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Public Health Schools Without Walls: A network
addressing health equity

The Public Health Schools Without Walls (PHS WOW) programme was started in
1992 in response to the public health capacity needs in developing countries. The aim
of the programme was to foster the development oflocally appropriate health training
that emphasized experience as a learning tool. The programme builds the capacity of
developing countries to produce postgraduate-level public health personnel with
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technical, managerial and leadership competencies required to run health systems
which are increasingly being decentralized. Intended to be a highly flexible training
initiative, the PHSWOW model emphasizes collaboration among the national univer-
sity, equivalent national training institutions and the Ministry of Health. The guiding
principle of the PHSWOW is that public health training is best provided through a
combination of rigorous academic and extensively supervised practical experience
emphasizing the capacity to pursue rather than memorize knowledge. Therefore, the
PHSWOW network institutions adopt a learner-centred teaching methodology. The
PHS WOW programme was initiated in a few African countries such as Zimbabwe,
Uganda and Ghana with support from the Rockefeller Foundation. Later this concept
was adopted in many other public health schools in African and Asian countries
including India, and is now gradually moving to the South American countries.

The concept of 'without walls' seeks to break the barriers between teachers and
students, researchers and community, providers and patients/clients, researchers and
policy-makers, health sector and other sectors of development, and thereby reduce the
gap between the rich and the poor. Since this gap has been widening with terrible
impacts on the health of the poor, equity in health is considered the most important
area of intervention for the PHSWOW institutions. This issue of equity was addressed
at a meeting (8-10 February 2000) of the PHSWOW network in Kerala, particularly
in the background of globalization.

Equity in wealth is a prerequisite for equity in health. According to Angus
Maddison, an economic historian, there has been a 50-fold increase in the world
output since 1820 and only a 6-fold increase in world population. So, one perceives
the globe as a much wealthier, productive planet than what it was 200 years ago.'
However, when inequality is measured over the last three centuries, the world has
moved from a 3-to-l disparity in per capita income between the world's richest and
poorest countries, to a lO-to-l disparity in 1900 and a disparity of 60-to-l by the year
2000. This shows that even when there is a sufficient growth of wealth, its distribution
is relatively neglected. For example, 83% of the world's income in 1997 was reported
to be earned by the upper 20% of the population.' The gap between rich and poor
countries is likely to increase because of the flow of money internationally from the
south to the north. Every year, about US$ 60 billion are transferred from poor to rich
countries, excluding the repatriation of private profits. Rene Loewenson reported in
1995 that the foreign debt of the 28 least developed countries in the world equalled
91% of their GDP.3 The debt of the 41 highly indebted poor countries in 1997 totalled
US$ 215 billion, up from US$ 183 billion in 1990 and US$ 55 billion in 1980,2 and
a large share of the GDP in many countries has to be spent on debt servicing. There
is an urgent need to reduce Third World debt and reverse the negative effects of
structural adjustment programmes.' Some transnational corporations have become
richer and more powerful than individual countries. General Motors, for example, has
an annual turnover higher than Turkey's annual GDP.2 According to Cassis Henry and
Paul Farmer," 'The disparity of opportunity stems from visible wealth and other
resources concentrating themselves in fewer and fewer hands. Assembly plants in
export processing zones established by transnational corporations as a part of the
process of globalization manifested as economic restructuring epitomize this polari-
zation: Michael Jordan in 1998 earned from Nike the equivalent of 60 000 years of
salary for an Indonesian footwear assembly worker. Haitian slum dwellers, most
of them women, sewing Pocahontas Pajamas make 11 cents per hour while Disney's
US-based Chief Executive makes US$ 97 000 for each hour he toils.' This kind of
inequity in wealth has resulted In an increase in the number of poor people. About one-
fifth of the world's population in 1997-1.3 billion people-lived on a daily income
of less than US$ 1.

The inequity in health is worse than the inequity in wealth. Evidence from different
parts of the world shows that inequity in health is increasing. While there has been an
unprecedented improvement in life expectancy, and reduction in infant and child
mortality rates in the last century, the improvement in some parts of the world such
as sub-Saharan Africa is deplorably small. The gap in the health status of rich and poor
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countries is widening at a much faster pace than inequity in wealth. An estimated 1
in 12 women die of maternal causes in West Africa, compared to 1 in 4000 in northern
Europe, a relative risk of 333, which is one of the highest disparities in the health
sector." Compared to the inequity in wealth, this disparity in health is more than
5-fold.

These growing inequalities drive us to question their impact on the shape of
contemporary epidemics of infectious diseases. There is a microbial unification in the
world, given the present movement of populations. More than 1 million travellers fly
across national boundaries every day and many of them have the capacity to reach
anywhere in the world within 24 hours.' Some infectious agents are democratic while
others are not. The democratic ones do not distinguish between who they infect; they
are virulent organisms, e.g. influenza rapidly influences any population, no matter
where it lives or how protected it is. The undemocratic ones choose the vulnerable.
They choose the poorly nourished, those living in bad conditions, etc. This is a very
useful distinction, because, from an equity perspective, it is the undemocratic ones
that we need to be concerned with."

Life expectancy is another health indicator with high inequity. The gap is over 45
years between the 79.8 years in Japan and 33.6 years in Sierra Leone." The latest
disability adjusted life expectancy or healthy life-years are also the highest for Japan
(74.5 years) and the lowest for Sierra Leone (25.9 years; data from the forthcoming
WHO Report 2000). The World Health Report 1999 shows that in countries with
varying levels of absolute poverty, the poor have higher rates of death and illness
compared to the rich. For example, compared to those who were not poor, poor girls
<5 years have a 5-fold higher risk of dying, poor women between 15 and 59 years of
age have a 4-fold higher risk of dying and the prevalence of tuberculosis among the
poor is 2.6-fold higher (poor is defined as a per capita income of less than or equal to
US$ 1 per day expressed in dollars adjusted for purchasing power)." What is
significant is that these proportions and ratios are relatively independent of the level
of poverty, such that the relative wealth of a given society does not spare it from
inequalities in the distribution of health.

Another concern in the field of public health is that many countries in the
developing world spend 70%-90% of their health budget on salaries. This leaves very
little for the provision of services and has led to a deterioration in the quality of
services, with a curtailed or stunted utilization of the public sector. A lot of personnel
from the public sector are shifting to the private sector, further worsening the situation
in the public sector. The private sector is growing by leaps and bounds and this trend
is unaffordable for the poor, wherefrom stems the huge inequity in access to health
care. In India, out of an estimated 700 000 qualified medical practitioners of various
systems, 80% work in the private sector. 10 If this increasing inequity is not checked,
the health status of the poor would continue to worsen.

Inequity within countries is also a major problem. The state of Kerala in India has
an infant mortality rate and life expectancy close to those of developed countries, II

while Orissa and Uttar Pradesh have health indicators close to countries in sub-
Saharan Africa. If we break down the analysis district-wise, a further inequity among
the districts becomes apparent. The PHSWOW should be able to address these issues
at the country level and below.

Inequity in health research is another important concern for public health profes-
sionals. Global spending on health research by both the public and private sectors
amounted to about US$ 56 billion per year (1992 estimate). However, less than 10%
of this is devoted to 90% of the world's health problems-a misallocation often
referred to as 'the 10/90 gap'. It is estimated that pneumonia, diarrhoea, tuberculosis
and malaria, which together account for more than 20% of the disease burden in the
world, receive less than 1% of the total public and private funds devoted to health
research. The human and economic costs of such misallocation of resources are
enormous." In addition to all these problems, the World Trade Organization (WTO)
is influencing domestic health policies. This is likely to further worsen the inequity.
Privatization of health, education, welfare, social housing and transport are high up
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on the agenda of the WTO. Governments in Europe and the USA link the expansion
of trade in public services to economic success, and with the backing of powerful
medico-pharmaceutical, insurance and service corporations, the race is on to capture
the share of gross domestic product that governments currently spend on public
services." For poor children in the least developed countries, market forces can be
'every bit as ruthless, dispassionate and opportunistic as the viruses themselves'.
Unintentionally, these forces 'impose the cruellest sort of medical triage on the global
population' .14

Since health services contribute only a small part to the improvement of health
status, the PHSWOW should also have the will and skill to advocate health through
interactions with other non-health sectors in society. The foremost strategy is to
develop knowledge and link it with policies. The levels of policy range from inter-
national policy, public policy, national system policy, facilities policy, and profes-
sional practice policy. Each of the policy levels has its unique objective. In public
health, the national public policy has to promote equity of health among population
groups through both health and non-health interventions. In knowledge-based policy
development, it is important to break down the policy process into various steps such
as identification of needs for policy, priority setting, allocation of activities, pro-
gramme areas (both tactical and strategic), considerations of catalysts, constraints and
imperatives to make decisions on resource needs. Each of the steps will require
knowledge, skills and specific tools that should be developed and harnessed in public
health institutions, and in human resources for public health.

Appropriate strategies need to be developed in public health to allow the actions
outlined above to materialize. The central challenge for public health schools and
practitioners is to articulate and act upon a broad definition of public health, which
incorporates a multi-disciplinary and inter-sectoral approach to the underlying causes
of premature death and disability. 15 One of the major responsibilities of public health
schools and the PHSWOW network would be to exert pressure on national govern-
ments and international organizations to support policies to reduce poverty and
oppose those that increase it.
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