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Advancing public health for sustainable development in the 
WHO European Region 

This document highlights the role of public health and its contribution to sustainable 
development and better health and well-being for all in the WHO European Region.  

The document analyses the key demographic, social, environmental and technological 
transitions that are reshaping the scientific and policy context for public health action in the 
21st century in the European Region. It highlights challenges encountered by public health 
actors, particularly with respect to addressing population health and well-being through 
multisectoral policy approaches and presents concrete options for moving forward.  

It also defines directions for action that draw on inspiring examples of public health 
approaches and actions by governments and other societal actors at national, subnational 
and community levels.  

It builds on an earlier document, Facing the future: opportunities and challenges for 21st-
century public health in implementing the Sustainable Development Goals and the Health 
2020 policy framework. (see 
http://www.euro.who.int/__data/assets/pdf_file/0011/369821/Facing-the-future-opportunities-
and-challenges.pdf).  

It also reflects comments received by Member States through an on-line consultation carried 
out in June 2018, as well as from an independent Advisory Group that met in Copenhagen on 
11 June 2018. 
 
The document is submitted as a background document for the discussions of the Sixty-eight 
session of the WHO Regional Committee for Europe.  
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Introduction 

1. Public health is “the art and science of preventing disease, prolonging life and 

promoting human health through organized efforts of society”
1
. It makes a massive 

contribution to health and well-being for all in the WHO European Region. The benefits of 

public health are multiple, enduring and impact the wider economy and environment. 

2. This document makes a case for investing in public health in the WHO European 

Region as a mean to achieve the Sustainable Development Goals (SDGs), as foreseen in the 

Thirteenth WHO General Program of Work 2019-2023 (GPW13)
2
. 

3. The document shows that public health can provide an overarching and unifying 

platform which increases policy coherence and ensures a more consistent approach by the 

Member States in the implementation of the SDGs
3
,
 
Health 2020, the European health policy 

health and well-being
4
 and the Roadmap to implement the 2030 Agenda for Sustainable 

Development
5
.  

4. The public health functions within health systems are also highlighted, as in the 

European Action Plan for the Strengthening of Public Health Capacities and Services 2012–

2020 (EAP-PHS),
6
 and in the numerous UN multilateral agreements that have a relevance for 

public health. 
7
  

5. The document summarizes evidence on how public health is vital to achieve sustainable 

development, and vice-versa.  

6. It leverages the emergence of new public health conceptual models, which embrace 

complexity, are value-driven, and help address the important transitions in health, 

demography and sociology, which are challenging the attainment of health and well-being for 

all in the WHO European Region. It also highlights the paramount importance of political 

leadership for the development of strong, well-resourced and fit-for-purpose public health 

frameworks that effectively operate across sectoral boundaries and promote policy coherence. 

1.                                                  
1
 Acheson, D  Independent inquiry into inequalities in health – Report, The Stationary Office, 1988 

(http://webarchive.nationalarchives.gov.uk/20130814142712/http://www.archive.official-

documents.co.uk/document/doh/ih/ih.htm, accessed on24 August 2018) 
2
 Thirteenth general programme of work 2019¬–2023. In: About WHO [website]. Geneva: World Health 

Organization; 2018 (http://www.who.int/about/what-we-do/gpw-thirteen-consultation/en/, accessed 17 May 

2018). 
3
 United Nations Sustainable Development Goals. In: Sustainable Development Knowledge Platform [website]. 

New York (NY): United Nations; 2018 (https://sustainabledevelopment.un.org, accessed 11 May 2018). 
4
 Health 2020: a European policy framework and strategy for the 21st century. Copenhagen: WHO Regional 

Office for Europe; 2013 (http://www.euro.who.int/__data/assets/pdf_file/0011/199532/Health2020-

Long.pdf?ua=1, accessed 11 May 2018). 
5
Roadmap to implement the 2030 Agenda for Sustainable Development, building on Health 2020, the European 

policy for health and well-being 2017 

(http://www.euro.who.int/__data/assets/pdf_file/0008/345599/67wd09e_SDGroadmap_170638.pdf?ua=1, 

accessed on 4 July 2018) 

http://www.euro.who.int/__data/assets/pdf_file/0008/345599/67wd09e_SDGroadmap_170638.pdf?ua=1 
6
 European Action Plan for Strengthening Public Health Capacities and Services. Copenhagen: WHO Regional 

Office for Europe; 2012 (http://www.euro.who.int/__data/assets/pdf_file/0005/171770/RC62wd12rev1-

Eng.pdf?ua=1, accessed 11 May 2018). 
7
 Non-exhaustive examples of UN landmark agreements include the Sendai Framework for Disaster Risk 

Reduction, the UNFCC and its Paris Agreement, World Humanitarian summit, the New Urban Agenda and the 

many Multilateral Environmental Agreements.  

http://webarchive.nationalarchives.gov.uk/20130814142712/http:/www.archive.official-documents.co.uk/document/doh/ih/ih.htm
http://webarchive.nationalarchives.gov.uk/20130814142712/http:/www.archive.official-documents.co.uk/document/doh/ih/ih.htm
http://www.euro.who.int/__data/assets/pdf_file/0008/345599/67wd09e_SDGroadmap_170638.pdf?ua=1
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7. Finally, the document presents a set of proposed measures to strengthen public health 

for consideration by Member States in their pursuit of health and well-being for all.  

Public health is more than healthcare 

8. Public health means the health of the public as a human right, a public good and a value 

in itself. Public health deals with wide-ranging multisectoral determinants of health and 

policies at all levels of government. It delivers essential public goods, protects community 

health, addresses risk factors, and contributes to reducing inequalities in health outcomes. It 

aims to achieve the highest attainable standard of health as one of the fundamental rights of 

every human being
8
 as stated in WHO constitution.  

9. Public health ensures access to the underlying determinants of good health, such as 

clean water, sanitation, clean air, healthy food, nutrition and housing, to healthy environments 

and to a comprehensive system of primary, secondary and tertiary prevention through the 

healthcare system, which is available to everyone without discrimination, and economically 

accessible to all. To achieve this, it requires the engagement of many non-health-sector actors, 

such as those working (intra alia) in education, urban planning, agriculture, transport and 

welfare sectors. 

10. Good public health policy is guided by a value framework that includes health as a 

human right, a value, a global public good, a component of well-being and a matter of social 

justice. Acting with caution, promoting equity, addressing inequalities and achieving 

sustainability are important ethical objectives of good public health governance.  

11. Public health services are an important component of Universal Health Coverage 

(UHC)
9
. Health systems are also an important determinant of health and should be orientated 

towards early detection and prevention of illness and health promotion, through primary and 

community care and a people-centred life-course approach which aims to reach the most 

vulnerable and deprived groups of the population (see Box 1).  

12.  Health services also need to be aware of and address their own impacts, which range 

from direct risks to health, such as infections associated with health-care facilities, to the 

healthcare sector's impacts on the environment, notably in terms of greenhouse gas and other 

pollutants emissions, and inefficiencies in energy and waste management.   

 

Box 1: Reducing health inequality in Romania: consolidation of community health care 

system 

 

To ensure health for all, especially for disadvantaged communities exhibiting high infant 

mortality rates, Romania consolidated its network of community health centers network and 

improved its medical community assistance legislation (Law 180/2018).  

 

1.                                                  
8
 WHO Constitution (http://www.who.int/governance/eb/who_constitution_en.pdf, accessed on 29 June 2018) 

9
 UHC is defined as a situation in which all people and communities can use the promotive, preventive, curative, 

rehabilitative and palliative health services they need, of sufficient quality to be effective, while also ensuring 

that the use of these services does not expose the user to financial hardship. 

http://www.who.int/governance/eb/who_constitution_en.pdf
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Funded by Norway, the community health network comprises 45 community health centres, 

located in 6 counties throughout Romania, and provides care to a majority of vulnerable, poor 

population without access to basic health services. The local community team consists of a 

community nurse, a health mediator, a family doctor and nurse, and a social worker. Funding 

is provided by the Ministry of Health, the National Health Insurance House, and the local 

administration.  

 

The services provided include information and family mobilization to support immunization, 

identification and monitoring of the TB patients, counselling and monitoring of pregnant 

women and girls, and identification and monitoring of the children with labor migrant parents. 

 

Access and outcomes improved considerably. For example, during 2017 in one county there 

were no deaths of children aged 0-1 years. Overall the community health teams registered and 

provided services to more than 560,000 beneficiaries. The number of persons enlisted at the 

family doctor increased by 5%; infant mortality decreased by 1.5%; the number of pregnant 

women who accepted counselling increased by 5%; women using contraception increased by 

1.5%; immunization increased by 2%; and the number of education activities increased by 

8%. 

 

In future, the aim is improved coordination among the local team, whose members are 

currently subordinated to different institutions. Also needed is capacity development for the 

local authorities to prepare and implement the model. 

 

13. Governments have an obligation to provide effective public health capacities and 

services. Some of those obligations are mandated by international legally binding instruments, 

including human rights instruments.
10 

14. Within a strong human rights framework, economic arguments should be used more 

visibly and effectively, yet transparently, to demonstrate cost-effective investments which 

improve health and to show where investment might be withdrawn if interventions are known 

to be ineffective.  

 

A new context for advancing public health leadership and action 
 

Health, Health 2020, sustainable development and the WHO Thirteenth 
General Programme of Work (2019-2023) 
 

15. Health and well-being are seen both as drivers of sustainable development and its 

outcomes.  

1.                                                  
10

 For instance, the International Health Regulations (2005). 
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16. The SDGs highlight the interdependence of the 17 Goals, clarify and makes explicit the 

role and responsibility of other policy domains as public health actors and highlight, the 

distribution of the health effects across different socioeconomic and/or demographic groups.  

This implies that, while retaining institutional leadership for SDG 3, WHO and Member 

States need to work beyond SDG 3, extending to other Goals, whose targets have direct 

implications for health, or on which the health sector's footprint is significant.  

17. In fact, WHO is designated as the “custodian agency” of some of the indicators, such as 

those associated to SDG 6, which aims to “ensure availability and sustainable management of 

water and sanitation for all”, and to SDG 11, which aims to “make cities and human 

settlements inclusive, safe, resilient and sustainable”, particularly in the latter case with 

respect to the indicators related to urban air quality.  

18. This further highlights the need for governments as a whole to be aware of, and become 

accountable for, the effects on health and well-being of sectoral policies, and the effects of 

health sector on SDG's. 

Fig. 1. Health in the Sustainable Development Goal era 

 

19.  The European Member States have been the leader in rethinking new approaches to 

public health as defined in Health 2020
11

, which aims to improve health for all and reduce 

health inequalities, through improved leadership and governance for health. Health 2020 

elaborates a vision of public health as a societal and governmental responsibility, mobilizes 

dynamic networks of stakeholders at all levels of society and aims to support action with 

unity of purpose across the Region.  

1.                                                  
11

 Health 2020: a European policy framework and strategy for the 21st century. Copenhagen: WHO Regional 

Office for Europe; 2013 (http://www.euro.who.int/__data/assets/pdf_file/0011/199532/Health2020-

Long.pdf?ua=1, accessed 11 May 2018). 
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20. The Roadmap to implement the 2030 Agenda for Sustainable Development, building on 

Health 2020
12

, was adopted by the Regional Committee in 2017 and reinforces health as a 

human right, calling for alignment of national health and development policies.   

21. Many European Member States have taken action to integrate the SDGs into national 

action and policies and developed or are developing national sustainable development plans. 

Commissions or whole of government institutional mechanisms at the highest level of 

government have been created to drive the agenda forward.  

22. The WHO Thirteenth General Programme of Work 2019-2023 (GPW 13) states that 

WHO will drive public health impact in every country and lead a transformative agenda that 

supports countries in reaching all health-related SDG targets. 

23. The GPW 13 is strongly informed by the United Nations Agenda 2030 and the SDGs, 

and in particular SDG 3 on good health and well-being. In order to accelerate progress 

towards SDG targets, GPW 13 focuses on three interconnected areas: achieving universal 

health coverage, addressing health emergencies, and promoting healthier populations. It 

commits WHO to ‘triple billion’ targets,” wherein WHO aims to ensure that by 2023: one 

billion more people benefit from universal health coverage (UHC); one billion more people 

have better protection from health emergencies; and one billion more people enjoy better 

health and well-being. 

 

Key transitions in health and demography in the WHO European Region 
pose new challenges to public health 

24. The WHO European Region is witnessing a demographic and social shift, characterized 

by rapid ageing and greater longevity of the population – the proportion of people aged 65 

years and older is expected to reach 25% by 2050. This is accompanied by changing living, 

working and consumption patterns and habits. Growing urbanization and globalization of the 

economy will, on the one hand, increase access to more and better services, social 

opportunities, goods and technologies but, on the other hand, may further increase inequity, 

with disproportionate adverse health impacts on the poorest and most vulnerable. Taken 

together, these changes are contributing to an unprecedented epidemiological transition.  

25. In the WHO European Region, noncommunicable diseases accounted for an estimated 

89% of deaths (all ages) and 86% of years lived with disability in 2015.13  Four major 

noncommunicable diseases (cardiovascular disease (CVD), diabetes, cancers and chronic 

respiratory diseases) are responsible for two thirds of premature death (30-69 years) in the 

Region14. Mental disorders rank as the first cause of years lived with disability (YLD) in 

Europe, accounting for 36.1% of those attributable to all causes in 2012
15

.  

1.                                                  
12

http://www.euro.who.int/__data/assets/pdf_file/0008/345599/67wd09e_SDGroadmap_170638.pdf?ua=1  
13

 Sitges report Regional trends in noncommunicable disease outcomes: WHO Regional Office for Europe; 2018 

[in press] 
14

 Action Plan for the Prevention and Control of Noncommunicable Diseases in the WHO European Region 

2016-2025: WHO Regional Office for Europe; 2016 (http://www.euro.who.int/en/health-

topics/noncommunicable-diseases/pages/policy/action-plan-for-the-prevention-and-control-of-

noncommunicable-diseases-in-the-who-european-region-20162025, accessed 28 June 2018) 
15

 http://www.euro.who.int/en/health-topics/noncommunicable-diseases/mental-health/data-and-resources 

http://www.euro.who.int/en/health-topics/noncommunicable-diseases/pages/policy/action-plan-for-the-prevention-and-control-of-noncommunicable-diseases-in-the-who-european-region-20162025
http://www.euro.who.int/en/health-topics/noncommunicable-diseases/pages/policy/action-plan-for-the-prevention-and-control-of-noncommunicable-diseases-in-the-who-european-region-20162025
http://www.euro.who.int/en/health-topics/noncommunicable-diseases/pages/policy/action-plan-for-the-prevention-and-control-of-noncommunicable-diseases-in-the-who-european-region-20162025
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26. At the same time, there are a number of longer term health challenges that continue to 

need to be addressed, including further reductions in maternal and child mortality, the 

changing dynamics of the communicable diseases, and the growing challenges from 

antimicrobial resistance.  

27. Health emergencies, either due to outbreaks, natural disasters or conflicts, and the 

effects of climate change (particularly in relation to changing patterns of disease, extreme 

weather events, and water and food security) impose serious pressure on health and well-

being. Their direct link to international and national security, above and beyond the health 

considerations, places them very high on the political agenda of many Member States.  

28. The combination of these life-threatening events in many regions of the world as well as 

aspirations for better living conditions and economic opportunities, have also triggered an 

unprecedented surge in migration towards and within Europe, with 78 million international 

migrants estimated to be living in the Region at the end of 2017
16

, accounting for nearly 8% 

of the total population.  

29.  Next to these demographic and epidemiological transitions, health systems are also 

confronted with the need to respond to the transition in technologies. These can provide new 

opportunities to attain improved health outcomes, reduce risks to patients, reduce the need for 

hospitalization, faster communication, integrated management of patient data, better access 

for patients to health services and better screening and diagnostic services.   

30. However, technological development also poses a challenge in terms of rising costs of 

health care. This is driven partly by the growing demand for health care, partly by the need to 

invest in and provide access to more costly technology and innovation, and partly by the 

failure of investing in effective public health preventative interventions, as well as in 

integrated health and social care systems. Addressing this challenge requires, among other 

things, adequate health technology assessments and extensive preventive policies within a life 

course approach. 

New scientific and policy thinking to address emerging public health 
threats and opportunities 

31. Over the past 20 years a range of new scientific findings have emerged that in turn have 

prompted the development of a number of conceptual frameworks in the public health arena. 

We have an increasing understanding that human health is affected by genetic, epigenetic and 

intrauterine legacies, environmental exposures, family and social relationships, behaviours, 

political and cultural contexts, social norms and opportunities, gender roles and health system 

interventions which all operate throughout the life course and are carried into future 

generations. In turn, these are shaped or modified by policies, environments, opportunities 

and norms created by society.  

32. This work has shown that the pathways to health inequities are highly multifactorial and 

that the diversity of human contexts in which health is created and determined need to be 

better understood. As illustrated by WHO Europe’s cultural contexts of health and well-being 

1.                                                  
16

 

http://www.un.org/en/development/desa/population/migration/publications/populationfacts/docs/MigrationPopF

acts20175.pdf (accessed on 28 August 2018) 

http://www.un.org/en/development/desa/population/migration/publications/populationfacts/docs/MigrationPopFacts20175.pdf
http://www.un.org/en/development/desa/population/migration/publications/populationfacts/docs/MigrationPopFacts20175.pdf
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project,
17

 embracing this complexity requires a paradigm shift that incorporates cultural 

awareness into policy-making and increases the use of qualitative information from a 

multidisciplinary evidence base that includes neglected areas such as the medical humanities, 

for instance
18

. It also places a new emphasis on measuring health and well-being instead of 

merely focusing on the measurement of death, disease and disability. 

 

Planetary health for human species survival 

33. New perspectives have also been emerging in the process of defining the root causes of 

health and ill-health, with the concepts of planetary and ecological public health. The One 

World, One Health strategic framework, for instance, establishes a more interdisciplinary and 

cross-sectoral approach to preventing epidemic or epizootic disease and for maintaining 

ecosystem integrity
19

. Ecological public health focuses on the indivisibility of planetary and 

human health and addresses major public health determinants, such as climate change, air, 

water and soil pollution, disasters, and the environmental, social and economic impacts of 

production, consumption and trade policies and agreements.
20,21

   

34. For several decades research has been revealing a much more subtle and complex 

contribution from environment to many contemporary health and wellbeing challenges (e.g. 

obesity, diminished mental health and wellbeing, NCDs and of course inequality).  An 

important new realization is that environments can be salutogenic and health enhancing as 

well as pathogenic. 

35. This opens new opportunities. For example, urban policies that result in a compact and 

mixed land use, can facilitate cycling and walking in combination with public transport, 

supporting more physically active life-styles, while at the same time reducing emissions of 

greenhouse gas, air pollutants and noise, and reducing congestion. This may, in turn, result in 

improved quality of urban life, and possibly increased competitiveness and attraction of 

investments.      

36. In this context, the health sector can also play a leading role by “walking the talk” and 

becoming environmentally sustainable, particularly by contributing to mitigating the effects of 

climate change. By doing so, the health sector can create a series of health, economic and 

social co-benefits that improve the health of the population in addition to the traditional role 

of the health sector in the delivery of quality health care.  

1.                                                  
17

 http://www.euro.who.int/en/data-and-evidence/cultural-contexts-of-health 
18

 http://www.euro.who.int/__data/assets/pdf_file/0009/334269/14780_World-Health-Organisation_Context-of-

Health_TEXT-AW-WEB.pdf?ua=1 accessed on 4 July 2018 
19

 FAO, WHO, OIE, UNSIC, UNICEF, World Bank. Contributing to One World, One Health – A strategic 

framework for reducing risks of infectious diseases at the animal-human-ecosystems interface 

(http://www.fao.org/docrep/011/aj137e/aj137e00.htm, accessed on 29 June 2018) 
20

 Ecological public health: the 21st century big idea? An essay by Tim Lang and Geof Rayner. BMJ. 

2012;345:e5466. https://doi.org/10.1136/bmj.e5466. 
21

 Whitmee S, Haines A, Beyrer C, Boltz F, Capon AG, Ferreira de Souza Dias B et al. Safeguarding human 

health in the Anthropocene epoch: report of The Rockefeller Foundation–Lancet Commission on planetary 

health. Lancet. 2015;386(10007) (http://www.thelancet.com/commissions/planetary-health, accessed 11 May 

2018). 

http://www.euro.who.int/__data/assets/pdf_file/0009/334269/14780_World-Health-Organisation_Context-of-Health_TEXT-AW-WEB.pdf?ua=1
http://www.euro.who.int/__data/assets/pdf_file/0009/334269/14780_World-Health-Organisation_Context-of-Health_TEXT-AW-WEB.pdf?ua=1
http://www.fao.org/docrep/011/aj137e/aj137e00.htm
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37. For example, energy and resources inefficiencies of health-care facilities contribute 

substantially to climate change while inadvertently contributing to respiratory and other 

illnesses. Procurement, resource use, waste water treatment (notably with respect to 

discharges of endocrine disruptors), excessive use of antimicrobials, management of health 

care facilities waste, transportation and other policies and practices contribute to the health 

sector’s significant climate footprint. By reducing this footprint and moving toward carbon 

neutrality, the health sector can demonstrate the path forward in response to climate change, 

and environmental threats, thereby playing a leadership role in advocating for a healthy and 

sustainable future. Of particular regard here, the fossil fuel consumption of hospitals, often 

situated in city centres, should be monitored and if possible mitigated. 

 

A “culture of health and well-being” could make healthy behaviours as the norm 

38. Another set of perspectives argue for a new wave of public health focused on a “culture 

of health and well-being” in which healthy behaviours are the norm, and in which “the 

institutional, social, and physical environment support [sic] this mindset”.
22

 Here 

“opportunities to be healthy and stay healthy are valued and accessible to everyone across the 

entire society”
23

. This perspective acknowledges the value-driven nature of, for instance, 

health equity, and the complex cultural contexts that often enhance and sometimes interfere 

with efforts to improve public health, such as, for example, the poor value given to education 

and culture in some contemporary societies. 

39. Building a culture of health to improve population health, well-being and equity means: 

making health a shared value; fostering cross-sectoral collaboration to improve well-being; 

enhancing bottom-up, participatory approaches; creating healthier and more equitable 

communities; and strengthening integration of health interventions, services and systems 

across sectors into a coherent system, while enhancing the societal function of public health
24

.   

40. Such a "culture of health" would be mutually reinforcing with a culture of sustainable 

behaviors (e.g. environmental, economic and health benefits of cycling). This also needs to be 

integrated by and linked to environments that enable the choice of healthy behaviours and 

protect and promote health.    

41. Addressing health equity by focusing solely on the most disadvantaged will not reduce 

health inequalities sufficiently. To reduce the steepness of the social gradients in health, 

actions must be universal, but with a scale and intensity that is proportionate to the level of 

disadvantage. This approach is called “proportionate universalism”.
25

 This also requires 

addressing the inequality gap created by low education and poor jobs.  

42. Early-life, upstream and macro-policy-related factors are the critical drivers of many 

adult health outcomes. Actions on preconception, pregnancy, foetal development and the most 

1.                                                  
22

 Davies S, Winpenny E, Ball S, Fowler T, Rubin J, Nolte E. For debate: a new wave in public health 

improvement. Lancet. 2014;384(9957):1889–95. https://doi.org/10.1016/S0140-6736(13)62341-7. 
23

 Plough AL. Building a culture of health: challenges for the public health workforce. Am J Prev Med. 

2014;47(5) Suppl.3:S388–90. https://doi.org/10.1016/j.amepre.2014.07.037. 
24

 Trujillo MD, Plough A. Building a culture of health: a new framework and measures for health and health care 

in America. Soc Sci Med. 2016;165(206):213. https://doi.org/10.1016/j.socscimed.2016.06.043. 
25

 Marmot M. The health gap: the challenge of an unequal world. London: Bloomsbury; 2016. 



 
page 11 

vulnerable life stages are needed, focusing particularly on early-life-prevalent causes such as 

Foetal Alcohol Spectrum Disorder (FASDs), material deprivation, early childhood education 

and child adversity.
26

 

 

Communication and information technology: between opportunities and threats 

43. Communication and information technology, in particular social media and their role in 

creating virtual settings where people interact, communicate, exchange and disseminate ideas 

and information, have changed people’s perceptions and expectations regarding the 

accessibility, transparency and openness of health communication, as well as the transparency 

and responsiveness of organizations.  

44. When harnessed effectively, the speed, access and informality provided by social media 

technologies can contribute powerfully to public health action, achieving stronger and further-

reaching health promotion and a greater impact on behaviours. Yet, they have become in a 

number of circumstances in several countries, severe threats for public health, for example 

from disseminating misinformation (fake news) and false scares that artfully generate false 

alarms and distrust, such as those associated to the anti-vaccine movement, or, on the 

contrary, fueling positive expectations not based on evidence such as those promoted by the e-

cigarette/vaping lobbying. The compulsive use of social media may also have negative health 

effects, resulting in rising stress, anxiety and other mental health problems especially among 

young, impressionable and vulnerable people. 

Current public health implementation challenges 

45. A recent analysis of national health policy and practice in Member States of the Region 

indicates that the proportion of countries with national health policies aligned with Health 

2020 increased from 58% in 2010 to 93% in 2017.
27

  While this provides an indication, it 

does not speak about the level of implementation and financing. 

46. A review of public health capacities in the WHO European Region was carried out in 

2016.
28

 While there has been overall progress in strengthening public health in the Region, 

more needs to be done. In particular, there is a need to close the clear gap between political 

commitments to public health and the actual resources allocated to it; to place more focus on 

development of the public health workforce; to better organize governance arrangements 

(including accountability mechanisms); to start the work on mitigating the environmental 

1.                                                  
26
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2008;1136:257–68. 
27
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footprint of healthcare; and to assign stronger legislative mandates for public health and 

public health legislation that is properly enforced.  

47. Achieving these objectives would be greatly facilitated by the establishment of 

intersectoral committees at high level within governments, which take the lead on the 

development of national health policies as part of national development agendas. This 

direction is also incorporated in the Roadmap to implement the 2030 Agenda for Sustainable 

Development, building on Health 2020, the European policy for health and well-being.  

48. The acceptance and implementation of evidence-informed public health policies is 

influenced by the political, social, cultural and organizational contexts.  In particular, 

multisectoral thinking and work across different levels of government and with engagement 

of various stakeholders, which are essential for good public health, are challenging to achieve. 

Difficulties may involve governance issues, including non-existent or unclear mandates or a 

lack of legitimacy, skills and a sense of priority for operating across sectoral boundaries, as 

well as institutional or departmental ownership and accountability. There may be a lack of 

commitment or willingness to move policy “upstream” to health promotion and disease 

prevention. Often worries exist, or may be manufactured, that there is insufficient evidence to 

underpin public health policies and actions. 

49. A challenge of special significance is posed by the fact that financing for public health 

is often seen as inadequate, both in absolute terms and in comparison with the money 

allocated to health care. This imbalance is partly due to political, managerial and public 

preoccupation with medical care services focused on treatment, as well as with strong vested 

interests, which  often stand in the way of greater investment in public health action This is 

despite the increasing recognition in national policy statements and documents of the need for 

improved health promotion and disease prevention activities given the noncommunicable 

disease epidemic, and, in some countries, the double burden posed by the persistence of 

communicable diseases.  

50. The politics, economics and practicalities of public health also matter, for example the 

economic, environmental and employment implications of public health actions. Although it 

is important to acknowledge that the available data on public health expenditure are not 

comparable across countries and the definitions are not clear, based on available data, on 

average a total of 3% of national health-sector budgets in Europe (range: 0.6–8.2%) is 

currently spent on public health and prevention, indicating that there is scope for increases in 

public health investment in order to enhance cost-effective interventions that have positive 

health and wider outcomes. Investing in cost-effective interventions will be of growing 

importance, if healthcare is to remain affordable and accessible to all. 

51. Failure to act may be costly: the Organisation for Economic Co-operation and 

Development predicts that, according to current trends, if nothing is done the cost of health 

care will double by 2050. Yet, evidence shows that a wide range of preventive approaches are 

cost-effective in both the short and the longer term. These include interventions that address 

the environmental and social determinants of health, build resilience of individuals, 

communities and society, and promote healthy behaviours, as well as vaccination and 

screening. In addition, investing in public health and generating cost-effective health 
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outcomes can contribute to wider sustainability, with economic, social and environmental 

benefits.
29

  

 

Public health makes multiple contributionsto population well-being 
in the current policy, scientific and epidemiological context  

52. Public health can make three important contributions to population health and well 

being.
30 

 

 As an outcome of equitable improvements in health and well-being: Governments 

are required to establish the equitable promotion of health and well-being as a function 

of governance for health. To do this, they need to provide functioning public health 

capacities and services with influence across all health-related determinants and 

sectors, as well as a functioning health system. 

 As a function embracing the whole of government and society: this is the public 

health function at central level, supporting the human right to health. The commitment 

of heads of state, presidents and prime ministers is crucial, supported by health and 

other ministers, the civil service, capable public health institutions, civil society, the 

private sector, and communities and populations.  

 As a set of specialist functions within the health system: The broad public health 

function includes specialist capacity providing many technical public health services 

from within the health system. Elements of the public health workforce serve both 

population and individual health objectives, as well as research. 

53. To operationalize these contributions, several actions could be undertaken as part of a 

comprehensive approach, as detailed below: 

 

Establish an explicit ethical framework, which also addresses conflicts 
of interest  

54. Greater clarity is needed about common values underlying the process of identifying, 

implementing and assessing the courses of action in public health policy. An explicit 

statement of adherence to common values and principles, such as those stated in the Council 

Conclusions on Common values and principles in European Union Health Systems can be 

used as a reference and adopted at national level.
31

.  

1.                                                  
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55. Legislation and governance involving all levels and all sectors and stakeholders should 

be developed and implemented in a context of transparency, accountability, integrity, policy 

coherence, knowledge, and require population’s participation in the appropriate forms. A 

wide range of public health actors are involved beyond the government itself – for example 

parliaments, civil society organizations, the media and the private sector. 

56. Within this context, special attention needs to be paid to preventing and addressing 

conflicts of interest which may arise.  Commercial interests may influence public health 

actors, such as governments, legislators and regulators, as well as non-health sectors whose 

policies impact on health.  

57.  This is best exemplified by the political tensions arising in relation to taxation of 

unhealthy foods, alcohol and tobacco, restrictions to the emissions of pollutants from the 

industry, energy and transport sectors, or limitations to marketing of unhealthy foods.  The 

strong preference of private actors for self-regulations and voluntary agreements, over 

regulations, standards and norms should also be assessed within this context.  Here, the 

assertion of the primacy of public over private interests needs to be made explicit, and 

appropriate governance mechanism and guidance need to be developed to safeguard the 

application of this principle. 

 

Strengthen governance for health and well-being at the national and 
local level  

58. A good public health policy acts as a catalyst across sectors, mainstreaming public 

health objectives throughout the whole system of governance. It is grounded on the 

affirmation of health as a human right and on acceptance of the obligation of governments to 

ensure prerequisites for citizens’ health and well-being and protect these. Strengthened 

governance for health and well-being is critical to the functioning of the multisectoral, 

multiagency, multiprofessional and multistakeholder collaborations needed to deliver 

effective public health. An important outcome of a strengthened system of governance for 

health and well-being is that it ensures that the actions undertaken across the different sectors 

are fit for purpose.  

59. Good governance for health and well-being has an overarching purpose: to ensure that 

the results of the process that has been planned and implemented are as expected and that the 

feedback loop of policy-making and implementation runs smoothly. Accordingly, governance 

has been recognized in two SDGs (SDG 16 and SDG 17). Good governance also promotes 

policy coherence (see Box 2). 

Box 2: The challenge of policy coherence 

Although many resources have been invested in health policy development within the Health 

2020 framework by Member States and WHO, policy coherence remains one of the greatest 

challenges. The WHO progress report on national health policy development demonstrates 

successes: an increase in the number of countries that have developed national health policies, 
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increasing attention to equity, social determinants and universal health coverage and efforts to 

develop operational as well as monitoring and evaluation frameworks.32 However, the issue of 

policy coherence does not appear to be adequately addressed, and key building blocks for its 

attainment have yet to be deliberately and appropriately developed at country level. These 

include political commitment and leadership, integrated approaches to implementation, an 

intergenerational time frame, analyses and assessments of potential policy effects, policy and 

institutional coordination, involvement of all levels of governance, stakeholder participation 

and monitoring and evaluation.33 

60. Good governance for health and well-being is participatory, inclusive and transparent, 

and has the capacity to innovate. Its structures improve issue-framing, stakeholder 

engagement, evidence collection and synthesis and the development and dissemination of 

recommendations for policy-makers and others. It promotes trust through transparency and 

accountability, clarifies responsibilities, provides the institutional infrastructure for allocating 

resources to support action, addresses challenges related to the science-policy interface and 

encourages the collaborations needed to deliver services. 

61. Community organizations and civil society can make a substantial contribution to public 

health and health systems with regard to policy development, service delivery and governance 

for health and well-being. The community in this case may involve both society in general, 

with its civil society institutions, but also the particular subsets of the population most 

affected by such policies and interventions. This contribution includes evidence provision, 

advocacy, mobilization, consensus building, and the provision of public health services and of 

services related to the social and environmental determinants of health, standard setting, self-

regulation and the fostering of social partnerships. 

62. Building broad coalitions for public health at country and local levels (involving a wide 

range of stakeholders) and establishing mechanisms for shared responsibility for 

implementation of policy-making and practice, while enabling a system of continuous 

learning from participatory monitoring and evaluation, is the best way to ensure that the needs 

of all people in society are adequately addressed. Co-creation and participatory processes are 

key processes driving these coalitions, and it is of vital importance that the capacity of public 

health systems is adequate to steward, manage and leverage the benefits of such processes 

(See Box 3). 

 

Box 3: Building a coalition for public health workforce development in Poland 

 

The Council for Cooperation and Workforce Training was established in December 2017 by 

the Director of the Polish National Institute of Public Health (NPHI). Its main aim is to bring 

together representatives of key stakeholders in public health system in Poland, as well as 

representatives of universities that provide training in public health, in order to harmonize 

workforce needs assessment in public health and development of key competences. The 

Council works under a patronage of Deputy Minister of Health responsible for public health 

domain and encompasses delegated persons from Ministry of Health (Department of Public 

1.                                                  
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33
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Health), General Sanitary Inspection, National Health Fund, Agency for Health Technology 

Assessment, Association of Schools of Public Health in the European Region (ASPHER) 

and Deans of Faculties of Health Sciences or their deputies. The Council established 

working groups that analyse and propose appropriate actions in the field of legal framework 

for public health workforce, development of competence framework and harmonization of 

public health curricula.  The Council meets in a plenary session once in a quarter and in the 

meantime,  it works in a close loop of discussion on selected topics. Members of the Council 

also participate in activities coordinated by NIPH such as preparation of workshops for local 

health authorities on public health priorities or formal process of development of Sectoral 

Framework of Competences in Public Health.  
 

New models for health systems  

63. Reflecting these good governance principles, some new models of health systems are 

emerging, for example accountable care organizations or partnerships,
34,35,36,37,38,39

 although 

these are at an early stage of development and evaluation. Crucially, these models focus on a 

stewardship role of the health system for improving health outcomes in geographically 

defined populations, including addressing upstream socioeconomic, environmental, 

behavioural and developmental determinants of health. Within these models, multiple health 

and human service sectors share leadership, create a common purpose, and align and 

distribute accountability for addressing social and developmental conditions.  

64. Each model is context-specific, yet the following requirements are common: political 

and governmental commitment as a driving force that stimulates the implementation process; 

a local infrastructure; a physical or virtual organization that supports horizontal alignment and 

integration of medical, public health and population health services and support; financing 

arrangements that expand the concept of value to include the creation of health and well-being 

as a social investment; and the development of new forms of health-related information and 

information management that measure population health trajectories and demonstrate return 

on health investments by linking investments to health, community, environmental and 

economic outcomes. 

1.                                                  
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65. Notably, these new models generally rely less on structures and organizational 

arrangements and more on relationships and functions.
40

 

 

Adopt transformative approaches to deliver public health action across 
different sectors 

66. The 2016 report by the United Nations Research Institute for Social Development 

(UNRISD), Policy innovations for transformative change: implementing the 2030 Agenda for 

Sustainable Development41, states that transformative social development is crucial to 

implementing the United Nations 2030 Agenda and must involve fundamental changes in 

institutions to make them more inclusive and equitable, as well as fostering a redistribution of 

power and economic resources towards common goals. 

67. Within the health sector, a transformative approach requires change in the way the 

health sector thinks and prioritizes investment, building on the understanding of the 

relationship between health and health care42 and giving greater priority to prevention and an 

understanding of the dynamic nature of public health and whole-of-government approaches, 

including social protection systems.  

68. A transformative approach to public health includes strengthening political choices for 

health and well-being. This includes political commitment to health and well-being at the 

highest levels of government, supported through parliamentary processes and decision-

making at the different levels of national, subnational and local governance, allowing for 

continuity across political cycles. (see Box 4).  

 

Box 4. Transformative approaches in the experience of the WHO Healthy Cities Network 

 

Transformative action includes leveraging new and existing partnerships at the local level. The work 

of the WHO European Healthy Cities Network has provided 30 years of experience in building local 

coalitions for public health, improving public health at the local level, and strengthening public health 

governance through the fostering of vertical coherence between different levels of government, from 

national to regional to local.   
 

For example, the Russian National Network Association of Healthy Cities, Regions and 

Settlements undertakes a number of national projects involved in building a culture of health 

and well-being, including amongst children, educational institutions and others.
43
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The Finnish Healthy Municipality Network was an active partner during the consultation on 

the Finnish healthcare and social services reform.  

 

The National Healthy Cities and Counties of Ireland Network is integrated into the national 

health policy, ‘Healthy Ireland’ as provides an implementation vehicle at the local level while 

strengthening a means for local issues to feed into national policy
44

. 
 

69. A key role for ministries of health is to protect public health as a universal value and a 

public good and to promote it as a shared social and political objective for all sectors and an 

indicator of success for government as a whole. This includes building systems of governance 

that strengthen ownership, participation and accountability for public health across the sectors 

and actors involved. Technical excellence alone is not sufficient – public health is a political 

choice, and this must be reflected throughout the workings of government at all its levels. 

70. Evidence needs to be effectively communicated and presented with relevant examples 

to politicians, policy-makers, professionals and the public in terms, and with examples, that 

they both understand and on which they can take action.  

71. In addition, the social capital perspective indicates that enhancing population health 

cannot be achieved through material inputs alone.
45 

It will be equally important to pay 

attention to the quality and quantity of relationships and the distribution of power and trust, 

which support material or technological transfers and make them interpretable.  

Enhance investments in public health 

72. The available evidence shows that public health interventions can be cost-saving and 

that high returns for health and sustainable development can be achieved through investing in 

public health policies across the Region.  

73. Many public health interventions are highly cost-effective in their own right and/or can 

save costs. Some are delivered within the health system, while others are delivered in 

partnership with other sectors or actors. In the UK, a highly cost-effective intervention is the 

screening programme for older women at high risk of hip fractures, as it suggests a cost per 

QALY gained of US$4,111. As a cost-saving initiative, in Italy, a return on investment 

analysis suggests the universal hepatitis B vaccination will return US$2.78 for every US$1 

invested from the health system with the programme breaking even within 20 years. More 

headline figures include that preventive approaches contribute between 50%-75% to the 

reduction of cardiovascular mortality in high-income countries and 78% globally
46

. 

Meanwhile, in 2016 the cost of physical inactivity globally was estimated at US$67.5 billion 

in health care expenditure and lost productivity
47

. 
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74. Cost-effective preventive approaches can contribute to improvements in health 

outcomes at lower and more sustainable cost, while supporting universal health coverage and 

mitigating the environmental footprint of healthcare. For example, a new WHO global report 

on returns on investment from investing in NCD prevention, estimates that every $1 invested 

in the WHO “Best Buys” for NCDs (the most cost-effective interventions) will yield a return 

of at least $7 by 2030, and that implementing the WHO “Best Buys” can generate 350 US$ 

billion in economic growth between now and 2030
48

.  Similar findings are available at the 

country level, indicating that economic losses from NCDs are equivalent to 3.9 % of gross 

domestic product in Kyrgyzstan
49

 and 5.4 % in Belarus.
50

  Health promotion and prevention 

bring results: a 10% reduction in cardiovascular diseases could save €20 billion per year in 

lower- and middle-income countries. In particular, there is a need to invest in social 

protection. 

75. Investing in early childhood development is estimated to produce a 17-fold return for 

each euro invested. The cost of not taking action is significant: the direct and indirect costs of 

a high disease burden in countries can consume up to 15–20% of GDP. 

76. Reducing health inequality by 1% per year would increase a country’s annual rate of 

GDP growth by 0.15%.
51

 Already in 2011, it was estimated that, in the European Union, 

inequality related health problems reduce labour productivity and take 1.4% off GDP each 

year. Moreover, health inequality related welfare costs were estimated to be €980 billion per 

year, or 9.4% of GDP
52

. Tackling inequalities can also bring huge savings to the health 

system itself. In England, for example, socio-economic inequalities – which in turn drive 

health inequalities (the social gradient) – are estimated to cost the National Health System 

£4.8 billion a year as a result of excess hospital admissions
53

.  

77. Despite such examples and an increasingly robust evidence base, spending on public 

health remains modest. However, there is growing momentum in the WHO European Region 

to expand financing initiatives that support public health actions, including those that are 

intersectoral. Developing the case for investing in public health through disease prevention, as 

a means of saving on the increasing costs of treatment, by working with finance decision-

makers and stressing “win-win” areas, will be an important way of making progress.  Here it 

is important to overcome the “prevention paradox”
54

 where it is argued that while a given 
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intervention may benefit a large group collectively, the individual benefits are too small to 

have an attractive impact for those responsible for disbursing funds.   

78. Strategies and studies to demonstrate the co-benefits to relevant sectors are key – 

identifying so-called “win-win” scenarios will help to fund or cost-share specific 

interventions. For example, making the case for investing in better school meals to promote 

children’s health (ostensibly a public health issue), can be tied to improving educational 

results (education sector), better workforce prospects (labour sector), and resultant 

contribution to the economy (economy and finance sectors). In some cases, the health 

improvement can be generated by relatively modest investments from another sector: for 

example, infrastructure and transport spending on more frequent bus stops, in order to make 

them more accessible to older people, can contribute to healthy ageing.  In this regard, Health 

in All Policies (HiAP) approaches are an important way of engaging other sectors and 

demonstrating the benefits to all sides (see Box 5). 

79. Leveraging the funds of other sectors is also an important opportunity, picked up by the 

2010 Adelaide Statement on Health in All Policies which called for “incentives” and 

“budgetary commitment” to help public agencies work together on “integrated solutions”
55

. 

Indeed, public health agents need to become increasingly skilled in persuading other sectors 

to fund health-improving activities by highlighting benefits other than good health outcomes 

likely to result from their investment, such as learning outcomes, increased productivity, 

environmental and/or quality of life improvements, and economic returns.  For example, 

investments into water and sanitation systems not only can reduce the burden of disease 

related to water-borne disease but can make strategic infrastructure resilient to extreme 

weather events, reducing the risk of disruption of a key service. Similarly, the transport 

sector’s investments into measures that promote safe cycling may result in economic benefits, 

notably through reduced absence from work due to the improvements to health brought about 

by regular cycling for commuting
56.
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Adapted from: 
57

,
58

. 

80. Simply allocating more resources for health from the general government budget is a 

preferable way to increase funding for public health action, if it is coupled with strong 

priority-setting approaches, which address conflicts which often arise among sectors when 

negotiating budget allocations. Besides an expansion of fiscal space, there are two additional 

mechanisms to ensure that cost-effective, efficient and value for money public health 

interventions are well funded. The first one involves moving towards more explicit and 

transparent priority-setting approaches applied to the resources already allocated to health, 

taking into account agreed policy directions. The second direction is to identify and address 

inefficiencies in health systems and withdraw spending from activities which do not deliver 

benefits or, worse still, cause harm or could be delivered at lower cost. In general, moving in 

these directions requires investment in long-term fiscal dialogue, strengthening of budget 

processes, and re-balancing budget allocations to different sectors. 

 

Embrace systems approaches to cope with complexity and uncertainty 

81. Public health policy-making is a complex and non-linear process
59

. This complexity in 

public health issues requires a holistic systems approach, with real-time evaluation and 

feedback, where the need for scientific evidence and analysis must be set against the social 

and political context of growing complexity, unpredictability and ambiguity. Importantly this 
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Box 5: Prioritising Health in Policy (HiAP) Discourse 

 

Bearing in mind, first, that areas in which HiAP can be applied should be subject to the 

following criteria: problem / issue is of major public health importance; problem / issue is 

amenable to change and change is feasible (i.e., there is sound evidence about how it can be 

tackled); and potential solutions are politically and culturally acceptable, argumentation in 

favour need to address:  

 

1. The health argument: Health has an intrinsic value, and is a priority for people. For this 

reason governments can and should support public sector engagement in this area. 

 

2. The health-to-other-sector argument: Improved health and equity can support realisation 

of mandates and goals of other public sectors through the pursuit of this action. 

 

3. The health-to-societal-goal argument: Improved health and equity through this action can 

contribute to wider societal gain, including well-being, economic and social development 

and financial and environmental sustainability; also generating support / confidence in 

public decision-making. 

 

4. The economic argument: Stressing the contribution to wider economic goals through 

improved health and equity resulting from this action.  
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requires the development of capacities to take decisions in this context, particularly when this 

would call for a precautionary approach in the interest of protecting public health. 

Use information to inform decisions 

82. The analysis of reliable and timely health information is the foundation of effective 

public health action. Health information systems provide knowledge about the health status of 

the population and surveillance for health hazards and disease, as well as the performance of 

the health system itself. These are essential for policy-makers to gain a reliable and realistic 

picture of the health situation in their country and to understand the determinants that 

influence the health and well-being of the population. They are also necessary for target 

setting as part of health and development policies and objectives and for monitoring progress 

towards their achievement, thereby strengthening accountability mechanisms and allowing for 

corrective measures to be taken, if necessary. Building an efficient and robust health 

information system, that can produce reliable quantitative health data, should therefore always 

be a priority of any government.  

83. However, in order to capture the full range of health concerns – and ultimately change 

public health outcomes – health data and information need to also reflect the social, political, 

environmental, commercial and cultural determinants and contexts of the populations that are 

being described. Ultimately, if policy-makers are to gain a deeper understanding of factors 

that influence public health, detailed analyses are required that attempt to describe why 

policies and interventions are (or are not) effective (see Box 6). As the forthcoming European 

Health Report 2018 will demonstrate, qualitative health information, gathered from a wider, 

more multidisciplinary range of sources such as ethnographic surveys, photo voice 

techniques, forum theatre, historical analysis, cultural studies and “big data” sets, can often 

help to provide the necessary context behind a health challenge (or health opportunity).  

 

Box 6: Understanding the cultural contexts of the United Kingdom’s public health response to 

re-emergent rickets among British Asians in 1960s 

 

In the early twentieth century, rickets in the United Kingdom was regarded as a disease of inner-city 

infants and children, caused by environmental and lifestyle factors such as the proliferation of 

industrial slums, poverty, and the decline of breast-feeding. 

 

Freighted with political significance as a marker of inequality, rickets was successfully targeted at the 

population level by highly interventionist nutrition policies during World War Two. However, from 

the 1960s and onwards, the public image and political meaning of rickets has changed dramatically 

with its re-emergence among British Asian adolescents and young women. 

 

While some researchers attributed the return of rickets to continued income inequalities and declining 

nutritional intervention, others stressed the (presumed) impact of religion on dietary and clothing 

choices amongst immigrant communities. These attributions reflected political positions as well as 

clinical findings. In the absence of professional consensus, efforts to eliminate rickets were delayed, 

diminished and limited to education-only interventions. 

 

The public health responses to nutritional rickets in twentieth century Britain demonstrate how the 

perception of causes of a disease can directly affect the strategies deployed in responding to it, and can 

operate independently from medical evidence. Using government files, medical and media reports and 

oral history, historical studies have revealed the ways in which medical, political and popular 
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understandings of rickets and assessments of its prevalence in certain communities were strongly 

influenced by wider cultural, political and economic anxieties about immigration and pressures on the 

health service (1,2). 

 

These studies are a reminder of the changing perceptions of mass medical interventions. They show 

how not-validated assumptions about the cultural causes of a politically-charged condition prevalent 

among a socially stigmatized group can shape public health responses. Close attention to the political 

and cultural meanings attributed to specific health conditions is therefore necessary to understanding 

how public health interventions are selected, implemented and assessed for efficacy (3). 

 
Sources 
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84. Addressing current and future of public health challenges therefore requires a revision 

of the ways health information is gathered, in order to engage with the full complexity of 

public health determinants and contexts, as well as the subjective, lived experience of the 

people whom public health professionals and policy-makers are committed to serve. 

Develop strong public health infrastructure  

85. A new conceptualization of public health has particular implications for infrastructure, 

implying the need for a greater sense of shared purpose among relevant institutions and 

sectors, and for a greater global perspective in education and training. The required 

infrastructure is necessarily diverse and extensive, covering both State and non-State actors.  

86. Infrastructure arrangements are a critical element in the delivery of effective public 

health services. Much of the physical infrastructure that supports public health and 

environmental health came into being as a response to rising mortality levels associated with 

rapid urbanization in the 19th century. Successful at the time, it now needs to be updated and 

upgraded to cope with new issues, such as chemical pollution, air pollution medicine residues 

in waste water, and to be resilient to extreme weather events, while urban transport 

infrastructure, for instance, needs to be improved to support cycling and walking. These 

activities not only deliver health benefits through physical activity, but help reducing 

emissions and alleviating congestions (see box 7). 

Box 7: Promoting cross-sectoral partnerships: the Transport, Health and Environment 

Pan-European Programme (THE PEP) 

Established in 2002 by the ministries of transport, health and environment and serviced by a 

joint secretariat provided by the UNECE and WHO/Europe, THE PEP is a multisectoral 

policy platform through which Member States work in partnerships to fulfil the vision of 

“Green and healthy mobility and transport for sustainable livelihoods for all”
60

.  One of THEP 
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PEP partnerships, led by Austria and France, aims at the promotion of cycling across the 

European Region, recognizing and leveraging its multiple health, societal, environmental and 

economic benefits.  

The partnership is currently developing a European Masterplan on Cycling Promotion to 

make cycling more prominent on the political agenda, and support actions on multiple fronts, 

including policy, development of infrastructure, improvements to cyclists ‘safety, 

development of monitoring systems and harmonized statistics on cycling and tourism. The 

Masterplan is expected to be adopted at the Fifth High Level Meeting on Transport, Health 

and Environment, to be held in Vienna, Austria, on 22-24 October 2019.  
 

87. The public health function and public health infrastructure needs a locus. There are two 

broad requirements: a legal regulatory framework and a surveillance framework. The 

regulatory framework enforces public health laws and regulations in concert with a spectrum 

of local and national institutions. Political and social legitimacy are both critical to its success, 

however, and such legitimacy usually requires public acceptance of the importance of the 

regulatory framework for economic and social development and a feeling of trust that 

regulation, implementation and enforcement will be conducted equitably, fairly, transparently 

and in the best interests of the public. This requires a government programme, supported by 

parliament, where these issues are addressed. The surveillance framework
61

 will comprise 

core activities comprising public health surveillance (detection, registration, reporting, 

confirmation, analyses, and feedback) and acute (epidemic-type) and planned (management-

type) responses. Support activities include communications, supervision, training, and 

resource provision.  

88. Public health will need to be represented centrally, within ministries of health, and at 

regional and local levels. Options include a single vertical public health hierarchy, or a more 

decentralized model with greater local responsibility and autonomy, such as decentralization 

to structures of local government. These arrangements for the identity and locus of the 

organization(s) involved will differ from country to country, depending on the context and 

other prevailing circumstances. Whatever the arrangements, functionally full vertical and 

horizontal integration is vital. 

89. Public health should have an independent authoritative voice, and be able to effectively 

communicate and report independently.  Public health needs to work closely with the health 

services on one hand and derive strength from the health professional health workforce but 

also with other public institutions - health in all policies and implementing the SDGs should 

not be an excuse to dismantle well-functioning public health institutions and infrastructures.  

Build a transformed workforce for public health 

90. Effective public health services require structures to create and sustain a workforce with 

appropriate skills and knowledge. In the 21st century, public health needs a workforce with 

different qualifications and multidisciplinary skills from those it had before.  
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91. Public health is a broad multidisciplinary subject. Several studies
62,63

 have suggested 

that there are three main groups in a multidisciplinary workforce: all those involved in the 

broad remit of public health practice, including teachers, town planners, architects and others 

who do not primarily consider their work as being in relation to public health; those with 

specific health-professional and clinical functions, with skills in epidemiology, prevention, 

etc.; and institutionally trained public health specialists and practitioners  who can focus on 

the translation of public health knowledge and evidence into essential public health policies 

and services.  

92. The public health workforce has an important role to play as advocates for population 

health, especially strengthening asset-based approaches and giving voice to those most 

vulnerable in societies. Working with sectors and communities lies at the core of public health 

practice, and an important role is to articulate the potential contribution of public health 

actions to population health and where relevant emphasizing the co-benefits of such actions to 

the strategic aims of the equitable improvement of population health and wellbeing.  

93. Public health practitioners need to possess strong interpersonal and communication 

skills and be able to engage all relevant actors (including communities, NGOs, and social 

enterprises) and sectors other than health in the design and execution of public health services. 

Skills such as relationship-building, influencing, negotiating and political astuteness will be 

important, although they are often the hardest to acquire and deploy effectively. Leadership 

will be not only individual or positional, but also institutional, distributed, engaged, 

collective, community-centred, place-based and collaborative within supportive national and 

international networks. 

94. The broad public health function includes specialist capacity and staff providing many 

technical public health services. Strategic and systematic investment in the planning, 

development and training of the public health workforce is therefore paramount to achieve 

sustainability in public health service delivery and operationalize public health initiatives and 

programmes across all sectors. The composition, location, competence and quantity will be 

country-specific based on the burden of disease and the specific establishment of the health 

system.  

95. Public health specialists and practitioners will be able to function effectively across the 

broad scope of public health practice with strong system leadership skills and the capacity to 

act as change agents to drive the public health agenda at national, regional and local levels. 

Emerging competencies required for the public health specialist of the future include: system 

thinking and systems methods; communication capacities and capabilities; entrepreneurial 

orientation; transformational ethics; and policy analysis and response64  

96. The public health workforce requires systematic development, involving sustainable 

public health workforce planning, sustainable strategic investment and institutional capacity 

and capability to deliver.  Continued professional development (CPD) opportunities and 
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attractive career pathways should form part of the package to attract the best candidates. 

Public health should be an attractive career opportunity.  

97. National institutes, that provide evidence informed leadership, expertise, and 

coordination for a country’s public health activities
65

, and schools of public health, 

universities, medical schools, and wider academic and collaborative networks play a major 

role in public health workforce development, as centres of knowledge, expertise, research, 

postgraduate and continuing education, and capacity-building. Their establishment and 

maintenance should be actively supported. (Box 8) 

Box 8 The Academy of the National Institute for Public Health and the Environment of 

the Netherlands (RIVM) 

 

The point of departure RIVM is that the institute’s strategy can only be implemented if its 

employees have the appropriate knowledge and skills.  RIVM’s strategy starts from core 

values such as ‘at the heart of society’ and ‘trusted advisor’.  Six strategic topics have been 

defined (the six columns in the lower part of the figure). The Academy actively supports 

employees to learn during the day-to-day work, with and from colleagues. Through ‘learning 

pathways’ and ‘action learning projects’ different groups of employees (advisors, experts, 

laboratory employees and managers) together explore – across the organization – what the 

strategy means for them and their daily work.  This further strengthens the skills of 

professionals who are able to look beyond the boundaries of their own discipline.  
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98. Schools of public health also have an important role to play in familiarizing students 

with the vision, aims, objectives and main fields of public health action, creating a wide range 

of educational opportunities for the expansion of health literacy and understanding among 

both health professionals and the public.  

99. Educational facilities should be able to produce health workers who have acquired and 

can utilize the latest environmental health knowledge and insights, and who bring a modern 

population health perspective to their work. This has implications for infrastructure, implying 

the need for a greater sense of shared purpose among relevant institutions and sectors, and for 

a greater global perspective in education and training. 

100. There is a strong evidence-based rationale for capacity-building of subnational 

structures and communities and their empowerment and active engagement as part of a 

strategic response to reduce health inequalities.66 Implementation networks, such as the 

WHO European Healthy Cities Network, the Healthy Schools Network, the European 

Network for Workplace Health Promotion, and the Health Promoting Hospitals and Health 

services Network, create opportunities to address the co-clustering of health determinants in 

ways that may be more difficult to achieve at the national level.  

101. Increases in knowledge also contribute to changes in public awareness and behaviour. 

When the general public is presented with and encouraged to assimilate contemporary public 

health knowledge, it can only facilitate the implementation of environmental health policy and 

improve population health.  This may require adapting communication targeting the general 

public to the changing information context.  The major social and economic changes that are 

needed to secure health, well-being and human survival likely demand buy-in by an informed 

public, which may necessitate the use of new and innovative channels in addition to formal 

public health programmes. 

 

Making it happen: a ten-point action plan 

102. Countries may wish to review their public health governance, infrastructures, capacities 

and services in the light of the concepts and directions for action highlighted in this document, 

taking into account the national context.  

103. Urgent actions to be considered by the Member States include:  

1. Establish clear leadership and accountability for public health at the political level, with 

the engagement of the President and Prime Minister and parliamentary legitimacy. This should 

aim at the development of strong, well-resourced and fit-for-purpose public health frameworks, 

supported by clear institutional bases and adequate human resources and capacities. 

2. Ensure coherence across national public health strategies and policies, and their alignment 

with national policies for sustainable development and the achievement of the SDGs. This 

should address the determinants of health across all policy sectors. It should also aim at reducing 
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inequalities in health, particularly in vulnerable groups, following gender-sensitive and 

participatory approaches 

3. Review the institutional frameworks for public health action, and provide the necessary 

resources to strengthen the capacity of public health actors, within health systems and across 

other relevant sectors.  

4. Establish or strengthen effective intersectoral mechanisms for addressing all health 

determinants, particularly the environmental, social, economic, cultural, commercial and 

behavioural determinants, across policy sectors. This should   include local multi-sectoral 

collaboration e.g. at city or community levels. At the urban level, this means making cities more 

livable and health-promoting.  including by providing safe and clean public transport, 

opportunities for active mobility, good building rules, as well as accessible and good quality 

green and blue spaces 

5. Effectively engage with all relevant sectors, civil society, local actors and stakeholders, 

including, where appropriate, the general public and the private sector, and empowering 

communities to take effective actions to protect and promote health. This requires affirming the 

supremacy of public interest when engaging with the private sector, addressing potential 

conflicts of interest.  

6. Step-up investments into effective public health interventions, addressing inefficiencies 

and increasing the value achieved for the money invested. This should include using financial 

instruments to correct distortions in the market and promote and protect health, such as fiscal 

incentives to promote health and disincentives to prevent or reduce health risks, such e.g. taxes 

and subsidies on consumers’ products. 

7. Support and strengthen institutional capacities for the generation of evidence, health data, 

information, tools and methods to support evidence-informed policy-making and decision-

making, implementation and monitoring of results. This would entail putting in place a 

transparent accountability system for measuring efficiency and effectiveness of actions and 

progress through relevant indicators. It would also mean prioritizing public health polices for 

which strong scientific and practical evidence exists of cost-effectiveness. Examples include 

environmental protection, restrictions to the marketing of tobacco, unhealthy food and drink 

products; urban planning; improvements to the environmental sustainability of health systems. 

8. Develop a new fit-for-purpose public health work-force, within and beyond health 

systems, by investing in training and continuous development of human resources. This should 

result in the strengthening of capacities in areas such as policy, political and strategic analysis, 

capacity to undertake health and health equity impact assessment, political astuteness, and 

influencing and negotiating skills. 

9. Empower people to make healthy decisions for themselves and their families, promoting 

knowledge, health literacy, social values and ensuring resources through social and welfare 

provision, and provide physical, societal and commercial environments that facilitate healthy 

choices. 

10. Work in collaboration with international, intergovernmental and nongovernmental 

organizations, including United Nations agencies, user associations, family associations and 

professional associations, to support the implementation of these action points. This would 

include strengthening the use of already existing regulations and policy frameworks, both at the 

national and international level.  Examples include the Framework Convention on Tobacco 

Control, and the many Multilateral Environmental Agreements, such as relevant UN 

Conventions, to which most Member States are Parties.  
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104. WHO stands ready to support Member States’ efforts, by providing leadership, 

supporting advocacy efforts, providing technical advice and support at the national and sub-

national level, as needed, including through the development of tools and guidance, the 

production of evidence and by facilitating exchanges of knowledge, experiences and good 

practices, and working in partnership with United Nations agencies and other organizations 

and relevant stakeholders.   


