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This book represents the realization

of a dream of a work on public health
in the Americas that was worthy of
being a Centennial publication of the
Pan American Health Organization
(PAHO). I did not wish this to be a
document that analyzed the data on
the characteristics of the health of the
people of Latin America and the Ca-
ribbean. There are other publications
that will show in great detail the
health situation and the trends that
are occurring. Therefore, I am pleased
that we have in this book, a work that
reflects on the context in which pub-
lic health is perceived and practiced
and sets out the extent to which those
functions that are essential to pro-
moting and preserving the public’s
health are being discharged. No text
on the people’s health is definitive, it
can at best be one of the rivulets that
join but enrich the stream of think-
ing about one of the most important
problems of our time-how to improve
the health of our people, how to en-

sure that people enjoy that “posses-
sion” that is universally valued above
all others.

It is proper and natural in considering
this as a Centennial publication to re-
vert at least briefly to our origins and
the public health of that day. The na-
ture of scientific knowledge of 100
years ago made it inevitable that the
major concern would be for infec-
tious diseases, and the appreciation
that it was possible to control these
through social and sanitary engineer-
ing in the widest sense, was a major
development. There was no doubt
about the role of the government in
so modifying the environment that
the health of the public would be im-
proved. The data PAHO collected
were related to infectious diseases and
the possibility of informing decisions
about quarantine measures.

But we live in different times. All our
countries have undergone health tran-
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sitions that have altered their epi-
demiological profiles. The nature of
the burden of public ill health has
changed. The data show clearly that
it has been the discovery and use of
technology that has played a major
role in the improvement of the health
indicators of populations. We have
experienced the power of technology
to add years to life, and in the enthu-
siasm for the magic of the technolog-
ical imperative for individual benefit
we have tended to lose sight of the
difference between sick individuals
and sick populations. The concern for
the health of the public had been con-
sumed by the fervor for individual
care as the miracles of scientific re-
search promised ever greater good for

individual life and health.

We were witnesses to the growing
concern in developed countries about
the state of their public health enter-
prise even in the midst of a veritable
cornucopia of scientific advances



that augured so well for individual
health. The enquiry in the United
States showed a public health system
in disarray and the situation was little
better in the United Kingdom. At-
tracted as I was to the working defini-
tion of public health used in the latter
study—"“the science and art of pre-
venting disease, prolonging life and
promoting health through organized
efforts of society,” I expressed my dis-
quiet as to whether in our Region we
could indeed discern what were these
organized efforts of society and how
they were made operational. Rudolf
Virchow is one of my heroes and
many of my concerns of today can be
found in his writings. In 1848, as he
too agonized over the state of public
health, he wrote:

“It is not enough for the gov-
ernment to safeguard the mere
means of existence of its cit-
izens, i.e. to assist everyone
whose working capacity is not
sufficient to make a living. The
state must do more. It must help
everyone to live a healthy life.
This simply follows from the
conception of the state as the
moral unity of all individuals
composing it, and from the ob-
ligation of universal solidarity.”

We saw the call for solidarity take
shape more recently in the call for eq-
uity, and this has been a value that has
underpinned much of the reform of
the health sector that is occupying the
attention of almost all our govern-
ments. But in the reform movements
that sought equity in the delivery of
services needed to promote health

and prevent illness, the focus was pre-
dominantly on the individual and
there tended to be neglect of the
health of the public. The organized
efforts of society were not being fo-
cused on the public’s health.

But in order to determine how these
efforts should be directed, it is intu-
itively obvious that there must be
some measure of the functions that
the state must discharge if the public’s
health is to be promoted and avoid-
able illness prevented. We have
posited repeatedly that the responsi-
bility of the state and that of the gov-
ernment are not coterminous, and
this book makes it clear that it is not
only the government that has the sole
and unique responsibility for dis-
charging all these functions. But let us
be clear that there are some that are
indeed within the nondelegable re-
sponsibility of the government as the
principal actor within the state.

The exercise of measuring the extent
to which there are essential public
health functions and they are being
discharged, has been an open and
participatory process as indeed any
exercise of this nature must be. The
selection of the functions is a result of
repeated iterations and consultations
as a basic premise that in this field
there is no absolute truth. It is highly
likely that there will be others in dif-
ferent places who will establish differ-
ent functions as being essential to be
discharged in the quest for improved
public health. But what will stand is
the concept behind the exercise, the
methodology that sustains it and the
basic and prosaic purpose of provid-

v

ing a measure that is useful for our
countries in improving health.

It is especially gratifying to note the
emphasis placed here on the acqui-
sition of information, the role of
epidemiology in establishing whether
the functions are being discharged,
and the definition of systems neces-
sary to measure any change that
might occur. It is epidemiology that
forms the bridge between the concern
for the individual and the wider pub-
lic. PAHO was born out of a necessity
for the collection and dissemination
of information, and throughout its
history there has been steady growth
and maturation of the methods and
systems for carrying out that pristine
mandate. Now in PAHO’s 100th year,
this Centennial publication shown
that provision of information about
what is upon the people is the first of
the essential public health functions.
This certainly speaks to a continuity
of focus and purpose.

This work by PAHO is intended
mainly for the Americas, but we
know that it has informed practice in
other agencies and in other parts of
the world. The spread of any ap-
proach opens one to wider critique,
but that is healthy. Perhaps we should
say as John Graunt did when he pre-
sented the famous Bills of Mortality:

“How far I have succeeded in
the Premisses, I now offer to
the world’s censure. For herein
I have like a silly Scholeboy,
coming to say my Lesson to
the World (that Peevish, and
Techie Master) brought a bun-



dle of Rods wherewith to be
whipt, for every mistake I have
committed.”

Any mistakes that there may be are
certainly not in the conceptualization

of the functions that must be carried
out by organized society to ensure the
health of the public, nor the meth-
ods in applying the tools that have
been developed in great part by the
public.

I hope you enjoy this Centennial
publication of the Pan American
Health Organization.

George A.O. Alleyne

Director
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Navigational Chart

The following section is designed to
give the reader some hints on how to
“navigate” through this book. This is
because its modular structure allows
for different points of entry. The mod-
ules, while complementary, need not
be approached in a linear fashion. In
fact, each chapter affords an opportu-
nity to begin reading a clearly differ-
entiated unit that can be analyzed
separately. These individual analyses
combine and connect to form a com-
plete picture of the topic at hand.

Readers from the field of public
health, from both academia and the
sphere of practice—that is, policy-
making, management, and health
care—will surely recognize many
signposts that will enable them to
enter certain sections directly. Readers
from different spheres of activity or
other disciplines whose link with the
work in public health is less direct, on
the other hand, will require a more
detailed perusal of the chapters.

In any case, the leitmotif of this work
is the construction of an approach in-
volving: first, an overview that en-
ables us to view with fresh eyes and
sufficient conceptual and analytical
problem-solving capacity the respon-
sibilities of state and non-state pub-
lic entities in contemporary work in
public health in the Region of the
Americas (Parts I and II); second,
the possibility of translating this con-
ceptual framework into highly prac-
tical working definitions, which have
made it possible to measure the per-
formance of the essential public health
functions appropriate to the health
authority in all the Latin American
and Caribbean countries (Part III);
and third, the formulation and dis-
cussion of different processes and
instruments that permit a shift from
measurement to action, from the di-
agnosis of strengths and weaknesses
to improvements in public health
practice, focusing efforts on institu-
tional development and strengthen-
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ing of the public health infrastructure
(Part IV).

Part I presents two gateways or points
of entry that are particularly relevant
to the understanding of this work.
These are discussed in two chapters,
one in the Public Health in the Amer-
icas Initiative, and the other on
strengthening the steering role of the
health authority. Both offer comple-
mentary dimensions that intersect.
That point of intersection is the exer-
cise of the Essential Public Health
Functions by the health authority. Ei-
ther of the two chapters could have
been used to open Part I of this book,
since they have areas of convergence
and offer common inferences, and be-
cause there were positions that sup-
ported both options. After much dis-
cussion, the authors have opted to
begin with the arguments that iden-
tify the raison détre that they consider
fundamental: the need to strengthen
public health practice in the Region



and, subsequently, to address the con-
comitant challenge of strengthening
the steering role of the different levels
of the health authority (national, sub-
national, and local), whose basic re-
sponsibilities include the exercise of
the essential public health functions

(EPHF).

Part II deals with the conceptual revi-
talization of public health. Through-
out its chapters, it explores the com-
plex, diverse web in which the
concept was born, nourished, and in
which this sphere of action devel-
oped. This is key to promoting an un-
derstanding of the historical path of
public health, not only among people
from other fields and disciplines, but
among public health specialists and
other health professionals as well. It
will enable them to more fully grasp
the importance of conceptual revital-
ization in this field, the relationship
between social practices and public
health, and the origins and relevance

of the concept and categories of the
EPHE

For this reason, in each chapter in-
cluded in Part II, the concept of pub-
lic health acquires increasing impor-
tance in an effort to move from
theory to practice looking relentlessly
for the connection among the two. As
a result, the essential conceptual is-
sues are presented to increase their
understanding within the current
global state of affairs, and for their ef-
ficient implementation at the same
time that reflection and debate on the
subject is stimulated opening the area
under discussion for future proposals.
Thus, in chapter three a selective
summary is included on the history of
health and public health which iden-

tifies the basic factors that have deter-

mined its evolution. The basic chal-
lenges are identified as well as the
need to ponder on the conceptual
basis in an effort to reorient its prac-
tice. It concludes with a summary of
the most important initiatives that
have preceded the existent one.

In Chapter four the central areas of
public health are revised, as well as its
objectives, actors and the distinctive
elements for its promotion and prac-
tice in the health systems. Public
health is conceived as health of the
population which is comprised mainly
of public goods and is a responsibility
of society and the State that is to serve
them. Chapter five provides an in-
depth look at the concept of social
practices and its relationship with
public health emphasizing the great
potential that exists to utilize it for a
comprehensive, inclusive and sustain-

able public health practice.

Chapter six underscores the impor-
tance of its theoretical revision link-
ing it to a practical exercise through
the introduction of the operational
concept known as the 11 Essential
Public Health Functions. This is an
explicit and precise formula of the
fundamental attributes that should be
the responsibility of the State, par-
ticularly of the sanitary authorities.
Finally, Chapter seven presents the
framework for action. The purpose is
to identify the necessary elements re-
quired to implement the concepts
and complete the connection between
theory and practice. Thus, in parts III
and 1V, a link between proposals and
actions is sought.

In Part III the basis for the measure-

ment of the performance of the Essen-
tial Public Health Functions, and the
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results of its application in 41 coun-
tries and territories of Latin America
and the Caribbean are presented.
Thus, a valuable self-evaluation tool is
presented that allows the National
Health Authority to identify the exis-
tent strengths and weaknesses to exer-
cise the EPHF as part of its steering
role. This tool, moreover, facilitates
the use of objective criteria in deci-
sion-making, which should lead to an
improvement in public health prac-
tice. Furthermore, it places the exer-
cise in the broader context of health
system performance evaluation, at-
tempting to bring measurement closer
to the elements of structure, process,
and results, so that it can impact man-
agerial decision-making and the allo-
cation of resources.

Finally, Part IV describes some paths
that must be followed, based on the
knowledge that this tool provides. It
leaves the door open to the possibility
of developing new processes and in-
struments to meet the challenges that
emerge from this performance mea-
surement exercise: the need to pay
greater attention to the institutional
development of the health authority
and to upgrading the public health
services infrastructure; the impor-
tance of improving knowledge about
financing, expenditure, cost analysis,
and budgeting for the EPHF; the im-
perative of resolutely promoting the
development of the public health
workforce and the possibilities offered
by international cooperation in all these

areas.

The character of this collective work
has been inclusive and pluralistic from
the outset. The authors have at-
tempted to harmonize the history, in-
stitutional direction, experience, and



different visions of public health
found throughout our Hemisphere.
They have engaged in a broad dia-
logue with experts from the Region
throughout the preparation of the
work and have made the necessary ad-
justments to respond to the individual
situations of the member countries.

They have sought not only to conduct
a systematic performance evaluation
of the EPHF and thereby conclude
the task entrusted to them by the
Governing Bodies of PAHO, but have
also left room for us to continue ex-
ploring all that remains to research, to
learn, to measure, and to transform.
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The basic corollary that emerges from
this effort is that we must continue
navigating the new and the old waters
in this exciting and critical area in
order to lay a broader, better founda-
tion for the development of health in
our societies and consolidation of
human security in our countries.



PART 1

The Initiative “Public
Health in the Americas”
and its Rationale



The Initiative Public Health

in the Americas and the Need to
{ li Improve Public Health Practice
WY in the Region

1. Introduction

The proposed reforms in the public
health sector address the need to
strengthen the steering role of the
health authority. An important part of
this role is the exercise of the essential
public health functions (EPHF) for
which the State is responsible at the na-
tional, intermediate, and local levels.!
For the State to fulfill its responsibilities
in this area, it is imperative to create in-
struments that will facilitate a situation
analysis of the health authority’s exer-
cise of these functions. Such an analysis
will identify the strengths and weak-
nesses of the health authority and thus
lay the foundations for concerted insti-

' PAHO/WHO, Essential public health
functions. Document CD 42/15. The XLII
Directing Council, Meeting of the Pan
American Health Organization. The LII Re-
gional Committee, Meeting of the World
Health Organization. Washington D.C,,
September 2000.

tutional development efforts to improve
public health practice.

Health sector reform processes have fo-
cused mainly on structural, financial,
and organizational changes in the health
systems, as well as modifications in the
delivery of health care to the public. Up
to now, improvements in health system
performance have targeted the following
areas: reducing inequalities in health sta-
tus and access to services; health care fi-
nancing; reducing gaps in social protec-
tion in health; boosting the effectiveness
of health interventions; and promoting
quality in care. However, changes de-
signed to strengthen the steering role
of the health authorities and improve
public health practice have received far
less attention. Aspects related to public
health have largely been neglected, as if
they were not a social and institutional
responsibility—precisely when state sup-
port is most needed to modernize the in-
frastructure required for the exercise of
the essential public health functions.

Reintroducing public health into the
program for transforming the sector de-
mands that its scope and function be
clearly defined and its basic concepts
applied. For this reason, the concepts
and methodologies linked with the
EPHF must be developed, for they are
the wellspring of this instrument’s great
potential for mustering the will and the
resources to strengthen the public
health services infrastructure and the
steering role of the health authorities.

2. The Concept of EPHF
and their Link to Public
Health Practice and the
Strengthening of the
Health Authorities’
Steering Role

The concept of public health that sup-
ports the definition of the EPHF is that
of collective intervention by the State
and civil society to protect and improve
the health of the people. It is a defini-



tion that goes beyond non-personal
health services or community/popula-
tion-based interventions to include the
responsibility for ensuring access to
services and quality health care. It also
involves activities to promote health and
development of the public health work-
force. Thus, public health is not referred
to as an academic discipline, but rather,
as an interdisciplinary social practice. It
is a concept that goes beyond the notion
of public goods with positive externali-
ties for health, since it encompasses
semiprivate or private goods whose di-
mensions make their impact on public
health an important factor.

The concept of public health is fre-
quently confused with that of the State’s
responsibility in health, when actually
the two are not synonymous. Public
health goes beyond the responsibilities
that are the purview of the State, yet at
the same time does not cover all that
the State can do in the field of health.
Although the State has a series of re-
sponsibilities it cannot delegate in exe-
cuting or guaranteeing fulfillment of
the EPHE they represent but a fraction
of its responsibilities in health. It is cer-
tainly a very important fraction whose
proper exercise is not only fundamental
for improving health and the quality
of life of the population, but is part of
the State’s steering role in health—a
role characterized by responsibilities in
strategic management, regulation, fi-
nance modulation, incurance monitor-
ing, and delivery harmonization.

In addition, many non-state public di-
mensions form part of the universe of
action of public health. Thus, there are
areas in which civil society promotes
changes in the population that result
in an improvement in people’s health.
There are also aspects of social capital

that represent a contribution to culture
and health practice as both an individ-
ual and a social value and the result of
collective intervention that combines
with state action in this area.

Likewise, it is important to mention the
difficulty of drawing a clear distinction
between the scope of public health in
the delivery of disease prevention and
health promotion services for specific
population groups—that is, in collective
interventions—and in the delivery of
personal health care. The traditional
concept of public health is identified ba-
sically with the first of these dimensions.
However, in the second dimension,
there is no doubt that public health has
some important responsibilities related
to the guarantee of equitable access to
services, quality in care, and use of the
public health perspective in the reorien-
tation of health services delivery.

In order to restore the concept of pub-
lic health and place it at the heart of the
processes aimed at transforming the sys-
tem, it is important to typify and mea-
sure operational categories such as the
EPHEF to determine the degree to which
they are fulfilled by the State at the na-
tional and subnational level.

Thus, the EPHF have been defined as
the structural conditions and aspects of
institutional development that permit
better performance in terms of public
health practice. However, as explained
in Part I of the book, in order to reach
this conclusion, it has been necessary to
develop indicators and standards for the
EPHF to help characterize the critical
elements that will make it possible to
identify which aspects of public health
practice need to be strengthened. This
approach complements the definition
of the thematic areas of public health

action, defined by the object of inter-
vention of the action taken. The con-
cepts are actually linked in practice,
forming a matrix that yields a set of in-
stitutional capacities used in a variety of
key interventions. The basic premise is
that if the functions are well-defined
and encompass all the institutional ca-
pacities required for good public health
practice, the necessary infrastructure
will be created for the good operation of
each sphere of activity or key area of the
work in public health.

Defining and measuring the EPHF are
thus conceived as a contribution to the
institutional development of public
health practice. They are a first step in
developing capacities and competen-
cies. Furthermore, better defining which
functions are essential helps to improve
the quality of the services and develop a
more precise definition of the institu-
tional responsibilities necessary for their

exercise.

Moreover, the accountability of public
entities to the people for the results of
their work begins with the part that
is most inherent to them, the part that
is exclusively their own—not with re-
sponsibilities that they share with other
administrative areas involved in general
decisions on health policy. The legiti-
macy and power of the health author-
ities to bring other actors together to
devise intersectoral interventions to pro-
mote health therefore increase with the
definition of the essence of their opera-
tions and the capacity for more accurate
performance measurement.

Performance measurement with respect
to the EPHF should ultimately permit
better identification of the resources
needed to guarantee an adequate public
health infrastructure and better analysis



of financing, expenditures, costs, and
the necessary budgets. This informa-
tion, moreover, is essential for the na-
tional and subnational governments, as
well as the international organizations
that provide technical and financial
cooperation.

Finally, the characterization and mea-
surement of EPHF performance are key
to improving the training of the person-
nel that carry out the work in public
health. This process provides a better
foundation for specifying the competen-
cies required for the exercise of the
EPHEF and for identifying the pertinent
professional and other staff profiles. This
goes hand in hand with improvements
in training and continuing education in
public health and will help inspire train-
ing institutions to reorient their efforts
in public health toward greater relevance
and quality in their work.

3. Nature and Scope of
the “Public Health in the

Americas” Initiative

As mentioned in the two previous sec-
tions of this chapter, in 1999 PAHO
decided to implement the “Public
Health in the Americas Initiative”, with
the following main objectives:

* Development of a regional definition
of the EPHE obtained by consensus
after an extensive debate among ex-
perts from academe, the government,
and professionals working in public

health.

* Development of instruments to meas-
ure their performance as the basis for
improving public health practice.

* Development of the methodology and
instruments to support the formula-

tion and implementation of some na-
tional, subregional, and regional lines
of action that will help to strengthen
the public health infrastructure and
thereby enhance the leadership of the
health authority at all levels of the

State.

The Initiative, promoted by the Direc-
tor of PAHO, Dr. George Alleyne, on
assuming his second mandate in Febru-
ary 1999, has been coordinated by the
Division of Health Systems and Ser-
vices Development and has enlisted the
efforts of all technical units in the Or-
ganization, as well as the PAHO delega-
tions in each country. It has also bene-
fited from the participation of PAHO’s
Director Emeritus, Dr. Carlyle Guerra
de Macedo, who served as an advisor
and collaborator on the project. The
Initiative has developed the perfor-
mance measurement instruments for
the EPHF in collaboration with the
U.S. Centers for Disease Control and
Prevention (CDC) and the Latin Amer-
ican Center for Health Systems Re-

search (CLAISS).

The project has also involved many ex-
amples of interaction with experts from
the academic world, scientific associa-
tions, health services, and international
organizations, forming a network that
has been consulted on many occasions,
thus enriching the conceptual, method-
ological, and instrumental development
of the Initiative.

The scope of the Public Health in the
Americas Initiative can therefore be
summarized as follows:

* Promotion of a common concept of
public health and of its essential
functions in the Americas.

* Development of a framework for
measuring the performance of the es-
sential public health functions, appli-
cable to all the countries of the Region.

* Support for self-evaluation of public
health practice in each country, based
on EPHF performance measurement,
within the conceptual and instru-
mental framework developed by the
Initiative.

* Support to the countries in identifying
the activities necessary for strengthen-
ing the public health services infra-
structure and formulating institu-
tional development programs that
will lead to an improvement in public
health practice—programs whose
progress can be evaluated periodically
through EPHF performance measure-
ment.

* Laying the foundations for a regional
program to strengthen the infrastruc-
ture and improve public health prac-
tice, based on the conclusions derived
from EPHF performance measure-
ment in the Region.

* Publication in September 2002 of the
present book, Public Health in the
Americas, which brings together the
different elements and results of the
project and provides an overview of
the degree to which EPHF are being
exercised in the Americas.

After the initial call issued by the Direc-
tor of PAHO, the member countries
enthusiastically welcomed the Initiative
and closely collaborated in its different
stages. This led to a debate on the
EPHF in the 42nd Directing Council
of September 2000 and the adoption of
Resolution CD 42/18 (see box), which
urged the Member States to participate



THE 42nd DIRECTING COUNCIL,

Having considered document CD42/15
on essential public health functions;

Taking into account that the Pan Ameri-
can Health Organization has implemented
the Public Health in the Americas initiative,
aimed at the definition and measurement of
the essential public health functions as the
basis for improving public health practice and
strengthening the steering role of the health
authority at all levels of the State;

Considering the need for health sector re-
forms to pay greater attention to public
health and to increase the social and institu-
tional responsibility of the State in this re-
gard; and

Taking note of the recommendation of
the 126th Session of the Executive Com-
mittee,

in the regional exercise to measure per-
formance with respect to the EPHF and
to use the results obtained to carry out
interventions develop their infrastruc-
ture and improve public health practice.
It also requested the Director of PAHO
to support these activities in the coun-
tries, conduct a regional analysis of the
state of public health in the Region, and
adopt EPHF performance measure-
ment and institutional development as
a line of work for improving public
health practice in PAHO’s technical co-
operation programs at the regional and

RESOLVES:

1. To urge the Member States to:

(a) Participate in a regional exercise to mea-
sure performance with regard to the es-
sential public health functions to permit
an analysis of the state of public health in
the Americas, sponsored by PAHO;

(b) Use performance measurement with re-
gard to the essential public health func-
tions to improve public health practice,
develop the necessary infrastructure for
this purpose, and strengthen the steering
role of the health authority at all levels of
the State.

2. To request the Director to:

(a) Disseminate widely in the countries of the
Region the conceptual and methodologi-
cal documentation on the definition and
measurement of the essential public health
functions;

country level, articulating it with efforts
to strengthen the steering role of the
health authority within the framework
of the new generation of health sector
reforms.

The present document outlines the
principal conceptual, methodological,
and empirical developments stemming
from the institutional efforts of PAHO,
which have benefited from the broad
and committed participation of the
member countries. In addition, it pro-
vides an overview of the exercise of the

(b) Carry out, in close coordination with the
national authorities of each country, an
exercise in performance measurement with
respect to the essential public health func-
tions, using the methodology referred to
in Document CD42/15;

(c) Conduct a regional analysis of the state of
public health in the Americas, based on a
performance measurement exercise target-
ing the essential public health functions
in each country;

(d) Promote the reorientation of public
health education in the Region in line
with the development of the essential
public health functions;

(e) Incorporate the line of work on the essen-
tial public health functions into coopera-
tion activities linked with sectoral reform
and the strengthening of the steering role

of the health authority.

EPHF in 41 countries and territories of
the Region of the Americas, based on
the performance measurement exercises
conducted jointly by the participating
countries and the Secretariat. The book
concludes with a discussion on a num-
ber of strategic issues for strengthening
the public health infrastructure in the
countries of the Region and, with some
comments aimed at contributing useful
insights to lay the foundation for a re-
gional program to improve public
health practice in the Americas.



The Steering Function in
Health and the Institutional

1. Regional Scenario

The reform of the State and the decen-
tralization of the political, economic,
and social life of the countries have made
the redefinition of institutional roles in
the health sector a priority in the Region
of the Americas to guarantee the full
exercise of the health authority and
strengthen the steering role of the State
in health system performance and the
sectoral reform! processes.

The essential health responsibilities of
the State are undergoing significant
changes as a result of a general shift in
the balance between the State, the mar-
ket, and civil society. This is expressed

I PAHO/WHO. The Steering Role of the
Ministries of Health in the Processes of
Health Sector Reform. Document CD 40/13.
XL Meeting of the Directing Council of the
Pan American Health Organization, XLIX
Meeting of the Regional Comittee of the
World Health Organization, Washington,
D.C., September, 1997.

in the trend toward the separation of
functions in the system: steering role, fi-
nancing, insurance, purchasing and de-
livery of services, as well as the descrip-
tion of activities, in some countries, to
one or more public and/or private ac-
tors or agencies. Consequently, these
circumstances demand greater institu-
tional capacity on the part of the health
authority to manage, regulate, and carry
out the EPHE

The national ministries of health in the
countries of the Region are faced today
with new realities in sectoral organiza-
tion, which have been exacerbated by
the health sector reform processes cur-
rently under way. This has led to the
need for a swift and flexible definition
of better ways to improve their capacity
to exercise their new steering role in the
sector.

Progress in State and sectoral decentral-
ization, together with the emergence of
new actors in the public and private sec-

tor, are shifting responsibility for service
delivery, especially personal health care,
away from the national ministries of
health. The delivery of public health
services and the execution of regulatory
activities in health are undergoing sim-
ilar changes; here, intermediate and
sometimes local agencies have assumed
responsibility for these functions to one
degree or another, consistent with the
redistribution of competencies and geo-
graphic divisions established by the
country.

Many sectoral reform processes in the
countries of the Region have been mov-
ing in the direction of the separation of
sectoral functions, leading to the insti-
tutional disaggregation of activities con-
nected with the steering role, financing,
insurance, purchasing and provision of
services. However, most commonly, all
five functions are concentrated in a sin-
gle institution, or a small group of insti-
tutions, a problematic arrangement that
segments the population according to



whether or not it belongs to the formal
economy and contributes to some form
of health insurance, and its ability to
pay. As a consequence, striking differ-
ences in insurance coverage and service
delivery arise.

This is compounded by other important,
longstanding factors. Health services
have not attained a level of development
that can be described as efficient, equi-
table, harmonious, and of good quality.
Lack of coordination is a problem, com-
bined with the simultaneous duplication
of efforts and gaps, mainly in personal
and non-personal service coverage in
rural areas and among the disadvantaged
populations of major cities.

Exclusion in health and the other side
of the coin, the lack of social protection
in health, are characteristic of vast pro-
portions of the Hemisphere’s inhabi-
tants. The health sector in many coun-
tries of the Region has been unable to
provide full and comprehensive cover-
age to all citizens. Marginal groups with
no access to basic health services can be
found in virtually every country. At the
same time, urban centers have ex-
tremely costly, high-quality services to
which the majority of the population
has only limited access.

Other significant factors compound the
situation: the inefficiency of sector insti-
tutions; structural weaknesses in mana-
gerial capacity, which make institutional
development in health management im-
perative; the high cost of care, often as-
sociated with growing numbers of inter-
ventions with little or no effectiveness;
and poor quality services with low levels
of user satisfaction. Emerging problems,
such as AIDS, are accompanied by other
reemerging problems, such as tuberculo-
sis, cholera, malaria, and dengue. The

rise in chronic pathologies and the
growth of the elderly population has
heightened the demand and the need for
more frequent and complex care, which
consumes a considerable volume of re-
sources. Populations are beginning to
have greater expectations of the health
services, demanding higher quality care
and the use of costly innovative tech-
nologies. This has given the State regula-
tion, control, and surveillance functions
in these areas. However, it does not al-
ways have the institutional organization,
the critical mass of human resources,
and the necessary financial resources to
exercise them.

The Region today is witnessing an in-
crease in its population, combined with
economic stagnation, rising unemploy-
ment, growth of the informal economy,
a deepening of absolute and relative
poverty, and a widening of the dispari-
ties in income distribution. All of this
is causing the economic, social, ethnic,
and cultural exclusion in the countries
to assume increasingly serious propor-
tions. At the same time, the current
mechanisms for social protection in
health that should guarantee the popu-
lation a series of benefits through pub-
lic health measures—either through the
ministries of health or the social secu-
rity systems—are incapable of address-
ing the new problems in this area.

The current situation in many coun-
tries of the Region, especially in Latin
America and the Caribbean, is charac-
terized by high economic and social
volatility, a breakdown in governance,
and the alarming growth of poverty and
inequity. Now more than ever, this
makes it imperative to ensure that the
changes introduced in the social sectors,
health among them, contribute to the
creation of inclusive societies for all cit-

izens and not to greater exclusion, mar-
ginalization, and lack of social protec-
tion, including protection in health.

At the dawn of the new millennium,
the countries of the Region find them-
selves faced with an enormous challenge
of growing proportions: to guarantee all
citizens basic social protection in health
that will help to eliminate the inequali-
ties in access to basic quality services
for all people and give excluded social
groups the opportunity to receive com-
prehensive care to meet their needs and
demands in health, regardless of their
ability to pay.

In light of these challenges, it is of the
utmost importance to strengthen the
steering role of the national ministries
of health in the sector, as well as the
leadership of the sector as a whole in
health advocacy and its negotiations
with other sectors. Leadership is needed
that will enable governments to stay
firmly on track to promote the health of
their peoples in the midst of the sectoral
reform processes.

In the final analysis, this strengthening
of the steering capacity in the health
sector should be guided by the goal of
reducing inequities in health condi-
tions, within the framework of inte-
grated and sustainable human develop-
ment and the elimination of unjust
inequalities in access to personal and
non-personal health services and in the
financial burden linked to it.

2. Tasks Comprising the
Exercise of the Sectoral
Steering Role by the
Health Authorities

The phenomena outlined in the preced-
ing section clearly point to the need to



reconfigure and adapt the responsibili-
ties and operations of the health au-
thorities—especially the national min-
istries of health—to strengthen their
steering capacity, defining the substan-
tive, nondelegable responsibilities that
are proper to them.

This implies building institutional ca-
pacity in the following areas: in sectoral
management, in the regulating and con-
trolling of goods and services connected
with health, in the exercise of essential
public health functions, in the modula-
tion of financing, in the monitoring of
coverage, in overseeing the purchasing of
services and in harmonizing the delivery
of health care to bring about the changes
necessary to attain universal and equi-
table access to quality health services.

The changes in the organization of
health systems and the nature of the
work of the health sector, coupled with
a growing awareness of the importance
of other sectors in improving the health
status of the population, have gradually
been defining a series of basic, well-dif-
ferentiated functions that, taken as a
whole, constitute sectoral regulatory ac-
tion. There is a growing tendency to
avoid concentrating all these functions
in a single institution, as in the past,
creating instead a series of complemen-
tary institutional mechanisms to carry
out the differentiated functions in a
separate and specialized manner.

These tasks can be divided into various
categories and will always be subject to
different groupings and alternative in-
terpretations. The proposal that follows
is one of the many ways of establishing
a taxonomy of tasks for exercise of the
sectoral steering role. Here, the work
is divided into in six major categories
(Figure 1).

Figure 1. Sanitary Authority Tasks for the Health Sector

Reform

Conducting

T~

Regulating <<—

Fulfilling essential
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It should be noted that the range of
competencies exercised by the national
ministry of health will depend on the
degree of public responsibility in
health, the degree to which sectoral ac-
tion is decentralized, and the structural
separation of functions in the institu-
tional structure of each country.

In some cases, these functions already
exist in practice or are set out in codes,
laws, or regulations. In others, new
competencies are involved that require
institutions to strengthen and often
modify their operations, their organiza-
tional structure, and the professional
profile of their managerial, technical,
and administrative staff.

2.1 Sectoral Management

Sectoral management is the capacity of
the entities that exercise the sectoral
steering role to formulate, organize, and
direct the execution of the national
health policy through the definition of
viable objectives and feasible goals, the
preparation and implementation of
strategic plans that articulate the efforts
of public and private institutions in the
sector and other social actors, the estab-
lishment of participatory mechanisms

Health Authority

Modulating health
care financing

/

Ensuring
compliance with
insurance
schemes

Harmonizing health
services delivery

and consensus-building, and the mobi-
lization of the necessary resources to
carry out the proposed actions.

In order to do this, the national min-
istries of health need to develop and/or
strengthen their institutional capacity
to carry out the following activities:

a) Analysis of the health situation and
its determinants, with emphasis on
identifying inequities in health con-
ditions and access to services, and on
the impact on the population’s cur-
rent and future demands and needs;

b) Periodic evaluation of sector opera-
tions, institutional operations, and
system performance, especially in
terms of monitoring and evaluating
the impact and dynamics of the
sectoral reform processes;

c) Development of methods and pro-
cedures for prioritizing health
problems, vulnerable populations,
programs, and interventions, based
on the criteria of effectiveness, cost,
and positive externalities;

d) Formulation, analysis, adaptation,
and evaluation of the public poli-



k)

cies that impact on health and sec-
tor policies;

Building of national consensus on
the strategic development of the
sector, leading to the development
of State policy in health;

The setting of national and subna-
tional health objectives, in terms of
health processes and outcomes.
These will serve as the basis for co-
ordinating the work of public and
private actors in the sector and for
developing guidelines for efforts to
improve public health practice.

Direction, involvement, and/or mo-
bilization of sector resources and
actors and those of other sectors
that influence the formulation of
national health policy and actions
to promote health;

Health advocacy;

Promotion of social participation

in health;

Coordination of the technical, eco-
nomic, and policy assistance that
multilateral and bilateral agencies
devoted to technical and/or finan-
cial cooperation in health can pro-
vide for the formulation and im-
plementation of national health
policies and strategies;

Political and technical participa-
tion in regional and subregional or-
ganizations and agencies for policy
coordination and economic inte-
gration of relevance to the health
sector, to promote greater sensitiv-
ity in these entities to the health in-
terests of the population and the
health sector.

2.2 Sectoral Regulation

Some of the sectoral regulation tasks in-
volved in the exercise of the steering
function are:

a) Development and refinement of
national health legislation and its
necessary harmonization with the
health legislation of countries par-
ticipating in regional integration
processes;

b) Analysis, sanitary regulation, and
oversight of basic markets allied
with health, such as public and pri-
vate health insurance, health service
inputs (such as drugs, equipment,
and medical devices), health tech-
nologies, mass communication in-
volving goods and services related to
health, and consumer health prod-
ucts, as well as sanitary conditions
in public establishments and the

environment;

¢) Analysis, technical regulation, and
oversight of health service delivery,
certification, and professional prac-
tice in health, as well as training and
continuing education programs in
the health sciences;

d) Establishment of basic standards
and guidelines for health care; devel-
opment of quality assurance pro-
grams; formulation and application
of frameworks for the accreditation,
certification, and licensing of insti-
tutional service providers; and

health technology assessment.

Many of these tasks are performed in
some extent but must be improved and
broadened to fully meet the objective
safeguarding health as a public good.
Moreover, institutional structures do
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not always have the capacity or re-
sources to fully execute the types of reg-
ulation and control indicated above.

2.3 Exercise of the Essential
Public Health Functions
pertaining to the Health
Authority

If there is one area of action in the sec-
toral steering role that cannot be ig-
nored it is the exercise of the essential
public health functions proper to the
health authority, especially those with
high positive externalities for the health
of the population and/or that constitute

public goods in the field of health.

Exercise of the steering role in health
involves substantive, nondelegable tasks
on the part of the national or subna-
tional health authority. These are funda-
mental to the work of the ministry of
health as the agency responsible for safe-
guarding public well-being in health.
These functions can be delegated to or
shared by several levels and institutions
within the state apparatus, but the pri-
mary mission of the national ministries
of health is to ensure that they are exer-
cised as effectively as possible.

This section delves no further into this
topic, since the subsequent sections that
constitute the bulk of this book are
devoted to the conceptual and method-
ological underpinnings that have pro-
duced a regional consensus on 11 essen-
tial public health functions considered
to be the purview of the national health
authority. These sections also measure
the performance of these functions in
more than 40 countries and territories
of the Region and discuss the lessons
learned from that exercise in order to
take action to improve public health



practice and reinforce the infrastructure
that makes it possible.

2.4 Sectoral Financing Tasks

The structural separation of sectoral
functions characteristic of the sectoral
reform processes in the Region shows
three major trends in financing.

The first is the creation of autonomous
national funds independent of the min-
istries of health. These funds pool the fol-
lowing resources: the public revenues
from general taxes; specific taxes for
health purposes, when they exist; and
workers’ and/or employers’ contribu-
tions, when steps have been taken to
merge the social security health funds
with general State appropriations for this
purpose. This can involve a single public
insurance system or several insurance sys-
tems, public or private, that either com-
pete with or complement one another.

The second trend is an increase in the
share of public sector financing that
comes from the taxes collected by inter-
mediate-level and local State entities
and/or from resources of the national
fiscal authority, transferred from the
central government as block grants ear-
marked for activities in health.

The third trend is related to the growing
share of private health insurance and
certain prepaid service modalities in the
composition of global sector financing
in certain countries of the Region—
services that are paid for by the benefici-
aries themselves and/or their employers,
at least with respect to some types of
coverage that supplement the compul-
sory plans established by the State.

The combination of these three ele-
ments in countries that have taken steps

to eliminate the segmentation of insur-
ance coverage and health service deliv-
ery produced by differentiated financ-
ing systems (public services not linked
to specific contributions; compulsory
social security-type health insurance
plans, paid for with subscriber premi-
ums; mutual aid societies or obras so-
ciales; and private health insurance or
prepaid health plans) imply new chal-
lenges and responsibilities for the min-
istries of health in the organization of
sectoral financing.

These developments in sectoral financ-
ing give the ministry of health responsi-
bility for: a) establishing the policies
needed to ensure that the different fi-
nancing modalities have the necessary
complementarity to ensure equitable
access to quality health services for the
entire population; b) smoothing out
and correcting any deviations that may
occur in sectoral financing, and c) de-
veloping the capacity to oversee the sec-
toral financing process.

2.5 Responsibilities
in Insurance

The countries of the Region are im-
mersed in intense processes of change in
the institutional organization of their
health sectors, in the structure of health
care delivery, and in the systems for fi-
nancing it, which together have come
to be known as health sector reform.
Implementation of these agendas for
change has opened up an opportunity
to move toward equitable access to
health care. However, to accomplish
this, it will be necessary to secure effec-
tive coverage for excluded groups, par-
ticularly those working in the informal
sector of the economy and those who
are marginalized for cultural, ethnic,
and/or geographical reasons.
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An important part of these sectoral
changes in health are the reforms in the
scope and modalities of social security
health coverage. This dimension of sec-
toral change has not always reached the
most disadvantaged population groups.
Thus, there will be a real opportunity to
turn this situation around if progress is
made in the design, implementation,
and evaluation of innovative mecha-
nisms to expand the coverage of social
security in health, targeting groups that
do not participate in the formal sector
of the economy or have the financial
wherewithal to subscribe to the custom-
ary social security health plans.

New formulas must be found that rely
more heavily on the social capital of ex-
cluded groups; that attempt to rational-
ize the regressiveness of out-of-pocket
expenditures in health, which today
impose a greater financial burden on
households and the most disadvantaged
population; that take advantage of com-
munity mechanisms for cooperative or-
ganization to find responses to comple-
ment the social protection in health
currently offered through state inter-
ventions and the social security health
systems, which, regrettably, do not
cover all citizens.

The degree to which the social security
health system is developed in each
country (and not just the number or
the coverage of social insurance plans) is
what determines the State’s responsibil-
ity for ensuring a basic package of ser-
vices or guaranteed health plan that of-
fers coverage to all inhabitants or special
population groups (the poor, the el-
derly, etc.). When this responsibility ex-
ists, it generates a role ordinarily re-
served for the ministries of health or
some of their deconcentrated agencies:
that of guarantor of the insurance es-



tablished. For this, mechanisms are
needed that permit the fulfillment of a
social mandate often found in the
countries’ national constitutions.

A second element that has a bearing on
this dimension of the sectoral steering
role is related to the public, private, or
mixed nature of the service providers
that participate in the compulsory cov-
erage plans.

Thus, the ministries of health in coun-
tries in which this separation of func-
tions is under way or has been consoli-
dated must develop the institutional
framework required to perform the
task. They must therefore broaden their
range of capacities to enable them to:

a) Define the content of the guaran-
teed basic coverage plans that must
be available to all citizens covered
by social security health systems
that are public in nature;

b) Monitor the administration of these
plans by public and private health
insurance and/or service delivery in-
stitutions (directly or through the
supervisory authorities or similar
agencies), guaranteeing that no ben-
eficiary of the compulsory social se-
curity health plans is denied insur-
ance for reasons of age or preexisting
conditions;

¢) Enhance the purchasing power of
public and/or private health ser-
vices through group plans, when
public insurance is involved, to
ensure delivery of the guaranteed
packages of services or coverage
plans offered by the current social
security health systems.

These three aspects of the exercise of the
steering role in insurance tend to be

poorly developed in the ministries of
health of the countries of the Region
and their deconcentrated territorial
agencies. This implies the particular
need to intensify actions to foster
progress in this area.

2.6 Tasks in Health Service
Delivery

Health service delivery is perhaps the
sectoral function that has undergone the
most pronounced changes in the coun-
tries of the Region over the past two
decades. This is the result of two simul-
taneous phenomena: first, the decentral-
ization and/or deconcentration of sector
activities, particularly those related to
the delivery of public health services and
personal health care; and second, grow-
ing private sector participation in health
care delivery, either to implement the
guaranteed coverage offered by public
or social health insurance, or to operate
private insurance or direct, out-of-
pocket, fee-for-service plans.

With varying degrees of deconcentra-
tion, the ministries of health were long
accustomed to directly managing the
delivery of public health services and
personal health care through the hospi-
tals and outpatient clinics of their own
service networks. They are now delegat-
ing or have already delegated this re-
sponsibility, having fully or partially
transferred these competencies to inter-
mediate levels of government (states,
departments, or provinces) and/or the
local level (municipios or cantons), or
to decentralized autonomous regional
agencies devoted exclusively to health
service delivery.

Exercising the steering role thus poses
the challenge of properly orchestrating
the many public and private service
providers to take advantage of their in-
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stalled capacity in a rational and com-
plementary way and to define basic
standards for health services to give users
a reasonable guarantee of quality in the
services they receive.

3. Institutional
Development of National

and Subnational Health

Authorities for Exercise
of the Steering Role

The preceding section’s review of the
tasks involved reveals numerous chal-
lenges. There is a considerable lack of
consistency between the new functions
of the national ministries and their
structures, competencies, and profes-
sional profiles. What they do have in
this area is more appropriate to the
functions currently exercised by the in-
termediate, local, or regional entities,
which are responsible for the delivery of
personal and non-personal services and
for the exercise of certain health author-
ity functions.

Given the decentralizing, deconcentrat-
ing, or privatizing trends that currently
characterize the organization of the sec-
tor, the ministries of health need to as-
sume a series of new tasks, which can be
summarized as follows:

a) Define the criteria for allocating
the resources to be channeled to
the decentralized or deconcen-
trated public agencies and/or facili-
ties that provide personal and non-
personal services. In so doing, it
is important to utilize the criteria
of need, performance, and impact.
Resources can be allocated through
direct transfers from the ministry
of health or from the ministries of
economy, finance, or the treasury,
based on well-defined criteria;



b) Harmonize the plans of action and
management models of the decen-
tralized or deconcentrated public
agencies responsible for health ser-
vice delivery in the country;

¢) Define the content of the basic
public health services that are the
purview of the State, and, based on
the criteria of complementarity, dis-
tribute competencies and resources
among the different levels of public
administration (central, intermedi-
ate, and local) that must assume
them;

d) Furnish technical cooperation to
the decentralized or deconcen-
trated service providers to guaran-
tee a streamlined process for the
transfer of authority and the devel-
opment of the necessary institu-
tional capacity for the full exercise
of their functions;

e) Define mechanisms for the redistri-
bution of current and capital ex-
penditures to compensate for any
inequities that may be generated by
the decentralization processes;

f)  Establish mechanisms for hiring or
for service management agree-
ments that will serve as the basis for
resource allocation, based on a se-
ries of performance measurements
expressed in terms of processes and
outcomes.

The tasks enumerated above establish
the national ministries of health as the
harmonizers of the work of the decen-
tralized or deconcentrated public agen-
cies that act as service providers rather
than the direct administrators of service
delivery—a definition that demands
the rapid development of new institu-
tional capacities.

It is also necessary to design and execute
a complete and ambitious transforma-
tion of the structures and functions of
the ministries of health in order to
adapt the technical capacity and exper-
tise of their staff at all levels to the new
demands and realities. An analysis of
outcomes and processes will enable the
ministries of health of the countries to
initiate and move forward with the
transformation of the steering role in
health required by sectoral reform.

However, in order to spearhead the ac-
tions to improve health and become the
full embodiment of all the competen-
cies of the national and subnational
health authorities, the ministries of
health must consolidate their institu-
tional capacity for the effective exercise

of the steering role.

This is not simply an issue of gover-
nance in health, although that must be
considered to understand the political
economy involved in the exercise of the
sectoral steering role and, to a certain
point, develop it. It is a complex issue
that requires a clear will to action,
backed by political mandates and gov-
ernment authority.

Exercise of the steering role in health
demands an imaginative effort by the
State, in an intense dialogue with civil
society, that will result in specific meas-
ures to guide progress in the sector and
correct the imperfections of the health
systems; that will make it possible to
meet the basic objectives of protecting
and improving the health of individu-
als; and that will guarantee equitable ac-
cess to health services, regardless of the
ability to pay.

All of this requires good organization,
which often involves a profound reen-
gineering of the current national min-
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istries of health, coupled with adequate
financing of the level of effort required
to faithfully execute the basic tasks de-
scribed in the section above.

It is often assumed that this whole task
exists or must exist without realizing
that behind it must be the capacity for
organization, a critical mass of human
resources trained for this purpose, and
the financial resources and public health
infrastructure that make it possible.

Finally, two thoughts on the exercise of
the steering role by the health authori-
ties are worth considering:

First, the modern steering role in health
is not simply the development of the
ministry of health’s leadership in sec-
toral matters and advocacy to convince
other sectors to take part in improving
health. Nowadays it is necessary to
think in terms of shared leadership
among the different levels of govern-
ment with responsibilities in health, es-
pecially in countries with a federal
structure or in confederations of au-
tonomous communities. Increasingly,
what is involved is state health pacts
whose corollary must be territorial
management and coordination of the
competencies of the local, intermediate,
and central health authorities, both de
jure and de facto.

Second, a neutral steering role is incon-
ceivable. Behind the act of governing,
directing the efforts of the sector, con-
ducting activities in health, building a
consensus between the State and civil
society, are social values that plot the
course. These values are not personal in
nature, but public and collective; they
have to do with the demands that soci-
ety places on the legitimate, constituted
public authorities. In this regard, espe-
cially within the framework of the pro-



found social and economic inequities
that characterize our Hemisphere, it is
very difficult to conceive of an effective
steering role that does not seek to im-
prove social cohesion, that does not
make its goal the reduction of in-

equities—in access to health care, in the
financial burdens that people must bear
to gain access to health services, and in
the health conditions of the population.
It is very difficult to conceive of an ex-
ercise of the steering role that does not
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have a redistributive function, anchored
in solidarity and aimed at combating
poverty and meeting the millennium
development targets.



Origins and Current Scenarios

1. Health and Public
Health through the Ages

The fear of death and of life-threatening
situations can be traced back to the very
origins of society. Consequently, a tribe’s
need to defend and protect its members
against multiple threats was what kept
it united. In a world without scientific
knowledge, disease was explained as the
punishment of gods and spirits for the
sins of the individual or group, whereas
health was regarded as a blessing or re-
ward for virtuous behavior.

Prevention was achieved through virtue
and cure was the result of magic. This
period of magic and myth gave rise to
many health-related beliefs and values
that have lasted, with some changes, for
generations, centuries, and even millen-
nia. These are still significant today
and, at times, fundamental. One of
these inherited concepts with major
repercussions for society has been the

acceptance of the duality and the union

between the spirit, soul, or mind and
the body. Another, and no less impor-
tant one, is the notion of the relation-
ship between the health of the individ-
ual and that of the social group to

which he/she belongs.

With the dawn of agriculture came new
patterns of material and social organiza-
tion that revolutionized public health: a
more reliable food supply and better
protection against environmental fac-
tors brought with it, no doubt, a spec-
tacular improvement in health status
over that of the pre-agriculture era.

As humankind’s knowledge of nature
increased so did its potential for ra-
tional explanations and scientific health
interventions. Beliefs begin to be sup-
plemented with reason, and philosophy
began to transform itself into the culdi-
vation of knowledge.

Natural explanations began to emerge
for health and disease, thus increasing
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the chances for specific interventions,
while medicine became an area of
knowledge and a profession. Prevention
took on greater relevance, as it became
possible to associate disease with impu-
rity or dirtiness; thus, the concept of hy-
giene emerged as the first organized re-
sponse in health protection. Moreover,
there was growing recognition of the en-
vironment’s role in health and disease.
This idea helped give rise to the mias-
matic theory of disease, complemented
by the humoral theory of body func-
tions. Individual and collective health
was improved through a kind of assimi-
lation with beauty, art, and care of the

body.

This model of development was already
present in prehistoric societies, as evi-
denced in the historical record of differ-

ent civilizations.

According to the Etruscan inscriptions,
dating back to the beginnings of histori-
cal records (5000/6000 B.C.), the prac-



tice of curing was already established as
a socially significant activity; the Code
of Hamurabi (3000 B.C.) mentioned
physicians, and in ancient Egypt, medi-
cine acquired a defined position and its
own social status, although linked to and
regulated by religion. Imhotep (2980—
2900 B.C.) was the first physician to be
confirmed by history (18 centuries be-
fore Aesculapius) and the Ebers and
Smith Papyri were the first known med-
ical texts, the former consisting of a list
of remedies and prayers and the latter a
surgical textbook. Health was no longer
viewed as exclusively magic. The ancient
Egyptian society’s food systems (silos
and distribution) and concerns about
the environment and the body can also
be viewed as public health measures.

Meanwhile in the East, the Chinese fig-
ure Fu Nsi (circa 2950 B.C.) was Im-
hotep’s contemporary. The Nei Ching,
the internal medicine classic of Yellow
Emperor Huang Ti (27th century B.C.)
was also written around the same time
as the Egyptian papyri. The yin and
yang, or cosmic theory of complemen-
tary opposites, appearing proportion-
ally in the human body and generating
balance—health—and imbalance—dis-
ease—emerged as the first known at-
tempt at a general and universal expla-
nation that was not strictly religious in
nature.

The sacred Vedas of ancient India (circa
2000 B.C.), particularly in the Ayurveda
system of medicine, include explanations
of health and magical cures recorded by
Dhanvantari, the god of medicine. How-
ever, the Vedas also reflect an awareness
of the symptoms and signs of disease and
prescribe treatments to cure them (espe-
cially herbal remedies). Moreover, reli-
gious customs in both China and India
prohibited any cutting or mutilation of

corpses, thus precluding the develop-
ment of knowledge in the areas of
anatomy and pathology.

However, in Greece a true revolution in
knowledge occurred that also encom-
passed health. Building on Babylonian
and Egyptian foundations, and perhaps
also those of China and India, Hellenis-
tic civilization laid the groundwork for
the transition from magic to science. In
health, this change began with the myth
of Aesculapius (circa 1200 B.C.), the
god of medicine, who was also a physi-
cian. Temples doubled as therapeutic cen-
terswhere, in addition to the role of faith
in curing the sick, health was restored
through diet, therapeutic baths, and ex-
ercises, often preventive in nature. Op-
portunities for observation began to be
pursued, although primitively, as were
attempts to make use of accumulated
knowledge. However, it was not until
the 4th and 5th centuries B.C. that phi-
losophy, drawing on this greater individ-
ual and institutional freedom of
thought, created the necessary climate
for a qualitative leap in knowledge.
Empedocles (5th century B.C.) built
on the theory of the four basic elements
of the universe—fire, air, water and
earth—with his hypothesis of the dif-
ferent fluids or Aumors found in the
human body. The grand contributions
of the different schools of philosophical
thought, such as those of Socrates and
Plato, culminated in the work of Aristo-
tle (who was also a biologist), and cov-
ered almost all areas of knowledge.
These contributions established the es-
sential characteristics of scientific knowl-
edge as well as the intellectual and basic
instruments for its production and vali-
dation (the Organon). Moreover, they fa-
cilitated an understanding of the natural
world and of man (physics and meta-
physics), as well as his behavior (ethics).
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It is against this marvelous backdrop,
this explosion of human creative genius,
that Hippocrates (460-380 B.C.) and
his collaborators authored the wondrous
Hippocratic Collection (Corpus Hip-
pocratum) on medicine and health. The
importance assigned to observation and
logic in diagnosis and treatment was far
more than just the basis of semiology
and remedy research; it was also the ori-
gin of epidemiology and the study of
public health. Indeed, the text on Airs,
Waters, and Places explores human ecol-
ogy and the relationship between health
and living conditions, laying the founda-
tion for the integral view of the patient in
his/her environment. This text also intro-
duced the term’s epidemion and ende-
meion, referring to the presence of dis-
ease in the community. The reach of
Greek culture expanded with the cam-
paigns of Alexander the Great and was
incorporated in Greco-Roman civiliza-
tion. The medical school founded in
Alexandria (300 B.C.) was both a prod-
uct of and participant in that process,
which was already emphasizing the im-
portance of the basic sciences of medi-
cine. Good examples in this regard in-
clude Herophilus in the field of anatomy
and Theophrastus in physiology.

Opverall, the most specific contribution
of ancient Greece to the field of public
health is found in the areas of hygiene
and the physical culture of the human
body. Health and beauty are confused
with one another and hygiene becomes
associated with well-being and physical
prowess.

Rome succeeds Greece. Medicine was
expanded and affirmed by proponents
such as Aulus Cornelius Celsius (30
A.C.), Asclepiades (120 A.C., an oppo-
nent of the humoral theory) and Galen
(160 A.C.), the latter of whom became



the prototype of the traditional physi-
cian. Rome’s contribution to public
health is even more important. Prior to
that time public health had not been
distinguished from the field of medicine
and only occasionally contemplated,
most notably during health calamities,
and was practiced by the same actors.
Rome moved to differentiate the con-
tent of public health from that of medi-
cine. Thus, key measures, such as the
development of a common water sup-
ply, urban sanitation, hygiene and re-
fuses disposal systems, public baths, hos-
pitals, and public assistance to patients,
was established to protect the health of
the population. In many instances, such
measures became part of the legal frame-
work, specific institutions were created
for their development, and they were al-
most always adopted as social practices.

In each historical experience of the an-
cient world, health was always associ-
ated with the values embraced by soci-
ety and backed by the institutions
responsible for representing them, as
well as existing knowledge, in order to
explain and intervene in life. The
progress resulting from the predomi-
nance of positive values and the corre-
sponding social institutions, from their
capacity to act (i.e. knowledge and
means), and from effective leadership,
was accelerated in situations of global
change. Thus in the historical context,
progress occurred relatively slowly in
ancient Egypt and civilizations of the
East and faster in the Greek and Greco-
Roman civilizations.

In the 1300 years that followed the 2nd
century, the prevalence of values aimed
at promoting conformity and limiting
creativity limited the development of
the field of health. In the West, reli-

gious dogmatism again exerted control

over social forces, filling the voids left by
decadence and restricting freedom.
Magic once again prevailed over science;
Providence over action, salvation of the
individual soul over cares of the body
and concern about the population. Con-
sequently, public health lost its recently
acquired identity and medicine remained
stagnant—or even lost ground—as it
was relegated to isolated practice in a
handful of monasteries or by closely
watched practitioners or the lower social
classes.

Progress occurred under the relative lib-
eralism of Islam, including Avicenna’s
work in the field of chemistry and the
creation of modern public hospitals.
Moreover, there was progress in the
East: Indias Brahman period (800
B.C.-1000 A.C.) evidenced develop-
ment of the Caraka Samhita and the
Susruta Sambita, which reinterpreted
humoral theory by incorporating the
spirit and made headway in dietary and
medicinal treatments; in China, medical
materials, moxibustion, and acupunc-
ture were developed. And by the end of
the period (16th century), the Chinese
pharmacopeia, the “Ben Cao Gang
Mo,” was published. However, in the
West, advances were also being made
with respect to health calamities and
other critical situations, including the
leper’s code of the Third Lateran Coun-
cil (1179) and introduction of the con-
cept of quarantine during the bubonic
plague epidemic of the 14th century,
which developed despite the predomi-
nance of miasmatic theory.

The Renaissance and mercantilism,
which revolutionized creativity in the
arts and “globalized” the world, also
changed the social order, laying the
foundations for a new Cultural Revolu-
tion for humankind, and by extension,
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new scientific and productive transfor-
mations. The revival or strengthening
of values such as reasoning and free-
dom, captured by illuminism, posi-
tivism, and subsequently, utilitarianism
and liberalism, broke down many of the
barriers to human creation and led to a
new social order that promoted the ex-
pansion of knowledge and the urban-
ization of agrarian societies due to in-
dustrialization. The ensuing impact on
health was impressive and multifaceted.

The adverse effects of the grinding
poverty in urban slums and mining
towns during the initial stage of indus-
trialization were widely offset by the as-
sociated political advances and progress
in the area of knowledge.

With respect to the social sphere, the
extremes of the new productive regime
provided ample incentives for the emer-
gence of real socialism, social democ-
racy, and the welfare state, and conse-
quently, for reforming capitalism,
improving representative democracy,
and the rule of law. They also led to an
understanding of the relationship be-
tween health and living conditions.
Moreover, this expansion of productive
forces encouraged a scientific revolution
that is still under way, fueling the
growth of knowledge and technology.

The advent of microbiology reinforced
the foundations of hygiene, replaced
the miasma theory, established a direct
causal relationship between disease and
its agents—etiology—and at the same
time that the discoveries were being
made in the physical sciences, paved the
way for the control of specific commu-
nicable diseases and the development of
medicine. Thus, microbiology ushered
in a new era of medicine and public

health.



However, the most revolutionary changes
have occurred only in the past 300
years, as a culmination of the progress
begun centuries earlier. The huge toll
exacted by the Black Plague of 1348
brought about the acceptance of natural
causes for the disease and led to the in-
troduction of surveillance systems and
quarantine measures. With these steps,
public health started down a long road
toward reacquiring its identity. During
the 17th century, Girolamo Fracastoro
demonstrated the contagion principle,
thus creating conditions for debate on
the idea of prevention. The closing
years of the 18th century witnessed the
development of the first vaccine (small-
pox; Jenner, 1779) and the pioneering
brilliance of Johan Peter Frank and his
method for a complete medical policy,
which states that governments should
be responsible for the health of their cit-
izens. The exhaustive systematization
that ensued laid the groundwork for the
reforms carried out by Bismarck in
1884, which then became a model for
health services organization. Meanwhile
in France, Dr. ]J.I. Guillotin (1792) suc-
cessfully lobbied the National Conven-
tion to create a health committee. Some
decades earlier, in 1748, Sweden enacted
the first law providing for the manda-
tory collection of health data, followed
by similar initiatives in other countries.
Improvements in health information,
the linking of health to a person’s social
status (Virchow, Villermé, Chadwick, et
al) and scientific advances in fields such
as microbiology expanded the scope and
methods of epidemiological research, al-
lowing even faster progress in the field

of public health.

Generally speaking, the French and
American Revolutions transformed po-
litical thinking around the world, usher
in the return of democracy as an idea

and a desirable form of government.
These “suprastructural” manifestations
responded to accelerated transforma-
tions in the means of production,
through transformations that upheld
the principles of the private ownership
of the means of production and the
bases of the market economy and in-
dustrialization, which were comple-
mented by liberal-democratic political
regimes. The ideological context and
productive basis stimulated creativity,
conflict and change.

This transformation continued and ex-
panded during the 19th century, result-
ing in a true health revolution. Scien-
tific medicine was reaffirmed through
experimentation (Claude Bernard) and
microbiology (Pasteur and Koch). Eng-
land’s Poor Law Commission submitted
its report in 1838, amending the Eliza-
bethan Poor Law of 1601. Moreover,
England created its own public health
institute, with other European coun-
tries following suit during the latter half
of the century. Health care systems were
organized on more solid institutional
foundations, and public health acquired
definitive status. During this same pe-
riod, organizational models for health
and social security services emerged that
have been guiding health care systems
since (Bismarck model).

The 19th century ended with an explo-
sion of progress in the knowledge of
communicable diseases (i.e. tuberculo-
sis, malaria, and yellow fever). These
advances, together with the need to re-
duce health risks for international trade
and the national elite, resulted in inter-
ventions targeting specific diseases. In
turn, these efforts led to improvements
in sanitation and hygiene, and more-
over, underscored the need for interna-
tional cooperation in health. Indeed,
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the first two international sanitary con-
gresses were held in Paris during 1851
and 1859, followed by others until the
Office of Hygiene and Public Health
was finally created in 1907. In the Re-
gion of the Americas, the first two in-
ternational sanitary conventions be-
tween Argentina, Brazil and Uruguay
were held in Montevideo in 1873 and
1884, respectively, while a third took
place in Rio de Janeiro in 1887. These
meetings were the precursors to the first
Pan  American  Sanitary Conference
(Washington, D.C. 1902), which created
the Pan American Sanitary Bureau.

This process of constant, accelerated
change reached its climax during the
20th century. The opposing forces of
the capitalism that was dominant at the
time gave rise to conflicts in the world
of socialism—such as uprisings, the
cold war, and fiascos, as well as eco-
nomic crises and wars that shook the
world. The ideas of people and civil so-
ciety gradually gained acceptance in so-
cial areas such as human rights, citizen-
ship, and the democratic rule of law.
Liberal representative democracy was
acknowledged as the dominant system
for legitimizing production based on
the market and private initiative. Pro-
ductivity and production flourished,
fueled by technology and new forms of
organization. Wealth, however, was
concentrated and social inequalities,
both between and within countries, be-
came more pronounced.

The end of old-style colonialism brought
about a proliferation of the number of
independent countries at the periphery
of the exercise of world power. Interna-
tional mechanisms for debate and con-
flict resolution, whether through treaties
or organizations, succeeded in reducing
the chances of war with the potential for



world destruction, but by the same
token, had the effect of maintaining a
large number of low intensity conflicts.
Scientific and technological output is
both a driving force and result of the en-
tire process, providing—sometimes un-
expectedly—opportunities to satisfy or
create needs, while giving rise to impor-
tant ethical and social questions. As is
the case with wealth and power, knowl-
edge is also concentrated and selective,
so the breakdown and homogenization of
culture clash head on with a multiethnic,
multicultural world.

In terms of health and public health, the
20th century witnessed many sensational
successes, but also some painful failures.
Spurred on by scientific advances, the
predominance of positive values, and
more effective institutional organization
and resources, health care experienced a
dramatic expansion, becoming at once
more complex and effective. The health
of populations around the world im-
proved rapidly, and we are now able to
celebrate memorable victories in the
struggle against disease, such as those
over smallpox and poliomyelitis. How-
ever, enormous social inequalities remain
with respect to the level of health, expo-
sure to risks, and access to care.

Health care systems are expanding and
becoming more complex. Their organi-
zation has acquired more diversified ref-
erence points such as the state socialism
models of Beveridge, and more recently,
a number of innovations and combi-
nations. Consequently, a great deal of
progress is being made in public health,
but there are also failures. While public
health has achieved importance and
prestige in some cases, in others it has
been put aside and shows shameful
omissions, such as those observed in the
cycle of sectoral reforms based on the

principles of the Washington Agreement,
which have been carried out by numer-
ous countries over the past two decades.
Despite the successes, in the overall bal-
ance, the distance between what is possi-
ble—not the ideal—and what has been
achieved has increased. This gap results
in the suffering, disability and avoidable
deaths that make up the enormous and
disgraceful social debt in health that, in
the Region of the Americas, is already
adding up to approximately 1 million
unjustifiable and avoidable deaths annu-
ally, as well as millions of years of life
lost.

The history of public health in the 20th
century has been full of ups and downs,
especially in the Region of the Ameri-
cas, which is the focus of this analysis.
The first three decades of that century
were a continuation of the movement
under way at the close of the 19th cen-
tury, in which the expansion of trade
and the capacity to intervene with the
development of the science of etiology
stimulated efforts in the areas of sanita-
tion, hygiene and disease control, espe-
cially with regard to malaria, cholera
and yellow fever, which held serious
consequences for trade and immigra-
tion. Important successes were achieved
in this regard, such as completion of the
Panama Canal (1914), rehabilitation of
the Region’s major ports, and the eradi-
cation of yellow fever in Havana and
Rio de Janeiro. During the second half
of the 20th century, major institutional
development occurred in the United
States, where, from the time of the
Shattuck Report (Massachusetts), pub-
lic health services were created at the
individual state level. This effectively
marked a change in responsibility for
health, which, up until that time had
been almost exclusively the domain of
the local level. In 1912, the Federal
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Public Health Service was created, from
the Marine Hospital Service.

World War I did not succeed in inter-
rupting this process, but instead offered
opportunities to develop measures and
enhance knowledge. In these opening
decades of the century, the linkage be-
tween the reduction of poverty and san-
itary improvements was strengthened,
and the first schools of public health
were founded in the U.S. (i.e. Johns
Hopkins and Harvard), and later in
Latin America (i.e. Sao Paulo, Vene-
zuela, Chile and Mexico). With this,
public health completed its institutional
development cycle, creating mecha-
nisms for the autonomous reproduction
of knowledge, techniques and human
resources. Consequently, nongovern-
mental organizations began to enter the
field of public health. Some even en-
tered the international arena, exempli-
fied by the pioneering efforts of the
Rockefeller Foundation. The American
Public Health Association (APHA) was
founded in 1872, followed by a number
of other professional and scientific asso-
ciations with specific concerns, such as
tuberculosis and cancer. Meanwhile in
Latin America, steps were taken to cre-
ate the public ministries of health and
social security institutions, which con-
tinued developing until the 1950s.

The Russian Revolution (1918) and the
arrival of bona fide state socialism altered
the world’s political and ideological
landscape, thus introducing an element
that would prove to be very important to
political development in the remaining
years of the 20th century.

The greatest failures of public health in
that period were the limitation of its
practice to sanitary/hygiene conditions
and the control of communicable dis-



ease despite knowledge of the social di-
mensions of health, and its limited cov-
erage, especially in Latin America.

The 1930s witnessed the rise of Nazism
and fascism, with their assaults on
human rights, intolerance, and colonial-
ist aggression that ultimately led to con-
frontation with the major powers in
World War II. This decade also began
with the worldwide recession of the
1930s (the Great Depression in the
United States began in 1929), which re-
quired new economic thinking to cope
with the crisis, including a call for the
individual states to take on greater re-
sponsibility, and pointed to the need for
a new institutional order to improve fi-
nancial stability. This provided the mo-
tivation for creating the institutions of
the Bretton Woods system at the end
of WWIIL. The 19405 were witness to
WWIL, and afterwards, to the creation of
the United Nations and World Health
Organization (WHO), as well as to a
renaissance of humanism. During this
period, the sciences experienced extreme
growth, and economic production ac-
celerated its diversification—in terms
of organization and products—which
would continue throughout the rest of
the century and bring about profound
changes in consumer behavior, living
conditions, and expectations of the pop-
ulation. Although public health contin-
ued to develop, it was increasingly tak-
ing a back seat to health care.

The period of the 1950s and 1960s began
with a sense of peace and unity after the
tragedy and barbarism of WWII, which
were subsequently replaced or altered by
the ideologies of the Cold War. Neverthe-
less, it was a period of renewed Pan-
Americanism and regional cooperation,
especially after the critical phase of Euro-
pean reconstruction.

Latin America experienced prolonged
growth and expanded its process of in-
dustrialization and the State’s role in the
economy; planning for development
came into fashion. At the same time, de
facto regimes replaced budding democ-
racies, prompted by the struggle against
communism—a trend that intensified
with the Cuban Revolution. Meanwhile
in the United States, there was a popu-
lation explosion—the baby boom—and
a great expansion of public health care
programs; public health services were
consolidated and strengthened (i.e.
NIH, CDC, EPA, and FDA), thus
completing the epidemiological transi-
tion. In Latin America, a signiﬁcant ex-
pansion in the supply of personal health
care services was consolidated, thanks
to a major reorganization of health sys-
tems. Public health consolidated the
expansion of its objectives, although it
remained a second-tier priority of gov-
ernments. Moreover, the most recog-
nized achievements of public health
continued to take place in the areas of
communicable disease control and basic
sanitation, such as the failed effort to
eradicate malaria, smallpox eradication,
and the expansion of the coverage of the
water supply as well as excreta and
waste disposal. Latin America’s popula-
tion reached the apex of its natural
growth thanks to lower mortality and
high fertility rates, thus accelerating the
urbanization process. The Region ad-
justed to the increase in chronic dis-
eases, while coping with high incidences
of communicable disease and vitamin
deficiency disorders. There was a prolif-
eration of public health schools and in-
stitutes, which began to work together
in efforts to coordinate and exchange
information.

The Pan American Health Organiza-
tion (PAHO) experienced continuous
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growth and activity in its sphere of ac-
tion. By the end of the period, the
“Health for All” initiative and its core
strategy of primary health care suc-
ceeded in increasing public health ex-
pectations. However, the strategic vi-
sion of transforming these efforts was
minimized due to an exaggerated em-
phasis on the first level of care, thus the
transforming potential of these initia-
tives was not fully realized.

By the end of the 1970s, the dynamic
factors that fueled growth in the previ-
ous period began to lose steam, leading
first to the foreign debt crisis in Latin
America and then to “the lost decade”
of economic growth, the 1980s. During
the 1970s and 1980s, the United States
and Canada experienced a turbulent
economic period with high rates of in-
flation, including downturns in invest-
ment, production growth and employ-
ment, as well as clear signs of unrest
among some sectors of the U.S. popula-
tion with respect to the problems of
racial segregation and the Viet Nam
War. The failure of communism in the
Soviet Union and other countries in-
creasingly led to an easing of Cold War
tensions, whose symbolic end was the
fall of the Berlin wall. In Latin America,
health was hit by the economic crisis,
which led to cutbacks in health re-
sources and the negative effects of so-
cial injustice (i.e. the concentration of
wealth, and the unjust and avoidable
disparities that the previous growth pe-
riod had not significantly addressed).
Political violence reached critical pro-
portions in some areas and common
violence rose. Then, public health took
on a new dimension: peace. Accord-
ingly, emphasis centered on the social
dimension of health, by demonstrating
its relationship to development. A host
of other actors become concerned about



health, as did international cooperation
for health, particularly the international
development banks such as the World
Bank and the Inter-American Develop-
ment Bank, as well as NGOs and civil
society associations.

The failure of bona fide socialism and the
economic crisis of the 1980s prompted a
return to liberalism—or neoliberalism—
whose basic principles are reflected in
the so-called “Washington consensus.”
This led to the promotion of a series of
health sector reforms, which occurred
simultaneously and/or complemented
other economic and state reforms. Yet
these reforms did not show a great deal
of concern for public health; on the con-
trary, in some cases the already weak in-
stitutional infrastructure of public health
services was further marginalized. How-
ever, progress was made in several areas:
the expansion of coverage for some ser-
vices; polio eradication; greater partici-
pation by the health sector in the strug-
gle for peace and social participation in
the “redemocratization” of countries op-
erating under totalitarian regimes dur-
ing the previous period; emphasis on
health promotion; and growing recogni-
tion of the importance of health for sus-
tainable human development. The last
decade of the century played out amid
the new process of globalization and a
growing consensus on the need to re-
consider, review, or improve on the
“Washington consensus” and many of
its effects, a topic that will be discussed
further on in this chapter.

Beyond simply recovering its identity,
public health has undergone profound
changes in the last three centuries
(XVIII XIX and XX) years in terms of
its conceptual underpinnings and im-
plementation. In the 18th century, the
“century of the Enlightenment,” the

profusion of ideas from illuminism, util-
itarianism, and liberalism, which had
such a big impact on politics (i.e. the
French Revolution, the nature and or-
ganization of the State, the Napoleonic
Code, representative democracy and
capitalism, and other societal transfor-
mations) reached the sphere of public
health with considerable delay. The
mechanisms responsible for transform-
ing general ideas into public health prac-
tice were developed slowly, whether
with respect to knowledge, techniques
or institutions. Public health remained
restricted to the miasmatic theory and,
in practice, to limited actions targeting
hygiene and the control of epidemics.
The Industrial Revolution and the ensu-
ing urbanization process helped to speed
up the change. The 19th century arrived
with an expanded vision of health and
its relationship to social conditions, un-
dermining the dominance of miasmatic
theory, which was finally discarded, with
the proof of microbial etiologic agents.
Throughout the first half of the century,
the main public health paradigms tar-
geted the social dimension, especially
living and working conditions. By the
end of the century, the resulting social
reforms and institutional reorganiza-
tion—the State and insurance systems—
were superceded by the practice of spe-
cific etiology and its control. In practical
terms, the new public health interven-
tions were, as in the past, centered on
the definition of regulations and the
monitoring of compliance and inspec-
tion. The 20th century began under the
influence of the same paradigms, em-
phasizing concern about sanitation and
the control of specific diseases. Concern
about society, as well as the organization
and management of health services,
gained momentum in conceptual un-
derstandings, with still more progress
coming after World War II. Further on
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in this chapter, the current and future
challenges in the field of public health
will be examined, while Chapter 4 ad-
dresses the new conceptual underpin-
nings, with a view to achieving more ef-
fective practice in public health.

In short, in the past few centuries, the
combination of values—although only
partially taken from humanism and sol-
idarity—with the expansion of knowl-
edge and public institutional reorgani-
zation, has pushed health and public
health into a process of even more rapid
change, leading to spectacular suc-
cesses. At the end of the last century
and into the present, the control of en-
demic disease has been pursued, with
the additional incentive of commercial
interests and the concern of the elite
about protection. This led to consider-
able efforts in environmental sanitation
and vector control, following the sani-
tary model.

The scientific foundations of medicine
have been strengthened and made more
effective, and health care has expanded
rapidly, largely due to performance
evaluation, the demands of workers,
and the growth of social security sys-
tems. This expansion has brought med-
ical care closer to public health, also
understood as a process of organizing
health care delivery, whose costs and
growing complexity demand a collec-
tive response. However, the conflicts
and injustices persisted, and even in-
creased, during the process. The State
created and strengthened its health
agencies, yet the assistance it provided
varied from country to country and
over time. Scientific progress supplied
more and better intervention instru-
ments; however, most of these involved
personal care. The international organi-
zations have committed themselves in-



creasingly to health. And more recently,
global financing and regional institu-
tions have come on board. The concept
of health is becoming increasingly com-
prehensive and expansive, moving be-
yond the boundaries of medical care
and even those of the so-called health
sector. Although institutionalized prac-
tices do not adequately reflect this
knowledge, particularly in the develop-
ing world, the necessary conditions are
nevertheless in place to evaluate these
practices and the concepts implied with
respect to the new realities.

Some basic conclusions can be drawn
with respect to this overview of the his-

tory of health and public health:

1. Health and public health are social
and historical constructs.

2. Their nature is cumulative and
changing throughout history.

3. Progress in health is made through
the combination of values incorpo-
rated into social practices, with the
expansion of knowledge and its ap-
plications and the creation of a pub-
lic institutional infrastructure that
promotes synergy among them.

4. The concurrence of politically signif-
icant interests (economics, groups,
etc.) during stages of expansion
and/or changes in the social produc-
tion process, together with adequate
leadership, increase the power of this
combination of factors.

The following sections provide more in-
sight and detail regarding some of the
fundamental components of health at
present, as well as the current and fu-
ture challenges facing public health.

2. Present Context

The different components of social life
have never been as interconnected as
they are today. This interconnectivity is
found in all aspects of human life and
has increased with the development of
national societies and global society. An
all-encompassing vision is increasingly
necessary in order to understand the
parts in that unique space of what is
universal or abstract, of what is specific
or concrete. Health, which is deter-
mined and also explained in this con-
text or contexts, is no exception.
Among the several approaches in this
regard, we have intentionally narrowed
our focus in this document to the fol-
lowing four sets of interrelated yet dif-
ferentiable phenomena that reflect the
immense complexity of the current real-
ity and its implications for health and
public health: globalization and its
manifestations; political processes; the
environment and the population; and
necessary development.

2.1 Globalization and Its
Manifestations

Globalization stands as a substitute for
the geopolitical bipolarity and ideologi-
cal confrontation of the Cold War years.
As a form of victorious expression, it is
imposed in absolute terms as the indis-
putable road to a new world order and as
the sole doctrine for the organization of
production, imposing market liberaliza-
tion in all areas and on a global scale.
The advantages and promises of adher-
ing to the principles and guidelines of
the “Washington consensus” implied a
new era of world progress, the fruits of
which were to be shared by all. Those
promises appeared to be solidly rooted in
a macroeconomic rationale that, more-
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over, did not provide room for denial or
objection, since such acts would be con-
sidered deviations from good behavior
and punished with exclusion from the
established order. These promises have
either not been kept or have been selec-
tively kept—generally at the expense of
the developing countries. After 15 years
of adjustments and reforms, most of
these countries in Latin America and,
generally, others throughout the world,
seem to find themselves in a relatively
worse situation today. In some cases,
countries are absolutely worse off than
before. Globalization, however, has in-
filtrated all dimensions of life, creating
new situations and conditions that ap-
pear to be permanent, or at least, to
have long-lasting effects.

Below are some aspects particularly rel-
evant to living conditions and health,
which primarily affect the Latin Ameri-
can and Caribbean countries.

a) Science and Technology

Globalization is based on unprece-
dented progress in science and technol-
ogy. Productivity and competitiveness
are based largely on that progress, in-
cluding improvements in management
that have reduced the importance of the
traditional comparative advantages as-
sociated with natural resources and
cheap labor, since the principal strategic
input is knowledge, technology, or in-
formation. This fact further encourages
the selective concentration of research
and technology development toward
solving the problems of the core coun-
tries; toward market preferences, to-
ward fields that provide greater profit
potential, and it also favors the
strengthening of intellectual property
protections. This hinders access by poor



countries to the resulting services and
technology products, thus increasing
their dependency on the core countries.
Moreover, all of this is sanctioned in
multilateral agreements. However, sci-
ence and technology are also promises
of social redemption if put to the ser-
vice of human development and the val-
ues that sustains it. Consequently, these
inputs are critical factors for progress in
health and should be applied in ethi-
cally and socially correct ways. Informa-
tion and technology constitute essential
elements for the development of public
health; since they expand its effective-
ness and capacity for intervention, pro-
vided they are appropriate and used in a
rational manner.

b) Information and Culture

One of the basic instruments of global-
ization, in both the modern and post-
modern era, is the enormous expansion
of the information and communications
media, including transport media. In
fact, today’s economy and all the con-
veniences of modern living are possible
due to the extraordinary capacity for
managing information—compiling it,
processing it, using it, and disseminat-
ing it for different purposes and circum-
stances. Today’s virtual realities parallel
factual realities and are increasingly re-
placing them. More financial capital due
to the speed of its universal circulation,
the expansion of markets through the
marketing of expectations and represen-
tations of real, derivative, and future as-
sets, and Internet transactions represent
the very essence of current globalization.
The strength of that process reaches all
sectors of human society, exerting influ-
ence over culture, values, and the prac-
tices that form society. Values that can
be exploited for market purposes are dis-

seminated universally, resulting in cul-
tural breakdown and promoting a cer-
tain degree of cultural homogenization.
This is a process of critical importance,
although it has yet to be fully assessed.

The explosion of information and ad-
vertising has broadened consumption
habits, which are the expectations and
behaviors required by markets. This is
accelerating the pace of a large-scale
cultural breakdown, capable of destroy-
ing or substituting values and diminish-
ing cultural diversity and identity. The
result is a loss of moral and ethical pa-
rameters for the sake of a materialistic
hedonism, whose models lie far beyond
the reach of poor societies. Cultural
breakdown and unmet expectations are
important determinants in the origins
or incentives of socially destabilizing
behaviors, including self-aggression, ag-
gression toward others, and mistrust.
On a collective scale, the replacement of
positive values such as solidarity and co-
operation by other interests contributes
to the corruption, domination, and
marginalization of the weak. In other
words, freedom without control of the
powerful in society amounts to a denial
of justice and fundamental human
rights for many. The risk of social frac-
tures increases with the development
of the behavioral sciences, which offer
more powerful analytical tools and in-

terventions in that area.

As in other fields of science and tech-
nology, information can also be the
most powerful instrument of liberation,
as well as of individual and social
progress; it can facilitate individual and
collective training and the building of
citizenship, as well as social participa-
tion and control in the public sphere,
which are essential for deepening and
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expanding democracy and strengthen-
ing the rule of law. Thus, information
can be used to evaluate the cultural di-
versity and identity of nations, which is
indispensable to their ability to build
their own futures, working together for
a unified and just humanity.

¢) The Market, the State, and Society

In keeping with the principles of the
new world order, the three entities listed
in the ttle of this section appear in
order of their importance. The market is
affirmed, despite its occasional imper-
fections, and has sufficient virtues to
provide all the necessary answers. The
role of the State is to facilitate market
activities by creating favorable condi-
tions for its full operation, while ab-
staining from intervention, except when
warranted by market interests or in very
specific situations. And society is the
substratum through which the market
and State exist and are justified, and
thus should be organized and act ac-
cordingly in the hope that in the final
analysis, the market-State alliance will
also prove to be socially beneficial. Nev-
ertheless, the obvious limits and the fail-
ures of the extreme liberal—or neolib-
eral—model have led to the realization
that there is a need to modify some of
its characteristics.

A strong State with the capacity for bal-
anced regulation reduces excessive in-
stability, uncertainty, the undesirable
destructive effects of competition, and
untempered private interests. Further-
more, the State should also have the ca-
pacity to effectively meet its state obli-
gations (i.e. defense, public safety, and
justice), provide the necessary incen-
tives for private enterprise, and create
the conditions to address complex so-



cial needs that involve major uncertain-
ties and externalities in circumstances
where market mechanisms have serious
imperfections, such as in education and
health. This contributes to stability, le-
gitimization of the political regime,
improvements in the distribution and
exercise of power, as well as the
strengthening of the market itself, and
by extension, the sustainability of the
process. But this review should go far-
ther and deeper. It is increasingly recog-
nized that a system of positive values,
expressed in organized social relation-
ships and practices and backed by solid,
effective institutions (social capital), is
essential for market expansion, well-
being, and the development process.

Moreover, the management of goods
whose generation, use, benefits, and pro-
duction are destined for regional or
worldwide consumption—known as
global public goods (i.e. knowledge, peace,
some natural resources, international
regulations and standards, and aspects of
health)—requires international coopera-
tion, which is virtually impossible with-
out the input of capable governments.
Hence, the major social entities men-
tioned in the title are placed, at the very
least, on equal footing, opening up the
possibility of their proper re-articulation:
the primacy of the society served by its
main instrument or institution (the
State), and by the principal mechanism
or form of production (the market).

Nevertheless, the terms of this debate
are still in the theoretical phase of de-
velopment. For the most part in prac-
tice, the liberal—or neoliberal—concept
still prevails in a more pure form, with
some incidental limitations.

For example, the modernization of the
State has largely been reduced to the

privatization of public enterprises and
delivery of services, often done with the
immediate end of obtaining additional
fiscal resources to subsidize financial
capital through debt servicing and con-
tract guarantees. The reorientation of
the State toward fulfilling its own “spe-
cific functions,” including its social re-
sponsibilities as well as health, has ei-
ther not been done or done with many
limitations. In many cases, in fact, the
capacity of the State has been under-
mined in these areas by the devaluation
and demoralization of public service, the
lack of incentives for public employees,
heightened uncertainty, and the slash-
ing of resources. It is interesting to note
that the claims of a State with no role in
production activities that private mar-
ket initiative does a better job, do not
apply to financial intervention: despite
the resources obtained from privatiza-
tion and an increased tax burden, the
public debt has sw