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Future Scenarios for Public Health in Europe
J. Ashton

The public health task is determined by a combination of demography.
patterns of ill-health and the availability of policies and interventions which
can make an impact on health outcomes. The changing political and admin-
istrative environment provides both opportunities and threats for the public
health enterprise in Europe. If we are to optimize our contribution public
health practitioners must acquire a strategic overview of the issues which
need (o be addressed. There are tools available which can help in the
process of strategic analysis which come from the world of business. Such
tools may not seem initially attractive to those working in the public sector,
however, they should be judged by their utility in generating understanding
and indicating appropriate policy directions. The application of some such
tools would seem to indicate a mismatch and a tension between the old and
new public health agendas and the institutional arrangements which support
them. This paper is intended to stimulate a debate about the most effective
way forward whereby a wide range of energies can achieve the greatest

synergy.
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Introduction

The World Health Organization (WHQ) strategy for
health for all by the year 2000 speaks of a state of health
which enables people to live socially and economically
productive lives (WHO 1981). The WHO perspective
has been elaborated in the 38 European targets for
health for all (WHO 1985).

The European targets define a new agenda for health.
They also reflect a new orientation and approach to-
wards public health practice — one which brings together
environmental changes, community participation and
personal and preventive measures with appropriate
therapeutic interventions (Ashton & Seymour 1988).
There has resulted from this new agenda and approach
aresurgence of interest in public health. In the parlance
of the business community, a new market for public
health interventions has emerged. Herein the different
forces behind these changes are discussed in light of
how they have come to influence the current European
agenda for health. Also considered is the potential ap-
plicability of incorporating elements of management
theory in public health practice.

Forces for Change

McKeown’s work and his contribution in highlighting
the essentially ecological nature of health and disease
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has provided a basis for the new orientation and ap-
proach towards public health practice. He argues that in
England and Wales it is unlikely that immunization or
therapy had a significant effect on mortality from in-
fectious diseases before the twentieth century (McKe-
own 1976). Most of the reduction in mortality from
tuberculosis, bronchitis, pneumonia and influenza,
whooping cough and food and water borne diseases had
already occurred before effective immunization or
treatment was available. Between 1900 and 1935 some
specific measures contributed to reduced death rates
from infection, (e.g., intravenous therapy for diarrhoeal
disease, surgery for appendicitis, improved obstetrical
care and passive immunization against tetanus), but the
total contribution of medical and surgical intervention
to reductions in mortality was small compared with the
impact of environmental, public health, political, eco-
nomic and social measures.

What has emerged over the past 10-15 years as the
‘new public health’ is built on the idea that the health of
populations can only improve in a healthy environment;
in a healthy political, economic and social milieu. The
new public health takes account of the balance between
populations and resources, and raises issues such as the
limits of growth and the challenge of producing ecologi-
cally sustainable towns and cities (Ashton 1991, Ache-
son 1991, WHO 1991).

Perhaps the most significant catalyst of the new orien-
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tation towards and the resurgence of interest in public
health are the demographic changes in the populations
of developed countries. There has been a dramatic
change in reproductive behaviour, family formation and
life expectancy. At the turn of the century less than 5%
of the population was of retirement age. Today, the
figure is approximately 15% and by the year 2000 in
some countries it will have reached 20%. People arc
having fewer children and countries are beginning to see
children as a valued national resource to be invested in
and brought to as full potential as possible in order for
them to contribute to the ‘tommon wealth’.

The age distribution of a population has serious impli-
cations for the population’s health status. As the pro-
portion of the population in the older age groups in-
creases, the burden of chronic disease is likely to be-
come greater, particularly if little is done to reduce the
burden of avoidable morbidity (Figure 1). Similarly, a
great deal of ill-health has a skewed social class distribu-
tion. The potential for reducing social class inequalities
remains considerable, and in some countries, social
class inequalities in health have become an important
political issue (Ashton 1990). In addition to these fac-
tors. or perhaps because of them, it has become in-
creasingly clear to governments that the demand for
treatment services is potentially limitless. Health care
cost containment is now a high priority. In the ensuing
reappraisal, the cost-effectiveness of prevention com-
pared with treatment has become ever more empha-
sized.

Future scenarios

The implications of tackling seriously the current
agenda of health need and achieving health gain are
twofold. Firstly, the burden of ill-health before age 65
or 70, with its strong social class correlation, must be
reduced considerably. Secondly. the need for acute hos-
pital care facilities and tertiary care must be reduced by
developing different models of community social/med-
ical care linked to the primary health care system
(WHO 1977).

Implications for Practice

As a result of these various forces for change. the skills
of public health practitioners have suddenly become in
great demand. The core skills which public health prac-
titioners have at their disposal to help in the attainment
of improved population health include a variety of tools
lo assess the health of populations and to evaluate the
impact of interventions which they are frequently re-
sponsible for bringing about. However valuable those
skills may be, public health practitioners are increas-
ingly aware of the need to add management theory and
training to their core skills in order to adapt to the
demands of the current circumstances. To many people
brought up in the world of social and medical care. the
very idea of importing concepts from the world of busi-
ness can seem distasteful. Yet, the alternative is to
continue in the tradition where objectives are implicit
rather than explicit, and resource use is not set against
measurement of need or outcome. In that tradition, the
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professional is in a powerful position, especially in a
system which is underwritten by the public sector. The
consumer is kKept dependent, in the dark and patro-
nized. What is clear from an acquaintance with the
world of business and management theory is that there
are as many opportunities for insight from experience
and from the business school approach to case study
analysis as there are from scientific endeavour. The
substantive difference between business and public
health is the commitment to equitable population cov-
erage irrespective of wealth — equal access for equal
nced. What is valid from the business approach is for
public health practitioners to begin to consider how to:
(1) translate available resources into optimal health gain
on a population basis; and (2) encourage community
participation and empower people rather than make
them dependent. This requires strategic planning. Stra-
tegic planning as developed in the world of business,
involves a process of clarification which runs from mis-
sion to action and evaluation of achievement (Figure 2).

Measuring Health Need

Health need is a product ol population and morbidity;
the technical ability to intervene to protect or improve
health and the political will to do so. It is both a relative
and an absolute concept and is bound by time and place.
In the world of public health the assessment of need
usually begins with community diagnosis and the identi-
fication of priorities. In recent years WHO and other
international, national and local agencics have stim-
ulated a great deal of work in this arca with analyses at
the international, national and local levels. Further.
there is growing emphasis on public participation.
whereby individuals and communities can begin to iden-
tify their own health needs. ‘In the language of the
privile sector this work defines the potential market for
public health activity; it is a dynamic phenomenon and
has changed dramatically since the early 1970s with the
rediscovery of the importance of lifestyle and environ-
mental factors in health status as well as the contribu-
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tion made by specific medical interventions. Of central
importance is a recognition of the dramatic change in
reproductive behaviour, family formation and expecta-
tion of life (Ashton 1990).

Until quite recently people would be involved with
child-rearing from their late teens until they were per-
haps 50 and they were probably dead by 60. Nowadays
people defer child-rearing often until into their late 20s
or carly 30s, they often have only one or two children.
and the period of child rearing is commonly over by the
mid-40s when they still have the prospect of 30 more
years of full and active life. During this time they have
energy to offer to hobbies, to their familics, to new
interests and to each other through mutual and self-
help.

A further dimension to the demographic change is the
scope for pushing back the boundaries of morbidityfree
life and of adding life to years. Much of the premature
mortality and its associated morbidity is avoidable;
heart disease, stroke, accidents, cancers, suicide and
depression, alcohol and drug related disorders (includ-
ing those caused by prescribed tranquillisers). A great
deal of this ill-health has a skewed social class distribu-
tion and the potential for improvement and for reducing
social class inequalities remains considerable in most
countries.

Strategic Analysis

To move from an understanding of health needs to a
strategic analysis which informs policy it is necessary to
consider the environment in which we are working. The
environment has changed dramatically in recent years
from one which had become hostile to the population-
based public health approach to one which now favours
it.

It has become clear to governments of all political
persuasions in many countries that the demand for
treatment services is potentially limitless and cost-con-
tainment is now a priority in systems based on private
health care linked to insurance as well as to state funded
national health services. In the ensuing reappraisal the
cost-effectiveness of prevention compared with care has
become ever more emphasized and the skills of epide-
miology and public health practitioners have suddenly
come to be in great demand.

The work of many young enthusiasts over the past 15
vears has contributed to what market people would call
the repositioning of public health (Figure 3). As a ‘busi-
ness’ or as a ‘producer’ it is now in a prime position — the
market has many of the characteristics of a new market
and there is a great demand for the product.

New Markets for Old

The configuration of a new market can be viewed as an
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'S" shaped curve and is in some ways similar to that
which can be used to describe the process of innovation
in organizations (Figure 4). Innovation in organizations
is often not an easy matter. According to the diffusion
theory ol imnovation, diffusion takes place as the in-
formation about an innovation is disseminated through
the appropriate social system and individuals, groups or
organizations decide to accept (or reject) the innova-
tion., As more members of the system adopt the in-
novation an S-shaped diffusion curve is produced, the
rate of adoption affecting the steepness of the curve.
The early stages of innovation are characterized by an
entrepreneurial stvle with product champions and impa-
ticnce, the later stages by institutionalization and stag-
nation unless another group comes along to push
against the orthodoxy (Stocking 1985). Institutional in-
crtia is the enemy of innovation. Successful firms have
devices that enable them to continue to innovate after
their original product champions and charismatic lead-
ers have gone or become complacent (Peters & Water-
man 1982). One way to break out of the cycles of inertia
is to have models of good practice.

New markets, where there is a rapidly growing de-
mand for a particular product and where there are in-
sufficient suppliers to meet the demand, are character-
ized by collaboration and mutual sclf-interest on behalf
of the producers. In contrast, mature markets, becom-
ing saturated and with an overproduction of goods are
characterized by competition which can be very severe.
The situation of public health in the 1990s is compli-
cated by the fact that what we have is a renaissance
market for a somewhat different product than before
(Figure 5). In this renaissance market we have a com-
plex set of circumstances and plavers. There are the
residual organizational arrangements from the old pub-

Future scenarios

lic health (The Rockefeller Schools, the World Health
Organization 1948 structure, and the senior members of
the public health professions) and there are the new
entrants who are more responsive to environmental
cues and less committed to traditional ways of doing
things; they tend to be more pro-active and entrepre-
neurial and willing to work in new ways. This mismatch
may account for some of the concern which is now
beginning to surface. That the established organizations
having been accustomed to a) seniority and prestige, b)
to compete in a mature market, are having difficulty
mixing in with an extensive network of innovators
whose ethic is appropriate to a new market and who are
happy to share and collaborate. Some of the deeply
rooted weaknesses which had become institutionalized
in the old public health have recently been well docu-
mented by Kerr White (Kerr White 1991).

The Mission

The mission which emerges from the language and doc-
uments of the new public health is to ensure that the
skills of public health are equitably available to pop-
ulations on a global. national and local level, that these
skills are deployed in keeping with the philosophy of
health for all to empower people rather than making
them dependent. It is implicit that we should collab-
orate in this work as a humanitarian mission ( Ashton &

Seymour 1988, WHO 1981, WHO et al 1986. Ashton

1992, Acheson 1988).
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SWOT

SWOT analysis is now a well known approach to strate-
gic analysis. It involves the assessment of strengths,
weaknesses. opportunities and threats to the achieve-
ment of the organization's mission. 1f we consider pub-
lic health in Europe from a SWOT perspective the
following points emerge.

Strengths

— A high level of public health tradition and devel-
opment in some countries. Dramatic changes in some
countries, (e.g.. Spain) over a short-time scale.

— We are in a ‘new’ market where public health enjoys
fashionable attention and is able to command re-
sources at a time when other public sectors are being
deprived of them.

— There is buovant recruitment into the ficld. Many
new schools and courses are being established. There
is a great deal of open collaboration among the new
players and there arc some very good networks al-
ready in existence.

Weaknesses

— Resources are very stretched. Major areas are still
not being tackled systematically. for example, occu-
pational health and environmental health.

— Variation in country and local levels of public health
development.

— No coherence to the activities which have been devel-
oping. There is a danger of missing the potential
svnergy from integrating programmes.

— The lack of dvnamic multisectoral and multidisciplin-
ary European public health institutions.

Opportunities

— The continuing crisis in medical care and the changing
demographic structure are clear opportunities to
press ahead with public health perspectives.

— The enlarging of Europe and the creation of the sin-
gle market present real opportunities to ‘think Eu-
ropean’ on every aspect of public health: determi-
nants of health; research; teaching; programmes of
action.

Threats

— Archaic institutions that wish to control the new.
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— The development of a rampant free market ideology
overwhelming the social market consensus and pos-
sibly resulting in an abandonment of the commitment
to equity.

— The ecological crisis and the continuing cconomic
dedication to growth at any price.

Key Issues

Given that we have the health for all strategy as a
mission and given the environment in which we are
operating which in some ways is hostile to public health
(pollution; anti-health forces, cte.) but in other ways is
now very much in favour of a public health perspective,
can we deliver the goods? There is an extensive menu of
them. Public health practitioners have inputs to make
on population and environmental questions. on life-
styles, on health care systems and on work, housing,
transport, education, agriculture. energy and leisure.

There are not enough of us to go around. Each coun-
try and each region of each country needs to think
strategically about how it is going to meet the needs for
teaching, research and consultancy in all of the ficlds
identified and not least to support the development of
primary health care which underpins them. Collabora-
tion and creativity are the keys to success. At the mo-
ment many of the players and organizations are issuing
mixed messages. They talk participation, collaboration
and decentralization but thev practice prescription,
competition and bureaucratization. It is normal [or or-
ganization to follow task but at the moment we have an
epidemic of schools of public health and often it seems
to be for no better reason than the need for packaging.
Ultimately people will want to know what is inside the
package.

This paper is based on a keynote address to the Annual
Scientific Meeting of the Spanish Public Health Associ-
ation in Valencia. 25 October 1991.

References

Acheson ED (1988). Public Health in England. Leondon:
HMSO Cmnd 289: 1.

Acheson ED (1991). Chairman’s remarks to the closing plena-
ry of the 44th World Health Assembly Technical Discus-
sions. Geneva: WHO: 7-9.

Ashton J and Howard S (1988). The New Public Health. 1988;
Open University Press: 21.

Ashton J (1990) Social inequalities and the quality of hospital
provision. In: Building for people in hospitals. Dublin; Eu-
ropean Foundation for the Improvement of Living and
Working Conditions: 55. 68.

Ashton J (1991). Sanitarian become ecologist: the new envi-
ronmental health. BMJ 302: 189-90.

Ashton J (1992). Healthy Cities. London: Open University
Press.

McKeown T (1976) The role of medicine — dream, mirage or
nemesis. London: Nuffield Provincial Hospitals Trust.

Peters T and Waterman RH (1982). In pursuit of excellence —



lesson from Americas best run companies. New York: Har-
per and Row.

Stocking B (1983). Initiative and inertia. Case Studies in the
NHS. London: Nuffield Provincial Hospitals Trust.

White Kerr L (1991). Healing the Schism - Epidemiology,
Medicine and the Public Health. Berlin: Springer-Verlag.
World Health Organization. (1978). Alma Ata 1977 Primary

Health Care. Geneva: WHO UNICEF.
Warld Health Organization (1981). Global strategy for health
for all by the year 2000. Geneva: WHO.

Future scenarios

WHO (1985). Targets for Health for All. Copenhagen: WHO.

WHO, Health and Welfare Canada. Canadian Public Health
Association (1986) Ottawa Charter for Health Promotion.
Copenhagen: WHO.

WHO (1991). Background documents for the 4dth World
Health Assembly Technical discussion on Urban Health.
Geneva: WHO.

Received: 12 November 1991
Accepted: 13 January 1992,





