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Introduction
The policy debate in international

health has often been polarized around
conflicting viewpoints on such issues as
preventive versus curative services, se-
lective versus comprehensive primary
health care, or integrated versus vertical
programs. As we approach the 21st cen-
tury, it is becoming clear that framing the
issues in these terms will not enlighten the
policy process, primarily because it limits
the options largely to actions that can be
carried out directly by ministries of health.
Profound social and economic transfor-
mations are projected to impact on health
in the developing countries in the 1990s
and beyond; implications for the epidemi-
ological profiles of these countries will be
dramatic.2-4 A more comprehensive ana-
lytical approach is required to formulate
health policies that will not only respond
to but actually guide the development pro-
cess to maximize its health gains, mini-
mize its potential adverse consequences,
and deal cost-effectively with the emerg-
ing quantitative importance of noncom-
municable diseases.

Over the next decade there will in-
deed remain perhaps 30 to 40 countries in
the lowest income bracket where the
health problems will be dominated by the
infectious and parasitic diseases of child-
hood along with undemutrition and high
fertility.5 Most of these are in Sub-Sa-
haran Africa and South Asia, and inter-
vention strategies must continue to focus
on establishing basic infrastructures and
delivering established, low-cost technolo-
gies.6 At the same time, however, there
will be a larger group of countries, pre-
dominantly in Latin America and East
Asia, that are newly emerging into the
middle income category. Most of these
countries are not free of the infectious dis-

eases, yet at the same time are beginning
to face a new set of health problems re-
lated to rapid urbanization and industrial-
ization.3,7,8 These include: injuries, occu-
pational diseases and, increasingly,
preventable chronic diseases among an
aging population.9 Such a growing epide-
miological diversity among and within
countries in the developing world de-
mands a flexible approach to international
health policy formulation.

Policy Development
It is useful to consider health policy

development as involving three comple-
mentary tasks: first, identifying the major
disease problems, assessing their social
and economic consequences, and evalu-
ating the costs and effectiveness of alter-
native intervention strategies; second, de-
signing health care delivery systems
including establishing the human and
physical infrastructures, providing for
drugs and logistical support, and develop-
ing managerial capacities and funding
mechanisms; and third, defining and
choosing what governments can do
through the full range of policy instru-
ments that are at their disposal in the areas
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ofpersuasion, taxation, regulation and the
provision of services.

Like a three-legged stool, coherent
health policies require a solid foundation
of technical analysis in all three areas in
order to identify effective strategies and
establish sustainable programs. Through
the 1960s and 1970s the second task, de-
signing institution-based delivery sys-
tems, (generally following a Western med-
ical model) was the dominant theme in
health policy formulation for the develop-
ing world. It was in this period that the
policy debates centered around the rela-
tive allocation of resources for preventive
versus curative services and, when dis-
ease eradication programs were being im-
plemented, vertical versus integrated pro-
grams. The Alma Ata Conference on
Primary Health Care in 1978 introduced
the principle of "Health For All."10 Con-
ceptually this encompassed all health
problems in the population, was commu-
nity-based, and involved all sectors of
government. Given the resource con-
straints in the health sector, many health
professionals and donors narrowed the
agenda, limiting consideration to child-
hood communicable diseases."1 This led
to selective primary health care programs
focusing largely on population-based tech-
nical interventions such as oral rehydra-
tion therapy and immunizations for child
survivall2 which, in turn, led to policy de-
bates about the relative merits of selective
versus comprehensive primary health
care interventions.13

The third task, assessing the full ar-
ray of government instruments available,
particularly those outside the traditional
purview of ministries of health (such as
regulation and taxation) to protect and
promote the health of populations is not
well established in much ofthe developing
world. The full range of instruments is,
however, fully entering the public debate
on policy in a number of industrialized
countries. For example, in the United
States the process was initiated with the
publication of "Healthy People: The Sur-
geon General's Report on Health Promo-
tion and Disease Prevention" in 1979
which defined a set of health goals for 1990
for infants, children, adolescents, adults,
and the aged.14 To achieve these goals, 15
priority areas for intervention were iden-
tified and grouped under three strategic
approaches: preventive health services,
health protection, and health promotion.15
Preventive health services included: pri-
mary preventive interventions such as im-
munizations and family planning, second-
ary prevention for conditions like high

blood pressure as well as curative services
for such conditions as sexually transmit-
ted diseases. Health protection encom-
passed areas where regulation and taxa-
tion would be important including toxic
agent control, occupational safety, acci-
dent prevention, and fluoridation. The
health promotion strategies-involving
behavioral changes related to smoking, al-
cohol and drug abuse, diet and exercise-
required government interventions not
only in education but also through regu-
lation and taxation.

The process of setting national objec-
tives in the US has now been extended
with Healthy People 2000: National
Health Promotion and Disease Preven-
tion Objectives.16 Based on three years
consultation with more than 300 national
organizations and state health depart-
ments, the goals have been reformulated
to go beyond mortality reduction: to in-
crease the span of healthy, disability-free
life; to reduce disparities in health by giv-
ing more attention to the vulnerable high
risk groups such as the poor, minorities,
and the elderly; and, to increase access to
basic health services.16 In this context,
new priority areas have been added such
as cancer screening, AIDS, preventive
health services, and surveillance.

Three factors have been key to the
successful mobilization of public and pro-
fessional interest and debate in the United
States.17 First, there was a clear definition
of the health problems of concern and
their social and economic as well as med-
ical determinants. Second, the 15 priority
areas selected for health improvement
were further subdivided into 227 health
promotion objectives for the 1980s.18
These detailed objectives represented pre-
cise, quantifiable management strategies
which were realistic in terms of resource
constraints and time frame for implemen-
tation, yet demanding enough to push the
system to new levels of capability. Third,
the process of problem identification and
health policy formulation involved the
broadest participation of all segments of
society.19 On the one hand, a considerable
breadth of expertise was drawn from the
fields of epidemiology, management sci-
ences, economics, behavioral sciences,
and communications to define the prob-
lems and issues to be addressed and pro-
pose strategic alternatives. On the other
hand, there was broad political and public
participation in devising solutions. The ne-
cessity of this third step (which is rare in
developing countries) cannot be overem-
phasized: the policy formulation process
should be an educational experience

about the health problems for all con-
cemed since it will be necessary to reach
a wide national consensus on issues, pol-
icies and implementation strategies which
will cut across many sectors including fi-
nance, trade, agriculture, transportation,
industry, education, and others. It must
also be emphasized that successful mobi-
lization of debate and concern is far from
sufficient, as the example of the US also,
unfortunately, attests. Where the political
will for public action is lacking and re-
sources are unallocated, health outcome
indicators, such as infant mortality rates
among minority groups, can remain
shamefully high.

A first task in a comprehensive anal-
ysis of the health sector requires an esti-
mation ofthe burden of disease in the pop-
ulation. This should be done in a
framework that considers not only the ca-
pacity of the health system to deal with
these diseases but also the rapidly chang-
ing social, economic, and political context
that may be influencing both the structure
and organization of the health system as
well as disease risks and health behaviors
in the population. Because of the extraor-
dinary diversity among developing coun-
tries, it is unrealistic and, indeed, inappro-
priate to come up with global policies;
rather, what is presented here is a con-
ceptual and analytical approach with illus-
trations of the range offactors which must
be considered in any particular setting.
This approach takes into account that
there will be a continuing evolution of dis-
ease control priorities based on the social
and economic transformations countries
are undergoing with their accompanying
demographic and epidemiologic transi-
tions.20

The Chaging DeteminaL of
Disease

A first determinant of the changing
health picture developing countries will be
experiencing is the demographic transi-
tion, largely driven by the rate of fertility
decline. This will produce major changes
in the age structure of populations which
will have a large impact on the health pic-
ture.21 Table 1 taken from World Bank
projections for the period 1985 to 2015 il-
lustrates the changing demographic and
health picture for developing countries
worldwide.22 Overall, slower growth of
the childhood population coupled with de-
clining death rates are projected to reduce
the health problems of all age groups. But
this is more than counterbalanced by the
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rapid increase in the adult and aging pop-
ulation. Regionally the picture is much
more diverse. The population of children
under age five in Latin America and Asia
will increase by only 2 percent to 5 per-
cent, respectively, in size. By contrast,
this age group is projected to grow 38 per-
cent in the Middle East and 70 percent in
Sub-Saharan Africa from 1985 to 2015.
Clearly the future requirements for mater-
nal and child health services will be quite
different across these regions. At the other
end of the age spectrum a very different
picture emerges. In all of these regions the
populations over age 65 will be dramati-
cally growing in size with projected in-
creases ranging from 134 percent to 164
percent. This continuing growth in the
older age groups is due to a phenomenon
called the "momentum" of population
growth; it is a consequence of the large
numbers of children born in the past when
fertility was high who advance through
older age groups over time. The result is
that essentially all developing countries
will have to provide for the health needs of
a rapidly increasing adult and aged popu-
lation for many years into the future.4 A

broad assessment of how to meet these
needs may be found in Feachem, et al
(forthcoming).23 At the same time, in those
countries where the fertility transition is
barely underway (largely in Sub-Saharan
Africa), policymakers must simultaneously
plan to continue to rapidly expand mater-
nal and child health services.

A second determinant of the chang-
ing health picture is the major social and
economic trends which are transforming
the risk factors themselves.24 The most
obvious indicator of these trends is the
shift from rural to urban living. In 1985,
barely over 30 percent ofthe population of
the less developed regions lived in urban
areas, but this pattern is changing rapid-
ly.25 The urban population will reach 40
percent by the year 2000 and surpass 50
percentby the year 2015. Already seven of
the world's 12 megacities (population 10-
million or more) are in developing coun-
tries. By the year 2000 the developing
world will add six more cities to this num-
ber.

A shift from a rural subsistence econ-
omy to an urban market-oriented indus-
trial economy is generally associated with

reductions in risks to communicable dis-
eases because of better sanitation in urban
areas. At the same time, however, eco-
nomic growth brings with it new health
problems.26 Very high rates of injuries re-
lated to motor vehicles, industrial acci-
dents, and toxic chemicals (e.g., pesti-
cides) are usually seen in developing
countries because of a lack of resources
and institutions to establish and enforce
safety measures.27 Undernutrition may di-
minish because ofimproved markets, only
to be replaced by ovemutrition with rising
risks of death due to obesity, hyperten-
sion, atherosclerosis, and diabetes.28 Ris-
ing incomes also bring changes in lifestyle
including increases in smoking, alcohol
use, and substance abuse, all ofwhich are
expected to increase the risk for chronic
diseases.

An analysis of the tobacco-related
diseases provides an excellent illustration
of how a disease-oriented approach can
inform health policy.29 In the United
States it is now well established that to-
bacco use is responsible for more than 30
percent of all cancer deaths as well as be-
ing among the strongest risk factors for
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chronic obstructive pulmonary disease
and ischemic heart disease.30,31 In recent
years, rising rates of lung cancer associ-
ated with cigarette consumption have
been observed in Japan, Singapore, and
Shanghai.32 A recent analysis by the
World Bank has documented a direct re-
lationship between tobacco consumption
and higher levels of national income
among developing countries.33 This rela-
tionship is not coincidental. Rather, it is
driven by promotion, pricing, tax policies,
and even international trade relations. The
impact of the latter is best attested by the
rapid increases in cigarette consumption
among young people in several east Asian
countries where multinational tobacco
corporations have recently opened new
markets, assisted in some casesby aggres-
sive (even coercive) trade policies of the
United States Government.34

Taking China as an example, Peto
projects that if current smoking trends
continue due to a failure to introduce the
array of policies necessary to reduce to-
bacco consumption in the next several
years, an estimated two million Chinese
men will die annually from tobacco-re-
lated health problems by the year 2025.35
Cumulatively, one may anticipate 50 mil-
lion tobacco-related deaths among the 500
million Chinese now under the age of 20.
National policies to protect populations
from tobacco-related diseases clearly
must move beyond the usual realm of the
health sector into areas of regulation and
taxation ofthe industrial enterprise related
to the manufacture and distribution of to-
bacco products and, in many countries in-
cluding the United States, ultimately into
a restructuring of rural economies where
tobacco is produced.36-38

The AIDS (acquired immunodefi-
ciency syndrome) epidemic provides an-
other illustration of some of the links be-
tween economic development and disease
transmission. In assessing the situation in
Sub-Saharan Africa, Over and Piot docu-
ment a strong correlation between the rate
ofHIV infection in 18 cities, a high ratio of
males to females in urban centers and a
low level of female education.39 The im-
plications of these findings are that AIDS
transmission is facilitated by development
strategieswhich favor males for urban em-
ployment. This generates a high demand
for prostitutes; prostitution, in turn, is fa-
cilitated by low levels of female education
so that women have few alternative eco-
nomic opportunities open to them. An
AIDS-control program must go beyond
promoting the use of condoms and treat-
ing sexually transmitted diseases (STDs)

and consider broader social policies relat-
ing to female education and labor force
participation.

Epidem ogi Poiwization
The epidemiologic transition in the

developing world is neither a steady nor a
uniform process. The great variations in
life expectancy between countries attests
to this; as of 1988, a dozen Sub-Saharan
African countries still had life expectan-
cies under 50 years, while an equal num-
ber ofcountries in Latin America and Asia
(including China) had life expectancies of
70 years or greater.40 Additionally, within
developing countries (and developed
countries as well) wide disparities in
health conditions across different social
classes or different regions are not uncom-
mon. Frenk and colleagues have referred
to these disparities as "epidemiologic po-
larization" and "epidemiological stagna-
tion.''"34l These disparities are not limited
to the infectious diseases of infants and
children but include the chronic diseases
of adults as well.7.23A centrally important
conclusion for health policy is that in most
developing countries pre- and post-epide-
miological transition problems will co-
exist.41 As Foege and Henderson have ob-
served, the developing countries ". . will
not have the luxury of dealing with two
kinds of problems sequentially. For the
remainder ofthis centurytheywillbe deal-
ing with both simultaneously."42

The increasing burden of chronic dis-
ease is initially likely to affect the rela-
tively more affluent and politically vocal
older groupswho are growing in numbers.
This being the case, governments will
need to take great care to assure that the
infectious diseases which predominantly
affect children and the poor are not ne-
glected in the face of resource demands
placed in large measure by the more af-
fluent. The challenge is to develop equi-
table policies and strategies to meet these
unprecedented conditions in the develop-
ing world.

Assessinw Disease Control
Priores

The World Bank, as a part of an ex-
ercise to assess the cost and effectiveness
of alternative intervention strategies for
over two dozen acute and chronic dis-
eases of adults and children, commis-
sioned a series of analyfical studies, each
co-authored by individuals combining
economic, epidemiological, and clinical

expertise. Cost effectiveness was ex-
pressed in terms of dollar cost per dis-
counted healthy life years gained
(DHLY). The details of these studies are
reported elsewhere.43 Several general
conclusions which emerged from this un-
dertaking will be described here in terms
of their implications for the process ofpol-
icy development in developing countries.

First, while child survival interven-
tions (immunizations, provision of ante-
natal and delivery care, vitaminA supple-
mentation, improvements in domestic
hygiene, oral rehydration therapy [ORT]
for diarrheal diseases in high mortality en-
vironments, and antibiotic therapy for
acute respiratory infections) appear to be
highly cost-effective ($5-50 per DHLY),
there were a range of adult health inter-
ventions which were estimated to be
equally cost-effective. Among the most
prominent are: anti-smoking campaigns
plus tobacco taxes, passive case finding
and short-course chemotherapy for tuber-
culosis, the targeted management of sex-
ually transmitted diseases, cataract sur-
gery, the use of condoms to prevent HIV
transmission, and hepatitis B immuniza-
tion to prevent liver cancer and cirrhosis.
At the other extreme, the cost per DHLY
for a number of adult diseases is so high
(greater than $1000) that public policy
should probably discourage theiruse in set-
tings where health resources are severely
constrained. Among these are coronary
bypass surgery, mitral valve replacement
for rheumatic heart disease, medical man-
agement for hypertension, and tertiary
management oflung, liver, esophageal, and
stomach cancer. With reference to cancer,
it should be noted that cancer pain control
appears to be a relatively cost-effective in-
tervention for adults ($150 per DHLY)
reaching the same level as: maternity care
services for matemal mortality; public pre-
ventive campaigns to prevent cardiovascu-
lar disease; medical management of an-
gina; and insulin management of insulin-
dependent diabetes melitis.

This analyfical approach revealed a
number of neglected and emerging health
problems which should be accorded far
higher priority. Topping the list of emerg-
ing problems are the tobacco-related dis-
eases which, interestingly enough, were
not even mentioned in the 1980 World
Bank Health Sector Report.44 Tuberculo-
sis appears to be the greatest "neglected"
disease.45 In 1990 there will be an esti-
mated 8.4 million new cases and 2.7 mil-
lion deaths, over two-thirds of which will
be among productive adults (ages 15-59),
primarily the poor. Significantly, this dis-
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ease alone accounts for about 37 percent
of an estimated seven million avoidable
adult deaths in the developing world.

Some findings challenge the current
international donor commitment to global
priority setting. Provision of ORT in low
mortality environments (at $200 per
DHLY) is estimated to be about 20 times
less cost effective than tuberculosis con-
trol (using passive case detection and
short course chemotheraphy) or leprosy
rehabilitation. Even cervical cancer
screening (Papanicolaou smears) are esti-
mated to be an equally good buy for the
money. In high mortality environments, in
contrast, ORT can be quite cost-effective,
underscoring the need for analysis at the
country or even district level.

A major observation from the World
Bank exercise is the paucity of empirical
data from a majority of the developing
countries about most of the major chronic
diseases of adults.2346 Considering that,
on a global level, more than half the
world's deaths due to cancers and cardio-
vascular diseases, three-fourths of the in-
jury deaths, and 85 percent of the chronic
obstructive pulmonary disease deaths oc-
cur in developing countries, the virtual ab-
sence of any information about the levels,
trends, and determinants of these condi-
tions for the majority of the world's pop-
ulation is truly tragic. Given this lack of
developing country data, most of the es-
timates of the cost-effectiveness of inter-
ventions for the World Bank study had to
be derived from research carried out in the
industrialized world. While these esti-
mates are probably reasonable in grossly
illustrating the relative cost-effectiveness
of alternative interventions, the actual
cost-effectiveness of a particular interven-
tion could easilyvaryby two- to tenfold or
more in any given situation, depending on
a host of local factors. For example, with
interventions, like immunizations, that re-
quire total population coverage, cost-ef-
fectiveness is strongly conditioned by the
underlying level of disease incidence and
case fatality rates. For therapeutic inter-
ventions, cost-effectiveness is determined
not only by the institutional costs ofreach-
ing the target group and then making the
correct diagnosis, but also by the proba-
bility that appropriate therapy will be pre-
scribed by the caregiver and that the pa-
tient will actually comply with the
treatment regimen.47-50 Similarly, the
costs of monitoring and enforcing regula-
tory approaches depend upon the reach
and capability of the governmental infra-
structure.

Implicationsfor National
Governments

It should be clear that there is an ur-

gent need to reassess health sector prior-
ities in developing countries. National
health policy assessment can be usefully
informed with a consideration of global
trends and findings such as presented
above, but it must quickly evolve to a crit-
ical analysis of the local epidemiological
picture cast in its social-cultural, adminis-
trative, economic, and political context.
Such an approach to policy formulation
must begin by assessing the full range of
health problems in a society; examining
broadly their demographic, social, and
economic determinants; and identifying
alternative courses of action in all of these
areas which could improve the situation.
This last step must take into consideration
the costs and effectiveness of all possible
instruments of government intervention
including taxation and regulation as well
as persuasion and the direct provision of
services.4

Many governments will need to cre-

ate new institutions and reconfigure old
ones to build the capacities required for
policy analysis and implementation.
Among the analytical and technical capac-
ities required are the following:

* Demographic analysis-These ca-

pabilities provide the fundamental under-
pinnings for a population-based health
system. Demographic data provide the ba-
sis for designing intervention strategies as

well as for assessing the impact of the dis-
ease burden on the population.

* Epidemiological surveillance
While some epidemiological surveillance
is carried out in most developing coun-

tries, it is usually limited to selected infec-
tious diseases. These capacities will need
to be greatly strengthened as health pro-

gram strategies move more toward inter-
ventions involving regulation, taxation,
subsidies, and information programs in or-
der to reduce acute and chronic disease
risks by changing behaviors and improv-
ing environmental conditions.

* Economic andfinancial anal,ysis-
These capabilities will be essential to mea-
sure the cost-effectiveness of alternative
intervention strategies as well as to assess

the overall claim of the health sector on

scarce development resources.

* Health technology assessment and
control-Institutional capabilities in this
area must include not only the assessment
of the effectiveness of new drugs, vac-

cines or treatments, but also their costs
and benefits when introduced into the
health system.

* Environmental monitoring and
control-In most developing countries ca-
pabilities in this area must be greatly ex-
panded beyond the traditional water and
sanitation activities to monitor and control
(through taxation as well as regulation) a
much broader range of environmental
risks including air pollution, toxic wastes,
traffic hazards, and other injury risks.

* Occupational safety-Rapid ur-
banization and industrialization in devel-
oping countries is often associated with
risks ofwork-related injuryfive to 10 times
higher than in developed countries. There
is a major need to develop the capacity to
monitor and control occupational health
risks.

While many of these institutional ca-
pacities exist in some measure in health
ministries, their functions are limited for a
variety of reasons including lack of pro-
fessionally qualified personnel, limited re-
sources and, particularly, lack of enforce-
able statutory authority. If health systems
are to be transformed to meet the chal-
lenges ofthe future, a high priority must be
given to empowering health ministries to
carry out the monitoring and regulatory
tasks needed to effectively function in new
areas. In addition, mechanisms need to be
established that will give them an appro-
priate voice in tax policy. Ultimately these
capacities will need to be developed at re-
gional and local levels within countries as
well as at the national level.

Implicafionsfor Interationd
Aid

Official development financing for
health by bilateral and multilateral donors
in 1986 amounted to $3.7 billion with the
US contribution accounting for 16 percent
of the total.51 While external support rep-
resents only a small fraction of the total
public and private sector health expendi-
tures in developing countries, in fact, be-
cause much of the donor assistance is di-
rected toward the poorest countries, its
proportional impact in influencing health
policies and program strategies is rela-
tively large. This is particularly true when
it promotes policies which lead to a re-
allocation of national resources. The im-
pact of the donor-driven child survival ini-
tiative in promoting immunizations and
oral rehydration therapy worldwide is an
excellent illustration of this.52
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In looking to the future, it is useful to
categorize international aid on the basis of
whether its objective is to: 1) support the
provision of services; 2) influence the pol-
icy environment; or 3) support research.
Table 2 divides approaches to meeting
these three objectives into two modalities
of assistance: program implementation
and capacity strengthening. Program im-
plementation is largely oriented toward
short-term results, while capacity
strengthening generally requires long-
term investments in institutional develop-
ment. Traditionally, the dominant role of
international assistance has been to pro-
vide services and related commodities
where they were unavailable or inade-
quate; most donor support to child sur-
vival programs falls in this category. Re-
cently, more attention is being given to
structuring aid to change the policy envi-
ronment, either directly, for example, by
channeling more support to private and
non-profit NGO (nongovernmental orga-
nizations) sectors, or indirectly by attach-
ing conditions to aid packages, for exam-
ple, by requiring cost recovery or
extension of services to underserved pop-
ulations. Presently only a small fraction of
aid is directed toward research, much of

which, in fact, is in specialized programs
such as the Tropical Disease Research
Program or in a few institutions like the
International Center for Diarrheal Disease
Research, Bangladesh.53

The earlier discussion has highlighted
the fact that developing countries are now
moving through the epidemiologic transi-
tion at very different paces and often in-
completely. As a result there is a great
diversity both in health conditions and in
institutional capacities among and within
countries.2 This creates a far more diffuse
planning environment than existed when
most of these countries were still in a pre-
transitional stage two or three decades
earlier. No longer can a few strategic ob-
jectives command central importance for
health policy. Rather, a much broader
range of relatively less prominent health
conditions and associated interventions
will compete for resources and attention.
In light of this, and given the fact that ex-
tremely little is known about the levels,
trends, and determinants of the majority
of diseases afflicting populations in the de-
veloping world, the conclusion is inescap-
able that as far as donor assistance is con-
cerned, far higher priority should be given
to research, both building research capac-

ity and conducting research to strengthen
the formulation of health policy. This, in
fact, is the conclusion reached by the
Commission on Health Research for De-
velopment in its recent report.53 TheCom-
mission specifically placed a high priority
on local epidemiological and operational
analyses which they labeled as "Essential
National Health Research" (ENHR).

Broadening the array of diseases for
consideration to encompass all ages and
expanding the arena of policy options to
include the full range of instruments for
government intervention will demand a di-
versity of analytical skills. National gov-
ernments will require broad technical
competence not only in the biomedical
and clinical sciences including epidemiol-
ogy but also in economics, sociology,
anthropology, the management sciences,
and communication. In most countries,
new institutions may need to be devel-
oped. The international donor community
generally, and the United States in partic-
ular, could most effectively use its limited
resources in the areas of education, train-
ing, research, and technical assistance,
where it has strong comparative advan-
tage.54 Furthermore, because most of the
major disease problems are a_tually of
global concern (e.g. tobacco-related dis-
eases, substance abuse, AIDS, injuries,
occupational diseases, cardiovascular dis-
ease, cancer, malnutrition) much could be
gained through international collaborative
endeavors in these disease control efforts.

Conclusion
For over a decade the international

public health community has given a pri-
ority to the communicable childhood dis-
eases. This had been appropriate. The
problems are major, the technological and
epidemiological tools have become pow-
erful, and the payoff for adapting and ap-
plying what is known is high. While the
implementation strategy for selective pri-
mary health care as originally proposed by
Walsh and Warren may have been over-
simplified and too narrowly concerned
with infectious diseases, the problem-ori-
ented, population-based conceptual ap-
proach is fundamentally correct.'1155 Fur-
thermore, as more and more governments
have seriously addressed the problem of
child survival, the range of interventions
has broadened.56 For example, diarrhea
control programs have moved from sim-
ply relying on packets of oral rehydration
salts to the use of homemade fluids, the
dietary management of diarrhea, the pro-
motion of personal hygiene, and use of
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soap. More importantly, policy recom-
mendations supporting child survival have
now expanded widely, encompassing
such issues as female education and the
status of women.

The rapid demographic transition
that many developing countries are under-
going is now producing great epidem-
iological diversity among developing
countries; this demands that health poli-
cymakers consider a broader range of op-
tions. Over the next 25 years it is not un-
reasonable to project a 50 percent to 60
percent decline in the numbers of deaths
among infants and children related to ad-
vances in child health coupledwith rapidly
declining birth rates which will stabilize
the numbers of newborns from year to
year over much of the world. Overall,
however, there will be a rise in the total
number of deaths as the population
evolves toward an older age structure.
The epidemiological transition is not oc-
curring uniformly, however, and most
countries will have a large lingering bur-
den of communicable diseases among
children, particularly in Sub-Saharan Af-
rica where the fertility transition has
hardly begun. This situation will impose
the greatest challenge on health systems
operating under constrained resources to
select the most effective and efficient
means of disease prevention, case man-
agement, and rehabilitation.

It must be emphasized that extending
the range of choices means not only
choosing to implement new initiatives but
also choosing to reduce investments of
public funds in health care activities that
are clearly not cost-effective. While this
may be difficult, given the traditions of
Western medical practice, the fundamen-
tal issues of equity as well as efficiency are
involved. Efficient resource allocation is
desirable in every sector. In the health
sector, however, in a very direct way, un-
necessary death, disability, and illness oc-
curs if resources are committed to one in-
tervention when another has higher health
gains per unit of expenditure. The human
cost of uneconomic resource allocation is
very real and very large. Perhaps even
more than in other sectors, then, the im-
perative exists for policymakers in the
health sector to undertake constant as-
sessment of intervention cost-effective-
ness.

Probably the most important ad-
vance in policy formulation that could
come from a disease-control strategic ap-
proach is a willingness to consider a range
of options available to governments be-
yond the direct provision of health serv-

ices. Particularly important as countries
are moving through an accelerated pro-
cess of economic development is the ju-
dicious use of regulation, legislation, tax-
ation and subsidies to promote or
discourage enterprises, activities, or be-
haviors which may have health conse-
quences. Also, the importance of mass
communication for social mobilization to
promote health cannot be over-empha-
sized. A high priority problem demanding
such multi-faceted policy intervention and
global cooperation is tobacco consump-
tion.

It is universally recognized that im-
proved health in the broadest sense is a
fundamental indicator of the development
process. As the Nobel Laureate T. W.
Schultz observed, ". . .the wealth of na-
tions (has) come to be predominantly the
acquired abilities of people-their educa-
tion, experience, skills, and health."57
The task of health policy is to define clear,
realistic, and measurable objectives which
can guide the development process
toward effectively and efficiently produc-
ing good health for all. C
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