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…the project 
should ideally address 
unmet needs in the 
health system. These 
are best identified by 
people who live and 

work there, so it’s vital 
to work closely with 
local partners.

Katherine Marshall, Director of the 
World Bank’s Development Dialogue 
on Values and Ethics.

Doctor Thenya is no mean 
networker himself. He originally built 
the hospital as a private venture to 
cater to Nairobi’s well-to-do women, 
using funds from 16 local doctors and 
health industry figures who became 
shareholders. But the charitable — and 
unprofitable — side of the hospital grew 
into a magnet for women from villages 
near the capital who have historically 
been excluded from gynaecological 
services.

So he cast his net wider, says 
Deloris Jordan. “He has partnered with 
some of the corporations there, includ-
ing Coca-Cola and Nestle Tea. USAID 
is supporting him too.”

Katherine Marshall, Director of the 
World Bank’s Development Dialogue 
on Values and Ethics, and formerly 
responsible for the Bank’s Africa 
programmes, says Mrs Jordan’s project 
meets all the criteria for a sustainable 
project.

“It needs a long-term commitment, 
and this is often lacking in private phi-
lanthropy. I remember visiting a great 
AIDS clinic in Ethiopia that did won-
derful work. They had a plaque listing 
all their private donors down the years, 
but it was striking how donors’ names 
would appear for three or four years and 
then disappear as they lost interest. This 
left the clinic constantly scrabbling for 
new donors.”

“Also, the project should ideally ad-
dress unmet needs in the health system. 
These are best identified by people who 

live and work there, so it’s vital to work 
closely with local partners. Normally, 
the best way to achieve this is to work 
within the existing health system. But 
it is possible, though difficult, to set up 
a hospital on its own that becomes a 
little jewel, and can serve to elevate the 
whole health infrastructure around it,” 
Marshall says.

“I recently visited 
a hospital in Cam-
bodia that fit this 
bill perfectly. There 
is an argument that 
working through 
health ministries just 
increases the oppor-
tunities for money to 
disappear,” she says, 
referring to Sihanouk 
Hospital Center of 
HOPE in Phnom 
Penh, which counts 
among its sponsors 
Japanese philanthro-
pist Toshu Fukami 
and rock singer Elton 
John. Indeed, health workers in Cam-
bodia frequently estimate that 5–10% 
of the country’s health budget disap-
pears before it is even disbursed by the 
finance ministry.

While western governments have 
often seen millions disappearing down 
bureaucratic black holes, Deloris 
Jordan says her approach of working 
with local doctors and international 
companies with a Kenyan presence is 
the best guarantee against corruption.

As the only hospital in Kenya 
devoted to women’s health, the Nairobi 
Women’s Hospital certainly fills an 
unmet need. One of its key projects is 
the Gender Violence Recovery Center. 
A vital service is the free documenta-
tion of sexual assault. Rape victims in 
Kenya are often unable to lay charges 
because they cannot afford medical 

documentation of 
the assault, which 
typically costs 14 000 
Kenyan shillings (US$ 
190). The centre also 
provides free counsel-
ling and emergency 
contraception to rape 
victims.

“It’s a great centre 
that does amazing 
work,” says Nomi 
Fuchs-Montgomery, 
Kenyan Core Team 
leader at the US State 
Department’s Office 
of the Global AIDS 
Coordinator.

Indeed, the success of this private 
philanthropic initiative is attracting 
some decidedly public interest. British 
Robinson, Senior Advisor for pub-
lic–private partnerships at the State 
Department’s AIDS project, says she 
would very much like to speak to Mrs 
Jordan “on how to further leverage her 
initiative by partnering” with the US 
President’s Emergency Plan for AIDS 
Relief (PEPFAR).  O

Owen Dyer, London

Global public health sees new crop of leaders  

Change is in the air in global health. Many top posts in the world’s international public 
health organizations have changed hands over the past year or two. And, as the Bulletin 
was going to press, the sad news came of the untimely death of WHO’s Director-General 
Dr Lee Jong-wook at the age of 61, prompting the need for a change of leadership at 
the top of WHO itself.

Among recent, high-profile changes in 
public health positions: Dr Derek Yach 
took over as Global Public Health Direc-
tor of the Rockefeller Foundation in 
January 2006 and Dr Richard Feachem 
has announced he will be stepping 
down as executive director of the Global 
Fund to Fight AIDS, Tuberculosis and 
Malaria at the end of his five-year term 
in July. Dr. Tachi Yamada will leave 
GlaxoSmithKline to take over the global 

public health programme at the Bill & 
Melinda Gates Foundation on 1 June; 
the John E. Fogarty International 
Center division of the United States 
National Institutes of Health recently 
appointed a new director, Dr Roger 
Glass and one of the leading interna-
tional research institutes in Asia, the 
International Centre for Diarrhoeal 
Disease Research, Bangladesh, is look-
ing for a new executive director.

Experts say that this flurry of 
changes is probably due to a mix of 
circumstances, all feeding into global 
trends in the field. Some of the move-
ment is due to increasing opportunities 
in public health worldwide, fed by a 
proliferation of the organizations that 
are dedicated to the issue. As research 
increasingly finds connections between 
development, public health and global-
ization, the public health sector has 
grown larger and more influential than 
it was a few decades ago.

Few will comment on what the 
individual leadership changes mean, but 
everyone agrees that good leadership 
is vital for the success of an increas-
ingly dynamic and competitive sector. 
“The opportunities for people in global 
health have moved dramatically beyond 
a few positions in academia. It’s a very 
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dynamic sector and becoming increas-
ingly competitive,” says Yach.

Ten years ago intergovernmen-
tal organizations such as WHO and 
UNICEF were the main employers for 
senior disease experts who wanted to 
contribute to public 
health. Today these 
organizations are 
employing people 
earlier in their careers 
and there is a wide 
range of other employ-
ers for public health 
professionals, includ-
ing nongovernmental 
organizations (NGOs) 
and public–private 
partnerships.

Universities have 
noticed this devel-
opment: today 20 
accredited schools of 
public health in the United States offer 
courses in international public health, 
according to the Association of Schools 
of Public Health in Washington, DC. 
These graduates go on to work in 
disaster-relief organizations, migrant-
refugee health organizations, research 
and academic institutions, international 
agencies, various other NGOs, lending 
agencies with projects in developing 
countries, multilateral agencies such 
as the WHO and other governmental 
agencies.

The proliferation in groups has 
contributed to another trend, according 
to Yach: “With that dramatic increase in 
activity and funding has come a wider 
array of activities in play by many of 
them,” he says, adding that this may 
result in a smaller share of resources 
being devoted to more traditional public 
health challenges, such as infant mortal-
ity and vaccine-preventable diseases.

Dr Andres de Francisco, Deputy 
Executive Director of the Global Forum 
for Health Research in Geneva, however, 
notes that today’s crop of new NGOs 
and other public health groups is better 
equipped to address issues that have 
fallen through the cracks of the main-
stream global public health agenda, such 
as developing new drugs for neglected 
diseases.

Even as organizations expand and 
receive more money, awareness is grow-
ing that more can be done with less, and 
that tweaking a programme or provid-
ing a simple preventative intervention 

can exponentially augment results. 
Against this backdrop, the amount of 
funds being poured into or pledged 
for public health efforts worldwide has 
never been greater, and a can-do attitude 
in global public health — that problems 

can be solved with the 
right commitment 
— is growing too.

The new global 
public health lead-
ers, however, face 
many challenges. 
For example, the new 
leaders urgently need 
to address inter-agency 
cooperation. “I think 
the deeper issue that 
people are recogniz-
ing is that there isn’t a 
mechanism for these 
different institutions to 
talk together to see how 
they can work more 

effectively together,” Yach points out.
For instance, with major multi-

billion-dollar initiatives to fight HIV/
AIDS several questions arise: are they 
working in the most 
effective way in terms 
of policy? How should 
they interact with the 
World Bank and other 
players? And is there 
interaction in terms 
of the money that is 
needed by people on 
the ground? These are 
some of the challenges 
for global health lead-
ers, Yach says.

This situation 
promises to develop 
into what Yach calls a 
“contested future” in 
global public health, 
but also a healthy 
competition that he 
hopes will result in 
“some sense of vision 
emerging” over the next few years.

A major challenge for global 
leaders will be how to reconcile the 
technical-fix approach with access to 
innovations, Yach says. Dr Joel Bre-
man, Senior Scientific Advisor at the 
Fogarty International Center’s Division 
of International Epidemiology and 
Population Studies, agrees that, in 
future, action in the field will be linked 
closely with modern science and tech-

The opportunities 
for people in global 
health have moved 

dramatically beyond 
a few positions in 

academia. It’s a very 
dynamic sector and 

becoming increasingly 
competitive.

Dr Derek Yach, Global Public Health 
Director at the Rockefeller Foundation.

If the political 
will is there, then 

money follows and 
programmes follow 

and people get 
energized down the 
line. And those of us 
in public health are 
excited about this 
and want to take 

advantage of it.
Dr Joel Breman, Senior Scientific 
Advisor, Division of International 
Epidemiology and Population Studies 
(EPS) of the Fogarty International 
Center, US National Institutes of Health.

nology. Later on, that goes hand-in-
hand with implementing findings on 
molecular medicine and understanding 
genetic predisposition to disease.

“This is going to be the century 
of molecular medicine and of un-

derstanding disease 
pathogenesis, meaning 
how different people 
acquire and then 
manifest disease at the 
cellular and then at the 
molecular level, rather 
than — as in the past 
century — in the 
organ and whole-body 
level,” says Breman, 
who is a co-author 
of the second edi-
tion of Disease control 
priorities in developing 
countries (DCP2) (see 
picture).

“There are ways of 
designing new inter-
ventions based on that 
understanding. So let’s 
talk about prediction 

and prevention rather than detection 
and response,” Breman says.

Optimistic, Breman points to in-
creased awareness as a precursor to ac-
tion. “If the political will is there, then 
money follows and programmes follow 
and people get energized down the 
line,” Breman says. “And those of us in 
public health are excited about this and 
want to take advantage of it.”  O

Theresa Braine, Mexico City

Priorities in Health, a recent report which synthe-
sizes the  messages of Disease control priorities in 
developing countries (DCP2) into a plain language 
guide for policy-makers and public health leaders.   
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