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By now it is increasingly accepted that the old ways of managing the

health system will not do. The 21st century’s complex social, economic and
epidemiological problems cannot be solved by 20th century approaches. Our
health is mostly determined by factors outside the operational sphere of the
health sector, so the health sector must move beyond managing the health care
system and seriously address those determinants of health in other spheres—
education, housing, transport, employment, income, welfare etc.—where they
impact on health. This is the Health in All Policies (HiAP) approach.

HIAP was the focus of much discussion in Adelaide, South Australia (SA), in

April this year when the South Australian Government and the World Health
Organization hosted the Adelaide 2010 Health in All Policies International Meeting.
This issue of the Public Health Bulletin presents papers from a number of the
participants at the meeting and reflects on the meeting’s themes and outcomes.

Professor Kickbusch provided a keynote presentation at the meeting, the themes
of which are reflected in her paper in this issue. In her view health is now very
much on the political agenda in ways that could not have been predicted

10 years ago. The very centrality of the health agenda in the political debate,
coupled with the multi-dimensional nature of that agenda—political, economic
and ideological—make it essential that health be a shared goal across all parts
of government. Kickbusch suggests that the challenge for the 21st century

in achieving this presents an historic effort not unlike that of the creation of

the public health system and the medical care system, respectively, in the two
previous centuries.

There is increasing connectivity between health and the economy as the costs
of the health system spiral and take up an ever-increasing amount of the state
budget, something which is clearly unsustainable. It does, however, provide
an economic argument and an impetus for governments to find new ways of
working. This is the theme of two papers—of Fidler and Moran, and of Lin.
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The former take up this theme from the perspective
of the current global financial crisis. Their conclusion

is that, in light of experience from previous crises and
from empirical and anecdotal evidence, the impact

of the crisis on households and on the health status
of vulnerable populations can be alleviated through
policy levers outside the health sector. The crisis, in their
view, could be seen to provide a unique opportunity
for continued reforms in the health and social sectors,
and an incentive to governments to learn from various
countries’ experience of HiIAP approaches.

Lin's paper, which is based on a commentary prepared
for the "health and the economy’ thread at the
meeting, posits that economic policy is an important
tool for both development of, and advocacy for, policy
on prevention. Mirroring Fidler, she queries whether
economic crises can be turned into opportunities to
put this into practice. The challenge, Lin suggests, is
to reconfigure global health governance to an HiAP
approach. The health sector needs to be providing the
business case for this, through analysis and modelling
of intervention options and policy opportunities.

Intersectoral action for health is not a new concept, but
HiAP as its newest manifestation, is more innovative.
As with anything new, it is important to share ideas
and learn from each other. This was very much the
reasoning behind holding the international meeting:

to bring as many people as possible together who are
engaged in this innovative work; to see how the HIiAP
approach is being implemented in different countries
and jurisdictions, and at different levels—national,
subnational and municipal; to identify common themes
and issues; and to consider any notable differences in
implementation. This was with a view to learn from
each other and, in so doing, advance the evolution of
an HiAP approach as a principal means of addressing
the social determinants of health.

SA is taking a lead in implementing HiAP based on
extensive cooperation between SA Health and the
central government agency, the Department of the
Premier and Cabinet (DPC). The innovation of the SA
model is in having an HiIAP approach embedded into
the state’s central planning vehicle—South Australia’s
Strategic Plan (SASP)—and applying a ‘health lens’
to a range of state policies according to an agreed
methodology. This approach was recommended by
Professor llona Kickbusch who, as the Premier’s Thinker
in Residence in 2007, successfully introduced the
concept to key agencies.

The critical factors in the success that SA has achieved
so far in implementing HiAP are detailed in the paper
by members of the HiAP team in SA Health, Maddock,
Williams and Broderick. The Kickbusch Residency, as the
catalyst for action, was crucial in gaining acceptance for
the HiAP concept. In progressing the implementation,
the following factors have been identified as critical:
the political will within both SA Health and DPC; using
SASP, with its explicit targets, objectives, indicators

and reporting mechanisms, as a major driver; and
establishing governance structures, and using existing
structures, to implement the approach. Further critical
elements are: a clear commitment to a cooperative

way of working with other sectors, to establishing
shared goals and visions, and to ensuring that there is
no 'health imperialism’ (a common criticism by other
sectors of health agency approaches when seeking to
work across sectors).

Many of these same elements are reflected in papers

in this Bulletin® based on the practice of HiAP in other
countries and jurisdictions. Stahl and Perttila, who
examine the adoption of intersectoral approaches in
Finland, this time at the municipal rather than the state
level, argue that the approach requires political will and
a commitment from the leadership if it is to succeed.
Implementing it requires information and management
systems to facilitate action, as well as common targets,
practices and tools across sectors. They make the point
that it is a very time-consuming process and results
should not be expected quickly, a factor with which we
in SA would concur.

Pettersson’s paper on the Swedish experience agrees
that the process needs to be taken slowly, is long-term
and requires patience and continuous dialogue, which
again reinforces the experience in SA. Pettersson is
clear on the need to find common ground between
health and the non-health sectors, where joint action
will improve population health and at the same time
achieve other sectors’ goals—the win—win situation
that was echoed by most other contributors. Above
all, there should be no health imperialism. This again
concurs with the experiences of others, including SA.

Merkel, in his discussion on the European Union
experience of HiAP, also supports these arguments—
that implementation structures, systems and
mechanisms, as well as political will and leadership, are
essential to support intersectoral action. He suggests
that a legal commitment to HiAP, while very valuable, is
not of itself sufficient. He points to the need for shared
vision and goals between sectors, the necessity for a

@ Copies of the presentations from the Adelaide 2010 Health in All Polices International Meeting, on which the papers are based, are
at http://www.health.sa.gov.au/pehs/HiAP/adelaide-2010-presentations.htm
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specific focus for the work, and clear shared objectives
and deliverables. HiAP is not just a one-off activity and
it must have processes to sustain it.

Writing about the Netherlands, it is van der Heiden's view
that no new legal or financial instruments are necessary
in that country in order to undertake intersectoral action
for health. Such action should be organised around
concrete objectives, with attempts made to create
synergy by actively seeking ways in which the aspirations
of the differing sectors can be complementary, or ways in
which health can support other legitimate aspirations of
these sectors. All of this requires strong coordination at
the central government level. Again, these views concur
with the experience of others.

Governance arrangements for HiAP, which was a key
consideration for all meeting presentations on the
experiences of other jurisdictions and countries, is the
specific focus of the contribution from St Pierre and
Gauvin. They argue for the necessity for governments
to find ways of establishing intersectoral governance
for health, combining horizontal and vertical structures.
They present a framework for achieving this that

has four dimensions—leadership, coordination and
collaboration, accountability and cultural change.

Harris and Harris-Roxas pose a wider question for
consideration: how do policy initiatives such as HiAP
and health impact assessment take into account the
achievement of broader societal goals and focus on
the forces that systematically produce an inequitable
distribution of health determinants. In their view
consideration of these forces is necessary if we are to
avoid the health imperialist model.

Geoff Mulgan, also a previous Thinker in Residence

in Adelaide, provides a broad reflection on joined-up
government or, as he calls it here, holistic government.
As Mulgan sees it, while modern governments grew up
organised into silos, the pendulum has now swung in
the direction of more joined-up intersectoral approaches.
He outlines five main categories of approach: top down,
where joining up is a directive from the top; where it is
embedded in law, e.g. the Climate Change Act in the
United Kingdom; genuine collaboration by government
departments; bottom-up collaboration; and measures
based on data and monitoring.

Mulgan suggests that one of the factors mitigating against
HIAP, or joined-up ways of working, is the cognitive
capacity of the people involved. It is actually hard for staff
to consider the impacts of their policy or practice on other
agencies, and hard for ministers or central government

agencies to consider all the possible ramifications of
their actions. Nevertheless, he remains optimistic that
governments are becoming better at handling complex
horizontal issues—that skills are improving.

One of the major outcomes of the meeting was the
realisation that health systems in most countries

are struggling with very similar problems—that, in
implementing intersectoral approaches, they are facing
similar challenges, and that, despite differences in the
way systems are organised, their approaches have many
features in common. This provides the opportunity to
learn from others; hopefully, the papers presented here
will advance that learning.

A more tangible outcome of the meeting was the
Adelaide Statement on Health in All Policies, which was
developed by the meeting and is reproduced in this
issue. This statement is primarily intended for leaders
and policy makers in areas other than health—it talks
to them about what HiAP is, what'’s in for them, and
how advancing health determinants will help them to
achieve their goals.

On a final sad note, we take this opportunity to say vale
Professor Konrad Jamrozik, whose death in March this
year was a great shock and a major loss to the public
health community, not just here in Australia but across
the world. Konrad was very generous with his time for
the Bulletin, both as an author and a guest editor. In
this issue his colleagues at the University of Adelaide
celebrate his life and pay tribute to his memory.
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Adelaide Statement on Health in All
Policies: moving towards a shared
governance for health and wellbeing

Report from the International Meeting on Health in
All Policies, Adelaide 2010

The Adelaide Statement on Health in All Policies

is to engage leaders and policy-makers at all levels of
government—local, regional, national and international.
It emphasises that government objectives are best
achieved when all sectors include health and wellbeing
as a key component of policy development. This is
because the causes of health and wellbeing lie outside
the health sector and are socially and economically
formed. Although many sectors already contribute to
better health, significant gaps still exist.

The Adelaide Statement outlines the need for a new
social contract between all sectors to advance human
development, sustainability and equity, as well as to
improve health outcomes. This requires a new form of
governance where there is joined-up leadership within
governments, across all sectors and between levels of
government. The Statement highlights the contribution
of the health sector in resolving complex problems
across government.

A healthy population is a key requirement for the
achievement of society’s goals. Reducing inequalities
and the social gradient improves health and wellbeing
for everyone.

Good health enhances quality of life, improves
workforce productivity, increases the capacity for
learning, strengthens families and communities, supports
sustainable habitats and environments, and contributes
to security, poverty reduction and social inclusion. Yet
escalating costs for treatment and care are placing
unsustainable burdens on national and local resources
such that broader developments may be held back.

This interface between health, wellbeing and economic
development has been propelled up the political
agenda of all countries. Increasingly, communities,
employers and industries are expecting and demanding
strong coordinated government action to tackle the
determinants of health and wellbeing and avoid
duplication and fragmentation of actions.

The interdependence of public policy requires another
approach to governance. Governments can coordinate
policymaking by developing strategic plans that set

out common goals, integrated responses and increased
accountability across government departments. This requires
a partnership with civil society and the private sector.

Since good health is a fundamental enabler and poor
health is a barrier to meeting policy challenges, the
health sector needs to engage systematically across
government and with other sectors to address the health
and wellbeing dimensions of their activities. The health
sector can support other arms of government by actively
assisting their policy development and goal attainment.

To harness health and wellbeing, governments need
institutionalised processes which value cross-sector
problem solving and address power imbalances.

This includes providing the leadership, mandate,
incentives, budgetary commitment and sustainable
mechanisms that support government agencies to work
collaboratively on integrated solutions.

The approach described above is referred to as ‘Health
in All Policies” and has been developed and tested in a
number of countries. It assists leaders and policy-makers
to integrate considerations of health, wellbeing and
equity during the development, implementation and
evaluation of policies and services.

Health in All Policies works best when:
a clear mandate makes joined-up government an
imperative
systematic processes take account of interactions
across sectors
mediation occurs across interests
accountability, transparency and participatory
processes are present
engagement occurs with stakeholders outside
of government

practical cross-sector initiatives build partnerships
and trust.

Building a process for Health in All Policies requires
using windows of opportunity to change mindsets and
decision-making cultures, and to prompt actions. Key
drivers are context specific and can include:

creating strong alliances and partnerships that
recognise mutual interests, and share targets



building a whole of government commitment by
engaging the head of government, cabinet and/or
parliament, as well as the administrative leadership

developing strong high-level policy processes

embedding responsibilities into governments’ overall
strategies, goals and targets

ensuring joint decision-making and accountability for
outcomes

enabling openness and full consultative approaches to
encourage stakeholder endorsement and advocacy

encouraging experimentation and innovation to find
new models that integrate social, economic and
environmental goals

pooling intellectual resources, integrating research
and sharing wisdom from the field

providing feedback mechanisms so that progress is
evaluated and monitored at the highest level.

It is not unusual that such a process can create tensions
within government as conflicts over values and diverging
interests can emerge. Resolution can be achieved
through persistent and systematic engagement with
political processes and key decision-makers.

To advance Health in All Policies the health sector must
learn to work in partnership with other sectors. Jointly
exploring policy innovation, novel mechanisms and
instruments, as well as better regulatory frameworks
will be imperative. This requires a health sector that is
outward oriented, open to others, and equipped with
the necessary knowledge, skills and mandate. This

also means improving coordination and supporting
champions within the health sector itself.

New responsibilities of health departments in support
of a Health in All Policies approach will need to include:

understanding the political agendas and
administrative imperatives of other sectors

building the knowledge and evidence base of policy
options and strategies

assessing comparative health consequences of
options within the policy development process

creating regular platforms for dialogue and problem
solving with other sectors

evaluating the effectiveness of intersectoral work and
integrated policy-making

building capacity through better mechanisms, resources,
agency support and skilled and dedicated staff

working with other arms of government to achieve their
goals and in so doing advance health and wellbeing.

The Adelaide Statement is part of a global process to
develop and strengthen a Health in All Policies approach
based on equity. It contributes to a critical debate

that Member States and Regions of the World Health
Organization (WHO) are now engaged in. The Statement
reflects the track record of countries that have already
gained experience in implementing such an approach.

The Statement provides valuable input into the World
Conference on Social Determinants of Health in Brazil
2011, the 8th Global Conference on Health Promotion
in Finland 2013, and preparations for the Millennium
Development Goals (MDGs) post-2015.

Health is a positive concept emphasising social and
personal resources, as well as physical capacities.
Therefore, health promotion is not just the responsibility
of the health sector but goes beyond healthy lifestyles
to wellbeing and supportive environments.

The Adelaide Statement was developed by the
participants of the Health in All Policies International
Meeting, Adelaide 13-15 April 2010. The Government
of South Australia together with WHO invited 100 senior
experts from a wide range of sectors and countries to
discuss the implementation of the Health in All Policies
approach. The main aim of the meeting was to move
the agenda forward by identifying key principles and
pathways that contribute to action for health across all
sectors of government, and engage the health sector in
contributing to the goals of other sectors.

The 2010 meeting drew on the report of the WHO
Commission on Social Determinants of Health 2008 and

inter-ministerial and inter-departmental
committees systems

cross-sector action teams

integrated budgets and accounting

cross-cutting information and evaluation

joined-up workforce development
community consultations and Citizens’ Juries'

Tools and instruments that have shown to be useful at different stages of the policy cycle include:

partnership platforms
Health Lens Analysis?
impact assessments
legislative frameworks

1 Citizens' Juries - www.jefferson-center.org/

2 Health Lens Analysis - www.health.sa.gov.au/pehs/HiAP/health-lens.htm
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other significant documents from the ILO, OECD, UNDP,
UN-ECOSOC, UNESCO, UNICEF, World Bank and the
World Economic Forum. It was also able to build on earlier
work by WHO including the Declaration of Alma-Ata on
Primary Health Care 1978; the Ottawa Charter for Health
Promotion 1986; the Adelaide Recommendations on
Healthy Public Policy 1988 and subsequent global health
promotion conferences; the Gothenburg Consensus Paper
on Health Impact Assessment 1999; and the Declaration
on Health in All Policies, Rome 2007.

Sectors and issues

Since 2007 the State Government of South Australia

has been playing a leading role in promoting knowledge
exchange on Health in All Policies within Australia and
internationally. Their initiatives have included holding a
Health in All Policies conference in 2007 to launch their
work; providing continuing support to central and other
agencies across their State Government; publishing
guidance materials on their methods for Health in All
Policies; and holding the International Meeting on Health
in All Policies, co-sponsored with WHO, in April 2010.

Interrelationships between health and wellbeing

Economy and
employment

Security and
justice

Education and
early life

Agriculture and
food

Infrastructure,
planning and
transport

Environments and
sustainability

Housing and
community
services

Land and culture

Economic resilience and growth is stimulated by a healthy population. Healthier people can increase their
household savings, are more productive at work, can adapt more easily to work changes, and can remain
working for longer.

Work and stable employment opportunities improve health for all people across different social groups.

Rates of violence, ill-health and injury increase in populations whose access to food, water, housing, work
opportunities and a fair justice system is poorer. As a result, justice systems within societies have to deal
with the consequences of poor access to these basic needs.

The prevalence of mental illness (and associated drug and alcohol problems) is associated with violence,
crime and imprisonment.

Poor health of children or family members impedes educational attainment, reducing educational
potential and abilities to solve life challenges and pursue opportunities in life.

Educational attainment for both women and men directly contributes to better health and the ability to
participate fully in a productive society, and creates engaged citizens.

Food security and safety are enhanced by consideration of health in food production, manufacturing,
marketing and distribution through promoting consumer confidence and ensuring more sustainable
agricultural practices.

Healthy food is critical to people’s health and good food and security practices help to reduce animal-to-
human disease transmission, and are supportive of farming practices with positive impacts on the health
of farm workers and rural communities.

Optimal planning for roads, transport and housing requires the consideration of health impacts as this
can reduce environmentally costly emissions, and improve the capacity of transport networks and their
efficiency with moving people, goods and services.

Better transport opportunities, including cycling and walking opportunities, build safer and more liveable
communities, and reduce environmental degradation, enhancing health.

Optimising the use of natural resources and promoting sustainability can be best achieved through policies
that influence population consumption patterns, which can also enhance human health.
Globally, a quarter of all preventable illnesses are the result of the environmental conditions in which people live.

Housing design and infrastructure planning that take account of health and wellbeing (e.g. insulation,
ventilation, public spaces, refuse removal, etc.) and involve the community can improve social cohesion
and support for development projects.

Well-designed, accessible housing and adequate community services address some of the most
fundamental determinants of health for disadvantaged individuals and communities.

Improved access to land can support improvements in health and wellbeing for Indigenous peoples as
Indigenous peoples’ health and wellbeing are spiritually and culturally bound to a profound sense of
belonging to land and country.

Improvements in Indigenous health can strengthen communities and cultural identity, improve citizen
participation and support the maintenance of biodiversity.



Reflections on the Adelaide 2010
Health in All Policies International
Meeting®

Dr Rudiger Krech

Director

Department for Ethics, Equity, Trade and Human Rights
World Health Organization

The International Meeting on Health in All Policies, held
in Adelaide, South Australia, in April 2010 challenged the
health sector to think outside the box—not just to think,
but to speak and act outside the box. This is something
that is easier to advise than to deliver, but it is something
that must be done in order to affect health inequities—
the unfair, unjust and avoidable causes of ill health.

In 2008 the Commission on Social Determinants of
Health reported the ‘what’ and ‘why’ to closing the
gaps in health equity. They instructed policy makers,
practitioners and researchers to look at the ‘causes of
the causes’. Many were left saying, ‘Yes, we believe,
but where do we start? How do we do it?’" While in
Adelaide, professionals from Australia, South America,
Europe and Asia shared the 'how’. Conference
participants learned from many people, from various
sectors, that are already acting outside the box.

The views and experiences of colleagues from planning,
trade, education, consumer affairs and other sectors
brought reality to previously academic discussions.

The health sector needs to learn more about their
frameworks, their ways of working and how we can
contribute to their goals, in the interest of improving
wellbeing and decreasing health inequities.

Examining the powers and interests of other sectors to
analyse the ‘causes of the causes’ and the determinants
of health should be done with the aim of building
alliances, ensuring transparency and understanding
political economies. If it were easy, it would be easily
done. Just as one cannot be naive about the work
involved in achieving win—win situations, the health
sector cannot sit by and idly accept policy decisions that
are likely to increase health inequities.

More and more, practitioners across fields are
contributing to the complex policy processes that impact
upon the health and wellbeing of societies. The reasons
for wanting to engage in this manner, however, cannot
be assumed to be the same. All sectors have their own
biases, goals and constituencies that influence how and

when they act. The health sector has to appreciate this in
order to understand it, and must understand it in order
to act in a way that puts policy making on a trajectory
that is for the greater societal good. Interests will diverge
on many occasions, but the Health in All Policies (HiAP)
approach is urging us to make much more out of the
many occasions where interests are converging.

The Adelaide Statement on Health in All Policies is one of
the furthest reaching documents in terms of cross-sector
advocacy. It shows that health is willing to depart from the
‘health empire’ and engage in a truly two-way process. It
acknowledges that, while the determinants of health lie
outside the health sector, so do those who can solve the
problem. In the past we have wanted ‘them’ to join ‘us’ in
our health promotion or disease prevention efforts. With
the leadership that will come from HiAP, health will learn
from the successful work of other sectors, and identify
how the health sector can be a resource and how joint
engagement best achieves the broader social, economic
and development goals of government.

The costs of health not being involved in broader policy
making, influencing the cost-effective policies and
measures that can promote and protect health, have
been high. Governments have underestimated the
whole-of-society costs of not attending to public health.
The economic impacts can be astounding. In 2003
SARS gained worldwide media attention—not just as

a new infectious disease but also because of the costs
to the airline and tourism industries. At an estimated
cost of US$30 billion, SARS was not the first disease

to have enormous societal costs. Just 3 years earlier,

in 2003, plague cost India US$1.7 billion; cholera cost
Peru US$770 million in 1990; and over an 8-year period
(1990-98) bovine spongiform encephalopathy cost the
UK an estimated US$39 billion.? Astonishingly, these are
all costs after accounting for the direct economic impact
of human sickness and death, and all have roots in
policies outside the health sector.

Understandably so, there is increasing interest from
business in better understanding how health—the
promotion of it and the lack of it—influences their work
and profits. Part of the health sector’s responsibility

in these new engagements is to better understand

what drives big industries. They have a major stake in
population health, both as contributors and recipients.
The role of global industry in global health has put health
into trade and influenced innovative industry approaches.
HIAP should be seen as a resource in managing this
interdependence.

4 © World Health Organization 2010. All rights reserved. The World Health Organization has granted the Department of Health

permission for the reproduction of the article.



A complementary picture of public health practice is
being created—a picture that includes risk behaviour
and risk factors, risk conditions and life conditions.
Before, the health sector only talked about why people
smoke and how to make the healthier option become
the easier option. Now, we are also looking at the
tobacco industry, their strategies, powers and markets;
and how their ‘tobacco in all policies’ approach
influences people’s lives, drives national and global
economies, and sets political agendas. As successful
and groundbreaking as the Framework Convention on
Tobacco Control has been, smoking and other forms
of tobacco consumption are increasing in developing
countries® and tobacco is still a highly profitable
industry. Why is this so?

As health professionals, we may not like their products,
but we have to admit that tobacco companies are
tactical and effective. We must allow ourselves to learn
from their business model.

The health sector overall needs to better understand
the institutions that have such an enormous effect on
population health. By employing an HiAP approach, we
open doors to getting to the crux of the matter—to the
analysis, systematisation and identification of options
that complement multiple sectors to the benefit of
broader societal wellbeing.

The World Health Organization (WHO) is determined
to move HiAP forward. It is clear that health has
moved up the political agenda. This is true of both
global and domestic politics, and WHO is eager for
health and wellbeing to prosper from this reality.

At the global level WHO will pursue a ‘Health in All

UN Policies’ approach. WHO is fortunate, like South
Australia, to have leadership that already believes in
the power of intersectoral action. Throughout her
tenure, the Director-General of WHO, Dr Margaret
Chan, has highlighted the importance of addressing
the social determinants of health and of tackling health
inequities, and that the way to do this is through
intersectoral action across all levels of government.
Our work involves reaching out to our colleagues in
the International Labour Organization, the World Trade
Organization, UNICEF and others to build support
among their leaders as well as among their technical
staff that directly support countries.

WHO is also actively engaging our member states to
promote this work, to build capacity to work with
partners across multiple sectors to impact broader
agendas and to be better partners ourselves.

As we embark on intersectoral work, the health sector
must not compromise its own mandates, including health
promotion and disease prevention. This does not mean
that this work should be conducted in silos, disregarding
the intersectoral nature of traditional health problems.

In fact, the health sector must apply an intersectoral

lens to its own policies and programs, just as we are
asking colleagues in other fields to apply a health lens

to their work. In this spirit, in May 2010 WHO released

a publication of robust experiences in implementing 13
public health programs*—including alcohol and tobacco
reduction, mental health, injuries and violence prevention,
neglected tropical diseases, and many others—using
intersectoral mechanisms in a variety of settings. This body
of work will guide WHO as it works to build capacity in
our member states to both address critical public health
problems and engage in an HIAP approach.

Anyone who has been engaged in policy making knows
that the discipline should be equally called ‘political arts’
as ‘political science’. Art and science both evolve as we
explore, learn and create. This will be the case for HIAP.
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Health governance in the 21st
century: a commentary

llona Kickbusch

Director, Global Health Programme
Graduate Institute for International and
Development Studies, Geneva

For many decades the goal of the public health
community and of health advocates has been ‘to move
health high on the political agenda’." At the beginning
of the second decade of the 21st century one might
sometimes be reminded of the saying ‘be careful what
you wish for’. Health has now moved up the political
agenda in developed welfare states to an extent one
could not have envisaged even 10 years ago. Health
has become vital to overall government performance
at the national level, and because of this it has again
moved out of the technical sphere into the centre of
political and ideological debates. This also applies to
the international arena, where discussions at the World
Health Assembly are increasingly dominated by trade
and intellectual property issues, which in turn reflect
the geopolitical and economic interests of countries.

Increasingly, analysts cite controlling health care costs as
a key tenet for broader economic stability and growth
of societies. Investors draw attention to the fact that
the high costs paid by US or German companies for
their employees’ health care put them at a competitive
disadvantage. For example, Warren Buffet states that
the roughly 17% of GDP spent by the US on health
care, compared with the 9% of GDP spent by much

of the rest of the world, ‘is like a tapeworm eating

at our economic body’.? The overall costs to society

of certain health conditions are also increasingly
discussed, including concerns about the effect on

both the economy and productivity. For instance,
there are estimates that the total cost of obesity to the
Australian economy, including productivity costs and
lost wellbeing, is already A$21 billion a year.®

In addition, other health issues have entered the

political arena and are heavily debated on economic

or ideological grounds: examples are the government
response to global pandemics, the extent to which
governments should regulate products such as tobacco,
alcohol or fast food, and government actions with regard
to major health inequalities. Points of debate are the
freedom of markets, the responsibility of individuals, the
protection of vulnerable groups and the extent of state

intervention. As the chronic disease agenda expands, this
conflict between health interests and market forces will
increasingly shape public health policy.

A few examples from the English-speaking world
illustrate how health debates drive elections and force
governments to action in order to keep or strengthen
their electoral base. During the US elections a poll
released in early November 2008 found that voters
supporting Barack Obama listed health care as their
second priority; voters supporting John McCain listed it
as fourth. Affordability was the main health care priority
among both sets of voters. Obama voters were more
likely than McCain voters to believe that government
can do much about health care costs.* President Obama
delivered to his voters—in early 2010 a major health
reform was adopted in the United States, but along

a clear ideological divide. No Republican voted for

the reform. Similar divides can be witnessed between
political parties in other countries.

Health has moved up on the political agenda in
developed welfare states precisely because of its
relevance both to the economy and to the social rights
and expectations of citizens. In consequence, health has
also had a high profile in the 2010 election debates in
the United Kingdom and Australia—and, increasingly,
heads of government rather than health ministers are
seen to deliver the key messages.

For several weeks in early 2010 the Australian Prime
Minister toured hospitals to underline the importance
his government attaches to the funding and delivery
of health care. He made a well-scripted point of sitting
at the bedside—frequently in a doctor’s coat—and
speaking to individual patients and, through them,

to the voters: we care for each and everyone of you.
His campaign indicates how health has become a very
special mix of hard and soft politics, oscillating between
hard economic data and emotional commitments to
‘patients first’. One is reminded of Virchow's famous
quote: politics is medicine at large.

Of course the response by governments to health
challenges has always been subject to mixed
motivations. While it is easy to be highly sceptical of
many of the political machinations around health and
health care, there is no doubt that governments are
facing significant challenges in relation to health. This
is complicated by the fact that they not only face new
issues but that these issues can only be resolved if
the governance of health in 21st century societies is



approached in a different way.® Six issues in particular
need to be addressed. While they are presented in no
particular order below, it is important to highlight that
all are occurring simultaneously and that many of them
interface not only with one another but with many
other areas of government responsibility.

1. Ageing of societies: More people will reach older
ages. While there is no automatic correlation between
the ageing society and the rise in health care costs—
even though this is maintained regularly in the political
debate—there is a need to ensure the financing of
long-term care, in particular for the very old and for
the increasing number of people with dementia. The
greatest concern is that the present health care system
is not prepared for the demographic shift, and that

an increase in chronic disease may lead to unhealthier
older cohorts in future.

2. Wellbeing of children: Children born at the turn
of the 21st century could be the first to have a lower
health and life expectancy than their parents. Problems
include rising rates of obesity and diabetes, as well

as a range of developmental disorders and mental
health problems. This is primarily a challenge for
health promotion and prevention, precisely those areas
that are underfunded in all health care systems. The
present system clearly lacks incentives for an integrated
approach to child wellbeing.

3. Health systems organisation and financing:
Health care costs have been rising for several years

in many countries, and control of this growth has
become a major policy priority. The recent economic
slowdown and rising federal deficits have reinforced
the strain in some countries. Yet the debate on money
is rarely accompanied by a debate on a reorganisation
of the system to suit present and future needs. Most
health systems as currently structured are unsustainable
without significant reform as they are not geared to
respond to the problems at hand. They are provider
rather than patient driven and are still set up to deal
with acute rather than chronic disease, as are health
insurance systems.

4. Ongoing threat of global infectious disease
pandemics: The threat of global pandemics is
rising—over the last few years governments have had
to respond to SARS, avian flu and swine flu. This rise
indicates that health policy is no longer just a national
concern but needs to be part of a larger global policy
consensus. Not only are these pandemics a threat to
population health and a country’s security, but they

also carry the potential for significant economic fallout.
The economic repercussions of SARS reportedly cost

the Asia—Pacific region about US$40 billion because of
disrupted trade.” Governments are faced with significant
investment in surveillance and readiness for emergency
response, as well as measures to mitigate the effects if
the worst ever does happen. Many of these investments
are criticised if a crisis does not materialise.

5. Global chronic disease and mental health
challenge: It is estimated that health care costs for
chronic disease treatment now account for a major part
of national health expenditures. In addition to these
costs, there are significant indirect costs to individuals
and businesses through lower productivity and loss of
earnings. The burden of diagnosed type 2 diabetes in
Australia is an estimated A$3 billion a year, with average
costs per person at A$5360 plus A$5540 in benefits,
totalling A$10 900.2 There are clear, cost-effective
interventions that can be put in place to prevent and
treat chronic disease, and to respond to mental health
problems. But they are still neglected. Governments
also face conflicts because action on chronic disease
can impinge on major private sector interests as well as
compromise the government’s tax base.

6. Increasing health inequalities: Social inequalities
have a significant health impact. But the social gradient
in health is not only related to less healthy life years
and earlier death—access to health services is also
becoming less equitable in many countries. Medical
debt is a key factor in personal bankruptcy in the
United States, patients’ out-of-pocket costs have grown
significantly in many countries, and waiting times

are longer for people with less financial resources.

In Australia indigenous Australians live, on average,
almost 20 years less than other Australians.”

The need for change is not only faced by the health
sector—in general the sector-based approaches to
governance do not fit the interdependent ‘wicked
problems’ of the 21st century. As governments are
under increasing pressure to increase performance, they
gradually add new administrative forms of governance,
for example by forging new strategic relationships both
within government and with non-state actors.™



Frequently, this also means increasing the emphasis
on central government and core executive capacity,
together with increased coordination. This has also
been called the whole-of-government approach and
has been defined as follows—public service agencies
working across portfolio boundaries to achieve a
shared goal and an integrated government response
to particular issues. Approaches can be formal or
informal. They can focus on policy development,
program management and service delivery. Joined-
up government is generally focused on improving
outcomes. '

In consequence, the balance appears to be shifting
from intersectoral action for health’ to 'intersectoral
action for shared societal goals’.'” For example, a
shared societal goal such as ‘equity’ would have health
as one important indicator—both the health sector and
other sectors would be accountable for their respective
contributions towards such a goal. This is critical for
health policy because good or bad health outcomes
depend on the action of other sectors but also affect
the outcomes of a wide range of other sectors.

A typical example is food policy. A recent study'
highlighted the changes most likely to have the most
significant and immediate impact on making diets more
sustainable. These are reducing consumption of meat
and dairy products, reducing consumption of food
and drink of low nutritional value (i.e. fatty and sugary
foods), and reducing food waste. In all these changes,
health, environmental, economic and social impacts
are likely to complement each other—but at the same
time they all imply significant societal, environmental
and economic challenges and significant conflicts,
particularly with producers.

Because of the complex interdependencies, Health in
All Policies gains much broader dimensions than usually
discussed. Good health outcomes can be considered as:

> an intrinsic societal goal and a right of citizens

> a key contribution to other societal goals such as
equity and social and economic development

> a critical economic factor in global competitiveness
and managing national budgets

> a support to the goals of other sectors

> a way to control health care costs.

This multidimensional character needs an integrated
and dynamic policy response across portfolio
boundaries, making health a shared goal across all
parts of government. However, in most governments

the incentives continue to be aligned with outputs for
individual departments rather than for outputs shared
across agencies and departments. This reduces the
effectiveness of the public sector in general as well as
in individual areas such as health. But the health sector
itself is also not well equipped (and often not willing)
to deal with many of the contemporary public health
challenges. It is a particularly vertical configuration with
a concentration of specialist medical knowledge and
very well organised professional special interests.

The challenge is to create new approaches to health
governance that respond to the challenges at various
structural levels, and incorporate a concern with health
impacts into the policy development process of all
sectors and agencies. This presents a historic effort

akin to the creation of the public health system and

the medical care system in the late 19th and early 20th
centuries. We are far from having a Health in All Policies
governance system in place.

The 21st century health policy approach

Overall societal goals

Interconnected forms
of government

Citizens
voice and participation

SOCIAL DETERMINANTS EQUITY SUSTAINABILITY

Figure 1: The 21st century health policy approach
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Holistic government and
what works

Geoff Mulgan
Director
Young Foundation, United Kingdom

Background

For much of human history the main concern of
governments was security and military power. In the
20th century economies became all-important, and
every government department had to learn how to
speak an economic language. Now, new perspectives
are demanding attention, including the environment,
health and wellbeing. Health in All Policies (HIAP)

is part of this story and also part of the broader

story of the efforts to make governments join up.
Modern government grew up organised in vertical
silos—departments, agencies and functions. Many of
the reforms of the last decades of the 20th century
reinforced these silos, with targets and performance
management tools directed to individual silos. This was
the promise of the 'new public management’ (NPM)
theories that spread, particularly around the English-
speaking world, in the 1970s and 1980s. Their premise
was that greater focus and specialisation would deliver
benefits, especially if these could be precisely measured
and monitored.

It is important to recognise that some of these ideas
still have momentum, and many of the world’s
management consultancies are still promoting NPM
ideas nearly 40 years after they were first introduced.
In this view the priority for any government is to be as
precise as possible about targets and about allocation
of these targets to specific departments and agencies.

Joined-up government measures

But the pendulum swing in the other direction has
now been underway for nearly 20 years. Scandinavia
has often led the way, not just with HIAP but also with
creative ways of linking various parts of government
(most recently in Finland during the 2000s). In the
UK joined-up government began in the early 1990s
with the creation of integrated budgets for urban
regeneration. There have since been a host of
experiments and measures in several areas. Some
have focused on measurement and targets—one-
third of UK government targets are now shared
across departments. Nearly 200 indicators are used
to assess how well local areas are doing. A process of
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‘comprehensive area assessments’ looks, in the round,
both at how well areas should be performing and
how well they are performing. There have been cross-
cutting policy teams in areas such as social exclusion
and regulation; dual policy teams linking sports and
health; and ministers with responsibility for teams in
other departments. Data management has been a live
issue; for example, one large experiment has tried to
introduce a single database for children at risk to help
the management of both risk and protective factors,
and ensure that different professions can deal with
both children’s and families’ needs in the round.

These measures can be roughly divided into five
categories.

The first is essentially top down, using the authority

of the Prime Minister, President or Chief Executives to
require other departments and agencies to collaborate.
These tools can be very effective but they are very
dependent on the authority and attention of the
leader(s), which is always the scarcest resource in any
jurisdiction.

The second is newer and embeds cross-cutting
perspectives through law. The clearest example of this is
the Climate Change Act in the UK, which has set up an
arms-length body with the power to assess and block
government measures that threaten the achievement
of climate change targets. Legal powers relating to
equality are another example of this—they can mobilise
the courts to force policy makers to take action on
cross-cutting issues.

The third is more genuinely collaborative, coming from
cooperation between departments and agencies when
there is a shared conviction of the need for change.
Many joint initiatives between two, or occasionally
three, departments are of this kind, and the benefits of
cooperation are evident to all parties.

Fourth, there are bottom-up collaborations, when
professions come to believe in a new way of working.
At the community level measures are often joined-up
almost automatically because the needs of individuals
or organisations are evident.

Finally, there are measures that emphasise data,
monitoring and impact assessments, but without
necessarily much force for departments to act on their
implications.

We can map these categories on two axes—one

that shows how much formal power drives joined-

up government versus how much is voluntary, and

the other that shows how many fields or players are
being integrated or coordinated. The promised land of
integration is the top right-hand corner of this diagram,
where formal powers force collaboration across a wide
range of issues. In practice, however, this is the hardest
space to occupy and the hardest to sustain. Political
attention will always be a very scarce commodity. It
may also be more shaped by live issues and events, for
example alcohol or obesity rather than health in the
round, or climate change rather than the environment.
But other parts of this diagram can be just as important
in driving long-term change: new indicators can change
how people think; and loose networks can, with
patience, transform how governments behave. In these
other parts of the diagram good cooperation skills

are needed—the ability to listen, understand others’
perspectives and pressures, find win—-win solutions, and
find early wins that build confidence and mutual trust.

This diagram emphasises the scarcity of political and
governmental attention. But there is also another
crucial scarcity where HiAP is concerned—cognitive
scarcity. It is simply harder to think in many
dimensions—harder for front-line workers to consider
the possible impact of their decisions on other agencies,
and for ministers or central departments to consider all
the possible ramifications of their actions. This is why all
organisations simplify decisions and make them routine,
often as rules or laws, to save themselves the trouble of
lengthy deliberation over every action.

Joined-up government depends on higher levels of
cognitive capacity—better trained front-line staff as well
as better trained staff higher up the hierarchy. Ideally
we want more people with ‘T’-shaped skills—deep
specialisations in fields like medicine or planning, but
also a broad understanding of other fields. These are

all desirable but difficult in the real world, when people
are busy, are coping with multiple pressures, and may
already be operating at the limits of their skills and
knowledge.

These limits again explain why joining-up has to be
selective. As Gertrude Stein put it, not everything

can be about everything. | remain optimistic that
government is slowly and steadily becoming better at



handling complex, horizontal issues, partly because its
own skills are improving. One other change may be
critical—the greater ease of access to data. This is being
achieved by the next generation of the web (and cloud
computing) in combination with legal changes making
raw data available to the public to mash and mine.
These shifts allow for much richer and more complex
feedback messages to governments.

The general problem is that cross-cutting frameworks
are necessarily embedded in bureaucratic processes

of coordination, measurement and evaluation. They

can seem rather abstract, yet their purpose is very
practical—how to better solve problems like smoking or
pollution. Presenting solutions in this way, as practical
responses to practical problems, can help overcome the
barriers and sustain both political will and bureaucratic
commitment.
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Right from the introduction of the first explicit public
health provisions in the Maastricht Treaty in 1992, the
European Union (EU) has had a specific commitment
to Health in All Policies (HIAP). Article 129 of the treaty
said: ‘Health protection requirements shall form a
constituent part of the Community’s other policies’. This
provision was strengthened in the Amsterdam Treaty of
1997. Article 152, which replaced Article 129, begins
with a clear statement on HiAP: ‘A high level of human
health protection shall be ensured in the definition

and implementation of all Community policies and
activities.” And in the Lisbon Treaty, ratified at the end
of 2009, this wording is maintained, with the sole
substitution of the word ‘Union’ for ‘Community’.

One might imagine that the integrationist spirit
promoting HIAP was the result of various declarations
on public health, such as the Ottawa Charter for
Health Promotion of 1986, or the 1988 Adelaide
Recommendations on Healthy Public Policy. In fact, the
integrationist approach is a common thread running
throughout the treaty, and similar provisions can be
found in other policy areas, such as environment and
consumer policy.

Irrespective of its origin, the key point is that this

legal provision is helpful but not enough by itself. It

is, in essence, exhortatory." It sets out an end but not
the means to achieve it. It provides a mandate and
legitimacy to act, but what is required—what is always
required—are structures and systems to translate it into
concrete actions, together with the political leadership
and will to ensure that the actions are taken. These
factors are perhaps even more important in relation to
an integrationist agenda, where, by definition, it will be
necessary to obtain the active cooperation of actors in
other key policy fields, not all of whom will necessarily
regard this as a positive development.

@ The views expressed in this paper reflect the personal views of the
author and are not in any way those of the European Commission



One way to achieve such cooperation is to create an
all-of-government mandate to make sure that everyone
accepts the goal and its translation into actions. In the
European Commission (EC) the Directorate General for
Health and Consumers (DG SANCO) tried to accomplish
this by drawing up an overall health strategy for the
EU. The aims of this approach, apart from getting
agreement on general policy principles and objectives,
were to:

outline a vision, not just for the health sector but for
the EC as a whole

show how health goals and objectives were
interlinked with those in other areas, e.g. the role
that health plays in economic development and
social cohesion

tie in other departments to the goals set out and so
ensure that their actions and policies would refer to
the goals

develop a process to implement specific actions to
pursue the objectives.

In taking this forward DG SANCO followed the EC's
standard procedures. First, a policy document was
prepared for general consultation.? The consultation
outcome was then analysed and used to inform
detailed proposals which were accompanied by an
impact analysis. These were eventually agreed to by
the EC and published on 23 October 2007 as a White
Paper, Together for health: a strategic approach for
the EU 2008-2013. The Council** and European
Parliament® later endorsed these proposals as the basis
of the overall EU approach.

This approach took about 4 years in all from its initial
conception to final political agreement. Its outcome
was very positive, leading to general acceptance of one
overall health strategy that included a commitment

to HiAP as a key principle.® In addition, it enabled the
establishment of several coordination mechanisms,
notably a senior cooperation group with member states
and a partnership with the Committee of Regions.’
Within the EC the existing Inter-service Committee on
Health® was reinforced and regular high-level policy
dialogues with other EC services were instituted.

However, despite these achievements, there are also
limitations. First, the health strategy covers a short
period—only 5 years—which inevitably raises the issue
of whether the approach will be sustained in the future.
Second, despite the commitment to pursue health

goals, it is in practice easy for this to be overridden in
response to political and economic developments such
as the global financial crisis. Third, the strategy’s success
depends on the continuing willingness of partners to
cooperate—which cannot be taken for granted. Finally,
to be effective, the principles of the strategy must be
translated into concrete actions, which in turn means
that the necessary resources have to be found.

A second DG SANCO initiative on HiAP focused

on trying to combine work on health with that on
consumer issues. Generally speaking, these two

areas are regarded as completely separate, but in
today’s globalised and commercialised world there are
major points of similarity and synergy. For example,
both policy areas are concerned with improving the
information and literacy, and thus the empowerment,
of the general public (whether as citizens, consumers,
or patients and their families and friends). Similarly,
they also both emphasise the protection of the public
against particular threats to their physical and mental
health and safety. Lastly, they share a concern not
only to address people’s behaviour, but also to tackle
basic socioeconomic determinants that lead to health
inequalities and to differences in people’s ability to
exercise their rights as consumers.

In addition, several practical considerations
underpinned this initiative. Within the EC, DG SANCO
was responsible for both areas of activity, which were
based on (broadly) similar treaty provisions (Articles
152 and 153 respectively). The two funding programs
supporting actions in each area were similarly relatively
small. It seemed, therefore, that there was much to be
said in favour of combining the two programs into one
large one.

In light of this, the EC published a proposal on 6 April
2005 for a joint Programme of Community Action

in the Field of Health and Consumer Protection
2007-2013. However, this initiative failed to find
support; indeed, it was almost universally condemned.’
Consumer organisations and authorities feared that
their interests were being ignored and that they

were in some sense being taken over, while health
organisations were concerned that key health issues
were being forgotten and that commercial aspects
would taint the public health agenda. Without outside
support the initiative foundered, and the Council and
European Parliament agreed that, as before, there
should continue to be separate consumer and health



programs. Ultimately, despite their similarities and
potential synergies, consumer policy and health policy
have separate concerns, organisations and interests that
cannot simply be yoked together without first obtaining
the acceptance of major stakeholders.

Another DG SANCO initiative was the effort to
integrate health into the European Structural Funds
(the Funds). The Funds are the EU’s largest spending
instrument and are aimed at resolving economic and
social problems, particularly in the poorer and less
developed countries and regions. Health was not
originally covered by the Funds, and DG SANCO’s aim
was to ensure that, in future, the Funds would devote
significant resources to meeting health objectives

and that money invested in health would be invested
effectively.

This initiative was successful, and today a proportion of
the Funds’ resources go towards health objectives. To
achieve this required sustained intervention throughout
the decision-making process. First, there was a need

to liaise with EC services and national governments
when the general framework for the Funds was

being negotiated, in order to have health included

as a clear objective within the Funds’ scope. Second,

it was necessary to ensure that those involved in the
Funds’ implementation at both national and regional
levels appreciated that health was now covered.

Third, leading stakeholders were identified who could
champion health initiatives in their countries. Fourth,

a great deal of technical work was undertaken to see

if and how health was being addressed in the funding
proposals being prepared, and to provide advice and
expertise to those who were developing projects to help
make them as effective as possible. Finally, following
funding of the proposals, health-related projects were
monitored, and will eventually be evaluated.

But there are some limitations to this success story.
Making health an explicit aim of the Funds does not
mean that it is always properly taken into account in
decisions in other policy areas. Similarly, ensuring that
actions are taken that aim to improve health does not
mean that they necessarily address the most important
health issues, or that they address them in the most
effective manner. Finally, although health is now
covered by the Funds, the amount devoted to it is still
small compared with other investment areas such as
energy and transport infrastructure.

Some clear lessons have emerged from the EU's
experience to date with HIAP. Having a legal
commitment is valuable but not, in itself, sufficient—
implementation structures and mechanisms and, above
all, political will to act are essential. Moreover, in taking
action, it helps to have a shared vision and goals with
the other policy areas involved. There must be a focus
for the work with clear objectives and deliverables.
Most importantly, to be effective, this cannot be a one-
off process—ways must be found to ensure that the
efforts made and the gains secured can continue on a
sustainable basis.

Author details

Dr Bernard Merkel is British. He is currently the Head of the
Food Safety, Health and Consumer Affairs section of the
Delegation of the European Union in Washington. His previous
post was Head of the Health Strategy and Health Systems

Unit in the Health and Consumers Directorate General of the
European Commission in Brussels. In that position he led the
work to produce the EU’s first overall health strategy, Together
for Health, which was published in 2007, as well as developing
policy initiatives on health care in the EU, including a draft
directive on patient rights in cross-border health care.

Before joining the EC, Dr Merkel worked in the UK
Department of Health and Social Security on health policy
issues such as AIDS, child health and reform of the National
Health Service, as well as on social security programs on
poverty and disability. He was also for a time Private Secretary
to the Secretary of State. He has been a Visiting Fellow at the
London School of Economics (LSE Health) and is an Honorary
Senior Lecturer at the London School of Hygiene. He is a
member of the Editorial Board of Eurohealth and author of
several articles on health policy. His training is mainly in the
social sciences, in which he has a doctorate in political theory.



References and comments

1

. It is unclear whether this treaty provision, which sets out a

broad obligation, is in fact justiciable, i.e. that there is any
possibility of taking legal action to hold people to account
for its fulfillment. To my knowledge there are no European
Court of Justice rulings in this area. However, it would be
interesting to see whether there have been any relevant
legal cases in other policy areas with this kind of legal
provision in the treaty, and how far they have gone.

. European Commission (EC). Enabling good health for

all: a reflection process for a new EU health strategy. EC,
Brussels, 2004. http://ec.europa.eu/health/ph_overview/
strategy/reflection _process en.htm

. The Council is the body that brings together representatives

of the governments of the EU’s member states.

. Council conclusions of December 2007 and June 2008.

. European Parliament resolution of 9 October 2008 on

‘Together for health: a strategic approach for the EU
2008-2013".

. The others were strategies based on shared health values,

health as the greatest wealth, and strengthening the EU’s
voice on global health.

. This committee is an institution of the EU consisting of

representatives of regional and local authorities.

. This committee brings together the different Commission

services concerned with health issues. It was reconstituted
following the strategy, with different subgroups being set
up to pursue different elements of the strategy.

. There were, however, a few supporters of the initiative.

Probably the most outspoken was Professor llona
Kickbusch. See her editorial ‘The health society:
importance of the new policy proposal by the EU
Commission on Health and Consumer Affairs’, Health
Promot Int 2005; 20(2):101-103.

Health in All Policies across
jurisdictions—a snapshot
from Sweden

Bosse Pettersson

Independent Public Health Consultant, Sweden

& former Deputy Director-General

Swedish National Institute of Public Health (SNIPH)

Introduction

Health in All Policies (HIAP) is essentially concerned
with improving the health of the population through
across-government, or intersectoral, action on the
determinants of health. But only by establishing
mechanisms for this across-government dialogue

can action occur. It is a collaborative and integrated
approach across ministries, seeing health as a serious
policy concern in all departments of government. This
paper is a case study of this approach in Sweden,
highlighting some of the lessons learnt in one country.
Some background will be required to put this into
context, first on Sweden generally, but also on
Swedish public health processes and mechanisms for
intersectoral action.

Sweden—some facts

Sweden has a population of just over 9 million, with an
urban component that is steadily increasing. Only about
10% of the 290 municipalities have had a population
increase over the past years. The population is ageing,
and it is estimated that 25% will be over 65 years of

age in 2030. The fertility rate has varied around 1.8 for
many years and, together with a positive net migration,
Sweden has experienced a slight population growth over
the past decades. The health status of the population is
comparatively very high, with the country having one of
the highest life expectancies in the world—in 2006 it was
83 years for women and 79 years for men." It has the
lowest rate of smoking in Europe,” also being one of the
lowest in the world. Alcohol consumption has increased
by 30% following membership of the European Union
in 1995 and is now slightly below the European Union
average. Infant and neonatal mortality rates are also
among the lowest worldwide. Sweden has universal
access to health and medical services, which are almost
completely tax funded.

While the county has a relatively low level of income
inequality and the health status of the population
is high and improving in absolute terms for most
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people, this improvement is significantly slower for the
least privileged groups and, in relative terms, health
inequalities are increasing. Life expectancy between
the highest and lowest socioeconomic status local
geographic areas may differ by up to 6 years for
Swedish men and 2 years for women. From the late
1980s until the first years of the 21st century there
has been a significant increase in sick leave across the
working population, particularly among women who
are employed in the public sector. Other observations
are an increase in overweight and obesity; an increase
in violence-related injuries, correlating with the higher
alcohol intake; an increase in fatal falls among the
elderly; and a self-reported increase in mental health
problems. So, while the overall picture of the health of
the Swedish population is positive, there are sectors of
the population that are disadvantaged relative to the
majority, and their problems are increasing.

Sweden has a mixed parliamentary system with three
autonomous levels of government—central, regional,
and municipal or local. All levels are involved in the
organisation and delivery of public health and health
services. However, being a national state, legislation
and taxation powers rest with the Riksdag (national
Parliament). Compared with other countries, Sweden
(like other Nordic countries) has a large number of
municipalities, which means not only significant
decentralisation but also numerous small entities with
difficulties in maintaining legislated service levels.

The municipalities have responsibility for decisions
that impact on the determinants of health,** as they
manage schools, childcare, and care of the elderly and
disabled, as well as having responsibility for water and
sewerage infrastructure. The municipal administration,
including its public health board, share a significant
responsibility for the maintenance of public health,”
together with the 21 regions (County Councils) whose
main concerns are health and medical care services
including epidemiological surveillance

In 2003 the Swedish Riksdag adopted, through a bill
from the former Social Democratic government, a
national public health policy with the aim of ‘creating
societal conditions to ensure good health on equal
terms for the entire population’.®” The policy has

11 objective domains that cover the most important
determinants of health of the Swedish population. The
policy was updated in 2008 after a new right-centre
government took office in 2006. The bill ‘A renewed

public health policy’ was adopted by the Riksdag
although the overall aim remained unchanged. The
wording of the 11 objective domains was expressed

in more neutral language by, for example, taking out
words like “favourable’, replacing ‘healthier’ with
‘health’, and using ‘health promoting’ instead of

‘a more health promoting’. For obvious reasons, a
right-centre government is adding greater elements of
individual choice and responsibility, but also focusing
on involvement at the local level, with a renewed focus
particularly on children, young people and the elderly.
The renewed policy also has an emphasis on initiatives
aimed at strengthening and supporting parents,
increasing suicide prevention efforts, promoting healthy
eating habits and physical activity, and reducing the use
of tobacco, alcohol and illicit drugs.®®

Since 2003 the new policy, through its implementation
(and sometimes because of the lack thereof), has
contributed to putting health relatively high on the
political agenda. It has a deliberate focus on the social
determinants of health and intersectoral public health
work, nationally, regionally and locally. It aims at
developing population health and public health action
prompted through regular monitoring and reporting
to both government and the Riksdag.'® With its 11
objective domains, the policy has set public health
targets upstream—in the health determinants—rather
than downstream—in disease and health outcomes.

It is within the structures put in place by the National
Public Health Policy that across-government action

is undertaken. A special Minister of Public Health

has carriage of the policy, with access to a high-level
national steering committee composed of directors-
general from key national state agencies and a
representative of regional and local authorities. The
achievements of the 11 public health objectives are
defined according to the remits and responsibilities of
the government departments, respectively, and should
be executed through defined national state agencies.
However, the overall responsibility for monitoring

and coordinating the implementation of the policy
rests with the Swedish National Public Health Institute
(SNIPH)."" In doing this, SNIPH has, among other
initiatives:'

developed and made available the indicators on the
determinants of health



developed planning and steering tools for reviewing
and integrating public health at the local municipal level

arranged different training activities in health and
other sectors

developed health impact assessment and other tools."

The experiences in Sweden with across-government
approaches in dealing with the social determinants

of health may be instructive and useful to other
jurisdictions undertaking similar measures. While there
are a number of topics that could be covered, this
paper highlights three subjects:

1.the process for identifying shared concerns—what
determines health in other sectors

2. health imperialism, ownership and language—how
to respect other sectors’ territories

3. experiences of governance arrangements in
implementing the public health policy.

The process for identifying shared concerns

Understanding health outcomes and health status
through the lens of health determinants is not an easy
concept for sectors other than health to understand.
While such an understanding is absolutely essential to
the work, it requires a continuous dialogue. Working
with other sectors to enable them to understand the
impact of their policies and programs on health, both
positively and negatively, needs to be taken within a
realistic timeframe as it is not likely to be a familiar
concept. It is also a long-term process, requiring both
time and mutual patience. The dialogue needs to be
firmly anchored for those staff in leadership roles, so that
they can drive the process within their organisations.

In conjunction with the partner sector, the process
needs to identify those currently existing health
determinants for which the sector has responsibility,
and then make the most of opportunities for
intersectoral work on those determinants, be it
legislation or other administrative initiatives, or different
actions. It is particularly necessary to find common
ground where there will be an improvement in the
health of the population, as well as the opportunity
for the partner sector to meet their own basic goals

in dealing with health determinants. Development of
indicators for monitoring progress and evaluating the
success of the work is vitally important. It is paramount

that the process be collaborative, with the indicators
being jointly developed and accepted.

Health imperialism, ownership and language

For across-government work to succeed, it is absolutely
vital that, from the outset, the partners agree to work on
an equal footing—there must be no health imperialism.
The other sectors’ language, ways of operating and
concepts must be respected. Without such an approach,
there is little value in attempting to engage across
sectors. It will not be easy for public health to take this
approach—after all, they may be considered the experts
when it comes to health. But on this joint stage it is
important to remember that the partners are experts in
their own policy terrains and it is important to respect
this. The rule is, do it their way, offer support when
requested, and always show respect.

It is imperative to recognise that many sectors
actually ‘do health’ under different labels and the
health sector needs to learn how to ‘read’ them.

For example, Stockholm’s public transport system
incorporates programs for passengers to feel safe, as
well as improved time-keeping, instant information
and tidiness. Such measures also prevent injuries, may
reduce stress and improve hygiene. The health sector
needs to strive to find an interface with the partner
sector where this mutuality can be supported and
extended. Each sector has its own language and its
own jargon. When working with other sectors, the
health sector needs to leave its jargon behind in the
health office. It must become familiar with the policy
remit of partners, and it must read and learn from the
policy and strategic documents of the sectors with
which it is working. This requires preparation!

Experiences of governance

Across-government approaches require new models

of governance. Leadership is crucial to the success of
this work, but it is necessary to differentiate between
the different levels of leadership required—they could
be termed administrative, scientific and political.
Administrative leadership requires appropriate planning
tools and datasets. We need to be aware of the regular
policy cycle of partners, and consider opportunities for
using policy development processes to deal with the
social determinants. Health can take a leadership role in
the scientific domain through access to scientific data
to help make the case for working on particular health
determinants. Political leadership and the political will
to implement an across-government way of working



are vital. This requires a mechanism whereby health
determinants are identified by each government
department, along with an obligation to contribute to
overall health improvement by systematic action, as
part of a coherent multisectoral public health policy.

Furthermore, it is critical to institutionalise such
structures, which in Sweden is a major part of SNIPH's
facilitation role. To ensure progress it is important to
establish a process for monitoring—setting measurable
targets and developing feasible indicators forged into a
formal reporting process. With the exception of tobacco
prevention, Sweden is lacking such measurable targets.
SNIPH manages a participatory process with other

state agencies, regions and municipalities for public
health policy, reporting on the fulfilment of the national
strategy. The reporting is mandatory for state agencies.
The monitoring and evaluation data is published in

a public health policy report, the first of which was
published in 2005 and the second is to come in the
fall of 2010. In turn, the government will prepare a
communication to be presented to the Riksdag.

Other observations

This across-government public health policy based on
health determinants is very much a learning-by-doing
process. It takes time, so it is not realistic to except

a range of health outcomes in the short term. The
health sector must be ready and willing to learn from
other sectors and to engage more directly with the
policy development process. Finally, there is a need
for a critical mass of staff to make this happen. This
need not be a large number—a small group (5-10) of
well-situated, well-supported and committed staff can
initiate significant change.

Conclusion

Genuine and effective collaboration can only be achieved
by recognising and dealing with the challenges inherent
in intersectoral work. This is the heart of HIAP and
absolutely necessary to address the health determinants
and health inequity. Hopefully, in highlighting some of
the lessons learnt in Sweden, this paper may assist others
in this collaborative way of working.
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Health behind the dykes: health in a
lot of policies in the Netherlands

Lejo van der Heiden
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Whereas the Netherlands was once one of the

leading countries in public health, attention dwindled
somewhat in the early years of this century. Worries
over adverse health trends prompted the government
to propose a new vision on prevention in 2007, in
which intersectoral health policy is once more a

key element. Using a concept of parallel interest,

the Ministry of Health has adopted a more humble
approach of cooperation with other sectors, whereby
health interests do not necessarily take the lead.
Important elements are the adoption of a program-
based and problem-oriented approach in which a wide
range of both actors and instruments are involved.
Patience and a long time horizon are also key elements.

The Netherlands has a rather strong track record in
public health, albeit with mixed results. In the 1950s
and 1960s we were one of the leading countries in the
world in terms of life expectancy. This was due in large
part to a strong focus on primary care; a well-organised
public health sector; and a leading, if sometimes
patronising, role of both local and national government.
It is no wonder that the Netherlands was, in the early
1980s, a strong defender and follower of the Health for
All movement of the World Health Organization.

Changes in society, culture and demography over the
last 30 years have diminished the above image, and the
Netherlands is now on par with most Western European
countries in terms of life expectancy, with men slightly
above the average of the EU-15 countries' and women
slightly below. One of the major explanations for this
change is the fact that Dutch women took up smoking
earlier and en masse in the 1960s and 1970s compared
with women in other countries.

Looking at present trends, one can state that the
Netherlands is not doing badly (e.g. over the last few
years life expectancy has notably increased), but there
are a number of concerns. Our youth are making a
poor start, and lifestyle trends of persons up to 20 years
of age are worrisome. Health inequalities are high and
probably increasing.” We are witnessing, as in most

countries, a strong increase in chronic diseases, thus
putting pressure on the health care system in terms

of both financial and human resources. Despite the

general focus on finance and cost containment, the
pressure on human resources is probably even more
acute. We have calculated that in 2025 we will need
400 000 more health care workers. This means that,
with an ageing population, one out of every three(!)
school leavers should opt for a career in health.

Despite visionary government reports, the fact that the
Netherlands was one of the first countries to develop
health impact assessments (and experiment with them),
and despite two large and influential government
commissions on health inequalities, major results or
breakthroughs in public health did not materialise in
the 1990s. In the early years of this century, attention
for public health matters dwindled somewhat, apart
from brief political and societal attention to crises like
outbreaks of SARS and avian flu. Two major factors
contributed to this—the then government put a lot

of emphasis on individual responsibility for healthy
behaviour, and the Ministry of Health itself was totally
engrossed between 2002 and 2006 with extensive
reform of the health insurance system.

In the past few years interest in and attention to public
health has grown again. In 2007 the new government
published a new vision on prevention,® in which two
main lines of connection and action form the mainstay
of the Ministry’s new public health policy—the
association between preventive and curative care and
the association between (health) behaviour and the
setting (or environment) in which it takes place. It is the
latter that is important for this paper and that brings
us to the present Dutch version of Health in All Policies
(HiAP). The 2007 vision paper concluded that:

‘The average person in the Netherlands can look
forward to a longer life and more years of good
health than at any time in the past. Nevertheless,
the nation’s health could be improved considerably
if healthier lifestyles were followed—both by
people who are presently in good health and by
people with (chronic) conditions. In this context,
following a healthier lifestyle means ‘simply”
looking after oneself: eating sensibly, getting
enough exercise, not smoking and not drinking
too much. Decisions about such matters are not
made in isolation, however, but in the context of



influential social and physical settings. The way
these settings operate and the dynamics within
them have a profound effect, and the government
has an important responsibility in this regard.

One of the keys to improving the nation’s health

is therefore the relationship between a person’s
setting and his/her lifestyle.”

This relationship between behaviour and setting is the
basis for the important slogan ‘making the healthy
choice the easy choice’.

So why do we involve ourselves with HiAP? It is
important to realise that most health gains are achieved
outside the traditional health sector. This was the

case in the 19th century, when major investments in
sewerage and clean drinking water had a huge effect
on the health of the population. It is still the case in the
21st century, where the major determinants of non-
communicable diseases, such as smoking and obesity,
involve social, political, physical and cultural aspects.
We are dealing with complex and socially interrelated
problems, which require both multi-dimensional
analysis as well as a multi-stakeholder approach.

Parallel interests

This complexity and the multi-pronged relationships are
the basis for the new HiAP approach of the Ministry

of Health, which has opted for a more modest and
service-oriented role conceptualised through the
theme of parallel interests. Each individual citizen
stands to gain from being in good health. However,
various other parties—friends and family, employers,
co-workers and associates, the government and the
care sector—also have an interest in the health of the
individual and of the community as a whole. In practice
the interrelationships are complex, with countless
interfaces and occasional conflicts between the various
responsibilities and aspirations. The important thing

is that ‘an interest in” also means ‘a responsibility for’.
In some cases health is itself the focal point, while in
others health serves to support other fundamental
values. In short, we feel that in the past we were
preaching too much, while we have so much to sell!
The government now actively seeks to identify fields in
which the reasonable aspirations of the various actors—
in relation not only to health but also to economic or
social matters in which their nature or mission gives
them a special interest—are in harmony. In this context
health is not necessarily the primary objective, but may
merely be supportive of an organisation’s or a person’s
aspirations or responsibilities.

Reversing undesirable trends in health requires focus,
cooperation, perseverance and, therefore, long-

term commitment. An example of complementary
aspirations is the case of employers and entrepreneurs.
They have a stake in reducing workplace absenteeism
and preventing labour market drop-out, and these
aspirations are in harmony with the improvement of
workers’ health. A healthy workforce is advantageous
in terms of corporate health, labour productivity and
profitability. Another example is schools. There is a
growing body of evidence for an association of poor
school performance and absenteeism with alcohol and
drug use among young people. Evidence suggests a
positive correlation between fitness and exercise and
cognitive performance. School teachers thus have

an interest in promoting good health, not to please
the health sector but to realise their own legitimate
aspirations. By maximising the contribution that the
health care sector can make to society, the government
seeks to stress that investments in health are not a
social cost factor but an investment in human capital,
and thus a prerequisite for a vital economy.

Intersectoral advice

To elaborate this concept of parallel interest further, the
government asked advice from four independent advisory
bodies—the Economic Development Council, the Council
for Public Health and Health Care, the Council for Public
Administration and the Education Council—on ways to
enhance intersectoral health policies. In itself it was an
unprecedented intersectoral move to have these sectoral
advisory bodies jointly reporting.

According to the four councils, intersectoral health policy
is, by definition, a matter for the government as a whole.
Its most important task is to create awareness of health
issues and a sense of urgency among all social actors.
The councils therefore recommended that the coalition
agreement upon which any new administration is based
should deal explicitly with this topic. The health of the
Dutch population is sufficiently important to warrant
such a move, and cooperation at all levels—including
the Cabinet level—is necessary for success. Primary
responsibility for getting people in other policy domains
and in all tiers of government to focus on public health
lies with the Ministry of Health, Welfare and Sport. To
this end the councils recommended the setting up of

an interdepartmental unit under the leadership of the
Minister of Health. Unfortunately, Cabinet decided not to
heed this recommendation.

At the local level, municipalities need to be able to play
their part, and the chair of the public health committee
has a key part to play. Greater municipal involvement



would, however, imply the availability of more public
health-related expertise and capacity. There is also a need
to improve cooperation with municipal health services.

One of the most important findings of the councils is
that further legislation or regulation are not required
in these areas at the present time. However, there

is a need to propagate best practice and to increase
awareness of the effectiveness of prevention. The
councils further concluded that disadvantaged
socioeconomic groups should be prioritised. A
geographically focused approach is well suited for use
in the context of an intersectoral strategy for tackling
unacceptable health inequalities. Better and safer
housing, better schools, safer workplaces, effective
reintegration and health-optimised planning of public
spaces can all contribute to better health in the
communities where improvements are most needed.

Good examples

The present government has already been seriously
working on this last recommendation. One of the main
priorities of the present Cabinet is the transformation of
40 problem districts in large cities into power districts.
A so-called Programme Ministry integrating all the
different sectors including health was specially created
for this priority—the Ministry of Housing, Districts

and Integration. It follows a program-based approach
in which the focus lies with the inhabitants and their
problems. Analysis of these problems is crucial. Health
was originally not one of the five main areas within

the approach as proposed by the new Ministry, but, at
the request of the inhabitants themselves, 9 out of the
18 cities involved have now included an experimental
‘healthy neighbourhood’. The three key elements are
improvement in the health situation of the people, a
healthy living environment and easily accessible primary
health care facilities that also offer preventive activities.

Another successful example of intersectoral health
policy is road safety in the Netherlands, which has one
of the lowest levels of mortality from road accidents
in the world. The number of casualties dropped

from approximately 3000 in the mid 1970s to 720 in
2009, while the number of travelled kilometres nearly
doubled. This is a very spectacular result in which the
Ministry of Health hardly played a role. Road safety

is mostly dealt with by the Ministry of Transport but

a whole range of other actors, most notably local
authorities and the car industry itself, are involved. A
range of instruments was applied too. Legislation (for
compulsory safety belts, speed limits, etc), strict controls

and heavy fines, government health campaigns (e.g.
‘drunken driving’ media campaigns), civil engineering
(innovation in car design: ABS and airbags) and physical
planning (e.g. speed bumps, road design, roundabouts)
all contributed and were together responsible for the
remarkable success.

The Ministry of Health is now working hard to
establish better, more service-oriented contacts with
other ministries, elaborating on the elements of the
abovementioned successes—a program-based and
problem-oriented approach such as the one used in
the power districts. This should be implemented in

an all-encompassing way (in terms of sectors, actors
and instruments). By less preaching and more serving,
we are presently gaining confidence and building up
relationships to become a trustworthy partner once
more, whereas in the past contacts were too erratic.
We would be content if we could include health in a lot
of policies, rather than aiming for health in all policies.

One of the methods used is the development of
business cases, whereby more emphasis is put on social
benefits and economic analysis. In the end it is always
money that matters. Convincingly showing other actors
that it is in their own (financial) interest to invest in
health activities is a better way than merely telling
them to do so or begging them. We do not focus solely
on other government departments but, rather, on
other actors (e.g. employers, industries, schools, local
government, and citizen and consumer groups), as in
the French obesity approach, EPODE.* What should be
clear from the start in these complex situations in which
political aspirations, cultural and societal norms, and
the social and physical environment are all involved,

is that a long-time horizon is absolutely necessary.
Patience and time are of the essence!

We will further elaborate upon these concepts in our
national white paper on prevention, which is due by the
end of 2010.
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Introduction

Intersectoral action for health, and the more recent
Health in All Policies (HiAP) approaches have been
introduced as strategies for integrating health
consideration into other (non-health) policies. The
literature on the topic discusses the principles and
advantages of, and the necessity for, the approach. The
implementation of these strategies, which is discussed
to some extent in the literature, appears to be focused
mainly at the national level since, in many countries, it
is this level that is the most important for formulating
and implementing policy."? At the local level specific
projects or tools such as health impact assessment are
considered, as a means for implementing intersectoral
action.>#+>

This paper focuses on intersectoral action and
management of health promotion at the local level.
Specifically, we present the experiences from a long-
term project with local governments in Finland that
aimed to develop structures, management processes
and tools for intersectoral action in implementing the
basic principles of HiAP.

A few facts about governance
in Finland

Finland has a rather small population—5.3 million
inhabitants. The political-administrative structure is
highly decentralised, with local government (i.e. the
municipalities) having a major role in organising all basic
services. In total there are 342 municipalities in Finland.

At the national level the government proposes Acts

to the Parliament for approval. The ministries prepare
the proposals and also monitor the implementation

of legislation. The municipalities implement the
legislation but have freedom to decide how it will be
implemented, for example how they will organise the
services required. The national authorities, for example
the ministries, don't have any 'hard’ measures, such as
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fiscal measure, to guide the municipalities other than
legislation, and guidance is mostly information and
funding of national development processes.

Local government in Finland relies on self-government
by the residents. The constitution safeguards the

role of self-government, with residents electing the
municipal council as the supreme decision-making
body. According to the Local Government Act (the Act),
local authorities have the right to levy taxes and make
independent financial decisions. At this level residents
pay taxes based on their income and ownership of
real estate, and company taxes are based on operating
profit. Taxes at the national level (e.g. on income,
alcohol, tobacco, fuel, and goods and services) are
decided by the Parliament.

Local authorities provide all basic services such as
education, social and health services, housing, public
transport, waste management, sewerage, water
supplies, town planning and land use. The financial
responsibility for organising these services lies with local
authorities, with an annual fixed amount of money (not
‘ear-marked’) directed to the municipalities from the
state to fulfil their legislative obligations.

As a measure to fulfil the obligations under the Act,

i.e. to promote the health and welfare of the citizens,
in 2003 the then National Research and Development
Centre for Welfare and Health (STAKES), which is

now the National Institute for Health and Welfare
(THL), established a development project with 12
municipalities; the project concluded in 2009.° As the
Act states, health promotion is the task of municipalities
in Finland which means that every administrative sector
is responsible for health promotion. Thus, there was a
clear need for permanent health promotion structures
and management systems that would support
intersectoral action and the implementation of HiAP.

Results and experiences from this development project
are reported below. We believe that they are applicable
to countries that have delegated powers from the
national level to lower levels, e.g. regions, districts or
municipalities. However, the structures and mechanisms
presented for such intersectoral action are neither
setting-specific nor dependent on the governance
structure. Therefore, they can also have relevance

for countries with governance arrangements where
regional or national authorities provide many of the

services which are administered at the municipal level
in Finland.

During the development work several prerequisites for
building capacity for health promotion in municipalities
were identified, as follows:

1. Commitment of the leaders of the municipality is a
crucial factor—health promotion must be part of the
municipal strategy.

2. Real-time data and follow-up systems are needed as a
basis for action. Information on population health and
welfare is necessary and the service system needs to
be able to respond to health needs as required.

3. The management system must facilitate systematic
and coordinated intersectoral cooperation across the
different administrative sectors.

4. In order to act effectively, the management system
needs an implementation structure for health
promotion that makes it possible to achieve common
health targets.

5. In order to be effective and able to provide services
of good quality, organisations need to develop and
adopt common practices and tools.

6. Health promotion needs competent personnel—skills
and knowledge in health promotion need to be
strengthened at both strategic and professional levels.

7. Resources for health promotion need to be allocated
within the action plans and annual budgets of each
administrative sector. Tasks that need joint action
and bridge sectors need specific resources from the
management of the municipality.

8. Follow-up and reporting of both the health status
of the population and the ability of the services to
meet the needs of the residents needs to be in place,
and the results of the achievement of health targets
need to be communicated regularly to management,
politicians and the citizens of the municipality.

All these prerequisites are important and the
municipalities cannot work effectively if they are not
taken seriously; however, the management system is
considered to be the central underpinning factor. More
details are presented below on the management system
and the specific tasks required for a successful outcome.



Management system

One of the most important, if not the most important,
prerequisites lacking from the Finnish municipalities
prior to the development project was a clear
management system for health promotion—without it,
ongoing and long-lasting achievement of intersectoral
action was seen to be very difficult if not impossible.
As a cornerstone of intersectoral action at the local
level, a management system for health promotion was
created in the project municipalities. Figure 1 illustrates
the generic management system model, which can

be adjusted according to the size and structure of the
municipality.

The management group of the municipality also

works as a health promotion management group

Health Social Enviro- Tech- Education
Chair/leader sector sector ment nical Culture
of the

process — Health promotion working group

SR

Figure 1: Management structure for health promotion in
local government

Management of health promotion is part of the
‘normal’ management system in each municipality,
and therefore cannot be disconnected from the
municipality’s established management system. Hence,
the management group of the municipality acts also as
a management group for health promotion.

The management group directs the work of the health
promotion working group, decides on health promotion
strategic goals and allocates resources on horizontal
issues—those issues that will need to be worked on
jointly across sectors and are not possible to implement
within the normal budgets of the individual sectors.

The chair of the health promotion working group

is also a member of the municipality’s management
group. It is important that there is a direct contact
between the working group and the management
of the municipality. The chair is also the leader of the
health promotion process in the municipality. The
members come from each sector (see Figure 1). It is

recommended that the members are managers of the
branches so that they have the appropriate authority to
represent the branch and implement the tasks agreed
to by the working group. Representatives from the non-
government sector, the scientific community, and local
institutions and businesses can be invited to join the
health promotion working group.

The early experiences of the project indicated that it

is important that the working group has clear and
specific tasks. The members of the group need to
understand both their role and the management
group’s expectations of them from the very beginning.
The following tasks at the least should be undertaken:

collecting information (from every sector) on the
health, health determinants and welfare of the
population, and preparing a concise report annually
and a more comprehensive report every fourth year
(the local electoral period)

reporting the collected information to the
management group, politicians and the public

developing proposals for setting municipal health
promotion strategic goals

agreeing on the distribution of work and cooperation
between sectors

coordinating health promotion activities and
implementing municipal health and health promotion
goals

monitoring and assessing the implementation, and
reporting the implementation of sector-specific tasks
back to the management group

reporting to the municipal management group on
achievement of the goals.

Experience with different municipalities has indicated
that preparation of the health and welfare report on
population health and health determinants is a good
starting point for intersectoral action. It is a concrete
task and requires good communication among
members of the working group. It is not possible to
achieve anything remarkable without genuine, active
communication.

It is usual that many thematic working groups (see
Figure 1) are working on projects simultaneously

in the municipality, for example groups promoting
preventive drug work, mental health and sexual health.
The working group needs to be conscious of these
groups and coordinate their work in order to guarantee
effective outcomes and prevent overlap.
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Conclusions

Permanent structures and a horizontal management
system for health promotion work appear to assure
the recognition of health promotion as an important
strategic focus area at the municipal level in Finland.
They also enable and facilitate the definition of
implementation responsibilities between sectors, and
of common indicators for monitoring the process and
outcomes of the work. The structure also provides a
common ground for following up and evaluating the
objectives. Management practices that cross sector-

specific administration and are grounded in cooperation

also ensure the development and adoption of similar

methods and tools. One important outcome of building

up these structures and management systems is that
health promotion becomes an important shared
objective in decision-making—intersectoral action

is seen in this context as a tool for achieving the
objectives, not an intrinsic value in itself.

This project has taught us that intersectoral action for
health at the local level is a time-consuming activity

that does not provide fast results. From our experiences

in Finland, it can take several years before intersectoral
action begins to be institutionalised and all sectors

understand and accept their role in the work. However,

focusing on concrete joint work in the beginning will
enhance the process of institutionalisation within

the working group. Because of this long timeframe,
permanent structures are also needed to 'tolerate’
changes of membership in the group without losing all
the work that has already been done.

One concrete result of the activities of these groups
(management, working and thematic working groups)
is improved health and welfare consciousness within
each sector. As a tangible output, we can expect

a concise annual health and welfare report and a
more comprehensive report every 4 years. Thus,

a municipality-based monitoring and evaluation
system is developed step by step. It is important that
municipalities can plan their services and activities on
the basis of needs assessment. Other results include
joint activities initiated by the working group, more
coherent and thematic ways of working and the
adoption of new tools (e.g. health impact assessment)
for intersectoral action.
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Health in All Polices (HiAP) is an innovative approach for
action on the social determinants of health that takes
as its starting point the need for whole-of-government,
or intersectoral, action. ‘Learning by doing’ has been a
key feature of the implementation of HiAP across the
South Australian (SA) Government. Part of this has also
been learning from other countries and jurisdictions
about their models, structures and processes, and
challenges and successes. This paper reflects upon what
has been identified as some of the critical elements for
implementation in SA. It is hoped that an examination
and discussion of these elements may assist other
jurisdictions in development of approaches to HiAP in
their specific contexts. We then look at what the next
steps are as we move to integrate HiAP more securely
as a standard approach across government.

Catalyst for action

In SA the catalyst for even beginning to think about
HiAP was the Adelaide Thinker in Residence (ATIR)
Program' and Professor llona Kickbusch’s residency as
part of the program. This program brings world-leading
thinkers to live and work in Adelaide to assist in the
strategic development and promotion of the state.

The ATIR program is a specific initiative of the Premier
of South Australia. His personal involvement in

the selection of thinkers means that they are given
high prominence and visibility, and that their ideas
promote significant public attention and debate. The
ATIR platform provided Professor Kickbusch with
regular access to the Premier, individual Ministers,
the Cabinet as a whole, public sector chief executives

and senior bureaucrats, and policymakers. Through
several significant events, there was opportunity to
engage directly with the SA public, enabling Professor
Kickbusch’s ideas and proposals to gain early and
significant traction at several levels.

In 2007 Professor Kickbusch took up her first residency,
part of which involved a desktop analysis of SA's major
planning framework, South Australia’s Strategic Plan
(SASP). The final report of her residency in 2008 made
specific recommendations regarding implementing HiAP
using the SASP framework.

Mandate for action

Professor Kickbusch’s final report of her residency and
its recommendations were accepted by the Premier
and, in its response to the report, the SA Government
made an undertaking to implement HiAP across
government. Governance structures were required to
enable a systematic approach to intersectoral initiatives
and these were agreed by the Executive Committee of
Cabinet (exCom), the most senior committee of the
state government. This mandate has been a key to
HiAP's acceptance across government.

Policy drivers for action

The Kickbusch report clearly identified that the
necessary policy driver to harness the HiAP wagon to
was SASP—the blueprint for all government action. It
has explicit objectives and targets, and the achievement
of each of these targets is the responsibility of the
chief executive of the government agency required to
take the lead on the target. Many of these targets are
‘stretch targets'—in which it is recognised that their
achievement will require innovative approaches and
new ways of working. In updating SASP in 2007, the
Premier stated that: ‘Innovation and creativity must be
at the centre of everything we do’.? This has provided a
favourable climate in which HiAP can develop.

Another important contributor in the development of
the HIAP approach in SA has been the recognition by the
health sector that SASP not only provides a framework
for policy action across the state, but that this same
framework can be used to guide action to address the
determinants of health. The six objectives and 98 targets
contained in SASP? mirror factors that can influence

the health outcomes of populations. For example,
employment/ unemployment, education, housing,
transport, food production, environment and communities
all have targets under SASP and also represent
determinants of health. The HIAP process supports



SASP as it provides a mechanism to enable joined-up
government action. Many of the targets can only be
achieved if action is taken across sectors but, typical of
government arrangements in most western democracies,
current structures make this type of work difficult.

SA has been able to develop an HiAP model that
supports cross-sector collaboration. An important
feature of this model is the ‘health lens’, which
systematically examines the connections between

the health and wellbeing of the population and the
SASP target, and works to identify policy actions that
will assist in the achievement of the target under
examination as well as benefit population health. The
HIAP model couples the health lens with a high-level,
centralised SASP governance structure—an important
mechanism for all government sectors as it provides
legitimacy for the approach and a mandate to act.

Government structures to enable action

Following endorsement of the Kickbusch report, the
government established the mechanisms and structures
to operationalise HiAP. ExCom, chaired by the Premier,
is the custodian of SASP and responsible for overseeing
its implementation. The ExCom Chief Executives

Group (CEG)—which includes senior permanent and
statutory chief executives who support the work of
ExCom—was charged with responsibility for overseeing
the development, implementation and evaluation of
HiAP across government. It is this group which selects
the SASP targets that HiAP will be applied to, and it is
to this group that HiAP reports. The Office of ExCom

in the Department of Premier and Cabinet (DPC) works
with SA Health to support the implementation of SASP.

This structure provides support for HiAP at the

highest level of government. The central government
agency, DPC, and SA Health are required to jointly
implement and support HIAP. The roles of DPC and

SA Health are well defined—with DPC taking prime
responsibility for coordination and liaison with CEG,
and SA Health facilitating the health lens analysis
work. This partnership continues to evolve as the two
agencies develop a better understanding of each other’s
organisational cultures and policy imperatives. The
framework for the partnership is expressed through a
formal memorandum of understanding agreed to and
signed by the chief executives of the two departments.
It would not be possible for SA Health to implement
HIAP without this strong relationship with and active
involvement of DPC.

In addition to central government structures to
implement HiAP, SA Health has established a high-
level governance structure within the department
and provided dedicated staff resources to its
implementation. As has been confirmed by SA's
experience, as well as those in other countries, the
number of staff required to implement HiAP approaches
across government is not great (several presenters at
the Adelaide 2010 Health In All Policies International
Meeting confirmed that a small team of four to eight
staff seemed to be optimal).

Values orientation—how we act

A fundamental feature of HIAP in SA is the values
orientation that underpins all of the work undertaken
jointly between SA Health and other government
departments. A core tenet of the approach is that

SA Health facilitates the work and does not lead the
work—Ileadership is the responsibility of the government
department with which SA Health is working. Great care
is taken not to behave as health imperialists but to be
catalysts for action. It is important to recognise and work
with the expertise that individuals from other agencies
bring to the HIAP approach. This ensures that those
people with the knowledge and detailed understanding
of the policy issue under examination are the leading
voices in the deliberations and decision-making. SA
Health also brings its expertise to the discussion but does
not seek to dominate. The process of joint investigation
supports the development of a shared understanding
between all involved, leading to a common view about
the best solutions.

There are many factors that have been important for
the progress to date in the implementation of HIAP
across government in SA, including the expertise and
willingness of partners from government agencies

to work cooperatively with SA Health. Without this
partnership and support it would not have been
possible to develop the HIAP model and the health
lens approach. A more detailed description of the
governance arrangements supporting the HiAP
initiative, and an explanation of the five steps that
make up the health lens, can be found in Implementing
Health in All Policies, Adelaide 2010° and The

South Australian approach to Health in All Polices:
background and practical guide.*



The SA HiAP initiative has achieved some early success,
but there is more to be done to ensure its ongoing
sustainability within the state. Although HiAP has to
date received significant support at the political and
bureaucratic level, it is sensible to plan for a time when,
due to shifting demands and priorities, there may be

less visible support. In fact, international experience has
found that successful cross-sector initiatives can be cut
following a change of government priorities or a change
of government. The next phase of development for

HiAP will be to build capacity across sectors and within
the health system to embed the HiAP approach into the
everyday work of policymakers, and in this way integrate
the approach. There is a range of mechanisms to achieve
this, including legislation, workforce development,
incentives and other capacity-building strategies.

Secondly, and of equal importance, is the need to
produce the evidence that HIAP is effective—that it
delivers improved policy outcomes for other sectors
and, at the same time, can bring about improved
population health. As health outcomes will often

have a significant lag time between delivery of the
intervention and the final result (often counted in
decades rather than years), it is necessary to identify
interim health indicators and use these as markers of
health improvement. There is considerable technical
work involved in designing effective evidence-gathering
systems that capture the impact of cross-sectoral work.
The next phase of the HiAP initiative will require that
attention is given to establishing these mechanisms.

Currently, the HIAP approach has been developed and
applied only in state government sectors. However,
there has been growing interest expressed by local
government to explore and apply this approach. Local
government in SA is increasingly applying SASP as an
overall strategic planning framework, and this would
provide an excellent opportunity for transfer and
adaptation of HIAP methods and processes to this
sector. It is also expected that, with the adoption of
modernised public health legislation in SA (at the time
of writing the new Public Health Bill is near finalisation),
local government will have a clearer set of enablers to
adopt HIAP approaches. Currently, SA Health is working
with ‘early adopters’ within this sector, who are
examining how HiAP can be applied in their areas. It is
therefore possible that HiAP could become a feature of
planning and policy development in local government
over the next few years.

Lastly, while the SA HiAP approach has been able to
demonstrate some early success in working on public
policy issues (i.e. the priority issues of other government
agencies), it has less experience in applying the HIAP
approach to health policy issues. The approach and
underlying values within HiAP have been specifically
designed to consider public policy issues and their
connection to health and wellbeing. When applying the
HiAP approach to priority health policy issues (such as
obesity), it will be necessary to adapt the model so that
other government agencies are able to clearly see the
direct benefit for their organisation and corporate goals,
and to clearly articulate this benefit early in the process.
Preliminary work is underway to apply the adapted

HiAP approach to a priority health policy issue, and early
indications are promising. Although there is still much

to be done, it is expected that the HIAP approach in SA
will evolve so that it works effectively on priority issues in
both public policy and health policy, resulting in improved
health, social and economic outcomes.
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Introduction

The emergence of large-scale public health problems,
such as health inequalities and obesity, is seen as

a complex social problem in which the causes are
multifactorial and the solutions require the shared
action of several government sectors. This complexity
makes it necessary for governments to find ways of
ensuring the establishment of intersectoral governance
for health® that combines both horizontal and vertical
management. The aim of the Health in All Policies
(HiAP) approach is to address these problems, as was
recalled at the recent meeting held in Adelaide by

the World Health Organization (WHO) and the South
Australian Government. However, as was noted in the
statement published at the conclusion of this meeting,
such a strategy ‘requires a new form of governance
where there is a joined-up leadership within
government, across all sectors and between levels of
government”.”

The implementation of this type of governance presents
many challenges, which could be summarised in the
following questions, posed elsewhere by Kickbusch:?

> "How should the power dynamics and relationships
between health and other sectors be managed so
that a fruitful relationship can be developed?

> How do you develop a common goal given the
current institutional arrangements where each sector
is striving to achieve its own goals?

> How do you develop a culture of cooperation given
that sectors, and their leaders, are in competition for
resources and ‘their time in the sun'?".

@ We consider the term ‘intersectoral governance’ to be
synonymous with the terms ‘joined-up government’,
‘network government’, ‘horizontal governance’ or ‘integrated
governance’. For a discussion of what distinguishes these
terms, see Gagnon and Kouri (2008): http://www.ncchpp.ca/
docs/Integrated governance AN.pdf
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The aim of this article is to explore some pathways to
solutions that allow these challenges to be met. While
acknowledging the influence that national and cultural
contexts have on government structures, we wish to
propose a conceptual framework that presents various
possible politico-administrative arrangements in an
integrated manner, along with the conditions favourable
to intersectoral health governance (see Table 1).

This framework draws on the literature concerned with
governance, the concept of health stewardship and
policy analysis. We hope that it will be useful to public
health actors who want to identify the mechanisms for
intersectoral governance for health that have already
been established by their governments, as well as those
that might still be developed, to ensure an across-
government approach to health.

This paper will begin with a brief overview of the main
concepts underlying the integrated framework, before
presenting the content derived from these concepts.

The concept of governance is described variously in

the literature, depending on the fields of interest of
authors. We are interested here in the notion of state
governance, defined as the functions exercised by a
country’s government authorities to orient actions
toward collective goals related to the common good.>#
These actors are found as often in the private sphere as
in the public sphere, and at all levels of government. At
the level of public administration, the ‘new governance’
is viewed by many authors in this field as a modern
approach to managing state affairs. It is based on the
idea that government authorities cannot rely solely on
their hierarchical power to command the introduction
of desired changes, but must use the means available
to them to guide, direct and negotiate.>’ Three

central themes draw particular attention to the

new governance of states: government leadership

that values multiple relationships and draws on the
contributions of various actors; collaborative decision-
making processes; and clear accountability mechanisms
that are adapted to intersectoral functioning.*&"!

According to Durose and Rummery,'" the central idea
behind governance is to promote the establishment

of coherent public policies through a program

of governmental action based on intersectoral
collaboration and policy integration. However,
intersectoral collaboration often requires that the
organisational culture within a public administration be

adapted, since it is generally aligned with the logic of a
sectoral approach.'

We can therefore identify four broad dimensions

of intersectoral governance for health: leadership,
coordination and collaboration, accountability, and
cultural changes. Each of these dimensions is examined
below using examples of their application to the field of
public health.

Leadership

Leadership at the highest government level is one of
the success factors for intersectoral governance most
often evoked in the literature.’*"> The commitment
of the Prime Minister and the Treasury Department to
the program aimed at combating health inequalities
in the United Kingdom is an example of this type of
leadership.16 We shall consider here two dimensions
of such leadership: the ability to channel the will of
citizens or of key actors toward a clear and inspiring
vision; and the use of the policy tools available to
governments to ensure the convergence of actions in
support of this vision.

As regards the first dimension, experience has shown
that an intersectoral governance strategy is more likely
to be effective when it is guided by a comprehensive
policy that is implemented, firstly, at the highest level
of management'” and whose objectives have been
determined through broad consultation.'® ' Boffin,'®
in fact, maintains that interdepartmental collaboration
for health depends on the vision and the leadership
of the central government and the capacity to make
visible the contribution of each sector involved. We
can point to the experience of Sweden, whose public
health program, adopted in 2003, was the subject

of a large-scale public consultation. This gave rise to

a program directed toward objectives related to the
structural determinants of health. These objectives

are associated with over 30 governmental sectors and
are formulated such that they can be tied in with the
various intersectoral missions.?°

The second dimension of leadership involves the use of
policy instruments that are at the disposal of government
authorities. Lascoumes and Le Gales identify four types

of instruments: legislative and regulatory; economic and
fiscal; incentives; and informative and communicative.”’
These instruments are used to influence the behaviour of
individuals or organisations by placing limits on certain
choices and facilitating others.?? The funding of intersectoral
work, for example, is among the incentive measures



considered important to ensuring the involvement of
non-health sectors.?* Legislative measures that establish the
practice of health impact assessment, such as are found

in the Canton of Geneva, in Quebec or in Thailand, are
illustrations of the type of coercive measures used by certain
governments to force policy makers to take into account
the health implications of all policies.

Coordination and collaboration

As mentioned above, mechanisms for coordination
and collaboration lie at the heart of any intersectoral
governance initiative. They ensure that work extends
beyond sectoral boundaries. In addition to encouraging
discussion among various sectors and levels, the
establishment of these mechanisms promotes a
common understanding of issues, a synergy of action,
and the maximisation of resources, all while favouring
the coherence of government decisions. They may
involve collaborative processes or the establishment
of formal structures, such as interdepartmental
committees, steering committees, networks or work
units whose mandate is to ensure coordination and
collaboration. The implementation of intersectoral
governance is, thus, made easier when it is supported
by a highly placed authority within the hierarchy,

and when responsibility rests with that authority.'>"”
Supranational committees responsible for intersectoral
coordination for health have, in fact, been established
in many countries; for example, in Finland a national
multisectoral public health committee, appointed by
Parliament, was established to oversee coordination
between sectors.? Interdepartmental committees are
another kind of structure that is frequently set up to
ensure coordination and collaboration.

However, such structures do not only present
advantages. They can be costly in terms of resources
and energy, and potentially ineffective if poorly
managed and without strong commitment from

the participants.’>%* Similarly, the establishment of
permanent structures, such as units supporting the
practice of health impact assessment, generally requires
a significant investment. However, they ensure a

more stable and long-term commitment than ad hoc
committees or networks.'

Accountability

Particular attention is paid to accountability in
intersectoral governance because the sharing of
responsibilities that characterises it leads to a dispersal
of responsibility, making it important to establish a clear

framework for accountability.' "7 It is often noted
that traditional frameworks for accountability within
government are not adaptable to an intersectoral
approach. It is thus necessary for governments to be
innovative in this area.”

On a practical level, such accountability can vary

in form. It may involve independent evaluation of
programs or reports on the attainment of objectives
produced jointly by several sectors. These reports
may be submitted to the departmental authorities
concerned, to governing bodies or even to
parliamentary authorities. In Sweden, for example,

it has been decided that an evaluative report on the
intersectoral public health policy shall be presented to
Parliament every 4 years. In Quebec an evaluation of
the government’s multisectoral action plan to combat
obesity is the subject of a yearly presentation to the
Prime Minister’s cabinet.?®

Cultural changes

Intersectoral governance must also be supported by

an organisational culture that cultivates new ways

of thinking and doing. This less tangible dimension

is often eclipsed when horizontal management is
undertaken.'??’ It is possible to identify three strategies
aimed at establishing a suitable organisational culture:
capacity building; the reshaping of values; and
collective learning.”®

The public health sector has a preponderant role to play
with respect to building capacity among government
actors so that they become accustomed to taking into
consideration the health implications of their policies.?”
To do so, the public health sector must develop and
share knowledge on the links between sectoral policies
and health determinants, but also develop its capacities
in influencing the policy process and conducting
intersectoral dialogues. Practical guides to health
impact assessment or the health lens tool are concrete
methods used by governments to support knowledge
and skills development.

In addition, it seems important to influence the values
and beliefs of certain government actors. Indeed, these
actors tend be more committed to, or to cooperate
more fully with, an intersectoral governance for health
approach if it conforms to their values and beliefs.?’
Consequently, social marketing campaigns, directed

as much toward other sectors of government action

as to partners and citizens, constitutes a sphere of
activity that should not be ignored. The dissemination



of information about health determinants, the
economic impact of disease prevention on health care
costs, or the success of intersectoral initiatives are all
subjects that can promote the values underlying the
intersectoral governance for health approach.

Integrated framework

Finally, collective learning based on experiences and the
lessons to be drawn from them helps create the kind of
fundamental shift that can ensure sustainable change.™
Advisory committees, research activities or citizen boards
are mechanisms that can be useful in this regard.

Table 1 illustrates the framework of conditions for intersectoral health governance.

Table 1: Integrated framework of conditions for intersectoral health governance

o Culture
Dimensions | Leadership ;?grcc:)llr?;;f;tion Accountability Capacity Reshaping of Caleha
building values learning
Clear Intersectoral Formal control Knowledge Social marketing | Advisory
commitment structures mechanisms and | transfer campaigns (for | committees
from authority (formal and procedures strategies (for both health
and political will | informal) both health and non-health
and non-health sectors)
sectors)
Comprehensive Stakeholder Evaluation and Training Dissemination Research
national health engagement monitoring of information activities
strategy (processes and (e.g. about
Key outcomes) health
conditions determinants,
the cost of
health systems
or best
practices)
Support by Specific Public reports Practice Citizen boards
different policy units with guidelines
tools coordination e.g. for
responsibility health impact
assessment
Conclusion referring to disciplinary fields that focus on governance,

During the Adelaide 2010 Health In All Policies
International Meeting, participants stressed the need for
better understanding among public health actors of the
across-government dynamic through which intersectoral
governance for health develops. At present there are
few resources to which public health actors can refer.

In fact, this is an emerging field of knowledge and
research, and few studies are available to shed light on
the effectiveness of various government strategies. By

health stewardship and policy analysis, we can gain
understanding of the principal conditions that lead to
success. These conditions have been identified as:

> strong and consensual type of leadership

> the establishment of structures for coordination
and collaboration

> the existence of clear accountability frameworks

> the use of methods that support the establishment of
a suitable organisational culture.
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Many dimensions remain to be explored in the effort
to improve public health practices related to HiAP.
The actual, long-term effectiveness of a win-win
perspective (which is often associated with HiAP), the
necessary adjustment of the role of public health actors,
and the impact of assigning precedence to health in
government decision-making are among the aspects
to be explored. However, many governments have
chosen not to wait until all the answers have been
found before acting—their initiatives thus represent
important resources to build knowledge about this
social innovation in the healthy public policy field.
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Introduction

The recent global financial crisis has affected most
countries at all income levels. It would go beyond the
scope of this paper to attempt to fully analyse the
nature of the crisis or how it differs from previous
economic downturns. However, we try to deduce from
past experiences what lessons may be derived from a
recession’s health and social impact, and we make the
case that a health lens in other sectors’ policies can
mitigate the impact of an economic downturn. We
examine which economic and social groups have been
most affected by the negative impact of such a crisis, and
which sector policies (other than direct health services
investments) can be put in place in order to prevent

and lessen potential adverse effects. From a review of
empirical and anecdotal evidence, we conclude that
governments, as part of a Health in All Policies (HIAP)'!
approach can protect social safety nets during and after
an economic downturn by means of sustained supply of
basic services and active labour market policies,” and with
targeted demand-side approaches like conditional cash
transfers,” concentrating on the most vulnerable groups.

Effect of the economic crisis

Different from previous regional economic crises,

this current crisis has taken on a global dimension in
that it started in the most developed countries and
spread to middle and lower income countries. The
crisis originated in the collapse of the United States
(US) subprime market and the ensuing disintegration
of major financial institutions in the US and Europe. It
was exacerbated by global imbalances in savings and
liquidity between countries such as the US and China.?

@ Active labour market policies are government programs that
intervene in the labour market to help the unemployed find work.
Conditional cash transfer programs provide cash payments to
poor households that meet certain behavioural requirements,
generally related to children’s health care and education.
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Economists point to data in the US, Japan, France and
Germany that is hinting at early signs for a recovery, but
the shape and duration of such an upswing remains
unpredictable as yet. Evidence from past crises indicates
lag effects in employment and social sector recovery.’
The Organisation for Economic Co-operation and
Development (OECD) predicts cuts in social spending as
governments struggle with high levels of debt* fuelled
by high unemployment, large fiscal outlays for stimulus
packages and banking bailouts.

There is fear of a European divide—in terms of both
the effect of and recovery from the current crisis—
resulting in apprehension of a two-speed Europe, even
within the Eurozone. France and Germany registered
positive economic growth in the second quarter of
2009 and sustained this trend for the remainder of

the year, while Spain continued to experience negative
growth.> The credibility and future of the euro has been
threatened by the economic woes of Greece, where the
combination of a budget deficit measuring -12.7% of
GDP and a public debt of 113.4% of GDP have led to
fears that the International Monetary Fund (IMF) would
need to rescue the economy.® The severe recession has
already necessitated IMF bailouts for Latvia, Hungary,
Iceland and Ukraine. The World Bank, the European
Bank for Reconstruction and Development (EBRD) and
the European Investment Bank (EIB) have provided
US$31.1 billion in support of eastern Europe.” However,
some countries in the region have emerged from

the crisis relatively unscathed; for example, Poland
registered positive GDP growth throughout 2009.2

During 2009 economic performance in Europe was
mixed, falling by 4% that year, with the European
Commission (EC) predicting GDP to grow by 0.7%

in 2010 and 1.5% in 2011.° The traditional lag in
employment growth means that unemployment in the
European Union (EU) is expected to reach 10.7% in
2010 and climb to 10.9% in 2011. However, European
countries have been affected variably, with many such
as Spain, Ireland, Hungary and Portugal registering
unemployment rates in double digits, while others such
as Norway and the Netherlands have rates of less than
5%.'° Earlier labour market reforms that increased labour
flexibility may have prevented or perhaps just delayed
more substantial job losses. At present, socioeconomic
groups with temporary contracts (e.g. young people,
short-term contractors and migrant workers) as well as
the self-employed remain the worst off.

As the labour market situation deteriorates, the
negative impact on households and workers is
mounting. However, as a Red Cross study focused on its
European administrative region demonstrates, certain
groups in society are more vulnerable to the adverse
effects of the crisis. These groups include children,

the young, the elderly, the unemployed, migrants,
refugees and asylum seekers.'" The UK and Ireland

have witnessed a rapid turnover of workers from

the new member states (NMS)—of 1.4 million NMS
workers who came to the UK after 2004, half returned
by 2008. Romanian and Bulgarian migrants entering
Spain declined by more than 60%, while the number of
migrants leaving Spain doubled from 120 000 in 2006
to 232 000 in 2008."?

Europe’s demographic challenge further compounds
this situation. Long-term care is another good example
of a public policy that must be pursued with a health
lens in mind. The EC’s 2009 Ageing Report, Dealing
with the impact of an ageing population in the EU,
states that

’...the economic downturn makes the challenges
created by ageing more acute... Without policy
interventions, demographic changes will lead

to reduced economic growth, a rising burden

of dependency and threats for public finances
through expenditure pressure on pensions, health
and social services.” *

There remains a 10-year window for structural reforms

to health, pension and education systems to be
implemented, as a large drop-off in the size of the labour
force is predicted in the next decade. Rising health care
costs within long-term care and the need for quality of
life and social protection of the elderly are additional HIAP
challenges for governments during the next decade.

Previous economic crises have shown that health and
social expenditures tend to recover slower than the rest
of the economy, thus putting the poor and vulnerable
most at risk."* Already, 16% of the EU population,
ranging from 10% in Nordic countries to 25% in Italy
and the Baltic States, is at risk of officially defined
poverty, even after social transfers.'> Unemployment-
related income reductions will affect nutrition, transport
and health care expenditures of households. Citizens
of new European member states, who, during the
transition years, succeeded in entering the middle class
are at risk of falling back into poverty, particularly when
a catastrophic health event occurs in the absence of
social safety nets.



From past financial crises we have learned that they
directly impact households, negatively affecting demand
for, and utilisation of, health services.® Devaluation of
local currencies may result in reduced consumption

of essential drugs as local currency prices increase,
contributing to deteriorated health status. Italy has
signalled a possible correlation between the crisis and
increased heroin substance abuse.'® Also, in times of
stress, people tend to partake in less healthy behaviours
such as higher fat intake, less frequent exercise and
increased smoking.'” Those in lower income categories
may need to take on extra low-paying jobs, thus having
less leisure time for family, children and exercise. People
may consume less nutritious food due to a reduction in
household income, and forgo necessary preventive and
curative care.'®' Such behaviour changes could result
in adverse health outcomes in the future as a long-term
consequence of the crisis. In addition, evidence suggests
that, in age groups less than 65 years, increases in
unemployment are associated with premature mortality
from suicide.?® However, empirical evidence in Europe
thus far has revealed only limited changes in effective
health service utilisation.” While an economic downturn
may trigger a change in health-seeking behaviours
(access to service barriers) or exacerbate such behaviour
changes as are detrimental to good health, we need

to recognise that the ‘control knobs’ for affecting

such choices are mostly in sectors outside the health
domain—for example fiscal policy in the case of taxation
(tobacco, alcohol, sugar), trade, agriculture and food
safety; community education (trans-fats, food labelling);
or the education system (healthy school lunches,
nutrition education).

In the face of a crisis, real government spending on
health care in countries of all income ranges tends to
decline. This is due to reduced tax revenues, currency
devaluations and, in the case of middle-income
countries, potential reductions in external assistance
as well as lower remittances. As already experienced in
the new member states and other countries in eastern
Europe, the lower income countries with weaker fiscal
positions and prevailing structural problems show the
largest negative effects.

From evidence and case studies around the world, we
can deduce that the impact of the crisis on households
and the health status of the vulnerable population can be
alleviated through policy levers outside the health sector
proper, such as appropriate social protection and social

risk-mitigation measures. In parallel there is an urgency
to formulate new policies and effective responses to the
employment and social cohesion challenges imposed by
the economic downturn. In recognising the importance
of jobs for family health and welfare, governments not
only need to tackle unemployment through active labour
market policies, but also adapt and modernise social
assistance, and health care and public health services.
Income support programs, conditional cash transfers
and active labour market policies can stimulate demand,
facilitate transition back to work and avoid social
exclusion. Such policies will also cushion the potential
negative health impacts of the crisis as they support
households to cover their basic needs and provide much
needed social safety nets.

There is good international evidence that appropriate
means testing to target the poor, tax credits for low-
income populations, and conditional cash transfer
programs to incentivise the consumption of services that
constitute public goods (e.g. education, vaccination) have
contributed to protect vulnerable population groups in
highest need.?" In order to maintain existing jobs, several
instruments have been used—increasing job subsidy and
public sector job creation programs; reducing employer
social contributions; creating or expanding short-term
work schemes; and policies combining aspects of all
three.?? It is also vital to ensure rapid (re-) integration into
labour markets by means of vocational training, sickness
or disability benefits, and unemployment benefits. The
most vulnerable can be protected by increasing the
minimum wage; extending unemployment benefits,
housing or family allowances; and introducing measures
to protect against over-indebtedness or repossession.

In this context the crisis provides a unique opportunity in
many countries for continued reforms in the health and
social sectors—and clearly an incentive to be aware of
and learn from countries’ experience with HiAP2* While it
is vital that governments maintain adequate revenues for
the health sector, they must be circumspect about how
this is achieved. Because of its negative impact on labour
markets, it is not advisable to increase payroll taxes.
Rather, it is better to experiment with increases in indirect
(‘sin’) taxes on tobacco, alcohol and unhealthy foods in
order to compensate for potential revenue shortfalls and
protect pre-crisis levels of public spending on health.
Evidence of these policies can be seen in New York state,
where an 18% tax on non-diet soft drinks was proposed
in order to raise revenue to fund the state’s largest ever
budget deficit.?* Countries such as Slovenia and Poland
have also enacted such measures—the former increased



excise taxes on alcohol and tobacco and the latter used
revenues from increased excise taxes on alcohol to
finance a social solidarity fund.”

In times of economic downturn, governments may also
face the necessity of containing costs and curtailing
public expenditure. Instead of indiscriminate budget
cuts across the board, this can be achieved in the social
sectors by postponing selected capital investments,
reducing overheads, and reducing overcapacity by
rationalising hospitals and improving the targeting
efficiency of social programs. Other measures may
include transparent pharmaceutical policies to exercise
expenditure control; public tendering of health

goods for economies of scale; sound registration and
prescription practices; and investment in cost-effective
public health programs, epidemiologic surveillance and
health technology assessment in order that decision-
makers have up-to-date intelligence on how to improve
allocative efficiency.c But it is of utmost importance
that governments and policy makers protect the most
vulnerable households by safeguarding pro-poor
spending on health, maintaining primary health care,
protecting against catastrophic health expenditures,
and ensuring the use of transparent, formal cost
sharing, including exception policies for the indigent in
lieu of under-the-table payments.? In addition to such
direct safeguards within the health sector,?® there are

a number of policy interventions in other sectors that
should be examined through a 'health lens’ with regard
to their potential impact on health status and social
protection for the population.
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Economic growth, economic
decline and implications for Health
in All Policies®

Vivian Lin
School of Public Health
La Trobe University, Victoria

Background

There has now been nearly two decades of discourse
on the importance of health for the economic
development agenda. The groundbreaking 1993
World Development Report' called for governments

to invest in health, and particularly in cost-effective
interventions, as an essential ingredient for economic
development. The subsequent report of the World
Health Organization’s Commission on Macroeconomics
and Health? squarely put on the global agenda the
importance of funding for prevention programs. In the
developed countries the Organisation for Economic
Co-operation and Development (OECD) has further
followed this line of thinking in its analysis of the
burden of chronic disease and the need for prevention.’
The OECD analysis on the loss of productivity due to
chronic disease and disability has underpinned the
thinking of the Council of Australian Governments
(COAQG) in both the Australian Better Health Initiative*
and its diabetes initiative.®

Thus, economic analysis can be, and has been, an
important tool for policy development and policy
advocacy for prevention. The ‘Abelson Report’ in
Australia® has been referred to by the ‘Wanless Report’’
in the UK as an example of the kind of analysis that the
world needs.

Health in All Policies approach

However, using economic analysis to argue for
investment in prevention is not the same thing as
arguing for Health in All Policies (HiAP). Fundamentally,
HIiAP is not about growing the budget allocation

to public health and health promotion,® but about
achieving co-benefits that accrue to multiple

sectors, and about an approach to governance. It is
not demonstrating that a workplace-based health
promotion program on chronic disease lifestyle risk

@ This paper is based on a commentary prepared for the ‘Health
and the Economy’ session at the Adelaide 2010 Health in
All Policies International Meeting. The session was led by a
presentation by Dr Armin Fidler (see this issue of the Bulletin).

as appeared to be suggested by the line of questioning
adopted by the meeting facilitator.
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factors will lead to a predictable level of improvement in
productivity or absenteeism. Rather, good employment
practices, including looking after the health and welfare
of employees, will contribute to better productivity;

and healthier workers will contribute to the economic
and social wellbeing of both the community and their
workplaces. Thus, good health and good workplaces

all contribute to a better human condition and a

better society. The challenge is how to develop the
governance framework that will lead to adoption and
implementation of effective practical mechanisms in
multiple settings.

In times of economic decline, such as the global
financial crisis, the link between economic position and
health, particularly health inequities, becomes even
more pronounced. There is longstanding literature

on unemployment and health (following Brenner’s
early work)® and on charting the importance of both
class and gender in influencing the historical impact

of economic stresses on mortality.” The recent global
financial crisis has put particular stressors on the poor
everywhere, and particularly in low- and middle-income
countries.© Strengthening health and social safety nets
has clearly been an important response to cushion the
worst of these impacts. But what would need to be
done to maintain and improve health in the future?
Would investments to ensure universal coverage to
primary health care be a next step? Or would ensuring
the rapid process of urbanisation in developing
countries create health for new migrants?

In Australia the government’s stimulus package did
not consider the differential social and health impacts,
perhaps due to a lack of analysis that modelled

such impacts and advocacy for a more nuanced
approach, and the speed at which the government
was responding. The health sector was probably too
focused on delivery in its own programmatic silos
(and the debates about health reforms) to consider
how to engage effectively in broader economic and
social policy developments. Could social inclusion

and environmental sustainability—as important
determinants of health and health inequity—have
been a greater consideration in the stimulus package,
particularly in infrastructure investments? Could the
health reform debates that took place over this period
have incorporated greater consideration of health
equity and governance arrangements, including an
HIAP approach?

¢ as outlined by Dr Armin Fidler in his presentation at the meeting.

Can economic crises be turned into opportunities?
The challenge stemming from this crisis, at the

global level and from the perspective of acting on

the social determinants of health, is to reconfigure
global governance to an HiAP approach. Can global
institutions—trade, economics, labour, health, aid,
environment etc.—actually be better aligned to deliver
a more equitable, healthier, socially tolerant, democratic
and productive society? This is a long-term project
that will need to involve strong input from civil society,
along with development of new forms of network
governance, which have been seen more in HIV/AIDS
than in other areas of health endeavour.

There is an opportunity in Australia to take advantage
of a political window of support for prevention, and
translate the rhetoric into reality. To do so is not simply
a matter of government funding for programs, nor
the creation of a single national institution to provide
leadership, although both are important strategic
elements. An HiAP approach points to the importance
of a more integrated approach across government,

to resource allocation, programming and use of such
policy levers as financing incentives and regulation.
The role of the health sector is, in part, to provide

the business case, through analysis and modelling of
intervention options, to support policy development
that integrates policy considerations.

Recognising that businesses, community organisations
and individuals are all co-producers of health, the
exercise of a government stewardship role within an
HIAP framework would create the conditions to support
all actors to be co-investors in health. Incentives for
exercising greater corporate social responsibility, being
good employers, and developing health-promoting
technologies and products are examples of bringing
economic, social and health interests together.
Incentives for locality development—to create both
vibrant local economies and social connectedness—
would be another way of using policy levers.

Ultimately, the challenge for the HiAP approach is in
the implementation of not only a joined-up decision-
making process in government, but of joined-up
approaches in communities, workplaces and other
social institutions to achieve real co-benefits. This
requires collaborative planning in each setting,
mobilisation of interested parties, skilled workforces,
sound local information and sufficient resources. The
short-term nature of political cycles, unfortunately,



work against consistent and prolonged implementation
efforts. So the governance challenge for HiAP is

about establishing both accountable and transparent
processes for decision-making and monitoring
implementation, and processes that allow for collective
learning and adjusting the course of action as
implementation progresses.

Author details

Dr Vivian Lin is the Chair of Public Health (and was Head of the
School of Public Health from 2000-05) at La Trobe University
in Melbourne. She was previously the Executive Officer for
the Australian National Public Health Partnership. She has
held senior positions within the NSW Health Department, the
National Occupational Health and Safety Commission, and
the Victorian Department of Health. In recent years she has
been a member of the boards of the Cooperative Research
Centre for Aboriginal Health, the inaugural President of the
Chinese Medicine Registration Board of Victoria, convenor of
the Australian Network of Academic Public Health Institutions
(ANAPHI) and a member of the Australia—China Council.

Dr Lin consults for the World Bank, World Health
Organization, and the UK Department for International
Development, particularly in China and the Asia—Pacific region,
on health systems and health promotion. Her research interests
are in political economy and social determinants of health,
health system development and public health policy and its
implementation.

References

1. World Bank. World Development Report 1993: investing in
health. World Bank, Washington DC, 1993.

2. World Health Organization (WHO). Macroeconomics and
health: investing in health for economic development.
Report of the Commission on Macroeconomics and Health.
WHO, Geneva, 2001.

3. Sassi F & Hurst J. The prevention of lifestyle-related chronic
diseases: an economic framework. OECD Health Working
Paper No. 32. Organisation for Economic Co-operation and
Development (OECD), Paris, 2008.

4. Council of Australian Governments. Council of Australian
Governments’ meeting 10 February 2006 [online]. Barton,
ACT, 2006. http://www.coag.gov.au/coag_meeting
outcomes/2006-02-10/index.cfm

5. Council of Australian Governments. Council of Australian
Governments’ meeting 13 April 2007 [online]. Barton,
ACT, 2007. http://www.coag.gov.au/coag_meeting
outcomes/2007-04-13/index.cfm

. Abelson P. Returns on investment in public health: an

epidemiological and economic analysis. Report prepared
for the Population Health Division of the Commonwealth
Department of Health and Aged Care, Canberra, 2001.

. Wanless D. Securing good health for the whole population.

Report to the Prime Minister, the Secretary of State for
Health and the Chancellor of the Exchequer, London, 2004.

. Brenner M, Mooney A. Unemployment and health in the

context of economic change. Soc Sci Med 1983, 17:1125-
1138.

. Bengtsson T, Campbell C, Lee J A. Life under pressure:

mortality and living standards in Europe and Asia, 1700-
1900. MIT Press, Cambridge, 2004.

page 42



http://www.coag.gov.au/coag_meeting_outcomes/2006-02-10/index.cfm
http://www.coag.gov.au/coag_meeting_outcomes/2006-02-10/index.cfm
http://www.coag.gov.au/coag_meeting_outcomes/2007-04-13/index.cfm
http://www.coag.gov.au/coag_meeting_outcomes/2007-04-13/index.cfm

Health in All Policies: a pathway
for thinking about our broader
societal goals

Elizabeth Harris

Ben Harris-Roxas

Centre for Health Equity Training, Research and
Evaluation (CHETRE)—part of the UNSW Research
Centre for Primary Health Care and Equity, School of
Public Health and Community Medicine

University of New South Wales, Sydney

Introduction

Improving the health and life chances of the population
cannot be achieved by the health sector working alone.
The important role of other sectors in shaping health

is not a new idea. As we move from the Declaration

of Alma-Alta," the Ottawa Charter? and the Adelaide
Recommendations on Healthy Public Policy® to the
Healthy Cities Movement, the Halifax Conference on
Intersectoral Action for Health* and, most recently,

the Adelaide Statement on Health in All Policies,” we
can see that intersectoral action for health has been
constantly rebranded to give new impetus to action that
tries to look beyond hospital waiting lists and curative
services to improve the health of the population.

Evidence and pathways of the relationship between
population health and the social, economic and
political environments in which people live are now
better understood. We also have a better idea of the
factors that will encourage other government sectors to
collaborate with the health sector to achieve common
goals. Many of these were powerfully highlighted at
the Adelaide 2010 Health in All Policies International
Meeting.® They include high-level political support;

a clearly understood overlap in goals that could best
be met by working together; cross-sectoral processes
for priority setting and governance; and an in-depth
understanding of how partner organisations work and
operate, and their disciplinary bases.

The purpose of this paper is to discuss how our
increased sophistication in understanding and taking
action on the social determinants of health is forcing
us to identify the values and goals of society that are
driving the distribution of these determinants. We then
consider how Health in All Policies (HiAP) and health
impact assessment (HIA) provide a way of increasing
links between sectoral interests to achieve common
societal goals.

The distribution of the social
determinants of health

The World Health Organization (WHO) Commission on
the Social Determinants of Health” has expanded our
understanding of the determinants of health to include
the broader forces that determine the distribution of
the determinants—also referred to as the ‘causes of the
causes’ (Figure 1). The broader forces that systematically
produce an inequitable distribution of the social
determinants of health include history; the power and
stability of social, economic and political institutions;
the values and norms of mainstream society; and the
role of the state (Figure 1). For example, we know

that education is a major social determinant of health,
but what are the wider forces that shape school
participation, the quality of schools, parental attitudes
to schools, levels of investment in education and the
variable nature of health-promoting environments?

This is new territory for many people who have
adopted the social determinants of health framework.
Recognising the importance of factors such as
unemployment, transport and food in determining
health is not synonymous with recognising the
importance of other factors that determine their
distribution. In other words, the social determinants
of health by themselves do not explain the systematic
patterns of health inequity in society.

Values
The causes of The causes

the causes of the History
(the social distribution Norms
determinants of the
of health) causes

The causes
of
health and

wellbeing

Power

Culture

Figure 1: The determinant of the distribution of the
determinants of health

Identifying ‘broader societal goals’

The importance of HIAP as a means of achieving
broader societal goals was raised several times during
the Adelaide meeting.® Unfortunately, while these
goals were alluded to, they were not systematically
explored. Working to address these broader factors
that determine the distribution of the determinants of
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health will require the development of new theoretical
and practical (and potentially more political) approaches
to creating environments for health. It will also involve
identifying and discussing values and assumptions

that often influence but are rarely explicit in the policy
making process, such as equity, justice, transparency,
sustainability, democracy and fairness.

Without such an explicit discussion, we will continue
to be locked into a health model where health
outcomes continue to be seen as the primary outcomes
of intersectoral action. The HiAP process, with its
emphasis on ‘win-win’ outcomes, attempts to address
this, but we can anticipate that eventually there will
be challenges from the health system investing in the
core priorities of other sectors if there are not clear
benefits to the health sector. Linking HiAP closely with
government priorities and a central agency overview is
helping to minimise this risk.

We in the health sector are not alone in discovering
that many of the complex problems we face in society
are interconnected. Tackling the so-called ‘wicked’
problems has seen the emergence of many groups
working for joined-up policy.® As the Business Council
of Australia’s submission to the National Health and
Hospitals Reform Commission makes clear, the health
of the workforce is seen as a central concern for
business in Australia:

’...that improving health is essential to increasing
workforce participation and productivity and
improving the capacity of all citizens to fully
participate socially and economically. Improved
health is an investment in future prosperity in

the same way that school education, industrial
research and roads are investments in the

future. Without improved health we cannot lift
participation in the workforce by many under-
represented groups and lift productivity.”

New stakeholders are also emerging. In our work

in HIA™"? we have observed increased interest in
capacity building for intersectoral action from extractive
industries, non-government organisations, remote
Aboriginal communities, local government and many
government departments. In the short term their focus is
often on engaging with HIAs or building their workforce
and organisational capacity to undertake HIAs. In the
longer term these HIAs often result in an improved
understanding of health, enabling engagement across
the planning cycle (Figure 2)—beyond the point prior to
implementation when HIA is usually undertaken.

The linear nature of the policy cycle often reflects a
conceptual ideal rather than reality;"® however, there
are numerous examples of HIAs enabling subsequent
collaborative problem identification, needs assessment,
options discussions, evidence collection and synthesis,
and planning.'*'® Flexibility and responsiveness to the
needs of partners is essential in trialling new ways of
working together. The health lens used in the HiAP
process lends itself to being brought into the policy
development cycle in a flexible way.

Coordination
Consultation

Decision

Policy
instruments

Implementation

Policy
analysis

i Evaluation
Identify
issues

Figure 2: The policy cycle
Source: Bridgman and Davis 2006%°

The development of the health lens'” was a response by
the South Australian Department of Health's concern
that the HIA process is generally undertaken at the
point in the planning process prior to implementation
where there is a substantive proposal to be assessed.
This occurs later in the planning cycle and often means
it is difficult to fundamentally change decisions that
have already been made. The health lens represents

a complementary approach that can be used when

a policy is less developed, thus enabling analysis

of more fundamental alternatives than would be
possible if the policy was already in draft form. The
health lens has many procedural similarities to HIA,
and it is worth noting that the use of HIA in several
contexts emphasises the importance of assessing policy
alternatives in a manner that is consistent with the
health lens. s

Like HIAs, all health lens analyses are undertaken to learn
something, although the nature, scope and purposes

of this learning are not usually recognised as an issue.
Glasbergen?? describes three types of learning that can



result from using decision-support tools, namely:

1. technical learning, which involves searching for
technical solutions to fixed objectives

2. conceptual learning, which involves redefining goals,
problem definitions and strategies

3. social learning, which emphasises dialogue and
increased interaction between stakeholders (this is
distinct from the concept of social learning used in
psychology).

This is worth considering because the health lens was
developed with the goal of informing activity earlier

in the planning cycle, before a proposal has been
developed. This will involve both conceptual and social
learning. These types of learning require more sustained
and meaningful stakeholder involvement when
compared with other, more technical and technocratic,
decision-support tools such as HIAs and health lens
analyses. The main issue is to use them in ways that
are transparent, evidence informed and fit for purpose.
Our work on HIA suggests that there are four broad
purposes for conducting HIAs* (Table 1). The health
lens, with its focus on government policy, is probably
best seen as a decision-support tool that, in its current
form, has limited scope to be community-led or used
for advocacy reasons by groups outside government.
Like HIA, its process is ‘fit for purpose’ in progressing
policy goals.?*2

Table 1: A comparison of the potential forms of health
impact assessments (HIAs) and health lens analyses

Health
Forms Purpose HIA lens
Mandated Meeting a regulatory or v v
statutory requirement
Decision- Voluntarily improving v v
support decision-making and
implementation
Advocacy Ensuring that under- v
recognised health
concerns are addressed in
design, decision-making
and implementation
Community- Ensuring that health- v
led related concerns

are identified and
addressed, and enabling
greater participation of
communities in decisions
that affect them

Based on Harris-Roxas and Harris?*

There is a growing acceptance of the role of the social
determinants of health in creating healthy populations. We
believe that this is allowing us to seriously ask ourselves
what are the forces driving the distribution of these social
determinants and how do they shape and reflect our
broader societal goals. This will bring new challenges in
developing the language to discuss values and principles
as central to health improvement. Both HiAP and HIA
provide practical ways of increasing links between sectoral
interests to achieve broader societal goals.
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Obituary: Konrad David Jamrozik

Medical doctor, researcher, administrator,
anti-smoking campaigner

Born: 2 May 2 1955; Leigh Creek, South Australia
Died: 24 March 24 2010; Adelaide, South Australia

Konrad Jamrozik was Head of the School of Population
Health and Clinical Practice at the University of Adelaide.
In the short time that he was Head of School he created
an exciting research momentum with the establishment
of public health capacity programs and two major
research programs in rural South Australia, and he
brought a passion and commitment to population health.

He was a tireless campaigner against smoking. Konrad’s
first interests in tobacco control began as a young
medical intern at the Royal Hobart Hospital during the
late 1970s, where he became acutely aware of the
dangerous conseguences of smoking and the impact it
was having on patients.

Konrad had entered medical school at the University of
Adelaide at age 16, having grown up in the Adelaide
Hills where he attended Belair Primary School and
Blackwood High School. He transferred to the University
of Tasmania when his family relocated to Hobart.

Having been awarded a prestigious 4-year Nuffield
Dominions Fellowship to study at Oxford University,
Konrad completed a DPhil (PhD), examining various
strategies for the promotion of the cessation of
smoking in general practice.

Following Oxford, he was appointed as Lecturer in
Community Medicine at the University of Papua

New Guinea in Port Moresby, where he was also a
clinical assistant on the leprosy service. He moved to
the University of Western Australia in mid 1984 to

take up a research fellowship in the Unit of Clinical
Epidemiology. He subsequently held lectureships in
medicine and public health at the University of Western
Australia (UWA), and was promoted to Professor of
Public Health at UWA early in 2000.

From December 2000 until September 2004 he held
the Chair in Primary Care Epidemiology at Imperial
College, London. He then moved to Brisbane as
Professor of Evidence-based Health Care at the
University of Queensland, then in 2007 to the University
of Adelaide where he took up the role as Head of the
School of Population Health and Clinical Practice.

Since the mid 1980s, Konrad combined his academic
and clinical work with his passion for tobacco control
—as a part-time activist but full-time advocate.

As an academic expert he generated significant new
evidence on the impact of smoking on vascular disease,
particularly on stroke. He analysed the evidence as

a member of numerous expert groups including the
National Health and Medical Research Council’s Second
Working Party on Passive Smoking, an enquiry that the
tobacco industry found so threatening that they sought
to gag its members through legal action.

Konrad was an outstanding and prolific researcher,
contributing more than 280 research papers to the
scientific literature on areas as diverse as stroke
prevention, medical ethics, clinical trials, tobacco
control, cardiovascular medicine, breast cancer, men'’s
health and many others.

He had wide interests, such as the prevention of
vascular disease, procedural care and new strategies in
health promotion, and assessing the uptake and impact
of the results of clinical trials in day-to-day practice,
especially in the area of cancer.

In addition to his academic career, which focused on
preventing disease, he worked ‘at the coalface’ as a
cancer clinician, helping to treat the cancer cases where
prevention efforts had failed.

He spent periods working and studying at the World
Health Organization in Geneva, Harvard University, and
in many other places including Uzbekistan.

Konrad was awarded Life Membership of the Australian
Council on Smoking and Health, the Inaugural President’s
Award from the National Heart Foundation of Australia
and a special Research Assistance grant for Outstanding
Teachers from the University of Western Australia. He
was a Rowden White Overseas Travelling Fellow of

the Royal Australasian College of Physicians, and an
International Cancer Research Technology Transfer Fellow
at the International Agency for Research on Cancer,

Lyon, France. He was also a Fellow of the Public Health
Association of Australia and winner of the Nigel Gray
Medal for outstanding contribution to tobacco control.

He was born at Leigh Creek, South Australia, the eldest of
three children to parents Adam Jamrozik and Ruth Errey.
He died as a result of a sarcoma. He is survived by his wife
Lesley and children Zeb, Harriet, Magnus and Aleksander.

An unforgettable, extraordinary, dedicated man, a loyal
and caring friend, and a colleague with commitment to
justice and excellence, he will be sorely missed.

Authors: Professor Judy Stratton, Professor
Annette Braunack-Mayer, Judith Watt and
Professor Justin Beilby
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The Disease Surveillance and Investigation Section
(DSIS) of the Communicable Disease Control Branch
(CDCB) conducts statewide surveillance for notifiable
diseases enabling analysis of health data and initiation
of specific public health actions to prevent further
spread of disease. Specified data are provided regularly
to the National Notifiable Diseases Surveillance System.

Weekly summaries of notifiable diseases in

South Australia (SA), as defined in the Public and
Environmental Health Act 1987, are published on the
SA Health website. Included are counts of notified
infections, information about current cluster and
outbreak investigations as well as historical data.

Some investigation and control activities are conducted
in conjunction with partner agencies that provide
additional expertise and authorities under other Acts

in SA. These agencies include OzFoodNet Australia, SA
Pathology, Primary Industries and Resources SA (PIRSA),
and Environmental Health Officers (EHO) from local
government. Partners in SA Health include SA Infection
Control Service, Food Policy and Programs, Health
Protection Programs, and Scientific Services.

Between 1 January and 31 March 2010 the DSIS
collected a total of 2698 reports of notifiable diseases,
including 1484 cases of pertussis and 544 reports of
gastrointestinal disease. Pertussis notifications peaked
in November 2009 and have declined since, but
continue to dominate respiratory infections.

Investigation and control activities included:
1484 pertussis cases
11 cases of Shiga-toxin producing E. coli infection
7 cases of invasive meningococcal disease
3 cases of hepatitis A
1 case of paratyphoid
1 case of typhoid fever
9 outbreaks of gastroenteritis in aged care facilities
3 cases of Q fever.

In partnership with OzFoodNet, foodborne disease
investigations included:
5 outbreaks of illness due to Salmonella

In partnership with Health Protection Programs,
investigations included:
2 cases of Legionella pneumophila serogroup 2
1 case of Legionella pneumophila serogroup 1.

Ross River virus and Barmah Forest virus are both
arboviruses or viruses spread by arthropods, in this
instance via mosquitoes. These infections usually
demonstrate cyclic patterns of disease, peaking in
summer months. A prevention program, the Fight the
Bite campaign, has operated in SA since December
2004. Health messages about the prevention of
mosquito-borne disease to the community have been
extended this year due to unseasonably wet conditions
in northern SA.

Common symptoms of local arboviral diseases include
arthralgia, rash, flu-like symptoms and swollen glands,
ranging from mild to disabling. Severe complications
occur rarely. Blood tests confirm the diagnosis, usually
by demonstration of specific arboviral antibodies in
acute-phase sera.

Barmah Forest infection

In the first quarter of 2010, nine cases of Barmah Forest
virus infection were reported, consistent with ten in the
same period of 2009. Cases comprised five males and
four females, with an age range of 20-72 years.

Ross River infection

Between 1 January and 1 March 2010, 82 cases of Ross
River virus infection were reported, consistent with 77
in the first quarter of 2009. Cases comprised 36 males
and 57 females aged 9-79 years. Since the epidemic

of 2005-06, the background level of Ross River virus
infection is higher than previous inter-epidemic periods.
This may partly reflect increased awareness of the
disease resulting in increased testing (Figure 1).
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Figure 1: Notified cases of Ross River virus infection by
week of notification, 1 January 2005 to 31 March 2010
Seasonal variation in Ross Rover virus disease is observed,
generally coinciding with summer. In the past four years
background levels of disease have increased.

Chikungunya virus

One case of chikungunya virus infection was reported
during the first quarter of 2010 and is only the second
case recorded in SA since becoming notifiable. The
case was a 20 year-old female who had acquired the
infection whilst travelling in south-east Asia.

Dengue fever

During the first quarter of 2010 one case of dengue
fever was recorded, compared to eight cases in the
same period of 2009. The case was a 9 year-old male
who had acquired the infection in south-east Asia.

Malaria

The three cases of malaria reported in the first

quarter of 2010 were all acquired overseas. Cases
comprised one male and two females, aged from
15-30 years. One case caused by Plasmodium vivax
reported exposure in Papua New Guinea. Two cases
reported exposure in Africa; one infection was caused
by Plasmodium falciparum and in the other case the
Plasmodium species could not be further characterised.

ZOONOSES

Hydatid Disease

Hydatid disease caused by the larvae of the tapeworm
Echinococcus granulosus is now rare in SA and can
result from exposure to dogs which have eaten infected
offal from sheep and other herbivores. Hydatid cysts,
which usually appear in the liver or lungs but can occur
in other viscera, are a result of this infestation.

Number of Notified Cases

One case was reported in the first quarter of 2010 in a
34 year-old female from metropolitan Adelaide, whose
medical history suggested past rather than recent
infection.

Q fever

Q fever is a zoonotic disease caused by Coxiella
burnetii. Cases often have direct exposure to animals,
commonly sheep, cattle or goats, which are natural
reservoirs for this infection. Typically, cases are males
aged between 15 and 60 years who have occupational
exposure to animals in the meat and livestock
industries.

During the first quarter of 2010 three cases of Q fever
were recorded, consistent with two cases in the same

period of 2009 (Figure 2). Cases comprised two males
and one female, aged between 27-64 years. All cases
had plausible occupational exposures for this infection.
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Figure 2: Notified cases of Q fever in SA, 1 January 2005
to 31 March 2010

VACCINE PREVENTABLE DISEASES

Influenza

In addition to the collection of influenza data through
the state notifiable diseases system since May 2008
when it became a notifiable disease, CDCB undertakes
syndromic surveillance by collating datasets from
laboratory and clinical sources to describe influenza-like
illness in SA.

SA Pathology laboratories and medical practitioners
report positive influenza tests to CDCB. Clinical
diagnoses of ‘influenza-like illness’ are collected from
two sources: Royal Australian College of General
Practitioners members participating in the Australian
Sentinel Practice Research Network (ASPREN), and
emergency departments of several public hospitals.
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Frequency

These combined data provide a weekly picture of Invasive pneumococcal disease

confirmed influenza infections and influenza-like iliness Streptococcus pneumoniae is the cause of invasive
activity across the state (Figure 3). pneumococcal disease and many individuals carry the
organism in the respiratory tract without symptoms.

S. pneumoniae is a frequent cause of otitis media in
children and pneumonia in all age groups. Two vaccines
help protect against some of the 90 identified serotypes
of S. pneumoniae. A 23-valent vaccine is commonly
used for adults; and a 7-valent vaccine for infants and
children.

In the first quarter of 2010, 32 influenza cases were
recorded, compared to 14 in the same period of 2009.
Among these, 13 cases were caused by influenza A
virus and eight were due to infection with influenza B
virus. Cases comprised 17 males and 15 females aged
5-73 years.

Among cases of Influenza A, in 11 instances the virus
was further characterised as influenza A H1N1 2009
virus, the pandemic strain. The National Pandemic
H1N1 (2009) Influenza Vaccination program continued
this quarter, in addition, this strain was included in the
seasonal influenza vaccine.

Between 1 January and 31 March 2010, 16 cases

of invasive pneumococcal disease were reported,
compared to 19 cases for the same period in 2009.
Cases comprised ten males and six females, with an

age range from <1-94 years; five (31%) of these were
aged less than 5 years (Figure 4). One case was an adult
100 Indigenous male. One death was reported for the period.
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Figure 3: Laboratory and clinical influenza-like illness
diagnoses in SA, 1 January 2006 to 31 March 2010
This graph depicts the dominance of pandemic influenza Figure 4: Notified cases of invasive pneumococcal disease
notifications in 2009 which effectively overshadow local in SA, by age-group proportions and year of notification,
epidemics in recent years. Information about influenza and 1 January 2001 to 31 March 2010

respiratory disease is available at www.health.sa.gov.au/pehs/.

Year of Notification

Pertussis

Invasive Haemophilus influenzae . : o . . .
P Despite pertussis vaccination being available in SA for

many years, Bordetella pertussis infection (whooping
cough) remains a common community infection.
Pertussis demonstrates variation in time, appearing as
dramatic increases in disease, roughly every 3 to 5 years.

The introduction of Hib vaccine in 1997 resulted in a
reduction in the number of cases of invasive disease
in children due to Haemophilus influenzae type b.
However, cases of disease may occur in adults and
unimmunised or partially immunised children. Other
types of Haemophilus influenzae also cause disease. Between 2004 and late 2006 an apparent escalation of
pertussis cases occurred. Some of this increase is now
thought to reflect changes in laboratory testing, and
some reported cases may have reflected past rather
than current infection.

Three cases of invasive Haemophilus influenzae disease

were reported in the first quarter of 2010. Cases

comprised two males and one female aged 1-90

years. All cases were hospitalised. One Haemophilus

influenzae isolate was type a; the other two isolates Since September 2008 a resurgence of cases has

were typed as non-groupable. occurred, in part due to the higher sensitivity of
molecular tests (PCR) compared to serology and
culture, which were commonly used tests before the
introduction of PCR.

page 50



www.health.sa.gov.au/pehs/

Number of Notified Cases

In the first quarter of 2010, 1484 cases of pertussis
were notified, compared to 734 in the same period of
2009 (Figure 5). Cases comprised 655 males and 829
females with an age range of <1-93 years. Cases were
geographically dispersed throughout SA. Sixteen cases
were reported in Indigenous Australians.

Consistent with the last quarter, 67 % of cases

were aged over 20 years at the time of diagnosis.
One hundred and forty-one cases were aged less
than 5 years. Of the cases aged less than 5 years,
108 were fully or partially vaccinated; 26 were not
vaccinated (most were too young for vaccination)
and in 7 instances the vaccination status could not
be determined. No deaths have been recorded in
the under 5 year age-group in SA since 1995; this is
reflective of the effectiveness of vaccination in reducing
deaths and severe complications.

All cases in children aged less than 5 years require
urgent public health follow-up. Approximately 25
cases of pertussis occurred in children who attended
childcare centres, and antibiotic chemoprophylaxis
was recommended in one instance where there were
susceptible contacts. Information and advice was
provided to childcare centres from The Australian
Immunisation Handbook (9th Edition) and You've Got
What? Some childcare workers and children were
recommended to seek vaccination.
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Figure 5: Notified cases of pertussis by year and month
of notification and age group, 1 January 1996 to

31 March 2010

This graph demonstrates the impact of vaccination on the
temporal frequency of cases between 1996 and 2005, first in
the 5-9, then 10-14 and latterly, 0-4 year age-groups. The
recent increase encompasses all age-groups.

Rotavirus

Rotavirus causes a gastrointestinal illness, commonly

in children; most children are infected within the first
three years of life. It is a major cause of hospitalisation
due to gastroenteritis for children under 5 years.
Vaccination was introduced in July 2007 and
notification of rotavirus in SA commenced in May 2008.

In the first quarter 2010, 48 cases were reported (Figure 6).
Cases comprised 23 males and 25 females aged from
<1-66 years; 32 cases were less than 5 years of age.

Of the 20 cases aged less than 2 years 14 were
appropriately vaccinated for age. One case was too
young to be vaccinated.

B2 W24 7s5-9 m10-14 01519 8520
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Figure 6: Notified cases of rotavirus in SA by age-group,
1 May 2008 to 31 March 2010
Rotavirus infection became notifiable in SA on the 1 May 2008.

Varicella

During the first quarter of 2010, 425 cases of varicella
infection were reported, consistent with 411 cases
reported for the same period of 2009 (Figure 7). Cases
comprised 178 males and 247 females with ages
ranging from <1-101 years.

Medical notification characterised 81 infections as
chickenpox, these cases had an age range of <1-101
years, but 86% of cases were less than 30 years of age.
A further 267 cases were characterised as shingles;
these cases ranged in age from 2-94 years; 87% were
20 years of age or more.

Volume 7, Number 2, July 2010

page 51




Number of Notified Cases

Number of Notified Cases

B Chickenpox [ Zoster (Shingles) B Varicella virus not further classified

2006

2007 2008 2009

Month & Year of Notification

Figure 7: Notified cases of varicella virus, shingles and
chickenpox by month and year of notification, 1 January
2005 to 31 March 2010

Classification of varicella infection as either shingles or
chickenpox is obtained from medical notification.

GASTROINTESTINAL DISEASES

In the first quarter of 2010 gastrointestinal illnesses
accounted for 20% of disease notifications in SA,
compared to 34% of notifications for the first quarter
of 2009. This difference is attributable to the increase
in pertussis notifications and a decrease in activity

of Salmonella and Campylobacter in this quarter
(Figure 8). Five hundred and forty-four cases of
gastrointestinal disease were recorded for the period
under review.

Among 14 outbreaks of gastrointestinal illness
investigated during the quarter were nine clusters in
aged care facilities; eight caused by norovirus and one
caused by sapovirus. Five outbreaks of Salmonella
infection were also investigated.
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Figure 8: Notified cases of Campylobacter and Salmonella
infections by week and year of notification, 1 January
2005 to 31 March 2010

Notifications of Campylobacter infection have decreased

since 2007.

Number of Notified Cases

Campylobacteriosis

Campylobacter infection was the most commonly
reported gastrointestinal disease in SA during the
quarter and accounted for 60% of these diseases.

In the first quarter of 2010, 324 campylobacteriosis
notifications were received for cases resident in SA,
compared to 426 cases during the same period of
2009. Cases comprised 182 males and 142 females,
with an age range of <1-87 years; 15% of cases were
aged less than 10 years at diagnosis.

No clusters of campylobacteriosis were detected in the
period under review.

Cryptosporidiosis

Cryptosporidiosis is a parasitic infection of the bowel
and Cryptosporidium parasites can be found in a
range of animals as well as humans. The parasite is
spread by the faecal-oral route and commonly occurs
by drinking contaminated water; accidental ingestion
can occur whilst swimming. Those diagnosed with
cryptosporidiosis should be excluded from swimming
for 14 days after symptoms disappear.

Eighteen cases were reported in the first quarter of
2010 compared to 37 for the same period in 2009
(Figure 9). Cases comprised 8 males and 10 females,
with an age range of <1-43 years. Residents from both
metropolitan and rural areas of SA were among the
cases.

Cryptosporidiosis cases with reported risks potentially
requiring public health action are referred to local
government EHOs, as well as the Water Quality Section
of SA Health’s Scientific Services Branch.
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Figure 9: Notified cases of cryptosporidiosis by week and
year of notification, 1 January 2005 to 31 March 2010
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Hepatitis A

Hepatitis A virus causes acute infection by the
faecal-oral route in humans, varying in clinical severity.
Most cases in SA are imported from countries where
hepatitis A is endemic. Symptoms, which typically
occur 15 to 50 days after infection, can include obvious
jaundice but exposure can be difficult to pinpoint
because of the extended incubation period. Outbreaks
due to contaminated food or water have been reported
in Australia, including the 2009 outbreak across
Australia that was associated with semi-dried tomatoes
(Figure 10).

Three cases of hepatitis A were reported during the
first quarter of 2010, consistent with three cases for
the same period of 2009. All cases were male and
aged between 4 and 30 years. Two cases reported
recent overseas travel to countries where hepatitis A
infection is endemic; one case acquired the infection in
Australia. Contact tracing is undertaken for all cases of
hepatitis A infection and vaccine or immunoglobulin is
recommended for close contacts.
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Figure 10: Notified cases of Hepatitis A by week and year
of notification, 1 January 2005 to 31 March 2010

Listeriosis

Infections caused by Listeria are rare in SA. When cases
occur, commonly the person also has a chronic illness.
Listeriosis cases are interviewed using a targeted food
risk questionnaire to ascertain the likely source of the
agent of infection.

One infection due to Listeria monocytogenes serotype
1 was reported in the first quarter of 2010, compared
with four cases for the same period of 2009. The

case was a 73 year-old male from rural SA who had
been hospitalised interstate for the whole incubation
period. This case was referred to the relevant interstate
jurisdiction for further investigation.

Paratyphoid

Paratyphoid is caused by the bacterium Salmonella
Paratyphi and usually causes an acute enteric illness
associated with fever. Paratyphoid disease is usually less
severe and less likely to cause a carrier state than Typhoid.

One case of paratyphoid was reported during the
quarter in 35 year-old female who became unwell with
a febrile illness on return to Australia from India. Public
health action involved faecal clearance testing of cases
and household contacts. No further cases emanated
from the case. The infection was caused by Salmonella
Paratyphi A.

Salmonellosis

Salmonella infection is usually the second most
commonly notified gastrointestinal illness in SA, and
accounted for 32% of gastrointestinal infections
reported between January and March 2010 when 173
cases were reported consistent with 176 cases in the
first quarter of 2009 (Figure 8).

Cases comprised 89 males and 84 females, with

an age range from <1-85 years. In contrast to
campylobacteriosis, 25% of cases were aged less than 10
years. Cases resided in a range of rural and metropolitan
locations in SA. Laboratory tests characterise Salmonella
isolates by serotype and phage type.

Among 90 cases attributed to infection by the
Salmonella Typhimurium serotype were isolates
classified into 17 different phage types. S. Typhimurium
phage type 9 caused 30 infections; S. Typhimurium
135a caused 16, S. Typhimurium phage type 108
caused 11 and S. Typhimurium 193 caused 10
infections.

The following outbreaks were investigation in this
period:

S. Typhimurium phage type 9

An outbreak of Salmonella Typhimurium phage type

9 cases was investigated in January 2010 when 23
cases were notified between 1 January and 1 March
2010. Hypothesis-generating questionnaires established
that nine cases were associated with a metropolitan
bakery but no specific food source was identified.

An environmental inspection of the food premises
highlighted a number of food handling issues which
have been addressed.

Information collected during this investigation identified
a group function held at a private residence where
six cases of illness occurred; three were confirmed



as caused by Salmonella Typhimurium 9. Results of a
cohort study did not identify a specific food source.

S. Typhimurium phage type 108

A cluster of nine cases of salmonellosis caused by
Salmonella Typhimurium 108 was investigated in
January 2010. The cluster comprised six males and
three females with an age range of 1-85 years. Of
seven cases interviewed with hypothesis-generating
guestionnaires, one case travelled interstate and
another case had travelled within SA during the
incubation period. Analysis of data collected by

the guestionnaires did not identify a source for the
infection.

S. Typhimurium phage type 135a

A cluster of ten cases of Salmonella Typhimurium

135a was investigated in January 2010. All cases were
assessed with hypothesis-generating interviews and no
common foods or other links were identified.

A further cluster of seven cases of Salmonella
Typhimurium 135a was investigated in March 2010.
Five cases were aged 3 years and under. Cases were
scattered across metropolitan and rural locations.
Hypothesis-generating interviews again did not
establish common foods or other links between cases.

Shiga-toxin producing Escherichia coli (STEC)

Among the enterohaemorrhagic Escherichia coli (EHEC)
bacterial strains is Shiga-toxin producing E. coli (STEC).
Some of these infections cause bloody diarrhoea, and

a small proportion of cases progress to Shiga toxin-
mediated haemolytic uraemic syndrome (HUS). This
syndrome can cause severe, chronic disease. In SA,
faecal specimens from patients with bloody diarrhoea
are screened in a central SA pathology laboratory for
genes encoding the STEC toxins, enabling prompt
notification of such infections.

Between 1 January and 31 March 2010, 11 cases of
STEC infection were reported, compared to 23 for the
same period in 2009. All cases were interviewed with
a standard risk questionnaire to collect comprehensive
food and environmental data; no links were found
between sporadic cases. Cases comprised four males
and seven females aged 2—-85 years. Cases resided

in a range of rural and metropolitan locations. No
foodborne outbreaks were identified during the
quarter; however a number of cases had plausible
environmental exposures.

Number of Notifications

Shigellosis

Shigella is a bacterial cause of gastrointestinal disease
with typical symptoms including fever, diarrhoea,
vomiting and stomach cramps. Shigella bacteria are
generally spread by person-to-person contact when
contaminated objects or food are put in the mouth. The
infectious dose is low, that is, few Shigella bacteria are
needed to cause an infection. These bacteria do not
infect animals, nor do they not survive very long outside
the body. Appropriate antibiotic treatment shortens
illness and reduces the risk of spread to others.

In the first quarter of 2010 nine cases of shigellosis
were reported. This is a 50% decrease from the 18
cases reported in the same period of 2009 (Figure 11).
Cases comprised four males and five females with an
age range of 2-82 years. Four cases reported recent
overseas travel; another four cases, including 2 siblings,
acquired the infection locally; and one case had no
exposure or travel data available at the time of report.

Whilst the number of notifications has decreased, the
proportion of infections due to Shigella sonnei biotype g
has increased (Figure 12). This quarter there were six
cases caused by Shigella sonnei biotype g, two cases
due to Shigella flexneri biotype 3a and one caused by
Shigella sonnei not biotyped.
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Figure 11: Notified cases of shigellosis by week of
notification, 1 January 2005 to 31 March 2010
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Figure 12: Notified cases of shigellosis by isolate type and
month, 1 January 2007 to 31 March 2010

Typhoid fever

Most infections of Salmonella Typhi detected in

SA are acquired overseas. Untreated typhoid fever

has significant mortality. Typhoid is transmitted by
consumption of food or water contaminated with

S. Typhi. Unlike other Salmonella infections, up to 10%
of those infected can become asymptomatic carriers of
the infection.

One case of S. Typhi infection was notified in the first
quarter of 2010 in a 9-year old male who had recently
returned from an overseas country where typhoid is
common. Contact tracing was undertaken covering
the period of infectiousness in Australia; no contacts
became infected.

Yersiniosis

Three cases of Yersinia enterocolitica infection were
notified between January and March 2010, consistent
with two cases in the same period of 2009. All cases
were male, aged 1-11 years.

OTHER DISEASES

Creutzfeldt-Jakob disease

Creutzfeldt-Jakob disease is a prion disease which
affects the brain; it has two forms, classical and variant.
Disease progression and clinical signs of each form

are distinctive, and both are fatal. The diagnosis is
confirmed after the death of the case.

One case of sporadic classical Creutzfeldt-Jakob disease
was reported in the first quarter of 2010. The case was
an 86 year-old female from metropolitan Adelaide.
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Number of Notified Cases

Invasive meningococcal disease

Historically in Australia notifications of invasive
meningococcal disease caused by Neisseria meningitidis
included a proportion of cases attributed to N.
meningitidis serogroup C and were associated with a
particularly poor prognosis. Routine meningococcal C
vaccination, implemented in 2003, offers vaccine to
children and adolescents in the high risk age-groups of
0-4 and 15-24 years, and the program has resulted in
a significant decrease in cases associated with serogroup C.
The predominant serogroup of N. meningitidis
responsible for disease remains serogroup B, for which
no vaccine is available.

Seven cases of invasive meningococcal disease were
reported in the first quarter of 2010, compared to
four for the same period in 2009 (Figure 13). Cases
comprised three males and four females, with an age
range of <1-45 years. In accordance with national
guidelines, immediate contact tracing occurs with

all cases; clearance antibiotics are provided for close
contacts as well as vaccination, where appropriate.

Five infections in this period were due to N. meningitidis
serogroup B, one to N. meningitidis serogroup Y and
one to N. meningitidis serogroup C, the latter infection
was in an unvaccinated adult male.
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Figure 13: Notified cases of invasive meningococcal
disease, by year of notification and serogroup, 1 January

2010 to 31 March 2010

Legionellosis

Six sporadic cases of Legionellosis were reported during
the first quarter of 2010, from both metropolitan

and rural SA. Laboratory tests attributed one case to
Legionella pneumophila serogroup 1, two cases to
Legionella pneumophila serogroup 2 and three cases to
Legionella longbeachae (Figure 14). All cases of

L. pneumophila are referred to Health Protection
Programs for environmental investigation.
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Number of Notified Cases

The L. pneumophila serogroup 1 infection was reported
in a 78 year-old male from metropolitan Adelaide. The
environmental investigation did not identify a source.

The L. pneumophila serogroup 2 cases occurred in

a 77 year-old female and a 65 year-old male from
metropolitan Adelaide, and no links were established
between these cases. L. pneumophila serogroup 2 was
identified in environmental samples from the residence
of one case.

The three cases due to L. longbeachae were two males
and one female aged 47-86 years. Two cases had
recent gardening as a risk for acquiring this infection;
the other case had an underlying chronic illness and no
obvious high risk exposure.

HLlongbeachae  ELpneumophila 1 EILpneumophila 2

0
2005 2006 2007 2008 2009 2010

Month & Year of Notification

Figure 14: Notified cases of Legionella infection by
month and year, 1 January 2005 to 31 March 2010

Leprosy

During the first quarter of 2010, one case of leprosy
was notified in a 27-year old male student who
probably acquired the infection overseas before arriving
in Australia.

These data are provisional and subject to
further revision.
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Table 1: Notifiable diseases in South Australia: 1 January to 31 March 2010 and annual comparisons 2005-2009

2005 2008
Disease

Jan-Mar Total Jan-Mar Total Jan-Mar | Total
Anthrax 0 0 0 0 0 0 0 0 0 0 0
Barmah Forest virus infection 9 27 92 190 19 60 9 38 10 37 9
Botulism 0 0 0 0 0 0 0 0 0 0 0
Brucellosis 0 0 0 0 0 1 0 0 1 2 0
Campylobacteriosis 460 2113 427 2471 926 2731 526 1984 426 1779 324
Chikungunya® - - - - - - 0 1 0 0 1
Chlamydia (genital)' 677 2706 791 3127 932 3480 912 3652 899 3762 1050
Cholera 0 2 0 0 0 1 1 0 0 0 0
Creutzfeldt-Jakob disease 0 0 0 0 1 3 1 3 0 3 1
Crimean-Congo Haemorrhagic Fever 0 0 0 0 0 0 0 0 0 0 0
Cryptosporidiosis 52 160 69 191 332 459 29 61 37 105 18
Dengue Fever 1 5 3 10 5 23 9 31 8 18 1
Diphtheria 0 0 0 0 0 0 0 0 0 0 0
Donovanosis' 0 0 0 0 0 0 0 0 0 0 0
Ebola Fever 0 0 0 0 0 0 0 0 0 0 0
Gonorrhoea' 93 401 133 503 105 458 109 485 100 369 89
Haemophilus influenzae infection (invasive) 3 13 2 8 4 18 3 11 4 12 3
Hepatitis A 0 9 4 9 2 5 8 19 3 59 3
Hepatitis B' 68 276 71 262 70 328 75 283 67 304 77
Hepatitis C' 180 722 188 694 147 610 147 583 137 551 119
Hepatitis D' 1 7 1 6 3 12 3 13 5 15 1
HIV' 20 50 20 61 25 55 12 47 13 52 13
Hydatid disease 0 2 0 2 1 7 1 12 1 4 1
Influenza® 10 273 3 87 6 280 4 484 14 10749 32
Lassa Fever 0 0 0 0 0 0 0 0 0 0 0
Legionellosis 7 57 4 62 5 20 3 18 9 44 6
Leprosy 0 0 0 1 0 2 0 0 0 0 1
Leptospirosis 0 3 0 1 0 0 0 0 0 0 0
Listeriosis 1 6 1 5 1 7 1 1 4 4 1
Lyssavirus 0 0 0 0 0 0 0 0 0 0 0
Malaria 18 43 8 34 3 24 5 17 3 32 3
Marburg disease 0 0 0 0 0 0 0 0 0 0 0
Measles 0 0 0 9 0 1 1 2 1 3 0
Meningococcal disease (invasive) 2 23 3 18 1 16 1 19 4 22 7
Mumps 3 8 1 20 2 22 7 18 5 12 0
Mycobacterial disease (non-tuberculous)’ 1 69 16 54 8 68 8 56 21 83 14
Ornithosis 0 1 0 0 0 3 0 0 0 3 0
Paratyphoid Fever 4 6 2 4 0 4 0 5 0 2 1
Pertussis 296 1409 375 2152 56 382 87 1294 734 5219 1484
Plague 0 0 0 0 0 0 0 0 0 0 0
Pneumococcal disease (invasive) 20 134 14 104 5 91 7 117 19 146 16
Poliomyelitis 0 0 0 0 0 0 0 0 0 0 0
Q Fever 5 20 4 16 0 24 3 16 2 10 3
Ross River Virus infection 17 92 248 362 55 214 55 183 77 332 82
Rotavirus® - - - - - - 0 132 122 434 48
Rubella 0 0 1 2 0 1 1 1 1 3 0
Salmonellosis 155 576 191 556 333 868 192 647 176 684 173
Severe Acute Respiratory Syndrome (SARS) 0 0 0 0 0 0 0 0 0 0 0
Shigellosis 8 47 5 37 5 59 50 143 18 52 9
Smallpox 0 0 0 0 0 0 0 0 0 0 0
Shiga toxin producing E. coli / HUS / TTP 5 38 12 38 22 42 11 39 26 68 1"
Suspected Food Poisoning 10 66 11 513 26 446 4 62 2 6 2
Syphilis’ 3 13 10 43 8 50 12 49 7 40 8
Tetanus 0 0 0 0 0 0 0 0 0 0 0
Tuberculosis® 13 46 17 72 8 61 1" 62 21 58 24
Typhoid Fever 0 2 1 2 3 5 1 3 0 2 1
Varicella infection 258 1741 390 1682 454 1748 430 1783 411 1824 425
Yellow Fever 0 0 0 0 0 0 0 0 0 0 0
Yersiniosis 3 7 4 1 4 17 4 20 2 3 17

' Data collected by Sexually Transmitted Diseases Services 2 Data collected by SA Tuberculosis Services  ?notifiable since 1 May 2008
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The Public Health Bulletin South Australia is a publication of SA Health. The Bulletin
aims to provide current data and information to practitioners and policy makers
emphasising the value of orienting services towards prevention, promotion and
early intervention and to support effective public health interventions.
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Minister for Health or the Department of Health. No responsibility is accepted by the Minister for Health or the
Department of Health for any errors or omissions contained within this publication. The information contained
within the publication is for general information only. Readers should always seek independent, professional
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information in this publication.
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