HEALTH?

EXCERPTS FROM THE ALMA-ATA DECLARATION
RELATING TO INTERSECTORAL DIMENSIONS OF

| [as statement of goal]?

The Conference strongly reaffirms that health, which is a state of complete
physical, mental and social wellbeing, and not merely the absence of disease
or infirmity, is a fundamental human right and that the attainment of the
highest possible level of health is a most important world-wide social goal
whose realization requires the action of many other social and economic

sectors in addition to the health sector.

VIl [as a key normative dimension of primary health care]

Primary health care: involves, in addition to the health sector, all related sectors

and aspects of national and community development, in particular agriculture,

animal husbandry, food, industry, education, housing, public works,

communications and other sectors; and demands the coordinated efforts of all

those sectors.
VIII /as exhortation]

All governments should formulate national policies, strategies and plans of
action to launch and sustain primary health care as part of a comprehensive
national health system and in coordination with other sectors. To this end, it

will be necessary to exercise political will, to mobilize the country's resources
and to use available external resources rationally.

*Bracketed phrases in italics and underlining inserted by the author.

Nonetheless, and crucially, the
Alma-Ata Declaration called for

a fundamental progressive trans-
formation of power structures

and political processes. In the
end, the revitalization of a truly
socially just version of people’s
(primary) health care requires
reinvigorated social justice—based
political and social movements—
an uphill struggle, to be sure,
but a healthy one indeed. AJPH
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Health Protection: Military Concepts
Applied to the Civilian World

Military medicine has ad-
vanced US trauma and emer-
gency care from the Civil War to
the present day. What is less well
known is that military medicine
has profoundly influenced public
health as well. In fact, the US
military’s contributions go back
to the earliest days of our re-
public. In 1777, while in win-
ter quarters, General George
‘Washington ordered that every
soldier in the Continental Army
who had not previously had
smallpox be inoculated against
the disease. This was the first time
an army was immunized by

September 2018, Vol 108, No. 9 AJPH

command order. Washington
also instituted policies on
camp cleanliness and took ad-
ditional measures to preserve
his army’s fighting strength.
The concepts he championed
still guide military preventive
medicine.

HEALTH PROTECTION

The importance of health
protection grew during the US
Civil War. Appalled that the
Union Army was losing more
soldiers to disease than in battle,

President Abraham Lincoln
appointed the US Sanitary
Commission. The commission
named Major Jonathan Letter-
man medical director of the
Army of the Potomac. Letter-
man understood, like General
Washington before him, the im-
portance of public health. The
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reforms he championed in bat-
tlefield care and camp hygiene
established the military medical
officer as the commander’s top
advisor for ensuring the health
of the force. Writing shortly
after the Civil War, Letterman
observed:

A corps of medical officers was
not established solely for the
purpose of attending the
wounded and sick. . .. The leading
idea is to strengthen the hands of
the Commanding General by
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keeping his army in the most
vigorous health, thus rendering it,
in the highest degree, efficient for

enduring fatigue and privation,
1(p180; emphasis added)

and for fighting.

When the United States sub-
sequently began to project power
outside its borders, tropical dis-
eases quickly began to degrade
the strength of the force. A surge
of deaths from malaria and yel-
low fever during the Spanish—
American War prompted the US
Army to start investing in infectious
disease research. This led to im-
portant discoveries about vector-
borne illness, antibiotics, insect
repellants, and vaccines—all of
which paid huge dividends when
applied to the civilian sector. More
recent examples of military-driven
innovations that have civilian ap-
plications are vaccines against
malaria, HIV, and enteric diseases’
and portable chlorine makers for
safe and sustainable drinking water
in low-resource communities

(http://bit ly/2uj9KLO).

HEALTH PROTECTION
PARTNERSHIP

In the military today, as it was
in the past, health protection is
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a partnership: commanders rely
on their medical officers to
identify threats and recommend
appropriate countermeasures,
and medical officers rely on
their commanders to adopt and
enforce appropriate actions to
protect the health of the unit.
To ensure consistent applica-
tion of this principle, the De-
partment of Defense mandates
that every commander plan,
implement, and enforce a
health program that “effec-
tively anticipates, recognizes,
evaluates, controls and miti-
gates health threats encoun-
tered during deployments”
(DODI 6490.03, 30 Sep 2011,
p-2). The commander must also
implement comprehensive
health surveillance “to pro-
mote, protect, and restore the
physical and mental health of
DoD personnel throughout
their military service” (DODD
6490.02E, 3 Oct 2013, p. 2). To
accomplish this task, commanders
and their medical officers monitor
multiple health-related metrics.
These include monitoring pre-
ventive health assessment data,
dental health status, immunization
rates, and measures of unit mental
health and resiliency.

DISEASE AND
NONBATTLE INJURY
RATE

‘When a unit is deployed, efforts
to maintain health are expanded to
include camp cleanliness and mea-
sures to prevent vector-borne and
communicable diseases and ensure
food and water safety. Protecting the
health of the force is so important,
military medical officers and com-
manders are required to monitor
and report their unit’s disease and
nonbattle injury (DNBI) rate—
broadly defined as the rate of dis-
abling illnesses and injuries caused by
factors other than enemy action. A
high DNBI rate before, during, or
after deployment may indicate that
a medical officer failed to properly
discharge his or her duties, the
commander disregarded the input,
or the unit failed to follow orders.
Because health protection is a com-
mand responsibility, a unit’s DNBI
rate is widely considered a measure

of leadership (Figure 1).

HEALTH PROTECTION

INTHE CIVILIAN SECTOR
Health protection should be

valued equally in the civilian

sector. Healthy populations are
more productive and prosperous
than those that are not.> Occu-
pational health is built on this
premise. When strongly backed
by senior management, occupa-
tional health programs protect

a company’s workforce and boost
its bottom line. Throughout his
tenure as chief commanding of-
ficer of Alcoa, Paul O’Neill held
his plant managers accountable
for the well-being of their
workers. As a result, Alcoa’s lost
work days attributable to injury
plummeted from 1.86 per 100
workers to 0.20. By the time
O’Neill left the company to
become the US treasury secre-
tary, Alcoa’s net income was five
times higher than when he
started.*

Factors that distinguish the
military health protection from
civilian public health include
a doctrinal commitment to
workforce health, the command
authority of military leaders, and
each service member’s consent,
upon enlistment, to follow this
authority. Because free societies
value individualism and choice,
public health practitioners and
the leaders they serve must strike
a balance between personal
preferences and the risks and cost
of disease. If a public health
measure is not backed by the
force of law or company policy,
civilian leaders must persuade
rather than direct. They can focus
organizational goals and allocate
resources to reward healthy be-
haviors, establish and track
meaningful metrics, consistently
communicate the value of public
health, and accept accountability
for their actions.

Although more innovation
in civilian health protection is
needed, good examples exist.
Recent elections in New York
City and London included
dialogue about the potential
for focused governance and
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accountability of politicians for
community nutrition and food
awareness.” Health in All Poli-
cies, an innovation supported by
the American Public Health As-
sociation, provides a concrete
roadmap to civilian health pro-
tection by embedding health
considerations into decision
making across multiple sectors.®
Imagine if every civilian sector
leader—including corporate
chief executive officers, mayors,
and governors—were evaluated,
at least in part, on the health
metrics of their company, com-
munity, or state. It could have
a profound impact on Americans’
health. As the old adage “What
gets measured, gets managed”
suggests, the first step is to harness
available data on a population’s

health and draw a direct con-
nection to the quality of its
leadership.

A national commitment to
health protection—reinforced by
holding leaders accountable for
results—would improve pop-
ulation health, reduce health care
spending, and boost our nation’s
economy.” Just as lessons learned
on the battlefield advanced ci-
vilian trauma and emergency
care, widespread adoption of
health protection—Major Let-
terman’s “leading idea”—could
transform our nation’s focus from
“sick care” to “health care.” AJPH
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Language Matters in Combatting the
Opioid Epidemic: Safe Consumption
Sites Versus Overdose Prevention

Sites

Opioid overdoses are the
leading cause of injury-related
death in the United States and
contribute to reversals in life
expectancy gains.' In the
face of escalating mortality,
awareness is growing that
wide-scale adoption of multiple
evidence-based approaches—
including harm reduction
strategies—will be critical to
reversing the epidemic. Harm
reduction approaches such as
syringe services and naloxone
distribution programs aim to
minimize negative health, so-
cial, and economic conse-
quences of drug use for people
who use drugs. They have been
shown to reduce overdose
deaths, HIV transmission,
and hepatitis C—related risk
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behaviors among individuals
using drugs.

Safe consumption sites where
individuals can legally use pre-
obtained drugs under medical
supervision is another evidence-
based harm reduction approach
being considered in various lo-
cations, including San Francisco,
California; Seattle, Washington;
Baltimore, Maryland; and Phil-
adelphia, Pennsylvania. Such sites
are operating in Canada and
Western Europe and have been
shown to decrease the harms of
opioid use—including reducing
overdose deaths, decreasing HIV
and hepatitis C infection, and
lowering rates of public syringe
disposal—and they have not
led to increases in crime or
drug use in surrounding

neighborhoods.>” They offer
opportunities to connect in-
dividuals to primary care, de-
toxification, drug and HIV
treatment, and housing. Al-
though “safe consumption sites”
is one of the most common terms
to describe these facilities, they
are also known—particularly
outside the United States—

as supervised injecting facilities,
overdose prevention sites, or
drug consumption rooms.
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Safe consumption sites have
not been implemented in the
United States, in part because of
low public support; a recent na-
tional survey found that only 29%
of adults supported legalizing safe
consumption sites,” suggesting
a potential role for strategic
communications efforts to drive
up public support. Small changes
in language—known as framing
effects—can sometimes shift at-
titudes fairly dramatically, in-
cluding on controversial public
health topics. To explore the role
of strategic communications, we
fielded two Web-based opinion
surveys to examine whether
changing the name “safe con-
sumption sites” to “overdose
prevention sites” could increase

public support.
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