchow (1821-1902), a physician,
social reformer, politician, and anthropologist in thel9th century Berlin asserted that
“Between animal and human medicine there is no dividing line — nor should there be. The
object is different but the experience obtained constitutes the basis of all medicine”
(Politicomments, 2016).

Regrettably, however, according to Professor Waltner-Toews at Guelph University
in Canada, ‘Much of this integrative thinking was pushed into the background in the mid-
twentieth century as many leaders and scholars were lured by the vision that infectious
disease had been conquered, and that through basic scientific understanding, advanced
technology and unlimited electrical power, humanity had somehow been freed from the
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bonds of nature. In the late 20th century, this vision was clearly demonstrated to be an
illusion (Lueddeke, 2016).

African region: a case example

Affirmed a few years ago (Yoti, 2013), Dr Zabulon Yoti, country team advisor on
disease control at WHO, the African region is a case in point (WHO - Regional Office for
Africa, 2013). His analysis points to the urgency of making a comprehensive paradigm shift
to encompass all public health threats (figure 8) rather than simply identifying diseases and
responding to immediate needs only to return when the immediate threats have been
reduced (e.g., Ebola in Sierra Leone).

Figure 8: From vertical to horizontal public health initiatives

Rationale for One Health approach in the African
Region (1)
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As figure 9 illustrates, there are multiple causes — infections, disasters, food safety,
chemical, animal and nutritional deficiencies — that undermine the health of African people,
many of which stem from a weak infrastructure and increasing regional conflicts, many now
grounded in terrorist ambitions. Added to these burdens are an increase in non-
communicable diseases (e.g., cancers, cardiovascular) and domestic violence often
stemming from factors such as unemployment and substance abuse (Forum for a New
World Governance, n.d.).
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Figure 9: Multiple sources of disease and conditions in the African region
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Drivers of environment and health conditions

Along with these factors undermining the health and well-being of millions are
environmental threats to health, causing, such as ‘Poor environmental conditions’ that
‘cause a large proportion of the global burden of disease’. It is estimated that ‘Some 60% of
the world’s vital ecosystems are degraded or being subjected to unsustainable pressures’
(Yoti, 2013). It is also noteworthy that ‘Many of the ultimate drivers of environment and
health conditions lie outside the direct jurisdiction of the relevant sectors. Rogers et al
(Rogers et al., 2012) emphasise that: Socioeconomic inequality is not just an ethical issue:
research shows that it also is a factor in many of the problems of the world. A positive
association between lower socioeconomic status and higher mortality has been well
documented in contemporary populations. Inequality may promote conflict within and
between ethnic groups, classes and societies, and drive international immigration. It appears
to raise prevalence of poor health, mental illness, crime, violence, and other societal ills.
Inequality reduces cultural diversity through the disempowerment of local minority
communities. It may inhibit economic growth in developing countries, reduce sustainability,
promote corruption, and play a role in destabilizing economies.

Toward multi-sectoral and integrated policies underpinned by One Health
principles and practice

Three major findings of the seminal Millennium ‘Ecosystems and Human Well-
Being’ synthesis report (WHO, 2005) include, among others, first, that ‘The goals of
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ecological sustainability and human health are mutually reinforcing’; secondly, that
‘Choices made about the management of ecosystems can have important consequences for
health, and vice versa’; and, thirdly, while, ‘The health sector can make an important
contribution to reducing the damage caused by environmental disruptions’, research shows
that ‘the greatest gains would be made by interventions that are partly or wholly placed in
other sectors’.

Achieving ‘the goal of enhancing human well-being while conserving ecosystems’ -
the authors affirm - ‘wide-ranging reforms of governance, institutions, laws and policies are
required’. In addition, they highlight that ‘Effective management cannot focus on a single
approach (markets, local control, government control etc.)’, and that ‘Response strategies
must be tailored to the specific social and environmental context. The overall conclusion is
that while ‘some of the threats can be addressed by the health or environment sectors acting
alone’, many cannot and, ideally informed by the One Health concept ‘require the
development of integrated policies that address health, environment and development goals
coherently’, as illustrated in Figure 10 (Health Gains, n.d.).

Figure 10: Driving Force-Pressure-State-Exposure-Effect-Action (DFPSEEA)
framework
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‘Each time the sun rises, we should be reminded
of the strength that we get from working together’

Building capacity to tackle these issues remains a key challenge and necessitates
greatly improving collaboration and coordination mechanisms, multi-sector engagement, the
sharing of information, laboratory capacity and increasing knowledge on emerging health
threats (WHO - Regional Office for Africa, 2013).
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UN 2030 Sustainable Development Goals and tools for building education capacity

SDG 4, ‘Ensure inclusive and equitable quality education and promote lifelong
learning,” affirms that education is one of the main ways for building capacity to improve
health and well-being for planet and people alongside prosperity. In this regard two targets
may be particularly noteworthy as nations are tasked, among others, by 2030 to

e substantially increase the number of youths and adults who have relevant skills,
including technical and vocational skills, for employment, decent jobs and
entrepreneurships; and

e ensure that all learners acquire the knowledge and skills needed to promote
sustainable development, including, among others, through education for
sustainable development and sustainable lifestyles, human rights, gender equality,

promotion of a culture of peace and non-violence, global citizenship and
appreciation of cultural diversity and of culture’s contribution to  sustainable
development.

OneHealth curriculum resources could be helpful - ideally, through multi-sector
training which might take place at ‘community, district and national levels (WHO -
Regional Office for Africa, 2013):

The OneHealth Tool

In this regard, the OneHealth Tool, ‘a software tool designed to inform national
strategic health planning in Low- and Middle-Income Countries’ may be particularly useful
as it ‘attempts to link strategic objectives and targets of disease control and prevention
programmes to the required investments in health systems’ rather than ‘costing tools take a
narrow disease-specific approach’ (WHO, n.d.). Outputs from an application will help
planners answer the following questions:

e What would be the health system resources needed to implement the strategic
health plan (e.g., number of nurses and doctors required over the next 5-10 years)?

e How much would the strategic plan cost, by year and by input?

e What is the estimated health impact?

e How do costs compare with estimated available financing?

The OneHealth Tool is overseen by the UN InterAgency Working Group on
Costing (IAWG-Costing) with WHO technical support and has been applied in more than
25 countries to date, most of which in sub-Saharan Africa (updated versions of the software
are regularly released.)

Health and Environment Decision-making in Developing Countries (HELI )

HELI encourages countries to address health and environment linkages as integral to
economic development. HELI activities include country-level pilot projects and refinement
of assessment tools to support decision-making (WHO, 2016). Two types of tools are
available through a ‘one stop- shop:
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- Policy Relevant Tools, for example, ‘Case-studies of impact assessment’ (located
through Impact Assessment - directory of references/resources)

- Priority Risks to Environment and Health, for example, ‘Climate change and
Guidance, training, and capacity building (located through directory of
references/resources)

Tailoring the UN 2030 agenda for sustainable development to national contexts

The document, Mainstreaming the 2030 Agenda for Sustainable Development
Interim Reference Guide to UN Country Teams (UN Development Group, 2015), ‘is
designed as a reference guide for UN Country Teams (UNCTs), under the leadership of the
UN Resident Coordinators, that wish to support Member States and national stakeholders in
tailoring The 2030 Agenda for Sustainable Development to national contexts
(“mainstreaming”) while protecting its integrity’.

As shown in Figure 11, the guide ‘features an array of approaches and tools that
UNCTs can discuss with Member States to adapt the Agenda to national, sub-national and
local conditions and realities, incorporating regional perspectives where appropriate. These
approaches and tools should be treated by UNCTs as a menu of options, with the case
studies providing examples of how some countries have begun to develop and use relevant
tools’.

Though this reference guide was primarily prepared for UNCTs, the steps it
describes, the case studies it highlights, and the publicly available tools that it refers to,
might also be of direct use to a broader audience of government officials and development
practitioners.

Figure 11: Guide for implementing the 2030 agenda
for sustainable development at national levels
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9) Safeguarding the planet and people health and well-being: toward a new form of
world governance?

The adopted main theme for the 46™ Annual Meeting of the World Economic Forum
in Davos-Klosters, Switzerland, in 2016, attended by over 2,500 leaders from business,
government, international organizations, civil society, academia, media and the arts was
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‘Mastering the Fourth Industrial Revolution’ (World Economic Forum, 2016). While the
aims are timely and compelling, especially their focus on ‘transforming the economic,
social, ecological and cultural contexts in which we live’, it is debateable whether the
lectures and discussions came close to resolving central issues relating to global
socioeconomic and geopolitical challenges, including ‘economic inequalities, social
conflicts, religious sectarianism, territorial disputes, and fighting for control of basic
resources such as water or land’ (Forum for a New World Governance, n.d.). The
probability of addressing and upholding the principles of international law and justice seem
even more remote, including the ‘appalling practices’ of patriarchal cultures which have
seen discrimination against women and girls flourish (Pearson, 2016).

Serious crimes against the natural world are also being committed. In this respect
Marco Lambertini, director general of WWF International, writing in the WWF Living
Planet Report 2014 emphasises that “In less than two human generations, population sizes
of vertebrate species have dropped by half. These are the living forms that constitute the
fabric of the ecosystems which sustain life on Earth - and the barometer of what we are
DOIng to our own planet, our only home. We ignore their decline at our peril (WWF
International, 2014)”.

Exacerbating these growing concerns, William White, the Swiss-based chairman of
the OECD committee and former economist of the Bank for International Settlements adds
another which give us cause for concern: ‘The global financial system has become
dangerously unstable and faces an avalanche of bankruptcies that will test social and
political stability...The situation is worse than it was in 2007°.

The huge socioeconomic and geopolitical challenges facing us seem almost
insurmountable and piecemeal attempts at resolving these at regional and global levels are
proving unsatisfactory. ‘In 1945, the world responded to the deadliest conflict in human
history by establishing the United Nations’ (Clark and Grandi, 2016), and it seems timely to
re-think how best to address a wide range of intractable problems we face, many of which
have been captured by the 2030 Sustainable Development Goals.

However, while planning for the SDGs was well executed, the probability of
achieving most of the 17 goals, including affirmation of the UN pledge to “leave no one
behind” in the fight against poverty and inequality, despite detailed plans, seems remote.
There are simply too many obstacles in the way, including Big Business and Big Politics.
However, as the Paris Climate deal confirmed, it is possible to get 195 nations to agree to
and work toward a common goal that threatens the planet and its inhabitants.

For these reasons - and of course there are many more - conscientious and future-
oriented world leaders - many of whom attended the opening day of the Paris Climate
Conference - might now need to consider the establishment of a new global mechanism
(figure 12) that is beyond national self-interests - socioeconomic and geopolitical - and
beyond ‘a relatively weak system of multilateral institutions built on the shaky foundations
of the consent of sovereign states’ (Ottersen et al., 2014), which were established in a much
different world.
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Figure 12: Toward a global sustainability council

A new global governance structure might build on the ‘power asymmetries’,
identified by The Lancet-University of the Oslo Commission of Global Governance for
Health. Their report, ‘The political origins of health inequity: prospects for Change (Frenk
et al., 2014)’, identified five main dysfunctions of global governance that allow adverse
effects of global political determinants of health to persist, and which, arguably, could
apply to other SDG areas; namely,

e lack of participation of key groups in decision-making processes;

e inability to constrain power;

¢ norms, rules and decision-making processes that undermine change;
e inadequate policy-making arenas; and

e absence of international institutions to protect and promote health.

The overarching aim of a revitalised ‘global socioeconomic and geopolitical
sustainability’ body could be to ensure the health and well-being of the planet and its
people. According to the 2016 World Economic Forum (World Economic Forum, 2016),
initial priorities in the next 18 months and over the next 10 years involve such issues as:

e Involuntary migration

e State collapse or crisis

e Interstate conflicts

e Unemployment and underemployment
e National governance

e Water crises

¢ Climate change

e Extreme weather

e Food crises

e Social instability
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Others that could be added include

e Pandemics and epidemics

e Consequences of modernity

e Cybercrime

e Cultural inertia

e Investment and conscious capitalism

e Corruption

¢ Re-building national trust ...

¢ Growth in well-being (vs. consumption) ...

In the longer term, according to the authors of The Lancet paper, ‘From sovereignty
to solidarity: a renewed concept of global health for an era of complex interdependence’
(Ottersen et al., 2014) a fundamental change is required: ‘the gradual construction of a
global society...based on the principles of human rights and the logic of health
interdependence’ whereby all stakeholders °...accept to share the risks, rights, and duties
related to protection and promotion of the health of every member of this society’. We have
to move from sovereignty to solidarity (Frenk et al., 2014).

“As human beings, our greatness
lies not so much in being able to remake the world
— that is the myth of the atomic age —
as in being able to remake ourselves.”

Gandhi
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Exercises

1) Governance for health and well-being

The report, ‘Governance for health in the 21st century: a study conducted for the WHO
Regional Office for Europe’, highlights that ‘Health is a major macroeconomic factor and,
increasingly, a critical component of business models and strategies. Businesses must
reorient themselves towards strategies built on shared values, which can enhance their
competitiveness while also advancing social agendas’.

e What kind of initiatives (at least 3) might ‘business’ need to conmsider to ensure that
corporate priorities also advance social priorities?
e To what extent have these initiatives been demonstrated and achieved in your  country?

2) Public health governance within a health policy framework

‘Governance’ is defined as ‘the actions of governments and other actors to steer
communities, whole countries or even groups of countries in the pursuit of health as integral
to well-being through both whole-of-government and whole-of-society approaches’.

o What is meant by ‘whole-of-government and whole-of-society approaches’?

e What past developments in public health have led to the current approach?

e To what extent is this approach apparent in your country (three examples)?

e [f not widely used, what are the main obstacles blocking these approaches and what
are realistic solutions for DOIng so?

3) Policy-making in the 21* century
A key constraint in terms of developing policy in an uncertain world is that ‘the amount of
evidence is always increasing and it is rarely final’.

e What specific examples are there (at least 3) in public health that demonstrate the
validity behind this observation?

e As more information is accumulated each day in a networked world, how can  policy-

makers address these issues now and in the future (at least 3)?

4) Limitations of addressing contemporary health and well-being issues

Germa Pelayo observes that ‘the causes of many of today’s unsettling developments’ relate
to ‘an almost permanent demonstration of exclusion and of economic and social inequalities
in the low-income districts of towns, both large and small, in every continent’.

® Do you agree with his conclusion? If so, please provide specific examples from your

personal experience where ‘inequality is at the root of unsustainable behaviours’.

e What are some of the socioeconomic and geopolitical circumstances that create major

challenges?

e Identify four common mechanisms or drivers that can initiate major change and
societal transitions.

5) ‘Good’ governance and World Bank governance indicators

According to The Office of the United Nations High Commissioner for Human Rights
(OHCHR) ‘The true test of "good" governance is the degree to which it delivers on the
promise of human rights: civil, cultural, economic, political and social rights. The key

193


http://www.world-governance.org/auteur3.html

question is: are the institutions of governance effectively guaranteeing the right to health,
adequate housing, sufficient food, quality education, fair justice, and personal security’?

e To what extent are these criteria being met globally and in your country at this point in
time?

e What are the major stumbling blocks - worldwide and nationally?

e What fundamental policies in each of the key components of the Health Systems Policy
Framework (Governance, Knowledge, Advocacy, Capacity ) might need to be developed
and enacted in order to strengthen the government’s ability to ‘protect, prevent ,and
promote’ people health and well-being?

The World Bank Governance Indicators include Voice and Accountability, Political
Stability and Absence of Violence, Government Effectiveness, Regulatory Quality, Rule of
Law, and Control of Corruption.

e Select and compare three indicators from five different countries in terms of governance
scores (-2.5 to +2.5) as well as percentile rank and account for the different scores.

e Which indicators remain most consistent over time and what are some of the implications
for governance generally and health systems policy in particular?

6) Major UN agreements in 2015 and impact on governance
The UN 2030 Agenda for Sustainable Development has been described as the ‘biggest
decision in history’ as it ‘asks humans to reconnect with their planet’.

e What were the main outcomes of the Millennium Development Goals (2000-2015) c. 750
words)?

e For one of the three major UN agreements reached in 2015, provide information (c. 1000
words) in terms of:

*Background and purpose

*Key Factors leading up to the agreement

*Summary of decisions reached, including key actors

*Implications for planners and implementation at global and national levels
*Possible developments or outcome scenarios by 2020, 2025, 2030

A crucial challenge facing the UN Secretary General and the UN General Assembly is
‘how to put in place a coherent, efficient and inclusive follow-up and review system at the
global level, within the mandates outlined in the Agenda’ (United Nations, 2016).
Exacerbating the difficulties of SDG reviews may be consideration of progress set against
SDG indicators (45) developed for each of the 17 SDGs but that cross and intersect with
each other, as illustrated in figure 13 (Dodds and Bartram, forthcoming 2016).
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How might reviews along these lines be coordinated and technically facilitated?

Figure 13: Impact of selected global SDGs on health and well-being
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7) Rationales for a new worldview

One of the key themes in the book, Global Population Health and Well-Being in the 21"
Century: Toward New Paradigms, Policy and Practice (7), is that ‘In terms of global health
and well-being the early decades of the 21* century must pave the way for a new way of
thinking about the planet and each other’.

e What socioeconomic and geopolitical changes would be needed to adopting the view ‘that
business and finance are the servants of our civilization, not its masters’?

e A concluding comment above is that ‘The need to reconceptualise global priorities, policy
and practice - government and corporate - and needed societal transitions in terms of
human behavioural change (e.g., consumption vs. social relationships) could not be
greater’.

*Do you agree with this observation? If not, why not?

*If so, with reference to specific examples, how might these changes translate into policy
outcomes, criteria and strategies?

*What are some of the main obstacles in gaining support at local, national and regional
levels?

With specific reference to the Epilogue (Laaser et al., 2016) in Global Population Health

and Well-Being in the 21* Century: Toward New Paradigms, Policy and Practice, how
might these be addressed?
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8) The ‘One World, One Health’ concept and global impact

Professor Waltner-Toews observed that the 20" century “vision that infectious disease had
been conquered, and that through basic scientific understanding, advanced technology and
unlimited electrical power, humanity had somehow been freed from the bonds of
nature...was clearly demonstrated to be an illusion’.

e What are specific examples of this ‘illusion’ in developing, underdeveloped and developed

nations?

e To what extent could policy-makers be making identical faulty assumptions with
regard to non-communicable diseases and conditions and the development of multi-
sectoral and integrated policies?

® Based on lessons learned from 20™ and 21° century approaches so far, how might
the ‘One World, One Health’ concept act as a transformative, potentially epoch-
defining, approach to ensure the future sustainability of life on the planet?

e How might the concept become more embedded into public consciousness?

9) Safeguarding planet and people health and well-being

The authors of ‘Transforming our world: the 2030 Agenda for Sustainable Development’ set
out a ‘supremely ambitious and transformational vision’. By 2030, their aims include,
among others:

‘A world free of poverty, hunger, disease and want, where all life can thrive....,” where
‘democracy, good governance and the rule of law as well as an enabling environment at
national and international levels, are essential for sustainable development, including
sustained and inclusive economic growth, social development, environmental protection and
the eradication of poverty and hunger.” And, ‘One in which development and the application
of technology are climate-sensitive, respect biodiversity and are resilient; one in which
humanity lives in harmony with nature and in which wildlife and other living species are
protected’.

According to a conclusion of the review of Health and Environment Decision-making in
Developing Countries, involving surveys of over 100 decision-makers globally and a wide-
ranging literature review, ‘the primary barriers to more effective policy are neither a lack of
evidence nor alack of knowledge. They are most often economic, institutional, political and
social’.

e What are some of the main barriers that must be overcome by 2030 to make significant
progress toward the SDGs in each of these areas?

e Are the governance structures in place capable of nurturing major societal paradigm
shifts and progress the SDGs at global, regional, national and local levels?

e Guided by a Health Systems Policy Framework, in which ways might a ‘new people,
planet and prosperity’ structure tackle the ‘power asymmetries’, mentioned before, such as
social and economic inequalities?

Social sciences ‘research does make clear the need to replace the consumer culture with
something more supportive of human social and emotional needs, diminish inequalities
within and between societies, and develop economic and political policies and institutions
that serve human well-being in all its dimensions’.
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e How can the significant paradigm shift required to move in these directions be brought
about in order to ensure human health and well-being ‘without exceeding sustainability
limits and planetary boundaries’?

e What might be the consequences of failing to meet these global mind shifts?

On-line Discussion (Sections 7-9)

‘We are Syrians, Russians, Iraqis, Kurds, French, Malians, Tunisians, Palestinians,
Nigerians, Yemenites, Libyans, Lebanese, Turks, Afghans, Mexicans, Kenyans, Somalians...
we are Muslims, Christians, atheists, Hindus, Buddhists... we are workers, housewives,
jobless, students, children, grandparents... we are persons. We are citizens of this world.
And we are at war. But we do not know who the enemy is; because a very important battle
in this war is the battle of narratives. And at the moment, the battle of narratives is being
won by others’.

Germa Pelayo: Forum for New World Governance (Forum for a New World Governance,
n.d.)
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