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1. Introduction

In 1978, the Alma Ata Conference
envisioned Heath for All by the year 2000.
Twenty years later, poor health remains the norm
for millions of vulnerable people living in the
|east-devel oped countries of the world. The broad
determinants of health have changed drastically
since Alma Ata. Globalization, poverty, health
system reform, structural adjustment, rising
health costs, and socia and environmental thrests
increasingly endanger the well-being of the
world’ s poorest. The timeisright to reflect on
the many challenges to good health and to
attempt to translate them into opportunities to
strengthen public health into the new millennium.

The Rockefeller Foundation is committed
to supporting efforts to improve public health
and has along-standing history of programs that
have sought to address public health problems.
During the 1990s, however, it became clear that
rapid demographic change, pervasive hedth care
reform, new technologies, and peopl€e’ s proven
problem-solving capacity necessitate strategic
rethinking for the public health and donor
communities alike. Recent explorations by the
Health Sciences team have resulted in a new
strategy, whose goal is to advance health equity
globally by pursuing the reduction of avoidable
and unfair differences in the health status of
populations, especially the poor and excluded.
Three sub-themes will be pursued: Harnessing
the New Sciences, Resourcing Public Health, and
Strengthening Global Leadership.
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Resourcing Public Headlth is the health
equity strategy sub-theme that advances the
Rockefeller Foundation’s concern about the
health of populations in poor countries and the
role of knowledge in finding solutions. The
hypothesis of this sub-theme is that the
generation, sharing, and use of knowledge-based
resources through partnership and cooperation
can strengthen the capacity of health systemsto
support the efforts of the poor and excluded to
improve their health, negotiate inclusion, and
redress inequities.

In November 1999, the Health Sciences
team of the Rockefeller Foundation organized a
consultative meeting, Resourcing Public Health
in the 21% Century: Human Resource
Development in a Global Environment which was
held in Bellagio, Italy. The theme of the meeting
was the role played by people in improving their
own health and the availability of supportive
knowledge The proceedings of the meeting will
be published, but this short report attempts to
summarize the issues discussed and
recommendations made.

2. Meeting structure and objectives

The objective of the meeting was to identify
opportunities for cooperation to strengthen the
knowledge base of public health, by recognizing
the central role that people play in public health,
and by examining ways of strengthening the
human resources required to meet the major
challenges facing public health in the coming
decades.
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Participants were invited from Africa, the
Americas, Asia and Europe, and represented a
wide range of disciplinary and professional
backgrounds in governmental, non-governmental,
and community-based organizations, and donor
and educational ingtitutions in health and in other
sectors.

3. The People’s Perspective

Thefirst full day of the meeting opened
with a panel on the peopl€e’ s perspectives of their
health with presentations from South Africa and
the Philippines and case studies from Sri Lanka,
Tanzania and the United States. These sessions
dealt with some of the challenges to health that
the poorest and most excluded people experience,
how they strive to overcome severe constraints,
and what sort of health systems might better
meet their needs.

In South Africa, as in many developing
countries, there remain great disparitiesin health
status along political and economic lines. The
incidence of HIV/AIDS isincreasing at dramatic
rates and institutions struggle to confront its
manifestations with community based
interventions. The eradication of hunger and
poverty in the Philippines was underlined as an
essential prerequisite for health, especialy in
light of the expanding gaps between the ‘ haves
and ‘have-nots' . Organized community groups,
women, and young people were identified as
agents of change. Experience at La Clinicain
Cdlifornia indicated that it was important to
locate the individual within the context of the
root causes of ill heath and to expand the
involvement of stakeholders. The Tanzanian case
demonstrated the need to develop the skills and
resources to meet the demands of communities.
All these lessons were brought together in the
description of the activities of the Sarvodaya
Shramadana self-help movement in Sri Lanka.
A particular lesson was the importance of
integrating cultural values, in this case Buddhism.

Discussion among participants noted the
need to respond to peopl€’ sinitiativesin order
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to reduce inequities. The struggle for health
embodies astruggle for socia justice. Participants
agreed that the stakeholders who define well-
being and the health agendainclude: the people,
community based organizations (CBOSs),
community leaders, non-governmental
organizations (NGOs), governments, national
institutions, and donors. Capacity must be created
and sustained amongst all these stakeholders to
place people a the center of public health
systems by strengthening networks between and
within sectors.

There was strong consensus that knowledge
comes in different forms and that shared
understandings are needed. Quite often, scientists
and governments have an optimistic view of the
peopl€e' s health status, whereas those very people
have pessimistic perceptions of their own health.
More complete health indicators, formulated
together with communities for their own use,
and disaggregated by gender, age, and other key
sub-groupings will lead to more appropriate
responses to health needs.

4. Institutional Responses

The remainder of the day was devoted to
the institutional response to the people's
perspectives as voiced by participants
representing ministries of health, NGOs, and
educational institutions. Local, district, national,
regional, and international systems are in place
to set policy, train and deploy health personnel,
alocate resources, and perform management
functions. While such institutions may share a
common vision, they often seek to realize this
vision in radically different ways, coming from
distinctive world views and disciplines. For
certain approaches to public health problems, the
biomedical model is the most appropriate, for
others a human rights framework is essential,
for othersreform is chosen, and for till others,
a political or economic analysis provides the
necessary insight. In an economic model, the
people are the demand-side of the equation.
Health systems should, therefore, be prepared to
address a wide range of perspectives.
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Government health systems in developing
countries face numerous challenges in meeting
the health needs of the people. Standards in
training and accountability are difficult to
regulate. Institutions are perpetually under-
funded. Community health workers are often
underpaid, if even at al, for their services.
Government facilities can be difficult to sustain.
Donor funding often sets the health agenda, as
in the case of structural adjustment. The poorest
remain unable to share costs for health care.

Civil society boundaries are porous and
artificial. There are different types of civil society
institutions: formal organizations directed toward
humanitarian aims; membership organizations;
NGOs; and organizations that have legal
accountability to trustees. CBOs and NGOS
generally represent the voice of the people and
give support to civil society. NGOs empower
CBOsin several ways, in particular, helping them
to organize around their interests and make
demands of the biomedical health system. Some
engage in delivery of health services, but there
is no empirical evidence that NGO health
services are cheaper than government services,
or that they reach the poorest of the poor.
Moreover, the sustainability of large scale
delivery servicesisin doubt as NGOS are much
subsidized by donors, and their organizational
structures are often distant from those meant to
receive their services. Nonetheless, their capacity
to reach far-flung under-served areas and to deal
with people in humane ways is recognized.

Due to globalization, the health sector is
undergoing atransformation in terms of focus,
access, human resource deployment and
distribution, essential care, and technological
advances. Capacity building is more challenging
than ever. Learning must take place in different
forms, under varied circumstances, for a wide
variety of purposes. The link between societal
needs and education systems places huge
obligations on universities and other educational
institutions. Many universities are seeking to
respond to these rapid changes. For example,
higher education curricula in public health in
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Australia, North America, and the United
Kingdom are internationalizing. The number of
foreign students is increasing in those
universities. In addition, distance learning
programs based in the developed world have
grown exponentially. As a result, developing
world national educational institutions for public
health are facing intense competition. Their
survival is threatened, unless appropriate
protective measures are taken by governments
and educational institutions.

Clearly, public hedlth is an alliance of many
stakeholder institutions, organizations, and
movements. Public health must be owned jointly
by the people and professionals. Systems must
be in place to ensure the accountability of all
institutionsinvolved in public health. The greatest
challenge is to find new approaches to meet the
unfinished health agenda and discover new
opportunities to combat evolving health threats.

5. Supply of Human Resources

Elements in the supply of human resources
include: (1) recruitment, selection, deployment,
retention; (2) the continuum of training, graduate,
post graduate, continuing education, lifelong
learning; (3) the process of defining need and
prioritiesin product development and curriculum
content and (4) the incorporation of the
population perspective and the involvement of
poor communities. Three learning models
presented at the meeting were: community-based
training of nursesin South Africa, district based
master of public health training (MPH) in Africa,
and MPH training by distance learning in the
us.

The Community in Health Personnel
Education Initiative is a community-based
education program for student nurses managed
by the Border Institute of Primary Health Care
in South Africa. In thisinitiative, the community
selects the candidates and helps develop a
mission statement and curriculum. A strength of
this approach is the nurtured partnership between
the community, training institutions, and health
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services. The selection of students by the
community has shifted the focus from academic
achievement to the student’s participation and
involvement in community activity. Some
challenges have arisen. There has been some
university resistance because of the ‘non-
academic’ nature of the program. There have
also been some problems in developing trust
between the community, training ingtitutions, and
health services. Yet, more than 200 students
participate in the program each year.

The Public Health Schools Without Walls
(PHSWOW) program was established in 1992
in response to public health capacity needsin
Africa. The program aim is to foster locally
appropriate health training that emphasizes
experience as learning. Intended as a highly
flexible training initiative, the PHSWOW model
encourages collaboration between the national
university and/or eguivalent national training
institution and the Ministry of Health. The
guiding principle of PHSWOW is that public
health training is best provided through a
combination of rigorous academic content and
extensive supervised practical experience
emphasi zing the capacity to pursue rather than
memorize knowledge. Many of the lessons
learned have been shared within awider network
of Schoolsin Africaand Asiawho have adopted
similar principles.

The distance learning approach to education
is transforming professional education through
the use of improved information and
communications technology. The Johns Hopkins
School of Hygiene and Public Health uses this
approach to make credentials more widely
accessible and to enhance the quality and
productivity of its students. Through this model,
students across the globe now have an expanded
choice of learning institutions, unlimited learning
resources, and collaborative learning
opportunities. Even students in remote areas can
be linked to such programs through print media,
audio and videotapes, and video-conferencing.
A very rea obstacle to this approach is the
inequity in access to technology and connectivity
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across the globe and within populations. The
poorest and most marginalized people are less
likely to have access to or knowledge of
computers and the internet.

Traditionaly, public hedth training has
been more available in the devel oped world, thus
posing challenges for the participation of
developing country health personnel. The
development of local-based public health training
fosters the retention of health personnel in-
country, and slows the brain-drain. Alternative
settings for learning, such as community-based
training featuring people-health personnel
partnerships, allow for experiential learning in
the field. In addition, distance learning drawing
on information and communication technology
is shifting the educational paradigm toward a
future university setup where students define their
learning needs and draw on diverse resources to
fill them. Educational institutions should strive
to be better linked with each other (south-south
and north-south) and with communities by
sharing lessons, solutions, training materials, and
data.

6. Human Resource Development

In the latter half of the 20" Century, health
gains have begun eroding due to the AIDS
epidemic, structural adjustment, wars and natural
disasters, refugees and internally displaced
people, the increasing burden of disease, sky
rocketing poverty rates, and rural to urban
migration. This situation demands a global vision
of human resource development as a system to
plan, train, manage, utilize and retain. With the
lens of future global health trends, participants
began envisioning what sort of public health
system and workforce would meet health
challenges in 2020. The group debated such
topics as: health needs assessment, curriculum
development and continuing education, and
resource alocation that enhances partnerships
with poor communities.

Empirical evidenceis crucial in assessing
the health care needs of a people, their
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community, and nation. The information
knowledge base for human resource development
is deficient. Incomplete health indicators or data
lead to inappropriate responses to the health
needs. Prior to devising a human resource
development plan, a nation must assess the
essential functions of public health in light of
local social, cultural, and health contexts. Issues
of equity (gender, age, and ethnic concerns),
access, and health sector reform must also be
considered. The type of human resources needed
for health vary from country to country. Many
countries are overproduction oriented, constantly
dealing with deficiencies and with demand
failures.

Quite often there is a mismatch between
health needs, the allocation of resources to meet
these needs, and the response of the academics
who train the human resources. In Kenya, for
example, there is training for public health
dentists and technicians, but alack of resources
and equipment to do their work. In many
developing countries, deployment of human
resources and equitable distribution is hampered
in remote, rural areas where health personnel
demand specia incentives to be sent to such
areas. In some countries, there are too many
doctors and too few nurses, whilein others, most
of the resources go to hospitals and not primary
health care. The composition, distribution, and
deployment of health providers are critical to
the success of a health system. The devel opment
of multi-sectoral teams broadens the context and
skills of health workers. As such, cross-
disciplinary perspectives can be brought to the
table to define and measure the impact of human
resource development programs.

Education and people empowerment are
key components to human resource development
in the health sector. A broad educational
infrastructure can work to meet the needs of
health personnel. Human resource devel opment
can make use of innovative methods through
curriculum content, lifelong learning skills and
attitudes, learning and teaching approaches,
shared modules, community based sites,
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partnerships, continuing education, and flexible
learning. Ultimately, of course, the center of the
learning process should be lodged in active
communities re-educating themselves and others
in peopl€’s health matters.

7. Mechanisms for Sharing
Knowledge

The 21% century offers many opportunities
for cooperation globaly and at all levels of
society. With increased communication
capacities, the sharing of knowledge is amenable
to cooperation between institutions, communities
and individuals across continents, borders, and
boundaries. The purpose of this session was to
examine some existing models for knowledge
sharing and explore possible new forms of
cooperation.

How can the global health community
develop a broader view of future human resource
needs? The situation demands networking at
local, national, regional, and global levels and
across sectors. Enthusiasm and capacity can be
created through communication in support of
community organization and social mobilization,
learning lessons from others, tooling human
resources with appropriate analysis and political
skills, and facilitating transnational partnerships.

Information and knowledge can be shared
across the globe through increased access to the
Internet and wider use of the media. Virtual
education systems, databases, and distance
learning programs attempt to take advantage of
the opportunities offered by globalization.
However, it is important to keep in mind the
widening information gaps for those not in the
connectivity loop. All too often, these include
poor women, children, youth, older persons,
migrants, refugees, ethnic minorities and
similarly excluded groups. The Foundation for
Media Alternatives in the Philippinesis one such
organization that is striving to democratize
information and communications technology for
civil society.

Regional and national resource centers are
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another mechanism for exchanging information,
research findings, and learning tools. The Centre
for Educational Development in Health Arusha
(CEDHA), a professional institute for health
personnel development in Tanzania, has noted
six areas for collaboration and information
exchange: training, research, AIDS/HIV, public
health center, health science research, and
management and evaluation of programs. Such
collaboration between organizations will further
promote the capacity strengthening of health
professionals and ministries in policy process,
development, advocacy and evaluation. Practical,
hands on learning by present and future decision-
makers will help bridge the gap between
institutions and communities through direct
dialogue.

Networking and information sharing can
occur at local, national, or regional levels. The
Mekong Basin Surveillance Network is an
attempt to share information about disease
outbreaks at an intercountry level. Due to the
spread of epidemics across provinces and
international borders, this regional surveillance
network has been formed to strengthen outbreak
control and may serve as a model for future
knowledge and information sharing in other
regions of the world. The Regiona Tropical
Medicine and Public Health Network (SEAMEO
TROPMED), composed of four regional Centers
in Indonesia, Malaysia, the Philippines, and
Thailand is an excellent example of regional
cooperation.

Mechanisms for knowledge management
need to be developed. Information and
communication technology will change
ingtitutional forms and types. The hierarchical
organization of institutions is giving way to
horizontal structures especially in the service
sectors such as health, evolving into flexible
organizational arrangements. New types of
ingtitutional arrangements must be considered.
The values that underpin, and form public health
need to be globalized just as values for human
rights have been globalized.
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8. Resourcing Public Health: the
way forward

There was common consensus that:

1. 'Resourcing Public Hedlth’ isasuitable
title for a program that has as its vision: ‘the
enhancement of all people’s well-being in a
sustainabl e system that ensures equitable access
to essential public health knowledge and
services . Inthis context, peoplein ‘public heath’
are ‘resourced’ to enhance well-being through
the sharing and use of knowledge (idess, stories,
research, data, guidelines etc.).

2. A set of common principles requires
that:

» every individual hasthe right to health
and well-being;

« public hedlth isbased on socid, palitical,
and economic justice;

 people have the capacity to address their
own health and have the right to decide;

¢ public hedthissendtiveto diversity and
accountable to people;

» hedlth careisaffordable, of high quality
and accessible; and,

e all stakeholders appreciate that
knowledge comes in different forms.

3. A strategy to ‘Resource Public Health’
can be developed and it should:

 target civil society, the health workforce,
and public health institutions;

« work at several levels, community,
district, state, regional and global;

« take advantage of the changing global
environment;

» seek sustainable socia empowerment
through connectivity and collective
action;

« develop a workforce based on shared
wisdom, knowledge, evidence, and
values,
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« strengthen public health institutions;

¢ include human resource development,
research, policy and advocacy, and
monitoring and evaluation; and,

« focus on cooperation to share knowledge
between all stakeholders and lay down
principles for ethical partnerships.

9. Jujitsuing globalization

In the Japanese martial art of Jujitsu, the
Samurai wrestler uses the power of the opponent
to throw the opponent down. A guiding principle
of Jujitsu is to strive to overcome limitations
through maximum efficiency with minimum effort.
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There are forces brought on by
globalization that impinge on the capacity to
deliver public health. The global economy is
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of the population. Thereis an attack on the state
that has had a major responsibility for public
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Haile T. Debas

Resident at Bellagio Conference and Study Center
Dean

School of Medicine

University of California

San Francisco, CA 94143

Email: hdebas@medsch.ucsf.edu

Jane Garcia

Executive Director
LaClinicade laRaza
Oakland, CA

Email: jogarcia@laclinica.org

Marian Jacobs

Head, Child Health Unit

University of Cape Town

Rondebosch, South Africa

Email: marian@rmh.uct.ac.za

Adeline Kimambo

Secretary, Tanzania Public Health Association
Dar es Salaam, Tanzania

Email: tpha@muchs.ac.tz

7/1/32, 10:29 AM



[ I ——

meeting8

@

Meeting Summary « Resourcing Public Health in the 215t Century 55

Riitta-Liisa Kolehmainen-Aitken
Senior Program Associate
Management Sciences for Health
Boston, MA

Email: rlkaitken@msh.org

Adetokunbo Lucas
London , United Kingdom
Email: adelucas@aol.com

Reginald Matchaba

Chair, Department of Community Medicine
University of Zimbabwe

Harare, Zimbabwe

Email: reggie@africaonline.co.zw

Nomathemba M azaleni
Primary Health Care and
Management Training Advisor
East London, South Africa
Email: nomat@sainet.co.za

JuliusMeme

Permanent Secretary
Ministry of Health

Nairobi, Kenya

Email: ps@insightkenya.com

Henry Mosley

Professor, School of Hygiene and Public Health
Johns Hopkins University

Baltimore, MD

Email: hmosley@jhsph.edu

Sidney Ndeki

Director

Centre for Educational Development in Health
Arusha, Tanzania

Email: cedhatz@habari.co.tz

Sophal Oum

Director, National Institute of Public Health
Phnom Penh, Cambodia

Email: s.oum@camnet.com.kh

Mary Racelis

President, Community Organizers Multiversity

Quezon City, Philippines

Email: mracelis@mindgate.net or
Mracelis@hotmail.com

55

Jaime Sepulveda Amor

Director Genera

National Institute of Public Health
Cuernavaca, Mexico

Email: jsepulveda@ingp3.insp.mx

Belgin Tekce

Professor

Department of Sociology
Bogazici University
Istanbul, Turkey

Email: tekce@boun.edu.tr

Suwit Wibulpolprasert

Director, Bureau of Health Policy and Planning
Ministry of Public Health

Nonthaburi , Thailand

Email: suwit@health.moph.go.th

The Rockefeller Foundation participation:

Lincoln Chen

Executive Vice-President

Debra Jones, Research Associate,

Health Equity Division/ EVFP's Office
Sarah Macfarlane

Associate Director, Health Equity Division
Joyce M oock, Associate Vice-President

420 Fifth Avenue

New York, NY 10018

Phone: 212-852-8324

Fax: 212-852-8279

Email: c/o smacfarlane@rockfound.org

Florence Muli-Musiime

Senior Scientist, Health Equity Division
Katherine Namuddu

Senior Scientist, African Initiatives

International House

13th Floor

PO Box 47543

Nairobi, Kenya

Phone: 254-2-332361

Fax: 254-2-218840

Email: c/o fmusime@rockefeller.or.ke

% 7/1/32, 10:29 AM



