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Reviews of the first edition of Public Health at the Crossroads

Public health really is at a crossroads. Drs Robert Beaglehole and Ruth Bonita trace the origins of
the field (the tortuous route we have travelled), the many contemporary challenges (that health
really is a global issue), and some future promising directions (how a broader approach to public
health grounded in an appropriate epidemiology can inform future social policy). The book is
refreshing, truly multidisciplinary, based on relevant data and international in its application.
Although given separate attention, the authors highlight the striking structural similarities in the
public health problems of the poor and the wealthy countries. Public Health at the Crossroads is
essential reading for those who wish to look beyond traditional public health and the mechanics
of everyday epidemiology to new possibilities and more appropriate strategies and methods.

John B. McKinlay, Ph.D.

Sonja M. McKinlay, Ph.D.

New England Research Institutes
Watertown, MA, USA

This sweeping, panoramic view of the state of health in the world provides a marvellous
perspective on the problems of health and disease old and new, among poor and rich nations alike.
Again and again the authors zoom in for close-up examinations of the causes of infant and child
deaths, the yawning gaps between poor and rich, the historical background and evolutionary
development of modern public health movements, capsule summaries of health and the services
that provide it, in nations around the world, and much more. Beginning students of public health
and epidemiology, those who are midway in their training, and established scholars in the field
will learn much from this up-to-the-minute, user-friendly discourse. I recommend it without
reservation.

John Last, M.D.
Emeritus Professor of Epidemiology and
Community Medicine, University of Ottawa, Canada

After a century ‘on the road’, public health faces important choices. This book examines, in broad
social context, the historical journey of public health and its prospects for revitalisation as we
enter a new century. Epidemiologists and public health practitioners face a widening challenge:
population health problems that range from local to global levels; entrenched social-economic
disparities as sources of poor health; and the emerging hazards of a rapidly changing,
interdependent world. The book has a fine sense of public health as both a scientific and a social
enterprise.

A.J. McMichael
Professor of Epidemiology
London School of Hygiene and Tropical Medicine, UK






Public Health at the Crossroads

Achievements and Prospects

Second Edition

ROBERT BEAGLEHOLE
and
RUTH BONITA

2 CAMBRIDGE

& UNIVERSITY PRESS




CAMBRIDGE UNIVERSITY PRESS
Cambridge, New York, Melbourne, Madrid, Cape Town, Singapore, Sao Paulo

Cambridge University Press
The Edinburgh Building, Cambridge cB2 2ru, UK

Published in the United States of America by Cambridge University Press, New York

www.cambridge.org
Information on this title: www.cambridge.org/9780521832915

© Cambridge University Press 1997, 2004

This publication is in copyright. Subject to statutory exception and to the provision of
relevant collective licensing agreements, no reproduction of any part may take place
without the written permission of Cambridge University Press.

First published in print format 2004

ISBN-13  978-0-511-21178-2  eBook (Adobe Reader)
ISBN-I0  0-511-20820-0 eBook (Adobe Reader)

ISBN-13  978-0-521-83291-5  hardback
ISBN-I0  0-521-83291-8  hardback

ISBN-13  978-0-52I-54047-6 paperback
ISBN-I0  0-521-54047-X paperback

Cambridge University Press has no responsibility for the persistence or accuracy of URLs
for external or third-party internet websites referred to in this publication, and does not
guarantee that any content on such websites is, or will remain, accurate or appropriate.


http://www.cambridge.org
http://www.cambridge.org/9780521832915

Contents

Preface
Acknowledgements

PARTI GLOBAL HEALTH

1 Health, disease and the health transition
1.1  Introduction

1.2 Health status or disease status?

1.3 Categorising countries

1.4  The health transition: a critique

1.5 Summary

2 Global health: past trends and present challenges
2.1 The global picture: measures of progress

2.2 Infant and child deaths

2.3 Maternal deaths

2.4  Adult deaths

2.5 Disease and disability

2.6 Inequalities in health

2.7 Explaining trends in mortality

2.8 Emerging issues

2.9  Summary

3 Contemporary global health issues

3.1 Introduction

3.2 Underlying socio-economic causes of population health status
3.3 Global environmental changes

3.4 Population growth and over-consumption

vii

page xi
Xiv

45
46

54
54
56
68
73



viii

3.5
3.6
3.7

Contents

Personal behaviours and health
Injury: unintentional and intentional
Summary

PARTII EPIDEMIOLOGY

4
4.1
4.2
4.3
4.4
4.5

5

5.1
5.2
53
54

6

6.1
6.2
6.3
6.4
6.5
6.6
6.7

Evolution of epidemiology: ideas and methods
Introduction

The origins of epidemiology

The twentieth-century resurgence

Ideas and methods

Conclusions

The current state of epidemiology: achievements
and limitations

Introduction

Achievements

Limitations

Conclusions

Challenges for epidemiology: historical and contemporary

Introduction

Improving basic epidemiological information
Causal inference

Global problems require global solutions
Linking epidemiology and public policy

The ethical challenge

Conclusions

PART III PUBLIC HEALTH

7

7.1
7.2
7.3
7.4
7.5
7.6
7.7
7.8
7.9

Public health themes: historical and contemporary
Introduction

The nature and scope of public health

A ‘Golden Age’ of public health?

Role of the state

Individual liberty and collective responsibility

The role of scientific knowledge

The professionalisation of public health

Globalisation of public health

Conclusions

77
90
95

105

107
107
107
117
121
129

136
136
136
141
145

150
150
150
152
154
155
163
166

171

173
173
173
175
179
181
183
184
186
189



8.1
8.2
8.3
8.4
8.5
8.6
8.7
8.8

9

9.1
9.2
9.3
9.4
9.5
9.6

10
10.1
10.2
10.3
10.4
10.5
10.6
10.7
10.8
10.9
10.10
10.11
10.12

Contents

Public health organisation and practice in
wealthy countries

Introduction

Public health in the United Kingdom

Public health in Europe

Public health in the United States of America
Public health in Japan

Public health in Sweden

Public health in New Zealand

Conclusions

Public health organisation and practice in poor countries
Introduction

China: public health a political priority — but faltering progress
Cuba: public health at all cost

Kerala State: public health at low cost — but faltering progress
Africa: poor health at high cost and with major setbacks
Conclusions

Public health at the crossroads

Introduction

Public health: definitions and scope

Recent public health movements

A critical connection: public health and epidemiology

A growing foundation: public health education and training
The promise of public health research

Public health advocacy: an important skill

Participation: the key to a strong public health movement
Public health, human rights and ecological constraints

The globalisation of public health

Prospects for public health: cautious optimism still justified
Conclusions

Index

iX

193
193
194
199
202
208
211
216
219

227
227
227
232
236
241
244

250
250
251
254
257
258
260
261
262
264
266
275
278






Preface

This revised edition assesses the achievements and the current state of epidemi-
ology and public health with a focus on the last 50 years. The main challenges
facing epidemiology and public health are identified and strategies for the fu-
ture discussed. The prime audience for this book is students of epidemiology
and public health, who will continue to shape the future of these disciplines.

Public health is the collective action taken by society to protect and promote
the health of entire populations; in contrast, clinical medicine deals only with the
health problems of individuals. Public health is broad and inclusive, although
it is often considered from only a narrow medical perspective. Epidemiology,
with its focus on the causes of disease at the population level and the methods for
their control, is the most important science contributing to public health. Many
other disciplines also contribute, for example, biostatistics, medical sociology,
health economics, and various qualitative approaches. Epidemiology is central
to public health because of its population focus and quantitative methods.

Epidemiology and public health remain at a crossroads. The choice is be-
tween a narrow focus on health service issues and the health problems of individ-
uals on the one hand, or a refocus on the major underlying causes of population
health on the other. The main argument of this book is that both epidemiology
and public health are still failing to fulfil their potential to improve the public’s
health. The problem lies both with the public health professions — which have
narrowed their professional concerns — and because there is a disjunction be-
tween the ideas and ideals of public health and the way society organises itself
in relation to health.

Despite promising beginnings with the work of Snow and many others on
cholera and other major causes of mortality in the middle of the last century, and
path-breaking work a century later on the tobacco-caused lung cancer epidemic,
epidemiology is still peripheral to the health endeavour. Internationally, public
health has been marginalised, as collective responsibility for social welfare in

Xi
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general has been replaced by an emphasis on market forces and individualism.
At the national level, the ongoing debates about health care reforms have been
narrowly focused on cost containment and medical care services and have not
embraced the need for a re-emphasis on public health services and the health of
entire populations. Given the growing threats to public health, the prospects for
epidemiology and public health will improve only if population health becomes
a more central concern of the entire policy-making process.

As the purpose of public health is to improve health, this revised edition,
which has three main sections, begins with an extensively updated overview of
major health trends and a summary of the current state of the world’s health.
It also reviews recent estimates of the global burden of disease and identifies
the major unresolved health problems. This is followed by a discussion of the
causes of modern epidemics. The framework for Part I is the health transition
and the forces which propel it. Part II describes the development of epidemi-
ology and considers epidemiology’s contribution to the improvement in health
status. Criticisms of epidemiology are discussed and the major challenges fac-
ing epidemiology outlined.

Part III describes the global state of the organisation and delivery of public
health services. Case studies of several wealthy countries are used to illustrate
different approaches to the organisation of public health activities. In most
countries public health remains marginalised and the emphasis is still on med-
ical care services. These services know no limit and, with the ageing of the
world’s population especially in poor countries, could easily claim even the
small proportion of health budgets spent on public health services. The impact
of recent reviews of public health in the United Kingdom, United States of
America, Sweden and New Zealand is described. The situation in Japan is out-
lined because of the major recent health improvements in Japan. In a few poor
countries, public health has at various times assumed a more central role in pub-
lic policy. Two such countries, China and Cuba, have made impressive gains in
health status over the last few decades although recent trends in both countries
are a cause for concern. The third poor country to be considered is India, and
here the focus is on the state of Kerala which, despite enduring and widespread
poverty, has achieved a remarkably high standard of health, although this too
is now threatened by factors outside the health sector.

The book concludes by drawing together the achievements, the present
dilemmas and the future prospects for public health; alternative pathways
for epidemiology and public health are outlined. Recent worldwide political,
economic and environmental changes present the most important challenges
to public health in the twenty-first century; public health practitioners must
adopt a truly global perspective. For epidemiology and public health to move
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centre stage, it will be necessary to recognise and confront these challenges.
A major shift in emphasis is required if public health is to develop with a focus
on environmental sustainability, equity and community partnerships. This pro-
cess will be easier if public health practitioners rediscover the reforming values
of their nineteenth-century predecessors and reconnect with the aspirations and
energy of the people and communities they serve. In the short term the initiative
must come from public health practitioners. A tremendous responsibility falls
on all of us. We need to rediscover our passion for public health so that it moves
forward and fulfils its potential to improve the health of populations globally.
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PART I

Global health

The first part of this book

¢ considers the health transition and the forces that propel it (Chapter 1);
 outlines the current state of global health (Chapter 2); and
¢ describes the major causes of premature death and disease (Chapter 3).






1

Health, disease and the health transition

1.1 Introduction

This chapter sets the global health scene by introducing definitions central to an
understanding of health and disease, and describes the populations and country
groupings that will be used in our comparisons. It also introduces the health
transition which provides a framework for explaining and describing major
trends in health and disease.

1.2 Health status or disease status?

Health has a wide variety of meanings ranging from an ideal state to the ab-
sence of a medically defined and certified disease. Health as an ideal state has
been encapsulated in the original and inspirational World Health Organization
(WHO) definition: ‘health is a state of complete mental, physical and social
well-being and not merely the absence of disease or infirmity’!. The definition
reflects the optimism at the end of the Second World War. Unfortunately, health,
in this vision, is unattainable. While individuals may very occasionally be in
this state, populations as a whole will never be free of premature death, disease
or disability because of their close interaction with a changing environment.
The adaptive fit between human biology and the human-made environment is
inevitably imperfect?®.

In the 1980s WHO promoted a more realistic definition of health which em-
phasises the ability to function ‘normally’ in one’s own social setting. ‘Health’
here is a means to an end but again requires the absence of disability, disease
or handicap, despite the fact that many people consider themselves to be in
‘good health’ even in the presence of a disabling disease. By contrast, and in
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the opinion of many modern market orientated ‘health reformers’, health is
more like a commodity which can be provided or even ‘bought’ in discrete
packages.

A simple subjective categorisation by individuals into one of three current
states of health, for example, ‘good; fair; poor’, has been shown to predict future
health outcomes with a surprising degree of accuracy; expectations for health
clearly differ between young and old people, and by culture and gender®. With
further research, this type of subjective information may provide additional di-
mensions to death statistics; however, it is not yet useful either for international
comparisons or for assessing trends over time because of the differences in sur-
vey instruments and cultural differences in reporting health. To address these
problems, WHO has recently undertaken a multicountry survey using a stan-
dardised health survey status instrument together with new statistical methods
for adjusting biases in self-reported health*.

Of more use, both theoretically and practically, is a definition which states
that health is created by removing obstacles and by providing the basic means by
which individual goals can be achieved. The foundations of health are common
to all and include basic requirements such as adequate food, safe water, shelter,
safety and hope. In addition, information, education and a sense of community
are essential if people are to develop their potential. These foundations have a
more profound long-term effect on health status than the activities of the health
system®. The chosen definition of health has important implications for health
policy. It determines whether the emphasis is on a multi-sectoral approach to
improving health or whether the focus is on selected diseases and technological
solutions’.

The main source of ‘health’ data remains death statistics. Epidemiologists
are often criticised for concentrating on this narrow aspect of health. Death
statistics, however, provide an important starting point because of the gross
disparities they reveal and for historical purposes, there is no alternative. In
addition, death has a deep significance in all societies.

The most useful source of death information is the data supplied to the
WHO by member countries. These data depend upon two essential components:
an estimate of the population at risk and the identification of deaths. Only a
minority of countries conduct regular censuses to determine the age distribution
of their populations. Even in wealthy countries such as the United States of
America, population counts are not always accurate, especially for minority
groups®.

Counting deaths is even more difficult. Only about 66 of the 192 member
states are in a position to provide national death statistics to the WHO?; a further
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50 provide incomplete data, but which can be adjusted for incompleteness. In
the absence of national death registration systems for two-third’s of the world’s
population, estimates — often based on data from sentinel surveillance sites
as in India and China — are used to assess the burden of death!”. A great
failure of epidemiology and public health is that insufficient attention has been
given to ensuring that adequate vital health data are collected. WHO and other
groups have recently given considerable attention to the development and use
of summary measures of population health status and these will be described
and discussed in Chapter 2.

As very few countries can provide useful data on deaths going back more
than a few decades, trends over time must be interpreted with great caution.
Even the available data are limited by the lack of attention to quality. The
problems with death data include:

* changes in diagnostic and death certification fashions;

¢ periodic revisions of the WHO disease classification system;

¢ the contribution of multiple causes to death, especially in ageing populations;
and

¢ the generally low and declining use of post-mortems.

Fortunately, many of the known limitations of mortality data tend to cancel out
each other and, from a population perspective, the available data are extremely
useful in studying overall trends, even if flawed at the individual level. In ad-
dition, modern modelling techniques can take account of unmeasured errors in
the basic mortality data''. The great attraction of death as a key indicator of
health status is that it can be measured more easily than morbidity (sickness).
It is often assumed that morbidity changes in parallel with mortality, although
this is by no means always true, especially in older people.
Death data are used for a number of purposes. They

¢ allow comparisons among and within countries;

¢ demonstrate trends in longevity or life expectancy and various related
measures;

* show trends in death rates for different age groups; and

* provide information about the leading causes of death.

Even a cursory inspection of the available mortality data reveals a tremendous
burden of premature death in all countries, especially in poor countries, as
described in Chapter 2.
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1.3 Categorising countries

A striking feature of the global health picture is the great diversity between
and, to a lesser extent, within countries. Various classifications are used to
group the more than 200 countries in the world, but no system is satisfactory.
The World Bank categorises countries according to their gross national prod-
uct and by eight demographic regions'?. The regional categories are further
simplified into two groups, the former socialist economies of Europe and the
established market economies where relatively uniform age distributions are
leading to older populations, and the other six regions where the age distri-
butions are younger. These latter countries correspond to the low and middle
income countries and contain 85% of the world’s population. WHO in its most
recent assessment of global health status, has divided its six regions into 14 sub-
groups based on five mortality strata; these five groupings are further broken
down into three epidemiological groups: Developed countries; High Mortality
Developing countries; and Low Mortality Developing countries. This classifi-
cation has no official status but is useful for analytical purposes'?.

The United Nations uses the terms ‘developed’ and ‘less developed’ or ‘de-
veloping’ to categorise countries into two broad groups which are similar to
the two main World Bank groups. This nomenclature, however, assumes a con-
tinuum; the ‘developing’ countries will not necessarily follow the pattern of
wealth generation of the small number of ‘developed’ countries. Other labels
include ‘North’ and ‘South’, ‘First World’ and ‘Third World’ countries, ‘indus-
trialised’, ‘non-industrialised’, and ‘newly industrialising’; ‘countries in trans-
ition’ is often used to label countries undergoing economic and social trans-
itions, especially as a result of the dissolution of the former Soviet Union. All
of these terms are unsatisfactory and simplistic because, within broad groups
of countries, there is enormous diversity in social, economic and health char-
acteristics.

The terms ‘rich’ (or ‘wealthy’) and ‘poor’ are perhaps the most helpful be-
cause this simple dichotomy emphasises an important basic distinction between
countries. Furthermore, it helps to remind us that rich countries have largely
achieved and maintained their position at the expense of the poor countries. For
these reasons, we prefer these terms.

1.4 The health transition: a critique

1.4.1 What is the ‘health transition’?

The health transition is a framework for describing and explaining the spec-
tacular shifts in the patterns and causes of death that have taken place in most
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countries'*. Demographers originally used the term ‘demographic transition’
or ‘mortality transition’ to describe the change from high fertility and high
mortality rates in ‘traditional’ societies to low fertility and low mortality rates
in ‘modern’ societies. A broader term, the ‘epidemiological transition’, was in-
troduced to describe, in addition to mortality, the long-term changes in patterns
of sickness and disability that occurred as societies changed their demographic,
economic and social structure!®. ‘Health transition’ is a more appropriate term
because it includes the social and behavioural changes which parallel, and pro-
pel, the epidemiological transition'.

1.4.2 Health transition: periods, pathways and models

The health transition, as originally described by Omran, consists of three peri-
ods:

¢ the era of pestilence and famine;

¢ the era of receding pandemics; and

¢ the era of non-communicable diseases (originally called ‘man-made’ or
‘degenerative’ diseases, and now often called ‘chronic’ diseases)’.

The main distinguishing feature has been described as the transition from a
pattern dominated by infectious diseases with very high mortality, especially
at younger ages, to a pattern dominated by non-communicable diseases and
injury with lower overall mortality, which peaks at older ages. The main de-
terminant of this mortality transition was the control of infectious disease with
the consequent mortality decline precipitating the fertility decline. The basic
premise of Omran’s theory was that, in progressing from high to low mortal-
ity levels, all populations experience a shift in the major causes of death and
disease!”.

In the era of pestilence life expectancy was low, less than 30 years, and
probably higher in men than in women. The major causes of death were due
to malnutrition, epidemic infectious diseases, and complications of pregnancy
and childbirth. In many western countries the second stage of the transition
was established early in the eighteenth century'® and was dominated by infec-
tious diseases and malnutrition; people lived, on average, up to 50 years. In
Western Europe this period lasted until the early twentieth century with the
influenza pandemic of 1918-20 being the last major pandemic. The era of non-
communicable diseases is characterised by low fertility rates, growth of the
population, and an increase in the importance of cardiovascular disease and
cancer. In this era, life expectancy is greater in women than men, exceeding
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55 years, and ultimately reaches over 80 years. These three periods overlap, and
progress is not necessarily linear, progressive or uniform within countries; nor
are mortality declines necessarily associated with improvements in morbidity
and disability'.

Recently, a fourth phase of the health transition has been proposed in an
attempt to account for the resurgence of ‘old’ infectious diseases and the emer-
gence of new infectious diseases in association with non-communicable dis-
eases’’:2!. Patterns of mortality and morbidity in this fourth stage have been
explained largely on the basis of individual lifestyle?!. This interpretation is
limited because it exaggerates the role of determinants of disease at the level
of the individual, underplays the power of social and economic determinants
of epidemics, and has often led to victim blaming.

The pathway from high infectious disease mortality rates is highly variable
and not all countries have experienced high rates of non-communicable diseases.
In North and Western Europe and North America the benefits of the decline in
infectious diseases were, in part, offset by rises in cardiovascular disease and
cancer death rates. The increase in non-communicable diseases has been less
in Japan, China, and Southern European countries — especially for coronary
heart disease, but greater in countries of Eastern and Central Europe. Non-
communicable age-specific disease death rates will probably increase in poor
countries as economic and social changes occur, although data to substantiate
this suggestion are still sparse®>.

It is unlikely that the evolution of the health transition in poor countries will
simply be a replication of the pattern of the wealthy countries. In some countries,
population growth, poverty, environmental degradation, and the ‘demographic’
trap, may prevent the transition from high mortality and fertility to low mortality
and fertility??. This outcome is especially likely in sub-Saharan Africa. Even
S0, it is important to note that most poor people today have lower death rates
than wealthy people a century ago®*.

Three models of the transition, depending on the time and rate of change,
have been proposed'’:

e classical or western;

¢ accelerated (such as occurred in Japan); and

¢ the delayed or contemporary model, which describes the incomplete transition
in poor countries.

Other variations on these models have been proposed to account for the ra-
pidity of the decline in mortality rates this century in middle income countries
such as Singapore and South Korea®. It has been suggested that there are as
many models as there are societies'’. Different transition models can occur in
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different populations within a single country. For example, in New Zealand
the European (Pakeha) population followed the classical model; more recently
the Maori population made an incomplete health transition and has, in turn,
been followed by Pacific populations resident in New Zealand, although un-
acceptably high rates of infectious diseases are still a feature of both these
populations in New Zealand®. Some middle income countries, such as Mex-
ico, are following the ‘prolonged and polarised model’ characterised by over-
lapping stages (for example, the reappearance of infectious diseases such as
malaria that had previously been controlled and high rates of other infectious
diseases such as HIV/AIDS), and by polarisation, that is, an exacerbation of
social class inequalities in mortality rates. The most disadvantaged populations
experience high rates of both infectious and non-communicable diseases with
the excess mortality of the poorest population mostly due to communicable

diseases?0-27.

1.4.3 What propels the health transition?
There are three major forces underlying the health transition:

e the health determinants;
¢ the demographic; and
e the therapeutic.

The main driving force includes the underlying social, economic, political and
cultural factors which determine health and are responsible for, and propel, the
health transition by reducing infectious disease mortality rates?®. The import-
ance of these factors is apparent from a comparison of the health effects of
rapid economic and social changes in the so-called Tiger Economies of East
Asia beginning in the 1960s, with the rapidly contracting economies of Cen-
tral and Eastern Europe in the early 1990s*. Of major importance has been
the attainment of modest levels of per capita income and widespread literacy,
especially for women®. Also included in this category are the important public
health interventions, which reduce the population’s exposure to health hazards,
for example, improvements in personal hygiene as a result of public information
campaigns in the early nineteenth century'”.

Some changes, such as urbanisation and the associated changes in behaviour,
occur with industrialisation; other more recent changes are superimposed by
global marketing and promotion forces, for example nutritional changes and the
increase in cigarette smoking®?. An increasing frequency of these risk factors
in the population leads to increases in age-specific death rates. A specific com-
ponent of the health transition is the nutrition transition, which is the shift over
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many centuries in the customary diet from that typical of hunter—gatherers to
one high in total fat and refined carbohydrates. These dietary changes, together
with changing patterns of physical activity, have resulted in the emergence of
non-communicable disease epidemics including obesity. This nutrition transi-
tion is as variable as the mortality transitions’'.

The demographic component refers to the ageing of populations as a result
of declining fertility and declining death rates, particularly in children. The
ageing of the population is the prime driving force for the emergence of the
non-communicable diseases of adulthood, which have a long latent period and
become much more frequent with increasing age. As populations age, the ab-
solute number of these diseases will inevitably increase, even if the age- and
cause-specific death rates decline.

The third driving force, the therapeutic component, includes factors that
tend to reduce the risk of dying once disease has become established. Effective
health services are essential for the achievement of good population health and
interact with the independence of women and higher educational levels. The
most effective health services are not necessarily those which are technologi-
cally advanced, but rather those which are either free or inexpensive, effective
and readily accessible. From a historical perspective, this contribution to the
health transition has been small because of the ineffectiveness of most medical
interventions. The therapeutic component has been of much more importance
recently in poor countries and has contributed to the major decline in child
mortality that has taken place in these countries over the last few decades™.
In addition, over the last two decades effective and cheap interventions have

become available for the most important non-communicable diseases™?.

1.4.4 The health transition: a critique

The health transition remains a useful framework for describing the changing
patterns of mortality. An analysis of extensive cause of death data for the period
1950-1995 confirmed that as all-cause mortality declines, the composition of
mortality by cause changes systematically in many age groups with different
patterns occurring by age and sex'!. Nevertheless, the theory has limitations.
Firstly, it fails to explain differences in death rates between countries and has
limited ability to predict changing patterns of disease with ‘modernisation’. The
recent deterioration in life expectancy at middle age in some Central and Eastern
European countries and the devastating impact of HIV/AIDS in Africa — both
counter-transitions — and the increasing inequalities in health in all countries,
were not predicted by the health transition theory. In addition, the original
formulation viewed the transition in linear and progressive terms when the
reality is now recognised to be much more complex, even within a country.
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By focusing on the important social and economic causes of changing death
rates, the health transition offers potential for understanding health trends and
thus improving health in all countries. However, as originally formulated, the
transition theory downplayed the importance of early and late nineteenth century
public health interventions'”.

Secondly, as originally formulated, the epidemiological transition theory
with its dichotomy of diseases — infectious or non-communicable — ignores the
interaction between disease types; nor were violent deaths, either intentional
or unintentional, originally considered. The theory does not easily account for
the marked declines that have occurred in mortality rates for some major non-
communicable diseases, for example, heart disease and stroke. Furthermore,
there is a tendency to view the health transition in isolation from the momen-
tous social and economic changes that propelled the transition, especially the
nineteenth-century European version3.

Further elaboration of the health transition theory is required. Careful recon-
struction of national time series, cause-specific, mortality patterns is a necessary
first step; regional and within country patterns also require exploration'®. The
variability of change according to particular historical, regional and cultural
contexts would aid detailed explanation and prediction. Unusual countries and
regions might shed useful insights, for example, the island of Nauru, which
attained great wealth through the exploitation of its phosphate deposits, which
led to high non-communicable disease rates, and the oil rich states of the Middle
East with their high mortality rates. The central and influential role of social
and community endeavour in propelling the transition and its close interaction
with underlying structural changes in the nature and organisation of societies,
also require investigation®3. Health transition research has focused largely on
mortality differentials in a single society; more explanatory power would result
from cross-country comparisons>*. With further elaboration, testable hypothe-
ses based on the health transition may be developed.

In summary, although the health transition theory is a useful descriptive tool,
it remains a blunt instrument with only limited predictive powers. Epidemiol-
ogists, among others, face a major challenge in developing the theory so that it
becomes a useful and powerful framework for the study of disease and mortal-
ity in populations, both from historical and contemporary perspectives and for
prediction.

1.5 Summary

This introductory chapter has set the scene for the rest of the book by introducing
various concepts of health and disease and describing the country and population



12 Global health

groupings, which we concentrate on in the next chapters. The health transition
is still a useful model for describing broad changes in patterns of fertility and
mortality and morbidity. Unfortunately, it requires more elaboration before it
will be of much predictive value. The next chapter describes the major historical
trends in mortality and summarises the current state of the world’s health.

Chapter 1 Key points

¢ Operational definitions of health suitable for summarising trends in the
status of populations are evolving rapidly.
Reliable cause-specific death data are available for only a minority of

countries.

All categorisations of countries are simplistic and mask great variation
within groups and countries; estimation is used to fill the gaps.

The health transition theory provides the best framework for describing
changing patterns of death, but its predictive power is weak.
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2
Global health: past trends and present challenges

2.1 The global picture: measures of progress

Tremendous improvements have occurred in the health of people in the 200
years since the health transition began. One measure of these changes is that
most poor people now live longer, on average, than the wealthiest people a cen-
tury ago. Despite these gains, there remains a tremendous preventable burden
of premature death and disease worldwide'.

In this chapter we review the major global trends in mortality and summarise
the current state of health of the world’s population. The health status of four
main population groups will be described: children, women of child-bearing
age, adults, and older people. Children are considered because the vast majority
of child deaths are still due to preventable infectious diseases, superimposed
on a background of poverty and malnutrition. Furthermore, the main focus of
international public health, stimulated by UNICEF (United Nations Children’s
Fund), continues to be on children. The separate consideration of deaths in
association with pregnancy and birth (maternal mortality) is justified because
of the tremendous global variation in maternal mortality and because the vast
majority of these deaths are preventable. Even so, maternal deaths make up
only a very small proportion of the total number of deaths worldwide each
year, despite the great deal of attention that they receive from international aid
organisations.

Deaths in adults are important for five reasons. Firstly, adults make up one-
half of the population of the world and about 80% (or 45 million) of all deaths oc-
cur in adults; about one-third of these adult deaths (16 million) are undoubtedly
premature, that is, before the age of 60 years'. Secondly, adult death rates show
considerable regional variation, emphasising the preventive potential. Thirdly,
the nature of adult health problems is quite different from those that continue
to preoccupy policy-makers in poor countries. The major causes of death in
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adults in all countries are non-communicable diseases and injuries, and these
conditions do not respond to the same strategies that have been used in reducing
infectious disease death rates. Adult diseases have received attention in wealthy
countries, but the problems of adult non-communicable disease and injuries in
poor countries have been neglected”. A fourth reason is that adults represent the
most economically productive segment of society, and maximising their well-
being is the one way of ensuring a reduction in the deaths among small children.
A final justification for a focus on adults is the ageing of the population in all
countries. This trend is reflected in the changing pattern of diseases worldwide
and, in turn, has major implications for health services and societies, in general.

2.1.1 Life expectancy

The dramatic reduction in death rates over the last 200 years can be explained by
anumber of factors. The most important relate to changes in the cultural, social,
economic and behavioural determinants of health and, to a lesser extent, to
public health interventions; medical interventions explain only a small amount,
although they have had more impact over the last few decades, especially in
poor countries. The decline in death rates has led to a major improvement
in life expectancy. Life expectancy, the simplest measure of the health of a
population, is the average number of years of remaining life, and is always an
estimate because it is based on the risk of dying at successive ages within the
current population; it assumes no change in death rates in the future.

Our hunter—gathering forebears were lucky to live, on average, 25-30 years;
over ensuing centuries, the situation improved very slowly?>. In the first half of
the seventeenth century, for example, life expectancy in western Europe was
still not much more than about 25 years, regardless of sex and social class.
In nineteenth-century England and Wales, life expectancy increased by only 7
years, from 41 years in 1841 to 48 in 1901 for the total population*, in contrast
to the rapidity of changes in most countries over the last half century.

Life expectancy at birth has increased by 20 years from a global average of
46 years in 1950°. Even in the past two decades life expectancy has increased 3
years for men (reaching 63 years in 2000) and 2 years for women (reaching 67
years in 2000). Life expectancy ranges from 81.4 years for women in wealthy
countries such as Western Europe, North America, Japan, Australia and New
Zealand down to 48.1 years for men in sub-Saharan Africa (Fig. 2.1).

The exceptions to the worldwide increases in life expectancy at birth during
the 1990s were in Africa — largely due to HIV/AIDS — and in the former
Soviet countries of Eastern Europe. In the latter case, male and female life
expectancies at birth declined by 3.2 years and 2.7 years, respectively, over the



