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3Foreword

Foreword

We live in a world where threats to our health range from climate change, infectious 
diseases such as Ebola or HIV/AIDS to the current epidemic of noncommunicable 
diseases like obesity and diabetes. Demographic changes and dramatically aging so-
cieties all over the world add another dimension to the global health challenges. This 
makes the need for effective public health systems and universal health coverage one 
of the most critical issues of the 21st century.

Public health is much more than medicine. It has to offer more than a medical response, 
because it takes into account our biological condition and heritage, the complex envi-
ronment we live in, including social determinants, our behaviour and it also has to con-
sider individual and community-based actors. Effective public health systems require 
well-educated health practitioners who are trained in a broad range of disciplines, able 
to work in various settings, and engaged with a large variety of health-related activities. 
This in turn demands for excellent research and science, comprehensive teaching and 
education and an infrastructure on the basis of state of the art scientific institutions.

Given the key role of public health at the national and international level, the National 
Academy of Sciences Leopoldina, acatech – the German Academy of Science and En-
gineering and the Union of the German Academies of Sciences and Humanities asked 
themselves the question: “Is Germany fulfilling its potential in public health national-
ly and in view of the global challenges ?”

An international working group consisting of high level scientists explored the exist-
ing basis and what is needed in the future for the support and further development 
of public health and for a new commitment to public health – in particular in terms 
of academic public health and global health research, the translation of scientific 
progress into better health of the population, as well as supporting institutions and 
structures. The working group also considered the diversity and quality of the pub-
lic health workforce, research support and its translation into practice including an 
educated and empowered population. Special attention is also given to Germany’s role 
and responsibility to support global health initiatives.

The process leading up to this statement involved over 70 representatives from sci-
ence, industry and society from 12 countries who participated in 7 workshops over a 
period of 2 years. We are particularly thankful to the members of the working group 
who took up this important task.

Halle (Saale) and Berlin, June 2015

Prof. Dr. Jörg Hacker
President of the

German National Academy of 
Sciences Leopoldina

Prof. Dr. Günter Stock
President of the

Union of the German Academies 
of Sciences and Humanities

Prof. Dr. Reinhard F. Hüttl
President of the

acatech – National Academy of 
Science and Engineering
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6 Executive summary

Executive summary 

It is time for a new effort to strengthen 
public and global health in Germany. 
Public health is the science and practice 
of preventing disease, prolonging life 
and promoting health through the inte-
grated and organised efforts of society 
at all levels. Increasingly this includes 
not only national action but also coop-
eration at European and global levels. 
Examples of successful public health 
interventions include the following: the 
reduction of infectious diseases, notably 
human immunodeficiency virus (HIV), 
and cardiovascular disease, the protec-
tion of non-smokers, and advances in 
health and safety at work. There have 
been important breakthroughs in iden-
tifying risk factors (behavioural, bio-
logical and environmental), improving 
health system performance and devel-
oping sound health-relevant practices. 
Public health is more than medicine: its 
implementation requires action across 
sectors and involvement of the whole of 
society. 

Public health is an important inte-
grative science, translating basic research 
into better health of populations. Present 
academic structures for public health re-
search and teaching in Germany are frag-
mented and, despite continuing efforts 
and progress, do not always meet na-
tional needs and international standards 
in either scope or scale. Although there 
are excellent individuals and institutions 
working in public and global health in 
Germany, as can be concluded from pub-
lication and citation analysis and other 
indicators, they need increased political 
support, improved structures and signifi-
cant research investment.

At the national level, successful 
public health interventions in Germany 
have traditionally been built on advances 
in hygiene and communal welfare systems 
historically focused on reducing infectious 
disease. In recent decades this has shifted 
to action on HIV, and non-communicable 
diseases, particularly cardiovascular dis-
ease and the protection of non-smokers. 
Germany can be proud of its great public 
health tradition; however, after the disas-
trous approach to public health taken by 
the National Socialist regime, it required 
several decades for Germany to rebuild a 
public health commitment. 

Today Germany can look back on 
some major accomplishments in public 
health. Nonetheless – as in all countries – 
there are continuing and new challenges 
from communicable and non-communi-
cable diseases, an ageing population and 
increased pressures on health-care sys-
tems. These contribute not only to the ris-
ing costs of health care, but they also incur 
significant other costs for society. There is 
a growing need to promote healthy living, 
to create a supportive environment for in-
dividual- and community-based preven-
tion and to address social determinants 
of health through integrated measures 
across traditional borders of responsibil-
ities. “Health-in-all policies” has to be-
come a priority in science, in politics and 
in civil society. 

The requirement to strengthen na-
tional public health is linked to tackling 
the challenges of global health. Germa-
ny can make an increasing contribution 
to international cooperation, especially 
in those areas in which it has significant 
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experience, for example in research, in-
novation, universal health coverage and 
social protection. Implementing what we 
already know from the evidence base can 
make a dramatic improvement in global 
health and benefit all countries. 

Considering the previous signifi-
cant contributions of Germany to med-
icine, health, humanitarian causes and 
social policy, a more proactive policy of 
international commitment of Germany 
is timely. In the area of global health in 
2013, the German Government published 
a statement on its intentions to take up 
the challenges and make global health 
a priority of German policy. This was 
pronounced by the Federal Minister for 
Health at the World Health Summit 2013 
and was highly applauded by the inter-
national community. The World Health 
Summit itself is a testimony to these in-
tentions, since it was supported from the 
beginning by the German Government 
and is being held under the patronage of 
the Chancellor of Germany and the Presi-
dent of the French Republic. 

The starting point for this state-
ment is: “Is Germany fulfilling its poten-
tial in public health and responding to the 
global challenges?”. 

Analysis based on international 
comparisons indicates there are current 
gaps and opportunities: in health promo-
tion and disease prevention, infectious 
disease outbreak management, analysis 
of large health data sets, in global health 
leadership and in responding to ad vances 
in science and technology. There is also 
insufficient communication between 
 policy-makers and academia and there 
are greater opportunities to use robust 
evidence to inform policy options. More-
over, German public health research and 
successful experiences in public health 
practice have not found their reflection in 
the global health debate to the extent that 
they deserve. 

We focus our statement therefore 
on two areas:

a) how to improve the contribution of ac-
ademia to strengthen public health out-
comes in Germany and 

b) how reformed academic public health 
capacities in Germany could contribute 
to a strengthened role at national, Eu-
ropean and international levels. 

Our messages are directed to aca-
demia and its funders and other research 
institutions, public health professionals, 
policy-makers across sectors at the feder-
al, Länder, county and municipal levels, 
other parts of the health economy includ-
ing insurance, pharmaceutical and other 
commercial sectors, and international 
partners in the European Union (EU) and 
global organisations.

Our statement draws on an exten-
sive, very open, broad and in parts contro-
versial public discussion, especially on the 
outputs of seven workshops organised in 
2013.

Our recommendations cover major 
areas of public and global health and are 
summarised as follows.

1 Education and training

1.1 Building better connections between ac-
ademic public health, public health practi-
tioners and society in Germany. Academies 
can play an important role in initiating and 
supporting public health programmes at 
various levels and promoting a spirit of 
public discussion, for example with respect 
to new technologies, ethics and strategic 
orientation. A strong public health service 
(Öffentlicher Gesundheitsdienst [ÖGD]) 
and adequate training are important fac-
tors for a functioning public health system.

Among the actions needed to im-
prove training are the following:
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a) agreeing on coordinated and joint career 
development objectives, 

b) sharing evidence, expertise and per-
spectives, 

c) incorporating interdisciplinary and in-
ter-sectoral thinking to encompass a 
broad range of disciplines together with 
teaching skills for research methodolo-
gies and 

d) supporting learning for leadership and 
advocacy.

These activities should also help to 
raise the esteem of the profession and en-
sure that careers in public health become 
more attractive.

1.2 Opening new career paths and provid-
ing diversity in the public health work-
force at national, European and global 
levels.

1.3 Organising coherent national provision 
of education programmes in public and 
global health with an inventory of quali-
ty-assured courses, together with strong 
commitment to continuing professional 
development and distance learning includ-
ing massive open online courses (MOOCs) 
(in European or international partnership).

1.4 Including public and global health 
components in the curriculum of all 
health professionals and other sectors, 
particularly in the social and environmen-
tal sectors and foreign policy. The concept 
of “health-in-all policies” needs to be in-
cluded as early as possible in education 
and training. 

2 Research

2.1 There must be new emphasis on in-
terdisciplinary research, while main-
taining standards of excellence. This has 
implications for funding agencies in eval-
uating research proposals and peer review 
as well as for the structure of university 
departments. Public health will need to 

be developed as a truly interdisciplinary 
science, and the respective structures to 
support this need to be established and 
linked to other relevant German research 
strengths (for example, the study of cli-
mate change). This must be achieved in-
dependently of existing faculty bound-
aries and must avoid fragmentation of 
research objectives and outputs.

2.2 One major priority is to develop an 
innovative global health research agenda 
that reflects the changing burden of dis-
ease. Such research should bring together 
different sectors, areas of expertise and 
countries to develop effective policies, 
programmes and strategies to improve 
health through non-health sector inter-
ventions and strengthen health systems. 

2.3 There must be a coordinated effort to 
employ the significant unused potential 
of randomised trials, cohort and obser-
vational studies to answer public health 
questions.

2.4 There must be more investment in 
new research areas in public and global 
health programmes in addition to classi-
cal epidemiology and population-based 
data sets, and in the social and behav-
ioural sciences, for example genomics and 
other Omics on a population basis.

2.5 More research effort is required to un-
derstand cross-cutting issues including 
the broad field of inequality and social de-
terminants that influence health. 

2.6 Current EU legislative efforts to pro-
tect personal data and enhance privacy 
are of considerable importance, but it is 
also important to set the balance between 
protection of the individual and the pub-
lic good of health research and health of 
society. It is critically important to ensure 
that EU legislative measures to regulate 
personal data protection do not introduce 
new obstacles to health research and im-
proved health.
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live up to international standards and to 
reach a further qualitative leap, academic 
public and global health needs to be inde-
pendent. Developing a strategy for coordi-
nation must build on and further develop 
the excellence in disciplines already found 
in the universities and in other institutions, 
and on the experience in public health 
practice. The strategy must also capitalise 
on current developments in the science 
base in Germany, on regional strengths in 
research and teaching and on international 
experiences and examples of best practice. 

Whatever the structural option 
chosen, it will need to be of high quality, 
supported by sustained funding and ac-
companied by a continuous commitment 
to monitor the impact of reform and to as-
sist the public health community in devel-
oping joint responsibility for the import-
ant national needs and global challenges. 
Whatever path will be followed, univer-
sities will need to play a strong role. The 
status quo is not an option. 

Among the options for new struc-
tures are the following:

4.1 “Public and Global Health Network 
Germany”
Such a network would strengthen current 
structures and improve coordination, col-
laboration, and national and international 
networking. There would be great value in 
developing a strategic national compet-
itive funding programme to support this 
in a competitive merit-based manner. 
This could be initiated by funding bodies 
in Germany and should be open to es-
tablished funding mechanisms including 
individual grants, special research grants 
and “clusters”. This competitive funding 
scheme could be supplemented by grants 
from the Federal Ministries and from the 
Länder. 

Such a competitive process and a 
detailed strategic analysis of existing or 
emerging centres may well result in the 

3 Translation of research outputs 
and public engagement

3.1 Commitment to translation is essen-
tial if research results are not to be wast-
ed. Academia has the role and responsi-
bility not only to generate fundamental 
and applied knowledge but also to iden-
tify and to advise on ways to implement 
that knowledge for health, policy devel-
opment, public dialogue and internation-
al collaboration, and to evaluate the con-
sequences of new health interventions 
and policy measures. Academia also has 
an important role to be a voice of social 
critique and advocacy for public health.

3.2 Translation in public and global 
health requires open dialogue and strate-
gic relationships between academic pub-
lic health, policy, the private sector, the 
health industry and civil society in Ger-
many, across the EU and globally.

3.3 We strongly recommend increased 
public engagement in the health debate at 
all levels, finding new ways for the citizen 
to access health information and services, 
and to be actively involved in research. 
The academies are well placed and have 
a responsibility to participate in this pro-
cess because of their structural interdisci-
plinarity and their independence. 

3.4 Germany must also take an active role 
in the debate on what should be covered 
by the EU mandate for public health. The 
academies of sciences and the major re-
search organisations must continue their 
leading role to mobilise the scientific 
community to provide the sound evidence 
base to advise policy makers in Germany, 
the EU and at a global level.

4 Structural options for reform

There is consensus that academic public 
and global health in Germany is at a high 
scientific level but it is too fragmented. To 
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coordinating centre to provide coherence 
to the framework overall.

4.3 “Institute for Public and Global Health”
An already existing or a newly founded in-
stitute takes on responsibility to promote 
and support public and global health re-
search, teaching and policy in Germany. 
Other institutions in this field could and 
should collaborate and network with this 
institute. Elements from 4.1 and 4.2 can 
be integrated here.

4.4 “German Centre (or Foundation) for 
Public and Global Health”
This option would be based on a new, 
strong central institute, a hub, which 
would have the important task to support 
and coordinate an affiliated national net-
work and thereby ensure that support of 
excellence in research and teaching is as-
sured in all qualifying centres throughout 
the country, especially in the universities 
but also involving non-university institu-
tions. Such a structure could and would 
have to provide more stability than a loose 
network, special funding programmes or 
a virtual institute. It should be aimed at 
a close cooperation of universities, uni-
versities of applied sciences, research in-
stitutes and the public health service in 
order to achieve an efficient transfer of the 
results and encourage research on public 
relevant topics. This structure could take 
advantage of the competences and expe-
rience in the science, coordination and 
governance at universities and at the DZG 
as well as the RKI. In any case, the uni-
versities are important partners to ensure 
that public health education and teaching 
are strengthened. It can be envisaged that 
university departments, working groups 
or other institutions, even outside Germa-
ny, become formal external members of 
the new centre, including participation in 
its governance. The different legal struc-
tures of the different DZGs as well as that 
of the Berlin Institute of Health (BIH) 
should be studied as possible models of 
governance and funding for such a Centre. 

establishment of three or four major Pub-
lic Health Centres situated at universities 
in Germany, bringing together relevant 
disciplines such as epidemiology, health 
system sciences, biostatistics, social 
sciences or medicine. This would certainly 
provide a new stimulus for the field but it 
would need an element of coherence and 
continuity. 

The network’s structure could also 
take advantage of the already existing 
competences and experience at universi-
ties and at established German Centres 
for Health Research (Deutsche Zentren 
der Gesundheitsforschung [DZG]) with 
disease orientation by German universi-
ties and Helmholtz Centres, as well as the 
Robert Koch Institute (RKI), and must 
link with other public health services 
to create critical mass. It has to be clear 
that the universities are important part-
ners; otherwise it will not be possible to 
obtain one of the main objectives, namely 
to strengthen public health education and 
teaching. It will also be crucial to involve 
from the very beginning the respective 
planning and advisory institutions at the 
level of the state and federal governments. 
In practical terms, it may be feasible to 
capitalise on the Helmholtz Association of 
National Research Centres in medical dis-
ciplines as well as the Leibniz Institutes, 
Max Planck Institutes, the Fraunhofer In-
stitutes, federal agencies such as the RKI 
and others who already have activities and 
programmes in public health, to provide 
new partnerships, funding opportunities, 
coordination and critical mass. 

4.2 “German Virtual Institute for Public 
and Global Health” 
This would start with a central virtual co-
ordinating structure including the actors 
mentioned in item 4.1 to catalyse devel-
opments and, in addition, to explore what 
can be added by EU networking. It may 
also be desirable to combine elements 
from the different options: individual 
centres to lead on particular topics, with a 
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5 Next steps

The strategy to be devised must be suf-
ficiently flexible to cope with rapid 
 advances in science and technology as 
well as new and growing public health and 
global health challenges. It must embrace 
all stakeholders and must ensure that the 
structural options to be pursued satisfy 
the criteria and goals set out in our state-
ment. We therefore do not recommend 
one single option to be pursued but rath-
er aim to initiate a concrete and goal-ori-
ented process that will lead to a widely 
accepted, new and efficient structure for 
public and global health. 

To reach this goal we recommend 
the establishment of a national “Public 
and Global Health Initiative (PGH Initi-
ative)” and immediately to create a PGH 
Initiative Founding Committee to make 
the best use of these recommendations. 
This is urgent in view of the new chal-
lenges that will arise from the adoption 
of the sustainable development goals at 
the United Nations in 2015. The PGH In-
itiative Founding Committee should have 
a broad national and international rep-
resentation. It should steer forceful action 
on the basis of the above recommenda-
tions within an agreed timetable.
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1 Introduction

and social (Rose, 1992; UCL Institute of 
Health Equity, 2013; European Portal for 
Action on Health Inequalities2). Inequali-
ty in income is itself an independent and 
important factor explaining health in-
equality although it is also the case that 
poor health can induce downward social 
mobility, especially when linked with 
weaknesses in welfare provision. Men 
from the lowest quintile in the social gra-
dient have a life expectancy more than 10 
years shorter than men from the highest 
quintile (Lampert and Kroll 2006) and 
the onset of morbidity begins, on aver-
age, 4 years earlier (Leopoldina & acatech, 
2010). These socially induced health in-
equalities continue to grow in many parts 
of the world (Olshansky et al., 2012). 

Public health is more than medi-
cine but all of the disciplines and func-
tions contributing to public health share 
a common, essential feature in requiring 
a strong evidence base to inform action. 
This statement is based on 

1. the premise that public health is an inte-
grative science, which takes a sys temic 
view of all the health-related fields 
 encompassing policy and  practice, for 
the health of the population, exploring 
the determinants of health, interven-
tions and their outcomes (“new public 
health”, “one health”), and 

2. the assessment that in aggregate, pre-
sent academic structures, in research 
and teaching in Germany, despite ma-
jor efforts and considerable progress at 
all levels in academia and politics, leave 

2 Cf. http://www.health-inequalities.eu/HEALTHEQUI-
TY/EN/about_hi/marmot_reviews (accessed 7 August 
2014).

1.1 The societal aspects of health: 
health is more than medicine

At the beginning of the 20th century in 
Germany, the life expectancy at birth was 
48 years for women and 45 years for men. 
Today it is 82 and 77 years respectively 
(Leopoldina & acatech, 2010). The gain in 
life expectancy was achieved initially by 
overcoming infant and childhood mortal-
ity but now also extends to the later years 
of the lifespan (Klenk et al., 2007). Falls 
in mortality are associated with many 
different causes of death and show the 
combined effects of economic growth, im-
proved health care and successful health 
policies (for example, tobacco control, 
better working conditions and road traf-
fic safety) (Mackenbach et al., 2013). This 
high, and probably still growing (Oeppen 
& Vaupel, 2002) longevity is a novelty in 
human history.

However, the odds of living longer 
are not equally distributed in Germany 
(Leopoldina & acatech, 2010)1 and life and 
health expectancy are reduced in groups 
with lower income, educational attain-
ment or occupational status, with poorer 
access to health services or with differ-
ent unhealthy behaviours (in particular, 
smoking, alcohol, diet, substance abuse 
and lack of physical exercise). Risk be-
haviour is often related to socio-econom-
ic status. As the primary determinants 
of disease are economic and social, so 
then its remedies must also be economic 

1 Demographic challenges are also discussed in a recent 
statement focusing on demographic change in Europe 
– examining the current transitions, their causes, conse-
quences and implications for policy (Austrian Academy 
of Sciences et al., 2014).

http://www.health-inequalities.eu/HEALTHEQUITY/EN/about_hi/marmot_reviews
http://www.health-inequalities.eu/HEALTHEQUITY/EN/about_hi/marmot_reviews
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room for significant improvement as 
they do not always meet national needs 
and international standards in either 
scope, structure or scale.

1.2 Public health: achievements 
and challenges

Public health encompasses the organised 
efforts to improve the health of the pop-
ulation. Much has been accomplished in 
public health in Germany in recent dec-
ades, to educate public health profession-
als for work in both the public and private 
sectors, and with substantial achieve-
ments in health services, research and ep-
idemiology. Examples of successful public 
health interventions include the reduction 
of infectious disease, notably HIV, and 
cardiovascular disease, the protection of 
non-smokers, and advances in health and 
safety at work. There have been important 
breakthroughs in identifying risk factors 
(behavioural, biological and environ-
mental), improving health system perfor-
mance and developing sound health-rele-
vant practices. 

There has been a shift in the bur-
den of diseases from communicable to 
non-communicable3, and it is very im-
portant to continue to build on current 
knowledge and generate new knowledge 
in tackling risk factors (such as smoking) 
and preventable diseases such as coronary 
heart disease, stroke, cancers, diabetes, 
allergy and mental disorders, as well as 
infections.

3 Detailed discussion of estimates of the burden of 
disease, globally and in Europe, can be found in the 
work of the World Health Organization (WHO) (http://
www.who.int/topics/global_burden_of_disease/
en/, accessed 18 November 2014) and the Institute for 
Health Metrics and Evaluation (http://www.healthdata.
org/results/topics, accessed 18 November 2014) and 
in the scientific literature, for example “Global Burden 
of Disease Study 2010, published in the special issue of 
The Lancet, 13 December 2012 (http://www.thelancet.
com/themed/global-burden-of-disease, accessed 18 
November 2014). 

The health improvements can be 
attributed to improved living conditions, 
social innovation and reform as well as 
to medical advances. Nonetheless, there 
are continuing and new challenges from 
communicable and non-communicable 
diseases, an ageing population, increased 
pressures on health-care systems, and 
the need to promote healthy living, create 
supportive environments and decrease 
health inequities. The challenges are com-
pounded by a lack of coherent structure 
for public health education in Germany, 
and resources have declined. At the same 
time, there are new opportunities to tack-
le public health challenges by capitalising 
on scientific advances, for example in ge-
nomics. However, new technologies may 
bring new or revived ethical questions and 
the rapid pace of advance in the health 
sciences can often be contrasted with the 
conservatism of health systems.

Health targets have been developed 
for Germany, for example by the Advisory 
Board of the Health Ministry (Sachver
ständigenrat zur Begutachtung der Ent
wicklung im Gesundheitswesen) and the 
Health Targets Cooperative.4 However, 
the political commitment to these policy 
recommendations has not been strong 
and there is continuing need to reinforce 
the setting of health goals for society, 
based on sound empirical evidence.  Better 
mechanisms for the dialogue between 
 academia and policy-makers could pro-
vide new impetus for action.

1.3 Contributions by the academic 
sector to public health

Health is a fundamental human right and 
governments have considered it an im-
portant goal to assure the health of the 
public. But they cannot do this alone. The 
academic sector must help to drive the 

4 Cf. http://www.gesundheitsziele.de (accessed 18 No-
vember 2014).

http://www.who.int/topics/global_burden_of_disease/en/
http://www.who.int/topics/global_burden_of_disease/en/
http://www.who.int/topics/global_burden_of_disease/en/
http://www.healthdata.org/results/topics
http://www.healthdata.org/results/topics
http://www.thelancet.com/themed/global-burden-of-disease
http://www.thelancet.com/themed/global-burden-of-disease
http://www.gesundheitsziele.de
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inter-sectoral engagements and partner-
ships with government and inform eco-
nomically sustainable policy development 
in all sectors to attain health goals. There 
have been some developments in schools 
of public health in Germany over the past 
years but they are not yet in a position 
to capitalise fully on their strong history 
nor effectively to play the international 
research and training role to which they 
should aspire and which is expected from 
Germany in terms of its international role 
and engagement. Improvement requires 
synergy between the different academic 
institutions to reform infrastructure and 
build better links between academia, pub-
lic health services, the private sector, the 
policy-making community and civil socie-
ty, to be described in subsequent chapters 
of this statement. Given the increased ex-
pectations of public health, greater invest-
ment in public health sciences is crucial 
(Wellcome Trust, 2004), with renewed 
emphasis on the prevention of disease and 
promotion of good health rather than fo-
cusing on treating ill health.

Academic institutions can and 
must play a bigger role in the generation 
and dissemination of fundamental knowl-
edge for improving public health: creating 
knowledge to solve problems, rather than 
simply investigating them. Academic in-
stitutions have additional responsibilities: 
to educate the health work force; to evalu-
ate the success and sustainability of health 
outcomes; to advocate and enable policy 
and practice to be evidence-based when-
ever possible; and to evaluate  whether 
resources are allocated effectively and 
efficiently. To fulfil these roles, strong 
academic expertise in public health is in-
dispensable; this necessitates the integra-
tion of public health with a wide range of 
disciplines from basic biological research, 
medicine, social, environmental and po-
litical sciences, economics and law. A 
strong and stable institutional interaction 
of the public domain with the private sec-
tor and civil society is also crucial for the 

success of this approach. It is essential to 
ensure that the outputs from public health 
research are communicated and used to 
inform policy-making. This requires op-
timising mechanisms – building on the 
models of good practice already available 
– to implement and sustain connections 
between the academic and policy-making 
communities.

It is also vital to combine teach-
ing and research but now, more than 20 
years after public health was relaunched 
in German universities with federal fund-
ing according to international models (see 
chapter 6 for further discussion), public 
health teaching is still strongly influenced 
by research from outside Germany. Public 
health research in Germany in many in-
stitutions is at a high academic level, but 
frequently is fragmented, and clear federal 
public health research aims or mechanisms 
are still to be defined. Most public health 
practice – which could serve as the basis 
for research – is conducted in Germany 
decentralised at the state level (Länder). 
Neither public health needs, nor public 
health research needs, are yet guided by 
a long-term strategy and policy from cen-
tral federal level (Bundesebene). There are 
interdisciplinary approaches already suc-
cessfully integrating important academic 
functions, for example the Helmholtz Cen-
tre in Munich and the German Centres for 
Health Research (Deutsche Zentren der 
Gesundheitsforschung [DZG]) with their 
public information services, as well as ed-
ucational institutions such as the Petten-
kofer School of Public Health and other 
leading research centres such as the Rob-
ert Koch Institute (RKI). However, there is 
room to do much more to develop a range 
of structures to deliver and integrate re-
search and teaching, underpin the trans-
lation of knowledge to practice (Vigno-
la-Gagne et al., 2013) and vice versa.
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1.4 Sustainable development and 
global health

Improvement in public health is addition-
ally important because of the economic 
consequences.5 There is a well-estab-
lished impact of better health on labour 
productivity and gross domestic product. 
Moreover, public health policy, health 
economics and health technology assess-
ment (HTA) are particularly important, 
given the limitation of scarce resources, 
at a time of increasing technological pos-
sibilities, because they can direct effort to 
support population health and diminish 
or preclude the need for other, more cost-
ly and potentially less effective, interven-
tions (McKee et al., 2010). However, the 
earlier focus on improving health to sup-
port economic development is now being 
shifted towards a broader emphasis on 
sustainable development (Anon., 2012) 
where the health sector has a new vital 
role to play. The core priorities for health 
in the post-2015 sustainable development 
agenda have been discussed by the World 
Health Organization (WHO) and others 
(Berkley et al., 2013), and the InterAcade-
my Partnership (IAP) global network of 
academies published a statement focusing 
on the importance of health for the post-
2015 strategy (IAP, 2013).

National actions in public health 
can only be regarded as sustainable if 
they are considered in their international 
context. Strengthening research, teaching 
and policy formulation in national public 
health capacities will enable Germany to 
make a growing contribution to tackling 
the challenges in global health that tran-
scend national borders, for example those 
relating to climate change. In support of 
global objectives, governments around 
the world have to ensure good govern-
ance of health systems, to provide equity 

5 Cf. Commission on Macroeconomics and Health (2001), 
progress reviewed in the report Global Health 2035 
(http://www.globalhealth2035.org, accessed 18 Novem-
ber 2014).

of access to health care and to ensure that 
a basic health infrastructure, accompa-
nied by good quality practice, is present. 
There is increasing debate about the ex-
tent of the responsibilities of individuals, 
intergovernmental and non-governmen-
tal organisations (NGOs), academia and 
industry regarding the promotion and 
protection of global health. These respon-
sibilities have to be carefully defined. 
A strong case can be made that global 
health problems require a cross-sectoral 
approach and can best be tackled in an 
integrated way across a broad policy 
front with strong support from academ-
ia. Initiatives in global health policy must 
be accompanied by attention to social, 
educational, employment and econom-
ic policy, and by action on, for example, 
agricultural systems (such as improved 
crop breeding) and on the environment 
(addressing climate change and clean-up 
of toxic waste) (Hacker, 2010). 

The recent strategy statement 
(2013) from the Federal Government, 
“Shaping Global Health, Taking Joint Ac-
tion, Embracing Responsibility” sets out a 
comprehensive agenda for global roles for 
Germany, based on three principles:

• protect and improve the health of the 
population in Germany through global 
action,

• enhance global responsibility by pro-
viding German experience, expertise 
and funds,

• strengthen international institutions 
for global health.

These principles underpin much of 
the analysis and discussion in the present 
statement, emphasising that many di-
mensions of public health are now glob-
al and that it must be a shared objective 
to ensure that German health policy is 
speaking with one voice across sectors 
and across national and global goals to 
provide an integrated and coherent strat-
egy, and to maximise impact. 

http://www.globalhealth2035.org
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Our statement focuses on academ-
ic structures and their essential functions 
but makes its analysis and recommenda-
tions within the broader context of nation-
al, regional and global public health de-
velopment objectives and achievements, 
which, of course, require the involvement 
of many professionals from outside aca-
demia, particularly from the public health 
service.

The following chapters describe 
some of the opportunities and challenges, 
and the implications for reforming aca-
demic public health, in more detail. This 
is a critical time to consider the issues, be-
cause “There is a need for public health 
professionals to proclaim what they have 
achieved, what more they can achieve 
in the future, and the dangers of failing 
to invest in a skilled public health work
force.” (Tulchinsky and McKee, 2011). 
And, as former President Barroso of the 
Euro pean Commission has emphasised 
(Bonk et al., 2013): “There is no better 
indicator of the true wealth of a society 
than the state of its health systems, their 
effectiveness and inclusiveness.”
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2 Objectives and remit of the statement

op national governance structures and 
critical mass to prepare for a future that, 
increasingly, encompasses global health 
goals.

We aim to clarify what public health 
in Germany should achieve and what aca-
demic structures – for research and teach-
ing, and their use to inform policy and 
practice – would enable this achievement. 
Our approach involves the following:

1. Analysis of the present situation and 
development of strategic recommen-
dations to improve academic institu-
tions, their funding and performance in 
public health in Germany. This analysis 
includes comparison of academic struc-
tures and their resources found to be 
effective in other countries.

2. In recognition of the importance of the 
expanding field of global health, we ex-
plore options for how reformed academ-
ic public health capabilities in Germany 
can contribute pro-actively to a strength-
ened role at an international level and 
for further improving the structures 
which are needed to assume such a role 
in evidence-based global health. 

Recommendations are made with 
regard to the structures needed by pub-
lic health institutions in Germany to 
enhance research, education, policy de-
velopment and public awareness – to 
improve public health on a national lev-
el and to strengthen Germany’s role in 
global health.

The following chapters in this state-
ment draw on Working Group discussion 
of some key questions:

This statement takes as its starting point 
the following question: is Germany ful-
filling its potential in public health and 
responding to the global challenges? Tak-
ing a problem- and asset-based approach, 
analysis based on international compari-
sons indicates where Germany is not al-
ways attaining excellence. Germany is 
falling behind in terms of life expectancy 
and in dealing with some rapidly growing 
challenges such as obesity and diabetes as 
well as other non-communicable disor-
ders. For example, Germany has among 
the highest costs from cancer in the EU 
(Luengo-Fernandez et al., 2013), despite 
also being, historically, one of the biggest 
funders of cancer research. Clarification of 
the implications of these statistics needs 
to take account of possible differences in 
the type of cancers between countries. 

How then should Germany invest to 
better effect particularly in health promo-
tion and disease prevention or infectious 
disease outbreak management, while 
also ensuring consistent health standards 
throughout the country, analysing large 
data sets and using robust evidence to in-
form policy options to cope with present 
and future opportunities and challenges? 
What resources would be needed to sus-
tain this new commitment, in terms of the 
diversity and quality of the public health 
workforce, support for excellent research 
and its translation to practice and an ed-
ucated and empowered population? What 
are Germany’s global responsibilities? 

The statement seeks to identify 
immediate and longer-term options for 
building on current strengths in public 
health and cognate disciplines, to devel-
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• What is public health – is it understood 
differently in different countries?

• What is the history of public health in 
Germany – science and structures – and 
why is it currently problematic? What 
is the European context (other Member 
State capacities, European Commission 
objectives and WHO frameworks)?

• How is public health organised in dif-
ferent countries in terms of processes 
and priorities, and what is the impact 
on its functioning? What are the nec-
essary disciplines and competencies? 
What are the relative roles of the public 
and private sectors and what tensions 
arise at the interfaces? How is civil so-
ciety included?

• What are the global public health chal-
lenges? How should advances in science 
and innovation be taken into account? 
How can national initiatives in devel-
oped countries influence global health 
in low- and middle-income countries? 
What are the issues for global govern-
ance?

Our messages are directed to the 
following:

• Academia and its funders (in particu-
lar, universities, the Helmholtz Associ-
ation, Leibniz Association, Max Planck 
Society, Fraunhofer Society or federal 
agencies such as the RKI ).

• Policy makers in parliament and the 
Ministries (in particular for Health, 
Education, International Cooperation, 
Foreign Affairs, Environment, Eco-
nomic Affairs, Research) and those at 
the German Länder.

• Other parts of the health economy, for 
example insurance and pharmaceutical 
companies, med-tech companies.

• The many actors and organisations in 
civil society committed to health at the 
local, national and global level.

• International partners, for example 
in the European Commission, other 
European funding bodies and global 
organisations, in particular WHO, the 

United Nations Educational, Scientific 
and Cultural Organization (UNESCO), 
the United Nations Environment Pro-
gramme (UNEP) and other United Na-
tions (UN) bodies.

The statement aims to identify where 
there is consensus, what is still contro-
versial and what requires further analysis. 
The primary focus is on developing rec-
ommendations for academic institutions 
in Germany, to enable them to contribute 
locally, nationally and internationally, and 
for governmental agencies as funders and 
partners. The roles of private and public 
sectors always need to be considered as 
complementary players. Much of the dis-
cussion of key issues will also be relevant 
for other countries and there is a need to 
strengthen the voice of the German public 
health community in the debate outside 
Germany. The Leopoldina as Germany’s 
National Academy of Sciences will togeth-
er with her partner academies acatech 
and the Union of the German Academy 
of Sciences subsequently consider the 
options for working together with other 
academies in the EU and worldwide to de-
velop further insight, share good practice 
and stimulate action.
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3 The goals and functions of public health

3.1 Scoping workshop

Drafting of this statement was informed 
by a series of seven workshops in 2013, 
organised by the German National Acade-
my of Sciences Leopoldina with topics set 
by a planning group of the Leopoldina’s 
Praesidium with participation of the Leo-

poldina’s Commission on Health and the 
Standing Committee of the Leopoldina. 
Outputs from these seven workshops have 
been published6 and the first workshop 
(Box 1) introduced many of the themes 
considered in further detail in subsequent 
workshops and throughout this state-
ment.

6 Workshop results are published on http://www.leopol-
dina.org. 

Box 1: Workshop discussion points: history of public health in Germany and abroad: 
developments, definitions, national and global challenges.

Developing and maintaining effective public health systems requires the political will to shape 
a society’s social and economic conditions with appropriate interventions in law, infrastruc-
ture and health. Examination of the history of public health and its embededness in insti-
tutions is necessary to understand previous impact and current developments in Germany, 
in particular the relationships with clinical medicine and societal developments. This under-
standing is also necessary to elucidate what future options are possible.

Historically, public health has been focused as a national undertaking but increasingly has 
wider, international, dimensions; global responsibilities now represents a major opportunity 
and challenge. Among other relatively recent changes in public health are (1) the increasing 
involvement of civil society and the recognition of citizen’s rights, such that what was au-
thoritarian in nature is becoming increasingly participatory, and (2) the interaction between 
the public and private sectors. Increasing forces from the commercial environment neces-
sitate strengthening of the discipline of public health ethics and debate across the sectors. 
The economic argument for public health research (maintaining a healthy workforce, creating 
jobs and growth and encompassing costs to the social protection system and families) is in-
sufficient; public health is also critically important in delivering citizens’ rights, quality of life, 
well-being and global public goods.

Issues for an ethical and policy framework in public health, for consent and choice, have been 
discussed in detail by the Nuffield Council on Bioethics (2007), who described the “interven-
tion ladder” as a way of thinking about the acceptability and justification of different policies 
for public health. The least intrusive step is generally to do nothing; the most intrusive is to 
legislate in such a way as to restrict liberty. The more intrusive the intervention, the stronger 
the justification has to be within the hierarchy of evidence.

http://www.leopoldina.org
http://www.leopoldina.org
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Public health interventions must be based on evidence and should be piloted, but there will 
always be an element of uncertainty which requires the will to act politically. Accompanying 
policies and interventions with research to monitor the progress made, ascertains and rein-
forces the scientific dimensions in implementation. The present significant gap between what 
researchers find and the extent to which health policies change is one reason for the weak and 
haphazard performance of public health systems. The Evidence-Informed Policy Network at 
the WHO Regional Office for Europe (http://global.evipnet.org, accessed 18 November 2014) 
aims to improve access and use of context-specific research evidence to strengthen health 
outcomes. The main barriers to translation are found to be lack of personal relations, irrel-
evant research, mutual distrust between researchers and politicians and disagreement over 
budgets. It is also important to recognise that evidence is not the only pillar of public health 
– consideration of human rights and societal choices are also highly important.

Health is one of the most complex systems. It comprises the biology of the individual, the social 
and physical environment and personal and community lifestyles. Coping with complexity is the 
epistemological challenge of the future. Important sub-fields of public health such as environ-
mental health, community health, behavioural health, health economics, insurance medicine, 
occupational health, gerontology, medical and urban sociology and anthropology, in addition 
to the classic areas in basic sciences and medicine, will all play a critical role in shaping future 
understanding of health and what is called “new public health”. Some originally important sub-
fields in public health have re-emerged, notably consideration of the social determinants that 
will increasingly influence construction of “health-in-all” policies. Recent national and interna-
tional developments have implications for the required multiple competencies demanded of 
the public health workforce, as communicators and partners as well as health experts, their 
continuing education, their need to reinforce the link between research and practice and, of 
particular importance, their interactive role to inform strategic choices by policy makers.

Strategies to achieve better health 
on a population level vary widely around 
the world but many countries have recog-
nised that the status quo is no longer 
sustainable and, therefore, are reforming 
their public health systems. This continu-
ing transformation from “sick care” to ef-
fective prevention and health promotion 
is long overdue and must have high pri-
ority in developing an evidence-based and 
scientifically monitored health strategy. 
Public health science must be part of this 
transformation process to ensure the con-
nection to social and economic reform, 
health promotion and universal access.

Although some of the strategic de-
velopments in this transformation pro-
cess may be new (Box 1), the impetus can 
be traced back to the origins of public 
health (Box 2).

3.2 Characterising and defining 
public health

Health is a fundamental human right, en-
shrined in Article 25 of the 1948 Universal 
Declaration of Human Rights of the Char-
ter of the United Nations. Although there 
are many definitions, one useful character-
isation of health (Huber et al., 2011) is the 
ability to adapt and self-manage in the face 
of social, physical or emotional challenges.

Public health practice, and as an 
academic field, requires multi-sectoral, 
integrated approaches to protect and pro-
mote the health status both of individuals 
and society (Box 1). Public health is an ac-
tive, scientifically justified and shared de-
cision-making process, in a world where 
information circulates fast with enormous 
risks of distortion. 

http://global.evipnet.org
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Box 2: Definitions of public health.

A core definition was provided by Winslow in 1920: “the science and art of preventing disease, 
prolonging life and promoting physical health and efficiency through organized community ef-
forts for the sanitation of the environment, the control of community infections, the education 
of the individual in principles of personal hygiene, the organization of medical and nursing ser-
vice for the early diagnosis and preventive treatment of disease, and the development of the 
social machinery which will ensure to every individual in the community a standard of living 
adequate for the maintenance of health.” 

This definition was adapted (shortened) by Acheson (1988): “the science and art of preventing 
disease, prolonging life and promoting health through organised efforts of society.” The succinct 
definition has now been proposed by WHO (2011) for widespread adoption in view of its impor-
tant characteristics: (1) it is intentionally generic and does not specify particular public health 
priorities, and that it is concerned with the total system and not only the eradication of a particu-
lar disease; (2) it refers to public health as both a science and an art, which is a combination of 
knowledge and action; (3) it focuses on the core purpose of public health to prevent disease, pro-
long life and promote health; and (4) it emphasises public health as an organised social function.

The Institute of Medicine (IOM) (1988) defines “the mission of public health as fulfilling socie-
ty’s interest in assuring conditions in which people can be healthy.”

The Winslow definition has also been very influential in informing other health policy devel-
opment, for example the work of Wanless for the UK government (2004), where the impor-
tance of supporting “informed choices” was re-emphasised. The meaning of public health and 
its various definitions has been discussed extensively elsewhere in the academic literature (for 
example, Verweij and Dawson, 2004).

The term “new public health” has been coined to embrace all the relevant fields for research, 
teaching, policy and implementation. Translation of health research from bench to bedside to 
populations and back is the broad area to be considered under this term.

equalities and identify the actions required 
to implement these instruments. The posi-
tion paper from the German Public Health 
Association (Deutsche Gesellschaft für Pub
lic Health [DGPH]) (Gerlinger et al., 2012) 
addresses these issues in the context of the 
past and present status of public health in 
Germany and the institutions involved.

3.3 Public health disciplines and 
competencies

There are two translational steps in using 
knowledge to improve health. The first 
– most commonly identified as transla-

The health of a population is depen-
dent on a variety of factors: biological and 
environmental influences, social determi-
nants, lifestyles and the status of the health 
system. The social determinants have re-
ceived considerable attention (WHO Com-
mission on Social Determinants of Health, 
2008). For public health to flourish, it is 
vital to take an integrated view of these in-
fluences and their interdisciplinary basis 
(as discussed in the following chapters), to 
recog nise the rapidly emerging new chal-
lenges and the rise of new pressures within 
health systems (Box 1), as well as the con-
tinuing challenge to develop the instru-
ments to reduce socially induced health in-
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tional research – is from science to novel 
health-care interventions. However, there 
is a second, vital, translational step, from 
identifying the interventions and strategies 
known to be effective to well-implemented 
policies and practices in the community. 
This requires public health competencies.

As described in the recommenda-
tions of the US Council of Education for 
Public Health and the European Agency 
for Public Health Education Accredita-
tion7, the core disciplines of public health 
are the following:

• Methods in public health.
• Epidemiology, population health and 

its determinants.
• Health policy and health economics.
• Management and administration of 

health services.
• Health education and promotion.
• Public policy.
• Social and behavioural epidemiology.
• Cross-disciplinary themes including bi-

osciences, evolution, law, ethics, ageing, 
nutrition, maternal and child health, 
mental health, demographics, informa-
tion technology (IT) use, health infor-
matics, leadership and decision-mak-
ing, psychology, sociology, global health, 
marketing, communication and advoca-
cy, health anthropology, human rights, 
programme planning and development, 
public health genomics, technology de-
velopment and health education.

This list provides a basis for the 
required competencies in public health, 
but it needs to be progressively updated 
to take account, for example, of the com-
petencies increasingly required to address 
global health issues, systems issues as well 
as the political and commercial determi-

7 European competencies in public health have been pub-
lished by the Association of Schools of Public Health in 
the European Region (ASPHER). The Agency for Public 
Health Education Accreditation (APHEA) was launched 
in 2011 and will perform accreditation to bring public 
health education to a standard level in Europe.

nants of health.8 Public health activities in 
academia can also be regarded as closely 
linked with work in health systems re-
search and services delivery and HTA9, 
because similar disciplinary skills are re-
quired.

3.4 Public health functions

Governmental involvement in public 
health can be considered in terms of core 
responsibilities (Institute of Medicine, 
1988) for assessment, policy development 
and assurance (Table 1). These responsi-
bilities are discharged in the various set-
tings, including environmental health, 
occupational health, maternal and child 
health, disease prevention, vaccination, 
and global health and require strong aca-
demic underpinning for research and its 
dissemination, particularly via teaching 
and the linkage to policy formulation. 

Table 1: Overarching public health responsibilities for govern-
ment.

Core function Essential public health services

Assessment Identifying challenges and priorities: mon-
itor health status; diagnose and investi-
gate health problems

Policy development Providing solutions to local and national 
health problems and providing conditions 
in which people can be healthy: inform, 
educate and empower people; mobilise 
community partnerships; develop policies 
and plans; enforce laws and regulations

Assurance Creating access to appropriate and 
cost-effective care: link people to health 
services; assure a competent workforce; 
evaluate effectiveness, accessibility and 
quality of health services; research for 
new insights and innovative solutions to 
health problems

Source: Institute of Medicine (1988) and WHO (2011).

8 A perspective on the academic curriculum to deliv-
er these competencies, from the next generation of 
public health specialists, is provided as extra material, 
although it is recognised that this will also need to be 
updated progressively.

9 There is potential for an increasing role of HTA in public 
health, to guide investment and implementation of the 
diverse range of interventions sharing the objective to 
promote efficacy and effectiveness as part of evi-
dence-based practice (La Torre et al., 2013).
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Box 3: Ten essential public health operations 
(detailed definitions and scope are provided in WHO, 2011).

1. Surveillance of diseases and assessment of the population’s health.
2. Identification of priority health problems and health hazards in the community.
3. Preparedness and planning for public health emergencies.
4. Health protection operations (environmental, occupational, food safety and others).
5. Disease prevention.
6. Health promotion.
7. Assuring a competent public health and professional health-care workforce.
8. Core governance, financing and quality assurance for public health.
9. Core communication for public health.
10. Health-related research.

The specific priorities for public health 
operations and services can be classi-
fied in various ways and the detail will 
vary according to context; assessment by 
WHO (2011) is shown in Box 3, compati-
ble with the list of core disciplines for the 

work force as described earlier (section 
3.3). 

These essential operations will be con-
sidered in further detail in the following 
chapters.
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Multiple perspectives must be 
incorporated into public health strate-
gy (Box 1): from provider, researcher, 
insurer, health-care industry and poli-
cy-maker, with respect to a shared value 
of public interest, and recognition that 
all involved must be accountable to the 
public according to defined measures of 
success. There will need to be new em-
phasis on long-term health value. This 
requires new thinking on how to mea-
sure outcomes, how to allocate costs and 
how to maximise social protection. Some 
argue that there has been a dispropor-
tionate emphasis on biomedical deter-
minants of health and disease status at 
the expense of understanding the social 
determinants, and that the current sys-
tem resists pressure for change because 
the focus on specific problems in clinical 
medicine, however soundly based, leaves 
only limited resources for preventive 
measures. In some countries (such as 
the USA [Brandt and Gardner, 2000]), 
there has long been a history of tension 
between public health and clinical medi-
cine. Although this history may seem dis-
couraging, current problems in the bur-
den of disease can be seen to pose new 
opportunities for effective collaboration 
between population-based and clinical 
interventions.

4.2 Living conditions and causality

Many public health challenges are asso-
ciated with lifestyle factors and wider so-
cial determinants but it can be difficult to 
quantify specific contributions (Box 4).

4.1 Introduction

Public health is re-emerging as a political 
priority in many countries. There is need 
to revise public health policies that have 
their origins in a different era when com-
municable diseases were the predomi-
nant threat and challenges were predom-
inantly national. The case can be made 
that public health legislation and policy 
warrants systematic review (Unschuld, 
2014). Academies worldwide can iden-
tify with the advice from the Institute of 
Medicine (2011): “IOM urges govern
ment agencies to familiarise themselves 
with public health and policy interven
tions that can influence behaviour and 
more importantly change conditions – 
social, economic and environmental – to 
improve health.” 

There are significant opportuni-
ties for revived public health systems to 
contribute to the health and economic 
status of the nation. However, it has to 
be admitted (Wanless, 2004), “What is 
striking is that there has been so much 
written often covering similar ground 
and apparently sound, setting out the 
wellknown major determinants of 
health, but rigorous implementation of 
identified solutions has often been sad
ly lacking … In spite of numerous policy 
initiatives being directed towards public 
health they have not succeeded in re
balancing health policy away from the 
shortterm imperatives of health care.” 
Future national and global health poli-
cies must address the repeatedly iden-
tified underlying social determinants of 
health and effect change in pursuit of so-
cietal goals. 

4 Public health challenges, advances and prospects
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Box 4: Workshop discussion points: living conditions and causality.

Many correlations have been observed between living conditions (environmental, social, eco-
nomic and psychological) and health, but interpretation is sometimes controversial. It is of 
central importance to ascertain what correlations are founded on causal relationships and 
what the mediating mechanisms are. Demonstrations of causality with health indicators by 
epidemiological, econometric or other techniques may be difficult because of the complex 
chain of causes involved and the influence of more distant structural factors. 

Finding causal links between living conditions and health status is increasingly important in an 
era of globalisation characterised by significant changes in the nature of work, employment 
and markets. Stress induced in the individual by lack of control over their own life has emerged 
as a major factor adversely influencing health. Disease prevention programmes often fail in 
those with stressful lives because individual behaviour is maintained to cope with current 
stress rather than changed to improve future health. Historically, research on adverse health 
effects of the work environment has concentrated on occupational medicine, specifically the 
chemical and physical hazards, ergonomic conditions and impact of shift work. The modern 
focus is now on occupational health research, analysing the stress-inducing work organisa-
tion, employment conditions and social relationships. It is important to assess the interplay of 
the effects of the social determinants of health throughout the lifespan, their interaction with 
health systems, work systems and the wider context.

Public health recommendations for policy makers must be based on stringent and robust scien-
tific evidence to quantify causal contributions by social factors and to identify what should be 
done to reduce adverse health impacts. There are particular problems in Germany in address-
ing regional health disparities and vulnerable groups with poorer health; specification of these 
problems requires renewed efforts both to analyse the current evidence base and to provide 
long-term commitment to collect new data. The use of robust and relevant evidence in poli-
cy-making requires choice of good methods to inform the decision-maker, using the established 
tools for knowledge translation (Peirson et al., 2013). It is also important to communicate where 
there is uncertainty in the current evidence base and where gaps can be filled by new research.

The increased need to generate and use validated evidence has implications for the public 
health workforce, in recruiting practitioners from a wide range of disciplines, requiring com-
mitment to work cooperatively with other professions, and learning skills in leadership, advo-
cacy and co-working (with governments, NGOs and the private sector, in particular).

when a statistical association was likely to 
reflect true causation (Hill 1965; Academy 
of Medical Sciences, 2007). Work pub-
lished by WHO (2013, UCL Institute of 
Health Equity) uses the living conditions 
case-study approach to review inequities 
in health and develop a new European 
policy framework for health and well-be-
ing with the goal of identifying what in-
terventions can be implemented with 
sufficient scale and intensity to make a 

The issues for assessing causality have 
also been discussed extensively elsewhere. 
For example, a report by the UK Academy 
of Medical Sciences (2007) evaluates the 
evidence for a wide range of environmen-
tal causes of disease, considers causality 
in terms of social and biological mecha-
nisms, and identifies priorities for policy 
action. Recent research analysis has tend-
ed to reinforce the value of the guidelines 
developed by Bradford Hill to help decide 
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difference across the diverse contexts of 
the European region (see also chapter 7).

4.3 Data protection and health 
research

In population research there are increasing 
opportunities to link disease registries with 
other databases of clinical, demographic, 
environmental and socio-economic infor-
mation, to ascertain the influence of risk 
factors and interventions (for example, the 
European Network of Cancer Registries 
[ENCR]10). However, in considering the 
research requirements for assessing cau-
sality, it is important to realise that pro-
motion of health and health research may 
not always be aligned with the objective of 
absolute protection of privacy. Current EU 
legislative efforts to protect personal data 
and enhance privacy are of considerable 
importance but it is imperative to set the 
balance between the public good of health 
research and the protection of the individ-
ual. Any new legislation in the EU to reg-
ulate personal data protection must take 
account of the societal benefits of health 
research and the existing safeguards in 
this area so that new obstacles to research 
are not introduced, intentionally or inad-
vertently (Fears et al., 2013). Population 
research studies may not always be able to 
seek explicit informed consent for use of 
patient information to answer future re-
search questions; this difficulty may be ac-
centuated by the latest revision of the Dec-
laration of Helsinki (Millum et al., 2013).

4.4 Addressing public-private
 sector tensions

The chronic non-communicable dis eases 
are more prevalent in disadvantaged 
groups, and current pressures increasing 
social inequality will exacerbate the burden 
of disease. The determinants of growing 

10 Cf. http://www.encr.eu (accessed 18 November 2014).

health problems such as obesity are com-
plex (Nuffield Council on Bioethics, 2007) 
and the solutions are likely to require sys-
tematic action across sectors to address 
multiple risks (Box 4 and Kickbusch, 
2008). Attempts to study and reduce obe-
sity exemplify how many public health 
challenges are linked with commercial 
interests of transnational companies (for 
example, in production of food and soft 
drinks) – these are now referred to as the 
commercial determinants of health. The 
impact of the commercial environment as 
a social determinant of health warrants 
much more research. Tackling these prob-
lems requires new interaction with the pri-
vate sector and new awareness of consum-
er legislation that has not always been part 
of the traditional public health curriculum. 
There have been missed opportunities for 
sharing effective legislastion worldwide for 
public health: a first step would be to re-
vive databases of evidence-based analysis 
to underpin knowledge transfer and imple-
ment legislation (Attaran et al., 2012). 

Despite concerns about industry 
behaviour, the relationship between the 
public and private sectors need not always 
be confrontational, but must be addressed 
(Nuffield Council on Bioethics, 2007). It is 
important to develop the evidence-based 
environment where shared objectives for 
improving health can be pursued in the 
public interest. For example, the growing 
proportion of older people in the general 
population creates new markets for health 
technologies, there is significant potential 
for industry to develop assistive devices 
and for the public sector to become in-
creasingly involved in the evidence-based 
assessment of such technologies, in the 
setting of standards and in ensuring that 
innovation does not aggravate social 
inequity (Leopoldina, acatech & Akad-
emienunion, 2010). The experience of 
the Innovative Medicines Initiative11, a 

11 Cf. http://www.imi.europa.eu (accessed 19 January 
2015).

http://www.encr.eu
http://www.imi.europa.eu
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pre-competitive partnership between the 
European Commission and the European 
pharmaceutical industry sector provides 
a good example of what can be achieved 
in pursuing mutually agreed interests for 
health priorities, supporting innovation 
by smaller as well as larger companies.

4.5 Prevention and health promotion

The benefits of incorporating prevention 
in practice have become increasingly ap-
parent. Immunisation has made infectious 
diseases such as poliomyelitis, rubella and 
pertussis rare. Early detection of risk fac-
tors (hypertension) and diseases (cervical 
cancer) has decreased mortality and mor-
bidity. Intervention strategies for health 
promotion and disease prevention, and 
the implications for public health systems, 
were discussed in the workshop (Box 5).

Box 5: Workshop discussion points: prevention and health promotion.

Attention to health promotion and disease prevention can contribute greatly to key priori-
ties of health-care systems: improving health outcomes, enhancing patient satisfaction and 
reducing costs. Promoting health is essential in primary care, but secondary and tertiary care 
are also focusing more on wellness and function in the context of living with chronic diseases. 
Population-based approaches, which encompass the concepts and models of epidemiology 
and public health, are essential in the effective management of health care.

The problems of chronic disease and the ageing society are drivers for promotion and preven-
tion. Chronic diseases are the leading cause of death in Europe. The costs of chronic diseases 
are expected to rise (Busse et al., 2010), but there is also a huge prevention potential (Martin 
& Henke, 2008). Accumulating evidence indicates that chronic diseases cluster in co-morbid-
ities with risk factors and social determinants in common (Barnett et al., 2012). In ensuring 
a focus on adding healthy life years, health impact assessment helps policy makers identi-
fy the likely implications of decisions taken in other fields (for example city planning or the 
school curriculum), revealing unintended health risks and leveraging opportunities to improve 
well-being of the community. Such assessment has implications for interdisciplinary research 
and the choice of evaluation methodologies (all necessarily based on sound science) and for 
the level of intervention at which to measure impact, as well as for the linkage between re-
search and practice.

Health literacy is a key tool for prevention, best applied within the broad context of a “pre-
vention society” and as part of an integrated community intervention strategy throughout the 
lifespan. There must be shared commitment in seeking consensus on priorities at a time of 
limited resources. Efforts to increase citizen empowerment will need to reflect ethical consid-
erations (perhaps, particularly, regarding the interaction with the commercial sector) and take 
account of the changing environment in which people live, rather than exclusively focusing on 
individual behaviour. Public health interventions and prevention are often based on economic 
considerations but it must also be realised that health is a value in itself. In view of the public 
health deficits in Germany, it is urgent to build the necessary interdisciplinary structures, capi-
talising on the skills of those who have an international standing and identifying the needs for 
infrastructure and tools to support them.
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Many intervention programmes have 
been evaluated but there are unanswered 
questions regarding which methods and 
components are effective and what is ap-
propriate for transfer to other interven-
tion contexts. In a recent report on the 
culture of prevention in health care, the 
French Académie nationale de médecine 
(2013) raises related issues with regard to 
the importance of effective coordination 
and funding of prevention programmes, 
their scientific evaluation and the im-
portance of health education in schools. 
There is considerable scope for harmoni-
sation of prevention programmes in Eu-
rope (see also chapter 7), because of the 
many similarities with respect to risk fac-
tors, issues of health economics and social 
inequalities, as well as the possibilities for 
doing better in shared collection and use 
of robust evidence.

4.6 Understanding and tackling the 
interfaces

To be successful, public health strategy re-
quires supportive public policies that as-
sure adequate and sustained investment 
for clarifying the important determinants 
of health (Box 4), a strong governmental 
infrastructure and a public health system 
that incorporates the understanding that 
health is everyone’s responsibility (Box 5). 
There are three critical interfaces for ev-
idence-based public health action (Kick-
busch, 2008):

• Global–local: public health can no 
longer be pursued just at the nation-
al level. Its borderless nature requires 
complementary strong national and 
global institutions, mechanisms, in-
struments and funding, as well as the 
shared commitment to global public 
goods.

• Public health–other sectors: the pub-
lic health sector can no longer deal 
with emerging challenges on its own. 
There is a need for new public–private 

partnerships and recognition of the 
importance of “heath in all policies”, 
a horizontal strategy contributing to 
improved population health, depend-
ent on examination of determinants of 
health that can be altered to improve 
health but are mainly controlled by the 
policies of sectors other than health. 
The strategy was introduced during the 
2006 Finnish Presidency of the EU, 
has been a central principle of the Eu-
ropean Health Strategy 2008 – 2013 
(Ståhl et al., 2006) and is an important 
instrument in dealing with the social 
determinants of health and the ability 
to influence them or to compensate for 
their impact on health.

• Technical excellence–political commit-
ment: public health can no longer be seen 
as a purely professional and technical 
endeavour. It needs the support of civil 
society and of political decision-makers 
to address the equity, exclusion and hu-
man rights issues at stake.

Ways in which these interfaces are 
taken into account in policy development 
worldwide are illustrated by two pieces of 
legislation, where government is viewed 
not just as regulator but as partner:

• Norwegian Public Health Act, 2011: 
based on principles that include health 
equity, “health-in-all policies”, sustain-
able development and public participa-
tion. Responsibility for public health is 
accorded to the whole of society rather 
than the health sector alone and this 
has implications for the professional 
basis of public health.

• South Australia Public Health Act, 
2011: espouses similar principles to 
Norway and is characterised by an out-
ward orientation of public health as 
partnership with government, the pub-
lic and private sectors.

The current health policy for Japan 
(2011 – 2015) also emphasises the impor-
tance of national initiatives in strengthen-
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changing environment results in reduced 
fitness (evolutionary trap) and contributes 
to the diseases of civilisation and the grow-
ing burden on health systems. Advances 
in genomics, genetics and epigenetics will 
lead to better understanding of the biologi-
cal causes of ill health, linking the genotype 
to the phenotype in health and disease in 
personalised medicine, through a systems 
biology approach that must also take ac-
count of environmental and societal fac-
tors. Evolutionary medicine (Gluckman & 
Bergstrom, 2011; Nesse et al., 2012, Gant-
en und Niehaus, 2014, Ganten, Spahl und 
Deichmann 2009) is an overarching con-
cept, relating human biology to the dynam-
ics of the environment, to help understand 
disease determinants and inform the new 
thinking to improve public health; that is, 
to change environment and society to fit 
with our human body. The emerging fields 
of Omics (including genomics, transcrip-
tomics, proteomics, metabolomics, micro-
biomics) will contribute largely to our new 
understanding and will probably alter the 
consideration of medicine, health and pub-
lic health in dramatic and currently largely 
unforeseen ways. That is one of the reasons 
why health research needs to be even more 
interdisciplinary in the future.

The workshop on public health 
genomics explored the potential contri-
bution to public health broadly (Box 6); 
this contribution is critically dependent 
on improving the translation from labo-
ratory work to clinical development and 
implementation in routine health practice 
(Vignola-Gagne et al., 2013).

ing multi-stakeholder partnerships with 
other governments, multilateral agencies, 
donors, NGOs, civil society and business 
(Okada, 2010). 

4.7 Incorporating new scientific 
understanding: the example 
of public health genomics and 
evolutionary medicine

In addition to the problem of rapid re-
sponsiveness to current challenges, public 
health systems can sometimes be criti-
cised for failing to look far enough ahead 
to discern new challenges and to capi talise 
on the opportunities arising from pro-
gress in medicine, the natural and social 
sciences and humanities.

One development – used here as 
an example to illustrate the importance 
of building the responsiveness to new in-
formation – may be characterised broadly 
in terms of evolutionary medicine, public 
health genomics and epigenetics (medi-
ating environmental influences on gene 
expression). Now that the genomes of 
so many model organisms have been se-
quenced, it has become clearer that many 
important genes have been functionally 
maintained during evolution. However, 
this conserved biology in humans does not 
necessarily provide flexibility to cope well 
with our more recent environmental and 
societal changes – there is a limit to the 
plasticity of human development (Leop-
oldina et al., 2010). The resultant gap be-
tween our old biology and the new and fast 

Box 6: Workshop discussion points: public health genomics.

Historically, clinical geneticists tended to concentrate on testing for monogenic diseases and 
chromosome disorders whereas public health geneticists addressed common diseases with 
multifactorial origins. Today, an integrated approach is required to strengthen public health. The 
concept of community genetics has been developed to cover the art and science of the respon-
sible and realistic application of health- and disease-related genetics and genomics knowledge 
and technologies in human populations and communities to the benefit of individuals therein.
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Public health genomics was essentially non-existent in Germany, and in many other countries, 
as an academic discipline and as a field in practical medicine, but is now developing. The Na-
tional Cohort in Germany12 is an encouraging programme.

The Genetic Testing Act aims to secure individual autonomy but its lack of definition of 
“screening” allows other testing to proceed outside the Act with troubling consequences for 
quality control and patient management. Commercial provision of genetic testing through the 
internet and direct to the consumer is also creating problems for informed consent, counsel-
ling and quality assurance with potential consequences for health systems13.

Some claims for the value of genomics in personalised medicine are overstated but it is also 
the case that some useful discoveries, notably in oncogenetics and cardiogenetics, are still not 
routinely implemented into health care, to the detriment of effective surveillance and disease 
prevention. For example, it is estimated that 100,000 people die each year in Germany from 
sudden cardiac death, of which 15 % is attributable to a monogenic condition. Early diag-
nosis could lead to prevention by medication, avoiding extreme sports and, where needed, 
implantable cardioverter defibrillators. Similar issues are at stake for pharmacogenetics and 
tailored drug delivery. There are also newly emerging opportunities in many disease areas 
for whole genome sequencing to improve the accuracy of testing. Moreover, the application 
of technology to pathogen genome sequencing offers significant scope for improved surveil-
lance, investigation and control of infectious disease (see Box 7). The opportunities include 
detection of pathogen antimicrobial resistance, patient stratification to optimise treatment, 
and outbreak detection and control. Genomics has also become a significant part of vaccine 
design and antibiotic discovery efforts.

One major concern is the disproportionate pattern of funding for genomics (and other  Omics 
technologies) – the vast majority of the investment going into research and very little to 
downstream implementation, “to do what we know”. Additional obstacles for translation to 
practical application also need to be overcome; in particular, physicians and the public should 
be better informed about appropriate conclusions from research findings. 

The methodological challenges in handling and interpreting large data sets in Omics are also 
relevant for the consideration of other large databases, for example from cohort studies, 
pharmacovigilance and public health surveillance; and there may be generalizable lessons to 
be learnt for devising optimal medical system and other procedures for generating, curating 
and accessing large data sets. Big data, the technology, data protection, interpretation and 
implementation in health care and on a population basis represent continuing challenges. 
International standards will be of great importance.

12 Cf. http://www.nationale-kohorte.de/index_en.html 
(accessed 18 November 2014).

13 Statements by Leopoldina, acatech and the Union of the 
German Academies of Sciences and Humanities as well 
as by EASAC–FEAM discuss the issues surrounding the 
increasing tendency to offer genetic tests through the 
internet for determining susceptibility to complex, com-
mon disorders (Leopoldina et al., 2010; EASAC-FEAM, 
2012). These direct-to-consumer genetic services raise 
scientific, regulatory and ethical questions and provide 
a good example of the new tensions facing public health 
in a rapidly developing commercialised environment.

http://www.nationale-kohorte.de/index_en.html
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employment purposes; and the interface 
between genetic and reproductive tech-
nologies.14

14 European Society of Human Genetics (ESHG) policy 
recommendations are on https://www.eshg.org/eshg-
docs.0.html (accessed 20 November 2014). 

It is essential that the introduction of 
new genetic tests is based on sound sci-
ence and the established principles that 
govern other testing in medical practice 
(Marzuillo et al., 2014). The potential 
contribution of predictive genetic diag-
nosis to individual and public health was 
discussed in detail in a previous state-
ment from the academies (Leopoldina et 
al., 2010). There will be new possibilities 
to expand the understanding of the bio-
logical contribution to common, com-
plex illnesses with both multifactorial 
and monogenic subtypes. However, it is 
important to consider further what will 
be needed for the responsible develop-
ment of this technology (Zimmern, 2011) 
to contribute to service development, 
professional education and training, in-
formed public policy and stakeholder en-
gagement. Although some are sceptical 
about the growing focus on personalised 
medicine based on genomics advances 
and fear an ever-increasing medicalisa-
tion, a good case can be made (Rawlins, 
2013) that personalised medicine and 
public health can be complementary, 
cost-effective approaches to maintaining 
the health of populations.

Many of the issues for the wider 
application of clinical genetics and the 
development of public health genomics 
have been considered in detail by the 
European Society of Human Genetics, 
drawing on the moral framework for 
genetic testing established in the Addi-
tional Protocol to the Convention on Hu-
man Rights concerning Genetic Testing 
for Health Purposes (Council of Europe, 
2008), and will not be discussed further 
in the present statement. Among recent 
policy papers from the European Society 
of Human Genetics are recommendations 
concerning whole genome sequencing; 
a public health framework for genetic 
testing for common disorders; provision 
of genetic services, including genetic 
screening programmes; implications of 
genetic information for insurance and 

https://www.eshg.org/eshgdocs.0.html
https://www.eshg.org/eshgdocs.0.html
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5.2 Infectious diseases

Communicable diseases continue to be a 
major contributor to mortality and mor-
bidity worldwide, and the threats cross bor-
ders. In Europe, the academies of science 
have a significant history of interest in the 
issues for understanding and tackling in-
fectious disease (EASAC, 2011a). A report 
from the European Centre for Disease Pre-
vention and Control (ECDC) (ECDC, 2013) 
observes that the recent economic crisis 
may have worsened infectious disease rates 
in the poorest populations in Europe. 

The workshop (Box 7) noted that 
the growth of the global population, ease 
of travel, increase in immunocompro-
mised and frail persons, poor compliance 
with vaccines and the close connection 
with livestock and other animals have 
large impacts on the incidence of infec-
tious disease. The situation is exacerbated 
by poor diagnosis, misuse of antibiotics, 
antimicrobial drug resistance and other 
limitations in drug availability and nutri-
tion and by the impact of climate change.

5 Addressing global health challenges:
 good global health begins at home

5.1 Introduction

Global health can be described as the 
“goal of improving health for all people 
in all nations by promoting wellness and 
eliminating avoidable disease, disability 
and death.” (Institute of Medicine, 2009). 
The “global” in global health refers to the 
scope of the problems, not their location 
(Kaplan et al., 2009): “Global health em
phasises transnational health issues, de
terminants and solutions; involves many 
disciplines within and beyond the health 
sciences and promotes interdisciplinary 
collaboration; and is a synthesis popu
lationbased prevention with individu
allevel clinical care”. Global health, in 
transcending national boundaries and 
governments, needs to address the wide 
range of determinants of health – social, 
economic, commercial and environmental 
– as well as the global burden of disease. It 
poses many multi-sectoral challenges and 
requires strong global governance institu-
tions15. 

15 Definitions of global health and their implications are 
discussed in detail elsewhere, for example Beaglehole & 
Bonita (2010) and The Graduate Institute, Geneva (2013).

Box 7: Workshop discussion points: infection epidemiology.

It is possible to eradicate many infectious diseases. Tuberculosis could be eliminated if there 
were better understanding of the complex survival strategies of the causative organism, its 
synergies with other pathogens such as HIV, its other co-morbidities, particularly with diabe-
tes, the host factors involved and the mechanism of development of resistance to antibiotics.

Continuing progress in the treatment of many infections is now threatened by the increasing 
numbers and widening distribution of pathogens resistant to antimicrobial drugs. The global 
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threat from antimicrobial resistance and the need for a concerted strategy to tackle the prob-
lem was outlined in a joint statement from the global academy networks (IAP–IAMP, 2013; 
Fears & ter Meulen, 2013). The specific issues for Germany and the priorities for research 
and innovation were discussed in detail in a statement by the Academy of Sciences and Hu-
manities in Hamburg and the Leopoldina (Academy of Sciences and Humanities in Hamburg 
and German National Academy of Sciences Leopoldina, 2013). A coherent national antibiotic 
strategy relies on international collaboration and must combine commitment to prevent in-
fection (by better vaccination and better infection control), to preserve the antibiotics cur-
rently effective, and to promote new antibiotics and diagnostics, all dependent on generating 
the underpinning knowledge about antibiotic resistance (see also Box 6).

Other recent infectious disease outbreaks in Germany had considerable public health and 
economic impact. Among significant episodes were the norovirus outbreak in schools and kin-
dergartens in 2012 and the large enterohaemorrhagic Escherichia coli and haemolytic–uremic 
syndrome outbreak in 2011 that was estimated to cost €1.6 billion. Among the lessons learnt 
from these outbreaks was the need for better notification from clinicians to health authorities 
and for better integration between responsible institutions at state and federal levels, and 
between health, veterinary and food safety authorities.

To cope with current and (re-)emerging diseases, the sometimes weak interfaces in Germany 
between public health, microbiology and clinical medicine must be strengthened. This neces-
sitates strengthening the academic status of the field. As part of improving outbreak man-
agement procedures (outbreak recognition and control measures; Box 8), there must also be 
better use of monitoring systems and a better understanding of public perceptions, also using 
social media to communicate and engage.

Confronting the global infectious disease challenges requires action across a broad front (see 
chapter 8 on recommendations) by the following means:

• Funding organisations – to support priorities for research and innovation, interdisciplinary 
work, cohort studies.

• Researchers – in pursuit of novel directions, use of modern techniques and support of indi-
vidualised medicine approaches.

• Health professionals – to encourage early detection and management of outbreaks, support 
research endeavours and the training and career development of the public health workforce.

• Governments and health authorities – to collect surveillance data, provide the infrastruc-
ture for outbreak management, promote communication of research outputs and raise 
awareness of the issues by all stakeholders, perhaps particularly in support of efforts to 
enhance vaccine uptake and prevent the spread of antimicrobial resistance.

sponsiveness and for the innovation that 
will ensure access to anti-infective agents 
and vaccines. There is also need to use al-
ternative approaches, using new media, to 
teach about global public health emergen-
cies during crises (including epidemics 
and conflict), perhaps using massive open 
online courses.

The recent example of the epidemic of 
Ebola virus in West Africa in 2014/2015 
accentuates the urgency for addressing 
the global infectious disease challeng-
es. There are particular implications for 
strengthening health services in devel-
oping countries, for coordinated surveil-
lance, for international emergency re-
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• Communicating scientific knowledge, 
for example through an epidemiology 
bulletin throughout the public health 
community and providing science-based 
information to advise the Federal Min-
istry of Health and other policy makers.

• Teaching in various schools of public 
health, offering courses to the German 
Public Health Service and devising a 
postgraduate course in epidemiology.

• Cooperating with municipal and 
Länder-level authorities, for example 
on vaccination and protection against 
infection.

• Networking with other EU countries to 
exchange expertise and develop stand-
ards and recommendations, and repre-
senting Germany in international activ-
ities, for example with the ECDC.

Further discussion of how these 
RKI functions could serve as a model 
more generally in public health structures 
is provided in chapter 8. 

The Working Group also empha-
sised the need to do better in strengthen-
ing the national infrastructure and proce-
dures for communicable disease outbreak 
management in Germany (Box 8). 

The use of vaccination to eradicate 
disease is relevant to the broader discussion 
of the social determinants of health because 
infectious diseases may be associated with 
socio-economic deprivation (the conditions 
of daily living of those most vulnerable; in 
particular poor housing conditions, poor 
hygiene as well as limited access to health 
services). Many vaccine strategic issues, 
including research and innovation priori-
ties, epidemiology and pharmaco vigilance, 
maintenance of vaccine stocks for public 
health preparedness, international collab-
oration, and public education, were dis-
cussed in a previous Leopoldina statement 
(2008)16, calling for a national vaccination 
plan. Further Leopoldina advice on vacci-
nation will be published subsequently.

In Working Group discussion of the 
current situation in Germany, it was ob-
served that the RKI already takes on many 
tasks of a national public health institute:

• Aiming to improve the health of the pop-
ulation, using surveillance systems for 
observation and analysis of infectious 
disease and characterisation of patho-
gens as well as recording non-communi-
cable diseases and their determinants.

16 Opportunities and challenges of vaccination, on 
http://www.leopoldina.org/uploads/tx_leopub-
lication/2008_NatEmpf_Schutzimpfung-DE.pdf 
(accessed 19 January 2015).

Box 8: Objectives in outbreak management: what can be done better?

The structure of outbreak management should be rethought and refocused, to embrace the following: 

• Broad and rapidly available national platform of expertise to prepare for unexpected events.
• The power to deal with the magnitude of the problems that may be faced: “a mandate to act”.
• Implementation of genomics and next-generation sequencing methodologies in the public 

health context for the improved typing and tracing of outbreaks.
• Learning lessons in clinical medicine and public health from the sophisticated processes 

available for tracing food products in livestock and other agricultural systems (designed to 
prevent and contain contaminated products in the food chain).

See also Box 7 and Timen (2010) for discussion of competences and networks required; rec-
ommendations are discussed further in chapter 8.
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5.3 The need for global frameworks

Many other current public health prob-
lems are of global significance and require 
responses involving multiple sectors 
(Kickbusch, 2011a). 

Ageing populations are a global 
challenge for public health preparedness 
and responsiveness (Anon., 2013). The 
non-communicable diseases (particularly 
cardiovascular disease, cancers, diabetes, 
obesity and chronic respiratory disease) 
are of rapidly escalating global impor-
tance (Beaglehole et al., 2011) and there 
are opportunities for Germany to take a 
leading role in analysing and address-
ing the non-communicable diseases on a 
global scale. 

It is also necessary to take more ac-
count of mental disorders, the largest con-
tributor to health-related costs in Europe 
and increasingly contributing to morbid-
ity worldwide. The health consequences 
of climate change contribute to damaging 
health equity (WHO, 2010). Globalisation 
has multiple complex and contradictory 
health impacts. 

The challenges are compounded by 
the shared pressure of cost-containment, 
accompanied by rising societal expecta-
tions and availability of new technologies 
(Box 6; Tulchinsky and McKee, 2011). 
Nonetheless, the process of globalisation 
has created not only threats to health but 
also new opportunities that require global 
frameworks to share and exchange knowl-
edge and good practice (Battams and Mat-
lin, 2011).

There is still some controversy as to 
whether public health should now be con-
sidered synonymous with global health, 
while taking into account local contexts. 
Some argue against such an approach, be-
cause public health often still has a strong 
national focus and history. For example, 
there is a common view in many universi-

ties, faculties and schools of public health 
that global health does not include domes-
tic as well as international health (the latter 
associated primarily with support to low-
er-income countries). However, the rise of 
global and cross-border determinants of 
health may render this view increasingly 
untenable. For the rest of this statement we 
consider that global issues are a necessary 
responsibility of all national systems, par-
ticularly in terms of the research agenda 
and monitoring functions.

As the drivers of ill health are in-
creasingly global (Ottersen et al., 2014), 
so too must be the tools to study popula-
tion health and to develop and evaluate 
interventions (Box 4). In recent decades 
much public health analysis has focused 
on the proximate causes of ill health, for 
example lifestyle factors, but there is need 
to understand that the ultimate causes 
and aspects of lifestyle are affected by the 
social, legal and political contexts: “The 
distal factors act across the life course 
leading to accumulation of relative social 
and economic advantage and disadvan
tage” (Marmot et al., 2012). 

5.4 National and global strategies

The German Federal Ministry of Health 
published its Global Health Policy in 2013 
– how best can academia now help to sup-
port this strategy? In the workshop (Box 
9), case studies from various countries 
were discussed and examples from the 
USA, UK and Switzerland were used to ex-
plore the current status of other countries 
in analysing and addressing the issues for 
domestic and global health (see the Ap-
pendix for further description of the sys-
tem in Switzerland).
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Box 9: Workshop discussion points: Public health: national and global strategies.

Few countries have a defined national strategy even when there are major public health pro-
grammes in place. Nonetheless, comparison of the systems for academic support and work-
force development provides further insight on the options for national governance and other 
organisational challenges in Germany. There is increasing interest in many other countries in 
devising global health strategies guided by general principles on maximising aid effectiveness 
– to strengthen health systems, work in partnership, integrate with other sectors, incorporate 
research and innovation, and use metrics for better monitoring and evaluation.

The impact of climate change is likely to accentuate global health issues. Although a signifi-
cant amount of health impact assessment has been accomplished, including in the 5th Inter-
governmental Panel on Climate Change (IPCC) assessment, there is need to do more in using 
multi-model projections for climate change impact, allowing for interactions between varia-
bles (for example, between disease spread, agriculture, nutrition and other environmental 
changes). In view of the inevitable uncertainties in simulation, it would be valuable to use re-
corded data (for example, on spread of human and animal infection) retrospectively to verify 
models by comparing their predictions with the changes actually observed. 

Among the general questions to be answered in developing effective national public health sys-
tems are the following: How to increase the involvement of academia as a trusted partner? 
How to coordinate public health education for multiple universities and funders? How to create 
complementarity and coherence among multiple government departments? How to prepare 
now for future challenges (for example, the ageing population) and emerging opportunities (for 
example, public health genomics)? How to work with global partners in capacity building? 

In considering the future options for Germany, international comparison of different systems 
emphasises the importance of:

• Critical mass – financial, institutional, and inter-sectoral, with clarification of the relation-
ship with EU-level activities.

• Excellence – in research and education throughout public health systems, with clear career 
pathways.

• Inter- and transdisciplinarity – cross-sectoral programmes achieving understanding and 
collaboration in all health-related areas of science with participation by organisations and 
stakeholders in politics, the public and private sectors, civil society and academia.

• Integration – of national priorities with global aspects.
• Raising the public and political visibility of public health – and this also requires improving 

the image and status of the public health professional.
• Various models – can be contemplated for a national system of public health institutions; 

this will require debate with politicians but it is essential that whatever option is proposed, 
it is of excellent quality and commits to training and education in global health.
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5.5 Addressing global health 
governance challenges

In pursuing intergovernmental responsi-
bilities in global health, there has been 
a long history of inadequate governance 
(Gostin and Monk, 2009) encompassing 
weaknesses in leadership and multilat-
eral collaboration, inadequate resource 
allocation, priority setting and account-
ability. The political and economic rea-
sons for this inadequate governance are 
themselves primary areas of research in 
public health. However, there is some 
room for optimism and new initiatives 
in global health governance (Pang et al., 
2010) bring new opportunities to define 
shared priorities and to learn from each 
other. Global health governance shares 
the characteristics of complex adaptive 
systems with its multiple and diverse 
contributors (including recent increas-
es in involvement by NGOs, the private 
sector and philanthropy) and the appli-
cation of complexity theory offers in-
sight into the current dynamics of public 
health governance (Hill, 2010; Hanlon et 
al., 2011). Further analysis by the WHO 
Regional Office for Europe (WHO Eu-
rope, 2011) re-emphasises the point that 
governance for health requires joint ac-
tion of the health and non-health sec-
tors, of public and private sectors, and 
citizens, for a common interest. Thus 
governance “requires a synergistic set of 
policies, many of which reside in sectors 
other than health as well as sectors out
side of government which must be sup
ported by structures and mechanisms 
that enable collaboration”. Active and 
sustained collaboration is also increas-
ingly important in global health research 
to move towards greater equity in both 
health and health research (Zarowsky, 
2011).

When considering objectives and 
mechanisms, it is important also to ap-
preciate that increasing collaboration in 
research and innovation to tackle shared 

problems is a good example of “science 
for diplomacy”, placing cooperation in 
science and health at the heart of foreign 
policy (Royal Society and AAAS, 2010). 
Health can be seen as particularly rele-
vant to strategic foreign policy objectives 
because it is integral to the global agendas 
for security, economics and social jus-
tice (Fieldbaum et al., 2010; Kickbusch, 
2011b), and universities must develop 
their roles in this global diplomacy and 
governance.

5.6 Responsibilities for academia

There are significant implications for 
training, research and collaboration. Re-
quirements for global health and public 
health training are not addressed in many 
EU countries (Lee et al., 2011), but the ini-
tiation of a Commission on Education of 
Health Professionals (Bhutta et al., 2010) 
should help to develop a new generation of 
professionals better equipped to deal with 
the challenges of global health. Clearer 
understanding of the global health chal-
lenges helps to define the public health 
functional response required, which in 
turn defines the necessary professional 
competencies; these in turn define the 
academic teaching structures required to 
generate the competencies. For example, 
recent changes to the public health curric-
ulum in Columbia University in the USA 
were driven by the issues for globalisa-
tion, urbanisation, population ageing and 
health disparities.17

There is scope for much more col-
laboration across academia and between 
national academies of science, and there 
are some encouraging initiatives:

1. The European Academic Global Health 
Alliance18 is a platform bringing togeth-
er ASPHER and non-ASPHER members 

17 Cf. http://publichealth.columbia.edu/degree-programs/
columbia-mph (accessed 18 November 2014). 

18 Cf. http://www.eagha.org/ (accessed 18 November 
2014).

http://publichealth.columbia.edu/degree-programs/columbia-mph
http://publichealth.columbia.edu/degree-programs/columbia-mph
http://www.eagha.org/
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5.7 The options for increasing 
academic involvement in global 
health in Germany

Addressing the issues for global health 
requires new ways of working to include 
colleagues from policy and research in 
non-health sectors such as climate, trade, 
agriculture, law, finance, development and 
more (Box 1 and Box 9). There must also 
be new ways of cross-border teaching, of 
cooperation with low- and middle-income 
countries, of translating findings, and in-
ter-sectoral interventions to protect and 
improve health. This requires addressing 
the currently fragmented research capa-
city in global health in Germany, to cre-
ate critical mass for research and teaching 
and achieve the global reach essential to 
tackle shared health problems. Options 
are discussed further in chapter 8.

of academic institutions expressing an 
interest in global health, now expand-
ed as a World Federation for Academ-
ic Institutions in Global Health. Initial 
discussion has focused on the multidi-
mensional nature of global health and 
the potential objectives to advocate for 
evidence-based policies and increased 
resources for global health in the EU, 
to contribute to capacity building and 
partnership development in lower-in-
come countries, to encourage the eval-
uation of investments in global health 
and to undertake horizon-scanning to 
identify new areas relevant for public 
health education. 

2. The M8 Alliance, connecting leading 
universities and national academies 
worldwide, is creating a world forum 
on public and global health, the World 
Health Summit (with regional meet-
ings), bringing together leaders from 
academia, politics, industry and civil 
society. They explore the contribution 
that scientific evidence can make to 
informing policy on the major global 
topics: for example, mental well-being 
in large urban areas; reduction of risk 
factors for non-communicable disease; 
health impacts of climate change; and 
workforce capacity building (Adli et al., 
2011). The M8 Alliance Statement at 
the World Health Summit in 2013 reit-
erates the need for translating evidence 
to policy alongside action on global 
health for development, education and 
leadership, research and innovation.19 

3. The recent Statement by IAP (2013) re-
sponding to the report of the UN panel 
on the post-2015 development agenda 
provides various recommendations on 
priorities for action and declares the 
willingness of academies of science 
worldwide to continue to be involved in 
informing the policy options.

19 Cf. http://www.worldhealthsummit.org/fileadmin/
downloads/2013/WHS_2013/Publications/M8_State-
ment%20Berlin.pdf (accessed 18 November 2014).

http://www.worldhealthsummit.org/fileadmin/downloads/2013/WHS_2013/Publications/M8_Statement%20Berlin.pdf
http://www.worldhealthsummit.org/fileadmin/downloads/2013/WHS_2013/Publications/M8_Statement%20Berlin.pdf
http://www.worldhealthsummit.org/fileadmin/downloads/2013/WHS_2013/Publications/M8_Statement%20Berlin.pdf
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6 The history and current situation of public health
 in academia in Germany

this policy. Their role thus became sub-
stantially determined by medicine.

During the bourgeois revolution in 
the 19th century, the notion of the mone-
tary value of a human being also emerged. 
Driven by a paternalistic idea of welfare, 
the first modern health services came into 
existence, drawing on developments in epi-
demiology, statistics, physics, geography, 
meteorology and other disciplines. The 19th 
century cholera pandemics accelerated this 
development. In the second half of the 19th 
century and in the early 20th century, mod-
ern health sciences then defined a biolog-
ical chain of causes and a closed circle of 
human hygiene, taking hold of literally all 
areas of human existence: 

• conditional hygiene determined by the 
environment,

• infectious hygiene with microbiology 
being the driver,

• constitutional hygiene reflecting the 
dynamic relationship between exposi-
tion and disposition,

• racial hygiene and eugenics focusing on 
the forthcoming human life, and

• social hygiene reflecting the health of 
societies at large.

Approaches informed by microbiol-
ogy and theories of hygiene led to the de-
velopment of the hygienic infrastructure 
of industrial societies. In the early 20th 
century, a focus on individual behaviour 
and risk, for example for typhoid or tuber-
culosis, helped to inform development of 
the communal health welfare system. 

The idea of obligatory collective 
health has developed since the turn of 

6.1 Historical origins20

Early forms of modern public health ser-
vices had already developed at the end 
of the 13th and the beginning of the 14th 

centuries in northern Italian cities, the 
driving force being the regular endemic 
plagues. In early modern times, public 
health measures evolved which then be-
came regular institutions of the cities of 
commerce, encompassing 

• general regulations with health effects 
such as food inspection and market or-
ders, 

• municipal supervision of those practis-
ing medicine, 

• the establishment of city hospitals for 
the infirm and others for special isola-
tion, for example because of leprosy or 
plagues, and 

• the beginnings of a municipal doctor’s 
and surgeon’s service.

When the territorial states were 
consolidated on legal and administra-
tive levels in the late 17th and early 18th 
centuries, medical and sanitary super-
vision unfolded. During the enlightened 
absolutism, a so-called “medical po-
lice”, for example by Johann Peter Frank 
(1745 – 1821), generated a public med-
icine that was linked to administrative 
and political goals with the aim of retain-
ing power by increasing the population; 
the paternalistic welfare state towards 
the end of absolutism developed public 
health as part of its “populating policy”, 
with women being the human capital of 

20 This chapter draws on material from Labisch & Woelk 
(2012), Labisch (2015) and Ladurner et al. (2011).
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surees (approximately 90 % of the resi-
dent population) and the employers. SHI 
is based on the Social Insurance Act V 
(Sozialgesetzbuch V), a public law enact-
ed by the Federal Parliament (both lower 
and upper house). It covers outpatient 
and inpatient services, drugs, rehabilita-
tion and several other services. In 1995 
long-term care services were added (Pfle
geversicherung). Stewardship of the SHI 
is traditionally in the hands of corporate 
self-administration, which is overseen 
and regulated by the state. Tax subsidies 
play only a minor role in hospital invest-
ments and child health services. Certain 
health promotion and prevention mea-
sures are included in the responsibilities 
of the SHI.

The Öffentlicher Gesundheits
dienst (ÖGD), the public health service, 
on the other hand, is part of tax-financed 
government administration at regional, 
state and federal levels. There is need to 
address the historical, but artificial, par-
tial separation in Germany between aca-
demic public health and the ÖGD. After 
the Second World War, West German 
ÖGD structures remained operative at 
the regional level. Academic public health 
was slowly relaunched according to inter-
national academic models only in the late 
1980s and early 1990s. 

Today’s overall structure of the 
German health system has often been 
described as standing on three pillars: 
outpatient care, hospital care and public 
health. Although the government has a 
direct strong influence on the ÖGD and 
federal institutions, for example RKI, the 
government’s influence is much lower on 
health insurers and very low on civil so-
ciety organisations (e.g. self-help groups), 
which are gaining increasing recognition 
in the German health system.21

21 Yet, self-help groups are recognised in the Sozialgesetz
buch, and SHI can and must finance them.

the 20th century. In the biologistic ideol-
ogy of National Socialism it was moulded 
into a model of future-oriented health, 
with health-care goals for a “genetically 
healthy” and “racially pure” population. 
This idea of a totalitarian programme of 
health care was based categorically on 
exclusion and was performed in deci-
sive areas: sterilisation, euthanasia and 
the Holo caust. The National Socialism 
 aberration of health care can serve as an 
historical example of erroneous develop-
ments based on ideology.

After the Second World War in the 
Western world, the degenerative  diseases 
of industrialised countries emerged: 
cardio vascular diseases, diabetes, and also 
cancer for instance, were mainly conceived 
as personal risks, to be tackled either by 
individual early disease detection schemes 
or in large public health campaigns.

The history of population-based 
primary prevention with the vital im-
portance of the aim of reducing social 
in equities has been described in detail 
elsewhere (for example, Rosenbrock, 
2007) and it is necessary to understand 
this legacy when considering the future 
options for action. Further discussion 
on the past and present status of public 
health in Germany and on the measures 
needed to enhance public health is pro-
vided in the position paper of the DGPH 
(Gerlinger et al., 2012).

6.2 Relationship between academic 
public health and public health 
service

6.2.1 Public health services in Germany
Assuring the working of health services is 
an essential public health function (Mor-
ris, 1957). In Germany, health services for 
individuals are organised through statu-
tory health insurance (SHI; Gesetzliche 
Krankenversicherung and financed by 
wage-dependent contributions of the in-
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The modern ÖGD has multiple 
tasks: for example, health protection, in-
cluding infectious disease control; disas-
ter management; regulation and control 
of medical professionals and institutions; 
environmental health protection; and 
therapeutic care for the health of individ-
uals and the general population, in par-
ticular for social factors. Child protection 
within the ÖGD exemplifies care for the 
individual child, reflecting social factors 
and structures. The ÖGD is structured 
according to legally defined state and fed-
eral German Government structures, and 
its tasks and responsibilities are based on 
state legislation. This structure, alongside 
government institutions and with decen-
tralised legislation, has been considered 
crucial for the strength and successes of 
the ÖGD. The issues about how the func-
tions of the ÖGD could in future relate to 
academic public health infrastructure are 
discussed in further detail in chapter 8. 

The system of health insurance pro-
vides instruments of disease prevention. 
The rights and duties of the clients and 
the health insurers in Germany are reg-
ulated by legislation (Sozialgesetzbuch). 
They include preventive examination (for 
example pregnancy surveillance), screen-
ing of newborn infants for treatable dis-
eases, health surveillance up to the age 
of 17 years (including vaccination and 
dental surveillance), bi-annual laboratory 
screening from the age of 35 years, can-
cer screening (cervix, colon, breast, skin, 
prostate) and special programmes (for ex-
ample for patients with diabetes).

According to standard estimates, 
only a small proportion of German health 
insurance fees is spent on prevention: in 
2008 expenditure on organised public 
health and prevention programmes repre-
sented only 3.7 % of total expenditure on 
health (Noack, 2011). This is still higher 
than the 2.9 % of health spending allocat-
ed to public health on average in Western 
European countries (WHO, 2011). How-

ever, this approach to estimating spend-
ing on prevention is too narrow because 
prevention cannot be equated only with 
medical practice (Box 5) but must also 
take into account many other activities 
associated, for example, with road safety, 
food safety and control of tobacco use. 

6.2.2 Academic public health
A perceived lack of priority in some Ger-
man public health activities historically is 
also reflected in the research agenda. Frag-
mentation of research capacity has several 
detrimental effects: diminishing quality 
of knowledge generated; reducing capac-
ity for science-based policy development; 
and decreasing cost-effectiveness of the 
investment in research. For example, until 
recently there has been little attempt at the 
national level to undertake large popula-
tion-based epidemiological cohort studies 
on determinants of disease. There has been 
significant effort at the regional level, for ex-
ample MONICA/KORA (Augsburg)22, SHIP 
(Greifswald)23, EPIC (Potsdam and Heidel-
berg)24, ISAAC (Münster, Greifswald, Mu-
nich and Dresden)25 and EUROASPIRE IV 
(Würzburg)26. These regional centres can 
be regarded as internationally competitive 
in epidemiological research, and the Helm-
holtz initiative to develop a national cohort 
is an important new strategic step. Howev-
er, there has been concern expressed that 
this pays insufficient attention to exploring 
the social determinants of health. 

Between 1985 and 2002 the Ger-
man Federal Government committed to 
public health capacity building by com-

22 Cf. http://www.helmholtz-muenchen.de/kora/ue-
ber-kora/index.html (accessed 19 January 2015).

23 Cf. http://www.medizin.uni-greifswald.de/cm/fv/ship.
html (accessed 19 January 2015).

24 Cf. http://www.dkfz.de/de/epidemiologie-krebser-
krankungen/arbeitsgr/ernaerepi/EPIC_p03_EPIC_
Heidelberg.html (Heidelberg) and http://www.dife.
de/forschung/abteilungen/epic-potsdam-studie.php 
(Potsdam) (accessed 19 January 2015).

25 Cf. http://isaac.auckland.ac.nz/ (accessed 19 January 
2015).

26 Cf. http://www.epidemiologie.uni-wuerzburg.de/pro-
jekte/euroaspire_iv/ (accessed 19 January 2015). The 
study centre for the first three surveys was in Münster, 
but moved on to Würzburg in 2012.

http://www.helmholtz-muenchen.de/kora/ueber-kora/index.html
http://www.helmholtz-muenchen.de/kora/ueber-kora/index.html
http://www.medizin.uni-greifswald.de/cm/fv/ship.html
http://www.medizin.uni-greifswald.de/cm/fv/ship.html
http://www.dkfz.de/de/epidemiologie-krebserkrankungen/arbeitsgr/ernaerepi/EPIC_p03_EPIC_Heidelberg.html
http://www.dkfz.de/de/epidemiologie-krebserkrankungen/arbeitsgr/ernaerepi/EPIC_p03_EPIC_Heidelberg.html
http://www.dkfz.de/de/epidemiologie-krebserkrankungen/arbeitsgr/ernaerepi/EPIC_p03_EPIC_Heidelberg.html
http://www.dife.de/forschung/abteilungen/epic-potsdam-studie.php
http://www.dife.de/forschung/abteilungen/epic-potsdam-studie.php
http://isaac.auckland.ac.nz/
http://www.epidemiologie.uni-wuerzburg.de/projekte/euroaspire_iv/
http://www.epidemiologie.uni-wuerzburg.de/projekte/euroaspire_iv/
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missioning national initiatives involv-
ing graduate scholarship programmes 
abroad and research programmes that 
established five regional Public Health 
Research Networks (Noack, 2011). In-
ternational evaluation of these centres 
produced a mixed assessment; problems 
were compounded by lack of infrastruc-
ture and sustainable funding to continue 
supporting academic career development 
and research. Some of these networks 
have been able subsequently to continue 
research programmes, although at a less 
ambitious level, and Germany still ranks 
low in the European region with regard 
to public health research intensity. In 
the late 1980s, eight German universities 
started a master’s degree programme in 
Health Sciences and in 1991 the Universi-
ty of Bielefeld established the first German 
school of public health. Later, the Feder-
al Ministry of Research and Technology 
funded a suite of grants programmes on 
prevention, rehabilitation, patient orient-
ed research, and health economics with 
the stated objective to support capacity 
building in these fields.

In the field of health, as of October 
2014, there were 270 bachelor’s degree 
courses and 200 master’s degree cours-
es.27 Among these were courses in health 
sciences/public health, social work, nurs-

27 Cf. http://www.gesundheit-studieren.de (accessed 3 
October 2014).

ing, therapeutic professions, nutrition, 
physical education, health economics or 
vocational education. The academisa-
tion of health professions in Germany for 
the most part takes place at Universities 
of Applied Sciences as they offered 219 
bachelor’s degree courses and 144 mas-
ter’s degree courses. Moreover, other de-
gree courses, for example in engineering, 
can be geared towards health-related pro-
fessions. Several Universities of Applied 
Sciences have established faculties or re-
search priorities on health sciences/pub-
lic health emphasising a population-re-
lated perspective on health. The broad 
research and education landscape is not 
yet adequately mapped.

6.2.3 Research output
Bibliometric analysis provides one esti-
mate of the comparative ranking of Ger-
many in international scientific produc-
tion in public health and epidemiology. 
An analysis has been made of publica-
tions for the years 2000 – 2012 and for 
impact assessment for 2000 – 2010 using 
the Scopus database.28 The main findings 
from this bibliometric analysis are shown 
in Box 10 and Box 11.

28 Full details of the methods, including choice of journals, 
and results are provided in this supplementary material 
on www.leopoldina.org. It is relatively difficult to be sure 
that all relevant literature in public health is captured 
in this type of analysis, and global coverage may not be 
as complete for example, for articles relating to health 
education and health promotion.

Box 10: Publications in public health – summary of a bibliometric analysis.

• The top ten most productive countries (by whole count of publication) are USA (42,958) > 
UK (13,663) > Canada (6,723) > Australia (6,202) > Brazil (5,343) > the Netherlands (3,926) 
> Sweden (2,516) > Spain (1,709) > Germany (1,604) > France (1,508).

• Generally, all these countries show growth in the number of public health publications 
over this period, especially the USA. For Germany a steady increase in publications can be 
observed from 2000 (59 articles) to 2012 (255 articles).

www.gesundheit-studieren.de
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• Comparing the count of whole publications with the count of fractional publications (that 
is, where a publication is shared between countries) gives insight into relative international 
cooperation. Of the top ten countries, Germany has the highest degree of international 
collaboration by this measure, and the level of collaboration has increased recently.

• Germany also has a relatively high citation rate for publications in public health compared 
with the other countries and, again, the relative citation rate has increased in recent years. 
Germany has a relatively low share of uncited publications: that is, fewer German research 
results remain unused.

• The most productive institution (University of Heidelberg) accounts for 9.6 % of German re-
search articles in public health in 2000 to 2012, followed by the University of Bielefeld (8.1 %), 
the Charité, Berlin (7.36 %), the University of Hamburg (7.04 %), and the TU Dresden (6.61 %).

• The ten most cited German institutions in public health in Germany are similar to the top 
ten productive German institutions (see section 10.2). However, there are some variations 
in the positions taken by the institutions. Heinrich-Heine-Universität Düsseldorf is the most 
cited German institution in public health, collecting 429 citations to their publications from 
2000 to 2010 in 3-year citation windows, while according to publications it ranked 7th.

Box 11: Publications in epidemiology – summary of a bibliometric analysis.

• The top ten most productive nations (by whole count of publication) are USA (28,889) > UK 
(7,341) > Canada (4,101) > China (3,387) > France (3,327) > Australia (2,906) > the Nether-
lands (2,880) > Germany (2,531) > Italy (2,464) > Japan (2,298).

• As for publications in public health, there has been considerable growth in publications in 
epidemiology over the period studied.

• Germany also has a relatively high citation rate for publications in epidemiology and, again, 
has relatively low share of uncited publications, with this share decreasing slightly.

• The most productive institution the German Cancer Research Centre (Deutsches 
Krebsforschungszentrum [DKFZ]) accounts for 16.74 % of the studies in the period studied, 
followed by the RKI (10.24 %), the University of Heidelberg (8.16 %), the University of Mu-
nich (7.95 %), and the Charité, Berlin (7.74 %).

• In terms of publications the DKFZ was cited most (14.48 %), followed by the RKI (10.30 %), 
the Charité, Berlin (6.45 %), the Helmholtz Zentrum München (6.17 %), and the University 
of Munich (5.90 %).

6.2.4 Concerns about academic public health 
in Germany

Concerns about fragmentation of public 
health in academia in Germany are com-
pounded by several factors:

• Lack of consensus on terminology: and 
lack of clarity about the relative roles 
and responsibilities of public health, 
social medicine, prevention and health 
promotion, and medical sciences.

• Inadequate academic basis: generally 
there is only limited public health pres-

ence in the medical faculties and there 
is controversy in Germany about the 
optimal degree of connectivity between 
clinical medical and public health fac-
ulties. Appropriate connectivity of pub-
lic health with other key areas (social 
and labour policies, education provi-
sion, agriculture, transport and the 
built environment, for example) also 
needs to be strengthened as discussed 
elsewhere in this statement. Public 
health research attracts little funding 
by comparison, for example, with ba-
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sic biosciences. Moreover, it has been 
found difficult to justify the value of 
the interdisciplinary research inherent 
in public health to funding bodies that 
have traditionally focused on specific 
scientific disciplines.

• Uncertain impact: published outputs 
often have only limited impact – some-
times because of the methodological 
challenges – compared with other areas 
of science. However, an important dis-
tinction must be made between impact 
in the sense of citation by other publi-
cations and impact in society. Devel-
oping better indicators of the impact of 
research is itself an important research 
area (see also chapter 8). The research 
performance issues are not confined to 
Germany. It has been observed (Wal-
port and Brest, 2011) that, by contrast 
with some other research disciplines, 
data sharing is not yet the norm with-
in the public health community. This 
lack of data sharing needs to change or 
it will limit both research progress and 
its translation to impact for health ben-
efits.

• Limited career development: there 
are comparatively few obvious career 
development opportunities in public 
health, whether in universities, na-
tional organisations (with some nota-
ble exceptions, in particular the RKI), 
international organisations located in 
Germany (with the major exception of 
the Deutsche Gesellschaft für Inter
nationale Zusammenarbeit [GIZ]) or 
industry. The ÖGD, on the other hand, 
is constantly looking for applicants. 
However, there are many important 

careers in government and public agen-
cies where public health graduates use 
their skills but the position may not be 
labelled as public health. There are also 
possibilities to provide academic career 
paths for public health professionals in 
other disciplines and departments, for 
example by integrating public health 
teaching and research in schools of 
political sciences and social sciences, 
facilitating interdisciplinary approach-
es and collaborations. Furthermore, 
consideration should be given to joint 
appointments between academia and 
public health institutions, and with 
NGOs. There is need to increase visibil-
ity about what public health entails.

Nonetheless, and notwithstand-
ing these multiple concerns, Germany 
can capitalise on significant strengths to 
address the new opportunities and chal-
lenges in public health: unparalleled finan-
cial resources, a strong tradition of medical 
research and innovation, equally strong 
research in sociology and political science, 
critical mass of technical expertise, a new 
commitment to epidemiology and increas-
ing recognition of global responsibilities. 
These strengths can serve to promote sci-
entific excellence and a firmer link between 
academia and practice.

6.3 The public health workforce

Many of these career and training issues 
were discussed in further detail in the work-
shop (Box 12) addressing opportunities for 
strengthening the public health workforce. 

Box 12: Workshop discussion points: public health workforce.

The objectives of strengthening health promotion and disease prevention services have signifi-
cant implications for the public health workforce in terms of their number, quality and ability to 
inform health policy. Citizens will also have an increasing role in public health, with implications 
for health literacy and lay involvement in the research agenda; the public health workforce 
has a contingent responsibility to communicate clearly about health matters to lay audiences.
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In 2010, 4.8 million people were working in the German health system, more than ever 
before, but it is difficult to assess numbers involved in specific public health functions. Cer-
tain planning capacities and quality assurance procedures are devolved to the corporate, 
health insurance, sector. There is no standardised definition of a public health professional, 
so it is difficult to assess comparative performance standards. According to WHO analysis, 
an efficient workforce is usually the least well developed of the essential features of public 
health systems. However, there are significant opportunities to use new tools in training 
and continuous professional development (for example massive open online courses). The 
shift from medical care to health promotion will see the greater involvement of non-physi-
cians based in community initiatives.29 This changing understanding requires raising aware-
ness of public health in other sectors (for example, the built environment) and ensuring the 
incorporation of appropriate knowledge into all the diverse career structures that will be 
part of public health.

The modern public health workforce, whatever its disciplinary origins, will need to do better 
in linking practice with academia (practice-based evidence and evidence-based practice), in 
acquiring policy literacy (to drive the engagement with politicians) and in placing greater em-
phasis on global health. In all areas a strong research base is essential, focusing on excellence, 
to furnish the evidence to interpret public health complexities and to inform the choice of 
strategic options.

There is reasonable consensus on what 
a curriculum offered by schools of pub-
lic health in the European region should 
look like (Bjegovic-Mikanovic et al., 
2013). There is considerable activity by 
the ASPHER Working Group on public 
health workforce development and the 
Agency of Public Health Education Ac-
creditation is accrediting master’s degree 
programmes in public health to assure 
quality, transparency and convergence of 
public health education in Europe.29

Students have nevertheless ex-
pressed anxiety about their difficulty in 
assessing the quality of the choices avail-
able in public health education. From the 
student and employer perspectives, it 

29 The nature and functions of the public health workforce 
are also under discussion in other Member States. For 
example, in the UK a recent survey of public health 
professionals (Jongsma, 2014) found significant 
dissatisfaction, with many respondents “not feeling 
professionally fulfilled”. Other UK concerns related 
to the fragmentation of the public health workforce 
and practice, lack of professional independence from 
political interference, uncertainty about organisational 
direction, and workforce numbers, perhaps particularly 
for medical professionals who were less likely to want to 
work for local authorities.

would be helpful for there to be an inven-
tory of quality-assured study options to-
gether with clearer information on what 
the public health graduate is expected to 
know.30 

The WHO European Action Plan 
for strengthening public health activities 
provides a comprehensive framework to 
assist national objectives for capacity de-
velopment.31 A major problem in Germa-
ny is the relatively low visibility of public 
health and low status of the public health 
professional. There is still much to be done 
to assess what essential public health ser-
vices are performed, by whom and with 
what competences.

30 Further discussion will be provided in additional mate-
rial, which can be accessed on www.leopoldina.org.

31 Cf. http://www.euro.who.int/en/health-topics/
Health-systems/public-health-services/publica-
tions2/2012/european-action-plan-for-strengthen-
ing-public-health-capacities-and-services (accessed 18 
November 2014).

http://www.euro.who.int/en/health-topics/Health-systems/public-health-services/publications2/2012/european-action-plan-for-strengthening-public-health-capacities-and-services
http://www.euro.who.int/en/health-topics/Health-systems/public-health-services/publications2/2012/european-action-plan-for-strengthening-public-health-capacities-and-services
http://www.euro.who.int/en/health-topics/Health-systems/public-health-services/publications2/2012/european-action-plan-for-strengthening-public-health-capacities-and-services
http://www.euro.who.int/en/health-topics/Health-systems/public-health-services/publications2/2012/european-action-plan-for-strengthening-public-health-capacities-and-services
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7 The European background

7.1 Public Health and the EU

At the level of the EU institutions, there 
is interest in strengthening the internal 
market in health but most of health policy 
is usually perceived to be a Member State 
responsibility (Ladurner et al., 2011). 
There is EU value in capitalising on diver-
sity in systems and experience: studying 
within a common framework the different 
solutions for similar public health prob-
lems arising in different contexts. Europe 
is a remarkable but inadequately exploit-
ed natural laboratory for studies of the 
effect of health policy (Mackenbach et al., 
2013).

The success of the EU Agency ECDC 
(Semenza et al., 2008) and the potential 
for it to develop a remit broader than its 
current focus on communicable disease, 
which is more akin to the US Center for 
Disease Control and Prevention (CDC), 
provides one basis to build on national 
public health strengths and create new 
European coherence in public health. It is 
vital for academia in Germany to contin-
ue to explore the opportunities inherent 
in these EU-level endeavours and broadly 
contribute to the debate on the EU health 
mandate and on the assurance of health 
protection in other European policies 
(Rosentrotter et al., 2013).

Germany is not alone in the EU 
in expressing concerns about its public 
health competencies and the necessary 
academic infrastructure for research and 
teaching. Issues about the education and 
training of the public health workforce 
in Europe have been discussed in detail 
(Tulchinsky and McKee, 2011). The new 

needs for education (Box 5, Box 9 and 
Box 12) have had to take account of the 
evolution of the scope of public health in 
Europe from its origins in hygiene in the 
19th century, through to current strategies 
aiming to address the determinants of 
health acting at a population level, includ-
ing the social environment, influences of 
vested interests and health choices.

7.2 Comparison of Member State 
capacities

At a meeting to discuss public health ca-
pacities in the EU convened by the Polish 
Presidency of the EU Council, an analysis 
was made of public health strengths and 
weaknesses in the Member States. This 
assessment (Box 13) found consistent 
needs for more financial resources, for a 
focus on measures of success (relating to 
both governance and accomplishments) 
and for more coherent policy framework. 
These are all issues with implications for 
the academic sector. Priorities are often 
still determined politically rather than on 
the basis of evidence, with consequent in-
stability in effect over political cycles.
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Box 13: Summary comparison of public health capabilities in EU Member States 
(source: Brand, 2011).

• Organisational structures: there are many public health projects but regional capacities are 
unequal; linkages with health care are underdeveloped and are even weaker with other 
sectors. Differences between population groups (including minorities) are often poorly ad-
dressed.

• Workforce: many of those who are involved in public health tasks do not perceive that they 
are part of public health. Generally, there is no lack of schools of public health but career 
pathways are poorly developed. 

• Financial resources: there is considerable imbalance in health funding in favour of curative 
health services; the contribution of other sectors to public health is poorly quantified. The 
specific effect of the economic crisis on the currently limited financial resources and on 
health outcomes has yet to be ascertained32. The challenge is not just to collect robust 
evidence but also to get European leaders to listen to the evidence.

• Partnerships: academic collaborations often exist at local, regional and international levels 
but there is usually weak linkage between the academic and policy-making communities. 
Public health does not have prominence in other sectors and there is scepticism about the 
value of academia-industry partnerships in public health.

• Knowledge development: most Member States have good indicators of health status. Pub-
lic health research is generally poorly funded and is dominated by medical research. Eval-
uation initiatives to monitor public health and health promotion programme implementa-
tion are often weak.

7.3 European Commission health 
and research strategies

32

The EU public health programme has 
had a controversial history. The Europe-
an Court of Auditors found weaknesses 
in the 2003 – 2007 programme in terms 
of strategic planning, priority setting and 
the identification of quantifiable success 
criteria (Watson, 2009). Although the 
auditors also warned the European Com-
mission not to stray beyond its legal limit 
in funding health projects, given that pub-
lic health in the EU is mainly a national 
responsibility (Ladurner et al., 2011), the 
European Commission has continued 
to develop interests in public health ca-
pacity building in the 2008 – 2013 pro-
gramme. The third EU health programme 
(2014 – 2020) in the responsibility of the 
Directorate-General for Health and Food 

32 However, initial results are being published to demon-
strate significant impact on public health (Allebeck, 2013).

Safety is the main instrument the Euro-
pean Commission now uses to implement 
the EU health strategy which is mainly 
public health. It supports actions along-
side the health programme’s 23 thematic 
priorities to improve and protect human 
health and help Member States develop 
and maintain innovative and sustaina-
ble health systems. In comparison to this 
brought approach, the available budget 
(€449.4 million ) seams rather small. 

EU funding of public health research 
is co-ordinated by the European Commis-
sion, Directorate-General for Research and 
Innovation (DG-RTD). The overall amount 
and type of funding is determined by the 
European Commission during the deci-
sion-making process around each frame-
work programme (FP). DG-RTD has pro-
vided funding for public health research 
since 2000. The funding has been exclu-
sively for once-off projects rather than 
larger programmes of research. DG-RTD 
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has committed €425.46 million since that 
date (FP5: €31.4 million, FP6: €29.6 mil-
lion, FP7: €364.5 million) and has funded 
190 different projects (FP5: 22 projects, 
FP6: 27 projects, FP7: 141 projects). Under 
the new programme Horizon 2020 frame-
work programme (2014 – 2020) health 
research will be funded under the specific 
heading of “Health, Demographic Change 
and Wellbeing“. It aims to support the de-
velopment of new, safer and more effective 
interventions and keep older people active 
and independent for longer. It wants also 
to contribute to the sustainability of health 
and care systems. Although in the current 
work programme public health is not spe-
cifically mentioned, there are and will be 
calls about different infectious diseases. In 
future work programmes till 2020 other 
public health related topics will be taken up 
such as research on health promotion and 
disease prevention or international public 
health and health systems.

 Further thought is needed to spec-
ify the strategic public health agenda that 
should be part of Horizon 2020 of the 
upcoming work packages, taken together 
with the efforts of WHO and the individu-
al Member States.

7.4 WHO European Health Policy 
2020

Health 2020 is the new WHO Europe-
an health policy framework33, to support 
actions across governments and society 
to “significantly improve the health and 
wellbeing of populations, reduce health 
inequalities, strengthen public health and 
ensure peoplecentred health systems that 
are universal, equitable, sustainable and 
of high quality”. This initiative has been 
designed to cover issues and options asso-
ciated with the objectives of rejuvenating 
health systems (with particular regard to 

33 Cf. http://www.euro.who.int/en/health-topics/
health-policy/health-2020-the-european-policy-for-
health-and-well-being (accessed 18 November 2014).

equity, governance and the economics of 
prevention) and developing the common 
understanding of what constitutes  public 
health services (WHO, 201134), again with 
important implications for the roles of 
the academic sector, as discussed in the 
previous chapters. The analysis is based 
on self-assessment of European country 
capacities to meet their public health ob-
jectives and the implications for develop-
ment of public health infrastructure, in-
cluding workforce skills. The assessment 
of health system performance is made rel-
ative to the proposed ten essential func-
tions of public health operations (Box 3), 
but it could be argued that there should be 
greater emphasis of the role of innovation 
in discharging the essential functions. 
Furthermore, the functions do not explic-
itly cover the role of European countries 
in global health. 

34 Detail is in the document from the WHO Regional Com-
mittee for Europe, EUR/RC61/Inf.Doc/1 (August 2011), 
Developing a framework for action for strengthening 
public health capacities and services in Europe.

http://www.euro.who.int/en/health-topics/health-policy/health-2020-the-european-policy-for-health-and-well-being
http://www.euro.who.int/en/health-topics/health-policy/health-2020-the-european-policy-for-health-and-well-being
http://www.euro.who.int/en/health-topics/health-policy/health-2020-the-european-policy-for-health-and-well-being
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8 Conclusions and recommendations

8.1 Introduction

The previous chapters have described 
the importance of public health as a new 
interdisciplinary science, translating ba-
sic research into better health of popu-
lations and developing questions from 
public health issues relevant for basic 
research. It is the responsibility of Ger-
man research organisations and funding 
agencies to give health and public health 
a higher priority.

Health is complex but the challeng-
es demand action to treat and prevent 
even though the complex system may not 
be fully understood – as long as interven-
tion is evidence-based using sound sci-
ence in implementation and monitoring 
for effects and unwanted side effects.

It is necessary to empower one Min-
istry and one State Secretary to be respon-
sible for the coordination of public health 
in the government and federal agencies, 
supported by an inter-ministerial group 
on public health.

Germany also has a major respon-
sibility in global health, and the recent 
government statement on strategy (BMG, 
2013) is warmly welcomed; institutional 
mechanisms and instruments must follow.

Our detailed conclusions and rec-
ommendations are as follows.

8.2 Redesigning academic 
public health in Germany:

 form follows function

As discussed in previous chapters, the 
mission for universities in public health 
is to improve population health by foster-
ing research, training and education, with 
engagement to inform policy and practice. 
The desired objectives can be construed 
in terms of the four overlapping areas 
discussed previously: (1) public health for 
national issues; (2) public health at the 
EU level; (3) global health, covering the is-
sues that transcend national boundaries; 
and (4) international health, traditionally 
focused on issues for lower-income coun-
tries. A substantial German commitment 
to public health in academia should cover 
all four areas.

There are many excellent individ-
uals working in public health in Germa-
ny and they need to be supported by im-
proved structures. There is urgent need 
to grow the critical mass of the emerging 
regional clusters of public health and to 
connect these clusters within a national 
strategy. Inevitably, different universi-
ties develop their own focus, and this can 
become a strength. What is important at 
this stage of the analysis is to clarify the 
strengths they have in common as well 
as their individual research priorities. A 
strategy for establishing a strong struc-
tured academic public health in Germany 
will need to bring together government, 
research funders and the scientific com-
munity within Germany and international 
organisations and connect them with the 
global developments. The following sec-
tions in this chapter attempt to provide 
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a basis for starting this process. To com-
plete the assessment that will be essential 
to inform robust long-term reform, it will 
be necessary to provide a more detailed 
analysis of the current landscape for aca-
demia than has been possible in the time 
available for this statement. This is our 
first recommendation.

8.3 International benchmarking

In considering international examples of 
public health academic structures as po-
tential benchmarks for reform in Germa-
ny, experience was shared by the Working 
Group with public health experts from 
the USA (Johns Hopkins University), UK 
(London School of Hygiene and Tropical 
Medicine), Australia (Monash Universi-
ty), Switzerland (the agenda for a school 
of public health [SSPH+ governing bod-
ies, 2010]); see Appendix) and France (the 
national school of public health, EHESP). 
This benchmarking of international expe-
rience, taken together with other analysis 
(Tulchinsky and McKee, 2011), identifies 
common constraints faced by European 
departments of public health based in 
medical faculties and common challenges 
faced by newly emerging schools.

Benchmarking health policies and 
health outcomes requires comparable 
data across countries. The European Com-
mission, the Organisation for Economic 
Co-operation and Development (OECD) 
and WHO provide such data sets. If one 
wants to link health outcomes with those 
health policies that may have caused them, 
suitable comparable data sets that also 
collect potential alternative causes and the 
country-typical social environments are 
costly, therefore rare and not sustainably 
funded (e.g. the EU-sponsored Survey of 
Health, Ageing and Retirement in Europe 
[SHARE]).

However, while elements of good 
practice can be incorporated from an 

understanding of “what works” in oth-
er countries, and while it is also useful 
to consider what might be envisaged as 
the minimum requirement (in terms of 
departments, faculty and other resourc-
es) for the different models of a school of 
public health, it is desirable not to become 
fixated on the international comparators 
or the past. Moreover, countries such 
as the USA with good academic public 
health systems may have poor national 
practices, poorer health and shorter lives 
(National Research Council & Institute of 
Medicine, 2013). This can be explained, 
in part, by the translational deficit in ap-
plying knowledge, with an acknowledged 
need to do much better in connecting ev-
idence with practice and to develop new 
policy options to address the underlying 
determinants of health through efficient 
policies and programmes (Teutsch and 
Fielding, 2011).

A case can be made that radical 
reorganisation is required in Germany, 
to take account of the rapidly advancing 
scientific basis of public health and the 
growing inter-sectoral opportunities and 
challenges, the global priorities and users’ 
perspectives. In devising the strategy for 
change, the question should also be asked, 
how will it be known if the reform of aca-
demic public health infrastructure is suc-
cessful? Our main recommendations for 
education and training, research and the 
translation of research outputs are sum-
marised in Box 14. The following sections 
(8.4–8.6) discuss these recommendations 
in further detail with the options for re-
designing academic infrastructure (sec-
tion 8.7). We emphasise that there is the 
opportunity now for Germany to pioneer 
something new in public health – we sug-
gest that consideration is given to creating 
a centre in interdisciplinary global health.
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Box 14: Summary of recommendations for education and training, 
research and its translation.

Education and training
Building better connections between academic public health and public health practitioners 
and society in Germany. Other important and emerging players such as schools and foundations 
should be included. Academies can play an important role in initiating and supporting public 
health programmes at various levels and in promoting public discussion for example with respect 
to new technologies, ethics and strategic orientation.

Opening new career paths and providing diversity in the public health workforce at national, 
European and global levels.

Organising coherent provision of undergraduate and post graduate programmes in public and 
global health with an inventory of quality-assured courses, together with strong commitment 
to continuing professional development and distance learning including massive open online 
courses, where appropriate, in European or international partnerships.

Including public and global health components in the curriculum of all health professionals and 
other sectors, particularly in the social and environmental sectors and foreign policy. The con-
cept of “health-in-all policies” needs to be included as early as possible in education and training.

Recognising the responsibility and importance of the public and global health workforce to 
engage with society at large.

Research
There must be new emphasis on interdisciplinary research while maintaining standards of 
excellence. This has implications for funding agencies in evaluating research proposals and 
peer review as well as for the structure of university departments. Public health will need to 
be developed as a truly interdisciplinary science and the respective structures to support this 
need to be established. This must be achieved independently of existing faculty boundaries. 

One major priority is to develop an innovative public and global health research agenda 
that reflects the global changing burden of disease. Such research should bring together 
people from different sectors, areas of expertise and countries to develop effective policies, 
programmes and strategies to improve health through non-health sector interventions and 
strengthen health systems.

There must be coordinated effort to employ the significant unused potential of randomised 
trials, cohort studies and other methods to answer public health questions, especially on the 
implications of implementation of public health measures.

There must be more investment in new research areas in public and global health programmes 
in addition to classical epidemiology and population-based data sets. For example, genomics and 
other Omics on a population basis, the new science of molecular evolution of infectious diseases 
and, importantly, the genomic understanding of the evolution of man (“evolutionary medicine”) 
open up new vistas to understanding health and disease, public health and prevention, popu-
lation genetics, emerging infectious diseases, resistance to antimicrobial agents, public mental 
health, non-communicable diseases and their risk factors.
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More research effort is required to understand these cross-cutting issues, including the broad 
field of inequality and social determinants that influence health. The term “new public health” 
has been coined to embrace all the relevant fields of research, teaching, policy and implemen-
tation. It is critically important to ensure that EU legislative measures to regulate personal 
data protection do not introduce new obstacles to health research and improved health.

Translation of research outputs and public engagement
Commitment to translation is essential if research results are not to be wasted. Academia has 
a role and responsibility not only to generate fundamental and applied knowledge but also 
to identify and advise on ways to implement that knowledge for health, policy development, 
public dialogue and international collaboration.

This commitment requires new and efficient structures in universities and research institu-
tions with respect to research, teaching and career paths to facilitate the transfer of knowl-
edge from bench to bedside to populations at the local, regional, national and international 
level.

Translation in public and global health requires public, open dialogue and strategic relation-
ships between academic public health, policy, the private sector, the health industry, and civil 
society in Germany, across the EU and globally.

We strongly recommend increased public engagement in the health debate at all levels. Ger-
many needs to find new ways for the citizen to access health information and services, and to 
be actively involved in research. Reform of academic infrastructure will only achieve its optimal 
value if accompanied by increased public engagement, for example to communicate about 
benefits and risks of approaches in health promotion, health care and the use of new technolo-
gies. The academies may be well placed and have a responsibility to participate in this process 
because of their structural interdisciplinarity and their independence.

Commitment to translation requires clear national priorities. Germany must also, however, 
take an active role in the debate on what should be covered by the EU mandate for public 
health. The academies of sciences and the major research organisations must continue their 
leading role to mobilise the scientific community to provide the sound evidence base to ad-
vise policy makers in Germany, the EU and at a global level. Germany is definitely a global 
player and needs a public debate about its engagement in humanitarian programmes and in 
global health. The World Health Summit hosted in Germany can serve as a global forum for 
this purpose.

8.4 Education and training

8.4.1 Building the connection with the Ger-
man Public Health Service (ÖGD)

There is need for more clarity, within the 
public health workforce and academia, 
about which tasks require which level of 
training. How should those working in 
public health be taught? Which special-
isms require basic training, degrees from 

schools of applied sciences or university 
degrees? To address these questions, it is 
considered very relevant for future public 
health in Germany that the structure of the 
ÖGD is reflected in the division of tasks 
and responsibilities of the academic public 
health architecture. This could contribute 
to the necessary bridging of the separation 
between academic public health and pub-
lic health practitioners in Germany. It will 
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also help to improve the attractiveness of 
the public health ser vices to young people 
seeking career choices. Academic public 
health in Germany is disconnected from 
the existing governmental public health 
services and has not contributed to evi-
dence-based public health policy at feder-
al, state or local levels commensurate with 
requirements. If academic public health 
is to gain increased importance, as well 
as collaborating with the existing public 
health practitioners, it must also function 
as an academic basis for ÖGD, to the ben-
efit of all parties involved.

The currently functioning teaching 
facilities for the ÖGD workforce are estab-
lished teaching academies in Dusseldorf, 
Munich and Meissen. The Berlin School of 
Public Health is in the process of establish-
ing itself as a fourth such teaching facility. 
Some of these teaching facilities liaised 
in recent years with local public health 
schools to establish academic degrees for 
their public health training (e.g. Munich). 
However, most of the ÖGD relevant public 
health teaching expertise and ÖGD knowl-
edge is locked within these academies, and 
little knowledge is shared among ÖGD 
practitioners, the wider academic com-
munity or the general public. Thus, it is 
essential to establish knowledge sharing 
and relevant operational research within 
the ÖGD and, bi-directionally to share ex-
perience and expertise with academic pub-
lic health institutions to ensure leadership 
and strengthening of the ÖGD workforce 
capacity in a decentralised manner.

8.4.2 Other issues for delivering education 
and training

• There should be new paths to providing 
diversity in the public health workforce, 
not just based on the medical sector, 
and not only training for work in the 
public sector. Discussion of the options 
for career pathways should consider 
good practice in other countries to clar-
ify what public health covers, establish 
identity and enhance reputation. For 

example, three professional societies 
(Deutsche Gesellschaft für Medizinische 
Informatik, Biometrie und Epidemiolo-
gie [GMDS], Deutsche Gesellschaft für 
Sozialmedizin und Prävention [DG-
SMP], Deutsche Region der Interna-
tionalen Biometrischen Gesellschaft 
[IBS-DR]) established a “certificate” of 
competence in epidemiology based on a 
portfolio of pertinent achievements and 
an oral qualifying examination. The UK 
has a register for accreditation of the 
public health workforce, both medical 
and non-medical, which acts to encour-
age entry to the profession. Achieving 
EU agreement on the competences re-
quired for entry to the profession would 
help to support workforce mobility.

• The new scope of public health educa-
tion must incorporate interdisciplinary 
and inter-sectoral thinking. Among new 
content will be policy literacy, “health-
in-all policies”, genomics and infor-
matics, global health, ethics and media 
awareness. Teaching in the methodolo-
gies of research is needed to train how 
to generate and use evidence, and how 
to link evidence with practice, including 
the practice of public policy. Skills for 
cooperation and co-working with oth-
er disciplines, professions and sectors 
(including NGOs and the private sector) 
must also be taught, together with the 
skills for leadership and advocacy.

• National provision of public health de-
grees should include bachelor’s, mas-
ter’s and PhD level; PhD programmes 
have particular importance in support-
ing research objectives. There are new 
opportunities for joint degrees, for ex-
ample public health with international 
relations, law and economics, and joint 
master’s degrees in public health and 
MD. New tools can be used in support 
of continuing professional develop-
ment and distance learning (e.g. mas-
sive open online courses). Education 
modules should also be developed for 
local and central government as part of 
in-service training.
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• A quality-assured inventory to guide 
the student in making choices about 
courses would be helpful; the European 
Accreditation Agency can be expected 
to facilitate this.

• Public health components, and more 
generally the concept of “health-in-all” 
policies, should be included within the 
curriculum of all health professionals 
and in other sectors. The first should 
explicitly be labelled as public health in 
the curriculum. The medical school cur-
riculum would benefit from increased 
input about public health, the political 
and social contexts, population and 
demographic aspects of health, health-
care delivery science, and global health 
as well as, more generally, instruction 
to evaluate the implications of scientific 
advances for clinical practice and to as-
sess claims made by the private sector. 
There is scope for wider adoption of the 
good practice developed in some med-
ical schools for taking the health prob-
lem-oriented approach in the curricu-
lum, integrating all relevant disciplines.

• Training is also required to improve 
procedures for early detection of in-
fectious disease outbreaks, requiring 
doctors to be taught about the need to 
express their concerns to public health 
authorities.

• The public health workforce also has 
a role in education of the citizen, so 
that the community-at-large is more 
health-literate and better able to ap-
preciate the implications of advances 
in science and technology, for example 
vaccines (Eisenstein, 2014) and anti-
microbial resistance, and better able to 
interrogate claims from the private sec-
tor (e.g. consumer genomics). Inform-
ing public debate requires better use of 
social media to deliver messages, early, 
clearly and consistently (e.g. on risk fac-
tors and on disease outbreak manage-
ment). Better use of the media generally 
would help to display public health ex-
cellence, in practice, research and role 
models, make career pathways more 

attractive and raise the esteem of public 
health professionals.

8.5 Research

Priority research areas for Germany are re-
viewed in the position paper of the DGPH 
(Gerlinger et al., 2012) and will not be dis-
cussed in detail in the present statement. 
Choice of research topics needs to remain 
independent. The necessity of excellence 
in multi-disciplinary research to underpin 
public health has been discussed in detail 
recently in other countries (for example 
the UK [Academy of Medical Sciences, 
2013]), who have also emphasised the 
necessary close relationship between re-
searcher, practitioner and policy-maker 
and the need to strengthen pathways for 
public health training and career pro-
gression. It is important to reiterate some 
points made in previous chapters and to 
emphasise the need for increased strate-
gic investment in public health research. 
Competitive funding programmes are im-
portant but must not lead to fragmenta-
tion in research objectives and outputs:

• Some public health problems are tack-
led and solved in the community and 
do not currently reach the academic 
agenda of priorities. Academia must 
consider a wider research agenda, 
while always embracing excellence and 
collaboration.

• A new emphasis on interdisciplinary re-
search must address the questions that 
are beyond the scope of a single disci-
pline. New interdisciplinary connections 
create new challenges: for example, in 
obesity research the various explanato-
ry models (such as those based on evo-
lutionary biology or environmental and 
social determinants) are not mutually 
exclusive but do not use a common lan-
guage. Developing a common platform 
for research in public health will make 
the field more attractive for young peo-
ple and align with initiatives for opening 
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new career pathways. It is also impor-
tant to ensure that appropriate interdis-
ciplinary connections are made between 
other current German strengths (for 
example climate change research) and 
public health research.

• There is significant potential to use 
randomised trials, for example, to 
compare options for intervention in 
obesity, tobacco and alcohol consump-
tion, and in comparing approaches to 
non-communicable disease diagnosis 
and screening in population cohorts 
at particularly high risk. There is also 
great potential for making better use of 
long-term cross-sectional population 
and cohort designs to study pathways to 
ill health and evaluate the effectiveness 
of implementing interventions in public 
health. In addition to health and health-
care interventions, such studies need to 
document the social and economic en-
vironment and its changes to identify 
potential costs and benefits from pre-
ventive action. Internationally compar-
ative studies are particularly helpful in 
this respect. It must also be recognised, 
however, that because of the complexity 
of some of the public health challenges, 
randomised trials and cohort studies 
must be augmented by other research 
designs, for example observational 
studies, in contributing to methodolog-
ical developments in public health.

• One impediment to public health re-
search is that research grant systems 
are often based on disciplinary assess-
ment. The funding bodies need to re-
consider their criteria and procedures 
for evaluating interdisciplinary re-
search proposals so as to increase their 
expertise in evaluating public health re-
search projects. 

• Research funding is often technolo-
gy-driven in orientation whereas it 
should be needs- and ideas-driven. 
More effort is needed to examine re-
gional disparities in health and the sta-
tus of vulnerable groups as well as the 
working of health services in the region 

– this effort requires both collecting 
more data and more analysis of avail-
able data. Research on social determi-
nants must also address the influence 
of the commercial environment with its 
large impacts on health.

• There is significant scope to build on 
current research capacity in epidemi-
ology and social sciences, including 
health economics, behavioural sciences 
and cognitive and systems science. A 
more active approach to public health 
monitoring and evaluation will gener-
ate new research questions and aug-
ment linkage with work priorities at 
the regional (EU) and global (WHO) 
levels. There is need to expand effort 
in funding, handling, linking and ac-
cessing large data sets in research and 
surveillance, for example disease regis-
tries, national and international cohort 
studies, pharmacovigilance and other 
routine data sets (such as those from 
general practice). 

• One major priority is to develop an in-
novative global health research agenda 
that reflects the global changing bur-
den of disease. Such research should 
bring together people from different 
sectors, areas of expertise and coun-
tries to develop effective policies, pro-
grammes and strategies to improve 
health through non-health sector in-
terventions and strengthen health sys-
tems. Increasing research on global 
health issues requires interdisciplinary 
approaches (e.g. to assess impact of cli-
mate change on health). One essential 
element in an integrated global health 
research agenda is to expand research 
on pathogens (and their antimicrobial 
resistance), to understand virulence 
and host susceptibility and to serve as 
the basis for new drug and diagnostic 
development.

• The EU Horizon 2020 programme 
of research funding the major public 
health problems and to include health 
systems and policy research. There is 
need for more cooperation between 
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EU countries to work on agreed public 
health priorities, to build networks and 
to share information – the optimal uti-
lisation of what already exists can help 
to offset tendencies for growth in bu-
reaucracy and should precede the cre-
ation of new structures.

• Academia has a role not only to gen-
erate fundamental and applied knowl-
edge but also to identify and advise on 
ways to address gaps in the implemen-
tation of that knowledge for service de-
livery, policy development, public dia-
logue and international collaboration. 
Translational public health requires 
the use of research evidence in policy 
and practice, including responding to 
local and international priorities and 
documenting the emerging evidence 
on effectiveness. It is important, there-
fore, for academia to invest more sus-
tained effort in developing methods, 
criteria and indicators that could be 
used to measure research uptake and 
impact, so as to advise on what works 
and can be transferred to new con-
texts.

8.6 Translation or research outputs 
and public engagement:

 applying the information that 
already exists

Research investment is wasted if there is 
no commitment to translation. The op-
portunities and challenges are exemplified 
by public health genomics: there is need 
to do more to translate between basic re-
search, clinical practice and population 
health, in both directions (Vignola-Gagne 
et al., 2013). Caution is warranted in the 
face of the hyperbole often accompany-
ing new claims; the scientific communi-
ty must also exercise its responsibility to 
advise on developing national goals and 
guidance on what tests and treatments 
should be implemented and what should 
not be implemented. Assessment of quali-
ty must be evidence-based.

• A broad agenda for engagement is vi-
tal to raise awareness of public health 
issues and to increase the national and 
international profile of academic ini-
tiatives and their contributions to the 
advancement of science and public 
health. Engagement strategies must 
be based on a robust evidence base to 
connect research, its funders and its us-
ers, to maximise the impact on policy, 
practice, innovation and collaboration 
and, in turn, inform the future research 
agenda.

• There is need to develop strategic re-
lationships with policy-makers and 
the civil society, and practice-related 
organisations inside Germany, such as 
IQWIG (Institute for Quality and Effi-
ciency in Health Care) or AQUA (Insti-
tute for Applied Quality Improvement 
and Research in the Health Care), with-
in the EU, such as ECDC, and globally, 
particularly with WHO, and to tackle 
interfaces with the private sector, the 
health industry and civil society. Health 
impact assessment is an important tool 
to ascertain the consequences of policy 
decisions in other sectors.

• We strongly recommend increased pub-
lic engagement. Germany needs to find 
new ways for the citizen to access health 
information and services, and to be ac-
tively involved in research, as partici-
pants and, for example, in helping to en-
sure appropriate priorities and relevant 
end-points. It is probable that reform 
of academic infrastructure will only 
achieve its optimal value if accompa-
nied by increased public engagement on 
health matters. There are considerable 
challenges associated with understand-
ing and communicating risk, changing 
attitudes and behaviour at a time when 
some in the medical profession remain 
conservative in their assumptions about 
their responsibility for public health. An 
additional challenge for academia is to 
help policy-makers in Germany make 
the case to their electorate that there 
is legitimate self-interest in tackling 
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health problems in other countries: for 
example, that there is interdependence 
in a shared vulnerability to communi-
cable disease and other risks that cross 
borders.

• Academia will have an increasing role 
in supporting those outside the medical 
profession in promoting and maintain-
ing public health, including the new 
ways to access health information and 
services. There are also significant op-
portunities for academia at the interface 
between medical and social sciences to 
take a lead in informing media commu-
nication relating to disease burden, risk 
and preparing for the unexpected, for 
example from (re-)emerging infectious 
diseases. 

• There is now considerable experience 
in Germany in using scientific evidence 
to inform public policy development 
and decision-making. There are two di-
mensions to influencing policy through 
academic research: (1) to generate the 
evidence and concomitantly and (2) to 
develop the methodology that connects 
research outputs to policy innovation. 
Academia has additional roles in ex-
ploring the issues associated with the 
implementation of policy and evalu-
ating the consequences of that imple-
mentation. There are already models 
of good practice to adopt in devising 
effective mechanisms to sustain time-
ly interaction between the research 
and policy-making communities. The 
Leopoldina has taken a leading role in 
mobilising the scientific community to 
provide the evidence base to advise pol-
icy-makers both in Germany and, as a 
founder member of EASAC, throughout 
the EU. Guidelines to share good prac-
tice in science policy dialogue have been 
developed by EASAC (EASAC, 2011b) 
and by the European Science Advisory 
Network for Health (EuSANH, 2011). 
Germany should take an active role in 
the debate on what should be covered 
by the EU mandate for public health 
and the policy implications therein.

• While there is general agreement that 
policy advice needs to be evidence 
based, in practice causal attributions 
between policies and their effects are 
often difficult. There is, however, little 
formal quality control in such public 
policy advice. The academic communi-
ty has a stronger role in evaluation: this 
role needs to include the evaluation of 
policy decisions and instruments, and 
their impact (“policy-based evidence”) 
as well as the evaluation of the feasibil-
ity and effects of health interventions.

• Global health is increasingly important 
in all the aspects of public health con-
sidered above. Academia must raise its 
profile as a trusted partner in global 
health programmes, to provide rele-
vant context, inform options and eval-
uate outcomes. Major objectives should 
include the following: contributing to 
international research advances; part-
nership in support of capacity building 
in other countries; and development of 
internationally focused training and ex-
change programmes.

8.7 Structural options for reform

Public health will benefit from reform. 
It needs strengthening in research and 
education. New structures will demand 
new funding because the existing basis 
needs to be maintained and further de-
veloped. There are differences of opinion 
as to whether there should be close phys-
ical connection between schools of public 
health and medicine. If the connection 
to medicine is too close there is concern 
that medicine will dominate; however, if 
it is too distant there is concern that pub-
lic health will be neglected in the medical 
curriculum. 

What, then, are the broad options 
for academic reform? As discussed in pre-
vious chapters, it is important to under-
stand what can be shared between medi-
cine and public health and to agree that, 
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whatever the institutional arrangements, 
there should be productive interaction 
such that graduates from all the disciplines 
learn mutual respect and work together. 
Health and public health pose challenges 
which can only be tackled if there is truly 
an interdisciplinary approach. This needs 
to be reflected in the institutions, organi-
sations, structures, teaching and research. 
International outreach is even more im-
portant than in many other disciplines. 

Although there are varying views 
about the nature and effectiveness of the 
present structures, there is consensus that 
academic public health expertise in Ger-
many is at a high scientific level, but it is 
too fragmented to live up to expectations. 
To live up to international standards and 
to reach a further qualitative leap, aca-
demic public and global health needs to 
be independent. Developing a strategy for 
coordination must build on the excellence 
in disciplines already existing in the lead-
ing universities and in other institutions 
and informed by experience in public 
health practice, and should also capitalise 
on continuing developments and regional 
strengths in the research environment in 
Germany. We advise diversity in seeking 
organisational solutions. 

Whatever the structural option cho-
sen, it must be of high quality and support-
ed by sustained funding to secure the struc-
tural interactions between universities and 
other institutions involved in public health. 
It must be accompanied by a continuous 
commitment to monitor the impact of re-
form. Furthermore, however reform is im-
plemented, it is also vital to promote the 
culture of evidence-based continuing im-
provement. That is, to monitor the impact 
of reform and to act on the findings.

More of the same is not our recom-
mendation. It is important that the public 
health community develops a new feel-
ing of joint responsibility, openness and 
togetherness for the important nation-

al needs and global challenges. This will 
have to lead to new joint programmes and 
new structures at national and interna-
tional levels.

It is considered important that from 
the beginning of the new national effort, 
great importance and attention is given 
to the participation and development of 
some precise and well-defined European 
and/or international programmes and 
collaborations. It is also important that 
the new “German Public Health” initiative 
(see below) is structurally closely linked to 
major European and international institu-
tions. Whatever path is followed, univer-
sities will need to play a strong role.

Among the potential solutions are 
four different models:

1. “Public and Global Health Net-
work Germany”. Such a network would 
strengthen current structures and im-
prove coordination, collaboration, and na-
tional and international and networking. 
There would be great value in developing 
a strategic national competitive funding 
programme to support this in a compet-
itive merit-based manner. This could be 
initiated by funding bodies in Germany 
and should be open to established funding 
mechanisms including individual grants, 
special research grants and “clusters”. 
This competitive funding scheme could be 
supplemented by grants from the Federal 
Ministries and from the Länder.

Such a competitive process and a 
detailed strategic analysis of existing or 
emerging centres may well result in the 
establishment of three or four major Pub-
lic Health Centres situated at universities 
in Germany, bringing together relevant 
disciplines such as epidemiology, health 
system sciences, biostatistics, social 
sciences or medicine. This would certainly 
provide a new stimulus for the field but it 
would need an element of coherence and 
continuity.
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The network’s structure could also 
take advantage of the already-existing 
competences and experience at univer-
sities, at established DZG with disease 
orientation by German universities and 
Helmholtz Centres, as well as the RKI, and 
must link with other public health services 
to create critical mass. It has to be clear 
that the universities are important part-
ners; otherwise it will not be possible to 
obtain one of the main objectives, namely 
to strengthen public health education and 
teaching. It will also be crucial to involve 
from the very beginning the respective 
planning and advisory institutions at the 
level of the state and federal governments. 
In practical terms, it may be feasible to 
capitalise on the Helmholtz Association 
of National Research Centres in medical 
disciplines, as well as Leibniz Institutes, 
Max Planck Institutes, federal agencies 
such as the RKI and others who already 
have activities and programmes in public 
health, to provide new partnerships, fund-
ing opportunities, coordination and criti-
cal mass.

2. “German Virtual Institute for 
Public and Global Health”. This 
would start with a virtual coordinating 
structure involving actors mentioned un-
ter item 1 to nucleate developments and, 
in addition, to explore what can be added 
by EU networking. It may also be desira-
ble to combine elements from the differ-
ent options: individual centres to lead on 
particular topics, with a coordinating cen-
tre to provide coherence to the framework 
overall.

3. “Institute for Public and Global 
Health”. An already existing or a newly 
founded institute takes on responsibility 
to promote and support public and glob-
al health research, teaching and policy in 
Germany. Other institutions in this field 
could collaborate and network with this 
institute. Elements from items 1 and 2 can 
be integrated here.

4. “German Centre (or Foundation) 
for Public and Global Health”. This 
option would be based on a new, strong, 
central institute, a hub, which would have 
the important task of supporting and co-
ordinating an affiliated national network, 
thereby ensuring that support of excel-
lence in research and teaching is assured 
in all qualifying centres throughout the 
country, especially in the universities, but 
also in non-university institutions. There 
are various ways to construct such a na-
tional centre and its closely linked net-
work of institutions and working groups. 
One is to support of the core role of the 
universities and to provide stable federal 
funding, while at the same time retaining 
regional strengths and involving non-uni-
versity institutions. According to this 
model, the function of a national centre 
would include the following: 

• collaboration with partners in Germa-
ny, the EU and worldwide; 

• generation of knowledge across a broad 
front; coordination of decentralised 
and interdisciplinary training; 

• a focus on global health priorities; 
• a lead role in the network of regionally 

based schools of public health, broker-
ing between national and global inter-
ests and activities; 

• to be a voice of social critique and advo-
cacy for public health;

• encouragement of public dialogue; 
• exercise of the mandate to act in public 

health matters;
• a convincing and effective governance, 

at the same time assuring participation 
of partners. 

Such a structure could and would 
have to provide more stability than a loose 
network, special funding programmes or 
a virtual institute. It should be aimed at 
a close cooperation of universities, uni-
versities of applied sciences, research in-
stitutes and the public health service in 
order to achieve an efficient transfer of the 
results and encourage research on public 
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relevant topics. This structure could take 
advantage of the competences and experi-
ence in the science, coordination and gov-
ernance at universities and at the DZG, 
as well as the RKI. In any case, the uni-
versities are important partners to ensure 
that public health education and teaching 
are strengthened. It can be envisaged that 
university departments, working groups 
or other institutions, even outside Germa-
ny, become formal external members of 
the “Centre for Public and Global Health”, 
including participation in its governance. 
The different legal structures of the differ-
ent DZG as well as that of the BIH should 
be studied as possible models of govern-
ance and funding for such a Centre. 

These options need further discus-
sion, bringing together additional evi-
dence and perspectives. We strongly rec-
ommend establishing a national “Public 
and Global Health Initiative” (PGH Initi-
ative) so that Germany can fulfil the role 
that society and the national and interna-
tional community is rightfully expecting. 

Therefore, as part of the next steps, 
we make the following recommendations.

• Immediately establish a PGH Initiative 
Founding Committee consisting of rep-
resentatives of academic public health, 
non-university research organisations 
such as the RKI, ÖGD, other relevant 
bodies in Germany and internation-
al experts. This high-level and visible 
“PGH Initiative” Founding Committee 
will make the best use of the recommen-
dations from the present statement and 
will have to make sure that those with 
responsibility take up the challeng-
es and collaborate on novel solutions 
without delay. This step gains addition-
al importance in view of the new chal-
lenges that will arise from the adoption 
of the sustainable development goals at 
the United Nations in 2015.

• As independent institutions, academies 
provide a suitable platform to bring to-

gether all actors relevant for such a pro-
cess:
– to engage in further international 

benchmarking of public health work-
forces (numbers, career diversity, 
linkages) and academic structures 
and their performance,

– to define collective needs,
– to identify mutual interests, and
– to create new links between the part-

ners.
• Develop criteria and indicators of ex-

cellence for a process to establish na-
tional public health objectives.

• Explore possible strategies to link ÖGD, 
academic public health and other insti-
tutions based on national and global 
health needs and evaluate the support 
required to stimulate joint research and 
scientific activities. The PGH Initiative 
Founding Committee should define im-
mediate actions and set out an indica-
tive timetable for action over the next 
4 years. The strategy devised must be 
sufficiently flexible to cope with rap-
id advances in science and technology 
as well as the new and growing public 
health challenges.
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http://www.who.int/workforcealliance/knowledge/resources/Health2020_long.pdf
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The long-term objective was to 
help structuring academic public health 
in Switzerland in full respect of regional 
prerogatives of each university. SSPH+ 
hosted the federal grant with minimal 
infrastructure and running costs. The 
headquarters is located at the Universi-
ty of Zurich. SSPH+ is currently run by 
three co-chairs, one from each linguistic 
area. Almost all the amount of federal 
grant has been re-invested each year, ei-
ther in supporting postgraduate master’s 
degree programmes (dedicated to contin-
uing education) or the two Swiss doctor-
al programmes, one in public health and 
the other in health economics. SSPH+ 
also funded grants for professorships, for 
which a selective process of hiring was 
chosen, and the grants were only given to 
those universities, who committed them-
selves to provide permanent positions af-
ter a seeding period of 4 years.

SSPH+ has been a major contribu-
tor to capacity building in academic pub-
lic health in the three linguistic areas of 
Switzerland. The federal funding will end 
in 2016, but the founding universities are 
willing to continue to support SSPH+ by 
financing those activities that need coor-
dination and for which the critical mass is 
lacking at individual universities.

10.1  The Swiss School of Public 
Health35

The Swiss School of Public Health 
(SSPH+) is a federal project launched 
10 years ago because of a strong com-
mitment from the federal State Secretary 
for Research, Education and Innovation 
(SERI), the willingness of the directors 
of the institutes of public health as well 
as those of the institutes of health eco-
nomics. Owing to specific prerogatives 
of Swiss universities, (funded primarily 
by cantons) and to the fact that research 
is funded through other types of instru-
ment, the SERI decided to fund the exist-
ing university institutes of public health, 
mainly through a mechanism dedicated 
to promote postgraduate and continu-
ing education in public health. The Swiss 
University Conference (SUC) was the 
designated nationwide body disseminat-
ing the federal money through the dedi-
cated university institutes.

The SERI decided to promote 
the creation of a Foundation named the 
“Swiss School of Public Health (SSPH+)”, 
in which universities with an academic ac-
tivity in public health became a founding 
member. During a full decade, about 2 to 
3 million Swiss francs a year have been 
brought to these institutes, in addition 
to their existing budgets (amounting to 
about 150 million Swiss francs a year in 
Switzerland).

35 This appendix was prepared by Antoine Flahault 
(University of Geneva, Switzerland and University of 
Paris Descartes, France), Sandra Nocera (Swiss School 
of Public Health, Zurich, Switzerland) and Fred Paccaud 
(Lausanne University Hospital, Switzerland).
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10.2  Selected results of the bibliometric analysis

Tabelle A1: The ten most productive German institutions in public health (2000 – 2012)

Institution No. of Articles
Share of All German

articles (2000 – 2012)

Ruprecht-Karls-Universität Heidelberg 154 9.60 %

Universität Bielefeld 130 8.10 %

Charité – Universitätsmedizin Berlin 118 7.36 %

Universität Hamburg 113 7.04 %

Technische Universität Dresden 106 6.61 %

Ludwig-Maximilians-Universität München 97 6.05 %

Heinrich-Heine-Universität Düsseldorf 86 5.36 %

Ernst-Moritz-Arndt-Universität Greifswald 83 5.17 %

Universität Bremen 74 4.61 %

Helmholtz Zentrum München – Deutsches Forschungs-
zentrum für Gesundheit und Umwelt (GmbH) HMGU 73 4.55 %

Tabelle A2: The ten most cited German institutions in public health (2000 – 2010)

Institution Citations
Share of Citations of 

German articles 

Heinrich-Heine-Universität Düsseldorf 429 7.65 %

Ruprecht-Karls-Universität Heidelberg 373 6.65 %

Universität Hamburg 347 6.19 %

Universität Bielefeld 345 6.15 %

Robert Koch-Institut 319 5.69 %

Charité – Universitätsmedizin Berlin 310 5.53 %

Albert-Ludwigs-Universität Freiburg 270 4.82 %

Ludwig-Maximilians-Universität München 244 4.35 %

Technische Universität Dresden 236 4.21 %

Freie Universität Berlin 235 4.19 %

Note: All values computed from 3-year citation windows.
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10.3  List of boxes

Box 1: Workshop discussion points: history of public health in Germany and abroad: 
developments, definitions, national and global challenges.

19

Box 2: Definitions of public health. 21

Box 3: Ten essential public health operations 
(detailed definitions and scope are provided in WHO, 2011).

23

Box 4: Workshop discussion points: living conditions and causality. 25

Box 5: Workshop discussion points: prevention and health promotion. 27

Box 6: Workshop discussion points: public health genomics. 29

Box 7: Workshop discussion points: infection epidemiology. 32

Box 8: Objectives in outbreak management: what can be done better? 34

Box 9: Workshop discussion points: Public health: national and global strategies. 36

Box 10: Publications in public health – summary of a bibliometric analysis. 42

Box 11: Publications in epidemiology – summary of a bibliometric analysis. 43

Box 12: Workshop discussion points: public health workforce. 44

Box 13: Summary comparison of public health capabilities in EU Member States 
(source: Brand, 2011).

47

Box 14: Summary of recommendations for education and training, research and its translation. 51

10.4  List of tables
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10.5  List of abbreviations 

AQUA Institute for Applied Quality Improvement and Research in the Health Care – Institut 
für angewandte Qualitätsförderung und Forschung im Gesundheitswesen

ASPHER Association of Schools of Public Health in the European Region

BIH Berlin Institute of Health

CDC US Center for Disease Control and Prevention

DGPH Deutsche Gesellschaft für Public Health – German Public Health Association 

DGSMP Deutsche Gesellschaft für Sozialmedizin und Prävention

DKFZ German Cancer Research Centre – Deutsches Krebsforschungszentrum

DZG German Centres for Health Research – Deutsche Zentren der Gesundheitsforschung

EASAC European Academies Science Advisory Council

ECDC European Centre for Disease Prevention and Control

ENCD European Network of Cancer Registries

ESHG European Society of Human Genetics

EU European Union

FEAM Federation of European Academies of Medicine

FP Framework Programme

GIZ Deutsche Gesellschaft für Internationale Zusammenarbeit

GMDS Deutsche Gesellschaft für Medizinische Informatik, Biometrie und Epidemiologie

HTA Health Technology Assessment 

IAMP Interacademy Medical Panel

IAP InterAcademy Partnership

IBS-DR Deutsche Region der Internationalen Biometrischen Gesellschaft

IOM Institute of Medicine

IPCC Intergovernmental Panel on Climate Change

IQWIG Institute for Quality and Efficiency in Health Care – Institut für Qualität und 
Wirtschaftlichkeit im Gesundheitswesen

IT information technology

MOOCs Massive open online courses

NGO Nongovernmental organisation 

OECD Organisation for Economic Co-operation and Development

ÖGD German Public Health Service – Öffentlicher Gesundheitsdienst

PGH Initiative Public and Global Health Initiative

RKI Robert Koch Institute

SHARE Survey of Health, Ageing and Retirement in Europe

SHI Statutory health insurance – Gesetzliche Krankenversicherung

UN United Nations

UNEP United Nations Environment Programme

UNESCO United Nations Educational, Scientific and Cultural Organization

WHO World Health Organization
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10.6  Methods

10.6.1 Members of the Working Group

Spokesperson

Detlev Ganten Stiftung Charité, IAMP Co-chair Berlin

Members of the Working Group

Jean-Francois Bach Académie des sciences, Paris (France)

Axel Börsch-Supan Max Planck Institute for Social Law and Social Policy, Munich

Reinhard Burger Former President Robert Koch Institute, Berlin

Martina Cornel Clinical Genetics/EMGO Institute for Health and Care Research,
VU University Medical Center, Amsterdam (Netherlands)

Antoine Flahault Institute of Global Health, University of Geneva (Switzerland)

Peter Goldblatt UCL Institute of Health Equity, London (Great Britain)

Jörg Hacker President of the German National Academy of Sciences Leopoldina,
Halle (Saale)

Ilona Kickbusch Global Health Programme, Graduate Institute of International and 
Development Studies, Geneva (Switzerland)

Uwe Koch-Gromus Dean of the Medical Faculty, Universitätsklinikum Hamburg-Eppendorf, 
Hamburg

Alfons Labisch Institute of the History of Medicine, Universitätsklinikum Düsseldorf

Peter Propping Institute for Human Genetics, University of Bonn

Bernt-Peter Robra Institute of Social Medicine and Health Economics,
Universitätsklinikum Magdeburg

Frank Rösler Department of Psychology, University of Hamburg

Günter Stock President of the Union of the German Academies of Sciences and 
Humanities, Berlin

Volker ter Meulen Past-President of the German National Academy of Sciences 
Leopoldina, IAP Co-chair, Würzburg

Jos van der Meer President of EASAC, Internal Medicine, Radboud University, Nijmegen
(Netherlands)

Hans-Peter Zenner ENT-Medicine, Universitätsklinikum Tübingen

Scientific officer and editors

Kathrin Happe German National Academy of Sciences Leopoldina, Halle (Saale)

Robin Fears Herts, UK
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10.6.2 Reviewers

Klaus Hurrelmann Professor of Public Health and Education, Hertie School of Governance, Berlin

Josephine Jackisch Master Student “Dynamics of Health and Welfare”, Ecole des Hautes Etudes 
en Sciences Sociales (EHESS) Paris and Linköping University, Sweden

Joel Ménard Université Paris Descartes (France)

Peter Piot Director, London School of Hygiene and Tropical Medicine (Great Britain)

Pekka Puska Past director, Finnish National Institute for Health and Welfare (Finland)

Ralf Schwarzer Health Psychology, Free University of Berlin

10.6.3 Procedures
On the initiative of the German National Academy of Sciences Leopoldina, the working 
group was established on 19 December 2013 by the Standing Committee of the Ger-
man National Academy of Sciences Leopoldina. The working group was preceded by 7 
fact-finding workshops in 2013 with more than 70 Experts from 12 countries. Thereaf-
ter, the working group drafted this statement in 2 meetings in English language. The 
statement was finally adopted by the Standing Committee of the German National 
Academy of Sciences Leopoldina on 4 March 2015. 

10.6.4 Additional material
Reports of the workshops and the full bibliometric analysis can be accessed on the 
Leopoldina’s website.
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