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-SUMMARYCORBIS - Sussex Global Health, in association with Sussex International Development Society and partners at the
University of Sussex School of Global Studies, Centre for Global Health Policy, Institute of Development Studies and
Wellcome Trust Centre for Global Health Research at Brighton and Sussex Medical School hosted an international
conference on 18-19th March 2017 themed ‘Blind Spots in the Global Agenda’. In its second year, more than
200 global health and development professionals, medics, social science researchers, academics, undergraduate
and postgraduate students from the United Kingdom and further afield gathered at the University of Sussex for its
Annual Global Health and Development Conference (GHDC).
Building on the inaugural event, the 2017 edition spanned a full weekend comprising five keynote speeches, two
expert panel discussions, twenty-seven breakout sessions, a global health careers workshop, international livestreams, an exhibition, interviews, and a screening of the multiple award-winning documentary ‘The Checklist Effect’.
The plenary proceedings were live-streamed for participants globally to view.

The purpose of the conference was to:
1. Foster the development of a growing global health community in Brighton, facilitating both cross-disciplinary
discussion and collaboration, and the sharing of ideas between novices and the experienced within the health
and social sciences.
2. Analyse key global health blind spots and their implications in the post-2015 agenda.
3. Consider the barriers in place and resources required to mobilise change towards tackling blind spots within the
wider frame of international health inequalities and priority setting.
4. Equip the next generation of global health practitioners and scholars with the insights and knowledge frameworks
required to build toward addressing disparities in health.
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-INTRODUCTIONThe Changing Topography of Global Health
The resurgence of universal and inclusive approaches towards tackling inequities in health heralds a dynamic and
politically engaged new chapter for global health and international development. Contemporary efforts to address
the attainment of health rights have catalysed a growing consensus within the community for the need for more
resilient health systems, capable of resisting the more powerful and diverse threats to health security. Circumstances
experienced and shared by those in West Africa during the 2014 Ebola epidemic for example, have accelerated such
rationale. More broadly and beyond pandemic threats, health and development communities globally are becoming
more alert to the obstacles of social, economic and political determinants of health and non-communicable diseases
as hurdles to be overcome in the discourse towards overall improvements in wellbeing and inclusive health security.
A wealth of evidence produced since the 1990’s has strengthened the case for such approaches to understanding
how health can be promoted and protected among the established economies. Nonetheless in recent years the
burden of non-communicable diseases has risen most quickly among the emergent economies, in part driving
tremendous change at all levels of the nexus between health and development.
Beyond greater emphasis on tackling the growing matters of undernutrition and obesity, pandemic preparedness,
refugee health, and the uptake of international commitments to UHC, a broader approach to tackling health
inequities is being adopted in the face of widespread geo-political, institutional and economic change.
Amidst such change however, the Sussex Global Health and Development Conference continues to provide an annual
platform to advocate, educate and inform approaches and strategies to meeting international health and wellbeing
needs. As ever, the main objective of the CORBIS Sussex group is to promote and support global health conversation
that enables the next generation of global health actors to benefit from an outstanding cross-disciplinary and intergenerational approach to addressing global health challenges of today and tomorrow.
This year’s theme ‘Blind Spots in the Global Agenda’ reflected a growing concern within the international priority
setting agenda, enabling discussion on health issues affecting many of the world’s poorest and least represented.
True to our main goal of enabling a truly multi-disciplinary approach to Global Health and International Development,
we have followed the success one year later in attracting an astonishingly vibrant and diverse professional and
academic community to our national event, further demonstrating the widespread proclivity to engage with efforts
towards international health improvement.
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-FOREWORDProfessor Melissa Leach,
Institute of Development Studies
In a world of rapid and complex change, the landscape
for global health and development is shifting fast.
Longstanding health and disease problems intersect with
new challenges, whether linked to rising inequalities,
urbanisation and conflict, or people’s changing relations
with non-human systems – climate, water, animals and
more.
The SDGs demand an integrated approach across health and other goals, yet global health agendas, systems and
governance are struggling to respond, and to meet the challenge to ‘leave no-one behind’. More than ever, we need
interconnected approaches to understanding and action: linking medical, natural and social sciences; technical with
social approaches; and global expertise with the perspectives and experiences of people themselves as they live with
health issues around the world. Yet too often what we define as a ‘global health community’ remains divided and
siloed.
This is why it is so exciting to see CORBIS forwarding a different, timely, interdisciplinary and engaged approach to
global health and development, led by the next generation of scholars and practitioners. This conference report,
through the metaphor of ‘blind spots’, both shows why this is needed and is enormously helpful in charting elements
of a new agenda. Its sections on Perspectives, Global Health and Wellbeing, and Sustainable Development bring
together a rich diversity of contributions from researchers, policymakers, activists and communicators. Through
them, we come to see that blind spots can concern neglected and marginalised health issues, but just as much,
marginalised approaches to delivery or governance. It also becomes clear that some actors’ blind spots are others’
everyday experiences; there is a politics to ‘neglect’ which needs to be addressed through much better connections
between global agendas and local knowledge and experiences.
This report then is a salutary reminder of how far the global health community has come, but how far it needs to go
to remove its blinkers, and develop the interconnections needed genuinely to realise health for all. I hope you enjoy
it and find it inspiring.

Professor Melissa Leach CBE FBA
Director, Institute of Development Studies
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THEME 1 – PERSPECTIVES
The world is rapidly changing. The post-war economic expansion responsible for driving momentous shifts in lifestyle
and diet in many parts of the globe, has enabled a powerful epidemiological transition with profound implications for
the global burden of disease and our health systems’ inherent plasticity. Our perspectives on the inter-connectedness
of health and the evolving social, economic and political factors that drive them are also changing in concordance.
The burden of disease is constantly evolving, bearing semblance to a moving target for frontline healthcare workers
and policy makers alike. When coupled with the varying priorities of a myriad of international actors, it is inevitable
that new blind spots emerge. This creates a need to consistently re-evaluate the global health agenda to ensure that
all populations, major health threats and contributing factors are accommodated, well understood and managed
accordingly.
The capability to reframe issues as political climates change and new research and philosophies emerge allows
us to address both familiar issues and blind spots with novel strategies and renewed emphasis. The academic
discourse attributing the effect of economic inequality as a driver for ill-health for example, has paved the way for
the emergence of contemporary rights-based arguments for addressing global health, the manifestation of social
justice for health and the mobilisation of civil society towards tackling health inequities both locally and globally.
In the age of big-data and social media, there is an also an inherent need to communicate research evidence and
its implications to the wider health and development community, and general public more broadly. This intrinsically
poses a very different raft of challenges for the health and development community. This chapter explores the
perspectives put forward to respond to today’s challenges and tomorrow’s opportunities, examining how contexts,
evidence and identities effect collective health justice and ownership, shape global health priorities and redefine
public health capabilities.

The Forecast for Forgotten Global Health

How to Avoid Child Deaths: Neglected Issues
Revealed by a Confidential Inquiry in Mali and
Uganda

- Anne Philpott

A Philosopher’s’ Thoughts on Neglected
Tropical Diseases

- Merlin Wilcox

‘A Nick or Small Cut They Say’

- Arianne Shahvisi

- Priya Goswami

Why We Need a Global Movement for Health
Justice, and How to Build One

‘The Checklist Effect’

- Martin Drewry

- Lauren Anders Brown

Re-branding Climate Change as a Public
Health Issue

The Rise of Global Surgery Q&A
- Ed Fitzgerald, Nick Boyd, Amaran Cumarasamy

- Maya Tickell-Painter
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KEYNOTE ADDRESS – THE FORECAST FOR FORGOTTEN GLOBAL
HEALTH
Anne Philpott, UK Government Department for International Development (DfID)
Anne Philpott, Senior Health Advisor for the Africa Region at DfID discussed how as global disease patterns
shift and programme delivery evolves, we must be conscious of both the different blind spots and array of
issues in plain sight.
There is a strong case to be made for continued post-2015 efforts to focus on maternal and child health inequities,
which have proven to have a sizeable array of positive effects reverberating across the full range of sustainable
development goals. Despite such progress, the challenges remain numerous. The matter of population growth in
Africa, and the impact on health systems for example, has been met with a cultural nervousness to talk about the
issue in both the Global North and Global South. There a similar blind spot surrounding the global unmet need
for contraception, and the issue of how national governments demote associated budget-lines in relation to huge
continued international reliance on funding, despite the opportunities associated with such a considerable return on
investment. Effective implementation of forward thinking contraceptive health policy and better collaborative efforts
with international non-governmental organisations (INGOs) will be central to any future success.
This includes amplifying the promotion of female condoms as a form of HIV prevention and shifting focus away from
the product and increasingly towards delivery of the programmes themselves. The rates of HIV infection among
adolescent women in sub-Saharan Africa continue to plague individuals, communities and local economies with a
multitude of repercussions. Using figures from The Africa Centre for Population and Health, South Africa, models
predict that in particular geographical areas, girls born today will have an 80% chance of becoming HIV positive.
Particular blind spots surround phylogenetic source tracking and the reluctance for cultural interventions such as the
need to tackle ‘sugar daddies’ and HIV transmission among other sociological factors.
Cervical cancer is set to become one of the highest causes of maternal mortality in LMICs in the next 20 years. Further
progress is needed in designing health systems and technologies to cope with such an anticipated rise in demand
for services, both at the primary and secondary care level. Furthermore, women’s sexuality is far removed from
the developments in new technologies for sexual health and contraception, where the fanfare and opportunities
surrounding developments in the Global North such as pre-exposure prophylaxis (PrEP), do not always factor into
the equation.
Asides from the surveillance and actions on emerging maternal health threats, there are well known challenges that
continue to go poorly addressed, such as adolescent menstruation in resource-poor settings. The impact of it on
human development indicators continues to go relatively unnoticed with 3.5 million learning days lost every month
in Africa, attributable to well documented barriers, including availability of toilets and structural sanitation services,
and access to sanitary supplies. The effects are more far reaching, impacting nutrition and catalysing the rise in
chronic anaemia among adolescent girls globally.
Despite significant regional and continental discrepancies, Anne recognises how indicators for maternal health
are improving, with the number of women dying from causes related to pregnancy and childbirth halved since
1990. Nonetheless, the chances of dying in childbirth in High Income Countries (HICs) equates to approximately 1 in
5000, in dire contrast to 1 in 36 in Sub-Saharan Africa. It is clear that a focus on the major residual challenges within
maternal and infant health will yield colossal outcomes for many communities around the world currently trapped
in a cycle of ill-health and poverty. However, in order to address these inequalities most effectively, such efforts must
be simultaneously dealt with alongside a range of key blind spots within the health and development sector.
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Climate change, pollution and its impact on health have featured widely in more recent global health discourses,
where contemporary models are increasingly factoring in the effect of pollution on health, whilst valuing the cobenefits associated with low-carbon transitions. The links between climate change, food systems and nutrition
security are emerging. Malnutrition in the Global South, especially among the emergent and established economies
such as India, is a cause for great concern. In Madhya Pradesh, 60% of all children were underweight as recently
as 2006. Blind spots such as these show that there is a need to prioritise and advocate more strongly for greater
investment in child health.
Beyond blind spots and issues in plain sight that have gone unaddressed, there is an equally critical conversation
to be had on the ‘hows of delivery’. The West African Ebola outbreak of 2014, created an accessible narrative for
understanding and defining health systems, showcasing under tragic circumstances the consequences of underresourced and poorly prepared services. By May 2015, 8% of the Liberian healthcare workforce had died. In
countries where the number of health workers was already low, the deaths are sure to have a lasting impact on
population health, with a recent policy paper estimating 25,000 further deaths per year due to the loss of healthcare
workers. The epidemic also served as a conduit to better define Global Health Security, with a focus on resilience
and preparedness and how such measures translate into programme output, such as HCW training, the readiness
of emergency health systems, surveillance and early warning mechanisms.
The dogma of prevention before crisis response is a well-known one, typically advocated in the context of ill-health
prevention and greater return on investment, yet cultures of practice and their accompanying funding priorities
reflect a considerable lag in the change of approach. Despite the widespread criticisms of the international response
to the West African Ebola epidemic, less visible were the global efforts to thwart pandemic potential, particularly
through regional prevention, containment and the effective use of resources in nearby Guinea Bissau, Mali and
Senegal. Such a collaborative approach to tackling health security threats can be supported by building better
incentives for cross-silo working. Innumerable lives were saved and such laudable efforts should be appreciated in
their far-reaching application.
The realm of health technologies is perhaps one of the best examples of emergent collaborative domains for tackling
health blind spots. The matter of technologies and their integration with development agendas is inseparable from
the conversation on the ‘hows of delivery’. The revolution in digital technology markets and health information
availability presents an opportunity for the healthcare community to further develop health literacy and self-care
agendas. This is especially significant at a time of rising health costs and greater emphasis globally on community
based care. Among new technologies, greater investment and uptake of mobile testing kits for example, is consonant
with growing evidence of user-centered design and delivery away from health systems and clinics, to homes and
communities.
At a time of considerable change in the global burden of disease and a re-framing of the way in which nations in the
Global North and Global South design and build their health services, the financing of health and health systems
will feature as a central issue within global health and development in the coming decades. The international
development community must continue to realise the importance of building a stronger evidence base to show that
donor projects’ involvement in health systems strengthening unequivocally leads to sustainable improvements in
health, especially as increasing numbers of LMICs work towards reducing their donor dependence. Such an approach
can contribute towards a growing narrative of success stories that show transitions away from dependence and
instead, engagement with the international community for technical assistance.
Perhaps the greatest blind spot of all on the ‘hows of delivery’ is the need to engage all actors in health and
development to address priorities from the same hymn-sheet. Inequalities in health persist not only due to socioeconomic factors driving poor health, but also because of a spectrum of approaches and protocols adopted by
states and NGOs, resulting in the delivery of outdated programmes and in some cases, detrimental effects on
11

population health. Nonetheless, the past decade has been characterised by efforts to implement changes in best
practice, built upon the growing global health evidence base and the application of translational research to global
health and development initiatives. The dangers of one-size-fits-all approaches have been acknowledged as part of
the on-going drive towards state-led universal health coverage as an example, but further thought must be put into
the science of scaling up, since too much focus remains on small pilot programmes and the assumptions of their
utility on the macro-level. Within resource allocation, there is a growing need to focus efforts on islands of poverty,
where multiple determinants hold back health progress for the greater population as well as those most in need.
Blind spots in health and issues in plain sight are ubiquitous in the field of international development. The post2015 climate continues to reveal its innate complexities, as threats to health security and wellbeing shift amidst the
changing political, social, economic and environmental tides. The successes of recent global health and development
initiatives invite room for celebration and reflection. However, the road ahead presents a wide array of challenges,
both new and familiar. All of these challenges will require the global health and development community and its
associated actors to learn from lessons from the past and continue to seek new approaches to tackling health
inequities in the face of rapid global change.
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A PHILOSOPHER’S THOUGHTS ON NEGLECTED TROPICAL DISEASES
Dr Arianne Shahvisi, Brighton and Sussex Medical School
Arianne Shahvisi, lecturer in Medical Ethics & Humanities at Brighton and Sussex Medical School and the
University of Sussex, explored a selection of philosophical thoughts and notions behind the term ‘Neglected
Tropical Diseases’ (NTDs).
Dr Shahvisi argues that the often loosely used terminology matters, and affects the western imagination with
respect to how we conceive of the Global South and develop particular attitudes towards the disease burden that is
prevalent there. Particular attention must be paid to the concern of the ‘Tropical’ aspect of the NTDs relating this to
Professor Edward Said’s work on the “Orient” concerning the labelling and categorising of the “Other”. Through this
lens, NTDs can be seen to be manifestations of a broader set of socially constructed terminology, arising as a result
of colonialism and dehumanisation; neglecting the people of the Global South and thus creating a racist, unjust
discourse amongst the healthcare agenda setting actors of the West.
Such injustice is mirrored when examined through the paradigm of health economies and profitability. Many ‘tropical
diseases’ are overlooked because they defy the logic of profitability within the pharmaceutical industry and health
markets. Within the broader frame of overwhelming western influence in the Global South, acknowledgement must
also be paid towards the degree of constructed environmental determinism which has inevitably neglected the
people of the Global South and has deemed them not to matter.
In conclusion, for change to happen we must begin to change the logic, terminology, and perceptions of the West, or
NTDs will continue to leave the people of the Global South increasingly neglected.

WHY WE NEED A GLOBAL MOVEMENT FOR HEALTH JUSTICE, AND
HOW TO BUILD ONE
Martin Drewry, Health Poverty Action
Martin Drewry, director of INGO Health Poverty Action, described how the adoption of neoliberal costbenefit analyses of health interventions and a focus on achieving aggregate targets by initiatives such as
the MDGs have inadvertently led to the neglect of marginalised populations.
For example, diarrhoea, pneumonia and malaria account for nearly half of all child deaths globally. In order to move
toward universal health justice, it is crucial that such populations are not dismissed by way of the higher relative costs
of addressing their problems. By taking the principles of ‘health for all’, which necessitate giving special and deliberate
support to the world’s poorest and most vulnerable, and paying attention to the primary determinants of health as
invaluable starting points, organisations such as HPA (part of the People’s Health Movement) aim to remove barriers
to the realisation of health rights.
Martin explored several important measures that other organisations can take to support a health justice movement,
including a return to the values of the 1978 WHO Alma Ata Declaration, greater international adoption of universal
health coverage (UHC) and a need to drastically change political and economic priorities geared towards improving
access and affordability and reducing structural causes of poverty for the world’s poorest.
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RE-BRANDING CLIMATE CHANGE AS A PUBLIC HEALTH ISSUE
Dr Maya Tickell-Painter, Liverpool School of Tropical Medicine
Climate change is often dismissed by both the general public and by policymakers alike as a problem for
polar bears, not people. It is, however, inseparable with health and indeed almost every other conceivable
facet of human life, through a multitude of direct and indirect pathways. Between 2030 and 2050, climate
change is expected to cause approximately 250,000 additional deaths per year, from malnutrition, malaria,
diarrhoea and heat stress.
As growing evidence of the health impacts of climate change emerge, the key challenge for health professionals
and advocates concerns effective and clear communication of these health impacts with the electorate and wider
public. Strategies that must be adopted include; emphasising the health ‘co-benefits’ of acting on climate change,
the personalisation of core messages using a variety of communicative mediums, and exerting an influence on the
opinion of political leaders.
Ultimately, through exercising their current status as ‘trusted voices’, healthcare professionals could be instrumental
in bringing the connection between climate change and public health to the forefront of public and professional
discussion.

HOW TO AVOID CHILD DEATHS: NEGLECTED ISSUES REVEALED BY A
CONFIDENTIAL ENQUIRY IN MALI AND UGANDA
Dr Merlin Willcox, University of Southampton
Merlin Willcox, general practitioner and lecturer at the University of Southampton, reflected on a
confidential enquiry into child deaths in the Global South and the potential for reduction of child mortality
through cheap and simple measures.
Using evocative case studies from research undertaken in Mali and Uganda, Merlin described circumstances where
inadequate treatment-seeking and provider failures resulted in missed treatment opportunities and even the
genesis of additional problems. Ultimately, these factors resulted in deaths that could have been prevented at key
stages before and during the treatment-seeking process.
By focusing too narrowly on the clinical cause of death, numerous important yet easily addressed contributing factors
are overlooked. Major examples include lack of family planning, lack of basic medical training, uneven distribution of
existing health workers and resources, and responses rooted in false beliefs. Local discussion of deaths and avoidable
factors, and the formulation and implementation of recommendations by local health workers, was associated with
a significant reduction in child mortality during the study period. Processes such as these can help to effectively
prioritise interventions to improve child health and reduce mortality.
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’A SMALL NICK OR CUT THEY SAY’
Priya Goswami, Love Matters
The challenging matter of FGM/FGC has made profound strides on the global agenda. The UN reports that
approximately 200 million girls in 30 countries have been subjected to the practice. Following a screening
of her film ‘A Small Nick Or Cut They Say’ director Priya Goswami of the NGO Love Matters participated in a
Q&A on the matter of addressing FGM/FGC.
The film depicts women and men giving accounts of their experience of the practice with a focus on the practice
of ‘Khatna’ in India. Despite FGM/FGC gaining a large amount attention of late, this form, more prevalent in Asian
countries, tends to receive little to no attention and is often passed off as a ‘small nick or cut’. The aforementioned
data from the UN does not include anything on the practice of Khatna, which leaves many girls and women’s stories
left unheard.
This may in large part be because this is happening in areas not considered as stereotypically ‘third world’ but instead
among educated and affluent families, free from Western intervention. Much of the challenge concerns tackling
social norms, which make speaking out against the practice exceptionally difficult. This form of FGM/FGC is something
which can travel and there is perhaps an even wider level of the practice occurring in Diasporas. This means that it
could well be occurring in places which are considered modernised and Western, once again dispelling the idea that
this only happens in places far away from Western thoughts, apart from the occasional condemnation or donation.
Priya argues that the practice is a global problem which should have the attention of the global community.
The solution lies in understanding the social and cultural underpinnings of the practice. Love Matters are leading
the way in this regards by, encouraging and facilitating the discussion surrounding Khatna in a safe space instead
of condemning it and forcing the discussion and practice further away from the international sounding board.
Love Matters are also launching a petition aimed at the UN to invest more in FGM research in Asia, as a means of
acknowledgement that this is a global issue which needs global collaboration. Priya notes that it is now equally up to
the ‘first world’ to aid in gaining attention to this issue.
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‘THE CHECKLIST EFFECT’
Lauren Anders Brown
The provision of surgery has been an essential component of comprehensive healthcare delivery worldwide
for over a century. Taking the audience on a global journey from clinics in Mexico to the busy operating
theatres of the UK’s tertiary healthcare centres, ‘The Checklist Effect’ (2015) succinctly and informatively
unpacks the major global barriers to, and challenges of, safer surgery and anaesthesia. Despite 5 billion
people worldwide affected by lack of access to safe surgical care, the issue remains a global health challenge
that many practitioners and policy makers fail to acknowledge and act upon.
‘The Checklist Effect’, inspired by the award winning ‘Checklist Manifesto’ written by Atul Gawande, opens up discussion
of how increased life-expectancy, among other factors, has led to an urgent rise in the need for surgery, provoking
a deadly safety crisis. It also shows that a seemingly simple 19-point WHO checklist, developed in partnership with
Harvard Medical School, can make the difference between life and death for so many around the world. With a
gripping and unabridged narrative analogous to a feature length production, the candid and thought-provoking
piece encompasses a wide variety of perspectives in an astonishingly compact forty minutes. Traversing the surgical
architecture of seven countries, Lauren Anders Brown’s film straddles both the macro and micro, balancing valuable
insights into the unmet need for surgery on a continental scale, with deeply personal narratives of the often underappreciated transformative power of contemporary surgical practice. Woven into the very essence of the film is
a palpable sense that when going under knife, the inherent risks a patient may face vary considerably depending
on the location of the operating table on which they lay. Interviews set in the belly of health centres scrutinise the
cultures within surgical teams, highlighting how improved communication and flattened professional hierarchies
can improve patient care.
The film’s success is attributable to both the Lifebox Foundation, and its producer, Sarah Kessler. Launched in 2011
by four of the world’s leading medical organisations, Lifebox is the only NGO devoted to providing education and
resources to deliver safer surgery and anaesthesia in low-resource settings. The film has the confidence to engage
with difficult issues from the very first scene, in a display of assertiveness not often seen in documentaries that shed
light on global health matters.
Among the oranges and reds of the Ugandan soil and aseptic blues and greens of its surgical theatres, the film’s
strength lies in its pacing and editing. It synthesises and showcases the diverse and unique challenges faced within
particular surgical environments; calling on the global health and international development community to realise
both the pitfalls and opportunities at hand.
The need to raise awareness of the inequalities within the provision of global surgery is as important as ever.
Narratives such as ‘The Checklist Effect’ can serve as powerful visual aids, lifting the shadows surrounding this
paramount health issue. This piece is an indispensable weapon in the arsenal of any global health advocate’s library,
reminding us of the power of reframing the conversation around global health equity.
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‘THE RISE OF GLOBAL SURGERY’ Q&A
Dr Nick Boyd, Great Ormond Street Hospital, London
Mr Ed Fitzgerald, Lifebox Foundation
Chaired by Amaran Cumarasamy, Brighton and Sussex Medical School
The emergent public health discourse of the 20th century constructed a focus that oscillated between
tackling the threat of infectious disease and the development of health protection and health improvement.
The story of momentous improvements in both modern surgical capabilities and safety, has remained
largely isolated from the conversation on health systems development and essential service provision, all
too often believed to be a rich person’s luxury. 5 billion people do not have access to safe, affordable surgery
and anaesthesia. Access is poorest in lower-middle-income countries, where 90% cannot access even the
most basic surgical care.
However, for the first time in history, we are more likely to be killed by a surgically-treatable condition than an
infectious disease. The rise of global surgery corresponds with the need to recognise safe surgery as a public health
imperative, and with more surgical services being made available in under resourced regions, the need to support
safety, affordability, access, and timeliness of care. The Lancet Commission for Global Surgery, published in 2015,
served to define the current terrain of global surgery, scoping inequalities, reviewing best practices, and making
recommendations to redress the balance and address the colossal burden of disease. The thrust of the commission
is concerned with securely embedding surgery within the global health agenda, catalysing political change by
recognising the health, social and economic benefits, and identifying appropriately designed, scalable solutions for
the unmet need to provide safe surgery and anesthesia.
However, it will no doubt take more than powerful messages and evidence to drive forward the required changes
in scaling up safe surgical practice. Once described by Partners in Health co-founders Paul Farmer and Jim Kim as
the ‘neglected stepchild of global health’, surgery has a fundamental image problem. It is seen as expensive and
complex, comprising multiple treatment options for many different diseases which impedes our ability to define
global surgery as a cause around which the healthcare community can readily unite.
The timely release of the Lancet Commission for Global Surgery with the SDGs marks a shift towards health systems
strengthening and a more recent focus on universal health coverage, granting the opportunity to better integrate
surgical infrastructure. The message must find its way to funders, policy makers and educators. Little time has
passed since the SDGs refocused international development agendas but at present surgery is not mentioned in
what is arguably the most conspicuous place. Goal 3.8 describes access to essential medicines; an initiative formally
championed by the WHO since 1977. For the SDGs to be successful in pushing forward health system strengthening,
an agenda that supports essential procedures should be unequivocally mentioned alongside essential medicines.
Universal access to safe, effective surgery can only be realised if the global health community can unify around the
need to uphold such a priority within healthcare. Long-held beliefs surrounding the expense of surgical infrastructure
can be quelled by the emerging evidence base, with up to date analysis demonstrating that surgery is often as cost
effective as more widely accepted public health interventions.
33 million individuals face catastrophic health expenditure due to payment for surgery and anaesthesia care each
year. The penalties incurred following out of pocket payments for surgery are extremely concerning, with a quarter
in financial catastrophe as a result of seeking care. Investing in surgical services in LMICs is affordable, conducive to
economic growth and above all, live-saving.
18

As global health agendas encroach increasingly on the political domain, the case for enhancing surgical capacity
is categorical. Urgency is required to meet both present and projected population demands. At scaling up rates
achieved by the present best-performing LMICs, minimum operative volumes of 5000 surgical procedures per
100,000 population would be attainable for two thirds of LMICs by 2030. Yet according to the Lancet Commission
on Global Surgery, without such an impetus, LMICs will continue to sustain losses in their economic productivity,
estimated cumulatively at US $12·3 trillion between 2015 and 2030.
There is now a clear case for policy makers and funders to include surgical care as a necessary part of national health
and development strategies. A particular focus on equitable and high-standard care must be developed in tandem
with a commitment to financial risk protection. Successful change can be brought about through action on a local
level supported by national and global partners in order to achieve health, welfare, and economic development for
all.
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THEME 2 – GLOBAL HEALTH AND WELLBEING
As our definitions and aspirations of health change, the infrastructure we construct around health ideologies shifts to
accommodate accordingly. Our priorities and allocation of resources for health have altered dramatically in the last
century, changing in tandem with the developing concept of the relationship between health and healthcare. Since
J.B Priestley’s first use of the term ‘quality of life’ in the mid-20th century, our collective expectations of good health
have transformed from simply the bio-medical life-course and longer life expectancy towards a more inclusive set
of psycho-social factors and intrinsic capabilities that impact our very experience of living. The complexities of 21st
century life enable blind spots to continue to be ignored or unrecognised. Indeed, as definitions evolve, inclusion of
the relationship between ecological, animal and human health may enter the wider public discourse in the years
ahead. Policies constructed from inclusive concepts such as ‘One Health’ may enable collaborative progress towards
addressing many of today’s blind spots.
The first section of this report examined the perspectives that challenge the status quo in global health and
development, the ideological frameworks onto which interventions are built and implemented, and questioned
matters surrounding personal health ownership, rights and agency.
In this section of the report we will explore, in greater detail, our contemporary definitions of health in the broader
context of global health security, welfare and wellbeing, and the growing understanding of the synergistic blind spots
between mental, physical and social health.

The Black Dog: Why We Don’t Care

The Mental Health Aspects of a Refugee Crisis:
Lessons Learned from the Rwandan Genocide

- Vikram Patel

- Marie- Christine Nibagwire

Evaluating Gamechangers in Global
Mental Health

Veteran Care in the 21st Century: An
Emerging Field of Global Health

- Peter Hughes

- Lyndsay Baines

Panel Discussion - Tackling Childhood Obesity:
Accountability in Delivering Meaningful
Action

Contextualising Healthcare Accessibility for
the Travelling Community

- Katie Cuming, Shankhar Kanumakala,
Elizabeth Atherton

- Michelle Gavin

Dementia, Society and the 21st Century

Misleading Medical Research and Welfare
Reform

- Rachel Mortimer

- George Faulkner
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KEYNOTE ADDRESS – THE BLACK DOG: WHY WE DON’T CARE
Professor Vikram Patel, London School of Hygiene & Tropical Medicine
Pooled data gathered from global studies suggest that up to one in twenty suffer from depression worldwide.
An increasingly wide range of innovative cost-effective interventions are available for the treatment and
prevention of depression, the most prevalent mental health condition of all. The treatment gap, already
estimated to be at 50% in high income nations, soars to 90% in India and China, with rural and low-income
settings close to or at 100%.
In identifying the barriers to addressing the treatment gap, Vikram Patel recognises that historically, policy makers
and communities failed to recognise that such a problem existed, instead attributing it to social suffering. At the
other end of the spectrum, depression was considered a problem of the worried well and the privileged. Data
compiled from the successive Global Burden of Disease reports demonstrates the stark increase in the proportion of
global DALYs attributable to depression over the last 25 years. This is partly due to the conventional threats to heath
security in domains such as maternal, child and newborn health being more effectively managed, but also due to an
ageing population, ushering greater proportions of communities into the depression risk period of early adulthood.
According to Patel, the evidence base for the social, health and economic burden for depression is comprehensive
and complete, and demonstrates the impact of the condition, how it can be addressed in low income settings in cost
effective means. Yet the availability of resources and the funding required to train mental health workers is simply
not available according to the dogma of the international health community. Clearly as a conduit towards achieving
better health and wellbeing outcomes for all, the focus must be on the provision of mental health interventions
especially in areas void of mental health workers.
More recently, efforts have turned to the utilisation and engagement of lay people, one of global health’s untapped
resources, as part of community based interventions. Indeed, despite modest progress globally, there appears to be
a strong stigma still attached to mental health, and the impenetrability of such stigma is a key obstacle in the path of
future success. In addressing circumstances in which stigma has influenced health and social change, Patel uses the
example of the HIV/AIDS people’s movements as a possible exemplar paradigm to place a greater focus on mental
health awareness prevention and treatment. Increasing pressure driven by civil rights based approaches and strong
media scrutiny has made it possible to vastly increase the state funding for HIV/AIDS patients, not only with first and
second line drugs but also a range of psycho-social interventions and legal protection to combat discrimination.
The question therefore is whether such a culture can be cultivated around mental health issues. Patel suggests the
mobilisation of effected people in the HIV/AIDS story has been at the heart of its success in mounting a response
and lessons can be learned from such an approach. The Movement for Global Mental Health uses similar principles
employed by the campaigners of the Treatment Action Campaign of South Africa.
A rights-based approach coupled with the engagement of civil society and community stakeholders has tremendous
potential and sees the demand for mental health support and resourcing addressed from a new and capable
platform. Service users can lead from the front, calling for a transformation in the quality of care they receive, with
the health professional community providing support and resources.
Evidently, there is much more work to be done by both the global health and development community and civil
society, but the progress achieved by the Movement for Global Mental Health and other community and civil rightsbased groups is laudable. Recognising the most effective approaches to bring about transformative change for
mental health is paramount at a time when the number of individuals and communities affected by mental illness
globally has never been higher.
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EVALUATING GAME CHANGERS IN GLOBAL MENTAL HEALTH
Dr Peter Hughes, King’s Sierra Leone Partnership
In the Global South, those with mental illnesses are often abandoned by their governments and neglected
by the aid community. While the data to ascertain the global burden of mental health disease can be both
unreliable and highly contested, the evidence base concerning the relationship between poverty and risk
for mental health prevalence is absolute.
Depression, anxiety and substance abuse are common. The poor worry more about daily survival, whilst balancing
a greater likelihood of being a victim of crime with reduced access to healthcare, education and safe housing. This
means that the poor, most notably in rural areas, tend to suffer more from mental illness than the urban rich. Sadly,
in consensus with the inverse care paradox, the poorest countries also share the fewest mental health professionals
with only 1 in 4 people in LMICs having access to a psychiatric healthcare worker according to the WHO. This can be
as low as one for every two million individuals in nations affected by conflict.
Mental and neurological diseases are poorly understood in many parts of the world, and the associated stigma
discourages individuals from seeking help. It is often seen as a social issue in countries such as India. Cultural
practices and the role of families play a part in potentiating the effects of mental health for individuals, which can be
both positive and negative.
In response to the lack of human resources for meeting the mental health needs of some of the world’s impoverished
settings, the WHO devised the Mental Health Gap Action Programme (mhGAP) in 2009. Currently, mhGAP is being
used in over 50 low and middle-income countries. Central to its mandate is an explicit cultural adaptation process for
location in which it is implemented and an emphasis on psychosocial interventions that are culturally appropriate in
order to overcome stigma. The role of traditional healers is open in mhGAP, allowing cross-disciplinary collaboration
including traditional healers, who often play a profound role within the psychosocial milieu in many LMICs.
From a structural perspective, there is a need for stronger integration with primary care services, which act as the
point of contact with the community. The development sector and its partners in health ministries need to ensure
that the limited number of health professionals available at a health system’s disposal are equipped to spot mental
health issues and manage accordingly under the circumstances.
It is clear that mhGAP has its strengths and weaknesses, with critics mindful of the shortcomings of mimicking
high-income country approaches. Peter Hughes argues the opposite, suggesting that high-income countries
can use principles of LMIC mhGAP to great effect in the Global North, with particular focus on the importance
of psychoeducation, problem solving, mobilising community support, physical health, cultural and spiritual
understanding.
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PANEL - TACKLING CHILDHOOD OBESITY: ACCOUNTABILITY IN
DELIVERING MEANINGFUL ACTION
Dr Katie Cuming, Brighton & Hove City Council Public Health
Dr Shankar Kanumakala, Royal Alexandra Children’s Hospital, Brighton
Chaired by Elizabeth Atherton, Medact
Dr. Katie Cuming, consultant in public health based at Brighton and Hove City Council, and paediatric
consultant Dr. Shankar Kanumakala of The Royal Alexandra Children’s Hospital in Brighton, were in
concurrence regarding the myriad of factors driving up rates of childhood obesity both locally and nationally.
However, for children aged 11, the gap between Brighton and Hove and the national average is six percentage
points; 13.8% locally against 19.8% nationally. Holistic, multi-intervention approaches have contributed towards
another successive year in a reduction in childhood obesity in Brighton. The greatest gains are reaped in preventative
approaches and establishing strong partnerships with local schools, community lifestyle actors and ensuring families
are as best equipped to contribute towards the healthy development of children.
Creating community awareness of what changes can be made has helped Brighton demonstrate better outcomes,
yet on a national level, efforts are not helped by the current government’s timid approach to tackling childhood
obesity. Leading on from the issue of broader accountability, Dr. Kanumakala argues that more questions should be
asked over the accountability of our children’s health. More conversation is required regarding the specific roles of
society, the public health sector, government, public services and ultimately the families of the individuals who face
this premature trajectory of ill-health.
Perspective is needed to frame the multifactorial causes, as well as for responsibility to be upheld. The solutions
are also multifactorial. At its most superficial, changing public and professionals’ perceptions of how we approach
securing good child health and development is a crucial starting point.

DEMENTIA, SOCIETY AND THE 21ST CENTURY
Rachel Mortimer, Engage & Create
The number of people living with dementia worldwide is currently estimated at 47 million and is projected
to increase to 75 million by 2030. The number of cases of dementia are estimated to almost triple by 2050.
60% live in low to middle income countries and this will rise to 71% by 2050. The economic impact is felt as
health systems adapt to accommodate the needs of ageing populations both the Global North and South.
Rachel Mortimer, founder of the not-for-profit organisation Engage & Create, recognises the effect of the lack of
awareness and understanding of dementia, resulting in stigmatization, barriers to diagnosis and care, and impacting
carers, families and societies physically and psychologically. In the UK, it is reported that only two minutes of
meaningful interaction take place with patients with dementia in care homes, every 6 hours. Further compounding
these matters are the unrealistic demands placed on carers and families who strive to meet complex needs within
an ineffective and poorly designed sector infrastructure.
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The social enterprise Engage and Create, is transforming the perceptions and strategies surrounding dementia for
patients and carers respectively. Through programmes such as the Ignite Sessions, people with dementia and their
carers are invited to engage in art appreciation which focuses on responses, subjectivity and relinquishes the need
for memory so that attention can be focused on capabilities rather than deficits.
In anticipating the challenges ahead for our ageing populations, there is still much further to go. Evidence bases for
promising simple interventions such as structured art therapies and training of carers must be developed in order
to scale up services. This should uniformly be coupled with greater awareness and advocacy within communities.
More research and innovation will be vital in ensuring that dementia can free itself of its ingrained social and medical
stigma.

THE MENTAL HEALTH ASPECTS OF A REFUGEE CRISIS: LESSONS
LEARNED FROM THE RWANDAN GENOCIDE
Marie-Christine Nibagwire, SafeRefugeRwanda
The spring months of 1994 saw Rwanda immersed in a brutal wave of orchestrated violence that left
approximately one million people dead in a period of three months. After the genocide, the need to
educate and establish mental health services were identified as crucial aspects of rebuilding the nation.
Survivors were exposed to extreme levels of physical and psychological violence with studies reporting that
29% of the general Rwandan population had been found to have post-traumatic stress disorders (PTSDs)
and 15% suffering from depression. Alcohol and substance dependency among the youth continues to
threaten Rwanda’s development prospects. There is also a strong association between health problems
and psychosocial factors such as social integration.
Over the last decade, the Rwandan government has invested decisively in the delivery of quality health care, and
physical health indicators have improved considerably. The availability of mental health services however, is still
very limited, partly due to a lack of trained professionals and budget limitations. For example, Rwanda did not have
specialized treatment for PTSD available until 2004.
The government has embraced a model of evidence-based care and emphasizes the need for, and use of, routine
assessment of clinical services organised horizontally in conjunction with existing health infrastructure. This approach,
which sees community and hospital staff trained to spot signs of mental illness and signpost to appropriate services,
mitigates the need to train thousands of mental health professionals amidst the current healthcare worker shortage.
Furthermore, there is an emphasis on educating the population to dispel the cultural beliefs that mental illness is
caused by evil spirits or curses, and to encourage them to take more pro-active approaches in managing mental
wellbeing.
Given the high prevalence of mental health problems, psychosocial programmes for large refugee populations
should aim at strengthening community structures and supporting groups instead of focusing on individuals. The
use of screening tools by trained health care workers (HCWs) can be used to identify mentally vulnerable groups.
Despite the laudable efforts to tackle the substantial psychological burden of disease, the matter of population level
ownership of the trauma discourse in post-conflict Rwanda, should ensure that the needs of the entire population
are considered when care strategies are devised. More research is needed on large-scale interventions, specifically
on efficacy and cultural relevance. Interventions that have an impact on multiple ecological levels require further
development and evaluation.
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VETERAN CARE IN THE 21ST CENTURY: AN EMERGING FIELD OF
GLOBAL HEALTH
Dr Lyndsay Baines, Anglia Ruskin University
Conflict zones cause as much mortality and ill-health as any major disease, destroy communities and disrupt
the social and economic fabric of nations. Lyndsay Baines’ presentation identifies the concept of a global
veteran, a group inclusive of peace keepers, resistance fighters, refugees, victims of torture and NGOs. Dr
Baines recognizes the psychological and physiological issues experienced among military veterans, local
populations, those working for government and non-government organisations and their impact upon the
global burden of disease (GBD) and disability adjusted life years (DALYs), as a means to position veteran
wellbeing as a central global health issue.
Conflict manifests as a theatre for the development and deployment of military technologies and showcasing of
social change. Present day internal wars take an extensive psychological, social and physiological toll on both civilians
and military as opposed to the state wars of the 20th century. Current insurgency wars target civilians as a strategic
objective, destroying infrastructure such as hospitals and schools, and the mass destruction of cities impacting upon
a nation’s economy. This necessitates the need to reframe the use of veteran as a terminology, inclusive of a wider
set of actors vulnerable to the mental health effects of war.
The broadening role of the military and civilian-military co-operations and subsequent shared experiences with
civilian organisations lends itself strongly to improving our collective understanding of the mental health impacts
of war and conflict. This growth in civilian-military collaboration enables us to design and implement more targeted
and effective psychological interventions to a wider set of individuals effected by war. Education-led research is a
form of research that emphasizes creative practice such as laypersons and professional training within the context
of specialised knowledge relating to veteran care. It has led to the development of post-deployment screening within
the UK armed forces, and the development of distance learning to incorporate global mental health capacity into
humanitarian and post-conflict settings.

HEALTH IMPACTS ON A COMMUNITY: CONTEXTUALISING
HEALTHCARE ACCESSIBILITY FOR THE TRAVELLING COMMUNITY
Michelle Gavin, Friends Families and Travellers
The Traveller and Gypsy community in Brighton encounter a wide variety of barriers to accessing sanitation
and health services, with direct and far-reaching effects on their health and wellbeing.
Accounting for socio-economic status and comparing to other marginalised groups, Gypsies and Travellers suffer
worse health status than most. Data shows that up to 40% suffer from chronic illness, compared with 26% of those
from age and sex normalised comparators. Barriers to effective and readily accessible sanitation serve to drive up
the risk of a range of health issues, including urinary tract infections and bowel problems which lead to complications
such as constipation and kidney problems. Cultural practices mean that there are often no functional toilets available
for families to use at encampments, necessitating the use of external facilities, which can often be positioned beyond
the boundaries of convenience. Hence there is a need to improve availability and access to sanitation facilities.
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Research commissioned by Brighton & Hove City Council and Brighton Healthwatch has produced cost-benefit
analyses that demonstrate the potential savings attainable for local health services, avoidable hardship and effect on
wellbeing for persons affected. Recommendations include the adoption of early preventative sanitation interventions
such as the provision of portable toilets on unauthorised encampment sites. Using the NHS’ integrated care
pathways, preventative approaches should be emphasised to improve health outcomes in our most marginalised
communities. This can be achieved through pro-active care models that focus on self-care and local health and social
care services.

MISLEADING MEDICAL RESEARCH AND WELFARE REFORM
George Faulkner, Centre for Welfare Reform
George Faulkner, based at the Centre for Welfare Reform, discussed the need for more critical engagement
with biopsychosocial medical research when informing welfare policy change. Despite the widespread
narrative asserting disability cuts as a derivative of Conservative agendas, George also explained that the
misuse of medical research may have a part to play.
The Lancet published PACE trial, which explored the impact of treatment on Chronic Fatigue Syndrome (CFS) and
Myalgic Encephalomyelitis (ME), had a range of questionable factors. Results from this trial were first published in
2011 and were presented as an exciting success for biopsychosocial interventions. Yet it is clear is that the results
were manipulated to give a much greater appearance of success than should have been claimed through changing
the recovery criteria to be lower than the entry criteria.
This skewing of data meant that even those who had not said they felt cured were classed as recovered. Upon one
patient requesting a freedom of information request, it was revealed that there was no change in recovery rates
from the PACE trial. The events shed light on the importance of considering the limitations of the roles of studies
in shaping health policy, and highlight a widespread failure to acknowledge that more mainstream rehabilitative
approaches can be built upon a similarly poor evidence base. In conclusion, greater scrutiny and honesty about this
is needed, especially as attempts to cut welfare spending can lead politicians to turn to rehabilitation as a key part of
their policies on disability.

27

Theme 3 sustainable
development for
globalhealth

28

THEME 3 – SUSTAINABLE DEVELOPMENT FOR
GLOBAL HEALTH
Awareness of the blind spots that exist in our understanding of health and wellbeing enable both local and global
actors in the health and development domain to act with decisive conviction. Translating the value of a saturated
evidence base into action at every level, from high-level policy to educating the next generation of change-makers,
remains a key challenge in the post-2015 era.
This section of the report builds on our understanding of health and wellbeing needs in the previous section and
explores the mechanistic factors at play, both permitting and preventing delivery and an appreciation of structural
determinants from which today’s design of interventions, can address tomorrow’s threats to global health security.

Safeguarding Planetary Health in the
Anthropocene Epoch: Implications for the
Future of Health Policy

Panel Discussion: Global Antimicrobial
Resistance - Coordinating Strategy and
Implementation

- Andy Haines

- Sophia Wilkinson, Michael Hopkins, Dawn Howard

Public Health Africa Initiative: Driving
Development Through Health Systems
Strengthening

Environmental Public Health: Lessons from
West Africa and Waterborne Disease Control
- Huw Taylor

- Victor Joseph

Water, Sanitation and Health: Challenges and
Opportunities

Forecast for Forgotten Global Health/
Reaching the Bottom Billion in the Post-2015
Era

- Shilpi Srivastava

eHealth and the Digital Goldmine

- Alan Fenwick

- Chris Zielinski

The Politics of Undernutrition

The Key Neglected Aspects of Primary Care
Service Delivery in Nigeria

- Nicholas Nisbett

Challenges to Food Security During Conflict

- Ibrahim Bello

- Bob Levin

Reflections from the Field: Post-Ebola Rural
Liberia

Hungry for Political Will: Bringing Sustainable
Food Systems and Civil Society Together

- Ben O’Neill

- Sue Dibb

Health Systems’ Resilience with Respect to
Zoonotic Control
- Syed Abbas

29

KEYNOTE ADDRESS – SAFEGUARDING PLANETARY HEALTH IN THE
ANTHROPOCENE EPOCH
Professor Sir Andy Haines, London School of Hygiene & Tropical Medicine

“We have lived our lives by the assumption that what was good for us would be good for
the world. We have been wrong. We must change our lives so that it will be possible to live
by the contrary assumption, what is good for the world will be good for us. And that requires
that we make the effort to know the world and learn what is good for it.”
Wendell Berry, The Long-Legged House (1969)
The world’s population is set to reach 9.2 billion by the year 2050. By the mid-century, it is estimated that 40% of the
population will be living under severe water stress. Between 2030 and 2050, climate change is expected to cause
approximately 250,000 additional deaths per year from malnutrition, malaria, diarrhoea and heat stress.
If the limits of our safe operating space for existence are exceeded, the conditions for our survival will be severely
diminished. The natural systems on which we are entirely dependent are being degraded and exploited to a degree
previously not witnessed in human history, with sobering consequences for human health that are both known and
as yet unknown and unquantified.
Planetary health is conceptualized in the Rockefeller Foundation–Lancet Commission on Planetary Health as the
“the achievement of the highest attainable standard of health, wellbeing, and equity worldwide through judicious
attention to the human systems—political, economic, and social—that shape the future of humanity and the Earth’s
natural systems that define the safe environmental limits within which humanity can flourish.” In essence, this distills
down to the health of our humanity and the state of the natural systems on which we depend.
The groundbreaking report is an unambiguous narration of the inseparable connection between human health,
wellbeing and environmental change. Professor Sir Andy Haines, chairman of the commission, reflected on
how improvements in the socio-economic conditions of the world’s wealthiest comes at the expenses of global
environment and the world’s poorest. Data gathered on ocean acidification, energy use and carbon dioxide levels
show that such rapid human domination of the environment can be clearly shown to have damaging consequences
for health globally. A growing evidence-base points towards many millions exposed to thermal and water stress
coupled with an alarming decrease in pollinator services for ecosystems and food production.
The consequences of such radical change to our natural systems manifest as famine, drought, the spread of zoonotic
disease and a change in land usage, impacting food and agriculture industries particularly in LMICs, who share the
smallest capacity to adapt systems accordingly. The effects are being felt already by a disproportionate group whom
lack a voice to ensure their health security needs can be met.
Professor Haines argues that prosperity for humankind should be redefined in the lens of quality of life and delivery
of improved healthcare, together with respect for integrity of natural systems and the sustainability of ecosystems
when impacted by human activity.
The Commission’s report sets out three key challenges that must be addressed in order to safeguard and improve
human health in the face of such monumental challenges. The first challenge is to account for the prospective health
and environmental damage to development that many nations currently face. The second concerns knowledge and
information challenges such as pathways for inter-disciplinary research and the need to recognise the environmental
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catalysts of ill-health. The third challenge concerns global governance capabilities, as addressing such a set of issues
will depend on countries and inter-governmental organisations strengthening their governance over this field,
implementing integrated trade and domestic policies and rebalancing subsidies and the taxation of agribusiness.
Public institutions will need to become more effective, accountable and responsive to the needs of all, especially the
poorest and most vulnerable.
Greater investment in research towards the interconnectedness between human health and the natural
environment will have to be underpinned by a commitment to, and widespread recognition of, the importance of
the issue within research priority making. A broader public awareness, greater focus on education, monitoring and
technological support will be critical for implementing change.
Above all, it is unequivocal that cooperation will be indispensable for our survival. Conflict, nationalism, isolationism
and competition, however, plague our ability to look beyond the matters of today, blinding our understanding of
the more existential threats of tomorrow. Unlocking the key drivers for cooperation at this level will be an essential
research focus, previously unfamiliar in the realm of global health, but core to the idea of planetary health and our
survival.
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KEYNOTE ADDRESS – PUBLIC HEALTH AFRICA INITIATIVE: DRIVING
DEVELOPMENT THROUGH HEALTH SYSTEMS STRENGTHENING
Victor Joseph, Faculty of Public Health
Momentum is gathering behind a new co-partnership approach that incorporates both indigenous African
as well as global assets. The promotion of better linkages with existing anthropological perspectives for the
populations is crucial to sustainable, relevant and appropriate solutions for the region. Indeed, the next
chapter for public health and sustainable development is built on the foundation of a range of success
stories from the last two decades. In particular, better life expectancy and sharp declines in maternal
and infant mortality stand out as exemplars, attributable to clear priority setting and cross-disciplinary
cooperation.
The public health challenges facing Africa are well known and well documented. Current global efforts and
implementation of interventions have provided some limited progress in establishing sustainable and healthy
solutions. Among the most significant phenomena taking place across the continent today are the growing inequities
surrounding socio-economic status and health, the rapid shift of the burden of disease towards non-communicable
diseases (NCDs) and the stronger emphasis on country-level ownership of health systems programming and
funding. The most pervasive dimensions catalysing health inequities stem from groups defined by their economic
status, geography, age, and gender.
Tackling the social and broader structural determinants of these inequities continues to challenge the architects
behind programming. The inverse care law observed on a global level is mirrored by the proportion of ill-health
experienced by the continent’s most marginalised, including those living in remote and rural areas, urban slums,
older individuals, and young children, all of whom are more likely to have limited access to care. Opportunities within
adolescent health, which plays a crucial role as a precursor to adult health, are rarely grasped as, too often, sexual
and reproductive health services are the only intervention aimed at this particular demographic group.
As the current global economic climate impedes growth in the Global North, many nations in the Global South are
experiencing more stable levels of economic growth, contributing to the drive behind country level ownership of both
strategies and funding for health and development initiatives. The rate of such a transition in funding arrangements
and the positioning of health among other development priorities will have widespread implications for health
programming in Africa. There is nonetheless the ongoing need to recalibrate the international debt arrangement and
other commercial contingencies to address the illicit outflows of funding. Africa loses more through illicit outflows
than it receives in aid and foreign direct investment. The OECD estimated trade mispricing of import and export
values alone to equal $38.4 billion (US) in the year 2010.
Additionally, other antiquated structural challenges continue to impede progress. They include ‘fire-fighting’ and
narrow disease focus approaches, vertical programmes, misplaced priority setting concerning relevance and
appropriateness, barriers towards domestic assumption of responsibility and leadership, and poor community
engagement and ownership. Frequent disease outbreaks, weak health systems and limited human and financial
resources insidiously compound such structural challenges.
Despite the mammoth obstacles towards attaining health and wellbeing for all, there are a myriad of opportunities
to be seized. The critical challenge to addressing the increasing burden of NCDs is the process of reorientation of
health systems that have traditionally focused on a cure-centric approach to healthcare, and to respond to the new
reality by emphasizing prevention at a community level. This demands multi-sectoral approaches to prevention,
tackling the social determinants of disease and injury from all dimensions.
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Opportunities include harnessing the power of economic upturn in the priority setting of health infrastructure,
cultivating strong and emergent philanthropic interests in health to partner the efforts of health ministries, and
harnessing the intellectual assets among the global diaspora, turning the brain drain into the brain cycle. Health
workforce strengthening is central to building up a health system’s capacity and capability. It is an area with growing
high-level political support as evidenced by the commitment shown by governments towards the African Regional
Roadmap for Scaling Up Human Resources for Health (HRH). With respect to country level ownership, health must
remain at the top of national priorities even once external funding for health programmes is curtailed. Sound
management of the transition from external to internal funding in a manner that does not reverse the gains already
made in improving access to care and in health outcomes is an imperative.
The actions that the global community take today will determine whether Africa can make significant improvements
in human well-being or be perpetually left behind and exploited by the rest of humanity. There are huge opportunities
such as increasing economic growth, expanding advancements in knowledge and technology, and the resonating
voice of civil society organizations willing to hold governments more accountable. The continent can mobilise these
opportunities to achieve significant improvement in the education, health, and overall quality of life of its citizenry,
which will in turn drive further opportunities for the continent.
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KEYNOTE ADDRESS – THE FORECAST FOR FORGOTTEN GLOBAL
HEALTH
Professor Alan Fenwick OBE, Schistosomiasis Control Initiative
River Blindness, also known as onchocerciasis, is the second largest cause of blindness globally after
trachoma. In 1960 between 25 - 35% of those over the age of forty in West Africa were blind. During the
same time, the pharmaceutical industry had begun to come under increasing scrutiny from both external
and internal stakeholders with hopes of developing and distributing drugs more equitably. In 1987, Merck
Sharp & Dohme (Merck) committed to donating Mectizan (Ivermectin), through the Mectizan Donation
Programme (MDP), a novel global health public-private partnership (PPPs), with the objective to help
eliminate river blindness.
The sweeping success of the programme, led in collaboration with the World Bank, WHO, UNICEF, APOC (African
Programme for Onchocerciasis Control) and a range of public-private stakeholders, has enabled the recent extension
of commitment to include tackling lymphatic filariasis.
Born out of a newly realised, trans-national era for corporate social responsibility, MDP is the longest-running diseasespecific drug donation programme of its kind. It has been influential in the development of a number of other
drug donation programmes through its embodiment of corporate social responsibility within the frame of global
health inequalities and moral obligations of big pharma. In 2015, 979 million individuals benefited from large-scale
preventive chemotherapy treatment of at least one neglected tropical disease. Since the inception of MDP, Merck
has donated in excess of 1.8 billion tablets of Mectizan, with more than 530 million treatments for onchocerciasis
administered. Cumulatively, it currently reaches a total of more than 68 million people per year in Latin America,
Africa and Yemen through community-based treatment programmes within 33 endemic nations.
The collaborative nature of the programme has helped to strengthen the primary healthcare system in a wide range
of regions where the drug is administered. This has resulted in a delivery infrastructure and treatment strategy
geared towards the provision of additional health services such as cataract diagnosis and treatment. In order to reap
the maximum dividends, there is a need to continue to develop and fortify primary healthcare (PHC) infrastructure
synergistically with existing programmes. The community-directed-treatment approach has been broadly successful
but there is still a need for it to be integrated within core primary services in accordance with the strategies of
associated ministries of health in order to ensure the sustainability of this type of initiative.
Using PPPs as a technical and financing modality, the programme has shown to deliver healthcare to isolated and
under-served communities in the face of purportedly insurmountable barriers including sparse financial and human
resources, political instability, lack of infrastructures and competing high-priority health agendas.
Despite its achievements, lessons continue to be learned in the pursuit of targeted pharmacological eradication
of NTDs, which have far-reaching implications for the control of other diseases in the Global South. Among these
was a pivotal strategy switch led by the Ugandan government, which took place as recently as 2004, following the
failure of the male-led volunteer distribution system to capitalise on traditional kinship roles and cultural awareness.
In recognition of this stumbling block, village health teams were replaced with community distributors comprised
primarily of women, in an effort to ensure families and clusters within communities received their medication
and information on disease prevention. The quality and coverage of distribution was tantamount to the integrity
of community health infrastructures, which continue to be supported in conjunction with provision of medicines.
Technical issues require ongoing support especially with regards to drug import regulations and customs duties.
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The half century timeline of Mecitzan and the MDP provides an instructive example of the association between
both clinical and scientific research, corporate social responsibility and the broader challenges of implementing
health and development programmes. Some of the crucial successes from the discourse include; the need to
focus scientific and clinical research resources on workable targets for principle health priorities, the importance
of partnerships informed by the needs of the people whose lives are directly affected, and the pivotal role of
distribution mechanisms and appropriate infrastructure to ensure that medication reaches those who need them.
We have identified that simply removing out- of-pocket payments for essential medicines is inadequate in itself, and
tthe broader determinants should be addressed to ensure access to medicines. Furthermore, the success of MDP
substantiates that donation programmes reap further benefits when integrated into a country’s health system.
Future challenges include ensuring specific and targeted support to states rendered fragile as a result of
environmental disaster or conflict. Regional and local actors will need to assimilate greater technical control, both
over logistics and procurement. As APOC morphs into a new entity, the Expanded Special Project for Elimination
of Neglected Tropical Diseases (ESPEN), new strategies will be developed for a more inclusive set of health threats.
In what represents a timely change, ESPEN represents a paradigm shift from vertical programmes similar to the
early days of the MDP, to country owned integrated programmes that target the other preventive chemotherapy
diseases such as the aforementioned lymphatic filariasis, trachoma, soil transmitted helminths and schistosomiasis.
The ambition of ESPEN will hinge upon its ability to procure the necessary financial and human resources to meet
the demands of its new mandate.
The case of Mectizan clearly demonstrates the power and opportunities in robust and transparent PPPs to help meet
the colossal public health needs of the world’s most resource-poor settings. With opportunities in mind as global
health encroaches increasingly into the political dimension, there is a need to better understand the underpinnings
of the civil society lobbying process and the specific mechanisms such as tax breaks, that have enabled big pharma
to have such transformative influence in Sub Saharan Africa. Merck set a precedent that took 20 years for other
pharmaceuticals to follow. In the spirit of innovation, there is a continued need to find creative solutions for some of
humanity’s pressing health needs .
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REACHING THE BOTTOM BILLION IN THE POST-2015 ERA
Professor Alan Fenwick OBE, Schistosomiasis Control Initiative
Neglected Tropical Diseases (NTDs) affect the poorest of the poor. Estimates point to one in six of the
world’s population living on less than US $2 per day, the majority of whom are caught in a vicious cycle
of poverty and ill health. School-age children, who have survived the congenital diseases and diseases of
infancy, often fall victim to a handful of parasites preventing them from progressing through school, thus
restricting the opportunities for good earning potential and trapping them a cycle of ill-health and poverty.
Yet many years prior to the coinage of the term NTD in 2005, the mobilisation of some of healthcare’s most
influential international actors cultivated a great shift towards tackling diseases affecting the ‘bottom
billion’, overcoming financial, logistical and technical barriers many thought unattainable.
In reference to his keynote address, Professor Fenwick illustrated how following the varying success of past largescale disease specific eradication attempts, the WHO hope to build on strengths and seek to eliminate many of these
diseases by 2020 and beyond. Sustained efforts coupled with better surveillance and random sampling of suspect
infected areas will help balance supply and demand to determine precisely how much drug is needed in areas
affected by these parasites. Furthermore, stronger political will is required to align agendas in order to seamlessly
integrate pharmacological eradication efforts with the overarching goals of primary healthcare systems. The
enthusiasm and confidence of those already involved in such large-scale initiatives is palpable. There is increasing
evidence to show that elimination can be achieved in Sub-Saharan and West Africa with changes to the current
control strategies in some areas, such as multiple yearly treatments and improved geographic and therapeutic
coverage. The gathering global momentum for universal health coverage is a positive sign for both the global health
and development community but more importantly, for the marginalized poorest billion.

THE POLITICS OF UNDERNUTRITION
Dr Nick Nisbett, Institute of Development Studies
Globally, about 3 million young lives are lost per year to undernutrition which equates to nearly half of all
under 5 deaths. Nick Nisbett, research fellow at the Institute of Development Studies, reflected on how our
perception of the pockets of undernutrition in the world must be viewed as a political problem.
With the vast increase in food production tantamount to the development of food and agricultural technologies,
there can be no natural justification for the presence of deprivation in the world. Undernutrition corresponds as a
marker of inequality to access food and health. Contingent causes such food availability, its utilisation and stability of
supply are only the first level of an analysis of global undernutrition. On a deeper level, causes include food systems
not moulded in favour of the poor, further compounded by their lack of audible voice, together with inequitable
political decisions and economic arrangements that disavow the marginalised.
He advocates for a large set of actions which include: improving daily life conditions, as well as their health and social
status and tackling inequalities in food distribution, availability and affordability. However, the solution is complex
and needs multi-sectorial participation to be implemented. The fundamental components of this avoidable issue
can be tackled in the political domain, the success of which will depend on good governance and international
cooperation able to coordinate these practices.
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CHALLENGES TO FOOD SECURITY DURING CONFLICT
Bob Levin, Médecins Sans Frontières (MSF)
War and famine are among the most devastating threats to population health security. Armed conflict
disrupts both sustainable and fragile food systems, destroys economies and livelihoods, displaces people,
and leaves those who do not flee both terrified and unsure when they will eat their next meal. Of the
estimated 780,000 who died in 2013 due to violence, 27% died from disease and hunger due to conflict,
whilst 7% died as a direct consequence of war.
The end of the Cold War saw the widespread adoption of international human rights norms and the more recent
tangible effects of globalization are among the key drivers that potentiate the opportunity to eliminate famine
for good. Governments no longer exercise the sovereign privilege to allow their people to starve whilst impeding
attempts by the international community to intervene. Furthermore, growing interconnectedness and information
sharing of its people, coupled with the authority of international concern over domestic violations, result in fewer
starving in silence, because action is being taken.
Today’s distribution of famines manifest as complex humanitarian emergencies, instigated mostly by iterations
of non-state armed groups (NSAGs) and intensified by natural disasters or through the failure of international
policies to ensure inclusive security. These “new wars” comprise not only insurgents and state security forces but
also composites of paramilitaries and ethnic militia, criminal gangs, mercenaries, international forces and civilian
groups. For many, the hope of food aid is quashed by the procurement of aid by militia for their relative market
value, and leverage for additional resources. Most new wars are civil conflicts, which have a propensity to spill
over borders as a consequence of their relationship to refugee movements and economic factors. They are often
protracted and exhibit persistent, pattern-less violence from which no individual is safe. Since its inception in 2012,
South Sudan is currently home to over 1.5 million internally displaced peoples (IDPs). The sheer logistical challenge of
meeting nutritional needs during mass movements of people, who are already compromised by a lack of access to
essential services such as WASH, further complicates the picture. The UN reports that 9 million individuals in Yemen
are on the brink of experiencing famine at the time of writing. As nutrition insecurity can be both a source and a
consequence of civil war, global chronic undernutrition increasingly concentrates in conflict-affected countries. The
relationship between child malnutrition and the more long-term likelihood of ill-health and poverty is indisputable.
The causative agents for malnutrition and subsequent sustained ill-health vary enormously around the world, yet
there is a selection of common factors at work, irrespective of the region. Recurrent infection plays a significant role
and the twin threat of HIV/TB coupled with a drop in appetite and subsequent physiological changes in the gut that
reduce absorptive capacity are a handful of the particular challenges that children face. Climatic factors such as the
advent of the rainy season, amplifies the propensity of malaria to affect the development of children and infants.
The unpredictable effects of climate change serve to widen the hunger gap, which concerns the time spent with no
access to food between the end of one harvest and the start of the next.
As food and nutrition insecurity become increasingly condensed in conflict-affected regions, reflections on the post2015 agenda will need to focus primarily on the questions of how realistic achieving those goals may be for affected
countries, and how particular approaches for achieving comprehensive food security may need to differ for those
countries. Few would argue against the efforts of humanitarian groups in lessening the impact of war, but there is a
critical requirement on an international policy making level to find solutions towards building resilience to economic,
environmental and health shocks, with a particular focus on conflict-affected countries. As ever, identifying the
solutions to tackle the underlying socio-economic and political tensions is critical to the resolution of protracted or
quiescent civil conflict.
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HUNGRY FOR POLITICAL WILL: BRINGING SUSTAINABLE FOOD
SYSTEMS AND CIVIL SOCIETY TOGETHER
Sue Dibb, Eating Better Alliance
Sue Dibb, coordinator at Eating Better Alliance, analysed the current need for sustainable food systems. The
global population is estimated to reach 9 billion by 2050, thus the key challenge is ensuring fair and more
sustainable food supply.
The current system is characterised by huge contradictions; on one hand, part of the population underfed, while the
other grapples with over-production and food waste. Furthermore, agriculture globally is the major driver of climate
change, 20-30% of all global climate impacts are related to the food system and 50% due to livestock management.
Moreover, approximately half of recent ecological and environmental crises have been related to livestock and food
supply. Solutions can be found in the use of the technology and its relationship to sustainable intensification of
production; reduction of waste, modified consumption and a transition to sustainable diets. The latter is intended
to promote low environmental impact but to also contribute to nutrition security and the adoption of healthier
lifestyles. This necessitates the creation of new policies to encourage the reduced consumption of processed foods
and a larger consumption of plants with credible certified standards over meat. Civil society will have to work as an
engine of change, putting pressure on government policies, businesses and the means of production to enable this
transition towards a more sustainable system to become a reality.

HEALTH SYSTEMS RESILIENCE WITH RESPECT TO INTER-SECTORAL
COLLABORATION FOR ZOONOTIC DISEASE CONTROL
Dr Syed Abbas, Institute of Development Studies
The rural poor represent 911 million people globally, of which 411 million are livestock keepers. Almost
half live in South Asia and one-third in Sub-Saharan Africa. Syed Abbas, physician and PhD candidate at the
Institute of Development Studies, reflected on the set of conditions under which successful collaborations
thrive between different academic and governmental sectors, and the importance of such inter-sectoral
collaborations with regards to building resilience against zoonotic diseases.
Sectoral interdependency, resource complementarity and the capacities for flexibility, innovation and transformation
are key factors intrinsic to the long-term success of these collaborations. Since zoonoses concern a variety of domains
by their nature, their control necessitates collaboration across the fields of ecological, animal and human health.
There is therefore a need to move away from current trends in which individuals in the health sector presume a
primacy of health sector needs over those of other stakeholders, and toward a more equal footing amongst different
sectors. Central to the conceptualisation of resilience in complex adaptive systems is the notion that collaborations
can only succeed by prioritising innovations and responsiveness through more flexible reporting lines and learning
systems as opposed to traditional approaches hallmarked by regimented hierarchies of discipline and the protection
of particular goals.
This, he concluded, is crucial to the ability to withstand shocks and transform in response to them, which defines and
underpins resilience within systems.
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PANEL: GLOBAL ANTIMICROBIAL RESISTANCE - COORDINATING
STRATEGY AND IMPLEMENTATION
Dawn Howard, National Office of Animal Health
Dr Michael Hopkins, Sussex Science Policy Research Unit (SPRU)
Chaired by Sophia Wilkinson, BBC Media Action
Diseases that were once treatable now pose a colossal threat to population health security. The problem is
a ‘wicked’ one; the solutions are unclear and the problem is inherently dynamic and literally evolving, with
ramifications that cut across a multitude of sectors beyond health and healthcare. There have been no new
classes of antibiotics brought into clinical practice since 1987.
Antimicrobial resistance (AMR) chiefly concerns the indiscriminate cross-sectoral use of antibiotics, with correlation
in countries with overuse and resistance emergence. Despite its success in galvanizing the importance of the issue to
senior health and policy figures, Lord Jim O’ Neil’s 2016 report on AMR, produced at the request of the UK government,
suggests a low-level estimate of current mortality. Yet the effects are already being felt. It is estimated that 25,000
deaths occur in the EU due to resistance. UK usage of antibiotics in animals is about 40% with usage decreasing 10%
from 2014 to 2015. The UK government has been involved in developing the EU strategic action plan, published in
2011, and has since published a 5 year AMR strategy led by the Department of Environment, Food and Rural Affairs
(DEFRA) the Department for Health (DH), supporting a multi-disciplinary One Health approach.
There is a growing need to consider the possible alternatives to antibiotics, with a focus on the opportunities available
through vaccines. Furthermore, there is a critical need to facilitate greater investment in R&D and more incentives
to promote the use of vaccines, knowledge transfer and assist new technologies in the market place. Although
emergent, the global data for resistance in both humans and animals are poor. Clarity of the role of stewardship is
essential in both human and agricultural settings, ensuring quality supply chains, strain surveillance and action on
the production, distribution and sale of counterfeit medications.
Michael Hopkins reframed blind spots as gaps in plain sight, emphasising the potential utility in the gap for diagnostics.
Foremost is a need to create the right policy incentives to encourage the development of diagnostics and the optimal
use of new diagnostics to tackle AMR. The correct enticements and stimuli within innovation systems will expedite
users in multiple sectors to take up new technologies. Gaps that need to be addressed are demonstrably growing.
The five key aims set out by the WHO in its first report on AMR in 2001 had inflated to ten by 2014. Each aim has
to be addressed through a constellation of gaps that need to be filled, otherwise the actions we take simply shift
selection pressure for resistance elsewhere. This is a crucial mechanistic consideration, as there are only so many
gaps that can be addressed under the resource-limiting circumstances. There is hence a need to understand which
actors are deciding on policy strategies, how choices are made and how they are prioritised. It is estimated that half
of prescriptions in healthcare are unnecessary, and there is a clear gap for the development of more cost of effective
diagnostic tools in clinical settings. There is a need to incentivise and encourage firms to invest in a market which may
be currently perceived to not be commercially rewarding. Less than 1% of the medical research in the UK is done
on AMR and the UK is the biggest spender in AMR in Europe. Regarding the informal markets for over the counter
antibiotics in India and China, there is a need at the global level to coordinate international action more closely. The
scale of attention on the matter of AMR must be intensified considerably.
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ENVIRONMENTAL PUBLIC HEALTH: LESSONS FROM WEST AFRICA
AND WATERBORNE DISEASE CONTROL
Professor Huw Taylor, University of Brighton
“No other issue suffers such disparity between its human importance and its political priority.” Former UN
Secretary-General Kofi Annan, on the position of water and sanitation in public policy discourses.
The benefits to health and wellbeing of water, sanitation and hygiene (WASH) are clear and well understood.
Improved WASH has direct impacts on health, education, gender equality and dignity, with highly influential impacts
on long-term development. However the reality is that the nations implicated in the Ebola epidemic of 2014 have
some of the worst WASH coverage in the world. Such coverage had fatal costs. The devastating outcome has once
again placed WASH back on the agenda at a time of more habitual discussion on health systems resilience (HSR) and
universal health coverage (UHC). Where the MDGs lacked specific strategies on improving sanitation, recognition of
the need to priorotise WASH infrastructure is reflected in SDG goal 6, described in 2015.
Professor Taylor argued that each component of Water, Sanitation and Hygiene should be fully addressed, whilst
inclusively engaging with communities and local stakeholders to ensure that the design and implementation of WASH
infrastructures meet the needs of local populations. Besides the discussion on integrating WASH infrastructure into
health policy and system design is an equally important discussion to be had on the need to develop the WASH
evidence base for emergency and humanitarian settings. The use of lyme and chlorine as sterilising agents is a
good example of this knowledge gap, with different agencies adopting make-shift WASH solutions on a paper-thin
evidence base, lacking association to the particular set of circumstances in West Africa. USAID funded studies at the
University of Brighton using surrogate viruses are currently examining how sanitation and waste treatment solutions
can be optimally designed. The combination of unique factors catalysing the spread of the epidemic rendered existing
studies inapplicable to the situation, demonstrating the need to develop the evidence base to better understand the
efficacy of humanitarian WASH solutions with a focus on the intersection between biochemical treatment efficacy
and the deployment of emergency WASH infrastructure.
Reflections since 2014 have highlighted the avoidable nature of the epidemic. At a time of discussion on HSR and
UHC, the realisation of opportunities available regarding investment in health have never seemed more critical. It is
estimated that every US $1 invested in WASH in sub-Saharan Africa has a return of $2.5. Despite the clear benefits,
WASH is often not prioritised by governments or donors. For example, in 2012–13, only 1.2 % of the Liberian national
budget was invested in WASH and in the planned budget for 2013–14, only 0.4 %. There is therefore an urgency to
identify the pathways needed to fully address the priority shift in both national and international political circles.
Governments should adhere to commitments made in the Ngor Declaration on Sanitation and Hygiene signed
in May 2015, placing a focus on leadership, coordination and allocation of resources at the highest political level,
including increasing annual spending to a minimum of 0.5 % of GDP on sanitation and hygiene by 2020.
The post-Ebola recovery process needs to radically strengthen public health services, with WASH at the epicentre of
such efforts. This requires a focus on WASH deployment in both urban and community health centres in addition
to schools, slums and more broadly in communities. Beyond public health implementation, clear plans for effective
community-led engagement must be developed as part of the overarching drive towards health system resilience,
drastically reducing the likelihood of a new epidemic causing as much loss of life and terror as the communities of
Guinea, Sierra Leone and Liberia experienced three years ago.
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WATER, SANITATION AND HEALTH: CHALLENGES AND
OPPORTUNITIES
Dr Shilpi Srivastava, Institute of Development Studies
Water is a crucial, life-giving resource associated with good health and wellbeing. Around the world, 2.4
million lack access to basic sanitation facilities. 5,000 children die daily due to diseases of unsafe water and
poor sanitation. The nexus for addressing global water and sanitation (WASH) needs is promoted through
SDG 6. This goal relates to four other key inter-sectional SDGs in particular; gender equality, poverty, good
health and wellbeing, and education. There is universal consensus that the success of WASH interventions
form the bedrock of sustainable development strategies.
Within the WASH sector, silos have emerged which simplify and undermine an equitable policy making process.
Research domains benefit from approaching WASH as one integrated system. However, within policy making
narratives, Dr Srivastava argued that it is a different matter altogether. Discourses since the 1980s, during the time
WASH came to the forefront of development agendas, have focused more exclusively on water access, neglecting
sanitation in the process. Twentieth century definitions of sanitation, which have been understood in the policy
discourses largely as the provision of toilets, are antiquated to the definition of sustainability and sustainable
sanitation. The issue goes beyond the provision of toilets as a technical solution and concerns the need to explore
economically viable solutions which are socially acceptable for populations in need. There is therefore a need to
eliminate silos to create more institutional synergies between water, health and sanitation departments.
Such an approach can help enable the development sector to better understand how policies translate into local
level realities. The new opportunities created can highlight blind spots such as the nutrition challenge within WASH as
an example. The geographical distribution of child stunting shows exceptional overlap with the lack of access to safe
water and effective sanitation infrastructure among other causative factors. Robustness, durability, and resilience
are the building blocks of sustainable systems, however sustainability in the WASH sector has been interpreted
differently by a range of different silos.
The social causes of poor access are another blind spot requiring urgent attention. Women and girls shoulder the
burden of poor access to water in low-resource settings, impacting literacy and mental health among other factors.
In many parts of the world, in particular South Asia, there is a fear of violence, which the development community
fails to link with poor sanitation practices or access to facilities. Globally, 526 million women have no choice but to
defecate in the open, risking the prospect of rape and sexual assault. The gendered nature of water and sanitation
access discourses have huge health and psychological implications for women, who, along with children, have to
bear the disproportionate cost of this inequity. The many intricate and complex cultures need to be incorporated
into programme planning, with a focus on the cultural needs of the people that acknowledge social values and
concerns, concepts of shame, risk, purity and pollution.
Dr Srivastava argued for the need to redefine access, with a spotlight on the functionality of systems whilst
conceptualising WASH within the complex matrix of technological, social and environmental issues, all of which move
dynamically between one another. New approaches to reaping the opportunities available have to be grounded in
certain normative goals, such as enablers of social justice and poverty reduction whilst addressing the blind spot of
the relationship between sanitation interventions, environments and ecosystems.
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E-HEALTH AND THE DIGITAL GOLDMINE
Chris Zielinski, University of Winchester
Ubiquitously, ‘knowledge’ often focuses on the right to education, habitually ignoring the discussion on
pathways conducive towards the processes of knowledge sharing. Such an omission is commonplace,
despite its inconspicuous appearances under various forms across the health and development sector.
eHealth concerns the use of information and communication technologies (ICT) for health. It is recognised as one of
the most rapidly growing areas in health today. The explosion of change within the global mobile technological sector,
necessitates the need for up to date governance and international policy pathways in accordance with the nature
of contemporary digital data management and non-state data ownership. In recognition of such transformative
change, the establishment of an eHealth strategy for the WHO at the 58th World Health Assembly in May 2005 urged
all Member States to devise appropriate frameworks for eHealth services in their countries with an emphasis on the
need to ensure robust ethical and technical systems and safeguards.
Healthcare actors from across the sector are concordant in recognising the potential for improving health globally.
Local generation and use of innovation can reduce inequities, and have huge scope for prevention and care by
harnessing the rapid growth in information and mobile technology in particular parts of the world such as the African
continent, where the use of smart phones has doubled in the last 3 years. Given both the technical and ethical nature
of data and information synthesis, collection and distribution, governments as policy-making organizations play a
key role in regulation and governance of the health and business sectors.
Enabling innovation is central to the future of health in Sub-Saharan Africa in particular and can support leapfrogging
health improvements in the face of a disease burden transition. This can be achieved through the adoption of new
technologies whilst by-passing the traditional discourse of technology change experienced in the Global North.
Novel diagnostics, therapies and information technology applications have powerful scope for prevention and care.
Innovations in health professional education and service delivery are also open for transformation.
eHealth will continue to evolve with advances in computing, information science, and biotechnology. There is
therefore a need to ensure that the new generation of healthcare providers and their patients are at ease with the
integration of new technologies in healthcare.
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THE KEY NEGLECTED ASPECTS OF PRIMARY CARE SERVICE IN NIGERIA
Dr Ibrahim Bello, OAU Teaching Hospital, Nigeria
Dr Ibrahim Bello, of the OAU teaching hospital in Nigeria, gave an insight into the reasons why despite
the hopes of primary health care to provide accessible health care for all by the year 2000 and beyond,
problems continue to linger. Stagnation can be seen in infant and maternal mortality rates, which remain
persistently high, and life expectancy fails to show the degree of improvement as seen in fellow emergent
economies. It is not solely attributable to resurrecting infectious diseases such Ebola and Lassa fever which
have simply added to the burden of disease.
Much of the solution lies in improving Nigeria’s local government’s commitment to developing health infrastructure
for the rural poor, underpinned by an economic case for improving health at the federal level. Total expenditure on
health as percentage of GDP was 3.7 in 2014, some distance from 5.6% in Tanzania.
Tremendous gains can be made in the non-health sector, tackling the highly influential rural social and economic
determinants of health. A focus on addressing corruption, social injustice and the economic and societal consequences
of inflammatory terrorist group Boko Haram in the Northern provinces are key to Nigeria reclaiming its regional
health and wellbeing ranking.
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REFLECTIONS FROM THE FIELD: POST-EBOLA RURAL LIBERIA
Ben O’Neill, Samaritans Purse
Ben O’Neill reflected on the lessons learned in post-Ebola rural Liberia. The international health and
development community recognise how the West African Ebola epidemic exposed the gaping holes in
existing systems, whilst not necessarily causing the problems. In a country still facing the cost, the term
‘post-Ebola’ is a contentious one.
There is tension in the structure of the health system. Ebola exposed the overly centralised nature of the Liberian
government and its health infrastructure. County and district level health teams were not equipped to identify
particular needs and design solutions to meet unique needs. Regional and district level teams had little data and
autonomy to plan their services and use their resources accordingly. NGOs have access to more data and work with
other countries to inform solution design and guide strategy development. There is a need to ensure that NGOs act
and serve as resources for health leadership, not just as funding partners but also in the planning and monitoring
of interventions. Continuous quality improvement is a value NGOs share with government partners, yet often the
data is hoarded, revealed only at times of annual reports or at the end of programmes. Local health systems are
vulnerably dependent on aid, obscuring our collective ability to identify where to focus efforts. As NGOs either apply
for grants or dictate priorities based on internal data, competing interests can affect both priority setting and the
sustainability of health programmes. More transparent funding pathways must be installed to ensure that longterm benefits of programmes can be government funded in the event that an NGO is not able to finance a particular
project.
The lack of financial support from central government has huge impacts on the quality of care delivered at the
community level. The role of INGOs must be responsive to this and support the work undertaken by domestic
community level health teams. The dissolution of assumed hierarchies should enable mutually respectable
partnerships with government actors. County health teams should not be made to submit to the priorities of
government or INGOs on the basis of supposed expertise. A culture of joint supervision can be fostered, built upon
an agreement of priorities. Such approaches can help build capacity, ensuring that when an NGO programme
comes to a close, community health teams can capitalise, efforts can continue and advances can be made. Pathways
towards addressing such a rebalancing can stem from the involvement of both national and local health teams at the
proposal stage of programme planning. As international actors, we must plan for building the capacity of local health
teams as part of our planning. When conducting evaluations, the involvement of county M&E personnel should be
encouraged to facilitate a learning process, establishing themselves as authorities in their own communities.
In recent decades, Liberia has experienced two civil wars and the Ebola crisis, driving the rich either out of the country
or to Monrovia, impoverishing many communities in the process. Public services are largely free in modern day rural
Liberia due to the sharp rise in NGOs and the synthesis of a dependency mind-set. The outbreak affected businesses
in particular, compounded by the embargo on public transport. The focus of the response to Ebola was so fixated
on health that all other priorities were put on hold, and thus yellow fever and polio outbreaks were able to occur. HIV
was de-priorotised. The Ebola outbreak revealed how the health system was lacking emergency response capacity,
with health staff not recognising universal precautions and no systems in place to train staff. Since the outbreak,
Liberia has set up a national public health institute and an electronic health information system for monitoring local
health data. Some NGOs are supporting a pool fund for the Liberian government so these priorities can be funded.
There are many other challenges which include the institutional neglect of health promotion, the poor flow
of information and communication within the health system and to partner organsiations. With the current
administration preparing for a peaceful departure, the presidential elections serve as an opportunity to rebalance
government priorities in health.
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To read more about our projects and partner institutions, and further information on next year’s conference, please
see our website: www.corbissussex.org

We look forward to welcoming you again in April 2018
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MOVING FORWARD
Following the success of the 2017 conference, we are pleased to confirm the next edition will take place on
28-29th April 2018. In accordance with the emerging necessity for inter-disciplinary approaches to tackling
global health and international development matters, CORBIS Sussex will be collaborating with local
partners to host the 3rd Annual Sussex Global Health and Development Conference.
The growing movement for global health equity seeks to address inequalities in health, disability, disease and
healthcare provision around the world. Emerging from within a climate of growing health securitisation, this
movement increasingly recognises rights-based arguments for healthcare and the entitlement to good health
through the implementation of equitable policies advocating health for all. The well publicised magic bullets in global
health are all too frequently extending the healthy lives of the wealthy few, while many millions sicken and die for
lack of fundamental health and social facilities, typically impeded by ineffective and non-responsive political systems.
Contemporary epidemiological practice has shed light on the inescapable impact of the social and economic
determinants of health, in turn shifting the scope of analysis and implementation well beyond healthcare policy and
the bio-medical narrative.
Globalisation has meant that the health of an individual, no matter where in the world, is determined by a variety
of inextricable factors. There is a collective need among both professional and civil society communities to better
understand the social context of health, and in turn, grasp the social policies designed to improve the health of people
as part of addressing the influential social determinants of health. Moreover, greater scrutiny is required concerning
the role of governments and other non-state actors for the health of people both domestically and around the world.
Improving global health requires a new generation of individuals who understand the many complex dimensions
of health, healthcare, global institutions and processes as well as an ability to navigate the ethical frameworks of
development and health.
Next year’s conference entitled ‘Global Health and Social Justice: Tackling the Root Causes of Inequity’ will
encompass a range of key topics from critical, analytical and comparative perspectives including climate change
health justice, gender inequality, reproductive rights, universal health coverage, development ethics, sustainable
health systems among many others.
It is hoped that in the months ahead, the global health community in Brighton will continue to grow, embracing
students, staff and professionals in the health and development sector, bringing together ideas, sharing expertise
and ultimately expanding in our contribution towards meeting global health needs.

47

48

