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of the choices they are making, in which case
engagement, with due consideration for the
other sectors’ goals and objectives, may then
be the fi rst step in minimizing the adverse
health effects.
Q Public policies developed by other sectors –
education, gender equality and social inclusion
– may positively contribute to health in ways
that these other sectors are equally unaware
of. They may be further enhanced by more
purposefully pursuing these positive health
outcomes, as an integral part of the policy. For
example, a gender equality policy, developed
in its own right, may produce health benefits,
often to a degree that the proponents of the
policy underestimate. By collaborating to give
more formal recognition to these outcomes, the
gender equality policy itself is reinforced, and
the synergies enhance the health outcomes.
In that case, the objective of intersectoral collaboration is to reinforce the synergies.
Failing to collaborate with other sectors is not
without its consequences. It affects the performance of health systems and, particularly, primary care. For example, Morocco’s trachoma
programme relied both on high levels of community mobilization and on effective collaboration with the ministries of education, interior and
local affairs. That collaboration has been the key
to the successful elimination of trachoma 43. In
contrast, the same country’s tuberculosis control
programme failed to link up with urban development and poverty reduction efforts and, as a
result, its performance has been disappointing44.
Both were administered by the same Ministry of
Health, by staff with similar capacities working
under similar resource constraints, but with different strategies.
Failing to collaborate with other sectors has
another consequence, which is that avoidable illhealth is not avoided. In the NGagne Diaw quarter of Thiaroye-sur-Mer, Dakar, Senegal, people
make a living from the informal recycling of lead
batteries. This was of little concern to the authorities until an unexplained cluster of child deaths
prompted an investigation. The area was found to
be contaminated with lead, and the siblings and
mothers of the dead children were found to have

extremely high concentrations of lead in their
blood. Now, major investments are required to
deal with the health and social consequences
and to decontaminate the affected area, including people’s homes. Before the cluster of deaths
occurred, the health sector had, unfortunately,
not considered it a priority to work with other
sectors to help to avoid this situation 45.
Where intersectoral collaboration is successful,
the health benefits can be considerable, although
deaths avoided are less readily noticed than lives
lost. For example, pressure from civil society and
professionals led to the development, in France, of
a multi-pronged, high-profi le strategy to improve
road safety as a social and political issue that had
to be confronted (and not primarily as a health
sector issue). Various sectors worked together in a
sustained effort, with high-level political endorsement, to reduce road-traffic accidents, with
highly publicized monitoring of progress and a
reduction in fatalities of up to 21% per year46.
The health and health equity benefits of working
towards health in all policies have become apparent in programmes such as “Healthy Cities and
Municipalities”, “Sustainable Cities”, and “Cities
Without Slums”, with integrated approaches that
range from engagement in budget hearings and
social accountability mechanisms to data gathering and environmental intervention47.
In contemporary societies, health tends to
become fragmented into various sub-institutions dealing with particular aspects of health
or health systems, while the capacity to assemble
the various aspects of public policy that jointly
determine health is underdeveloped. Even in the
well-resourced context of, for example, the European Union, the institutional basis for doing this
remains poorly developed48. Ministries of health
have a vital role to play in creating such a basis,
which is among the key strategies for making
headway in tackling the socioeconomic determinants of ill-health49.

Understanding the under-investment
Despite the benefits and low relative cost of better
public policies, their potential remains largely
underutilized across the world. One high-profi le
example is that only 5% of the world’s population live in countries with comprehensive tobacco
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advertising, promotion and sponsorship bans,
despite their proven efficacy in reducing health
threats, which are projected to claim one billion
lives this century50.
The health sector’s approach to improving public policies has been singularly unsystematic and
guided by patchy evidence and muddled decisionmaking – not least because the health community has put so little effort into collating and

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

Box 4.3 How to make unpopular public policy decisions51
The Seventh Futures Forum of senior health executives organized by the World Health Organization’s Regional Ofﬁce for Europe in
2004 discussed the difﬁculties decision-makers can have in tackling unpopular policy decisions. A popular decision is usually one that
results from broad public demand; an unpopular decision does not often respond to clearly expressed public expectations, but is made
because the minister or the chief medical ofﬁcer knows it is the right action to bring health gains and improve quality. Thus, a potentially
unpopular decision should not seek popularity but, rather, efforts must be made to render it understandable and, therefore, acceptable.
Making decisions more popular is not an academic exercise but one that deals with actual endorsement. When a decision is likely to be
unpopular, participants in the Forum agreed that it is advisable for health executives to apply some of the following approaches.
Talk about health and quality improvement. Health is the core area of expertise and competence, and the explanations of how the
decision will improve the quality of health and health services should therefore come ﬁrst. Avoiding non-health arguments that are
difﬁcult to promote may be useful – for instance, in the case of hospital closures, it is much better to talk about improving quality of
care than about containing costs.
Offer compensation. Explain what people will receive to balance what they will have to give up. Offer some gains in other sectors or in
other services; work to make a win-win interpretation of the coming decision by balancing good and bad news.
Be strong on implementation. If health authorities are not ready to implement the decision, they should refrain from introducing it until
they are ready to do so.
Be transparent. Explain who is taking the decision and the stakes of those involved and those who are affected. Enumerate all the
stakeholders and whether they [are] involved negatively.
Avoid one-shot decisions. Design and propose the decisions as part of an overall plan or strategy.
Ensure good timing. Before making a decision, it is essential to take enough time to prepare and develop a good plan. When the plan
is ready, the best choice may be to act quickly for implementation.
Involve all groups. Bring into the discussion both the disadvantaged groups and the ones who will beneﬁt from the decision. Diversify
the approach.
Do not expect mass-media support solely because the decision is the right one from the viewpoint of health gains. The mass media
cannot be expected to be always neutral or positive; they may often be brought into the debate by the opponents of the decision. Be
prepared to face problems with the press.
Be modest. Acceptability of the decision is more likely when decision-makers acknowledge in public that there is some uncertainty
about the result and they commit openly to monitoring and evaluating the outcomes. This leaves the door open for adjustments during
the process of implementation.
Be ready for quick changes. Sometimes the feelings of the public change quickly and what was perceived as opposition can turn into
acceptance.
Be ready for crisis and unexpected side-effects. Certain groups of populations can be especially affected by a decision (such as general
practitioners in the case of hospital closures). Public-health decision-makers have to cope with reactions that were not planned.
Stick to good evidence. Public acceptance may be low without being based on any objective grounds. Having good facts is a good way
to shape the debate and avoid resistance.
Use examples from other countries. Decision-makers may look at what is being done elsewhere and explain why other countries deal
with a problem differently; they can use such arguments to make decisions more acceptable in their own country.
Involve health professionals and, above all, be courageous.
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The fact is, however, that even for wellinformed political decision-makers, many public
policy issues have a huge potential for unpopularity: whether it is reducing the number of hospital beds, imposing seatbelts, culling poultry or
taxing alcohol, resistance is to be expected and
controversy an everyday occurrence. Other decisions have so little visibility, e.g. measures that
ensure a safe food production chain, that they
offer little political mileage. Consensus on stern
measures may be easy to obtain at a moment
of crisis, but public opinion has a notoriously
short attention span. Politicians often pay more
attention to policies that produce benefits within
electoral cycles of two to four years and, therefore, undervalue efforts where benefits, such as
those of environmental protection or early child
development, accrue over a time span of 20 to 40
years. If unpopularity is one intractable disincentive to political commitment, active opposition
from well-resourced lobbies is another. An obvious example is the tobacco industry’s efforts to
limit tobacco control. Similar opposition is seen
to the regulation of industrial waste and to the
marketing of food to children. These obstacles
to steering public policy are real and need to be
dealt with in a systematic way (Box 4.3).
Compounding these disincentives to political commitment is the difficulty of coordinating
operations across multiple institutions and sectors. Many countries have limited institutional
capacity to do so and, very often, do not have
enough capable professionals to cope with the
work involved. Crisis management, short-term
planning horizons, lack of understandable
evidence, unclear intersectoral arrangements,
vested interests and inadequate modes of governing the health sector reinforce the need for comprehensive policy reforms to realize the potential
of public-health action. Fortunately, there are
promising opportunities to build upon.

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

and on their cost-effectiveness is surprisingly
weak 52. We know much about the relationship
between certain behaviours – smoking, diet,
exercise, etc. – and health outcomes, but much
less about how to effect behavioural change in a
systematic and sustainable way at population levels. Even in well-resourced contexts, the obstacles
are many: the time-scale in achieving outcomes;
the complexity of multifactorial disease causation and intervention effects; the lack of data; the
methodological problems, including the difficulties in applying the well-accepted criteria used
in the evaluation of clinical methods; and the
different perspectives of the multiple stakeholders involved. Infectious disease surveillance is
improving, but information on chronic diseases
and their determinants or on health inequities is
patchy and often lacks systematic focus. Even the
elementary foundations for work on population
health and the collection of statistics on births
and deaths or diseases are deficient in many
countries (Box 4.4)53.
Over the last 30 years, however, there has been
a quantum leap in the production of evidence for
clinical medicine through collaborative efforts
such as the Cochrane Collaboration and the International Clinical Epidemiology Network 56,57. A
similar advance is possible in the production of
evidence on public policies, although such efforts
are still too tentative compared to the enormous
resources available for research in other areas
of health, e.g. diagnostic and therapeutic medical
technologies. There are, however, signs of progress in the increasing use of systematic reviews
by policy-makers58,59.
Two tracks offer potential for significantly
strengthening the knowledge base.
Q Speeding up the organization of systematic
reviews of critical interventions and their
economic evaluation. One way of doing this
is by expanding the remit of existing health
technology assessment agencies to include
the assessment of public-health interventions
and delivery modes, since this would make use
of existing institutional capacities with ringfenced resources. The emerging collaborative
networks, such as the Campbell Collaboration 60, can play a catalyzing role, exploiting
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Box 4.4 The scandal of invisibility: where births and deaths are not counted
Civil registration is both a product of economic and social develas health interventions. Within the UN system, civil registration
opment, and a condition for modernization. There has been little
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ing of births and deaths) over recent decades (see Figure 4.3).
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the comparative advantage of scale efficiency
and international comparisons.
Q Accelerating the documentation and assessment of whole-of-government approaches
using techniques that build on the initial
experience with “health impact assessment” or “health equity impact assessment”
tools 61,62,63. Although these tools are still in
development, there is growing demand from
local to supra-national policy-makers for such
analyses (Box 4.5). Evidence of their utility in
influencing public policies is building up64,65,66,
and they constitute a strategic way of organizing more thoughtful cross-sector discussions.
That in itself is an inroad into one of the more
intractable aspects of the use of the available evidence base: the clear need for more
systematic communication on the potential
health gains to be derived from better public policies. Decision-makers, particularly in
other sectors, are insufficiently aware of the
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health consequences of their policies, and of
the potential benefits that could be derived
from them. Communication beyond the realm
of the specialist is as important as the production of evidence and requires far more effective
approaches to the dissemination of evidence
among policy-makers 67. Framing population
health evidence in terms of the health impact
of policies, rather than in the classical modes
of communication among health specialists,
has the potential to change radically the type
and quality of policy dialogue.

A changing institutional landscape
Along with lack of evidence, the area where new
opportunities are appearing is in the institutional
capacity for developing public policies that are
aligned with PHC goals. Despite the reluctance,
including from donors, to commit substantial
funds to National Institutes of Public Health
(NIPHs)69, policy-makers rely heavily on them or
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Box 4.5 European Union impact assessment guidelines68
European Union guidelines suggest that the answers to the following questions can form the basis of an assessment of the impact of
proposed public-health interventions.
Public health and safety
Does the proposed option:
Q affect the health and safety of individuals or populations, including life expectancy, mortality and morbidity through impacts on the
socioeconomic environment, e.g. working environment, income, education, occupation or nutrition?
Q increase or decrease the likelihood of bioterrorism?
Q increase or decrease the likelihood of health risks attributable to substances that are harmful to the natural environment?
Q affect health because of changes in the amount of noise or air, water or soil quality in populated areas?
Q affect health because of changes in energy use or waste disposal?
Q affect lifestyle-related determinants of health such as the consumption of tobacco or alcohol, or physical activity?
Q produce speciﬁc effects on particular risk groups (determined by age, sex, disability, social group, mobility, region, etc.)?
Access to and effects on social protection, health and educational systems
Does the proposed option:
Q
Q
Q
Q
Q
Q

have an impact on services in terms of their quality and access to them?
have an effect on the education and mobility of workers (health, education, etc.)?
affect the access of individuals to public or private education or vocational and continuing training?
affect the cross-border provision of services, referrals across borders and cooperation in border regions?
affect the ﬁnancing and organization of and access to social, health and education systems (including vocational training)?
affect universities and academic freedom or self-governance?

on their functional equivalents. In many countries, NIPHs have been the primary repositories of
independent technical expertise for public health,
but also, more broadly, for public policies. Some
have a prestigious track record: the Fiocruz in
Brazil, the Instituto de Medicina Tropical “Pedro
Kouri” in Cuba, Kansanterveyslaitos in Finland,
the Centers for Disease Control and Prevention
in the United States, or the National Institute of
Hygiene and Epidemiology in Viet Nam. They
testify to the importance that countries accord
to being able to rely on such capacity69. Increasingly, however, this capacity is unable to cope
with the multiple new demands for public policies to protect or promote health. This is leaving
traditional national and global institutes of public
health with an oversized, under-funded mandate,
which poses problems of dispersion and difficulties in assembling the critical mass of diversified
and specialized expertise (Figure 4.4).
In the meantime, the institutional landscape
is changing as the capacity for public policy support is being spread over a multitude of national
and supra-national institutions. The number of
loci of expertise, often specialized in some aspect
of public policy, has increased considerably,

spanning a broad range of institutional forms
including: research centres, foundations, academic units, independent consortia and think
tanks, projects, technical agencies and assorted
initiatives. Malaysia’s Health Promotion Foundation Board, New Zealand’s Alcohol Advisory
Figure 4.4 Essential public-health functions that 30 national public-health
institutions view as being part of their portfolio69
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Council and Estonia’s Health Promotion Commission show that funding channels have diversified
and may include research grants and contracts,
government subsidies, endowments, or hypothecated taxes on tobacco and alcohol sales. This
results in a more complex and diffuse, but also
much richer, network of expertise.
There are important scale efficiencies to be
obtained from cross-border collaboration on
a variety of public policy issues. For example,
the International Association of National Public
Health Institutes (IANPHI) helps countries to set
up strategies for institutional capacity development70. In this context, institution building will
have to establish careful strategies for specialization and complementarity, paying attention to the
challenge of leadership and coordination.
At the same time, this offers perspectives for
transforming the production of the highly diverse
and specialized workforce that better public policies require. Schools of public health, community
medicine and community nursing have traditionally been the primary institutional reservoirs for
generating that workforce. However, they produce
too few professionals who are too often focused
on disease control and classical epidemiology,
and are usually ill-prepared for a career of flexibility, continuous learning and coordinated
leadership.
The multi-centric institutional development
provides opportunities for a fundamental rethink of curricula and of the institutional settings
of pre-service education, with on-the-job training in close contact with the institutions where
the expertise is located and developed71. There
are promising signs of renewal in this regard
in the WHO South-East Asian Region (SEARO)
that should be drawn upon to stimulate similar
thinking and action elsewhere27. The increasing
cross-border exchange of experience and expertise, combined with a global interest in improving
public policy-making capacity, is creating new
opportunities – not just in order to prepare professionals in more adequate numbers but, above
all, professionals with a broader outlook and who
are better prepared to address complex public
heath challenges of the future.
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Equitable and efﬁcient global
health action
In many countries, responsibilities for health and
social services are being delegated to local levels. At
the same time, financial, trade, industrial and agricultural policies are shifting to international level:
health outcomes have to be obtained locally, while
health determinants are being influenced at international level. Countries increasingly align their
public policies with those of a globalized world.
This presents both opportunities and risks.
In adjusting to globalization, fragmented
policy competencies in national governance systems are fi nding convergence. Various ministries,
including health, agriculture, fi nance, trade and
foreign affairs are now exploring together how
they can best inform pre-negotiation trade positions, provide input during negotiations, and
weigh the costs and benefits of alternative policy
options on health, the economy and the future of
their people. This growing global health “interdependence” is accompanied by a mushrooming
of activities expressed at the global level. The
challenge is, therefore, to ensure that emerging
networks of governance are adequately inclusive
of all actors and sectors, responsive to local needs
and demands, accountable, and oriented towards
social justice72. The recent emergence of a global
food crisis provides further legitimacy to an input
from the health sector into the evolving global
response. Gradually, a space is opening for the
consideration of health in the trade agreements
negotiated through the World Trade Organization (WTO). Although implementation has proved
problematic, the flexibilities agreed at Doha for
provision in the Agreement on Trade-Related
Aspects of Intellectual Property Rights (TRIPS)73
of compulsory licencing of pharmaceuticals are
examples of emerging global policies to protect
health.
There is a growing demand for global norms
and standards as health threats are being shifted
from areas where safety measures are being tightened to places where they barely exist. Assembling
the required expertise and processes is complex
and expensive. Increasingly, countries are relying
on global mechanisms and collaboration74. This
trend started over 40 years ago with the creation
of the Codex Alimentarius Commission in 1963
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by the Food and Agriculture Organization (FAO)
and the WHO to coordinate international food
standards and consumer protection. Another
long-standing example is the International Programme on Chemical Safety, established in 1980
as a joint programme of the WHO, the International Labour Organization (ILO) and the United
Nations Environment Programme (UNEP). In the
European Union, the construction of health protection standards is shared between agencies and
applied across Europe. Given the expense and
complexity of drug safety monitoring, many countries adapt and use the standards of the United
States Food and Drug Administration (FDA). WHO
sets global standards for tolerable levels of many

contaminants. In the meantime, countries must
either undertake these processes themselves or
ensure access to standards from other countries
or international agencies, adapted to their own
context.
The imperative for global public-health action,
thus, places further demands on the capacity and
strength of health leadership to respond to the
need to protect the health of their communities.
Local action needs to be accompanied by the
coordination of different stakeholders and sectors
within countries. It also needs to manage global
health challenges through global collaboration
and negotiation. As the next chapter shows, this
is a key responsibility of the state.
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