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Shortage of public 
health independence 
and advocacy in the UK

As public health registrars we believe 
it is the duty of UK public health 
institutions to advocate strongly for 
evidence-based measures to improve 
the health of society. However, several 
public health reports have made us 
concerned about the independence of 
our institutions.

One example is the latest 
Chief Medical Officer’s report1 
on child health. We were struck 
by the mismatch between the 
problems identified and the actions 
recommended. The report excellently 
highlights the social determinants 
of poor child health. However, its 
recommendations focus on health-
care services (such as giving out more 
vitamins) with no recommendations 
to tackle the social determinants 
of health (such as tackling child 
poverty). When the report cites 
the work of the WHO Commission 
on Social Determinants of Health, 
individual-level targets, such as 
parental education, are singled out, 
rather than wider recommendations 
such as social inclusion of caregivers, 
childcare, flexible working hours, or 
full and fair employment.2  A second 
example is the exclusion of climate 
change from the analysis of the health 
impacts of fracking by Public Health 
England.3 Such limited analyses give 
out harmful messages that can be 
easily misinterpreted.

Our criticism is not aimed at any 
individuals, but at the institutional 
restrictions preventing bolder analysis 
of public health issues. We agree with 
Marmot and Kickbusch4 that a “health 
in all policies” approach is central to a 
healthy society. Public health must be 
free to draw attention to any potential 
eff ect on health of any government 
policies.

So what is to be done? First, Public 
Health England and the Chief Medical 
Officer should be independent 

expert advisers, with no political 
interference in the scope or focus of 
their work. Only this will maintain 
their public credibility. Second, public 
health professionals must champion  
the “health in all policies” approach 
at every opportunity. Third, public 
health professionals should actively 
engage with policy makers, civil 
society, and the media to facilitate 
this. The increasing influence of 
tobacco, alcohol, and food industries 
on government policy show the 
increasing inability of the public 
health profession to work eff ectively.5 
Shying away from advocacy is 
comparable to medical negligence.  

The changes taking place in UK 
public health present a unique 
opportunity for strong, independent 
public health institutions, and 
determined public health advocacy. 
This could bring tremendous gains to 
the health of our populations.
We are all members of Medact.
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Design of pragmatic 
trials of tuberculosis 
interventions

Helen Ayles and colleagues deserve 
credit for ZAMSTAR  (Oct 5, p 1183),1 
a community-randomised trial of 
community-level enhanced tuber-
culosis case-finding and household-
level tuberculosis–HIV care in Zambia 
and South Africa. However, we argue 
that ZAMSTAR should have used 
tuber culosis incidence rather than 
preva lence as its primary endpoint.

For either intervention to be eff ective, 
ZAMSTAR needed to show lower 
prevalence in the intervention arms 
than in the control arm, repre sen ting 
a reduction in duration of tuberculosis 
disease, tuberculosis incidence, or both.2 
A decline in disease duration would be 
interpreted as shortened diagnostic 
delays, a fall in incidence as reduced 
transmission. However, the two eff ects 
cannot be separated; lower prevalence 
in the intervention arms could refl ect 
earlier diagnosis without any eff ect on 
transmission. Moreover, an increased 
number of HIV-infected household 
members receiving antiretroviral 
treatment would have reduced not 
only the rate of progression to disease, 
thereby lowering tuberculosis inci-
dence,3 but also early mortality from 
tuberculosis, thereby increasing the 
average duration of disease.4 Both 
eff ects are desirable, but when captured 
as disease prevalence might cancel 
each other out, which could account 
partly for the noted lack of eff ect of the 
HIV intervention. These shortcomings 
cannot be com pen sated for by 
measuring inci dence of tuberculin 
reactivity in children, because this 
method is an unsatis factory surrogate 
for tuber culosis transmission.5 

To separate these different and 
potentially counteracting effects, 
pragmatic trials of tuberculosis 
interventions should have both 
tuberculosis incidence and prevalence 
as trial endpoints. Estimation 
of tuberculosis incidence requires 
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