
Priorities in Health



J. R. Aluoch

Jacques Baudouy

Fred Binka

Mayra Buvinić
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Priorities in Health is the companion volume to the second edition of

Disease Control Priorities in Developing Countries (DCP2), a successor

to the first edition (DCP1) published in 1993, but with a vastly

expanded mandate. DCP1 proved to be a highly influential document

in shaping health policies globally. The World Bank’s (1993) path-

breaking publication World Development Report 1993: Investing in

Health, which incorporated DCP1’s main concepts and messages,

became the standard reference for health policy makers worldwide and

even today continues to enjoy that status.

In India, the impact was dramatic, and I was greatly privileged to be

in a position to manage and oversee the transition to greatly improved

implementation of public health interventions in terms of both cover-

age and effectiveness. A serendipitous set of circumstances facilitated

this, namely: an unprecedented fiscal and balance of payments crisis

that compelled India to seek structural adjustment lending from the

International Monetary Fund and the World Bank and resulted in

severe fiscal compression; a shift in World Bank lending policies

whereby the International Development Association was to emphasize

social sectors; a paucity of health and education projects in the pipeline

to use the highly concessional International Development Association

allocation at a time when India was experiencing a severe foreign

exchange crunch; and finally, an extraordinarily sympathetic and sup-

portive team at the World Bank’s India desk.

We became aware of DCP1’s main concepts well before its publica-

tion by means of a seminar at Delhi’s All India Institute of Medical

Sciences in early 1992, at which Dean Jamison and his colleagues pre-

sented the main findings of DCP1 and the World Development Report

1993, including the concepts of disability-adjusted life years, burden of

vii
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disease, epidemiological transition, and cost-effectiveness analysis as a

tool for priority setting. These concepts provided a completely new

way of determining priorities objectively based on evidence and eco-

nomic analysis. Despite some initial and understandable skepticism

about the methodologies and the estimates, the overall response was

highly favorable.

At the same time, the World Bank was looking for objective criteria

for identifying projects in the health sector. A commonality of ap-

proach developed between the World Bank and the Ministry of Health

to use DCP1 techniques, which led to the revamping and scaling up of

all major disease control projects in record time—particularly those

against leprosy, blindness, tuberculosis, and malaria—in addition to

new initiatives for dealing with the emerging threat of HIV/AIDS.

Simultaneously, projects for system strengthening were also under-

taken in several states to improve capacity. As a result, the develop-

mental outlays for the Department of Health rose more than 5-fold

and the external component rose more than 25-fold between 1990–1

and 2001–2 (India Health Report 2003), which not only increased

available financial resources beyond anyone’s expectations, but also

completely changed how projects were formulated and implemented.

This is a success story of which both the Indian government and the

World Bank can legitimately be proud, that is, the contribution of

DCP1 to channeling additional resources to cost-effective interven-

tions to deal with the conditions responsible for a major share of the

burden of disease.

COVERING NEW GROUND

DCP2 is a much more comprehensive, and indeed ambitious, effort. It

goes well beyond updating the technical content, burden of disease,

and cost-effectiveness estimates of DCP1. It covers new ground by ex-

amining important, complex areas, such as the delivery, management,

and financing of health care and health research. It clearly recognizes

that objective priority setting is only the first step: identified interven-

tions have to be delivered to the targeted population efficiently to de-

rive the full benefits of cost-effectiveness exercises; individual health

interventions are rarely effective in isolation; and not only must the

entire health system perform well to achieve positive outcomes but so

do such related sectors like nutrition, drinking water, sanitation, and
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education. Raising the capabilities of the whole system along with

establishing close linkages with other players is the key to success.

PRESENTING LEADING EXPERTS

DCP2 assembled an impressive array of the world’s leading experts on

health-related disciplines as contributors and is thus a treasure house

of the latest knowledge, technical information, and international

experience along with expert analyses on a multitude of health-related

subjects. It should therefore legitimately expect to be an influential

publication and a standard reference for health professionals and

policy makers.

PROMOTING EFFECTIVE DECISION MAKING

DCP2 has the potential to contribute significantly to global health by

promoting evidence-based and better-informed decision making at all

levels. It comes at a particularly opportune time for my country, India,

where for the first time since independence, the government is com-

mitted to giving high priority to health and raising public health

expenditure from the current level of less than 1 percent to 2 or 3 percent

of gross domestic product. DCP2 could therefore have a far greater

impact than its predecessor, not only in the rational allocation of addi-

tional resources, but also in revitalizing and upgrading the public

health delivery system, which has been performing poorly in much of

the country.

EXPLAINING MORTALITY AND MORBIDITY MEASUREMENT

The Disease Control Priorities Project has also resulted in a separate

book, the Global Burden of Disease and Risk Factors, which summarizes

the concepts and estimates of the burden of disease and the attribution

of this burden to several major risk factors. This volume is a definitive

explanation of how mortality and morbidity are measured, including

health damage such as stillbirths, which were not previously included in

estimates of the global burden of disease, and of how these losses are

combined into overall measures of health status. The book also provides

estimates of how mortality has changed over time.

Foreword | ix



HIGHLIGHTING CRITICAL ISSUES

DCP2 highlights some critical issues that are widely recognized, but are

often inadequately addressed in the international health literature.

First and foremost, it recognizes equity as a key objective of health

policy. The concern for equity arises not merely from a moral or human

welfare standpoint, but also from the recognition of the critical role of

health in alleviating poverty. Second, it clearly states that “unless equity

considerations become part of policy making and of monitoring out-

comes, interventions may widen instead of narrowing equity gaps.” The

book rightly attributes much of the progress in global health to techni-

cal progress in its broadest sense and the current glaring disparities in

health status between and within countries to uneven application of

this knowledge. The greatest challenge before the international com-

munity is thus “assuring that the benefits of technical progress are

shared quickly and effectively on a global scale.” A more forceful or

clearer presentation of the case for equity would be hard to find.

COMBINING BALANCED VIEWS AND 
PRACTICAL APPROACHES

Another quality that stands out in DCP2 is its total freedom from

ideological bias along with a highly pragmatic approach. This results

in the complete absence of prescriptive preaching and a refreshing

open-mindedness. It clearly recognizes that socioeconomic, cultural,

and governance diversities make a “one size fits all” solution to com-

plex global health issues impossible. It therefore attempts to pool all

relevant knowledge and lessons drawn from international experience

to enable policy makers to make well-informed decisions suited to

their particular situations. Another feature is that unlike many other

publications, it takes a balanced view between the relative importance

of mobilizing resources and of using them effectively and efficiently.

Similarly, it exhibits a refreshing even-handedness in dealing with the

responsibilities of the donor community and those of the developing

countries themselves. The clear message is that while the rich countries

should greatly step up their assistance, the poor countries must put

their own houses in order to make good use of the money. While en-

lightened self-interest is necessarily the main motivation for donor

support, a marked improvement in the quality of aid utilization would

undoubtedly contribute significantly to improving the aid climate.
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OFFERING A COMPREHENSIVE ARRAY OF INFORMATION

DCP2 is a voluminous,well-researched publication divided into 73 chap-

ters, which might not be easy reading for lay readers. Even academics

and health professionals may not be equally interested in all the subjects

covered and may prefer to read selectively. The audience for DCP2 is

intended to be wide: from academics and health professionals to health

policy makers and program managers. Indeed, to derive the maximum

benefits, the net would need to be cast wider to include the media, polit-

ical parties, legislators, and the informed lay public. How often have we

lamented that the lack of political will has been responsible for the neg-

lect and failure of many health initiatives in the developing countries?

Similarly, the lack of response from donor countries to admittedly

deserving causes is often attributed to apathy and indifference to the

problems of the poor among the populations of the rich countries.

PRESENTING DCP2’s CONTENT SUCCINCTLY

In democratic societies in both the industrial and developing countries,

public opinion plays a critical role and needs to be systemically mobi-

lized. Key messages therefore have to reach the media and lay readers on

a wide scale to generate general awareness of and informed debate on

key global health issues. We needed a companion volume that distills

the essence of DCP2 into a succinct, lucid, and easy-to-read document.

Priorities in Health addresses this need admirably. If the work of DCP1

became better known through the World Development Report 1993, this

companion volume is the instrument for wide dissemination of DCP2.

In barely 200 pages, it brings out clearly, in readable prose unencum-

bered by technical jargon and an overload of statistics, the essence of

the entire document. It also opens a window to the main document for

those interested in particular aspects to encourage them to read the rel-

evant chapters. It can be read by busy policy makers during the course

of a long flight. It is my sincere hope that Priorities in Health will be

widely read in both developed and developing countries and that its

messages will be actively debated to derive the maximum advantage

from this magnificent effort. I consider Priorities in Health as a must-

read for all those interested in health and related sectors.

Rajiv Misra

Former Secretary of Health, India
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xiii

In early 2001, convinced that advances in global health demanded a

second edition of Disease Control Priorities in Developing Countries

(DCP2), Dean T. Jamison and Prabhat Jha enlisted Anthony R.

Measham into the enterprise, and the Disease Control Priorities

Project (DCPP) was born. Gerald Keusch, then director of the Fogarty

International Center at the National Institutes of Health (NIH), gener-

ously offered to support and host the DCPP at NIH. Six more editors

joined the DCPP soon after: George Alleyne, Joel G. Breman, Mariam

Claeson, David B. Evans, Anne Mills, and Philip Musgrove.

The first edition of Disease Control Priorities in Developing Coun-

tries was based at the World Bank. Christopher Lovelace was director

of the Health, Nutrition, and Population Unit at the World Bank in

2001, when it became another core partner of the DCPP. The World

Health Organization (WHO) soon followed suit, led by Gro Harlem

Bruntland, then director-general, and Christopher Murray, Executive

Director of the Evidence and Information for Policy Division. The

project was launched in early 2002 with major support from the Bill &

Melinda Gates Foundation. J. W. Lee at WHO, Jacques Baudouy at the

World Bank, and Sharon Hrynkow at the Fogarty International Center

of NIH each continued the strong support of the DCPP initiated by

their predecessors.

The DCPP is a joint enterprise of the Fogarty International Center of

the NIH, WHO, the World Bank, and the Population Reference Bureau.

The Fogarty International Center is the international component of the

NIH. It addresses global health challenges through innovative and col-

laborative research and training programs and supports and advances

the NIH mission through international partnerships.
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WHO is the United Nations’ specialized agency for health. Its objec-

tive, as set out in its constitution, is the attainment by all peoples of the

highest possible level of health. WHO’s constitution defines health as a

state of complete physical, mental, and social well-being and not merely

the absence of disease or infirmity.

The World Bank Group is one of the world’s largest sources of

development assistance. The Bank, which provides US$18 billion to

US$22 billion each year in loans to its client countries, provided

$1.27 billion for health, nutrition, and population in 2004. The World

Bank is now working in more than 100 developing economies, bringing

a mix of analytical work, policy dialogue, and lending to improve living

standards—including health and education—and reduce poverty.

The Population Reference Bureau informs people around the world

about health, population, and the environment and empowers them to

use that information to advance the well-being of current and future

generations. For 75 years, the bureau has analyzed complex data and

research results to provide objective and timely information in a format

easily understood by advocates, journalists, and decision makers; con-

ducted workshops around the world to give key audiences the tools

they need to understand and communicate effectively about relevant

issues; and worked to ensure that developing country policy makers

base policy decisions on sound evidence rather than on anecdotal or

outdated information.

The idea for this companion volume for policy makers and other

influential individuals arose at the first meeting of the DCPP Advisory

Committee to the Editors, held in Cuernavaca, Mexico, in June 2003.

The Executive Committee of the Advisory Committee to the Editors,

composed of David Challoner, Guy de Thé, and Jaime Sepúlveda

(chair), immediately endorsed it.

Priorities in Health was written by William Savedoff and Amy Smith

based on DCP2. The editors, authors, and staff of the DCPP acknowl-

edge a deep debt of gratitude to Bill and Amy for their singular success

in capturing, in relatively few pages, the essence of the 1,400-page

volume. Philip Musgrove, Sonbol A. Shahid-Salles, and Anthony

Measham reviewed and edited this companion volume and are

responsible for any failure to fully capture that essence.

Carlos Rossel, Mary Fisk, Randi Park, Nancy Lammers, Alice

Faintich, Andres Meneses, and their colleagues at the World Bank’s Office

of the Publisher have done outstanding work on every aspect of the

production of the DCPP books, including this one. Without their
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professionalism, meticulous attention to detail, hard work, and unstint-

ing support and advice, publishing this book in tandem with DCP2

would have been impossible.

Finally, the DCPP editors wish to pay tribute to the 350-plus chapter

authors of DCP2 for their outstanding contributions to Priorities in

Health. We hope that this companion volume will help ensure that

DCP2 substantially reduces death, illness, and disability around the

globe, especially among the poor in developing countries.
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ART antiretroviral therapy 

BCG Bacille Calmette-Guérin

CVD cardiovascular disease

DCP2 Disease Control Priorities in Developing Countries,

second edition

DALY disability-adjusted life year

DOTS an internationally disseminated strategy that has effectively

combated the spread of tuberculosis 

GDP gross domestic product

Hib Haemophilus influenzae type B

IMCI Integrated Management of Childhood Illness 

ITN insecticide-treated net 

MDG Millennium Development Goal

NGO nongovernmental organization

ORT oral rehydration therapy

SARS severe acute respiratory syndrome 

STI sexually transmitted infection

TB tuberculosis

WHO World Health Organization
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