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Foreword

he philosophy, skills, and knowledge essential

for global health practice continue to improve

with experience. The objective, of course, is the
improvement of health for everyone in the world, or
global health equity. The means to achieve that objec-
tive require harnessing every resource and skill pos-
sible in every country. When it comes to health, no
country is more important than any other.

The United States has direct experience with the
returns of global investment in health. When Pres-
ident Lyndon Johnson provided funds for global
smallpox eradication in 1966, the United States had
not had a case of smallpox for 17 years. It would have
been easy to say this was not an American problem.
Yet the investment to eliminate smallpox in the rest
of the world had immediate financial benefits because
treating Americans with adverse effects caused by the
vaccine was no longer necessary. We did not have to
tolerate 6 to 8 deaths each year due to the vaccine.
And savings were realized in foreign quarantine pro-
cedures as well. This country recoups its investment
in smallpox eradication every 3 months—more than
150-fold, to date, and it will continue forever, an
infinite benefit—cost ratio.

Because of the increasing number of global health
programs, health benefits continue to accrue for every
country. More than 35,000 deaths are averted each day
in children younger than the age of 5, as compared to
60 years ago, when my interest in global health was
kindled. In addition to smallpox, we stand at the brink
of eradicating Guinea worm disease and polio. The
number of measles deaths has declined by more than
95% and, according to the World Bank, 250,000 peo-
ple move out of poverty every day. It is a miraculous
time for global health.

And science marches on, in ways that promise
even more benefits in the next decade. Immuniza-
tion rates are improving, new vaccines are becoming
available, and the world is slowly moving to address
chronic diseases, environmental health problems, and
injury control in larger geographic areas. Even the
health problems associated with global warming now
engage many countries, including the largest polluters

© Anton Balazh/Shutterstock

of the environment. Evolution is evident in humanity’s
responses to its global health problems.

No global health decision stands alone. Instead,
such decisions are always dependent on political
decisions and compromises. It is difficult enough to
gain agreement on a local level, where groups are
acquainted and share many experiences. It is many
times more difficult to achieve agreement across polit-
ical and cultural divides. Global health workers are
forced to learn diplomatic skills and to understand
the art of cross-cultural transactions. Despite such
difficulties, some of my best professional memories
involve meetings, discussions, and field activities
involving people of various cultures and languages.
Successful approaches thrive on the shared knowledge
of people with different life experiences.

For all of the improvements, there are, neverthe-
less, areas of concern. The rapid expansion of academic
programs in global health presents practical problems
for students. We need more teachers who have actu-
ally worked in resource-poor situations. I attended a
superb tropical public health program 50 years ago,
but not a single faculty member had actually lived in
tropical areas, although they were frequent consul-
tants to field programs. The training of pediatricians,
surgeons, or internists involves hands-on experiences.
Likewise, we need to increase the ability of students to
have problem-solving experiences in poor areas, while
they are still in school.

This text also addresses the very real shortcomings
of how global health is organized. We are often critical
of the World Health Organization (WHO) and other
agencies without acknowledging that we organized
them to be dysfunctional. WHO has regional offices
that can undercut the WHO headquarters decisions
because the United States insisted, 70 years ago, on
strong regional offices in its attempt to protect the Pan
American Health Organization. We imposed the bur-
den of 195 health ministers as WHO’s board of direc-
tors, and annually tell WHO to reduce its budget. Then
we condemn WHO for an inadequate response to the
Ebola virus. It is time to ask what has been learned
in 70 years and how we can use that experience to
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improve our global organizations to better protect the
health of all.

Finally, WHO promoted primary health care
at the Alma Ata conference 40 years ago, yet we
are still struggling to implement village-level inter-
ventions and better understand the social deter-
minants of health. This year the world will again
come together at a conference in Kazakhstan to
recommit to strengthening primary health care in
order to achieve universal health coverage and the
Sustainable Development Goals. No risk factor is
as great as poverty. Nevertheless, while progress is
being made and the World Bank has championed
the cause, deliberate action to reduce poverty is still
an underdeveloped tool in the daily lives of health

departments in every country. Moreover, keeping
people healthy helps to keep them productive. The
world will not be a great place for any of us until it is
a great place for all of us.

Drs. Merson, Black, and Mills have again brought
us a comprehensive text that helps to make sense of
an enlarging and challenging field. It is an enormously
valuable guide for students, teachers, practitioners,
and researchers alike, which helps to map out the jour-
neys of those who will change the future and make our
planet a healthier one.

William Foege
Professor Emeritus, Rollins School of Public Health,
Emory University
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Michael H. Merson, Robert E. Black, and Anne J. Mills

r'. I I"he three of us are privileged to serve as faculty
at universities that provide education every year
to hundreds of graduate and undergraduate

students motivated to learn about global health issues

and challenges. Many of these students plan to or have
already begun careers in global health research, policy,
practice, teaching, or administration. This text is writ-
ten for these students around the world, as well as for
those who teach and mentor them. In this Introduc-
tion, we define global health, provide a brief history
of the field, and summarize its many accomplishments
and challenges. We then explain how we put this Fourth
Edition together and how we think it can best be used.

» What Is Global Health?

Global health is a burgeoning field, which has seen a
major surge of interest as an area of academic study in
the last decade. Essentially, global health has replaced
international public health in both concept and reality.
International public health focuses on the application
of the principles of public health to health problems
and challenges that affect low- and middle-income
countries (LMICs) and to the complex array of global
and local determinants that influence them. Global
health maintains this focus, but places much greater
emphasis on health issues that concern many coun-
tries or that are affected greatly by transnational deter-
minants, such as climate change or urbanization.
This greater emphasis on the scope and location of
health problems provides the opportunity to address
cross-border issues as well as domestic health dispari-
ties in high-income countries.

While international public health primarily
applies the principles of public health, there is now
agreement that success and progress in improving
health around the world requires a multidisciplinary
and interdisciplinary approach that includes, yet
extends beyond, public health. Professionals from
many disciplines and academic fields possess the skills
and knowledge needed to understand the various

determinants of health and develop strategies that will
address these determinants, thereby sharing goals to
improve the health of populations. These disciplines
and professional fields include social and behavioral
sciences (including sociology, economics, psychol-
ogy, anthropology, political science, and international
relations), biomedical and environmental sciences,
engineering, business and management, public policy,
law, history, and divinity. Furthermore, while efforts to
reduce health disparities should focus on prevention,
treatment, care, and curative strategies must also be
addressed when developing solutions to global health
challenges. This call for multipronged action further
emphasizes the need for a multidisciplinary approach.

In addition, while social justice must continue to
be a central pillar of health, the approach to achiev-
ing health equity and finding solutions to reducing
health disparities must now much more strongly
emphasize global cooperation. Rather than following
a model that transfers ideas and resources from high-
income countries, organizations, or funding agencies
to low- and middle-income settings, it is imperative
to pursue “a real partnership, a pooling of experience
and knowledge, and a two-way flow between devel-
oped and developing countries” when implementing
health interventions or programs (Koplan et al., 2009,
p. 1995).

Today we live in an increasingly connected world,
but the challenges to reduce health disparities are
considerable, and the tenets of global health provide
a unique insight and strategic approach to addressing
them. Given this evolution in our thinking, there has
been an understandable interest in defining global
health. In 1997, the U.S. Institute of Medicine (IOM)
released a report that broadly defined global health
as “health problems, issues, and concerns that tran-
scend national boundaries, may be influenced by cir-
cumstances or experiences in other countries, and are
best addressed by cooperative actions and solutions”
(Board on International Health, 1997, p. 1). More than
10 years later, IOM amended its definition, describing
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global health “not just as a state but also as the goal of
improving health for all people by reducing avoidable
disease, disabilities, and deaths” (Committee on the
U.S. Commitment to Global Health, 2009, p. 5).
Although a number of other definitions for global
health have been proposed, we prefer the definition of
global health that was adopted by the Consortium of
Universities for Global Health (CUGH). CUGH was
formed to promote, facilitate, and enhance the growth
of global health as an academic field of study. It has
defined global health as follows:

[A]n area for study, research, and practice
that places a priority on improving health
and achieving equity in health for all people
worldwide. Global health emphasizes trans-
national health issues, determinants, and
solutions; involves many disciplines within
and beyond the health sciences and promotes
interdisciplinary collaboration; and is a syn-
thesis of population-based prevention with
individual-level clinical care. (Koplan et al.,
2009, p. 1995)

When providing this definition, an effort was
made to explain the differences between public health,
international health, and global health. While these
terms certainly share areas of overlap, this comparison

helps to draw out global health’s distinctive qualities.
(EXHIBIT I-1).

» ABrief History of Global Health

Tracing the roots of global health brings us to the
history of international public health. This history
encompasses the origins of public health and can be
viewed as the story of how populations experience
health and illness; how social, economic, and polit-
ical systems create the possibilities for healthy or
unhealthy lives; how societies create the preconditions
for the production and transmission of disease; and
how people, both as individuals and as social groups,
attempt to promote their own health or avoid illness
(Rosen & Morman, 1993). A number of authors have
documented this history (Arnold, 1988; Basch, 1999;
Leff & Leff, 1958; Rosen & Morman, 1993; Winslow &
Hallock, 1933). A brief history is presented here pri-
marily to provide a perspective for the challenges that
face us today (EXHIBIT I-2).

The Origins of Public Health

It is difficult to select a date for the origins of the field
of public health. Some would begin with Hippocrates,
whosebook Airs, Waters, and Places, published around

EXHIBIT I-1 Global Health, International Health, and Public Health

Global Health International Health Public Health

Focuses on issues that directly or
indirectly impact health but can
transcend national boundaries.

those of LMICs.

Development and implementation
of solutions often require global
cooperation.

Embraces both prevention in
populations and clinical care of
individuals. individuals.
Health equity among nations and for
all people is a major objective. nations.
Highly interdisciplinary and
multidisciplinary within and beyond
health sciences.

multidisciplinarity.

Focuses on health issues of countries
other than one’s own, especially

Development and implementation
of solutions usually involve
binational cooperation.

Embraces both prevention in
populations and clinical care of

Seeks to help people of other

Embraces but has not emphasized

Focuses on issues that impact
the health of the population of a
particular community or nation.

Development and implementation
of solutions usually do not involve
global cooperation.

Mainly focused on prevention
programs for populations.

Health equity within a nation or
community is a major objective.

Encourages multidisciplinary
approaches, particularly within
health sciences and with social
sciences.
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EXHIBIT I-2 History of Global Health: A Summary

400 BC: Hippocrates presents the causal relationship between environment and disease.
First century AD: Romans introduce public sanitation and organize a water supply system.
14th century: The “Black Death” (bubonic plague) leads to quarantine and cordon sanitaire.
Middle Ages: Colonial expansion spreads infectious diseases around the world.

1750-1850: The Industrial Revolution results in extensive health and social improvements in cities in Europe and the
United States.

1850-1910: Knowledge about the causes and transmission of communicable diseases is greatly expanded.

1910-1945: Significant reductions in child mortality occur. Schools of public health and international foundations and
intergovernmental agencies interested in public health are established.

1945-1990: The World Bank, World Health Organization (WHO), and other United Nations agencies are created. WHO
eradicates smallpox. The Alma Ata conference gives emphasis to primary health care. The HIV/AIDS pandemic begins. The
United Nations Children’s Fund (UNICEF) leads efforts to ensure universal childhood immunization. Greater attention is
given to noncommunicable diseases (NCDs).

1990-2000: Priority is given to health-sector reform, the impact of and responses to globalization, cost-effectiveness,
and public—private partnerships in health.

2000-2010: Priority is given to equity, social determinants of health, health and development, use of innovative
information and communications technologies, declaration of the Millennium Development Goals (MDGs), and response
to influenza.

2010-2020: Priority is given to climate change’s impact on health, growing burden of NCDs, increasing threat of emerging
and re-emerging diseases, global health security, universal health coverage, proliferation of innovative technologies for

delivery of prevention and care services, and the declaration of the Sustainable Development Goals (SDGS).

400 BC, was the first systematic effort to present the
causal relationships between environmental factors
and disease and offer a theoretical basis for an under-
standing of endemic and epidemic diseases. Others
would cite the introduction of public sanitation and
an organized water supply system by the Romans in
the first century AD. Many would select the bubonic
plague (“Black Death”) pandemic of the 14th century;,
which began in Central Asia; was carried on ships to
Constantinople, Genoa, and other European ports;
and then spread inland, killing 25 million persons
in Europe alone. In responding to this devastating
infectious disease, the Great Council of the city of
Ragusa (now Dubrovnik, Croatia) followed a conta-
gion theory, which recommended the separation of
healthy and sick populations; it issued a document
stating that outsiders entering the city must spend
30 days in the restricted location of nearby islands
(Stuard & NetLibrary, 1992). The length of time for
this isolation period, dubbed trentino, was eventually
increased from 30 to 40 days, introducing the con-
cept of the modern quarantine (Gensini, Yacoub, &
Conti, 2004).

The Middle Ages was also the period when many
cities in Europe, particularly through the formation
of guilds, took an active part in establishing hospitals

and other institutions to provide medical care and
social assistance. At the same time, many European
countries began to expand their horizons abroad,
by exploring and colonizing new lands. The travel-
ers brought some diseases with them (e.g., influenza,
measles, smallpox), and those who settled in these
colonial outposts were forced to confront diseases
that had never been seen in Europe (such as syphi-
lis, dysentery, malaria, and sleeping sickness). Euro-
pean explorers also carried pathogens from one part
of Africa to another, and from one area of the globe to
another (e.g., from Africa to North America through
the slave trade). On long voyages, the greatest enemy
of the sailor was often scurvy—at least until 1875,
when the British government issued its famous order
that all men-of-war should carry a supply of lemon
juice as a preventive measure.

The Age of Enlightenment (1750-1830) was a piv-
otal period in the evolution of public health. It was a
time of social action in relation to health, as reflected
by the new interest taken in the health problems of
specific population groups. During this period, rapid
advances in technology led to the development of fac-
tories. In England and elsewhere, this industrialization
was paralleled by expansion of the coal mines. The
Industrial Revolution had arrived. During this period,
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sanitaire the populations of the cities of England and
other industrialized nations grew enormously, with
overcrowded, unsanitary conditions in these urban
areas leading to outbreaks of cholera and other epi-
demic diseases, which ultimately resulted in high rates
of child mortality. Near the end of this period, signif-
icant efforts were made to address these problems.
Improvements were made in urban water supplies and
sewerage systems, municipal hospitals arose through-
out cities in Europe and the east coast of the United
States, laws were enacted limiting children’s ability to
work, and data on deaths and births began to be sys-
tematically collected in many places.

As industrialization continued, it became obvious
that more efforts to protect the health of the public
were needed. These changes occurred first in England,
regarded as the first modern industrial country,
through the efforts of the noted social reformer Edwin
Chadwick. Beginning in 1832, he headed up the royal
Poor Law Commission, which undertook an extensive
survey of health and sanitation conditions throughout
the country. The work of this commission led in 1848
to the Public Health Act, which created a General
Board of Health that was empowered to appoint local
boards of health and medical officers of health to deal
effectively with public health problems. The impact of
these developments was felt throughout Europe and
especially in the United States, where it stimulated cre-
ation of health departments in many cities and states.

Cholera, which in the first half of the 19th
century spread in waves from South Asia to the Mid-
dle East and then to Europe and the United States,
did the most to stimulate the formal international-
ization of public health. The policy of establishing a
cordon sanitaire—an action applied by many Euro-
pean nations in an effort to control the disease—had
become a major restraint on trade, necessitating an
international agreement. In 1851, the First Interna-
tional Sanitary Conference was convened in Paris to
discuss the role of quarantine in the control of cholera,
plague and yellow fever, which were causing epidem-
ics throughout Europe. Although no real agreement
was reached, the conference laid the foundations for
international cooperation in health.

The latter part of the 19th century was distin-
guished by the enormous growth of knowledge in
the area of microbiology, as exemplified by Louis
Pasteur’s proof of the germ theory of disease, Robert
Koch’s discovery of the tubercle bacillus, and Walter
Reed’s demonstration of the role of the mosquito in
transmitting yellow fever. Between 1880 and 1910, the
etiologic causes and means of transmission of many

communicable diseases were discovered in laborato-
ries in North America and Europe. The development
of this knowledge base was paralleled by related dis-
coveries in the sciences of physiology, metabolism,
endocrinology, and nutrition. Dramatic decreases
were soon seen in child and adult mortality thanks to
improvements in social and economic conditions, dis-
covery of vaccines, and implementation of programs
in health education. The way was now clear for the
development of public health administration based on
a scientific understanding of the principles involved in
the transmission of communicable diseases.

The first two decades of the 20th century wit-
nessed the establishment of three formal intergovern-
mental public health bodies: the International Sanitary
Bureau to serve nations in the western hemisphere
(in 1904); I'Office Internationale d'Hygiene Publique
in Paris, which was concerned with prevention and
control of the main quarantinable diseases (in 1909);
and the League of Nations Health Office (LNHO) in
Geneva, Switzerland, which provided assistance to
countries on technical matters related to health (in
1920). In 1926, LNHO commenced publication of
Weekly Epidemiological Record, which evolved into a
weekly publication of the World Health Organization
(WHO) and still is published today. LNHO also estab-
lished many scientific and technical commissions,
issued reports on the status of many infectious and
chronic diseases, and sent its staff around the world
to assist national governments in dealing with their
health problems.

In North America and countries in Europe, the
explosion of scientific knowledge in the latter part of
the 19th century and the belief that social problems
could be solved stimulated universities, such as Johns
Hopkins, to establish schools of public health. In
France, public subscriptions helped to fund the Insti-
tut Pasteur (named in honor of Louis Pasteur) in Paris,
which subsequently developed a network of institutes
throughout the francophone world that produced sera
and vaccines and conducted research on a wide variety
of tropical diseases. Another significant development
during this period was the founding of the Rockefel-
ler Foundation (in 1909) and its International Health
Commission (in 1913). During its 38 years of opera-
tion, the commission cooperated with many govern-
ments in campaigns against endemic diseases such as
hookworm, malaria, and yellow fever. The Rockefeller
Foundation also provided essential financial support
to help establish medical and public health schools
around the world; and later international health
programs in a number of American and European
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schools of medicine and public health. All of these
developments were paralleled by the development and
strengthening of competencies in public health among
the militaries of the United States and the countries
of Europe, stimulated in great part by the buildup to
and realities of World War I. Following the war, there
was increasing recognition that much ill health in the
colonial world was not easily solvable with medical
interventions alone, but rather was intractably linked
to malnutrition and poverty.

Some historians would date the beginning of
international public health to the end of World War II.
The ending of European colonialism, the need to
reconstruct the economies of the United States and the
countries of Western Europe, and the rapid emergence
of newly independent countries in Africa and Asia
were all forces that led to the creation of many new
intergovernmental organizations. The United Nations
Monetary and Financial Conference, held in Bretton
Woods, New Hampshire, in 1944 and attended by rep-
resentatives from 43 countries, resulted in the estab-
lishment of the International Bank for Reconstruction
and Development (more commonly known as the
World Bank) and the International Monetary Fund.
The former initially lent money to countries only at
prevailing market interest rates, but in 1960 it began to
provide loans to poorer countries at much lower inter-
est rates and with far better terms through its Interna-
tional Development Association. It was not until the
early 1980s, however, that the World Bank began to
accelerate greatly its provision of loans to countries for
programs in health and education. By the end of that
decade, these loans had become the greatest source of
foreign assistance to LMICs (Ruger, 2005).

In the decade after World War II, many other
United Nations organizations (e.g., UNICEF) and
specialized agencies (such as WHO) were formed to
assist countries in strengthening their health, social,
and economic sectors. In addition, most of the wealth-
ier industrialized countries established agencies or
bureaus that funded bilateral projects in specific
LMICs. Among the historical colonial powers, such
assistance was most often provided to their former
colonies.

Many of the international health efforts in the
1960s and 1970s were dedicated to the control of spe-
cific diseases. A global effort to control malaria was
hampered by a number of operational and technical
difficulties, including the vector’s increasing resis-
tance to insecticides and the parasite’s resistance to
available antimalarial drugs. In contrast, the cam-
paign to eradicate smallpox, led by WHO, successfully

A Brief History of Global Health XXV

eliminated the disease in 1981 and stimulated the
establishment of the Expanded Program on Immu-
nization, which focused on the delivery of effective
vaccines to infants. Also, during the 1970s, two large
international research programs were initiated under
the co-sponsorship of various United Nations agen-
cies: The Special Program for Research on Human
Reproduction (focusing on development and testing
of new contraceptive technologies) and the Tropical
Disease Research Program (providing support for the
development of better means of diagnosis, treatment,
and prevention of six tropical diseases, including
malaria). Greater attention also was gradually given
to chronic diseases, commonly known as noncom-
municable diseases (NCDs), such as cardiovascular
and cerebrovascular diseases and cancer.

In 1978, WHO organized a conference in Alma
Ata in the former Soviet Union that prioritized the
delivery of primary healthcare services and set the goal
of “health for all by the year 2000.” Rather than focus-
ing solely on control of specific diseases, this confer-
ence called for international efforts to strengthen the
capacities of LMICs to extend their health services
to populations with poor access to prevention and
care. The concerns of tropical medicine, which were
concentrated on the infectious diseases of warm cli-
mates, were replaced by an emphasis on the provision
of health services to reduce morbidity and premature
mortality in resource-poor settings (De Cock, Lucas,
Mabey, & Parry, 1995). Given the limited financial and
managerial capacities of many governments, increased
attention was paid to the role of nongovernmental
organizations (NGOs) in providing these services.
As a result, many mission hospitals, particularly in
sub-Saharan Africa, expanded their activities in their
local communities, the number of local NGOs began
to increase, and a number of international NGOs (e.g.,
Save the Children, Oxfam, Médecins Sans Frontiéres)
greatly expanded their services, often with support
from bilateral agencies. Disease-specific efforts—most
notably UNICEF’s Child Survival Program, with its
acronym GOBI (growth charts, oral rehydration,
breastfeeding, immunization) and its goal of univer-
sal childhood immunization by 1990—were seen by
many as programs that both focused on specific health
problems and provided a means of strengthening
health systems.

The emergence of what is sometimes called
“the new public health” was heralded by the Ottawa
Charter of 1986, which was meant to provide a plan
of action to achieve the “health for all” targets set
forth at Alma Ata. The Ottawa Charter pioneered the
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definition of health as a resource for development,
rather than merely a desirable outcome of develop-
ment. The prerequisites for health that were outlined
in the charter were diverse and included peace, shelter,
education, food, income, a stable ecosystem, sustain-
able resources, social justice, and equity. Moreover, the
charter emphasized the importance of structural fac-
tors that affect health on a societal level, rather than
focusing only on the risk behaviors of individuals. It
called on the worldwide health community to address
health disparities by engaging and enabling peo-
ple to take charge of their health at community and
policy-making levels. This shift from a “risk behavior”
focus to an emphasis on “risk environment” contin-
ues to resonate in contemporary public health practice
and research.

One hugely influential development in the 1980s
was the onset of the human immunodeficiency virus
(HIV)/acquired immunodeficiency syndrome (AIDS)
pandemic. By the time a simple laboratory test to
detect HIV was discovered in 1985, more than 2 mil-
lion persons in sub-Saharan Africa had been infected.
In 1987, WHO formed the Global Programme on
AIDS, which within 2 years became the largest inter-
national public health effort ever established, with an
annual budget of $90 million and 500 staff working in
Geneva, Switzerland, and in more than 80 LMICs. In
1995, with some 20 million persons infected with HIV
(mostly living in LMICs), and with the understand-
ing that the pandemic could be brought under control
only through a multisectoral effort, the program was
transformed into a joint effort of UN agencies known
as the Joint United Nations Programme on HIV/AIDS
(UNAIDS). The global response to HIV/AIDS helped
to shape the field of global health from its emphasis on
intersectoral collaboration, health and human rights,
global advocacy for health, and focus on prevention
and treatment.

The Origin and Growth of Global Health

The end of the Cold War ushered in dramatic changes
that stimulated the development of the new concept of
global health. Major shifts in political and economic
ideologies led to a reconsideration of the role of gov-
ernments, including how they should finance and
deliver public services. Greater attention was given
to increasing the role of civil society and the private
sector in achieving universal health coverage. Indeed,
global health as it relates to health systems in the last
decade of the 20th century and the first two decades of
the 21st century can be characterized by its emphasis

on health-sector reform, cost-effectiveness as an
important principle in the choice of interventions, and
public-private partnerships in health, paralleled by a
rapid expansion of innovative technologies.

Although rising incomes have long been known
to improve health status, increased attention has been
paid to the relationship between health and pov-
erty, and the importance of a healthy population for
achieving economic development. Participation of
sectors other than the health sector is now viewed
as essential for achieving a healthy population. More
and more countries are experiencing the demographic
transition to societies with rapidly increasing num-
bers of middle-aged and older adults, and in turn are
being challenged with providing preventive and care
services that address health problems of both the poor
and the wealthy simultaneously. Increasing life expec-
tancy, urbanization, and resultant changing lifestyles
have contributed to an ever-increasing burden of
NCDs. India and China, for example, now have high
rates of cardiovascular disease, stroke, and diabetes.
Not surprisingly, issues regarding equity in the avail-
ability of drugs and vaccines and in access to other
technological advances have drawn greater attention.
Healthy populations are also now viewed as essential
for domestic security.

The first decade of the 21st century witnessed the
addition of new multifaceted and complex issues to the
list of global health challenges—among them, human
migration and displacement, bioterrorism, emerging
pathogens, climate change, and disaster preparedness.
It was within this context that the United Nations Gen-
eral Assembly adopted the Millennium Declaration in
September 2000 as a set of guiding principles and key
objectives for international cooperation. The declara-
tion underscored the need to address inequities that
have been created or worsened by globalization, and
to form new international linkages to achieve and pro-
tect peace, disarmament, poverty eradication, gender
equality, a healthy environment, human rights, and
good governance. The goals dealing specifically with
development and poverty eradication become known
as the Millennium Development Goals (MDGs); three
of them pertained primarily to health (shown in bold
in EXHIBIT I-3). In addition, Goal 1 included reduction
in childhood undernutrition. All 191 member states
of the UN pledged to meet the MDGs by 2015.

Building on the achievements of the MDGs (cov-
ered later), as well as learning from their limitations,
the United Nations adopted the 2030 Agenda for Sus-
tainable Development in 2015. Central to this agenda
are the SDGs which comprise 17 goals, 169 associated
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EXHIBIT I-3 Millennium Development Goals

Reduce extreme poverty and hunger by one-half
Achieve universal primary education

Promote gender equality and empower women
Reduce under-5 mortality by two-thirds
Reduce maternal mortality by three-fourths

Ensure environmental sustainability

NN R W -

Reverse the spread of HIV/AIDS, malaria, tuberculosis, and other major diseases

Develop a global partnership for development, with targets for aid, trade, and debt relief

EXHIBIT I-4 Sustainable Development Goals

Goal 1: End poverty in all its forms everywhere

Goal 2: End hunger, achieve food security and improved nutrition, and promote sustainable agriculture

Goal 3: Ensure healthy lives and promote well-being for all at all ages

Goal 4: Ensure inclusive and equitable quality education and promote lifelong learning opportunities for all

Goal 5: Achieve gender equality and empower all women and girls

Goal 6: Ensure availability and sustainable management of water and sanitation for all

Goal 7: Ensure access to affordable, reliable, sustainable, and modern energy for all

Goal 8: Promote sustained, inclusive, and sustainable economic growth, full and productive employment, and decent

work for all

Goal 9: Build resilient infrastructure, promote inclusive and sustainable industrialization, and foster innovation

Goal 10: Reduce inequality within and among countries

Goal 11: Make cities and human settlements inclusive, safe, resilient, and sustainable

Goal 12: Ensure sustainable consumption and production patterns

Goal 13: Take urgent action to combat climate change and its impacts

Goal 14: Conserve and sustainably use the oceans, seas, and marine resources for sustainable development

Goal 15: Protect, restore, and promote sustainable use of terrestrial ecosystems, sustainably manage forests, combat
desertification, halt and reverse land degradation, and halt biodiversity loss

Goal 16: Promote peaceful and inclusive societies for sustainable development, provide access to justice for all, and build

effective, accountable, and inclusive institutions at all levels

Goal 17: Strengthen the means of implementation and revitalize the global partnership for sustainable development

targets, and 230 indicators to guide global sustainable
development through to 2030; the goals are shown
in EXHIBIT I-4. The SDGs seek a more integrated
approach to address the challenges of an increasingly
global and integrated world. While there is only one
health-specific goal—Goal 3: “Good health and well-
being”—it has 13 associated targets and there are
many linkages between health and the other SDGs
and associated targets. For example, Goal 2 includes
elimination of nutritional deficiencies. Achieving the
SDGs will require consistent monitoring and evalua-
tion and both global and national commitment.

In the years since the previous edition of this text
was published, there have been a number of note-
worthy successes in global health, partly due to the
MDGs. Notably, substantial progress was made in

achieving the three health-related MDG goals cited
earlier. First, mortality among children younger
than age 5 dropped 56%, from 12.6 million deaths
in 1990 to 5.6 million deaths in 2016 (WHO, 2017a).
Second, maternal mortality worldwide decreased by
44% between 1990 and 2015 (WHO, 2016b). Third,
there was an almost 26% reduction in malaria deaths
between 2006 and 2016 (Global Burden of Disease
[GBD] Causes of Death Collaborators, 2017). In addi-
tion, in 2016, the number of people who were infected
annually with HIV declined to 1.8 million—a more
than 50% reduction since 1996, when there were
3.5 million new infections. The number of AIDS-
related deaths fell by 48% (to 1 million deaths) since
the peak in 2005 (UNAIDS, 2017a. In addition, for
the first time since the eradication of smallpox, we are
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on the verge of eliminating another major global dis-
ease from the world: 2017 saw the lowest case count
of polio in recorded history (Polio Global Eradication
Initiative, 2017).

The recent successes in fighting malaria and HIV/
AIDS are attributable in great part to the expansion of
access to treatment, financed primarily by the Global
Fund to Fight AIDS, Tuberculosis and Malaria (the
Global Fund), and the President’s Emergency Plan for
AIDS Relief (PEPFAR). Moreover, the Global Fund’s
performance-based funding and decision-making
processes have made important contributions to the
practice of aid, particularly in encouraging manage-
ment for results, participation of civil society, mutual
accountability, and broad-based country and local
ownership.

» Current Challenges in
Global Health

We have witnessed major improvements in the
health of populations over the past century, with the
pace of change increasing rapidly in LMICs since
the Bretton Woods Conference. Global health—and,
more broadly, an improved understanding of how
social, behavioral, economic, and environmental fac-
tors influence the health of populations—has con-
tributed to these improvements to a greater extent
than expanded access to medical care. Nevertheless,
these improvements have not been universal, dispar-
ities between rich and poor both between and within
countries remain, and the challenges of global health
have never been greater.

Despite recent progress, we still have far to go in
terms of maternal and child health. Millions of chil-
dren still die before reaching the age of 5 due to dis-
eases that could be simply and affordably prevented
and treated (UNICEF, 2016). Hundreds of thousands
of women continue to die annually from preventable
complications of pregnancy and childbirth, and most
of these deaths occur in LMICs (WHO, 2016b).

Infectious diseases—once thought to have
been vanquished as major killers—have
emerged or reemerged around the world as
top threats to health and well-being. Despite
recent progress, the AIDS pandemic is far
from over. In particular, prevention efforts
need to be targeted toward vulnerable popula-
tions who are still at high risk for HIV/AIDS,
such as girls and young women in sub-Saharan

Africa—a population that accounts for more
than 70% of new HIV infections among ado-
lescents. (USAID, 2017)

We have seen infectious diseases travel from
endemic regions to previously unaffected areas (e.g.,
Zika virus), and others newly emerge. The 2013-
2016 Ebola outbreak in West Africa was an alarm-
ing wake-up call regarding the danger of epidemics
in urban areas and the frail state of our global health
security. The underlying causes of many emerging
infectious diseases can be traced to human-initiated
social and environmental changes, including climatic
and ecosystem disturbances, trends in food con-
sumption and production, close proximity of humans
and animals in household settings, and unsafe med-
ical practices (Kuiken, Fouchier, Rimmelzwaan, &
Osterhaus, 2003). This relationship has given rise to
the disciplines of One Health, an approach that seeks
to address and mitigate the effects on health arising
from the interfaces between humans, animals, and
environments (Gibbs, 2014) and Planetary Health,
which studies the health of human civilizations and
the systems—political, economic, and social—on
which they depend (The Lancet Planetary Health,
2017). Furthermore, globalization forces, including
increased trade and movement of people, have led
to far greater opportunities for infectious disease to
spread around the world quickly, as evidenced by the
severe acute respiratory syndrome (SARS) epidemic in
2002-2003. In 2012, an estimated 12.6 million deaths
were attributable to environmental factors, many of
which were related to effects of climate change (Pruss-
Ustun, Wolf, Corvalan, Bos, & Neira, 2016). Other
health consequences of climate change and environ-
mental biodegradation will be experienced through
increased water and food insecurity, extreme cli-
mactic events, displaced populations, and vulnerable
human settlements (Jamison et al., 2013). Resistance
to antibiotics is also rising among populations around
the globe, making infections harder and more expen-
sive to treat and threatening the gains we have made in
combatting infectious diseases.

NCDs were once considered a problem afflicting
only high-income nations whose populations had
achieved long life expectancies. Today, NCDs are the
leading causes of death worldwide; they accounted for
more than 70% of global deaths in 2016, an increase
of 16% since 2006 (GBD Causes of Death Collabo-
rators, 2017). Ischemic heart disease and stroke are
the leading causes of death globally, accounting for
15 million deaths in 2015 (WHO, 2017b). The rise of
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NCDs is especially apparent in LMICs, where 78% of
global NCD deaths occurred in 2015 (WHO, 2017b).
Globalizing forces that have imported Western life-
style habits, such as increased trade and trade liber-
alization, tobacco use, and increased consumption of
processed foods, have fueled these disease trends. In
addition, despite the high burden imposed by men-
tal illness, and especially depressive disorders, and
the high percentage of global disability and mortality
attributable to them, only recently have these disor-
ders been given the attention they deserve (Summer-
grad, 2016). As a result of the overall increase in all
types of NCDs and the lingering problem of infec-
tious diseases, many LMICs face a double burden
of disease, putting more strain on their already frail
healthcare systems.

The importance of improving the performance
of health systems to achieve reductions in mortality
and morbidity has become widely accepted, includ-
ing the need to address the global health workforce
crisis (WHO, 2006). Health systems need adequate
resources to meet the changing and growing needs of
the populations they serve. An estimated 40 to 50 mil-
lion new health and social care workers will be needed
by 2030 to reach the SDGs, 18 million of whom are
needed in LMICs (WHO, 2016a). WHO has identi-
fied the critical need to strengthen health systems so
as to fight poverty, foster development, and maintain
and improve the health of people around the world.
It has set the goal of achieving universal health cov-
erage, meaning that all persons can access needed
health services of sufficient quality to be effective
and not cause financial hardship. As the world faces
increasing threats from emerging and re-emerging
infectious diseases, strong basic healthcare systems
will also be essential to support global health security
and to avoid crippling national and global pandemics
(Horton, 2018).

One means for expanding access to health ser-
vices has been the use of mobile phone technology. By
2021, 5.5 billion people are predicted to have access to
mobile phones, and more people in Africa will have
access to mobile phones than to running water (Thorn-
ton, 2017). Mobile phone initiatives are now aimed at
improving healthcare services in many countries, as
they are increasingly being used for disaster manage-
ment, reminders for people to get vaccinations, health
screening tests, and social marketing. Emerging drone
technology also has been harnessed to improve access
to health care by transporting blood, contraceptive
products, and medical supplies to remote areas, or
during natural disasters. These technologies, and
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others like them, will surely play a pivotal role in the
future of global health.

In recent years, the growth in the number of ref-
ugees and displaced persons around the world has
been startling. By the middle of June 2017, more
than 65 million people had been forced to leave their
homes (United Nations High Commissioner for Refu-
gees, 2017)— the highest number recorded in 70 years
(Mohammadi, 2016). In addition to humanitarian and
economic repercussions, this population upheaval
puts displaced populations at increased risk for both
infectious and NCDs due to overcrowding, poor san-
itation, and lack of access to health care, and overbur-
dens the health systems in the refugees’ host countries.

There is a broad consensus that poverty is the
most important underlying cause of preventable
death, disease, and disability on a global level. While
the number of people living in poverty remains unac-
ceptably high, progress has been made in reducing
the global poverty rate: 10.7% of the world popula-
tion lived below the poverty line in 2013, compared to
42% in 1981 (The Economist, 2017). This progress has
been partly due to advances made in literacy, access
to housing, safe water, sanitation, food supplies, and
urbanization. Even so, 50% of the world’s extremely
poor live in sub-Saharan Africa (Hollenhorst, 2016),
reflecting the particular challenges of social and eco-
nomic development in that region.

Meeting the global health challenges we face today
and in the future will require new forms of financing
and cooperation. Changing global economies have
altered traditional global health funding mechanisms.
Contributions to health assistance from donor coun-
tries have more or less flattened in recent years, while
LMIC:s are rightfully taking on more responsibility for
financing their domestic health sector due in part to
the increasing economic growth in these countries. In
2015, for example, domestic resources accounted for
57% of total HIV/AIDS funding (UNAIDS, 2017b).
However, many low-income countries are far from
being able to raise enough domestic revenue to replace
development assistance for health. International and
intersectoral cooperation between UN agencies with
an established health role, other international bodies
such as the World Trade Organization, regional bod-
ies such as the European Union, bilateral agencies,
NGOs, foundations, and the private sector, including
pharmaceutical companies, will need to be enhanced.
Global organizations such as the Bill & Melinda Gates
Foundation, the Global Fund, and GAVI, the Vac-
cine Alliance, have taken on significant leadership
roles and in many cases have surpassed the older,
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more traditional actors in global health governance.
These organizations have not only injected signifi-
cant amounts of funds into the global system, but also
brought a new, more informal and personal style of
operation. Ensuring the ideal structure, effective func-
tioning, and financing of this global health system will
itself be an enormous challenge for the next decade of
global health (National Academies of Sciences, Engi-
neering, and Medicine, 2017).

» Use and Content of This Text

This text has been prepared with future global health
challenges foremost in mind. Its focus is on diseases,
programs, health systems, and health policies in LMICs,
making reference to and using examples from the
United States, Western Europe, and other high-income
countries as appropriate.' Individual chapters present
information on health issues that transcend national
boundaries and are of concern to many countries.

Our intent has been, first and foremost, to pro-
vide a text for graduate students from various dis-
ciplines and professions who are studying global
health. Given its broad range of content, the text as a
whole may serve as the main source for an introduc-
tory graduate course on global health. Experience
with the previous editions has shown that it also can
be used as a reference text for undergraduate courses
in global health. Alternatively, some chapters (or
parts of chapters) can be used in graduate or under-
graduate courses dedicated to more specific subjects
and topics. Ideally, students who use the text in this
way will be stimulated to explore other chapters once
they have read the assigned material. Moreover, the
text can serve as a useful reference for those already
working in the field of global health in government
agencies, health and development agencies, NGOs,
or the private sector.

Because of the many dynamic areas and subjects
we wanted to cover, we chose to prepare an edited text.
We selected content experts for each chapter rather
than presuming to have the expertise to write the
entire text ourselves. We recognize that an edited text
has its shortcomings, such as some inconsistencies in
style and presentation and occasional overlap in chap-
ter content. We have done our best to limit these dis-
advantages, and hope the reader will agree that those

that remain are a small price to pay for fulfilling our
goal of providing the reader with the highest-quality
content.

Another consequence of the dynamic nature of
global health is the occasional difficulty in providing
the most up-to-date epidemiologic information on
all causes of mortality and morbidity. To assist the
reader in obtaining this information, we have pro-
vided salient references in various chapters, including
internet resources.

This is the fourth edition of the text. In planning
its preparation, we sought advice on how to improve
it from those who prepared chapters in the first three
editions, as well as from faculty in various countries
who were using the text in their courses; we also exam-
ined important current and emerging trends in global
health. The text has 21 chapters, including four new
chapters that have been added in response to feedback
from these reviewers.

The first four chapters set the background. The
Measures of Health and Disease in Populations chapter
reviews the importance of using quantitative indica-
tors for decision making in health. It presents the latest
developments in the measurement of health status and
the global burden of disease, including the increasing
use of composite measures of health that combine the
effects of disease-specific morbidity and mortality on
populations. It then reviews current estimates and
future trends in selected countries and regions, as well
as the global burden of disease.

The Culture, Behavior, and Health chapter exam-
ines the social, cultural, and behavioral parameters
that are essential to understanding public health
efforts. This chapter describes key concepts in the
field of anthropology, particularly as they relate to
health belief systems. It presents theories of health
behavior that are relevant to behavior change with
examples of specific national and community pro-
grams in various areas of health. The importance of
combining qualitative and quantitative methodol-
ogies in measuring and assessing health status and
programs is emphasized.

The 1946 WHO constitution established that “the
highest attainable standard for health as a fundamen-
tal right of every human being” (WHO, 2014, p. 1).
The Global Health, Human Rights and Ethics chapter
is new to this edition of the text in recognition of the
inextricable link between human rights and health.

'A classification of countries can be found on the World BanK’s website: https://datahelpdesk.worldbank.org/knowledgebase/topics

/19280-country-classification.
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It begins by defining global health in the context of
human rights and ethics and by describing the impor-
tance of these concepts in global health approaches.
Ebola, Zika, HIV/AIDS, and sugar-sweetened bev-
erages are used as case studies to explore the role of
human rights and ethics in a global health response.
Finally, the chapter discusses the many challenges
faced in implementing these approaches.

Addressing the underlying causes of ill health
that stem from complex social, political, historical,
economic, and environmental factors is crucial to
improving health and addressing health inequity.

The Understanding and Acting on Social Determi-
nants of Health and Health Equity chapter presents and
explains these determinants. It focuses on the devel-
opment and application of conceptual frameworks for
understanding the social determinants of health, the
implications of social determinants on health systems
and services, the role of social determinants of health
in an increasingly globalized world, and the impor-
tance of evaluating actions that address social deter-
minants and health equity.

The next three chapters are devoted to the three
greatest public health challenges traditionally faced
by LMICs: reproductive health, infectious diseases,
and nutrition. Reproductive health has long been
addressed primarily through family planning pro-
grams directly intended to reduce fertility, and
through programs that prevent sexually transmitted
infections. The Reproductive Health chapter presents
more current views of this area that broaden the con-
cept to include empowerment of women in making
decisions about their health and fertility. It provides
information on population growth and demographic
changes around the world, reviews how women con-
trol their fertility, indexes the effects of various social
and biological determinants of fertility, and exam-
ines the impact of family-planning services and
programs.

Collectively, infectious diseases have historically
been the most important causes of premature mor-
tality and morbidity in LMICs. The Infectious Dis-
eases chapter presents the descriptive epidemiologic
features and available prevention and control strat-
egies for the infectious diseases that are of greatest
public health significance in these countries today—
namely, vaccine-preventable diseases; diarrhea and
acute respiratory infections in children; tuberculo-
sis, influenza, malaria, and other parasitic diseases;
HIV/AIDS and other sexually transmitted diseases;
and emerging infectious diseases and new dis-
ease threats, including Zika and Ebola. The chapter
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also addresses concerns about antimicrobial resis-
tance. Examples of successful control programs are
described, as are the challenges and obstacles that
confront LMICs in implementing them.

Nutritional concerns in LMICs are diverse, rang-
ing from deprivation and hunger to consequent
deficiencies in health, survival, and quality of life in
some regions. The Nutrition chapter focuses on sev-
eral spheres of nutrition that are of utmost concern
in these countries, including undernutrition and its
components of protein- and energy-related malnutri-
tion and micronutrient deficiencies at various stages
of life; food insecurity; the interaction of nutrition
and infections; the role of breastfeeding and comple-
mentary feeding in ensuring healthy children; and
currently implemented nutrition-specific interven-
tions and programs. It also considers the nutrition
transition and the growing problem of overweight and
related metabolic diseases in adults observed in more
affluent segments of populations in rapidly develop-
ing countries. Finally, the chapter discusses the cost-
effectiveness of nutritional interventions.

The next four chapters address the shifting and
emerging global health priorities in NCDs, injury,
mental health, environmental and occupational
health, and complex emergencies.

NCDs are generally characterized by a long
latency period, prolonged course of illness, noncon-
tagious origin, functional impairment or disability,
and incurability. The Chronic Diseases and Risks chap-
ter covers the global epidemiology of these diseases,
particularly their prevalence in LMICs, as well as the
impact they have on health and economies. The chap-
ter also discusses the four key risk factors—poor diet,
tobacco, alcohol and substance abuse, and low physi-
cal activity—that serve as determinants and proposes
approaches, programs, and policies required to ade-
quately prevent and manage these diseases at national
and global levels.

The Unintentional Injuries and Violence chapter
discusses both unintentional injuries (ones for which
there is no evidence of predetermined intent, such as
road accidents and occupational injuries) and inten-
tional injuries or violence that is planned or intended
(including injuries related to self-directed, interper-
sonal, and collective violence). The chapter provides
an overview of the global burden of injuries, outlines
the causes of and risk factors for them, describes
evidence-based interventions that can successfully
reduce their impact, and considers the opportunities
and challenges that can move forward an injury pre-
vention agenda at the global level.
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Mental health is finally starting to receive the
attention commensurate with its great importance to
the disability and disease burden in LMICs. The Global
Mental Health chapter charts the historical develop-
ment of public mental health; considers various con-
cepts and classifications of mental disorders, taking
into account the influence of cultural factors in the
development of psychiatric classifications; and reviews
what is known about the epidemiology and etiology of
the more common disorders, including anxiety and
mood disorders, psychotic disorders, substance abuse
disorders, epilepsy, developmental disabilities, and
dementia. The chapter reviews mental health policies,
human resources for mental health care, and the evi-
dence for the prevention and treatment of major men-
tal disorders, and provides guidance on implementing
mental health services into health systems. Lastly,
the chapter addresses the importance of research and
emerging research priorities.

The Environmental and Occupational Health
chapter provides a comprehensive review of environ-
mental and occupational health issues in LMICs, and
its new title reflects an increased focus on occupa-
tional health and its link to environmental health. The
chapter examines the global burden of environmen-
tal health hazards in five categories: household (e.g.,
water and sanitation), workplace (e.g., on farms, in
mines, and in factories), community (e.g., outdoor air
pollution), and regional and global levels (e.g., climate
change, ozone depletion, and biodiversity). It covers
important methodology issues in the field and pro-
vides several case studies on the most pressing issues.
The chapter concludes with a discussion on future pri-
orities for environmental health research and policy.

The Complex Emergencies chapter focuses on the
global health challenges that characterize conflicts
that occur within and across state boundaries, have
political antecedents, and are protracted in duration.
It considers the causes of complex emergencies (par-
ticularly the political causes) and their impact on pop-
ulations and health systems, and reviews the technical
interventions that can limit their adverse effects on
the health of populations. Attention is drawn to the
importance of an effective and efficient early response
in influencing the long-term survival of populations
and health systems and the nature of any post-conflict
society that is established. The chapter also reviews the
impact of natural disasters.

The next three chapters are concerned with the
development and implementation of effective health
systems, which have a crucial influence on the abil-
ity of countries to address their disease burden and

improve the health of their populations. The Design
of Health Systems chapter focuses mainly on the
healthcare system. It provides a conceptual map of the
health system along with its key elements; addresses
the fundamental and often controversial question as
to the role of the state; and considers the key functions
of any health system—namely, regulation, financ-
ing, resource allocation, and services provision. It
includes extensive references to country experiences
in strengthening the various dimensions of health sys-
tems, and reviews current issues. Five country exam-
ples are used throughout the chapter to illustrate key
differences in health systems across the world.

Public Health Infrastructure is a new chapter that
defines public health functions and the tangible and
intangible aspects that make up the public health
infrastructure. These include the institutions, knowl-
edge, and commodities involved in supporting public
health at local, national, and global levels. The chapter
discusses ways to strengthen the public health sys-
tem, including universal health coverage, human and
material resources, and emergency response systems.
It also examines issues surrounding global health
security, the International Health Regulations, and the
need for research and development to improve public
health practice.

As multipurpose and multidisciplinary endeav-
ors, health systems require coordination among
numerous individuals and units. Thus they require
effective and efficient management and planning. The
Management and Planning for Global Health chapter is
dedicated to this topic. It details the important aspects
of the political, social, and economic context in which
a management process must operate; discusses the
organizational structures under which healthcare sys-
tems may be organized, including the role of the pri-
vate sector; examines the critical processes of planning
and priority setting; looks at issues in the management
of resources, focusing on finance, resource allocation,
staffing, transport, and information; and concludes by
discussing some cross-cutting themes, such as man-
agement style, accountability, and sustainability.

The Pharmaceuticals chapter is dedicated to this
key element of a health system. It focuses on access,
availability (both upstream issues and country-level
distribution and management systems), and afford-
ability of pharmaceuticals and their safe and effective
use. It also discusses the pharmaceutical system archi-
tecture and reflects on coordination and priority set-
ting in a complex global environment.

Health technology and innovation resources have
grown exponentially in recent years and have the ability
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to transform healthcare delivery. The newly added
Innovation, Technology, and Design chapter exam-
ines the process of technical innovation and design,
and explores the impact it can have on health. The
chapter focuses on three critical areas of innovation
in global health: mobile health technologies; point-of-
care diagnostics; and improved access technologies.
As innovative technologies achieve their full potential
only when they are successfully scaled up, the chapter
outlines methods on how to ensure technologies can
be translated into the field. It concludes by discussing
some of the gaps in health care that might potentially
be addressed by new innovations.

The Evaluations of Large-Scale Health Programs
chapter covers the important area of evaluation sci-
ence and addresses the rationale for and the design
of summative impact evaluation of programs being
scaled up and delivered to large populations and
aimed at delivering several biological and behavioral
interventions together. To describe the planning,
design, and execution of program evaluations and
data analyses, the authors use three evaluations as
examples: An Integrated Community Case Manage-
ment of Childhood Illness program, an accelerated
child survival development initiative, and a voucher
scheme for insecticide-treated bed nets.

Health and health systems interrelate with a nation’s
economy in two main ways. The first, as noted earlier,
comprises the bidirectional relationships between
health status and national income and development.
For example, health affects income through its impact
on labor productivity, saving rates, and age structure;
in turn, a higher income improves health by increasing
the capacity to produce food and have adequate hous-
ing and education, and through incentives for fertility
limitation. The second type of interaction concerns
linkages among healthcare delivery institutions, health
financing (including insurance) policies, and economic
outcomes. The Health and “The Economy” chapter
reviews both of these challenging and closely related
topics, which are critical to government policy makers
seeking the best ways to improve the quality of life of
their populations, and are particularly important for
those countries transitioning between low-, middle-,
and high-income status.

The global trading system has both direct and
indirect impacts on the health of populations, but is
a factor that is often overlooked by health profession-
als and was addressed only tangentially in the previ-
ous edition of this text. Given its importance, we have
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added a new International Trade and Health chapter
that examines the relationships among international
trade, determinants of health, and health care. It out-
lines international trade agreements, describes the
surrounding political context, and reviews the global
health community’s involvement in this field.

Finally, the Global Health Governance and Diplo-
macy chapter addresses the role of governance and
globalization in global health, bringing together mate-
rial included in the previous edition’s two chapters on
cooperation in global health and globalization and
health. It covers the various institutional arrangements
that respond to global health needs through collective
action, considers how these have shifted over time,
and assesses the governance challenges faced by the
global health community. It concludes with thoughts
on how to strengthen global health governance and its
institutional architecture in the future.

Many case studies can be found in exhibits scat-
tered throughout the text. They provide concrete
examples and illustrations of key points and con-
cepts covered in each chapter. At the conclusion of
each chapter is a list of questions that can help course
instructors stimulate classroom discussions about
important issues covered in the chapter.

The editors recognize that this text could include
separate chapters on many other topics—maternal
and child health and implementation or delivery sci-
ence, for example. We have opted instead to provide
in-depth information on the core subjects that were
selected, although we did our best to cover some
aspects of these and other topics in one or more
chapters.

In many ways, global health stands today at an
important crossroads. Its greatest challenge is to con-
front global forces, while at the same time promoting
local, evidence-based, cost-effective, and responsive
programs that deal with both disease-specific prob-
lems and more general issues, such as poverty and
gender inequality. Global health-related research is
essential to gain a better understanding of the deter-
minants of illness and of innovative approaches to pre-
vention and care, as well as to find means of improving
the efficiency and coverage of health systems. Whether
as practitioners, policy makers, or researchers, global
health professionals can make an enormous difference
by being well trained and sensitive to the beliefs, cul-
ture, and value systems of the populations with whom
they collaborate or serve. We hope this text will aid in
this process.
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