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Global public health: a scorecard
Robert Beaglehole, Ruth Bonita

Global health is attracting an unprecedented level of interest. In this paper, we summarise recent trends and identify 
the unfi nished and new agendas in global public health. We propose a global public health scorecard as a simple way 
to assess progress and suggest actions by public health practitioners and their organisations for improving the 
eff ectiveness of public health. Although we fi nd many recent positive developments in global health, the potential for 
global cooperation and progress is still largely untapped. Compared with other components of development, health 
improvement should easily foster global cooperation; strong advocacy and political will are keys to continuing 
progress. We view global public health as a barometer of more general development. Our responses to the current 
health challenges are at the forefront of the global struggle for survival.

Introduction
The midpoint for achieving the Millennium Development 
Goals (MDGs), the framework for health development, is 
a good time to review global progress in public health, 
especially in the context of unprecedented interest in 
matters of global health (panel 1).1 This article is based on 
the Cochrane Lecture delivered to the Society for Social 
Medicine, Southampton, Sept 17, 2008.

In this paper, and stimulated by Archie Cochrane’s 
ability to synthesise and simplify complex health issues 
(panel 2),2 we explore the achievements of public health 
from a global perspective by summarising recent progress 
in global public health, identifying the unfi nished and 
the new global agendas for public health, developing a 
scorecard for global public health to measure progress, 
and suggesting ways of improving the eff ectiveness of 
public health. 

What is global public health? 
Global public health is the collective action we take 
worldwide for improving health and health equity,3 
aiming to bring the best available cost-eff ective and 
feasible interventions to all populations and selected 
high-risk groups. Essential collective actions for health 
improvement include disease prevention, health pro-
motion, health protection, and the provision of health 

care. There are many frameworks for global public 
health: health security, foreign policy, economic 
development, charity, and the broad view of public 
health.4 Only the broad view is based on the actual disease 
burden and has the potential to produce most equitable 
and sustainable health improvement. However, the 
notions of charity, security, and, to a lesser extent, the 
development focus of the MDGs have been the driving 
forces for recent progress in global public health, 
especially for infectious diseases and child health.
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Panel 1: Health in the Millennium Development Goals 
(MDGs)

Three of the eight goals, eight of the 16 targets, and 18 of the 
48 indicators1 relate directly to health. Health is also an 
important contributor to several of the other goals indicating 
the mutually reinforcing framework to improve overall 
human development. 

Goal 1: Eradicate extreme poverty and hunger
Goal 2: Achieve universal primary education
Goal 3: Promote gender equality and empower women
Goal 4: Reduce child mortality
Goal 5: Improve maternal health
Goal 6: Combat HIV/AIDS, malaria, and other diseases
Goal 7: Ensure environmental sustainability
Goal 8: Develop a global partnership for development

Panel 2: Archie Cochrane and public health

Archie Cochrane (1909–88) contributed many ideas to 
medicine and public health, best summarised in his 1972 
book Eff ectiveness and Effi  ciency: Random Refl ections on Health 
Services.2 His preliminary assessment of the clinical sector 
within the National Health Service was that it was subject to 
the “nicest possible type of infl ation”, with inputs rising faster 
than outputs. His suggested remedy was more science, in 
particular randomised controlled trials. His aim was to 
identify eff ective treatments and ensure that these were 
available to all who need them, with the goal being a rational 
health service. 

Cochrane’s research interests changed over time from 
tuberculosis and pneumoconiosis to health-services research 
and, especially, implementation research. He emphasised the 
importance of population control and tobacco control and 
was concerned about inequalities, especially between the care 
and cure sectors of the National Health Service. 

Cochrane’s legacy has been the strengthening of the evidence 
base for medicine and public health, especially his advocacy 
for applied medical research and the implementation of the 
resulting knowledge. The Cochrane Collaboration and the 
associated database and library have secured this legacy 
through the encouragement, systematisation, and 
dissemination of the evidence base for a huge range of 
interventions. In calling for doctors to use randomised 
controlled trials to establish evidence for interventions, 
Cochrane also encouraged other disciplines to do the same. 
The Cochrane Collaboration on Public Health is being 
reorganised to tackle complex public health interventions. 

For the Cochrane Collaboration 
on Public Health see http://
www.ph.cochrane.org/en/index.
html
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Recent trends
A snapshot of global health status (panel 3) suggests that 
there is much to celebrate in global health progress, but 
also there are areas of concern. Figure 1 summarises 
global trends in life expectancy at birth, a simple index of 
progress, for the past half century. Substantial improve-
ments are apparent, especially in low-income and 
middle-income countries with low mortality, such as 
China. The convergence between these countries and 
high-income countries is striking. So too is the fact that 
countries with high mortality have not achieved the 
health gains that are attainable. Large and enduring 
inequalities in life expectancy within countries remain, 
even within the wealthiest.7 

Gains in life expectancy result from two major trends: a 
substantial shift in the distribution of deaths from younger 
to older ages, and the shift from communicable diseases 
to chronic non-communicable diseases. This transition is 
driven primarily by the ageing of populations, which in 
turn refl ects public health successes in the prevention and 
control of infectious diseases and child deaths.8,9 Other 
infl uences on the health transition are urbanisation and 
the global spread of tobacco, diets high in sugar, fats, and 
salt, and physical inactivity.10 

The number of deaths in children aged less than 5 years 
has decreased from 13·5 million in 1980 to an estimated 
9·7 million in 2005. However, despite substantial 
attention from global health agencies, between 1990 
and 2015, mortality in children aged less than 5 years will 
decline by only 27%, substantially less than the target of 
67% set out in MDG 4.11 

Although maternal deaths make up only about 1% of all 
deaths, these 500 000  deaths each year are an indictment 
of public health. Maternal death rates vary enormously, 
from as low as 4 per 100 000 live births in Australia to 2100 
per 100 000 in Sierra Leone, a diff erence of more than 
500 times. Progress has been slower for this MDG than 
the others, especially in sub-Saharan Africa, suggesting 
that this issue is not yet fi rmly on the global agenda 
despite decades of eff ort.12 Increasing the coverage of key 
maternal, newborn, and child health interventions, 
including access to family planning and safe abortion 
services, is essential if MDGs 4 and 5 are to be reached.13

Progress can be measured by successes in tackling 
infectious diseases. Mortality is expected to decline 
between now and 2030 for all main infectious diseases, 
including HIV/AIDS, tuberculosis, and malaria. Global 
deaths from HIV/AIDS are projected to rise from 
2·2 million in 2008 to a high of 2·4 million in 2012 and 
then to decline to 1·2 million in 2030 under the 
assumption that coverage with antiretroviral drugs 
continues to increase at current rates.14 

Global health data are increasingly dominated by chronic 
non-communicable diseases, such as heart disease, stroke, 
diabetes, cancer, and chronic respiratory diseases 
(fi gure 2). Ageing of populations will increase total chronic 
non-communicable disease deaths substantially in all 
regions, even though age and sex-specifi c death rates are 
projected to decline for most causes other than lung 
cancer.9 Although chronic non-communicable diseases 
will make up over three-quarters of all deaths by 2030, the 
response to them has not been commensurate with their 
health and economic burdens.

The unfi nished agenda: the MDGs
Recent encouraging trends in the control of 
infectious disease and reductions in child mortality have 
been driven, in part, by the MDGs (panel 1). Achievement 
of the three health MDGs by the target date of 2015 
represents the unfi nished agenda of global public health. 
Although progress is being made, for example, impressive 
poverty alleviation in China (but not in India), it is variable 
and is threatened by new crises, involving factors ranging 
from fuel to food; the number of people living in extreme 
poverty in 2005 at the new level of US$1·25 a day, 
increased to 1·4 billion.15 Data available in June, 
2007, suggest that none of the MDGs will be achieved in 
sub-Saharan Africa.16

The improvement of progress with the MDGs is a major 
concern for global health. The total annual cost of 
achieving the goals has been estimated at between 
$40 and $75 billion.17 There is widespread interest in 
ensuring that progress is expedited and that increased 
fi nancial aid is used eff ectively, even if the actual targets 
remain mostly unachievable. However, there is concern 
following the G8 meeting in July, 2008, that the wealthiest 
countries are reneging on their earlier commitments, 
reinforcing the perception of a continuing inability to 

Panel 3: Global health status: a snapshot

• Worldwide, life expectancy at birth in 2004 was 
64·5 years, an increase of 9 years over the past quarter 
century, despite notable reversals in Africa and some 
countries of the former Soviet Union in the 1990s

• Health inequalities are entrenched; people living in poor 
countries not only face lower life expectancies than those 
in richer countries but also live more of their lives in poor 
health

• Progress towards the Millennium Development Goals 
(MDGs), the framework for health development, is 
variable; none of the goals will be reached by 2015 in 
sub-Saharan Africa

• Large declines in mortality are projected for the main 
infectious diseases as well as for maternal, perinatal, and 
nutritional causes; preparedness for epidemics of 
infectious diseases is important

• The global burden of disease is now, and will continue to 
be, dominated by chronic non-communicable diseases, 
including mental disorders and injuries

• Population ageing (partly a result of public health 
successes), urbanisation, globalisation of risks, and global 
environmental changes drive the new public-health agenda
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match words with actions.18 Planning for the MDGs 
after 2015 is a pressing issue.19

The new agenda 
The new agenda for global public health includes the 
rising burden of chronic non-communicable diseases, 
global environmental changes, and the underlying 
socioeconomic determinants of health. These issues are 
not yet fi rmly on the global agenda possibly because they 
were not part of the discussions taking place in the run 
up to the Millennium Declaration.20

Chronic non-communicable diseases
The low priority given to chronic non-communicable 
diseases at a global level—including at the recent 
G8 meeting, where they were not mentioned by the 
Health Experts Group21—is striking because they are a 
major impediment to human development.22 Chronic 
non-communicable diseases, including mental disorders 
and injuries, impose large health and economic burdens 
on low-income and middle-income countries. Poverty is 
a potent cause of chronic non-communicable diseases 
and these diseases contribute to poverty, especially 
where out-of-pocket payments for health care are the 
norm.

WHO is still coming to terms with the importance of 
chronic diseases as refl ected in the misalignment of its 
budget; at most, 12% of its budget is earmarked for 
chronic non-communicable diseases.23 However, in 
recognition of their importance to member states, a 
worldwide goal for the prevention and control of chronic 
non-communicable diseases was proposed to complement 
the MDGs.24 This goal comes with a target: an additional 
2% per year reduction in death rates attributable to the 
major chronic diseases—heart disease, stroke, cancer, 
diabetes, and chronic respiratory diseases. Achievement 
of this global goal would delay 36 million deaths by 2015 
and, because most of these deaths would be in low-income 
and middle-income countries and about half would be in 
people under the age of 70 years, would have major 
economic benefi ts,10,24 extending productive life by about 
15 years and reducing the need for expensive health care. 
Benefi ts would accrue particularly in low-income and 
middle-income countries where death rates in middle-
aged people are now higher than in high-income 
countries.25 Progress in all countries is threatened by the 
obesity and diabetes pandemics26 and the eff orts of 
multinational tobacco companies to increase tobacco 
consumption in low-income and middle-income coun-
tries;27 a life-course approach is needed.

A package of cost-eff ective and feasible interventions 
for many chronic non-communicable diseases is available 
to achieve WHO’s goal.28 For example, implementation 
of four measures of the WHO Framework Convention 
on Tobacco Control and reducing population levels of salt 
consumption by a modest 15% (to reduce the burden of high 
blood pressure) could avert, over 10 years (2006–15), 

13·8 million deaths in just 23 low-income 
and middle-income countries. The cost of these 
interventions—ie, the costs of programmes and 

80

70

60

50

30

40

20

10

0

Li
fe

 e
xp

ec
ta

nc
y 

at
 b

irt
h 

(y
ea

rs
)

Year

1950 1960 1970 19901980 2000 2010

Developed countries
Developing countries—low mortality
Developing countries—high mortality

Figure 1: Trends in life expectancy at birth, 1955–2006 
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human resources—would be less than $0·40 per person 
per year in low-income and lower-middle income 
countries, and $0·50–1·00 per person per year in upper 
middle-income countries (2005 US dollars).29

In these same 23 countries, opportunistic screening 
and treatment with an appropriate set of medicines in 
people at a 15% or greater probability of dying from 
cardiovascular disease over 10 years would delay 
18 million deaths between 2006 and 2015.30 Such a 
programme would require an average annual health 
system investment of $1·10 per capita (ranging 
from $0·43 to $0·90 in lower income countries and 
from $0·54 to $2·93 in middle-income countries), with 
medicines accounting for around two-thirds of this 
cost. 

On the basis of unequivocal evidence that major and 
rapid health, equity, and economic gains are possible 
with only modest investments, intensifi ed action is 
needed from all stakeholders to respond to the chronic 
non-communicable disease goal.31

Mental disorders and injuries
Mental disorders aff ect people across the life-course 
and cause a large burden of disease: unipolar depressive 
disorders are the third leading contributor to the global 
burden of disease.32 Resources for mental health are 
scarce, inequitably distributed, and ineffi  ciently 
allocated, and most are spent on psychiatric hospitals 
and institutional care rather than primary and 
community care. Low-cost drug and psychosocial 
treatments are feasible, aff ordable and eff ective for 
many mental disorders and can be delivered by trained 
community or lay health workers. Scaling up a package 
of cost-eff ective treatments for a core group of three 
mental disorders (schizophrenia, depression, bipolar 
aff ective disorder) and one risk factor (hazardous 
alcohol use) would cost about US$2 per person per year 
in low-income countries and $3–4 in lower-middle-income 
countries.33 

Every year, injuries due to violence, traffi  c accidents, 
burns, falls, or drowning cause 9% of all deaths and 
16% of all disabilities.9 About 1·2 million people die every 
year as a result of road traffi  c crashes and up to 
50 million are injured or disabled. Cost-eff ective 
interventions are available to prevent many deaths and 
injuries;28 motorcycle helmets, seat-belts, and child 
restraints in vehicles, helmets for child cyclists, and 
enforcement of alcohol and driving limits and speeding 
laws by authorities will save lives. Roadway improve-
ments and better on-site emergency response systems 
could also prevent road-crash deaths and reduce strains 
on overstretched health-care facilities.

Global environmental changes
MDG 7 covers environmental sustainability but does not 
encompass the full extent of global environmental 
changes. The four target indicators are reversal of the 

loss of forests, halving of the proportion of the population 
without improved drinking water, halving of the 
proportion of the population without sanitation, and 
improvement of the lives of people living in slums. 
Although there has been some progress towards MDG 7, 
almost 600 million people in Africa still lack access to 
adequate sanitation.34 

In 2007, the UN Environment Programme documented 
the adverse trends in environment-related indices, which 
had all increased since 1990, refl ecting the growth in 
population size, energy use, consumption, and waste 
generation.35 Global climate change is the most topical of 
the global environmental changes. The recent 
5-yearly report of the UN’s Intergovernmental Panel on 
Climate Change predicts a rise in average global surface 
temperature of 1·8–4·0°C by the end of the 21st century.36 
The risks to human health from climate changes will 
arise from various factors including increased exposures 
to thermal extremes and weather disasters, as well as the 
spread of vector-borne, food-borne, and water-borne 
infections.37 The links between environmental issues and 
other major health issues, such as chronic non-
communicable diseases, are already evident, for example 
our reliance on motorised transport.38

The three main determinants of the environmental 
changes are population size, the level of wealth and 
consumption, and technology. For several decades, little 
attention has been paid to the population factor, although 
this has begun to change with the recognition that there 
is a need to increase the decline in fertility alongside the 
required changes in technology choices and economic 
practices.39 Although scientifi c issues and uncertainty 
remain to be resolved, the key issue is now the politics of 
environmental change.40

Socioeconomic determinants of health
One glaring failure of global public health has been the 
lack of progress on the underlying socioeconomic 
determinants of health, and not just water, sanitation, 
and hygiene as mentioned above. A major consequence 
of this neglect is that health equity remains elusive. The 
reasons for this neglect include the dominance of the 
neoliberal approach to social policy with its emphasis on 
market-based solutions to health problems, the diffi  culty 
of intersectoral action, the focus by development agencies, 
foundations and politicians on short-term goals, and the 
absence of a strong global movement for health improve-
ment and health equity.

The causes of health inequalities lie in the social, 
economic, and political mechanisms that lead to social 
stratifi cation according to income, education, occupation, 
gender, and race or ethnicity. In 2005 Lee Jong-Wook, 
then Director-General of WHO, launched the Com-
mission on the Social Determinants of Health to identify 
ways of overcoming the causes of health inequalities. 
The commission’s fi nal report stresses several important 
needs: to improve daily living conditions, including the 
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circumstances in which people are born, grow, live, work 
and age; to tackle the inequitable distribution of power, 
money, and resources (the structural drivers of those 
conditions) worldwide, nationally, and locally; and to 
measure and understand the problem and assess the 
eff ect of action.41 The report is a major contribution to 
global public health with its breadth of vision and strong 
evidence base. Achievement of the fi ne goals of the report 
depends on the willingness of WHO, its member states, 
other key international agencies, and civil society to 
strengthen the social justice approach to health and give 
greater attention to intersectoral actions. This will depend 
in part on how well the commission’s agenda links with 
other key WHO priorities, especially primary health care 
and strengthening of health systems.

A global scorecard for public health
Our fi rst assessment of the state of global public health 
10 years ago suggested that public health was at a 
crossroad.42 Despite substantial and unappreciated 
achievements over the second half of the 20th century, 
we were cautiously optimistic that public health practi-
tioners were beginning to embrace the full breadth of the 
challenges that were then apparent.

We believe that this optimism was justifi ed. Here we 
summarise, in the style of Cochrane, the current situation 
with a scorecard that identifi es fi ve areas key to the 
agenda of global public health: maternal, newborn, and 
child health; infectious diseases; chronic non-com-
municable diseases; global environmental changes; and 
the social determinants of health. We focus on several 
diseases and issues that contribute substantially to the 
global disease burden and have the greatest potential for 
overall improvement of population health.

The scorecard assesses four key components of the 
response of global public health to each area: leadership; 
infrastructure; evidence for action based on the availability 
of health information and cost-eff ective interventions; 
and the health systems’ response.3 The table summarises 
the indicators used for the diff erent components and 
criteria of success in this subjective assessment. Criteria 
for progress in each component are scored on the basis 
of our judgments with the traffi  c-light system: green if 
the criteria of success are met; amber if the criteria are 
partly met; and red if none are met. 

Figure 3 shows the global scorecard for public health. 
Overall, our initial optimism seems justifi ed, although it 
must be balanced against the complexity and interactive 
nature of the issues to be addressed. Positive developments 
over the past decade and the recent advocacy for 
strengthening of health systems and the social 
determinants of health suggest that the broad approach 
to public health has credibility. Global leadership is most 
evident in the control of infectious diseases and the 
child component of maternal, newborn, and child health. 
Although there has been advocacy progress in the other 
areas, none are fi rmly on the global health agenda. 

Financial resources are increasingly fl owing to infectious 
diseases as a result of the charity and security framework, 
and to maternal, newborn, and child health, but not yet 
to the other areas. Human resources are defi cient in all 
areas. The availability of evidence for action in most areas 
is an encouraging development, although there are still 
gaps in the areas of global environmental changes and 
the social determinants of health. Strengthening of 
health systems, with an integrated response to single-
disease issues, is increasingly on the global agenda; the 
wider responses of health systems to global environmental 
changes and underlying determinants of health are not 
yet in place.

Improving the eff ectiveness of public health: 
next steps
The next steps in the development of the scorecard are 
the agreement on the criteria for a more formal 
measurement of status and progress, development of 
national scorecards for public health, which could feed 
into regional scorecards, and fi nally the development of a 
more sophisticated global scorecard based on the regional 
and national scorecards. WHO, in consultation with 
member states and non-governmental organisations 

Criteria for success

Global leadership for public health

Agenda Is the area fi rmly on the global health agenda, including WHO?

Advocacy Is there strong and sustained evidence-based pressure for action in the area?

Infrastructure

Financial resources Are adequate resources given to the area?

Human resources Is the workforce suffi  cient for the area?

Evidence for action

Data Are data available for measuring the associated burden and for tracking trends? 

Cost-eff ective 
interventions

Are cost-eff ective interventions available and feasible for scaling up?

Health systems

Strengthening Does health system strengthening give due attention to the area?

Integration Is the area being explicitly integrated with other health areas in national health plans?

Table: Components of the scorecard for global public health and criteria for success

Advocacy Agenda Financial
resources

Human
resources

Available
data

HSSAvailable
cost-effective
intervention

Integration

Global leadership Infrastructure Evidence for action Health systems

MNCH

Infectious diseases

Chronic non-
communicable
diseases

Global
environmental
changes

Social determinants

Figure 3: Scorecard for global public health
Green=criteria are met. Amber=criteria are partly met. Red=criteria are unmet. MNCH=maternal, neonatal, and 
child health. HSS=health system strengthening.
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such as the Institute for Health Metrics and Evaluation, 
could assume responsibility for further development and 
benchmarking of the criteria, which would then be 
applied nationally under the leadership of ministries of 
health with the involvement of independent experts. 
WHO could also take responsibility for monitoring 
progress on the scorecard. Other important issues, such 
as nutrition, could also be covered in future iterations of 
the scorecard. The scorecard indicates many areas in 
which the eff ectiveness of global public health needs 
urgent strengthening. 

Leadership and coordination
Global health is varied, complex, and changing. The 
movement for global health improvement is led by WHO, 
which has a constitutional mandate to address global 
health issues. Some of the greatest achievements in 
public health, for example smallpox eradication and, 
more recently, the 3 by 5 initiative to promote access to 
drugs for HIV/AIDS, the response to SARS, development 
of the International Health Regulations, and the WHO 
Framework Convention on Tobacco Control,43 have been 
led by WHO. Most importantly, WHO, under the 
leadership of Dr Gro Harlem Brundtland, fi rmly placed 
health on the global development agenda; health 
issues—most recently, diabetes44—have been discussed 
at the UN General Assembly on several occasions. The 
health implications of global trade are widely recognised 
even if the Doha round of negotiations has collapsed.45 

Until recently, WHO was the only global agency for 
public health. The situation is now vastly more 
complicated, with WHO only one of more than 100 
global health agencies. Over the past three decades the 
World Bank has assumed a major role, and not always 
had a positive infl uence. Other key players are UNAIDS, 
UNICEF, the UN Population Fund, governmental 
agencies, funds (Global Fund to Fight HIV/AIDS, 
Tuberculosis and Malaria, the Global Alliance for 
Vaccines and Immunization), foundations (Bill and 
Melinda Gates, Open Society Institute working with 
national Soros Foundations, Instituto Carso de la Salud, 
Doris Duke, Bloomberg Philanthropies), and a host of 
other organisations and NGOs—public and private—
most of whom have very focused priorities. The recent 
joining of Gates with Bloomberg to support tobacco 
control in low-income and middle-income countries is 
an important example of the potential role of private 
agencies.46

Ensuring coherence and collaboration among the 
organisations involved and the underpinning of health 
development with the broad view of public health is a 
major challenge. Unfortunately, WHO has not been able 
to take this lead role, at least in part because of fi nancial 
and organisational constraints,47 but also because many 
agencies were created to fi ll perceived defi ciencies of 
WHO.48 A promising International Health Partnership 
was launched by the UK Prime Minister Gordon Brown 

in 2007 as an agreement between donors and low-income 
and middle-income countries to better coordinate 
external support to deliver better health outcomes, 
especially for the health-related MDGs.49 The UK is also 
leading the way in asserting the primacy of health for 
human development with proposals for a government-
wide strategy for global health;50,51 this is a broader vision 
than health as a vehicle for delivering foreign-policy 
goals. It is too early to assess the result of these 
developments. A related task is the integration of the 
multiple calls to action on global health, from chronic 
diseases and mental health to maternal and child health;52 
this would be an important task for the International 
Health Partnership. 

A second priority is to align, over the short term, the 
budget for global health development more closely 
with disease burden and to ensure that WHO’s new 
priorities, especially strengthening of primary health 
care and health systems, respond to the global disease 
burden.53 

A third priority is to broaden the base of the global 
movement for health; a strong voice for civil society, an 
essential ingredient of a comprehensive global response, 
is missing. The People’s Health Movement comes closest 
to this advocacy voice with its call for a revitalisation of 
the principles of the Alma-Ata Declaration and the 
revision of international and domestic policies that 
impact negatively on health and equity. The People’s 
Health Movement exists in about 60 countries, but is 
very unevenly developed ranging from large and 
infl uential organisations in India and parts of Latin 
America to small groups in several other countries. 
Despite the progress over the past decade, strong 
advocacy and political will are both key to continued 
progress in global health.

Infrastructure: resources and workforce
The fi nancial resources available for global health have 
increased greatly over the past decade, although much of 
the additional money has gone into a small set of issues, 
mostly infectious diseases and maternal, newborn, and 
child health, and the available resources are still 
insuffi  cient. Furthermore, the proportion of national 
health budgets allocated to public health activities is less 
than 5%, and typically 1–2%. Simple ways of increasing 
resources include hypothecated taxes on tobacco, alcohol, 
and sugary drinks, which have been used at the national 
level and could be more widely implemented.54 A tax on 
air tickets imposed by participating countries on all 
departing airlines has been used to fund UNITAID, an 
international drug-purchasing facility for HIV/AIDS, 
malaria, and tuberculosis. 

The public health workforce, even when broadly 
defi ned, is defi cient both in numbers and competencies, 
and is poorly linked with the communities served. Much 
attention has been given to the shortage in the clinical 
workforce. Far less attention has been directed at the 

For the People’s Health 
Movement see http://www.
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public health workforce.55 Several promising develop-
ments are under way to promote the public-health work-
force in low-income and middle-income countries,56 
some building on the Schools of Public Health Without 
Walls project, which was supported by the Rockefeller 
Foundation.57 The Public Health Foundation of India, a 
public–private venture, is overcoming the defi cit of well 
trained public health workers by building at least six new 
institutes.58 The James P Grant School of Public Health 
was established in Dhaka, Bangladesh, in 2004 by BRAC 
(formerly the Bangladesh Rural Advancement Committee) 
with the goal of providing relevant education in 
public health in partnership with inter nationally 
recognised schools of public health in Europe and 
America; the School has a strong emphasis on com-
munity-based experiential learning. The most serious 
gaps in training are in Africa, which lacks a plan for the 
development of its capacity for public health education,59 
and in many of the countries of the former Soviet Union60 
in which there is also a need to overcome the antiscience 
legacy of the communist period.61

Evidence for action: improving global health data
The MDGs have drawn attention to the need for 
good quality data to measure global health progress. 
In 1993, the Global Burden of Disease project established 
comparable global estimates for mortality and disability. 
This has been updated to 2004 on the basis of an extensive 
analysis of mortality data for all regions of the world 
together with systematic reviews of epidemiological 
studies and surveys of population health.62

The availability of data has driven the global agenda for 
public health. However, only about a third of the world’s 
population is covered by national death registration 
systems. The coverage is over 95% in Europe, but it is 
lower than 5% in Africa.63 Although population surveys 
provide a lot of information on child mortality in Africa 
and Asia, little is known about levels of adult mortality. 
Many low-income and middle-income countries have 
inadequate surveillance systems for chronic diseases and 
their risk factors; the information required to monitor 
trends in disease and death from chronic diseases is 
fragmentary.

WHO and the Health Metrics Network have been 
working towards the improvement of the production, 
reproduction, and use of knowledge for the advancement 
of global health, including extending and improving 
systems of national death registration, and improving 
the methods used to identify causes of death. The 
Institute for Health Metrics and Evaluation will add 
information on coverage of priority interventions, 
resource fl ows, and assessments of health systems and 
provide independent assessments of global progress.64 

Health systems 
A crucial issue for the development of global public 
health is the strengthening of health systems with an 

integrated response to all priority issues. Although the 
focus has been on the building of systems for HIV/AIDS 
and other infectious diseases, health systems must 
respond to all chronic conditions, irrespective of cause, 
on the basis of a reinvigorated approach to primary 
health care.53 WHO’s current attention to health sys-
tems and primary health care is timely, although the 
eff ect at the country level will take time to be realised.65 
The Global Fund and the Global Alliance for Vaccines 
and Immunization have committed to health sys-
tems strength ening in the context of their speci fi c 
concerns.66 

Health systems need to implement available cost-
eff ective and relatively cheap interventions, both for 
whole populations and high risk individuals. Although 
there is a great potential for health improvement and 
health equity with these interventions, for example in the 
prevention and control of chronic diseases, the treatment 
gaps are huge.32 Filling these gaps will require a major 
investment in research into health policy and systems 
with a focus on implementation issues. 

Conclusion
Progress in global public health has been substantial in 
the past decade; this is not surprising given the level of 
interest from G8 countries, development agencies, and 
foundations. Most of the progress has been around 
specifi c issues, although the recent prominence of global 
environmental changes and the underlying determinants 
of health and health equity augur well for a broader 
public health approach to global health.4 The eradication 
of poverty and extreme hunger and the reduction in 
population growth remain central to the global health 
agenda; the challenge of poverty reductions is made 
greater by the environmental limits to continued global 
economic growth.67

Cochrane’s legacy has been the strengthening of the 
evidence base for medicine and public health, especially 
his advocacy for randomised controlled trials. 
The Cochrane Collaboration, Database, and Library have 
secured this legacy through encouragement, system-
atisation, and dissemination of the evidence base for a 
huge range of interventions in a broad number of areas. 
The Cochrane Collaboration on Public Health has lagged 
behind other disciplines, but is now gathering pace 
although the translation of evidence on public health into 
policy and practice is usually more diffi  cult than that of 
clinical evidence. Failure to implement the available 
knowledge remains a serious impediment to progress, as 
identifi ed by Cochrane. In 1972 he proposed that “all 
eff ective treatments must be free”,2 this should now be 
rephrased as a call for rapid scaling up of cost-eff ective 
and feasible interventions for public health.

We have developed a scorecard for global public health 
as a simple snapshot of the current status of global 
public health. Progress has been made in several key 
areas (especially control of infectious diseases and child 

For the James P Grant School of 
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health). However, there remains much to be done to 
complete the unfi nished global health agenda in the 
poorest countries as represented by the MDGs, and the 
more broadly based and globally relevant new agenda 
represented by chronic non-communicable diseases, 
global environmental change and the underlying deter-
minants of health. 

Higher priority must now be given to both the 
unfi nished and the new agendas, globally and nationally, 
on the basis of a broad public health approach to global 
health improvement and health equity. The ethical basis 
of global public health requires strengthening, especially 
to support the legitimate role of the state in promoting 
health and reducing health inequalities.68 The state has 
the key leadership function in public health, given the 
importance of intersectoral actions for health improve-
ment, and the primacy of national goals and targets over 
the interests of specifi c partners, for example the private 
sector.

The overriding need now is for ongoing advocacy for a 
broad public health approach to global health. There are 
lessons available on the diffi  cult process of gaining 
political priority for global health inititatives.12 However 
desirable, the possibility of new forms of global 
governance is slim; we need to make the most of existing 
institutional arrangements while trying to make them 
more accountable to all people.69 The prime responsibility 
for strengthening political will through advocacy rests 
with the wider public-health workforce and their 
professional organisations. As citizens we all have a 
responsibility to live sustainably and to infl uence the 
political bodies that represent us. As we celebrate further 
progress in global public health we should be drawing 
and applying lessons for human development more 
generally. By promoting global health we are paving the 
way for a better life for all people.70 
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