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Foreword

Dr Gro Harlem Brundtland

Director General, World Health Organisation

Globalisation is one of the key challenges that public health faces in the
twenty-first century. It is a major theme that is confronting many fields
of public policy, but it is the health field that particularly illustrates the
shared consequences of a globalising world, both its potential rewards
and hazards. Infectious diseases, global trade, collective violence, ageing,
health sector reform — all of these issues have determinants and conse-
quences beyond individual countries. We are thus pressed to understand
better the globalising processes that are confronting public health and
somehow engage with them in order to make globalisation work better
for health. We are pointedly aware that we are only beginning to do this.
Globalisation in its present form could well be contributing to worsening
health as long as a substantial number of people are being marginalised
and disadvantaged by the process. Making globalisation work to the ad-
vantage of all — rich or poor — is a hard challenge.

This book is a timely contribution. It is important reading for those who
want to understand some of the major health consequences of globalisa-
tion better. More specifically, the book’s concern with how health policy
is made — who is involved, which processes are taking place, what changes
are happening to the broader context of policy-making — has not yet been
addressed elsewhere. The case studies provided illustrate that domestic
and foreign policy is being increasingly blurred, and that globalisation is
far from creating a globally inclusive policy environment. We must appre-
ciate not only that there are broad determinants of health emerging from
globalisation, but that we must go beyond our familiar intellectual, tech-
nical and operational borders within the health sector to address them
effectively. Only in this way can we begin to put health much higher on
the agendas of those who are driving globalisation. This book contributes
importantly to this vital task before us.

Xix






Preface

Anthony Zun

The origins of this book lay in a decision taken in 1998 by members of
the Health Policy Unit at the London School of Hygiene and Tropical
Medicine to collaborate on a joint academic project. Members of the
Unit, as in other academic institutions, focus their attention on advanc-
ing their own and collective research agendas, pursuing those for which
research funding is available while seeking funding to move forward their
other research interests. In such focused and competitive environments,
the potential for broader collective academic activity and debate, and
for more creative and searching exploration of important issues, tends to
suffer.

The Health Policy Unit at the London School of Hygiene and Tropical
Medicine hosts around thirty members of staff and a similar number of
doctoral students. The Unit seeks to inform and strengthen the devel-
opment and implementation of appropriate health policy and to increase
understanding of the process of policy development at global, national
and local levels. Areas of expertise include comparative health policy and
health systems analysis, health economics and international public health.
While many Unit members have a particular interest in the challenges fac-
ing low- and middle-income countries, the Unit is increasingly cognisant
of the interconnectedness between developments in different parts of the
world. Staff come from disciplines ranging from sociology, social policy
and political science, to anthropology, health economics, public health
and epidemiology. The Unit houses a number of substantive areas of
activity including health systems, health economics and financing, eco-
nomic evaluation, infectious disease policy, modelling of HIV infection
and preventive efforts, violence against women, globalisation, political
economy of tobacco control, policy transfer, humanitarian aid and pub-
lic health, and post-conflict health sector development.

Our objectives for developing a joint Health Policy Unit project were
to explore an area which cut across all our respective research agendas, to
collaborate with one another in different teams and more combinations
than usual, and to examine and contribute to building understanding

xxi
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around an important current challenge in international public health
and policy. Three possible themes were considered — equity, poverty and
social exclusion; North—South research collaboration and its attendant
challenges; and globalisation, global health and their linkages with health
policy and its transfer. Our concerns with equity, poverty and social ex-
clusion reflected a commitment to recognising inequalities in the distri-
bution of global, national and local resources, and the negative impact of
this for development, health and well-being. The topic would challenge us
to think through how we could conceptualise the current inequities and
contribute to the debate regarding the appropriate balance between effi-
ciency and equity concerns. Focusing on North—South research collabo-
ration, and asking questions about whose agendas we research and why,
and how we could more appropriately balance northern and southern
perspectives, objectives and power over research content and processes,
reflected our everyday concerns and activities. Staff within the Health
Policy Unit recognise the privileged position in which we find ourselves,
and the particular challenge of working effectively and equitably with
partners in under-resourced settings. The third possibility, to explore
issues of globalisation and global health policy, posed the challenge of
engaging with ongoing debates taking place in international relations,
politics and development studies, exploring their interfaces with those in
international health. Underlying all three possibilities was the recognition
that the world is changing rapidly and, in many ways, fundamentally, and
that we need to reflect on the implications of this for international health
work.

This book represents the product of the third option: globalisation
and health policy. Many of us believed that we are witnessing profound
changes worldwide and that neglecting to understand and relate to these
changes will hamper our work, and its value, in relation to international
health policy. In working on this project together, we had to get to grips
with a number of issues, including the imprecision with which the term
globalisation is often applied, the importance of understanding the ben-
efits, opportunities and negative effects of aspects of current forms of
globalisation, and the challenge of identifying a way forward in analysing
and influencing policy debate in international health. ‘Globalisation’ as a
term and concept is at risk of being rendered meaningless by over-use
and excessive claims regarding its ability to explain too many different
aspects of international relations, politics and economics. None the less,
most agree that there is something qualitatively different happening in the
contemporary world and that understanding these changes and assessing
their implications for our own areas of work is crucial.
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As researchers and practitioners seeking to promote health and
improve the quality of life for all, we must examine both the negative and
positive dimensions of globalisation. Through our work in many parts of
the world, we have seen some of the negative human consequences of
globalisation driven solely by the so-called logic of the market. Globali-
sation brings a complex set of costs and benefits to individuals, commu-
nities and societies around the world; it is simultaneously integrating and
fragmenting, leaving both winners and losers in its wake.

We argue for a more humane globalisation, one that builds connections
without disrupting others, creating many more winners than losers, and
keeping basic human values of dignity and equity at its core. The new
technologies of global communication will assist in making visible what is
often invisible, making heard what is often unheard, making explicit what
is often implicit, and promoting accountability and transparency among
those who exercise power over the lives of others; we need to learn to
tame and use these technologies to ensure that all aspects of the debate
are heard and considered.

The process of producing the book followed from our objectives: we
sought to work with, write and debate with one another, and in so do-
ing, to sharpen understanding of our own areas of work and to link our
concepts and concerns with others being critiqued in the development
community. A number of chapters provided the basis for intense exchange
within the Unit; while intellectual sparring usually takes up a small pro-
portion of our time, it is always particularly invigorating, challenging
and affirming when it occurs. Many chapters were carefully reviewed by
outside peer reviewers as well as by the editors, Kelley Lee, Kent Buse
and Suzanne Fustukian, who have worked to ensure that we clarify our
thoughts and concepts, sharpen our arguments and seek linkages with
literature we normally neglect. They, with the support of the Unit but
with a great deal of personal commitment and energy, have ensured that
this project has been tackled as effectively as it has, and that we have a
product to show for it.

We owe a note of thanks to the Department of Health and Development
(formerly the Department of Health in Sustainable Development) of the
World Health Organisation that had the foresight and commitment to
back our initiative. WHO provided arm’s-length support to the produc-
tion of this book, collaborating on two chapters, providing an important
contribution from Dr Brundtland, the Director General, and assisting in
the distribution of the book to resource-poor settings.

Through the process of producing this book, we have each examined
our work in a different way from usual. We have come to believe that
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health policy-makers and researchers who ignore the dynamics of global-
isation will severely undermine their understanding of health policy and,
thereby, their influence over the current and future policy formulation
and implementation. We present to you our book, a reflection of collec-
tive hard work and thought, which we hope will be of interest in opening
out a crucial area for health policy debate and development.
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1 An introduction to global health policy

Kelley Lee, Suzanne Fustukian and Kent Buse

Globalisation is among the most discussed, and is undoubtedly one of
the most disputed, terms to have come into common parlance in recent
years. Scholarly and popular writing about globalisation has grown expo-
nentially over the past decade or so, spurred by often heated debates over
whether or not the process is actually occurring, to what extent, for what
reasons, in what forms and with what consequences. Economic globali-
sation has initially received the lion’s share of attention, but recognition
of the political, social, cultural, technological, environmental and other
aspects of globalisation has rapidly grown in more recent years.

It is in the latter context that this book, which explores how health
policy-making is being affected by forces broadly defined as globalisation,
was conceived. Health is an important sector of most economies and a
core area of social policy. For example, total expenditure on health as
a proportion of Gross Domestic Product (GDP) is as high as 14 per
cent in the US and is over 10 per cent in a number of additional OECD
(Organization for Economic Co-operation and Development) member
countries. Public expenditure on health as a proportion of total public
expenditure varies widely between countries, with India and Indonesia
spending 3.9 and 3.0 per cent respectively, and Andorra and Argentina
spending 38.5 and 21.6 per cent respectively (WHO 2000a). As such, the
health sector has been the focus of much policy reform effort over the past
two decades, to coincide with shifting ideas worldwide about the welfare
state and the role of the public and private sectors in health care financing
and provision. Ultimately the subject of health policy is a universally
relevant one. Global health has featured prominently on the agendas
of the major international political conferences of the 1990s, and has
recently been framed as a security issue in the US and at the UN Security
Council. Moreover, we are all concerned with our own and others health
status, and the factors that optimise it. The health status of individuals
and populations is a significant barometer of social progress, broadly
reflecting the sustainability of current, and prospective, forms of how we
order our lives both locally and globally.
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Attention to the links between globalisation and health has increased
rapidly since the mid 1990s, initially spurred by concerns over perceived
changing threats to national and human security. These concerns have
widened, as understanding of the diverse and uneven impacts of globali-
sation on human health has grown, to include international trade agree-
ments, global financial and trade flows, and global environmental change.
Accompanying this attention have been efforts to explore the implications
of these challenges to existing institutions and practices of health gover-
nance — how should collective action be taken to mediate the positive and
negative impacts of globalisation on human health?

The purpose of this book sits between seeking to better understand the
impacts of globalisation and finding ways forward to strengthen health
governance. We are especially interested in the changing actors, processes
and contexts of policy-making, along with the actual policies adopted. In
many ways, these four components are intertwined with each other. Yet
it is useful to analytically tease them out in relation to how globalisa-
tion is impacting on each of them. Selected areas of health policy have
been focused on, with a particular emphasis on low- and middle-income
countries (LMICs), to illustrate the impact of globalisation on health
policy-making. The areas covered are by no means exhaustive, however,
and the issues they raise in relation to health policy-making are not exclu-
sive to these countries and regions. Indeed, one of the key messages of this
volume is that no population group is immune from the health-related
causes and consequences of globalisation.

The impacts of globalisation on health

An appreciation of the diversity of impacts that globalisation is having on
health is rapidly growing, resulting in a variety of initiatives seeking more
detailed understanding of these impacts and designing effective policy
responses to them. These initiatives, in turn, have led to the term ‘global
health’ which is being increasingly recognised among scholars, policy-
makers and practitioners as distinct from ‘international health’, although
the difference is not always made sufficiently clear. Indeed, both terms
are variably defined and frequently used interchangeably, and there is
consequently confusion between them.

International health is a familiar and longstanding term that broadly
refers to health matters that concern two or more countries. Alternatively,
within the development community, international health usually refers to
health matters relevant to the developing world. While all sorts of public
and private sector actors (both individuals and groups) may be involved
in international health, it is the primacy of the state and state-defined



An introduction to global health policy 5

actors that distinguishes international health. For example, the regular
transport of infectious diseases such as plague by trade ships from Asia to
western Europe from the twelfth century onwards led to the adoption
of maritime quarantine systems by Italian city states and later other
European countries, as the foundations of the modern surveillance and
control systems. The practice essentially excluded a suspect ship and its
passengers from landing at a port of call for a given time until it was
granted plague-free status by local authorities. The important feature of
this system, which Carmichael (1997) describes as ‘an undeniable stimu-
lus to the growth of the modern bureaucratic state’, is its efforts to shore
up the territorial boundaries of the state against a health threat. If some-
how the threat could be kept at bay outside of the given state’s borders,
the population within would remain safe.

Many of the health issues that policy-makers face today remain, strictly
speaking, international health issues. The threat of food-borne diseases
from increased international trade, for example, in principle could be
addressed by improved national, regional and multilateral regulation of
food production and trade. Increased risk from infectious diseases as a
result of highly mobile populations, at least those affecting individuals
who enter and leave countries legally, could (theoretically) be regulated
by customs authorities and public health officials at points of entry into
a given country. In practice, as a number of chapters to this volume
demonstrate, this is difficult to achieve given the limited capacity of many
LMIC governments.

However, international health becomes global health when the causes
or consequences of a health issue circumvent, undermine or are oblivious
to the territorial boundaries of states and, thus, beyond the capacity of
states to address effectively through state institutions alone. The illicit
drug trade is conducted in a highly covert way, using global transporta-
tion, communications, banking and financial infrastructures to directly
challenge law-enforcement authorities worldwide. As Stares (1996)
argues, the illicit drug industry has its own geographical rationalism of
closely linked producing and consuming populations. The health
effects of environmental degradation, such as global climate change or
the Chernobyl nuclear accident, can also transcend state boundaries and
directly challenge the capacity of the state alone to address its causes and
consequences.

Global health is also concerned with factors that contribute to changes
in the capacity of states to deal with the determinants of health. The
global economic crisis of the late 1990s is recognised as having had pro-
found impacts on public sector expenditure on health programmes such
as family planning and basic health services (UNFPA/Australian National
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University 1998). Cheaper and more widely available transportation tech-
nologies, for example, have led to a significant increase in the number of
people crossing national borders each week. While the sheer volume of
international population movements challenges the logistical capacity
of public health officials to cope with screening of travellers for health
risks, the global movement of more vulnerable groups, such as economic
migrants, refugees or trafficked individuals, places the inadequacy of in-
ternational health (both conceptually and operationally) in starker relief.

One of the first premises of this book is that the scope of global health
is expanding as a consequence of the processes of globalisation. Glob-
alisation can be defined as ‘processes that are changing the nature of
human interaction across a wide range of spheres including the socio-
cultural, political, economic, technological and ecological’ (Lee 2001).
These processes are global, in the sense that at least three types of bound-
aries hitherto separating human interaction — spatial, temporal and cog-
nitive — are being redefined. These are discussed in greater depth in Lee
(2001) but can be summarised briefly as follows.

Spatial or geographical boundaries, in particular the territorial bor-
ders of states, are becoming relatively less important as a consequence of
globalisation. Perhaps more accurately, a reterritorialisation of geograph-
ical boundaries is occurring by which globalising processes are redefin-
ing geographical space in alternative and innovative ways. For example,
global civil society, virtual communities and cyberspace increasingly defy
the logic of territorially defined geography, giving rise to the importance
of, on the one hand, aterritorial social arrangements and, on the other,
competing loyalties and identities (Scholte 2000). Transnational activ-
ities such as foreign-exchange trading and the Internet have become
deterritorialised in the sense that geographical location matters little.
Other transnational activities, although not deterritorialised as such, have
intensified to such an extent that they are transforming societies around
the world. Most fundamental of these is the ‘global shift’ of the world
economy, which, through the interrelated actions of transnational cor-
porations (TNCs) and states, is affecting local communities around the
globe (Dicken 1998).

In the health field, this reterritorialisation of human interactions is
impacting on both cause (health determinants) and effect (health status).
As discussed above, globalisation in the economic, political, social, cul-
tural, ecological and technological spheres of human activity needs to be
taken into account as part of the broader determinants of health. The
impacts of these processes of change, in turn, are leading to new patterns
of human health and disease that do not necessarily conform to, or are
revealed by, national boundaries alone.
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This reconfiguration of the geography of health determinants and
status, along with other geographies (e.g. financial resources, production
and trade, cultural identity), has called into question traditional ways
in which we categorise health needs. The familiar dichotomy between
developed and developing countries has long been recognised as overly
crude but broadly useful in distinguishing the needs and realistic options
of countries of different levels of wealth. Global health issues are thus
those that are not confined to a specific country or groups of countries,
but are transborder in cause or effect; this suggests that the ways in which
we conceptualise the geographical boundaries of the world, and the health
issues related to them, need to adapt to processes that are transborder in
nature.

Importantly, this does not mean that we should ignore the often stark
inequities in impact that are being experienced within and across pop-
ulation groups. While global health, by definition, makes all individuals
and groups potentially vulnerable given their transborder nature, those
who have the necessary resources, skills and mobility to reduce or avoid
the costs of globalisation are at a clear advantage over those who do not.
Most agree that there are winners and losers arising from the processes
of globalisation. The proportion of winners to losers, and the long-term
distribution of costs and benefits among them, remain highly disputed.
Supporters of neo-liberalism maintain that benefits will eventually ‘trickle
down’ to more and more people, raising the overall standard of living for
all (World Bank 2000). Others, however, disagree that these trickle-down
benefits are occurring sufficiently or fast enough. Bauman (1998), for ex-
ample, argues that a minority of extraterritorial elites are enjoying a dis-
proportionate share of the benefits of globalisation, while the bulk of the
world’s population, a ‘localised majority’, bears the brunt of its risks and
problems. Similarly, Coburn (2000) writes that ‘the links between glob-
alisation and health initially stemmed from concerns within the health
sector that economic globalisation in its present form is having adverse
impacts on human health, in particular worsening equity and health sta-
tus within certain vulnerable populations’. Measures to redistribute costs
and benefits more directly are thus advocated, such as the Jubilee 2000
initiative on debt relief or the Tobin Tax, to generate resources for ad-
dressing global health inequalities.

Temporal boundaries, the way in which we perceive and experience
time, are also changing as a result of globalisation. For the most part,
globalisation has been characterised by an acceleration of the pace of our
lives, a feeling of time compression created by what has become possible
technologically and aspirationally. As Gleick (1999: 9-10) writes:
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We are in a rush. We are making haste. A compression of time characterizes
the life of the century now closing ... We believe that we possess too little of it
[time]: that is a myth we now live by. What is true is that we are awash in things,
in information, in news, in the old rubble and shiny new toys of our complex
civilization, and — strange, perhaps — stuff means speed. The wave patterns of
all these facts and choices flow and crash about us at a heightened frequency.
We live in the buzz. We wish to live intensely, and we wonder about the conse-
quences.

The effects of this temporal change on health are again relevant to both the
determinants of health and health status. Changes in certain health deter-
minants can manifest more rapidly or operate within an altered timescale.
Our destruction of the natural environment, for example, is happening
at an unprecedented and accelerating rate with direct consequences for
the survival of the human species (McMichael 1993). Lee and Dodgson
(2000) observe that the seventh cholera pandemic began in 1963 and
spread worldwide more quickly than the previous six. Furthermore, its
duration of about 40 years is by far the longest cholera pandemic in his-
tory, eluding public health efforts to definitively contain it because of its
capacity to re-emerge in different parts of the world as a result of such
features of globalisation as human hypermobility, political instability and
the food trade.

Third, globalisation has a cognitive dimension that concerns the
thought processes that shape our perceptions of ourselves and the world
around us. Wallerstein (1991) refers to a globalising cognitive framework
that he calls ‘geoculture’, in which ‘particular patterns of thought and
behaviour — even language — inscribed in geoculture, are not only es-
sential to ensure that the modern world-system functions effectively, but
also provide much of its underlying legitimation’ (Murden 1997). Glob-
alisation is changing how thought processes are produced and repro-
duced, particularly through the spread of communication technologies in
the mass media, research community and interpersonal communications
(e.g. email), as well as what thoughts are being produced (e.g. values,
beliefs, ideologies, ethics, cultural identity). There is disagreement as to
whether these changes are integrating societies for good or bad. Liberal
advocates of the ‘global village’ vision observe that: “The world is becom-
ing a single place, in which different institutions function as parts of one
system and distant peoples share a common understanding of living to-
gether on one planet. This world society has a culture; it instills in many
people a budding consciousness of living in a world society’ (Lechner
and Boli 2000: xiii). Others are worried that dominant western-derived
values, characterised by rampant consumerism, materialism and individ-
ualism, are being replicated around the world:



An introduction to global health policy 9

onrushing economic, technological, and ecological forces that demand integra-
tion and uniformity and that mesmerize peoples everywhere with fast
music, fast computers, and fast food — MTYV, Macintosh, and McDonald’s —
pressing nations into one homogenous global theme park, one McWorld tied
together by communications, information, entertainment and commerce.
(Barber 2000: 21)

Most overtly, the impact of the cognitive dimension of globalisation on
health is its direct consequences for diet and life style. Since the end of
the Second World War, populations in high-income countries have be-
come less physically active while at the same time consuming increased
fat and sugar levels. Smoking rates have declined in many high-income
countries, although the health consequences after many decades of high
rates of smoking are now being experienced. The result is a steadily rising
incidence of obesity, coronary heart disease, certain cancers and diabetes.
Importantly, these changes can be linked to the multi-billion pound mar-
keting of particular life styles via the mass media and other channels
of advertising, promotion and sponsorship. According to Wallack and
Montgomery (1992: 205), processed foods, soft drinks, cigarettes, alco-
hol, drugs and toiletries account for 80—90 per cent of all international
advertising expenditures. The aspirational messages that advertisers have
conveyed for decades in high-income countries are becoming globalised,
exported to the increasingly affluent in other parts of the world through
global trade and production relations, information technologies (notably
the mass media), and the liberalisation and privatisation of economies
worldwide.

Along with the replication of life style choices on a global scale, the cog-
nitive dimension of globalisation is shaping policy responses that facilitate
or hinder their health effects. Individual life style choices are being made
within a broader context of global capitalism. Many of the issues raised
by this book stem from concerns that cognitive exchanges within current
forms of globalisation are undertaken within highly inequitable circum-
stances. Rather than a ‘meeting of minds’, health policy is being shaped
foremost by a broader context of certain value systems, beliefs, aspirations
and so on that seek to maintain a particular world order. This process
is aptly captured in the French expression pensée unique, explained by
Halimi (2000: 18) as follows:

It is the ideological translation of the interests of global capital, of the priorities of
financial markets and of those who invest in them. It is the dissemination through
leading newspapers of the policies advocated by the international economic in-
stitutions which use and abuse the credit, data and expertise they are entrusted
with: such institutions as the World Bank, the IMF, the OECD, the World Trade
Organization.
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This shifting cognitive landscape is clearly discernible in the health field
where many of the policies discussed in this book derive. For example,
Bettcher and Yach (1998) explore the ways in which public health ethics
may be changing as a consequence of globalisation. Similarly, debates
over how health should be defined are being reframed, from a concern
with how to ensure health as a basic human right available to all and
collectively provided, to health as a product whose attainment and con-
sumption by individuals should be regulated by a marketplace. This shift
is further reflected in the normative criteria, and resultant analytical tools
(e.g. burden of disease, cost-effectiveness analysis), which are applied
to translate certain values into decisions over, among other things, the
allocation of limited health resources. The cognitive dimension relates to
both how societies structure and deliver health care, from the underlying
principles that guide health care to the specific technical interventions
provided, and the deeper structural level which concerns how we act to
mediate and direct globalisation towards agreed goals.

Collectively, changes to spatial, temporal and cognitive boundaries
can be described as the dimensions of global change. Efforts to under-
stand and respond effectively to these dimensions of change comprise
the broad and growing fields of global health policy and governance
(Lee 2001).

What is global health policy?

The focus of this book is on health policy and the ways in which global-
isation is affecting how policy-making is being carried out in the health
sector (and in other sectors and issue areas that impact on health). Health
policy is broadly defined as ‘goals and means, policy environments and
instruments, processes and styles of decision-making, implementation
and assessment. It deals with institutions, political power and influence,
people and professionals, at different levels from local to global’ (Leppo
1997). Global health policy can thus be understood as the ways in which
globalisation may be impacting on health policy and, alternatively, what
health policies are needed to respond to the challenges raised by global-
ising processes.

Interest in global health policy can be seen as an extension of a desire,
in more recent literature on globalisation, to understand the knock-on
effects of current neo-liberal and market-driven forms of globalisation,
on public policy especially in relation to social policy. While much of the
globalisation literature remains heavily focused on the economic and fi-
nancial sectors (World Bank 2000), many of the policy areas neglected
until recently are now being addressed. Initially, these efforts have come
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from scholars in social policy who observe the often adverse effects that
globalisation is having on the social sectors such as education, housing
and health. Deacon (1997) argues, for example, that national social pol-
icy is increasingly determined by global economic competition and cer-
tain international organisations. Social policy must thus be understood
in terms of global social redistribution, social regulation, social provision
and empowerment (Deacon 1997). Alternatively, Kaul ez al. (1999: 452)
conceptualise the shortfalls of globalisation in terms of the undersup-
ply of global public goods defined as exhibiting characteristics which are
‘nonexcludable, [and produce] nonrival benefits that cut across borders,
generations and populations’.

More recently, attention to the social sectors has come from economic
analyses, prompted by externalities of the global financial crisis of the
late 1990s, revealing the interconnectedness and mutual vulnerability of
national economies and societies. As well as eliciting extensive reflection
of the need to strengthen global economic governance (e.g. banking regu-
lation) (Stiglitz 1999), the links between economic and social policy were
brought more sharply into focus. As Reinicke (1998: 1) writes:

without a greater effort to understand the origin and nature of the current global
transformation and its implications for public policy, we will continue to react to
events rather than act to shape the future course of world politics. Such passivity
will leave our societies vulnerable to the risks that change will undoubtedly bring,
while forgoing the gains that a more active policymaking could realize.

In relation to the health sector, concerns for nascent global public policy
has initially centred on threats to national security or at least the security
of high-income countries. In the context of reframing post-cold war for-
eign and defence policy, this perspective has focused on selected health
threats such as infectious diseases, biological and chemical weapons,
human migration, and illicit drug trafficking. The global health policy
agenda in the US, in particular, has sought to channel the so-called ‘peace
dividend’ to health risks arising from globalisation (Institutes of Medicine
1997; Raymond 1997).

Internationally, global health policy has been cast to emphasise the
links between health and economic development led by the World Health
Organisation (WHO). Recognising economic integration as a key driver
of current forms of globalisation, WHO has strengthened its efforts to
understand issues such as multilateral trade agreements, capital flows
and macroeconomic policy and their implications for public health. In
this respect, Director-General Gro Harlem Brundtland has frequently
sought to argue that the protection and promotion of public health is a
core requirement of sustainable globalisation (Brundtland 1999a).
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The intention of this book is to bring these concerns together. A
number of questions occur in relation to health policy: is globalisation
changing the way health policies are being made? How effectively are so-
cieties able to address the risks and benefits of globalisation to human
health? Is globalisation broadening or narrowing involvement in priority-
setting in health? Is our collective ability to address global health issues
strengthened or undermined by the globalisation process? These ques-
tions, which are framed by what Held ez al. (1999: 18) describe as the
decisional and institutional impacts of globalisation, are addressed. De-
cisional impacts are ‘the degree to which the relative costs and benefits of
the policy choices confronting governments, corporations, collectivities
and households are influenced by global forces and conditions’. Institu-
tional impact refers to ‘the ways in which organizational and collective
agendas reflect the effective choices or range of choices available as a result
of globalization’. In short, the volume seeks to advance understanding of
the interplay between the dynamics of globalisation and the health policy.

The adverse impacts of globalisation on health, and the seeming in-
capacity of existing institutions and systems to address them, illustrate
the need for, and current weaknesses of, global health governance. Kaul
et al. (1999), for example, attribute the undersupply of global public
goods to three existing weaknesses or ‘gaps’ in the current institutions of
international policy-making:

(a) jurisdictional gap — ‘the discrepancy between a globalized world and national,
separate units of policy-making’;

(b) participarion gap — the continued focus of international co-operation on inter-
governmental actors and marginalisation of new global actors, civil society
and private sector; and

(c) incentive gap —the over reliance of the operationalisation of international agree-
ments on aid mechanisms while ignoring ‘many other practical policy options
that could make co-operation a preferred strategy for both developing and
industrial countries’.

Similarly, Kickbusch (1999) explores the possible characteristics of global
health governance and the necessary changes in how policy-making is
carried out.

In summary, global health policy is concerned with the ways in which
globalisation is affecting the ‘goals and means, policy environments and
instruments, processes and styles of decision making, implementation
and assessment’ (Leppo 1997) in the health field. This may eventually
lead to the development of global-level policy-making, but global health
policy may embrace those aspects of local, national, regional and inter-
national policy-making needed to address the impacts of globalisation on
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health. As described above, the global health policy agenda has thus far
been narrowly circumscribed, with selected costs and benefits of globali-
sation focused upon. It is argued here that global health policy is a broad
area encompassing the different spheres of human activity (i.e. economic,
political, ecological, technological, cultural) being changed by the pro-
cesses of globalisation at any level — from the individual to the global.

Conceptual framework of the book

There are admittedly many different models for conceptualising how
policy-making takes place, what the most important influences are, and
how we should study them. The field is multidisciplinary, offering a di-
verse and at times incompatible array of theories and approaches. Rather
than seek to reconcile differences in disciplinary, epistemological and nor-
mative starting points, this book begins with the broad approach taken
by Walt and Gilson (1994) that describes health policy in terms of policy
actors, processes, context and content. This framework is used, not as
a methodological tool, but as a conceptual list to prompt and organise
possible analytical questions.

First, how are policy actors in health changing as a consequence of
globalisation? This question concerns both who is making policy and
their changing power in relation to other actors to influence decision-
making. Policy actors may be individuals or groups of individuals with
the capacity to influence, either formally or informally, the policy-making
process. As well as understanding who participates, it is important to
recognise those under-represented by decision-making. Globalisation, as
described above, suggests that different actors have gained power over
others, notably actors with transnational links and resources. Globali-
sation is often described as an era of big business and big government.
Above all, the book will argue that conventional analyses of health policy,
as for other areas of public policy, that narrowly focus on the national
level and on state actors alone are becoming increasingly obsolete. This
is not to imply that national/local contexts are not important, but that
these need to be integrated into a much wider framework of analysis.

Second, how is globalisation affecting the processes by which policy-
making is carried out? Much of the criticism of globalisation, from both
the political left and right, is that it is an alienating phenomenon that
takes power away from individuals and their local communities, and lo-
cates it somewhere referred to as the ‘global’. Political responsibility and
political power are seen to be becoming more separated with the result
that an exclusive global elite is able to exert unrivalled power without, to
some extent, accountability to those they affect. Decisions taken in the
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boardrooms of large TNCs can have implications for people around the
world. Governments, in turn, theoretically remain responsible to their
citizenry but have diminished power to provide for their needs. Large
groups of individuals and communities worldwide feel even more dis-
empowered by the globalising forces that seem to be changing modern
societies in so many ways. Many writers argue that foremost is the need
to democratise globalisation (Amin 2000; Sen 2000).

An alternative vision of policy-making amidst globalisation is what
Castells (1996: 469—71) dubs ‘the rise of the network society’. He writes
that ‘dominant functions and processes in the information age are
increasingly organized around networks . . . A network-based social struc-
ture is a highly dynamic, open system, susceptible to innovating without
threatening its balance ... Yet the network morphology is also a source
of dramatic reorganization of power relationships.’ In this sense, the pro-
cesses of globalisation are potentially democratising, opening up political
spaces for a wider range of actors and new interconnections among them.
This book explores the extent to which processes of policy-making in the
health sector are changing as a consequence of globalisation, and in what
ways. Our examples seem to suggest that networks are indeed forming,
bringing new configurations of power relations, but that these networks
are still relatively exclusive.

Third, how is globalisation changing the context in which policy-
making takes place? Policy context concerns the surrounding social, in-
stitutional and natural environment that shapes policy-making at a given
time. One of the most significant changes to the health policy context in
a globalising world is the realisation that the determinants of health are
more complex and wide-ranging as a consequence of globalisation. Glob-
alisation brings home the message that the health sector is directly and
indirectly affected by other sectors such as trade and finance, environ-
ment, labour, communications and transportation. Of course, these con-
nections have long been recognised, but what has become more evident is
the increased interrelatedness of these policy areas to an extent unprece-
dented. Furthermore, there has been what Kaul ez al. (1999) describe
as the blurring of the dividing line between the spheres of domestic and
foreign policy, leading to the need ‘to review the fundamental princi-
ples of policy-making’. National policy-makers have experienced a rela-
tive decline in their capacity to control health determinants of domestic
populations because globalisation, by its very nature, concerns processes
that transcend state boundaries. For example, the global financial crisis
of the late 1990s had significant impacts on resources available to health
policy-makers in the hardest hit countries (UNFPA/Australian National
University 1998). Economic instability from volatile financial markets has



An introduction to global health policy 15

been accompanied by political instability in many parts of the world, in
turn adversely affecting the capacity to make effective health policies. The
worldwide spread of affordable information and communication tech-
nologies is changing the evidence base upon which health policies can be
made. All of these developments are creating policy contexts influenced
by diverse and complex forces, that are rapidly and steadily in flux, and
that do not conform to familiar national boundaries.

Finally, is globalisation influencing the content of policies being made?
Many of the chapters in this book examine particular policies and locate
them within the context of globalisation. Underlying these chapters is the
question of why certain policies become globalised, in the sense that poli-
cies originating in particular countries, organisations or even individuals
are eventually adopted by others as legitimate and useful. Of particular
note is what Leppo (1997: 3) describes as ‘an epidemic of reforms based
on various forms of market principles’. It may be argued that such poli-
cies are simply ‘good’ policies in that they successfully achieve agreed
and desired goals. The variable success of policies such as private health
insurance, user fees, contracting out and competitive tendering suggests
that other factors have influenced their acceptance worldwide.

Structure of the book

We have organised the chapters of this book into three parts. Part I deals
with how health policy-making takes place in a globalising world. In
so doing, the authors address, among other things, the transfer of val-
ues, technologies, practices and policies across a variety of boundaries
(e.g. local, national, regional, global). They also explore how policy actors
and their interactions are changing as a result of globalising forces. Ranson
and colleagues, in their analysis of the public health implications of multi-
lateral trade agreements, explore the shifting patterns of influence among
states, multilateral organisations (particularly the WTO) and commer-
cial interests over health policy. The chapter sheds light on the powerful
effect that formalised intergovernmental rules enshrined in treaty obliga-
tions in one sector (in this case liberalised and harmonised trading rules)
can have on public health. Buse and Walt discuss the hybrid institutional
form for health policy-making that is embodied in global public—private
partnerships. They draw attention to the increasing emphasis placed on
such collaboration for health policy and to the need for improved ways
of governing these institutions. The chapter by Brugha and Zwi, which
reviews the evidence base of policies relating to the regulation of private
providers in LMICs, reveals a number of disturbing features. In particu-
lar, the authors argue that advice provided by leading donor agencies to
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privatise health care provision preceded the systematic gathering and
analysis of empirical evidence and was instead predicated upon the ideo-
logical preferences of powerful external actors. Their case illustrates the
hegemony of certain ideas associated with dominant ideologies in a glob-
alising world. A review of the regulation of emerging global health markets
by Kumaranayake and Lake highlights the need for more effective regu-
lation and the important role that might be played by non-state actors.
Lee and Goodman challenge the orthodox assumption that globalisation
opens up political spaces for greater participation in policy development
by demonstrating how a small global elite, linked through an epistemic
community, came to frame both the terms and the content of health care
financing (HCF) reform worldwide. McPake takes up the challenge of
understanding policy learning across countries, also in the area of HCF,
as well as the promotion of autonomous hospitals, and argues for more
sophisticated approaches to policy adaptation. Finally, Kumaranayake
and Walker describe the globalisation of specific technical methodology
for priority-setting and question its utility in many settings. Collectively,
these chapters take a critical look at policy-making within the context of
current forms of globalisation.

The chapters in Part II examine selected impacts of globalisation on
the content of health policy. These chapters are concerned with how
globalising forces are changing the agenda faced by policy-makers, be-
cause the determinants of relatively familiar challenges are more complex
and multifaceted, or new linkages are emerging between health issues
and other areas, or new constellations of interest groups have captured
the policy process. Mayhew and Watts demonstrate the critical role that
the global women’s movement has played in framing the debates on
violence against women and reproductive health; using modern commu-
nications technology, this movement has formed powerful coalitions to
influence global agendas on these issues, despite the often tepid support
of state actors. They go on to argue that translating the global rhetoric
into national programmes will require pragmatic links to be developed
between the services and for them to be context-appropriate. The chapter
by Porter et al. explores the globalisation of tuberculosis and the role of
DOTS (directly observed therapy short course) as a ‘global strategy’.
Lloyd-Sherlock examines the dynamics behind the ageing agenda; he re-
veals the global dominance of particular ideological models with grave
consequences on equity of health care access. Fustukian er al. tackle the
neglected area of occupational health and safety as an area of health pol-
icy directly affected by the emerging global economy. Finally, Zwi et al.
consider the implications of collective violence on health policy agendas.
They argue that the new forms of collective violence which have emerged
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since the end of the cold war, notably complex political emergencies
(CPEs), are linked to structural features of globalisation. Humanitarian
responses to such conflicts, in an appropriate and timely manner, re-
quire us to address the root causes of conflict — widening socio-economic
inequalities, competition for control of natural resources in a global econ-
omy, global arms trade, and privatisation of armed conflict. While these
chapters are by no means intended to be a comprehensive discussion of
health issues related to globalisation, they seek to demonstrate the need
to better integrate consideration of globalising forces into health policy
agendas.

In Part III, Buse ez al. draw conclusions regarding the impact of glob-
alisation on health policy-making. We return to the topic of globalisation
and questions of actors, processes, context and content to explore further
how globalisation is changing all of these features. However, the editors of
this volume are keenly aware that this book only begins to open a corridor
to better understanding global health policy. The issues dealt with here to
explore global health are necessarily selective and omit, for example, such
key areas as global environmental change and non-communicable dis-
ease. None the less, in keeping with the multidisciplinary nature of the
subject matter, the contributors to this volume approach globalisation
from a variety of disciplinary perspectives, including anthropology, devel-
opment studies, economics, organisation studies, epidemiology, politics
and social policy. The chapters illustrate the multiple boundaries being
crossed as a result of globalisation — spatial, temporal and cognitive — as
well as the need to cross boundaries analytically and operationally to
address the health consequences arising from global change.
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2 The public health implications of
multilateral trade agreements

M. Kent Ranson, Robert Beaglehole, Carlos M. Correa,
Zafar Mirza, Kent Buse and Nick Drager

Introduction

An important feature of the modern global trading environment has been
the establishment of a comprehensive legal and institutional foundation
to regulate international trade in the context of a general desire to enhance
political and economic stability. Since 1947, the General Agreement on
Tariffs and Trade (GATT) has provided a rules-based regime to govern
world trade, but has had limited powers of enforcement. In recognition of
the expanding network and volume of world trade, the GATT evolved in
1995 into the World Trade Organization (WTO), an international organ-
isation with the mandate to reduce trade barriers to goods and services
and to mediate trade disputes between countries. Under the WTO, the
rules and regulations that guide world trade are entrenched in multilateral
trade agreements (MTAs) that are enforceable through a binding dispute
resolution mechanism. The underlying assumption of the WTO system
is that human welfare will increase through economic growth based on
trade liberalisation in the context of non-discriminatory rules and trans-
parency. From a public health perspective, this desirable goal requires
linking the benefits of the global trading system to sound social policies
(Drager 1999).

This chapter explores from a public health perspective the impact,
actual and potential, of selected WTO MTAs on health policy, espe-
cially in low- and middle-income countries (LMICs). The purpose of
this analysis is to suggest policy options for ensuring that existing, and
any future, MTAs are more sensitive to public health issues. In the next
section, the WTO and some of its Agreements are described, with a
brief description of some trade disputes that have been adjudicated since
the WTO’s inception. The following section discusses the public health
implications of MTAs, and describes a range of potential policy op-
tions, at national and global levels, aimed at maximising the positive (and
minimising the negative) impact of the WTO and its MTAs on public
health.

18
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The World Trade Organization: towards binding
behind-the-border policy convergence

The WTO is an intergovernmental body that, as of July 2000, had 139
Member States; a further 29 countries, including China, the Russian
Federation and Saudi Arabia, are currently negotiating their entry into
the WTO. Membership binds parties to adhere to all of the MTAs under
the purview of the WTO. The WTO is headquartered in Geneva and
governed by a biennial Ministerial Conference composed of represen-
tatives of all Member States. Day-to-day operations are overseen by a
General Council, which also directs a dispute settlement system and a
Trade Policy Review mechanism. Membership on the Council is open
to all signatories of the Agreement (WTO 1999a). The WTO has three
stated purposes:

1 to assist the free flow of trade by facilitating the removal of trade tariffs
or other border restrictions on the import and export of goods and
services;

2 to serve as a forum for trade negotiations; and

3 to settle trade disputes based upon an agreed legal foundation.

There are several aspects of the WTO multilateral trading system that are
worth recalling here. First, the multilateral trade system’s fundamental
purpose is to foster the flow of trade between WTO countries by pro-
viding a set of rules to regulate trade. An important aim of the WTO
is to reduce barriers preventing the free flow of trade, including cus-
toms duties (or tariffs), import bans or quotas that selectively restrict
trade, and non-tariff barriers. Secondly, the most-favoured-nation clause
(MFN) means that each Member Country is obliged to treat all other
Members as its ‘most favoured’ trading partner, i.e. every Member
trading-partner country is as favoured as any other for both imports
and exports. The third aspect is national treatment, which means non-
discrimination between national and foreign goods and services, as well
as in relation to trade-related aspects of intellectual property. Important
exceptions to the obligations of national treatment are provided in the
MTAs. Fourth is transparency, which aims to guarantee openness in the
trade policies of WTO Members in goods, services and the protection
of intellectual property rights. Fifth is a dispute settlement procedure
based on a legal foundation, although the priority is to settle disputes
through consultations. This latter procedure is a major change from the
GATT, and underscores the rule of law, thus making the trading system
more secure and predictable.! The final aspect of the WTO system is
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the recognition of special and differential treatment for developing coun-
tries (in particular the least-developed countries, or LDCs) and countries
in transition to market economies, including transitional periods for
them to implement their WTO obligations. Over three-quarters of WTO
Members are developing countries and countries in transition.

Trade and public health under GATT: limats to the sovereign
right to protect health?

The GATT, originally adopted in 1947 and incorporated into the WTO
Agreements in 1994, does not restrict a Member’s freedom to adopt mea-
sures based on public health considerations. Article XX (b) of the GATT
specifically provides for an exception to GATT rules, including national
treatment, when ‘necessary to protect human, animal or plant life or
health’. Article XX imposes the burden of proving the necessity of the
trade-restrictive national measures on the Member invoking an excep-
tion (Trebilcock and Howse 1999). With the establishment of the WTO,
more specific rules are now found in the Agreements on the Application
of Sanitary and Phytosanitary Measures (SPS) and Technical Barriers to
Trade (TBT). If there is a conflict between provisions of GATT 1994
and agreements forged in any other MTA contained in Annex A to the
WTO Agreement, the provision of the other MTA prevails.

The Thai cigarette case of 1990 illustrates how Article XX (b) has been
applied in a dispute. In this case, the panel examined the application of
the Article to an import ban on cigarettes imposed by the government of
Thailand for public health reasons. The panel concluded that alternatives
less restrictive than banning imported cigarettes were available to achieve
the health objectives of the Thai government. (Trebilcock and Howse
1999). The panel dismissed the Thai government’s argument (which was
based on Article XX (b)) that the ban was ‘necessary to protect human . . .
life or health’. While acknowledging ‘that this provision clearly allowed
contracting parties to give priority to human health over trade liberaliza-
tion’, the panel concluded that Thailand had failed to show that ‘there
were no alternative measures consistent with the General Agreement, or
less inconsistent with it, which Thailand could reasonably be expected
to employ to achieve its health policy objectives’. Following this ruling,
the domestic market was opened to foreign tobacco companies; however,
with the implementation of strong domestic tobacco control policies by
the Thai government, the prevalence of cigarette smoking by Thai adults
actually declined slightly (Vateesatokit ez al. 2000).

An example of the application of Article XX(b) following the im-
plementation of the WTO in 1995 is provided by the ‘Gasoline case’
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involving the USA, Venezuela and Brazil in a dispute over gasoline quality
(see Box 2.1).

Box 2.1 United States — Standards for Reformulated
and Conventional Gasoline (WTO 1996).

At issue in this case (the first ever trade dispute handled by the WTO) was
the United State’s Environmental Protection Agency (EPA) regulation in
relation to the Clean Air Act of 1990. The EPA’ s ‘Gasoline Rule’ aims at
preventing worse air pollution in the United States by preventing oil refineries
from producing dirtier gasoline. Under the EPA’s rule, each domestic US
refiner was assigned a baseline, and each refiner was required to produce
gasoline no dirtier than the baseline. This baseline was calculated based on
the volume and quality of gasoline produced by that refiner in 1990. Foreign
refineries (as well as domestic refineries without documentation because
they were new or had filing violations), on the other hand, were assigned an
average (or ‘statutory’) baseline that their gasoline had to meet.

Venezuela and Brazil lodged a complaint with the WTO because, they
argued, they were placed at a disadvantage in that the ruling created the
possibility that imported gasoline that failed to meet the average could be
rejected while equally dirty gasoline from the US refiner whose baseline was
at the bottom end could be permitted: ‘All imported gasoline had to meet the
1990 average expressed in the statutory baseline whereas half of the domestic
refineries could sell gasoline which did not meet the statutory baseline.” The
US rejected these claims and argued that the Gasoline Rule could be justified
under the exceptions contained in Article XX (b). For example, it was argued
that:

air pollution, and in particular ground-level ozone, presented health risks to
humans, animals and plants. Toxic air pollution was a cause of cancer, birth
defects, damage to the brain or other parts of the nervous system, reproductive
disorders and genetic mutation. It could affect not only people with impaired
respiratory systems, but healthy adults and children as well ... Thus, its (the
Gasoline Rule’s) aim was to protect public health and welfare by reducing
emissions of toxic pollutants ... Therefore, the Gasoline Rule fell within the
range of policies specified in Article XX(b).

Ultimately, the WTO panel ruled that the EPA’s Gasoline Rule was not con-
sistent with the GAT'T, and could not be justified under any of the Article XX
exceptions. The US appealed this case in 1996, but the rulings of the panel
were upheld by the Appellate Body. Based on the WTO ruling, and facing
the prospect of US $150 million in trade sanctions per year, the EPA im-
plemented the WTO’s recommendations as of August 1997. Now, a foreign
refiner can petition the EPA for an individual baseline. If the EPA approves,
then the foreign refiner must supply the same kind of evidence and test data
as domestic producers. Gasoline from foreign refiners without an individual
baseline will continue to be treated under the average baseline.
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The Multilateral Trade Agreements (MTAs): the relevance of
the trade regime to health

The legal ground-rules that guide the WTO are covered in multilat-
eral Agreements (along with annexes and schedules). The four Agree-
ments considered particularly relevant to public health are the Agreement
on Trade-Related Aspects of Intellectual Property Rights (TRIPS), the
Agreement on Technical Barriers to Trade (TBT), the Agreement on
the Application of Sanitary and Phytosanitary Measures (SPS), and the
General Agreement on Trade in Services (GATS). In terms of control-
ling trade-restrictive health measures, the SPS Agreement (primarily) and
the TBT Agreement (secondarily) are now of more importance from a
disputes perspective than GATT Article XX (Fidler 2000).

Agreement on Trade-Related Aspects of Intellectual Property Rights
(TRIPS)

This Agreement sets minimum standards of protection for intellectual
property rights including patents, copyrights, trademarks and industrial
designs. The aim of the TRIPS Agreement is to establish minimum stan-
dards of intellectual property rights protection that Member Countries
must enforce through national laws. The broad objectives of the TRIPS
Agreement are: promotion of technological innovation; transfer and dis-
semination of technology; and contribution to the mutual advantage of
producers and users of technological knowledge in a manner conducive
to social and economic welfare. Intellectual property areas covered by
TRIPS of particular relevance to health are patents, trademarks and
undisclosed information. The TRIPS Agreement set the term of protec-
tion for patents at a minimum of 20 years from the filing date (Article 33).
For trademarks the term of protection is seven years after the initial reg-
istration but this term is renewable indefinitely (Article 18). There is no
specified term of protection for undisclosed information, which is pro-
tectable under non-exclusive rights in the framework of the disciplines
on unfair competition.

Ultimately, all WTO Member Countries are required to provide a min-
imum level of intellectual property protection. However, transitional ar-
rangements were provided for LMICs in view of the problems they face in
upgrading their legal and regulatory systems (patent laws, copyright laws,
etc.) to be compliant with TRIPS. From 1 January 1995, the transitional
periods agreed were one year for industrialised countries, five years for
developing countries and countries in transition, and at least eleven years
for LDCs. LMICs that did not provide product patent protection for these
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Box 2.2 The ‘Bolar exception’ (WTO WT/DS114/R).

During the term of a patent, the ‘Bolar exception’ in patent law permits
research, development and submission of information and samples required
of generic drug manufacturers by regulatory authorities for registration. The
purpose of the Bolar exception is to facilitate the approval of a generic prod-
uct for marketing before patent expiration, thereby permitting a prompt
introduction of generic versions after that date, at a lower price than the
patented pharmaceuticals. Bolar type provisions are explicitly provided for
in the patent laws of many developed and a few developing countries. Bolar
provisions do not allow for commercialisation before the expiry of the patent;
however, in the Bolar provisions in the Canadian Patent Act, manufacturers
were allowed to stockpile for up to six months, so that generic drugs were
ready to ship as soon as the patent expires.

In November 1998, the European Commission and their Member States
requested the WTO Dispute Settlement Body to establish a panel to examine
the application of the Bolar provisions in the Canadian Patent Act in relation
to Canada’s obligations under the TRIPS Agreement. In March 2000, the
Panel concluded that Canada was not in violation of TRIPS in allowing the
development and submission of information required to obtain marketing
approval for pharmaceutical products carried out without the consent of the
patent holder. However, Canada was found to be inconsistent with TRIPS
in allowing the manufacturing and stockpiling of pharmaceutical products
during the six months immediately prior to the expiry of the twenty-year
patent term.

products at the date of entry into force of the TRIPS Agreement following
these periods were granted an extra five years to amend their patent laws.
Of particular interest to health policy is a case relating to the ‘Bolar
exception’ that has recently come to a decision under the TRIPS
Agreement, with important implications for the expeditious availability
of generic drugs once the original patents have expired (see Box 2.2).

Agreement on Technical Barriers to Trade (TBT)

The TBT Agreement concerns non-tariff barriers (NTBs) in interna-
tional trade and has implications for the production, labelling, pack-
aging and quality standards of pharmaceuticals, biological agents and
foodstuffs. Although countries introduce product standards and technical
regulations for safety and quality reasons, these regulations can also be
used, either intentionally or unintentionally, as hidden barriers to trade
in goods, especially for imports. According to the US Department of
Commerce, almost two-thirds of the US merchandise exports in 1993
were affected by technical standards and requirements in importing
countries (Trebilcock and Howse 1999). The TBT Agreement was
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negotiated to remove these N'TBs to international trade. There are three
important aspects to the TBT Agreement:

¢ the basic aim of the Agreement is to ensure that domestic technical
standards and regulations do not create unnecessary obstacles to trade;

e the Agreement encourages countries to use international standards
where these are appropriate; and

¢ it does not remove the right of the countries to have higher standards
than the international standards, provided they can be justified.

All goods, including industrial and agricultural products, are subject to
the provisions of this Agreement. However, purchasing specifications
prepared by governmental bodies for their production or consumption
requirements are not subject to the provisions of this Agreement.

A panoply of standards for products and services is important to safe-
guard human health. Governments take measures to protect health
through health policies, laws, regulations, codes, standards, guidelines
and criteria. A great deal of international trade takes place in goods which
are either directly used in health systems (drugs, vaccines, medical equip-
ment, diagnostic instruments and machines) or are important for human
health (food items and beverages). Some traded goods are known to have
harmful effects on health (tobacco products, pesticides, illicit drugs, etc.).
For all these goods, except illegal drugs, a variety of standards and reg-
ulations exist both at national and international levels with the aim of
protecting human health.

The TBT Agreement acknowledges the importance of standards and
regulations for protecting public health. The preamble to the Agreement
states that ‘no country should be prevented from taking measures neces-
sary to ensure the quality of its exports or for the protection of human,
animal, and plant life or health, of the environment, or for the prevention
of deceptive practices, at the levels it considers appropriate’. However,
Members’ regulatory flexibility is limited by the requirement that tech-
nical regulations ‘are not prepared, adopted or applied with a view to,
or with the effect of, creating unnecessary obstacles to trade’. The TBT
Agreement requires transparency in the development, adoption and ap-
plication of standards so that the standards and technical regulations
cannot be used as a covert way of discouraging imports.

The Canadian asbestos case has recently come to a decision and may
turn out to be a landmark case from a public health perspective, although
the details of the judgement have not yet been published officially by the
WTO (see Box 2.3).
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Box 2.3 Canadian asbestos case.

Asbestos is the leading known cause of occupational cancer whose risks have
been extensively documented. In France alone asbestos claims the lives of
about 2,000 people each year and a ban on chrysotile (white) asbestos is
already in place in nine of the fifteen EU Member States. This case stems
from a 1998 challenge by Canada to a complete ban by France in 1996 on
the import and use of chrysotile asbestos. Canada was concerned that this
ban would be taken up by other countries, particularly its Latin American
and Asian trading partners.

Canada challenged the ban on the basis that it was a barrier to trade
and that it ‘severely damages Canada’s economic interests and in particu-
lar, its profits for international trade in chrysotile asbestos’ (International
Herald Tribune, 16 June 2000). Canada argued that banning asbestos is
an unnecessarily extreme measure because the ‘controlled’ use of asbestos
can reduce the health risks to acceptable levels. Many governments, how-
ever, have already rejected the notion that the controlled use of asbestos
is safe, even in the context of developed countries. In LMICs, the con-
trolled use of asbestos is not usual. Canada also argued that France was
trying to protect its domestic producers of substitute products. The USA
and the European Union, which represented France at the WTO panel,
sided with France in asking the WTO panel to reject the Canadian com-
plaint.

The outcome of this case was announced in June 2000. The adjudicating
panel rejected Canada’s claim that the ban constituted an unnecessary ob-
stacle to trade under Article 2 of the TBT agreement, arguing that the ban is
not a technical regulation and therefore does not fall under the scope of the
Agreement. The panel stated that although the French ban was incompati-
ble with the national treatment provisions outlined in Article III of GATT,
France nevertheless had a right to apply the ban under GATT Article XX(b)
(General Exceptions). A first ruling was issued in September 2000, following
review by both parties. This ruling is the first time in the history of the WTO —
and in more than 500 filed trade disputes — that trade-restrictive measures
have been upheld as necessary to protect human health (International Herald
Tribune, 16 June 2000).

Another important consideration is the process of international stan-
dards development and the participation of developing countries in the
work of international standard-setting organisations. Primarily due to lack
of resources, the participation of developing countries in international
standard-setting organisations has been quite limited. This may reduce
the chances of their compliance with the provisions of the Agreement.
Special and differential treatment of developing countries is authorised
under the Agreement with the aim of encouraging its implementation.
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In addition, the Agreement calls upon developed countries to provide
LMICs with appropriate technical assistance.

Agreement on the Application of Sanitary and
Phytosanitary Measures (SPS)

The SPS Agreement deals with specific measures taken by countries to
protect the health of humans, animals and plants, and is especially con-
cerned with food safety. The SPS Agreement, while recognising the right
of countries to take measures to protect health and life, aims to minimise
the chances of these measures being used as trade barriers. For countries
to restrict trade in food products they have to show scientific evidence of
risks to health, although the Agreement does allow countries to imple-
ment provisional measures in the absence of such evidence. A multilat-
eral framework of rules and disciplines has been established by the SPS
to guide the development, adoption and enforcement of national sani-
tary and phytosanitary measures that are consistent with international
standards, guidelines and recommendations in order to minimise their
negative effects on international trade. According to the Agreement, san-
itary and phytosanitary measures are defined as any measures applied
to:

e protect human or animal life or health from risks arising from additives,
contaminants, toxins or disease-causing organisms in foods, beverages
or feed stuffs;

* protect human life or health from plant or animal carried diseases;

e protect animal or plant life or health from pests, diseases or disease-
causing organisms; and

¢ prevent or limit other damage to a country from the entry, establishment
or spread of pests.

With a view to ensuring compliance with the provisions of this Agreement
by LMIC Members, the WTO SPS Committee is able to grant time-
limited exceptions in whole or in part from the obligations under this
Agreement, taking into account financial, trade and development needs.
Provision of technical assistance to LMIC Members has also been agreed,
either bilaterally or through appropriate international organisations.
The SPS Agreement explicitly refers to three standard-setting inter-
national organisations whose activities are particularly relevant to its
objectives: the FAO/WHO Codex Alimentarius Commission, the Office
International des Epizooties (also called World Animal Health Organisa-
tion), and the international and regional organisations operating within
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Box 2.4 European community — measures affecting
meat and meat products (hormones) (WTO 1998a).

Since 1988, the EU has enforced a ban on the sale of beef from cattle treated
with artificial hormones. Although the association between human consump-
tion of artificial hormone residues and health problems has not been empir-
ically established, anecdotal evidence suggests that consumption may be
associated with cancer, nerve disorders and other health problems. Rather
than exposing its population to possible risk, the EU implemented the ban.

In January 1996, the US challenged the decision of the EU as inconsistent
with the SPS Agreement. In 1998, the WTO ruled that the ban was illegal,
in part because the EU had not based its ban on a scientific risk assessment
that conformed to procedures laid out in the WTO Agreement. The WTO
Appellate Body affirmed the decision of the panel and the EU was ordered to
allow imports of US beef treated with artificial hormones by 13 May 1999.
Subsequent to the EU’s refusal to lift the ban, on 12 July 1999 the WTO
authorised a US request to impose retaliatory sanctions. The health effects
of the WTO ruling may never be precisely known.

the framework of the FAO International Plant Protection Convention
(IPPC). By 1998, Member Countries of the Codex numbered 161. De-
spite the importance conferred on the work of the Codex Alimentarius
Commission by the SPS Agreement, only half of the Member Countries
of the Codex participate in the Commission sessions. Furthermore, only
50 per cent of these delegations had representation from ministries of
health (CI 1994; WHO 1998a).

From 1 January 1995 to 16 November 1999, violations of the SPS
Agreement have been alleged in sixteen invocations of the formal dispute
settlement provisions of the WTO. One important case decided under
this Agreement is summarised in Box 2.4.

General Agreement on Trade in Services (GATS)

The concept of international trade in services is relatively new. The GATS
Agreement is a response to the growing trade in services and, from a
health perspective, covers: the movement of consumers and providers ac-
ross borders to receive and supply health care, foreign direct investment in
health, and the emerging area of electronic commerce and telemedicine.?
The volume, scope and value of trade in health services is increasing,
irrespective of whether or not formal commitments (i.e. Members’ under-
takings to comply with GATS Agreements in specific and named sectors)
under GATS have been made.
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Table 2.1 Modes of health services trade under GATS

Modes of trade Health services
1. Cross-border supply e Telemedicine.
2. Consumption abroad o Patients seeking health care in foreign countries.

e Medical/health educational services provided to
foreign students.

3. Commercial presence e Foreign commercial presence:
a. in the hospital operation/management sector;
b. in the health insurance sector;
c. in the educational sector.

4. Presence of natural persons e Temporary movement of medical/health
professionals to provide services abroad.

GATS aims to establish a multilateral framework of principles and
rules for trade in services with a view to the expansion of this trade under
conditions of transparency and progressive liberalisation.> The GATS
Agreement defines trade in services in four modes. The application of
these modes to trade in health services are summarised in Table 2.1.

The pattern of commitments in health services under the GATS
Agreement is diverse and generally at a low level. Seventy-six Member
Countries have undertaken GATS commitments on health insurance, 49
on medical and dental services and 39 on hospital services (WTO 1998b).

There are no exact figures available about the volume of trade in health
services, but it appears that the volume of international trade in medical
and health services is still relatively modest. In the US, for example, it
is estimated that ‘exports’ of health care services (covering the activities
of the US majority-owned suppliers abroad and the services provided to
foreigners in the US) is less than 0.2 per cent of total domestic health
care spending.

Health implications and policy options
Health implications of the WTO MTAs

Below, an attempt has been made to identify some of the potential public
health consequences of the WTO MTAs. Given the recent implementa-
tion of the WTO, much of the evidence presented is speculative.

GATT 1994

The exception under Article XX (b) provided in the GAT'T, as described
above, has been interpreted narrowly in a number of cases so as to limit the
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extent of trade-restrictive environmental, health and safety regulations.
In addition, if there is a conflict between the provisions of GATT 1994
and Agreements forged in any other WTO MTA on trade in goods, the
provision of the other MTA prevails and has the potential to limit the
applicability of the Article XX (b) exception.

Trade-Related aspects of Intellectual Property Rights
Agreement: little room for optimism

The TRIPS Agreement has implications for public health in developing
countries because of its impact on the production and trade in pharma-
ceuticals and vaccines (Velasquez and Boulet 1999). Will, for example,
more effective patent protection lead to new drugs for diseases affecting
the poor in developing countries, or will TRIPS exacerbate the lack of
access to new drugs by increasing prices? At this stage, there is little evi-
dence to suggest any major benefits for developing countries in terms of
the availability of new and cheaper drugs as a result of TRIPS, although it
must be recognised that the development and marketing of new products
has a long lead-time. However, the imbalance is clear when we consider
that the 75 per cent of the world’s population who live in developing
countries consume only 14 per cent of the world’s drug supply, and more
than 80 per cent of drug production takes place in industrialised coun-
tries (UNDP 1999). An overview of new drug development between
1975 and 1997, for example, found that of the 1,223 new chemical en-
tities marketed during this period, 379 (31 per cent) were therapeutic
innovations but only 13 (1 per cent) were useful for tropical diseases
(Pecoul er al. 1999). Furthermore, a multicountry study (India, Indo-
nesia, Pakistan, the Philippines and Thailand) in 1995 found the possible
welfare and price effects of introducing product patents for pharmaceu-
ticals to be negative. Inflation-adjusted price increases, estimated as a
result of TRIPS for patented drugs, ranged from 5 per cent to 67 per
cent (Subramaniam 1995). Similarly for Argentina, a likely drug price
increase of 71 per cent has been estimated (Chambouleyron 1995).
Developed countries currently hold 97 per cent of all patents world-
wide; more than 80 per cent of the patents that have been granted in devel-
oping countries also belong to residents of developed countries (UNDP
1999). Research and development (R & D) of new drugs is mainly un-
dertaken by pharmaceutical transnational corporations (TNCs). The
main argument used by the TNCs in support of patents is that without
assured profit returns (through strong and prolonged intellectual property
rights protection), they could not continue to invest in R & D. However,
it is debatable whether the extension of patent protection to develop-
ing countries will lead TNCs to invest in R & D for drugs needed in
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developing countries, as there is limited effective demand for drugs that
treat many highly prevalent diseases. At present only 0.2 per cent of the
annual global health expenditure related to R & D is for pneumonia,
diarrhoeal diseases and tuberculosis, despite their accounting for 18 per
cent of the global disease burden (UNDP 1999).

Pharmaceutical companies in developing countries conduct very little
research on the development of new drugs. Most of the research by these
companies focuses on developing process technologies, formulations or
combinations of existing drugs, but they lack the resources and state sup-
port (largely available in industrialised countries) to undertake more basic
research on new products. In Argentina, for instance, Julio Nogués (cited
in Pecoul et al. 1999) found no reason to expect an increase in domes-
tic R & D in pharmaceuticals due to the recognition of product patents,
because the development of new chemical entities would be outside the
R & D capacity of local companies.

Technical Barriers to Trade Agreement: scope for health gains
through higher standards

The TBT Agreement may be a useful step towards enhancing public
health in a globalised world. It promotes universal standards for protect-
ing certain aspects of human life and health and does not stop Member
Countries from maintaining higher standards for protection of public
health, as long as they do not represent a disguised barrier to trade. For
consumers, the TBT Agreement can be positive for two reasons:

¢ through universal standards it promises acceptable quality of some of
the products which directly or indirectly affect human health; and

* by setting up a system of standard-setting, it minimises the chances of
standards being used as a protective shield for domestic products and,
hence, promotes trade and more choice and lower prices for consumers.

However, international standards may be perceived as too high and too
costly by developing countries, at least in the short term, and may neg-
atively affect the exports of goods from the developing countries (Evans
1994). Many developing countries — China, India, Brazil, South Korea
and Pakistan — have considerable export markets in products used directly
in the health care system, for example pharmaceutical products, surgi-
cal instruments and diagnostic equipment. With the imposition of higher
international standards, these countries may see their export markets
diminish (see chapter by Fustukian et al. this volume).
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Agreement on Sanitary and Phytosanitary Measures: the devil
is in the detail

Public health may benefit from this Agreement in many ways. By adhering
to internationally acceptable standards of food safety and animal health,
national authorities can safeguard the health of their citizens. According
to the WHO/FAO (Food and Agriculture Organisation) Expert Commit-
tee on Food Safety, illnesses due to contaminated food are a leading health
problem (WHO 1998a). Since most developing country economies are
predominantly agricultural, food processing is one of the basic value-
added activities they undertake. Food-safety control programmes in these
countries are important from health and export points of views. With
unreliable food-safety programmes, the exports of food products from
developing countries would not be acceptable. Harmonised food stan-
dards across Member Countries can provide a level playing field to trad-
ing partners as long as these standards themselves are not used as covert
protection from import competition.

The SPS Agreement has conferred a new status on the Codex
Alimentarius Commission, an international body charged with devel-
oping food codes to protect the health of consumers and to ensure fair
practices in food trade. The benefits that the SPS Agreement offers in the
area of food safety and trade are: transparency in standard setting; inter-
national harmonisation of standards; acceptance of the importance of risk
assessment; and equivalence of the relevant measures of other member
countries (WTO 1999b).

Public interest groups in the United States have feared that by pro-
moting harmonisation of standards for food safety, the SPS is compelling
countries to compromise on national public health safeguards. For exam-
ple, in July 1999, the Codex Alimentarius approved pesticides residues
that do not take into account their impacts on children, as is required un-
der US law (Center of Science in the Public Interest 1999).% The same
meeting also approved a safety standard for dairy products that does not
require pasteurisation, whereas the US Food and Drug Administration
has this requirement.

Many concerns have been expressed about the SPS Agreement’s ac-
ceptance of the Codex standards for food safety. The Codex is not just a
scientific body set up for developing global food-safety standards; rather,
one of the goals of the Codex is to facilitate international trade in food
(FAO/WHO 1999). It has been suggested that the Codex mandate to
protect public health is often secondary to its competing mandate to
promote international trade (Wallach and Sforza 1999).
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General Agreement on Trade in Services: both pros and cons

Increased trade in health services could open the sector to increased com-
petition, bringing with it needed technology and management expertise,
and, for some countries, increased export earnings. It could also deepen
current inequalities in access and promote the migration of skilled health
professionals from already under-serviced areas (Drager 1999).

Some developing countries regard the emigration of their health
personnel (Table 2.1: mode 4) as their principal health services export,
and seek to have the barriers to the movement of personnel from LMICs
to developed countries removed. While benefiting developing countries,
mode 4 commitments could also alleviate personnel shortages in de-
veloped countries. Countries having a comparative advantage in health
services would benefit from trade liberalisation under GATS. Although
much of this advantage lies with industrialised countries, some develop-
ing countries also enjoy market niches in certain areas of health services.
In the following section, we review the evidence on the health impact of
the trade in health services under GATS.

Cross-border supply Telemedicine is the main form of cross-border sup-
ply of health services. Many types of health-related data and information
can be communicated through telecommunication, for example health
management information, clinical information, surveillance and epidemi-
ological information, literature and knowledge. There is a significant po-
tential for cross-border trade, although presently telemedicine appears
to have been used mainly to overcome geographical barriers within in-
dividual countries and to improve health care in remote regions (WTO
1998b). Telemedicine may contribute to improving the quality of health
care services in a cost-effective manner. It can, for example, assist health
professionals in remote areas to communicate with specialists in big cities
and enable physicians to guide paramedical staff and patients located in
remote areas. Although the telecommunication infrastructure, especially
broadband real-time video, is expensive, some projects report a 65 to 70
per cent reduction in unnecessary referrals (Mandil 1998). In developing
countries, telemedicine has so far been used in a limited way (Mandil
1998; Singkaew and Chaichana 1998). Despite the potential for improv-
ing health service quality, most developing countries do not have the re-
sources and infrastructure to invest in telemedicine to enhance the quality
of, and geographical access to, health services.

Consumption abroad ‘Consumption abroad’ means movement of con-
sumers/patients and students to foreign countries for treatment and
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education. For example, this could facilitate easier access to high-quality
services in developed countries by those in LMICs who can afford to
do so. Traffic the other way, from developed countries to LMICs by, for
example, patients seeking ‘exotic’ therapies or less expensive treatment
in cases not covered by health insurers (e.g. cosmetic surgery), could also
be facilitated.

Attracting foreign patients can be a source of increased foreign ex-
change for developing countries. India has considerable potential for
attracting foreign patients, both from neighbouring countries and from
the wider Asia—Pacific region. Indian clinics can offer sophisticated treat-
ment, including cardiovascular surgery, as well as standard and spe-
cialised therapies at prices estimated at about one-fifth to one-tenth of
those charged in industrialised countries for similar interventions
(Prassad 1997). Cuba has also been developing a supply of services
designed specifically for foreign patients (Diaz and Hurtado 1994). An
important consideration, however, for all countries is that the provision
of health services to paying foreign patients should not be at the expense
of health services provision to the local population.

Medical (and allied) students also move between countries for edu-
cational and training purposes. The direction of this movement is pre-
dominantly from developing to developed countries. Of concern to many
‘sending’ countries is that many such students do not return to their
countries of origin after completion of their studies.

Commercial presence Commercial presence or establishment trade in-
volves the commercial provision of health services via foreign-invested
facilities. Typically such trade takes place as a joint venture with local
health service providers. In most Member Countries the foreign com-
mercial presence is restricted to foreign investment in domestic health
sectors, especially hospital management and health insurance. Quantita-
tive information about establishment trade in health services is limited.
According to the information available from the United States in 1995
the sales by foreign-based affiliates of US majority-owned health care
providers amounted to US $469 million. This contrasts, in the same
year, with services sales worth US $1.8 billion by foreign-owned health
care suppliers in the US (Diaz and Hurtado 1994).

Foreign commercial presence in the health sector has been encouraged
by increased privatisation in health care provision in developing coun-
tries promoted by the World Bank. The liberalisation of trade in health
services under GATS may accentuate this. Most WTO Members have
made specific commitments to trade liberalisation in the area of health
insurance. In LMICs, the establishment of foreign health insurance
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companies would benefit only the relatively affluent. The other area of
attraction to foreign investors in health services in developing countries
is hospital management. This could lead to improved quality standards
through sophisticated technology and techniques, but at a considerable
cost. The presence of foreign health service providers, alone or in joint
venture with local business, may bring variety and higher ‘quality’ care
and would increase the size of the private health care sector.

Presence of natural persons Presence of ‘natural persons’ refers to the
movement of individuals supplying services as opposed to organisational
entities involved in ‘commercial presence’. In the case of health services
this most commonly involves movement of health professionals between
countries who engage in supplying health services. The main direction
of this movement is generally from LLMICs to industrialised countries,
although migration between LMICs and between developed countries is
also prevalent. Health professionals move to industrialised countries at-
tracted by higher salaries, better living conditions and brighter career
opportunities. In the late 1970s it was estimated that 56 per cent of all
migrating physicians came from developing countries (Mejia ez al. 1979).
This represents a huge resource loss both in terms of public spending and
health service capacity in developing countries. The GATS might offer an
opportunity to conduct this exchange in natural persons within a trans-
parent and predictable framework of legally enforceable disciplines.

Policy oprions for constructing a health-friendly trade regime

Before turning to the question of how to sensitise and re-orient the present
MTA system towards public health, it is useful to consider some of the
linkages of the trade regime to the unfolding processes of globalisation
(see chapter 1). First, the significance of a near universal mechanism with
binding legal authority to condition and reshape national policy cannot
be too strongly stressed. The fact that this authority has been largely
directed towards the free-flow of trade at the expense of other national
objectives cannot detract from the hitherto unprecedented opportunity
which the regime itself affords for global behind-the-border policy conver-
gence that promotes and protects health. Secondly, it should be noted that
the MTA process itself represents the ‘globalising’ of intergovernmental
policy-making in that it has begun to close what Kaul ez al. (1999) refer
to as the participation gap. To date, it would appear that the system has
largely opened itself to the involvement of for-profit interests in framing
the rules of the game (see, e.g. Sell 1999 for a detailed discussion of
the drafting of the TRIPS Agreement by a network of twelve CEOs of
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multinational corporations) and in interpreting the Agreements (Dunoff
1998, p. 433). Although civil society has remained largely at the margins
of the debate, directing attention to the perceived pitfalls of trade har-
monisation, its increasing prominence may result in a more influential
and participative role. In this regard, the need for greater inclusion of de-
veloping country interests (both governmental and non-governmental)
has also been highlighted. Moreover, the trade arena reinforces the need
to move beyond national interests and boundaries in both analysis and
practice. Representing all these legitimate interests reinforces the need for
increased transparency in WTO procedures and more inclusiveness to
ensure that the interests of all parties are adequately heard. Thirdly,
although trade liberalisation has forcefully reminded the public health
community of the breadth of the determinants of health, the increasing
volume of global trade (facilitated by the MTAs) results in numerous pos-
itive and negative externalities (McMichael and Beaglehole 2000) with
which the present intergovernmental MTAs appear ill-equipped to deal.
Collectively, these considerations provide a strong case for close analy-
sis and monitoring of the MTA agreements to ensure consistency with
development objectives.

A crucial issue from a public health perspective is how to ensure that
health-related issues are fully taken into account in the trading system.
Tension can exist between the trade interests reflected in the WTO Agree-
ments and public health. The WTO system recognises the need to protect
health, but via exceptions which have often been construed rather nar-
rowly. The nature of the exceptions under Article XX of the GATT and
under other WTO Agreements puts the onus on the Member State argu-
ing public health interests to provide scientific justification for deviations
from its general obligations. This burden will make it very difficult for
poor countries to ensure that the MTAs do not adversely impact on the
health status of their populations. A related concern is the need to de-
velop the capacity of the public health workforce, especially in developing
countries, such that the public health perspective persuasively informs the
negotiating stance of national trade officials. An informed and influential
public health voice at the national level is a prerequisite for influencing
future trade negotiations and for ensuring that existing opportunities
within the MTAs can be exploited to the fullest extent. WHO has an
important role in providing appropriate training courses and materials
to support public health professionals as they begin to engage with the
complex issues raised by MTAs.

The development of a more ‘health-sensitive’ trading system will re-
quire the progressive application and interpretation of WTO rules
through the evolution of the WTO jurisprudence, on a case-by-case
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basis. The resolution of possible conflicts between public health and
trade interests could be left to decisions taken by existing bodies and
procedures under the existing rules. However, negotiations have so far
lacked the transparency required for a balanced incorporation of civil so-
ciety views, and have been strongly influenced by specific industries and
commercial interests. The dispute resolution process, for example, relies
on closed-doors reviews by panels of trade experts (generally lawyers or
diplomats) with no expertise on technical aspects such as those involved in
public health issues. The shortcomings of a secretive process of decision-
making have been recognised by many WTO Members, especially devel-
oping countries. It is encouraging that the US government, for instance,
has offered to open up every panel it is party to.” It will be important to
ensure strong representation from the scientific public health perspective
in these processes and to strengthen appropriate country-level capacity
and expertise. The need to improve transparency in the WTO operation
is recognised by developing and developed countries alike.

A basic question is, therefore, how to achieve a balanced consideration
of possible competing trade and public health interests, in a manner that
prevents trade perspectives from dominating the interpretation of the
WTO Agreements while ensuring public health and other exceptions are
not used to unfairly restrict trade.

The need to reconcile trade commitments with national policies, in-
cluding those on public health, has been recognised as one of the tasks of
the WTO. The methods and criteria applied to solve the tensions between
the satisfaction of national public interests, and compliance with the gen-
eral WTO obligations, will determine the scope that sovereign nations
retain to pursue legitimate national objectives. Solving such tensions is
not, however, an easy task since it may be difficult to distinguish between
legitimate measures, least trade-restrictive measures, and those adopted
with a purely protectionist intent. Different approaches have been sug-
gested to address conflicts that arise.

One approach is to reaffirm the sovereign rights of states to deal with
public health related and other public policy issues. Under this view, na-
tional health policies and rules should prevail over multilateral disciplines
when a conflict arises. In particular, a ‘sovereignty school’ has developed
in the area of environmental policies, according to which environmen-
tal policy-making should be left entirely to national politicians and the
WTO stripped of all authority to challenge nationally determined policies.
While some supporters of the sovereignty school would accept the review
of environmental policies by the WTO to determine if they are really
disguised protectionism, others would permit no international oversight
whatsoever (Esty 1994).



Implications of multilateral trade agreements 37

A second approach suggests reinforcing and expanding the role of the
WTO to deal more systematically with trade-related issues of global inter-
est. This new role would be necessary in order to address the restrictions
to market access, which derive from diverging attitudes towards new tech-
nologies and risks, as well as to address the protection of global goods
and of interests of common concern. Under this ‘constitutional role’
the WTO should no longer be based on a negative integration scheme
(i.e. prohibiting restrictions) as its sole task in construing trade-related
rules. Under such an expanded role, the WTO should develop new inter-
national norms for the protection of global commons and of interests of
common concern, such as health or the environment, rather than allowing
these matters to be approached under traditional doctrines of exclusive
national sovereignty and jurisdiction (Cottier 1998).

Possible approaches

A possible general approach for the integration of trade and public health
interests may be to develop agreed interpretations of the MTAs through
the WTO General Council decisions on critical issues, in terms of both
substance and procedures. This is not, however, a simple task, since the
approval of an agreed interpretation requires three-quarters of Members’
votes.

Another, more modest, approach would be to try to ensure, on a
case-by-case basis, that the panels and the Appellate Body (AB) become
more sensitive to broader public policy conceptions, such as of public
health, through the increasing and effective participation of Members
that are not parties to a dispute, and international organisations, such as
WHO, in the decision-making process. In fact, firms and other private
interest groups have been very active and influential in policy-making and
dispute settlement procedures (Dunoff 1998). To counterbalance this in-
fluence it will be necessary to strengthen the public health voice at these
deliberations by ensuring the participation of relevant public health and
non-governmental players.

It should be noted that, according to Article 13 of the dispute settle-
ment understanding (DSU), panels are authorised to obtain opinion and
information from any source. Article 13 is broad and appears to give full
discretion to panels to decide whether and what type of information or
technical advice they need from any source. This provision, however, is
addressed only to panels and not to the Appellate Body. Consequently,
some legal experts argue that the faculty to obtain outside information is
limited to evidence, as opposed to legal arguments. Unlike the procedures
before other courts (such as the European Court of Justice), the DSU
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procedures do not explicitly envisage the possibility for the panels or Ap-
pellate Body to invite ‘amicus briefs’ from NGOs and other organisations
(Marceau and Pedersen 1999: 34). Panels and the Appellate Body may
benefit from opinion and advice from WHO whenever the application
of health-related exceptions under Article XX (b) of the GATT, the SPS
and other WTO Agreements are at stake. WHO may become more active
in this respect, although WHO will need to strengthen its capacity to act
effectively on these issues on behalf of its members. This would require
that the WHO Secretariat be given a broader mandate to act in these
matters.

A further alternative would be to propose changes in existing rules,
including substantive and procedural norms, such as those relating to the
burden of proof. One possible approach would be to adopt a ‘patently
unreasonable’ standard which would require the country, whose domes-
tic policies are under challenge, to produce evidence sufficient to suggest
that the policy choice is not ‘patently unreasonable’, i.e. it is a plau-
sible means of attempting to achieve the policy objectives, even if the
reviewing body could itself imagine superior instruments. This approach
would be respectful of domestic political sovereignty and policy autonomy
(Trebilcock and Howse 1999).

Finally, substantive reforms may be required. In the case of the TRIPS
Agreement, for instance, if a ‘public health’ approach were adopted, some
articles may require revision. Clarification of article 31 in relation to the
granting and scope of compulsory licences for public health reasons may
also be considered.

Conclusions: bringing health proponents into the
trade debate

The primary aim of the GATT/WTO system is to reduce tariffs and
other barriers to international trade. The GATT, as adopted in 1947,
recognised that conflicts may arise between specific trade objectives and
those emerging from other public concerns, such as health, safety and
the environment. Given the basic objective of the system, however, these
concerns have been dealt with as limited exceptions allowable under nar-
rowly defined conditions. Though health and other public concerns have
been taken into account in several of the Agreements adopted in 1994,
these Agreements have not substantially altered the dominance of trade
interests in cases of public health interest.

The tensions between trade and health interests may increase as the
globalisation of the economy proceeds and health is increasingly recog-
nised as a global public good. The importance of health regulations has
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substantially increased since the inception of the GATT system, while
in many countries trade liberalisation has increased income distribution
inequalities and worsened the opportunities for access to medicines, par-
ticularly by the poor.

A crucial issue is, therefore, how such tensions may be resolved within
the WTO system in a manner that fully recognises public health concerns
and includes full consideration of the norms and standards established by
competent intergovernmental organisations. A possible approach, as de-
scribed above, may be to reinforce the sovereign rights of Member States
to deal with such issues of public concern, through a deeper involvement
of specialised organisations, such as WHO, and the reform of certain
substantive or procedural aspects of the WTO Agreements.

Increased transparency in WTO procedures for dispute settlement,
and the systematic recourse to expert advice by panels, may enhance
the sensitivity of the WTO system to public health concerns. However,
procedural and substantive reforms may also be required.

Given the diversity of groups concerned by the WTO Agreements,
the push for a reform of the GATT/WTO system in a health-sensitive
direction is not likely to emerge from industry groups. It will be up to
national governments to demand and define a health-agenda in possible
future negotiations in the WTO in order to ensure that health interests, as
determined by national authorities, are not unduly subordinated to trade
perceptions. In turn, there is a strong need for health workers to become
involved in national and global discussions on the issues addressed in
this chapter to ensure and support a strong Member-initiated effort to
introduce changes at the WTO General Council.

NOTES

1 The dispute settlement process is outlined in the Understanding on Rules
and Procedures Governing the Settlement of Disputes, abbreviated as DSU
(dispute settlement understanding). It is administered by the Dispute Settle-
ment Body (DSB) made up of WTO Members. A report is made by a panel
and endorsed (or rejected) by the WTO’s full membership. Appeals based on
points of law can be made to an Appellate Body (AB) at the request of any of
the parties to a dispute.

2 Telemedicine is the process of medical care using audio, visual and data com-
munications; this includes medical care delivery, consultation, diagnosis, treat-
ment, education and the transfer of medical data.

3 From preamble of GATS.

4 See also US Law at 405 of the Food Quality Protection Act of 1996, amending
section 408(b) of the Federal Food, Drug and Cosmetic Act, 21 USC. Section
34a(B) as quoted in Wallach and Sforza (1999: 73).

5 See the submission of the US president at the 2nd WTO Ministerial Conference.
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3 Globalisation and multilateral
public—private health partnerships: issues
for health policy

Kent Buse and Gill Walt

Introduction

Other chapters in this book demonstrate the profound changes accom-
panying globalisation, which are altering the manner and the ability of
nation-states (particularly in low-income countries) to formulate and
implement health policy. More specifically, later chapters expose how
a variety of challenges cannot be met efficiently at the national level,
but require additional collective international, if not global, approaches.
Moreover, the ascendancy of organised capital over the power of the
nation-state adds impetus to intergovernmental co-operation. Indeed, it
has been argued that: ‘short of a backlash against globalisation, states will
have little choice but to pool their sovereignty to exercise public power in
a global environment now mostly shaped by private actors’ (Reinicke and
Witte 1999). Consequently, new multilateral institutions and instruments
are being established, others reformed and some given hitherto unprece-
dented powers (e.g. the binding nature of the World Trade Organization
Agreements), and a number of new forms of global governance are emerg-
ing. As globalisation forces a shift from state-centric politics to more
complex forms of multicentred governance, and makes the desirability of
global level mechanisms for the governance of global problems more ap-
parent, a new set of challenges to the existing multilateral system comes
into play.

In relation to the United Nations (UN), two trends in the nature of
the emerging global governance architecture are observable, although the
notion of the emergence of any system of global governance remains con-
tested (Dodgson er al. 2000). The first is that some emerging structures
and instruments of global governance side-step the UN and its organisa-
tions (ODI 1999). The second involves the establishment of new forms
of governance in which the UN enters into horizontal networks, alliances
and partnerships with other multilateral institutions, international non-
governmental organisations, commercial enterprises and governments.
This chapter will address some of the implications of this second trend.
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We argue that the burgeoning increase in the number of global public—
private partnerships (GPPPs), which, in part, is driven by globalisation,
is changing key attributes of the UN system.

During the 1990s there was an explosion in the number of health
sector partnerships between UN agencies and the private sector (Buse
and Walt 2000b). GPPPs are created so as to achieve the objectives of
both private and public partners, and thereby to meet mutually identified
needs (resulting from a mixture of public and market failure). However,
although GPPPs are heralded as being able to address problems that
proved intractable in the absence of partnership, they will transform the
relationship between public and private actors as values, roles and respon-
sibilities are mediated through the partnering process. We argue that this
transformation is likely to have significant implications for the exercise of
governance of health through the multilateral UN regime, and may lead
to the further weakening of the UN system. The specialised agencies of
the UN, such as the World Health Organisation (WHO), have enjoyed
relative global authority and legitimacy, accorded in part by their near
universal member state representation, but this may be changing as a
result of GPPPs. Although the UN is beset by many problems and weak-
nesses, we are concerned that, without adequate safeguards, GPPPs may
undermine the ability of WHO to effectively contribute to health gover-
nance at the global level.

This chapter begins with a short discussion of the concepts under
consideration, including globalisation, governance and partnership. The
subsequent section demonstrates how four trends associated with globali-
sation have induced greater co-operation between the UN and the private-
for-profit sector, which accounts for the rise in GPPPs. The final section
explores some of the likely implications of GPPPs on the nature of health
governance at the multilateral level.

Globalisation and the emerging challenges and
innovations in governance

Globalisation is a highly contested phenomenon in terms of its concep-
tualisation, causal dynamics, socio-economic consequences and the im-
plications for state and interstate governance (Held ez al. 1999). The
range of definitions proposed over the past decades is large, tending to
reflect select aspects of the process. For our purposes, globalisation may
be defined as ‘the process of increasing economic, political and social
interdependence and global integration that takes place as capital, traded
goods, persons, concepts, images, ideas, and values diffuse across state
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boundaries’ (Hurrell and Woods 1995). Reinicke and Witte (1999) make
a useful distinction between the processes of growing interdependence
and globalisation. The first, a phenomenon largely of the post-Second
World War era, was structured and managed mainly by functionally equiv-
alent nation-states and resulted in a variety of international institutions
and regimes to provide a rule-based framework to manage their rela-
tions. The second process, namely globalisation, is mainly structured
by private actors and is notable in that it has brought about a qual-
itative shift in power relations. In particular, as approximately 70 per
cent of trade is now accounted for by intra-industry and intra-firm trade
(OECD 1996), global corporate networks are increasingly powerful in
relation to nation-states. Here we are suggesting that GPPPs represent a
qualitatively new hybrid form of governance in which the two processes
of interdependence and globalisation interact. Institutions such as the
World Trade Organization (WTO) provide another form of governance
at this interface (see Ranson ez al. this volume). However, we argue that,
in contrast to the WTO, the rules governing GPPPs remain inadequately
developed.

As globalisation diminishes the influence and power of some nation-
states, it subjects the intergovernmental regime to new disciplines and
challenges (Knight 1995). One consequence of this changed environment
is that multilateral governance increasingly occurs alongside other forms
of global governance exercised by transnational networks, issue-networks,
organised corporate interests, and other political forces which transcend
state boundaries. Globalisation thus provides the context and a force
driving the emergence of GPPPs as multilateral organisations and the
commercial sector attempt to adjust to a new world order. Yet what sort
of governance do GPPPs provide?

Governance, broadly defined, is concerned with the manner in which
an organisation or society steers itself (Rosenau 1995). In more opera-
tional terms, we are concerned with legitimacy and representation, ac-
countability and competency, appropriateness and respect for due process
(World Bank 1994a). Our discussion focuses on the issue of governance
at two levels. First, we consider it in relation to international (ipso facto
‘global’ once the private sector is involved) health policy-making and
the manner in which GPPPs alter agenda setting, resource allocation,
decision-making mechanisms, representation and participation in the
governance of global health. As noted above, GPPPs are emerging as
one form of global governance, yet there has been very little analysis of
these arrangements nor the operational questions they raise. Second, we
examine the issues arising in relation to the institutional arrangements
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that are established to govern and manage the partnerships themselves.
But what are such partnerships?

Partnerships and health GPPPs: our units of analyses

Lending specificity to the notion of partnership remains problematic
(see Box 3.1). This reflects, in part, the fact that partnering has ex-
tended to describe a wide range of activities involving an ever-expanding
web of relationships between donors and low-income country govern-
ments, between donors and non-governmental organisations (NGOs),
between NGOs (including not-for-profit foundations) and communities,
among NGOs and, increasingly, between these actors and the private-for-
profit sector, including its representatives. In this discussion, however,
we employ a narrow and specific definition of a global public—private
partnership for health. Health GPPPs are those collaborative relation-
ships which transcend national boundaries and bring together at least
three parties, among them a corporation (and/or industry association)
and an intergovernmental organisation, so as to achieve a shared health-
creating goal on the basis of a mutually agreed and explicitly defined
division of labour (adapted from Buse and Walt 2000a). The modus
operandi, whereby a governance structure is established, objectives are
set, a division of labour agreed and the partnership is monitored, is of
central importance as regards implications of GPPPs for global health
governance.

Although in this chapter we focus on the interface between multilateral
organisations and the private-for-profit sector, health GPPPs often in-
clude other partners, such as civil society groups or national govern-
mental agencies or donor agencies, who are often critical for effective

Box 3.1 The partnership—network continuum.

The terms partnership, alliance, network, coalition and consortium are often
used interchangeably, and there appears to be little agreement on which most
accurately describes these different institutional arrangements. None the
less, it is possible that these arrangements be considered along a continuum.
Partnership can be placed at one end of a continuum, with networks at
the other end, and alliances somewhere in between. The partnership end
involves more formalised agreements and consequently fewer parties, while
the network involves a looser grouping of a greater number of parties who
share common interests. It might be that, over time, networks and alliances
might evolve into more tightly integrated partnerships.
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implementation of partnership activities. For example, public and private
actors often partner through an intermediary NGO or charitable foun-
dation: Merck & Co.’s ‘Mectizan® Donation Program’ operates through
the Task Force on Child Survival and Development, while Pfizer’s do-
nation of Zithromax® is governed by the ‘International Trachoma Initia-
tive’, an NGO established under Helen Keller International (Frost and
Reich 1998; Cook 1999). The ‘International AIDS Vaccine Initiative’
is a partnership between the World Bank, the joint UN Programme on
HIV/AIDS (UNAIDS), private sector sponsors (e.g. Levi Strauss), pri-
vate laboratories, the development agencies of the Swiss and UK gov-
ernments, numerous foundations and academia (Berkley and Lenton
1999).

Elsewhere we have proposed a goal-oriented, three-category classifica-
tion of health GPPPs: product-based, product development-based, and
issues/systems-based (Buse and Walt 2000b). Product-based partnerships
(see Box 3.2) consist primarily of drug donation programmes. Drug do-
nation programmes are generally established after the discovery that an
existing drug (for animals or humans) is found to be effective in the
treatment of some condition for which there is limited effective demand
(i.e. lack of willingness and ability to pay; e.g. Zithromax® for the treat-
ment of trachoma). Pharmaceutical companies generally initiate such
partnerships so as to lower the cost and increase the chance of ensuring
the drug reaches those who need, but cannot afford, it. While the private
sector companies may seek short-term objectives through such GPPPs
(e.g. establishing political contacts at global and country levels), it would
appear that establishing their reputations as ethically oriented is what is
ultimately sought.

Although drug donation programmes would at first instance appear rel-
atively non-controversial, a number of critiques of specific programmes
have recently appeared in the literature. Shretta et al. (2000), for ex-
ample, raise a number of concerns regarding the implementation of the
Malarone® Donation Program in Kenya. In particular, they calculate
that despite the donation by Glaxo Wellcome of Malarone®, a relatively
expensive anti-malarial for the treatment of malaria, the drug will not
be affordable, thus limiting the likelihood that pilot projects could be
scaled-up and prove sustainable at the national level. Moreover, their
research suggests that the programme will encourage the inappropri-
ate use of the drug as a first-line therapy (heightening drug-resistant
malaria) and, as Malarone® has been registered for use in the private
sector, will encourage health workers to sell the drug to enhance their
meagre wages and thereby likely exacerbate an already inequitable ac-
cess to drugs. In so doing the authors provide additional evidence of the
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Box 3.2 The Mectizan® Donation Program -
a product-based health GPPP.

The Mectizan® Donation Program, launched in 1987, has established it-
self as the pioneer of product-based public—private health partnerships. It
aims to eliminate river blindness by treating everyone with Mectizan® who
needs it, for as long as necessary, at no charge. The partnership repre-
sents an open-ended commitment by its corporate sponsor, Merck & Co.
Drugs worth a reported US $500 million have been provided through the
programme to all thirty-four endemic countries. The Mectizan® Donation
Program consists of the Mectizan® Expert Committee (MEC) and its
Secretariat which is based in the Task Force on Child Survival and
Development (TFCSD). The MEC consists of seven independent experts
and three liaison (non-voting) members representing WHO, Centers for
Disease Control, USA (CDC) and Merck. The MEC chairperson and mem-
bers are appointed by Merck. The MEC reports biannually and the
Secretariat monthly to Merck. Because Merck meets the Program’s expenses
and appoints MEC members, the independence of the Program has been
questioned.

potential and actual problems associated with pharmaceutical donation
programmes in developing countries (Kale 1999) which are not yet ade-
quately addressed by WHO guidelines on the subject (WHO 1999a).
Product development partnerships (Box 3.3) differ from product dona-
tion partnerships in a number of respects. First, they are not targeted at
specific countries. Secondly, these partnerships are generally initiated by
the public sector. Thirdly, the product development partnerships are not
premised so much on ineffective demand as on marker failure. Most of
these products are perceived by the public sector as worthy of societal in-
vestment, but the market fails to allocate resources to their discovery and
development because industry perceives that the potential returns do not
justify the opportunity cost of investment. For example, although research
on an AIDS vaccine is considered an important public good, industry is
not certain that expenditure on research will be rewarded with a large
enough market to justify development and commercialisation, nor what
the potential cost of liability and regulation will amount to (IAVI 1996).
Product development GPPPs usually entail the public sector assuming a
number of risks associated with product discovery, development and/or
commercialisation (i.e. providing a public subsidy), thereby offsetting the
opportunity cost of industry’s involvement. One feature of some product
development GPPPs is retention of the intellectual property rights by
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Box 3.3 The International AIDS Vaccine Initiative — a
product development-based health GPPP.

The International AIDS Vaccine Initiative (IAVI) was established in 1996.
It aims to ensure the development of safe, effective, accessible, preven-
tive HIV vaccines for use throughout the world. IAVI is an international,
non-profit NGO governed by a board of 12 members representing sci-
entists, public sector member organisations, policy-makers and industry
leaders. It has a scientific advisory committee drawn from public and private
sectors. By 1999, IAVI had supported the establishment of two vaccine
development partnerships between biotech companies and academia with
US $9 million in grant funding. IAVI negotiates intellectual property agree-
ments leveraging its ‘social venture capital’ so as to ensure that the pub-
lic sector retains the rights to eventual vaccines. The Bill and Melinda
Gates Foundation contributed US $25 million to IAVI in 1999. Other part-
ners include: World Bank, UNAIDS, Rockefeller Foundation, AP Sloan
Foundation, Foundation Marcel Merieux, DFID, Glaxo Wellcome, Levi
Strauss International, as well as a number of academic institutions and other
charitable foundations.

the partnership organisation so as to keep a lever over eventual product
pricing (e.g. International AIDS Vaccine Initiative and the Medicines
for Malaria Venture). Corporations may engage in product development
partnerships so as to mobilise a subsidy for research, obtain assistance
in the conduct of clinical trials, or they may be pursuing longer-term in-
terests (financial returns and proximity to regulatory processes). Finally,
companies may be seeking to portray themselves in a favourable light,
which may help them secure entry into emerging drug markets.

The systems/issues-based partnerships (Box 3.4) are a more eclectic group.
Some systems GPPPs have been established to complement the efforts of
governments, such as the ‘Secure the Future’ partnership (BMS 1999)
and others to tap non-medical private resources for disease control, such
as the “World Alliance for Research and Control of Communicable Dis-
eases’ (TDR/WHO 1999). A number of high-profile issue-based GPPPs
have been launched which seek to harmonise or bring strategic consis-
tency among the approaches of various actors and to raise the profiles of
single diseases on the health policy agenda (e.g. ‘Roll Back Malaria’ and
the ‘Stop TB’ initiative). By exploring the interests which motivate public
and private actors to partner, the following section provides the basis for
speculating on the potential implications of partnerships for the different
sectors and for public health more generally.
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Box 3.4 The Bill and Melinda Gates Children’s Vaccine
Program - a systemsl/issues-based health GPPP.

The Bill and Melinda Gates Children’s Vaccine Program was established
in 1998 with a US $100 million grant from the Bill and Melinda Gates
Foundation. The programme aims to reduce or eliminate the time lag in the
introduction of new vaccines for children that exists between the develop-
ing and developed world. The principal partners are the Bill and Melinda
Gates Foundation and the Program for Appropriate Technology (PATH)
with a number of other parties involved mainly in activity implementa-
tion (these include vaccine manufacturers, UNICEF, WHO, World Bank,
International Vaccine Institute, Ministries of Health, NGOs and academia).
The Children’s Vaccine Program is implemented through: a Secretariat
(PATH) which reports to it’s principal funding source, the Bill & Melinda
Gates Foundation; a Strategic Advisory Council (SAC); a Vaccine Producers
Liaison Group, and collaborating partners. The SAC is composed of 6-10
individuals chosen to serve in an independent capacity (one with industry
background). The SAC members select their chair and meet once or twice
a year. The SAC and Secretariat also draw on three Technical Experts. The
Vaccines Producers Liaison Group is linked to the SAC by a liaison member.
Industry contributes to the Program through donation of vaccines for model
programmes, provision of data for regulatory submissions, and by undertak-
ing financial and market surveys. The programme is set to last 10 years with
the initial focus on 3 new vaccines in 18 countries.

Globalising forces and the rise of public—private
partnerships

Industry—UN partnership: incorporating industry interests
in global governance

During the 1990s, industry began to recognise the potential benefits of
alliances with the UN and other intergovernmental groupings. For ex-
ample, according to Maria Cattaui, Secretary-General of International
Chamber of Commerce (ICC):! ‘Business believes that the rules of the
game for the market economy, previously laid down almost exclusively by
national governments, must be applied globally if they are to be effective.
For that global framework of rules, business looks to the United Nations
and its agencies’ (Cattaui 1998a). Maucher (1998) the ICC president,
supported this position, arguing that: ‘In this process of modernisation
and globalization of rules, ICC is making a positive contribution, both
as an advisor and through its own standard setting ... Broader efforts
should now follow in order to foster rules-based freedom for business,
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with the WTO assuming a key role.” While the ICC conceded the need for
additional authority for intergovernmental organisations, this was ‘with
the proviso that they must pay closer attention to the contribution of
business’. For example, as Maucher (1997) had noted earlier: “We want
neither to be the secret girlfriend of the WTO nor should the ICC have to
enter the World Trade Organisation through the servants entrance.” The
ICC was, however, concerned that the ‘power of world business’ has been
‘poorly ... organised on the international level to make its voice heard’
(quoted in CEO 1998). Consequently, the ICC established, in its words,
a ‘systematic dialogue with the United Nations’ in an effort to redress
this perceived threat to its interests (Cattaui 1998b).

Industry has embarked upon a multi-pronged strategy to gain access
to and influence multilateral and UN decision-making. For example,
with respect to the Trade Related Aspects of Intellectual Property Rights
Agreement, Sell (1999: 171) provides a comprehensive account of the
machinations of the Intellectual Property Committee, whose membership
of twelve chief executive officers of US-based multinational corporations
‘succeeded in getting most of what they wanted from an intellectual
property agreement, which now has the status of public international
law’. On a separate front, in June 1997 the Executive Director of the
World Business Council on Sustainable Development (WBCSD)? co-
hosted a meeting with the president of the UN General Assembly to
‘examine steps toward establishing terms of reference for business sector
participation in the policy-setting process of the UN and partnering in the
uses of UN development assistance funds’ (Korten 1997). The meeting,
which was attended by fifteen high-level government officials (includ-
ing three heads of state), the UN (including the Secretary-General), and
the ICC (including ten CEOQOs), concluded that ‘a framework’ for corpo-
rate involvement in UN decision-making be worked out under the aus-
pices of the Commission on Sustainable Development (Korten 1997). On
yet another front, the ICC conceived the Geneva Business Partnership.
Established in September 1998, the Partnership enabled 450 business
leaders to meet with representatives of international organisations so as
to determine ‘how to establish global rules for an ordered liberalism’
(CEO 1998).

One outcome of the industry effort is a joint UN-ICC statement on
common interests (United Nations 1998). The statement proposed that:
‘broad political and economic changes have opened up new opportunities
for dialogue and co-operation between the United Nations and the private
sector’. Two main areas were proposed: (1) establishing an effective regu-
latory framework for globalisation; and (2) raising the productive poten-
tial of poor countries by promoting the private sector. Within this context,
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there was a call to ‘intensify the search for partnerships’. The articulation
of common interests was followed in 1999 by the two organisations en-
tering into a ‘Compact’. A press release indicated that the compact ‘of
shared values and principles, will give a human face to the global market’
and would focus on human rights, labour standards and environmental
practice (Cattaui 1999). The Compact has proven controversial and a
coalition of civil society groups have proposed an alternative ‘Citizen’s
Compact on the United Nations and Corporations’ which demands that
the UN develop rules which would bind corporate behaviour globally to
UN endorsed norms within a legally binding framework (CEO 2000). In
response, in his inaugural address, ICC president Adnan Kassar added
what he called an important proviso to ICC’s support of the nine core
values enshrined in Annan’s Global Compact: “There must be no sug-
gestion of hedging the Global Compact with formal prescriptive rules.
We would resist any tendency for this to happen’ (ICC 2000).

In the health sector there have been calls for global standards and, re-
flecting trends in other sectors, it has been argued that the private sector
should have a voice in the articulation of these standards. For example,
a meeting on public—private partnerships in Biotech/Pharma hosted by
the Rockefeller Foundation in 1999 proposed the need for a global or-
phan drugs® policy. The meeting concluded that a policy be negotiated
between the WTO, WHO and heads of industry (among others) which
would guide the standardised development and efficient implementation
of intellectual property rights, clinical trials standards, harmonisation of
the regulatory process, good manufacturing practices, tax incentives and
tiered pricing (Rockefeller 1999). This initiative is taking place against
a background of different interests which seek regulatory action in the
health sector, but for whom the implications and focus of concern may
be different. For example, for the public sector, including multilateral
organisations, the concentration may be on rule setting, and the norma-
tive standards functions, focusing on health, safety and affordability. For
the private-for-profit sector, the central issues are likely to be related to
market access, protection of intellectual property rights, licensing and set-
ting single global launch prices for new products (Reich and Govindaraj
1998). As advances in genetics and biotechnology occur, issues related to
privacy, patents, therapies and reproductive technologies are creating new
ethical dilemmas (Koivusalo and Ollila 1997) that demand regulation.

Exploration to establish common ground between the pharmaceuti-
cal industry and multilateral (and other) organisations has been taking
place since the beginning of the 1990s (Mitchell ez al. 1993). Just one
expression of this exploration has involved a series of round-table discus-
sions between WHO and the International Federation of Pharmaceutical
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Manufacturers Associations (IFPMA), which began in October 1998
(Brundtland 1999b). Among the outcomes of such dialogue are the estab-
lishment of new GPPPs. For example, at the annual high-profile World
Economic Forum (popularly known as the Davos Summit) in January
2000, the Global Alliance for Vaccines and Immunization (GAVI) — a
major GPPP — was launched by Bill Gates together with the executive
heads of WHO, UNICEEF, the World Bank and Merck & Co.

The formation of GPPPs may also reflect the impact of globalisation on
the structure of the global economy (and within various industries) and
on ways of doing business. In particular, three, possibly interrelated, el-
ements stand out. First, as noted above, within the context of an increas-
ingly polycentric political-economic system, transnational corporations,
the lynch-pins of the world economy, are, generally speaking, gaining
some powers formerly monopolised by the state (Held ez al. 1999: 281).
As a consequence of this redefinition of the scope and position of the
influence of these institutions, corporations are seeking and engaging
in more prominent roles in intergovernmental decision-making (Cutler
et al. 1999b: 16). Thus, for example, Gorden Cloney of the International
Insurance Council describes the WTO Financial Services Agreement in
the following terms: “This agreement is like taking back the neighbour-
hood. We need a policeman on the block. We can’t have governments be-
having in thuggish ways’ (quoted in Freudman and Maggs 1997). Such
influence may also be exercised through GPPPs.

Secondly, numerous industries have become more highly concentrated
(Garten 1999). Increasing concentration has affected the pharmaceutical
industry (Tarabusi and Vickery 1998). Indeed, horizontal acquisitions
and mergers within the industry, and vertical concentration resulting
from the take over of biotechnology companies by all of the major
research-based pharmaceutical companies during the 1990s, has, accord-
ing to Mytelka and Delapierre (1999), resulted in a global ‘networked,
knowledge-based biopharmaceutical oligopoly’. Oligopolies and increas-
ing concentration empower individual mega-companies in relation to
both state and intergovernmental organisations, but also increase the pos-
sibilities for industry-wide association and organisation (e.g. IFPMA in
the case of pharmaceuticals). Consequently, we have seen a rise in self-
organisation and market-driven regulation (e.g. ISO standards, Codex
Alimentarius) as well as small groups of company executives directly
influencing the articulation of intergovernmental agreements (e.g. the
TRIPS Agreement — see Sell 1999).

Thirdly, there have been changes in the form of business organisation.
It has been argued that globalisation is fuelling corporate alliances (and
may indeed be replacing mergers). It is, for example, speculated that ‘the
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average large company, which had no alliances a decade ago, now has in
excess of 30’ (Business Week, 25 October 1999: 106). Strategic alliances,
often short-term in nature, allow competing companies in one market
to collaborate in other markets (Kanter 1994). The commercial world
is increasingly organising itself in alliances and partnerships, and it is
natural that it extends this form of organisation (often short term and
mercenary) to its relations with governmental entities.

In summary, it is evident that the private sector seeks to articulate its
interests and wield power in intergovernmental forums. GPPPs provide
an avenue through which to pursue this objective. Consequently, else-
where, we have concluded that public—private partnerships constitute a
form of neo-global corporatism (Buse and Walt 2000a).

GPPPs as a vehicle for penetrating emerging markets

As noted in the introductory chapter to this volume, globalisation has
increasingly concentrated wealth in fewer countries, and within coun-
tries in fewer hands (UNDP 1999: 3). In more than eighty countries,
per capita incomes were lower at the end of the 1990s than a decade
earlier. The UN portrays poverty as a ‘down side of globalisation’ but
also suggests that poverty is both a threat and an opportunity to industry
interests; a threat in the sense that mass poverty could lead to destabilisa-
tion (and thereby jeopardise the smooth functioning of the market) and
an opportunity in terms of a potential market-in-waiting. The United
Nations Development Programme (UNDP) (1998) goes as far as to as-
sert that: ‘Corporate success will be increasingly dependent on harnessing
these new markets and production opportunities’. Apparently industry
is beginning to appreciate this potential market. According to Waddell
(1999), Unilever has recently concluded that most companies should be
considering the poor as a target market.

Two GPPPs illustrate how the UN is using poverty as the focus of
partnership with the private sector. First, over the course of 1998 and
1999, UNDP attempted to establish the Global Sustainable Development
Facility (GSDF). It aimed to bring together leading corporations and
UNDP in an effort to ensure the inclusion of two billion new people
in the global market economy by the year 2020 (UNDP 1998). The
GSDF was to be established as a separate legal entity outside the UN
system that would be ‘primarily governed by participating corporations
and [would] benefit from the advice and support of the UNDP through
a special relationship’ (UNDP 1998). It was envisioned that the Facility
would mainly be funded through contributions from the participating
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corporations. Activities of the Facility included ‘developing products and
services adapted to the emerging markets of the poor’ (UNDP 1998). As
of March 1999, sixteen corporations had joined project discussions. Each
of the firms provided UNDP with US $50,000 for the project’s design
and a number had agreed to be represented on a steering committee
and to act as special advisors. Due to the controversial nature of the
partnership, it was discontinued in June 2000 (New 2000). Second, the
United Nations Conference on Trade and Development (UNCTAD)
launched a GPPP in 1999, which it hoped would stimulate foreign direct
investment into the forty-eight least developed countries. Through the
initiative, UNCTAD and the International Chamber of Commerce work
jointly to produce investment guides. In each country a large transnational
corporation sponsors the exercise (CEO 1998).

Thus, public—private partnerships are proposed as priming-the-pump
of economic globalisation in those areas where the market is not well
enmeshed in the global economy, but also as an opportunity to expand
markets. As the president of the medical systems unit of Becton
Dickinson & Co has said of one GPPP: ‘Of course we want to help eradi-
cate neonatal tetanus, but we also want to stimulate the use of non-
reusable injection devices, and to build relationships with ministries of
health that might buy other products from us as their economies develop’
(Deutsch 1999).

GPPPs and economic and technological globalisation

Changing markets and technology associated with globalisation have
heightened the appreciation of interdependence between the public and
private sectors leading to the development of GPPPs. In particular, new
developments in biotechnology are making drug and vaccine develop-
ment increasingly expensive (Mahoney and Maynard 1999), as are
changes in the patenting regime (IAVI 1996). Concomitantly, extensive
consolidation of the pharmaceutical industry has led to greater competi-
tion within companies, thus increasing the opportunity costs associated
with investment in tropical diseases (Tarabusi and Vickery 1998). These
changes have led some health advocates to begin to explore ways in which
public and private decision-makers can work together to overcome both
market and public failures, so as to develop and make available public
and merit goods at a cost developing countries could afford while min-
imising the risk and guaranteeing a return to the private sector (Buse
and Walt 2000a). The Medicine for Malaria Venture, for example, rep-
resents a partnership to find new anti-malarial drugs, where funds will
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be provided primarily by the public sector, while industry will provide
the sort of support that money cannot buy — in-kind resources such as
access to chemical libraries and to their technologies in the areas of ge-
nomics and pathogenomics, combinatorial chemistry and bioinformatics
(Bruyere 1999).

GPPPs as a strategy to enhance corporate citizenship

Where once one might have characterised the relationship between the
UN and corporate sector as often confrontational or distant, over the
past decade there has been significant movement from polar positions to
a search for common ground. On the one hand, the Secretary-General of
the United Nations has recognised the need for international organisa-
tions to work with business: ‘in today’s interdependent world, the United
Nations and the private sector need each other’ (ICC 1998). On the other
hand, Annan has suggested that because ‘globalisation is under intense
pressure, and business is in the line of fire’, business must be ‘seen to
be committed to global corporate citizenship’ (Annan 1999). The World
Bank is similarly putting ‘its shoulder behind corporate citizenship’, a
concept it equates with tripartite partnerships between public, private and
civil society organisations (Chaparro and Gevers, undated). The Bank’s
Corporate Citizen Program hopes ‘to make partners of captains of in-
dustry in transforming education, health care, and other vital building
blocks in developing countries’. Corporate citizenship is:

the practice of match-making companies with the rest of society ... Pure philan-
thropy it is not. Rather, in a world obsessed by maximising returns and expanding
market share, traditional philanthropy is outdated. Companies realise that invest-
ing in the well-being of their host communities is more and more of a strategic
interest: it helps them build a stable reputation and a brand; and it critically re-
duces the risk inherent to any foreign investment. (Chaparro and Gevers undated)

Debate surrounding the WTO Agreement on Trade-Related Aspects
of Intellectual Property Rights (TRIPS) is illustrative of the manner in
which GPPPs provide industry an opportunity to demonstrate its caring
face through corporate citizenship. Concerns have been raised that the
Agreement will limit access to essential drugs in developing countries
(Velasquez and Boulet 1999). Industry acknowledges that access to
medicines in poorer countries is an issue but suggests that the ‘long-term
donation programs instituted by pharmaceutical companies for such de-
bilitating diseases as trachoma, filariasis and river blindness’ (i.e. high-
profile GPPPs) provide a means to redress the access problem (Bale
1999). Similarly, UN-industry partnerships are also seen as a solution
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to another contentious issue arising out of the implementation of TRIPS,
namely compulsory licensing (see Ranson ez al. this volume). The case
against the use of compulsory licences has been bolstered by reference to
alternative strategies to protect the poor, specifically public—private part-
nerships. Thus the Bristol-Myers Squib’s partnership with UNAIDS and
avariety of actors in southern Africa, ‘Bridging the Gap,’ has been cited as
the way forward in lieu of compulsory licensing (Chicago Tribune, 1999).

Public—-private partnerships and the United Nations

The preceding discussion suggests that public—private partnerships
between the UN and the business sector will influence the work of the
UN. This section explores some of the potential changes — both positive
and negative. We organise the section around a framework which pro-
poses that an ideal-type multilateral organisation should play five critical
functions with respect to global health. Such an organisation would be
enabled to fulfil these unique functions, to varying degrees, by a num-
ber of facilitating attributes. The manner in which partnership impinges
upon these attributes constitutes the substance of this section. In arguing
that such an ideal organisation should undertake these functions, we are
not suggesting that the UN has been able to do so in an effective or
consistent manner in the past. We acknowledge the many weaknesses
that beset the UN and WHO in particular (Godlee 1994). While these
shortcomings have circumscribed WHO’s ability to meet its ideal man-
date, here we draw attention to the manner in which partnership with
the private-for-profit sector might compound WHO’s limitations. In this
short discussion we generalise about the nature and interests of commer-
cial entities — clearly these differ tremendously across a number of criteria
(e.g. their propensity to observe rules of law or engage in strategic phil-
anthropy, etc.).

The impact of GPPPs on ethical frameworks: human rights and
equity vs. shareholder value

The UN aims to organise world affairs according to the principle, among
others, that nation-states are bound to a series of ‘universal’ norms and
values (Cassese 1986). The UN plays a vital role providing a platform
for the discussion, negotiation and promotion of these norms and values.
Public and private partners bring different values to each partnership. At
one end of the continuum are the interests of the UN: ‘our main stock in
trade ... is to promote values: the universal values of equality, tolerance,
freedom and justice that are found in the UN Charter’ (Annan 1999).
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At this end of the continuum one finds WHO’s concern for the health of
the marginalised and dispossessed and its avowal to be the world’s health
conscience. WHO?’s values derive from its constitution while its claims to
universality are legitimated by its wide membership.

At the opposite end of the spectrum one encounters the bottom-line
values that drive the corporate world. Its aim is to maximise profits so as
to increase shareholder value. Increasingly, such aims are couched within
company mission statements that acknowledge the desirability of good
corporate citizenry — with terms such as ‘responsible share-holder-value
optimisation’. However, as Milton Friedman once observed ‘there is one
and only one social responsibility of business — to use its resources and en-
gage in activities designed to increase its profits’ (quoted in The Economist
2000).

At the centre of this continuum are the GPPPs that provide some mid-
dle ground where, it is hoped, the differing values of each partner can
be submerged as their common interests are pursued. There is, however,
debate over whether or not private and public goals are mutually com-
patible. Several mechanisms have been identified through which profit
maximisation may undermine the goal of better health (Hancock 1998).
Within partnerships, the question arises as to whether or not private sec-
tor goals will ultimately predominate as the UN and industry move closer
towards jointly defining their goals through GPPPs, as the values of the
weaker partner are captured by the more powerful. Alternatively, is it
possible to ensure that core public and private identities and values are
preserved as partnerships limit themselves to specific win—win situations?

Because of the potential clash between partners over principles and
values, multilateral agencies have recognised the need to exercise caution
in selection of their private sector partners (Dukes 1997; Kickbusch and
Quick 1998; Bellamy 1999). In practice, given the financial incentives
which sometimes motivate UN organisations to enter into partnerships
with the private sector, it may be difficult to refuse corporate offers which
do not comply with internal guidelines. For example, UNDP is alleged to
have disregarded its fund-raising guidelines in pursuance of its controver-
sial ‘Global Sustainable Development Facility’ partnership (Klein 1999).
In relation to health partnerships, Hancock urges ‘sober second thoughts’
regarding the suitability of the pharmaceutical industry as a partner for
WHO, at least in terms of health promotion, because of ‘perceived or
actual conflict of interests’ (Hancock 1998).

While public—private partnerships raise difficult questions concerning
the maintenance of publicly oriented values within the public realm, there
is also room for optimism. Involving the private-for-profit sector in UN
debates may encourage more socially responsible entities and practices
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in both sectors. In addition, privately generated funds may be utilised
to implement and enforce the universal norms and values espoused by
the UN.

The impact of partnerships on technical norms and standards:
the erosion of public competence?

The UN plays an important role in the area of facilitating and deve-
loping technical standards that are used by others to govern activities
in all spheres of life (from shipping lanes to postal services). A series of
attributes enables it to play this role including legitimacy and authority,
and, relative to directly vested parties, impartiality and neutrality. These
attributes, which are in some ways interlinked, derive from, and rest upon,
the governing arrangements of the UN. Partnerships with the commer-
cial sector may entail reform of these arrangements and therefore raise
questions of how to preserve these crucial attributes upon which technical
norms and standards are developed which support the ethical framework
described above.

For example, the question of legitimate representation in public—private
partnerships raises the question of whose interests should be represented
in a partnership and whose should not. Most UN organisations derive
some of their legitimacy from near universal membership in their govern-
ing bodies. For example, the World Health Assembly is currently attended
by 191 member states (although its state-centric and narrow biomedical
biases raise their own problems of legitimacy), all of whom have equal vot-
ing rights irrespective of size of financial contribution (in practice, strong
states and interest groups do affect priority-setting in the Organisation).
In contrast, representation in global public—private partnerships is both
narrower and more eclectic. For example, no health GPPP can claim
near universal membership of nation-states (which would make them
unwieldy in any event), but, more importantly, few partnerships include
low-income country representation, not all of them include WHO on
their governing boards and technical committees, and in some cases it
would appear that the private sector representation is ad hoc and based
on personal contacts.

The legitimacy of GPPPs will depend largely on the expert committees
that are established to advise them. Whereas the specialised agencies of
the UN, such as WHO, rely on extensive networks of technical experts
and have established means for selecting and operating expert groups,
there are concerns that GPPP expert groups may be chosen from exclu-
sive epistemic communities (see Lee and Goodman, this volume, for a
discussion of epistemic community), may (due to funding) suffer from
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a lack of independence and may have circumscribed powers (Buse and
Walt 2000b).* Although many analysts have drawn attention to the ex-
tent to which international agenda setting and formulation of policy is
controlled by transnational policy elites (Haas 1989), the implications
of the increasing prominence of the private sector in policy networks on
global standard setting has yet to receive much attention (see Lee ez al.
1997 and Cutler ez al. 1999b for some exceptions).

Partnerships also raise difficult questions in relation to competence
and appropriateness. As global responsibility for specific health issues is
transferred from WHO programmes to GPPPs, there is the potential that
WHO will fail to continue to establish expert groups on these issues so as
not to duplicate the technical committees established under the aegis of
the partnerships (whose membership is vetted by the corporate sponsors).
Does this raise the spectre of the erosion of WHO’s normative function in
relation to global health? Where the private sector assumes a greater voice
through partnership in WHO technical discussions, will global standards
and norms not begin more closely to reflect private interests, thereby
jeopardising their credibility? One must also question the technical cre-
dentials of some of the non-state actors involved in GPPPs. In relation
to competence and appropriateness, the need for best-practice guide-
lines and codes of conduct governing partnership are called for. Looking
at partnership from a more optimistic perspective, it might prove the
case that through interaction with the for-profit sector, publicly endorsed
standards may enjoy a more global reach and private interests may be
more amenable to respecting them as a function of their involvement in
establishing them.

Partnering and the global health commons: externalities, global
public goods and country level co-operation

As noted in the introductory chapter, the determinants of health, as well
as the means to address them, are influenced increasingly by global pro-
cesses. It was, therefore, argued that the imperative for nation-state col-
laboration to address problems of the global health commons is more
compelling than ever. The promotion of global public goods, such as
research and development, knowledge, harmonised norms, regulation,
etc., and the control of international externalities such as transborder
spill over of environmental risks, drug resistance, etc. are therefore gain-
ing increased attention and a central role for the UN has been proposed
(Kaul ez al. 1999). A number of GPPPs have been established so as to
address problems of the global health commons (such as the ‘Stop TB’
initiative). Consequently, it can be argued that the addition of private
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resources through GPPPs further enables collective global action in
critical areas. The challenge, however, remains to establish systems for
priority-setting that are fair and just (i.e. which public goods to produce
and which externalities to control and how to prioritise among them).
Moreover, is it possible that the private sector may not support the reg-
ulation of externalities when it runs contrary to its interests (e.g. rules to
contain the spread of antibiotic resistance may run counter to pharma-
ceutical interests)?

In a world marked by increasing inequalities, the UN plays a role,
within the health and other sectors of low-income countries, of protecting
the health of vulnerable populations and providing development sup-
port (e.g. capacity development). While the UN shares this role with
a host of other agencies, its aid need not be conditional upon politi-
cal and economic objectives (as is often the case with bilateral aid) and
can, therefore, theoretically be allocated according to measures of need
(although this is patently not always the case). Partnerships can enable
the UN to further its work in underserved areas, as illustrated by the
UNAIDS and Bristol-Myers Squibb partnership in support of AIDS
activities in Southern Africa. The introduction of partnerships, how-
ever, might exacerbate favouritism. Countries and population groups that
do not benefit from particular partnerships might feel abandoned. And
partnerships may increase inequities within societies: for example, the
World Alliance for Community Health, which includes Rio Tinto, Placer
Dome and other multinational corporations, aided by the World Health
Organisation, is helping companies develop a ‘business plan’ for health,
‘to improve health of firms as well as ordinary people’ (The Economist
1999). While potentially bringing better-quality primary health services
to workers and their families, such efforts may undermine universal health
systems. Worse yet, if activities which are in vogue are hived off to special
partnerships, there is the potential that bilateral funds which might have
been allocated to the UN may be redirected to those special activities,
thereby further imperilling the financial situation of the organisations,
as well as undermining (or devaluing) government efforts. Hence, as
GPPPs ‘privatise’ some areas of health development, there is concern
that public resources will follow private ones, leaving some public prior-
ities untended to.

In summary, there are potential pros and cons of partnerships depend-
ing on the selection of partners, balance of power among private and
public parties, and the nature of the structures and processes established
to oversee the partnerships. The extent, therefore, to which a partnership
will be beneficial will depend on its governance as well as how the health
co-operation, including GPPPs, are governed at the global level.
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Good governance? Representarion, accountability and
competency in partnerships

A number of challenges to good governance confront the UN as it enters
into commercial partnerships. For example, in relation to representative
legitimacy, it would appear that GPPPs provide the commercial sector
with improved access to decision-making within the UN, which is not bal-
anced by special access to recipient countries and marginalised groups.
As noted above, this carries significant risks and will have to be handled
with caution. Accountability, which is broadly concerned with being held
responsible for one’s actions, poses similar challenges. Public and private
sectors have well-established mechanisms of accountability. In the private
sector, management is accountable to the company’s shareholders. In the
public sector, administrative structures report to political structures that
are accountable to the ruled through the contestability of political power.
However, accountability within public—private partnerships may be less
straightforward, partly because of the distance between the global part-
ners and the beneficiaries, and the length of time for any impact to be felt.
Moreover, actually holding a partner accountable presents difficult chal-
lenges, as they are autonomous entities. Presently, systems of sanctions do
not appear to have developed to apply to negligent partners. In a number
of GPPPs, accountability appears to be predominantly oriented towards
the commercial sponsors, for example ‘Mectizan® Donation Program’
(Frost and Reich 1998), whereas in others the management group re-
ports to a governing body, whose members report back to their respec-
tive organisations, for example the ‘International Trachoma Initiative’
(Cook 1999). In relation to competence and appropriateness, we have
described how partnerships may shift the locust of technical groups out-
side of the remit of the UN organisations, and through this process global
norms and standards may tend more closely to reflect private interests.
Finally, due process in relation to the good governance of GPPPs has
yet to receive much attention. While transparency of decision-making to
the public will be essential, one can envision conflicts of interest in this
regard.

Conclusions: a call for best-practice guidelines and
a global system of accreditation

As global health problems increasingly demand global solutions, public—
private partnerships are increasingly utilised to provide such solutions.
Partnerships are often uniquely suited to address problems of market
and public failure, particularly with respect to hitherto intractable health
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challenges confronting the poor in many countries. For the UN, access to
private resources through partnership has the potential to enable it more
effectively and efficiently to pursue its critical mandate in relation to global
health. Nevertheless, partnerships bring their own problems. UN organi-
sations are well aware of the potential problems inherent in these partner-
ships. UNICEF’s present Executive Director has warned ‘it is dangerous
to assume that the goals of the private sector are somehow synonymous
with those of the United Nations, because they most emphatically are
not’ (Bellamy 1999). WHO’s recent guidelines on involvement with the
commercial sector reflect this concern, for example in its treatment of
conflicts of interest (WHO 1999b).

While the internal scrutiny by WHO of proposed and existing partner-
ships is warranted, the widespread adoption of this institutional approach
to global health development raises additional challenges. There is, for
example, the need for more empirical research on the institutional fea-
tures that make such partnership effective. Such empirical work should
also aim to identify more generally applicable, good practice guidelines,
including principles for ‘good partnership governance’ (transparency, ac-
countability, etc.). Such analysis is a necessary prerequisite for the estab-
lishment of an independent global regulatory and accreditation system
for GPPPs. An empirically grounded and publicly debated regulatory
framework which can differentiate between acceptable and unacceptable
GPPPs, by ensuring that the former meet specific minimum conditions
(and thereby allay concerns of public bodies and critics), would appear
to be a desirable feature of a future component of global health gover-
nance. As Falk (1999) reminds us ‘there is little, or no, normative agency
associated with this emergent world order: it is virtually designer-free, a
partial dystopia that is being formed spontaneously, and in the process
endangering some of the achievements of early phases of statist world
order’. In relation to public—private partnerships between the UN and
the commercial sector, there is a compelling and urgent case for estab-
lishing governance arrangements that ensure and strengthen the unique
and critical role of these global public institutions as a component of
global governance.

Main summary points

¢ We have limited understanding of how and why partnerships work (not
least, agreement on how success would be measured). There is thus
urgent need for more systematic comparative research on such part-
nerships.
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¢ Partnerships that bring together private- and public-interest organisa-
tions also raise theoretical and normative questions in relation to gover-
nance, authority and accountability. There is a need for a wider debate
on these issues.

* The debate on GPPPs needs to address how to arrive at institutional ar-
rangements that might best govern future health partnership initiatives
so as to protect the public’s interest in them. These should be formalised
in best-practice guidelines and enforced through accreditation.

NOTES

Our initial thoughts were clarified with the assistance of our colleagues in the
Health Policy Unit. John Martin, Nick Drager, Robert Beaglehole, Kelley Lee
and Anthony Zwi provided useful comments on the text.

1 ICC consists of over 7,000 member companies and business associations in
more than 130 countries.

2 The WBCSD is a council of transnational corporations established to represent
the interests of global corporations at the UN Conference on Environment and
Development in Rio in 1992.

3 Orphan drugs are medicines for rare diseases or conditions. In the United
States, the Orphan Drug Act of 1983 aimed to encourage the development
of drugs then known to be effective against rare diseases, affecting fewer than
200,000 people, in order to encourage industry to continue development and
marketing of what might otherwise have been seen to be market risks (Harrison
and Lederberg 1997).

4 For example, the advice of the Technical Advisory Group of the International
Trachoma Initiative regarding the choice of recipient countries was not heeded.
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4 Global approaches to private sector
provision: where is the evidence?

Ruairi Brugha and Anthony Zwi

Introduction

The influence of transnational players on the policies promoted in
developing countries is receiving critical attention as analysts explore the
impact of globalisation on the role of the state, systems of governance
and the quality of global policy prescriptions. Health and social policies,
developed in the capital cities of North America and Western Europe
and promoted worldwide, may have profound impacts on populations
and health systems. This policy-making role, alongside the values and
powers which are brought to bear to ensure such policies are adopted,
carries with it responsibilities. These include the need to ensure that the
policies are focused on tackling the most important problems, that they
will benefit the population, especially the poor, and that they stand a good
chance of succeeding in the range of settings where they are promoted.
Success will partly depend on facilitating local commitment and owner-
ship. Global policy advice, if appropriate at all given the wide variation in
contexts, must be under-pinned by adequate evidence. We consider the
extent to which evidence has supported policy in relation to one strand of
international health policy that has evolved over the last decade — the pro-
motion of private health care provision as part of health sector reforms —
and the relevance of global policy prescriptions to national health policies
and practice in developing countries.

This chapter reviews the evolution of policy advice to developing coun-
tries, from international agencies and powerful donors, regarding how the
public sector should relate to for-profit private sector providers (PSPs).
The focus is primarily on service provision, while recognising that re-
forms in private financing deserve equal attention. Among PSPs we in-
clude both formally trained allopaths (physicians, nurses, pharmacists)
who may be in full- or part-time private practice, and the informal, often
illegally operating PSPs (e.g. drug retailers) who are important sources
of allopathic drugs. We present the rationales for working with PSPs, and
critically evaluate proposed mechanisms to ensure that they provide good
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quality services. We use an exploration of this policy ‘strand’ to highlight
an issue of more general concern: the extent to which the policy advice
from international agencies acting at global level has been derived from a
strong evidence and experience base. While ‘evidence-based policy’ may
not always be achievable, it is surely possible and desirable to have policy
that is cognisant of the best available evidence — or in its absence seeks to
fill the evidence-gaps — around criteria such as cost-effectiveness, equity,
feasibility and sustainability.

A small number of international agencies, notably the World Bank and
the World Health Organisation (WHO), and the more powerful donor
agencies such as the United States Agency for International Develop-
ment (USAID) and the United Kingdom Department for International
Development (DFID), are increasingly dominant in setting global health
policy agendas, especially for low-income developing countries. These
external agencies are powerful because of their knowledge, experience,
networks and resources, and are therefore able to promote their pre-
scriptions without challenge, at least not overtly, from national and sub-
national policy-makers. Under-resourced ministries of health, partly as a
consequence of previous policy advice to downsize the state, are typically
weak in negotiating key policy directions with these international players.
Grindle and Thomas (1991) identified international leverage as one of
four key influences on policy decisions in developing countries; the other
three being technical information, bureaucratic implications and politi-
cal stability, all of which are influenced by resource-rich countries and
international agencies.

We argue that donor agencies and influential policy setters have a
responsibility to ensure that the policies they promote are well founded
and based on careful theoretical and empirical analysis, pilot projects
and experimentation, and on rigorous monitoring and evaluation, es-
pecially where aid is conditional on policy adoption. We question the
extent to which some of the leading agencies have fulfilled this responsi-
bility. Enhancing accountability for policy prescriptions is as important
for international as for national and local policy-makers, perhaps even
more so given the lack of higher authoritative bodies and procedures for
ensuring accountability and transparency. The chapter suggests that pol-
icy advice on how to relate with PSPs has usually preceded systematically
gathered evidence on: the circumstances in which policy formulation and
implementation is most feasible; the conditions in which different policy
approaches are most likely to be successful; and the mechanisms available
for ensuring that the policies promote population access to good-quality
public health services, notably for the most poor.
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Background
Health care reforms

The mid 1980s saw a shift in the focus of health policy for low-income
developing countries, from the primary health care principles enunci-
ated in the Alma-Ata declaration towards a narrower focus on financing
and organisational reforms (Cassels 1995; Zwi and Mills 1995). Decen-
tralisation was seen by some as a way of implementing primary health
care (Ebrahim and Ranken 1988). The shift in policy emphasis towards
financing reforms (see Lee and Goodman this volume, chapter 6) was
seen as reflecting both the emergence of neo-liberal approaches to social
policy within the context of global recession in the early 1980s, and the
widespread promotion of structural adjustment policies that imposed re-
strictions on public sector health spending in many countries (Abel-Smith
1986). At the same time, WHO failed to provide international health pol-
icy leadership (Kickbusch, 2000) and the World Bank became increas-
ingly influential in shaping international health policy (Zwi and Mills
1995). In 1987, the Bank recommended that governments: ‘Encourage
the management sector (including non-profit groups, private physicians,
pharmacists and other health practitioners) to provide health services for
which consumers are willing to pay’ (World Bank 1987). In its influen-
tial 1993 World development report (WDR), it recommended that govern-
ments shift elements of service provision from the public to the private
for-profit health sector (World Bank 1993). Justification for this shift was
partly based on a belief in the greater technical efficiency of the private
sector and the desirability of promoting competition. The Bank advised
national governments to limit government action to formulating policies,
providing a limited package of public health interventions with positive
externalities, developing and enforcing regulations, and financing essen-
tial clinical services for target groups, notably those who are unable to
pay for private care.

USAID has been particularly active in funding and supporting private
sector provision initiatives since the mid 1980s; for example, through the
use of social marketing to create demand for private sector commodi-
ties and services, and by assisting governments to work with the private
sector to expand service delivery coverage, especially of family planning
services and products (Skaar 1998). USAID’s policy was to explicitly sup-
port collaboration with the private sector, both to mobilise private sector
resources and to increase private sector capacity to design, implement
and evaluate reproductive health services (Skaar 1998). The aim was to
work with both for-profit and not-for-profit partners ostensibly as a way
of promoting sustainable programmes; an additional rationale being ‘the
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presumed greater cost-effectiveness of the private sector as compared to the
public sector’ (Skaar 1998; our italics). Skaar cites USAID’s first two ma-
jor projects (1985 to 1990) that were aimed specifically at collaborating
with the private sector, the aim of one of which was to ‘identify, develop,
and test private-sector models which would demonstrate the ability of
the private-sector to provide family planning services on a sustainable
basis, largely or entirely at their own cost’ (The Enterprise Program, in
Skaar 1998). The aim of ‘demonstrating’ rather than ‘testing’ suggests
the ideological predisposition of US policy towards promoting the for-
profit private sector in developing countries, a policy which the financial
power of the donor agency could strongly promote.

The position of WHO with regard to private sector provision was more
cautious. The report of a 1991 WHO meeting (WHO 1991a) recognised
the lack of evidence to support a generalisable policy of promoting the
contracting of clinical service provision to the private sector in developing
countries (see ‘Contracting health care provision’, later in this chapter).
A proposed policy position for WHO towards the private sector indicated
the need to take into account major differences in the private provider
market between different low-income countries; and between them and
middle-income countries (WHO 1996a). The report acknowledged in-
equities in access to PSPs, possible private sector inefficiencies relative
to the public sector, and the complexities of developing and implement-
ing national private health sector policies. It highlighted the frequency of
dual public—private practice in which the same providers operate in both
sectors, and called for the recognition of contextual differences, relating
to the economic and political histories of countries, in the provision of
global policy advice.

Privatisation of health care provision

The WDR strongly advocated the utility of competition in the delivery
of health services, arguing that ‘because competition can improve quality
and drive down costs, governments should foster competition and diver-
sity in the supply of health services and inputs, particularly drugs, sup-
plies and equipment’ (World Bank 1993). Scepticism from independent
commentators about the application of ‘neo-classical’ economic theory
to the health sector has been widespread: the prerequisites to achieving
efficiency improvements through privatisation — a competitive market,
government capacity to regulate and manage the market to prevent mar-
ket failure, and purchasers of services to have reliable information — are
often absent (Adam ez al. 1992; Bennett ez al. 1997b). An analysis of how
competition worked among private hospitals in Thailand suggested that
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the cost of care rose, increasing the profit to hospitals without evidence
of concomitant improvements in quality (Bennett 1997). There is a wide
degree of consensus that market imperfections mean that market prin-
ciples cannot simply be applied in relation to health service utilisation
(LeGrand and Bartlett 1993; Rosenthal and Newbrander 1996; Bennett
et al. 1997b). Ugalde and Jackson (1995), warning that the public and
private sectors have different motives and objectives, argued that histor-
ical inefficiencies of the public sector in many countries were being used
to justify the policy advice to national governments to sideline — and in
effect undermine — public sector health care provision, thereby facilitat-
ing growth in private health care provision (Ugalde and Jackson 1995:
530).

The Bank has provided little guidance to national policy-makers on
the specific challenges and constraints to working with the private health
sector or on tested methods for doing so in developing countries. Else-
where in this book, Lee and Goodman (see chapter 6) and McPake (see
chapter 7) consider the evidence underpinning the policy of introducing
user fees, a policy which indirectly promoted the privatisation of health
care provision, often with negative consequences. For example, the in-
troduction of user charges at a referral centre for sexually transmitted
infections (STIs) in Kenya was associated with a reduction in attendance
to 40 per cent of pre-user charge levels; after their abolition, attendance
by men rose to only 64 per cent of pre-user charge levels (Moses et al.
1992).

While there have been a few examples of explicit deregulation so as to
permit private practice, such as in Tanzania, Malawi and Mozambique
(Bennett et al. 1997b), growth of the private health care sector in develop-
ing countries has been mainly due to the state withdrawing from or failing
to provide health services, creating demand and opening up market op-
portunities for private providers (Ogunbekun ez al. 1999). In 1990 private
sector expenditure, as a percentage of gross national product (GNP), ex-
ceeded public sector expenditure on health in 10 of 14 Asian countries
(World Bank 1993). Over the subsequent five years, public expenditure,
as a percentage of GNP, fell in eight of these countries (World Bank
1997a). Between 1990 and 1995, the share of private expenditure rose in
15 of the 22 countries of Latin America (Govindaraj ez al. 1995). In India,
private health expenditure has grown at a rate of 12.5 per cent per annum,
far higher than increases in per capita income, and now makes up 75 per
cent of all health expenditure; about 80 per cent of registered medical
practitioners are in the private sector (Bhat 1996). The relative decrease
in public expenditure on health, which partly reflects the growing im-
portance of user fees, provides indirect evidence of the privatisation of
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Table 4.1 Percentage of private physicians, private beds and visits made to
private facilities by the poorest and richest 20 per cent of the population in
selected countries

Visits made by Visits made by
poorest 20 per richest 20 per
cent to private  cent to private

Private doctors Private beds facilities as per- facilities as per-
as percentage as percentage centage of all centage of all
of total number of total number visits made by  visits made by

Country of doctors? of beds® this group® this group?®

Ecuador 42 58

Guinea 65 75

India 73 31 85 100

Madagascar 27 40

Mongolia 0 17

Pakistan 32 17 78 84

Tanzania 49 21 61

Trinidad &

Tobago 43 61

Average for 28
LMICs weighted
by population 55

Average for 33
LMICs weighted
by population 28

Unweighted
average for 9
LICs 47 59

Source: * Hanson and Berman (1998); * Gwatkin (1999).

Notes: A limitation of the available data is that ‘private’ includes for-profit and non-profit
beds, facilities, and doctors (i.e. doctors working for non-profit organisations). These na-
tional level data are also limited by provider type (only physicians) and facility type (hospital
beds). The data from Hanson and Berman (1998) come from national ministry of health
reports, WHO and World Bank reports, and academic and grey literature. The data from
Gwatkin (1999) come from a range of World Bank, international and national reports.
Comparability between the two main sources, in particular, may not be valid. However,
they appear to support the picture of large numbers of small-scale PSPs and generally high
utilisation of the private sector, but with large cross-country variations.

LMICs = low and middle income countries; LICs = low income countries.
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provision, and has also contributed to driving the process (WHO 1996a).
Recent reviews of the limited data demonstrate the scale of the private
health care market in low-income developing countries (Table 4.1). An
average of 47 per cent of visits to PSPs are by the poorest quintile of the
population, not much less than the 59 per cent of visits to PSPs by the
richest quintile (Gwatkin 1999).

Influencing private sector providers

Rationale and challenges

PSPs are the principal primary care providers in many developing coun-
tries. The remainder of this chapter focuses particularly on the lack of
evidence to underpin policies governing private primary care provision,
primarily as provided through individual practitioners (PSPs). In many
developing countries, priority public health conditions such as tubercu-
losis (TB), malaria, and STIs, for which effective interventions are avail-
able and which benefit the population generally, are usually managed in
the ambulatory, private primary care sector (Uplekar and Rangan 1993;
Swan and Zwi 1997; Brugha and Zwi 1998; Brugha and Zwi 1999), often
through self-treatment using direct over-the-counter purchases of drugs
(McCombie 1996). There is growing evidence pointing to poor-quality
care in different settings (Dartnall ez al. 1997; Uplekar et al. 1998): stan-
dard diagnosis and treatment guidelines are usually not followed, prac-
titioners are unaware of such guidelines, appropriate investigations are
not made prior to treatment, and inadequate follow-up and public health
responses are typical. A solution to the over-supply of diagnostic and
therapeutic interventions by PSPs, as recommended in the 1993 WDR,
is by ‘encouraging the for-profit sector to move away from fee-for-service
to prepaid coverage (through, for example, encouraging health mainte-
nance organizations)’ (World Bank 1993). While this may be desirable in
the longer term, it is unlikely to be feasible in many countries in the short
term. In any case, in contexts where most providers are single-handed
and operating out of small-scale facilities with low patient turnover, op-
portunities to influence their practice through third-party payment mech-
anisms will be limited. Large numbers of small-scale private clinics and
other facilities represent a challenge to a weak public sector that is often
unable to assure the quality of its own service delivery.

The characteristics of PSPs are under-researched and poorly under-
stood. As a result, the approaches recommended by policy-makers, and
the tools currently available to managers for controlling and influencing
their practices, remain immature. Furthermore, the unregulated informal
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private sector, which predominates in rural areas and urban slums in
many developing countries, remains hidden and ignored, thriving in the
absence of alternative accessible and affordable sources of care. Although
global policy-makers are increasingly recognising the importance of indi-
vidual PSPs (WHO 1999c¢), the ambitious policy direction proposed rests
on a number of untested hypotheses. WHO (1999c¢) has argued that:

A strong purchaser, setting standard rates of remuneration and enforcing a com-
mon set of quality and utilisation regulations, will enable the most efficient
providers of services to flourish. Such arrangements will allow the very large
number of private providers, who are essentially the first points of contact with
the health system in many low-income countries, to be brought within a struc-
tured but pluralistic health care system, benefiting from its resources and subject
to sanction and regulation by professional and public bodies.

Bearing in mind that individual consumers, rather than the state or third-
party payers, are the main purchasers of services in most low-income
developing countries, we challenge this optimistic viewpoint.

The ‘strong purchaser’

International policies for the private sector have been predicated on the
untested assumption that the informed ‘consumer’ can drive quality and
efficiency improvements: ‘governments, by making information about
cost-effectiveness available, can often help improve the decisions of pri-
vate consumers, providers and insurers’, and ‘simply by defining an es-
sential clinical package, the public sector provides valuable guidance on
what is and is not cost-effective. This distinction may then influence
the design of private or social insurance packages and the behaviour
of individual providers and patients’ (World Bank 1993). The concept
of the ‘strong purchaser’ has also been propagated by WHO (1999c¢),
along with the implication that individual patients can play this role. Al-
though social marketing campaigns have successfully created demand
for quality-assured family planning services such as the ‘Green Star’
project in Pakistan (Agha et al. 1997), successful branding campaigns are
hugely resource-intensive, and non-approved PSPs may advertise with
fake brands to attract service users (Bruce McKay, personal communi-
cation). The evidence that these models can be extended to more complex
clinical services, which would require service users to be trained to play
a role in monitoring technical quality, is as yet limited.

Rosenthal and Newbrander (1996) state that ‘it is fundamental to the
nature of medical practice that patients assign to providers the responsi-
bility for determining what should be provided, thereby giving up a role
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of importance in achieving market efficiency in quality as well as cost
minimization’. The nature of the principal (patient) — agent (provider)
relationship, recognising the inherent asymmetry of information, means
that patients look to whatever providers are accessible and affordable to
actin their best interest. PSPs, in areas where they are numerous such as in
urban India, operate in a highly competitive environment with low profit
margins from patients’ fees. They rely on client loyalty and seek to max-
imise patient numbers to maintain or increase their income (Bhat 1999).
Service users appear to place a high value on having a family doctor.
They typically perceive PSPs as offering a range of benefits: continuity of
care, privacy, more time and attention, and responsiveness to their iden-
tified needs (Aljunid 1995). Where they have located a ‘good doctor’,
service users assume that the PSP operates in their best interests. An
analysis of the supply-side, however, reveals a depressing picture (Bhat
1999). Over half of the 108 private doctors surveyed in Ahmadabad,
India, believed that fee-splitting (unnecessary referrals to other doctors
or laboratories with the referring doctor receiving part of the fee), over-
prescribing of drugs and over-use of diagnostics were high or moderately
prevalent practices, primarily as a means of increasing doctors’ incomes.

Contracting health care provision

There has been considerable interest among international health policy-
makers in contracting as a tool for increasing efficiency in the private
health care market, assigning the role of purchaser to the state or some
other authoritative body (World Bank 1993, 1997a). However, from an
early stage, critics pointed out some of the inherent limitations of this
approach, such as asymmetry of information between the purchasers
and providers of services and difficulties in specifying and monitoring
contracts (Williamson 1987). WHO again adopted a more cautious po-
sition: a 1991 WHO meeting that reviewed examples of contracting from
seven countries concluded that the necessary conditions for contract-
ing clinical services (effective competition between providers) did not
exist in most developing countries (WHO 1991a). The paucity of evi-
dence as to the advantages and pitfalls was noted (WHO 1996a; Walsh,
cited in Mills 1997a), as was the lack of evaluations of pilot contract
schemes in developing countries, especially where clinical services were
being contracted (Mills 1997a). Where contracting has worked in rela-
tion to health care (as opposed to non-clinical services such as catering
and laundry services), it has usually been through contracting services,
including preventive care, to not-for-profit organisations (Marek ez al.
1999). Mills (1997a) suggested there was insufficient evidence to show



72 Ruairi Brugha and Anthony Zwi

that efficiency improvements could not be better achieved through public
sector reforms.

The policy of promoting contracting gained considerable hold in the
early 1990s in some high-income countries, such as the UK and New
Zealand, where many of the preconditions for successful implementation
existed. In many developing countries, especially in the Indian subconti-
nent, the private sector is mainly composed of single-handed PSPs who
lack the capacity, time and resources to manage comparatively sophisti-
cated financing schemes or to enter into contractual relationships with
major purchasers. Identification of the necessary prerequisites is essential,
before extrapolating lessons and promoting them in different contexts.

Regularion

The development of national regulatory frameworks and the enforcement
of regulatory controls has been one of the main planks of global policy
for controlling PSPs, through licensing to restrict practice entry, facility
registration and inspection (World Bank 1993). The limited success of
legal interventions, recognised a decade ago in international agency re-
ports (WHO 1991a) as well as by independent commentators (Cassels
1995; Rosenthal and Newbrander 1996; Kumaranayake 1997), can be
attributed to a lack of resources and capacity in the public sector for moni-
toring and enforcement (WHO 1991a; World Bank 1997a). Enforcement
has been a problem in relatively better off middle-income countries such
as Thailand, and — in regulating the insurance market — imposes high
administrative costs on both the regulator and regulatee (Kumaranayake
1997). Itis probably least effective in countries where the state has made a
minimal commitment to health, as reflected in health spending as a pro-
portion of GNP, and where single-handed PSPs predominate. In such
contexts, those charged with responsibility for enforcing regulations are
vulnerable to ‘regulatory capture’.

The failure of regulation as an effective tool in many developing coun-
tries contradicts the assumption that governments have at their disposal —
but are not selecting — effective financial, informational and regulatory
instruments for improving performance in the private market (World
Bank 1993). Where alternative legal avenues have been used, such as the
use of the 1986 Consumer Protection Act in India to protect patients’
rights (Bhat 1996), the unwillingness of medical councils and profes-
sionals to participate has constrained the ability of the judicial system to
make sound judgements around technical quality of care. The availability
of routine data is an essential element in monitoring quality of care, but
record-keeping and auditing is often poor. Most single-handed PSPs keep
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rudimentary or no patient records and would be unable to provide useful
data on care provided, were they willing to do so. Beyond instituting a
simple regulatory framework of professional and facility registration, reg-
ulation — unsupported by other strategies — appears to be a weak tool for
influencing private sector activity, especially quality of care, in many de-
veloping countries. Elsewhere, Kumaranayake and Lake (see chapter 5)
consider how the development of global markets could predispose to the
development of regulations in the area of price, quantity and competitive
practices.

Other approaches

Professional associations have recently been proposed as potential key
players for influencing PSP practices (World Bank 1997a; WHO 1999c,
2000a). However, national policy-makers have received little guidance
on how to mobilise and work with such bodies, or on the limitations of
such approaches. Professional self-regulation has been proposed (DFID
1999a; WHO 1999c¢, 2000a). The medical profession, like other profes-
sions, is typically focused on protecting the interests of its members, and
there is little evidence of willingness to give greater weight to promoting
standards and protecting societal interests (Roemer 1991; Bennett and
Ngalande-Banda 1994; Asian Development Bank 1999).

Small-scale hospital owners, professional bodies and government of-
ficials in Mumbai, India, all expressed interest in accreditation, as an
alternative mechanism for assuring quality (Nandraj et al. forthcoming).
The major concern raised by the authors was the resource implications
for a country which invests relatively little in health and where most
PSPs, including small hospitals, struggle to survive in a highly com-
petitive environment. Again, the evidence to underpin policy directions
is lacking and the authors recommended the need for small-scale pilot
projects. In South Africa, full-time PSPs have little contact with pub-
lic sector control programmes and receive no guidance or up-to-date
information and guidance on diagnosis and treatment (Dartnall ez al.
1997), which we have also found to be the case in ongoing research
in India and Cambodia. The failure of national ministries of health to
forge links with professional organisations representing PSPs, and to
implement simple interventions such as the dissemination of national
guidelines and other evidence, poses an interesting question that we
have not attempted to answer: do the policies promoted by international
policy-making agencies, in fact, often have limited impact on national
policies?
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Conclusion

Much of the focus of international health policy debates and prescriptions
on private sector provision has been on the development of contractual
and other pre-payment mechanisms for working with large-scale private
provider facilities. Some agencies, such as the World Bank and USAID,
have been enthusiastic in promoting such policy prescriptions; others,
such as WHO, have been more cautious, recognising the weakness of the
evidence. Little advice or guidance has been forthcoming on how to work
with the formal and informal private for-profit health workers who pro-
vide services to high proportions of populations in the poorest developing
countries. Despite recognition of the need to balance controls on PSPs
with supports and incentives, such as subsidised or free provision of drugs
to control diseases of public health importance (Bennett and Ngalande-
Banda 1994), the lack of small-scale pilot projects and evaluations to map
out approaches and identify pitfalls is striking.

Country-level policy-makers have been faced with the options of col-
laborating with, suppressing or simply ignoring such PSPs. The failure of
global policy-makers to conduct or fund empirical analyses and develop
frameworks for understanding the influences on their professional prac-
tice has resulted in a lack of policy guidance on how to collaborate with
PSPs. In its absence, some states have opted for suppression, without the
capacity to implement such a policy. The usual result is that the private
sector becomes less visible, due to a growth in illegal private practice
and ‘moonlighting’, thereby becoming more refractory to interventions.
Or the better-qualified professionals simply emigrate, as did 170 doctors
from Tanzania following the introduction of legislation to suppress private
practice in 1967 (WHO 1991a). Many governments, recognising the un-
workability of suppression of private health care provision, and unsure of
how to proceed, have opted to ignore the private sector (WHO 1996a).
The Asian Development Bank (1999) has recently expressed concern
about the widespread promotion of private sector provision, arguing that
relying on it to provide health care services should only take place when
two criteria are shown to have been met: efficiency is enhanced and other
policy objectives, such as promoting equity, are advanced. In the same
document a strong plea is made, as we do, for cautious implementation
of policies to enhance the private sector’s role in delivering health care,
and careful study of both anticipated and unanticipated effects.

Put simply, while there is now a clearer picture of population needs and
of what interventions are cost-effective, there is insufficient knowledge of
how to ensure that these interventions are available and utilised effectively
by those who need them. ‘Far too little attention has been paid to effective
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means for securing better health outcomes from the private sector, or
to achieving greater complementarity between private and public sec-
tors’ (DFID 1999a; our italics). The evidence-base for achieving the ob-
jectives of ‘effective legislative and regulatory frameworks. . .improving
consumer information and rights, and ... encouraging quality assurance
mechanisms’ (DFID 1999a) has yet to be established. The frequently
cited use of consumer protection legislation in India as an alternative
channel to protect patients’ rights (Bhat 1996) is an inadequate basis
for proposing that the users of formal and informal PSPs in developing
countries can be transformed into informed and strong purchasers. In
addition, a major gap in the evidence base exists around how to scale-
up lessons learned in successful projects to national programmes. This
raises questions about how these projects have been conceived and de-
veloped, and whether the support or opposition of powerful stakeholders
at the project design phase has been established, with implications for
longer-term sustainability (Brugha and Zwi 1999).

The enthusiastic endorsement by some powerful international policy-
makers of the need to involve private providers in co-ordinated service
provision has been combined with a puzzling neglect of the need for better
evidence on how to do so. Such globally propagated policy prescriptions
appear to have been based more on a neo-liberal conception of the state
and the private sector than on empirical analysis of how the latter actually
works, and reflect a primary concern with financing mechanisms as the
principal tools for influencing practice, as suggested by Lee and Goodman
(see chapter 6). A draft policy position for WHO, which contrasted the
concerns of European donors about improving governance and redefining
the roles of governments with the positions adopted by the World Bank
and USAID, stated:

A combination of domestic concerns with health reform and strong leverage on
health policy in developing countries has made donors important players in the
re-thinking of policy towards the private sector in many developing countries.
Often, the advice has focused on particular mechanisms, such as insurance, user
fees or community financing, rather than on how particular mechanisms fit with
(or distort) progress towards each country’s overall policy goals. Countries are
vulnerable to particular donor enthusiasms when they lack a clear policy frame-
work for health development generally, or for the private sector in particular, and
as the above examples show, donors’ interests and advice often differ. (WHO
1996a)

The Lancer some years ago highlighted concerns regarding the pow-
erful prescriptions contained in the World development report of 1993:
‘there is a risk that a report from such an influential and well funded
organization will be used uncritically as the basis for decisions on policy
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and resource allocation’ (Lancet, cited by Ugalde and Jackson 1995).
A recent evaluation of World Bank activities in the health sector generally
stated that: ‘the Bank is often better at specifying whar practices need to
change than Zow to change them or why change is difficult’ (Johnston
and Stout 1999, italics in original). Recent reports and statements from
global health policy-making and financing bodies have similarly reflected
caution in recommending solutions to developing countries and have
called for strategies to be based on better evidence (DFID 1999a; Asian
Development Bank 1999).

The WHO?s World health report 2000 is less prescriptive than the policy
blueprints espoused by international agencies in the late 1980s and 1990s.
It recognises the existence of different health service organisational forms
in different contexts, with their attendant strengths and weaknesses; and
the need to better align provider incentives, whether provision is through
the public or private sector. It also highlights the potential danger of frag-
mentation in current trends towards greater autonomy in service pro-
vision, a situation existing already in many countries where the private
sector predominates. It therefore concludes that what is needed is better
integration of health systems. This recent trend in global health policy rec-
ommendations, based on more critical analyses of the emerging evidence
and recognising the need to share lessons learned in different contexts,
is to be encouraged: ‘Better stewardship requires an emphasis on coordi-
nation, consultation and evidence-based communication processes. For
the ministry of health to understand the principal challenges to better
performance it must have a full picture of what is happening. .. Overall,
governments have too little of the necessary information to draw up ef-
fective strategies’ (WHO 2000a). The Report recognises that ‘local — not
textbook —solutions must be found . . . [and that] . . . Experimentation and
adaptation will be necessary in most settings’.

These laudable sentiments are being propagated at a time when the
hegemony of a small number of international agencies in setting global
health policy agendas is reducing, and the involvement of large-scale
commercial entities in the policy-making process, through global public—
private partnerships with international agencies, is increasing (Buse and
Walt 2000a). Concerns have been raised about the implications of these
partnerships, whose aim is often to promote the availability of new and
expensive drugs that could undermine developing country health poli-
cies, especially the management of an uncontrolled private provider sector
(Shretta ez al. 2000). Killick (1998) has suggested that the conditionalities
attached to aid have often been ineffective in imposing policy prescrip-
tions and translating them into national-level policies, where national
policy-makers have not perceived them to be in their interest. In the case
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of private sector provision in developing countries, uncontrolled growth
has resulted from a lack of informed policy guidance to the state on how
to manage the private sector, combined with downsizing of public sector
provision. The rapidly growing involvement of major private players in
setting the direction and conditions for global health policy-making is a
potentially much more dangerous situation. It took a decade for those
promoting a policy of working with PSPs to realise that they needed
more information, experimentation and evaluation, and that global pre-
scriptions would not work. It is imperative that all actors take heed of
this experience and that they press the new public—private partnerships,
which are beginning to dominate the international health policy field in
the twenty-first century, to demonstrate the evidence for the policies they
are promoting, and to ensure that policy promotion is context-sensitive
and developed in conjunction with important local players, including the
state.
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5 Regulation in the context of global
health markets

Lilani Kumaranayake and Sally Lake

Introduction

Marketisation and globalisation are phenomena that have recently charac-
terised health sectors around the world. Marketisation refers to the use of
market mechanisms to finance and provide health services (Hsiao 1994).
Globalisation can be described as the ‘process of increasing economic, po-
litical, and social interdependence and global integration that takes place
as capital, traded goods, persons, concepts, images, ideas, and values dif-
fuse across state boundaries’ (Hurrell and Woods 1995). Marketisation
and globalisation have been contributing to the emergence of a range
of global markets for health-related goods and services. This has led to
widespread interest in the role regulation can play in structuring positive
benefits and minimising negative consequences from this private sector
activity.

This chapter explores the nature and development of marketisation in
global health. It reviews the changing role of regulation needed in the
health sector, and then considers the potential role of regulation within
a globalising context. A case study of the World Trade Organisation
and its relationship to the pharmaceutical sector is used to highlight the
global-national linkages and difficulties of formal regulation. We con-
clude by considering the scope for regulatory action in the context of
global markets and the nature of alternative mechanisms that can be
used.

Marketisation and the emergence of global markets
within the health sector

For many low- and middle-income countries (LMICs), the main change
in the health sector post-independence has been movement from public
sector dominance of health care provision and financing to one where
there are substantial levels of private sector activity. For example, in
Indonesia more than 60 per cent of health expenditure is spent in the

78



Regulation in the context of global health markets 79

Very informal Informal More formal Formal

* Unofficial * Usually individuals * Organisation into * Incorporate

transactions selling own services groups companies

* Often untrained, * Generally trained and « Generally licensed * Use of

unskilled providers licensed and running facilities technology-
intensive

equipment and
¢ Operating in black ¢ May be operating services
market economy legally or illegally

* Venture capital

Figure 5.1 Range of private sector activity (adapted from
Kumaranayake 1998).

private sector. In India, more than half of the hospitals and 49 per cent of
the dispensaries are privately owned (Aljunid 1995; Zwi and Mills 1995).
There is a great deal of heterogeneity in the nature of the actors and ac-
tivities that come under the rubric of private sector activity, including
for-profit and non-profit entities. The focus of this chapter will be on the
former. Visually we can characterise the range of private sector activity
in a simple continuum as shown in Figure 5.1.

There is an important distinction between informal and formal types
of private sector activity. At the very informal end, the actors are generally
operating on an individual basis and may or may not be operating legally.
There is also a wide variation in the range of skills and products being
sold: people may be untrained and unlicensed, and products of poor or
sub-standard quality. More formal private sector activity is organised into
group structures such as companies or health facilities and is much more
visible.

In simple terms, a market occurs when there is an exchange between
buyers and sellers for a good or service. The health system is not just
one market, but rather consists of a series of interconnected sub-markets
involving provider services, hospital care and supplies used in health care
(e.g. health professionals, pharmaceuticals and medical equipment). The
outcomes of the market system reflect the relative power of various stake-
holders, particularly trading-off the power of sellers to maximise profits
and the ability of consumers to constrain them (Hsiao 1994).

Marketisation is inextricably linked with current forms of globalisa-
tion. A key reason for the emphasis on markets within the health sector
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has been the policy environment, which has promoted markets as means
for improved efficiency, choice and quality of health services (World
Bank 1993). Marketisation and increasing globalisation in individual sub-
markets within the health sector are beginning to generate a range of
global markets for health-related goods and services. The pace of globali-
sation, although not new to the health sector, has rapidly accelerated over
the past fifteen years and has manifested itself in the health sector through
two mechanisms. First, there has been the increasing exportation of
particular models of provision and financing, largely drawing on the pri-
vate health system of the US. Examples include the expansion of Health
Maintenance Organisations into predominantly middle-income markets
in Latin America and more recently South Africa (Price ez al. 1999).

Secondly, we now see the emergence of global markets, where buyers
and sellers are exchanging to such a degree as to circumvent national
boundaries. With the expansion of communications technology, notably
the Internet, major barriers to transferring health-related goods and ser-
vices between countries are decreasing (Donald 1999). A person living
anywhere in the world with access to the Internet can now look up the
drugs available for treatment and their current market prices, and, in
many cases, purchase them over the web. Much of this activity remains
unregulated by national authorities. In relation to health services, there
has long been an international labour market for some health sector pro-
fessionals. While the movement of physicians, for example, is constrained
by national licensing laws and language barriers, there has been greater
mobility among nurses and other health professionals. This mobility of
health professionals worldwide, either actually or virtually, is expected to
increase with the growth of global health markets. Developments in the
international legal environment are facilitating this process. The aim of
the 1995 General Agreement on Trade in Services (GATYS) is to facilitate
the expansion of the services market, including health-related services.
The World Trade Organisation (WTO) argues that, where there is a mix-
ture of private and public funding within the health sector (e.g. user fees,
public—private partnerships) in a given country, the service sector should
be open to foreign companies. This has facilitated the emergence of capi-
tal markets within the health sector with foreign financing being invested
in national health sectors (Price er al. 1999).

Worldwide, emerging health markets are becoming polarised into
very informal and very formal types of private sector activity. For some
goods and services, very informal private sector activity is occurring,
where there is a vast number of buyers and sellers largely acting across
national boundaries by operating largely outside the scope of legal instru-
ments (UNDP 1999). Buyers and sellers are relatively ‘invisible’ given
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the informal nature of the transactions. On the other hand, other global
markets have actors that are very formal, and highly organised in nature,
and these markets are often dominated by a relatively small number of
sellers. One important element is that these firms are highly visible, with
operations that are transnational. Much of their activity occurs across na-
tional boundaries but does so within the sphere of the firm itself (including
both the production of goods using various inputs as well as the marketing
and distribution of these goods). These transnational companies are now
operating in a context where buyers of their products are able to commu-
nicate across national boundaries. However, the relative market power
of the various actors is still critical in determining the market outcomes.
This can be seen clearly in the pharmaceutical industry, where the dom-
inance of large transnational pharmaceutical companies has long had an
impact on drug cost and availability in countries throughout the world.

Marketisation and the growth of the private sector have been associ-
ated with problems related to the quality, price and distribution of pri-
vate health services (Bennett 1991; Bennett and Ngalande-Banda 1994;
Yesudian 1994; Kumaranayake 1997; Stenson et al. 1997; Bhat 1999).
These include: poor physical infrastructure and a shortage of qualified
staff; low standards of care; poor equipment or inappropriate technology;
misuse of public resources within the private sector (e.g. public supplies
and time of professional staff diverted to the private sector); and medi-
cal malpractice and negligence (Bennett 1991). Globally, concerns have
been the concentration of market power among a relatively small number
of sellers in particular markets and the growing polarisation between de-
veloping and high-income countries in terms of the ability to access and
purchase new technologies and new health products.

The growing globalisation of health sector markets also means that
there may now be increasing tension between national health objectives
and transglobal activities and actors. This highlights the need for effec-
tive regulation to ensure that broader governmental objectives for the
health sector are not sacrificed for the profit motive, either of private
providers within countries or of multinational players who dominate par-
ticular markets.

Regulation and regulatory structures and processes

The response to many of the problems found in private markets is a
call for the imposition of regulation. Regulation can be thought of as
occurring when a state or international body exerts control over the ac-
tivities of individuals and firms (Roemer 1993). More specifically, reg-
ulation has been defined as government ‘action to manipulate prices,
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quantities [and distribution], and quality of products’ (Maynard 1982).
There are several actors involved in the regulatory process within the
health sector: health care professionals, managers, the Ministry of Health,
commercial interests, non-governmental organisations, and community
and consumer groups.

The World Bank’s 1993 World development report on health posits a
significant role for regulation in achieving positive benefits from privati-
sation:

Strong government regulation is also crucial, including regulation of privately
delivered health insurance to encourage universal access to coverage and to dis-
courage [perverse] practices that lead to overuse of services and escalation of
costs ... As less developed countries take steps to encourage a diversified system
of health service delivery, they need to strengthen government’s capacity to reg-
ulate the private sector. Regulations are required to ensure that quality standards
are met, that financial fraud and other abuses do not take place, that those entitled
to care are not denied services, and the confidentiality of medical information is
respected. (World Bank 1993)

The traditional focus of regulation within the health sector has been on
standard-setting, for example ensuring minimum levels of quality and
safety. This approach, often called ‘social’, can be distinguished from
the more ‘economic’ approach, which looks at the role of regulation
in the context of markets (Ogus 1994; Kumaranayake ez al. 2000a).
Marketisation requires that a broader set of variables be regulated within
the health sector. In addition to its role in setting standards, there is an
increased need to consider issues such as the structure of the market (e.g.
who is buying), the terms under which health goods or commodities are
traded (e.g. licensing) and the nature of competition seen within the mar-
ket (e.g. concentration of power and anti-competitive practices that lead
to perverse outcomes). There is now an economic element to the analysis
of the role of regulation within the health sector, as the choice of what to
regulate, who to regulate and how to regulate becomes more contingent
on the nature of the particular market being considered.

Figure 5.2 presents an analytical framework by which to consider the
changing nature of regulation. It reflects the additional market or eco-
nomic roles that regulation may now need to play, given private sector
activity (Kumaranayake and Lake 1998). Regulation occurs when gov-
ernment or the state controls or influences the activities of individuals or
organisations through manipulation of target variables (Maynard 1982;
Kumaranayake 1997). There is now a broader range of possible variables
(labelled as target variables) that may be potentially regulated, including
the price and quantity of a good to be sold in the market.

Within a market it is possible to intervene at different levels within its
structure (i.e. what to regulate). For example, the broadest interventions
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Which variable? What level? How?
- entry - legislation
- quallty - more informal
- quantity codes of conduct
- price organisations - incentives
- distribution - incentive
- competitive regulation
practices

Figure 5.2 The process of regulating (from Kumaranayake and Lake
1998).

could try to regulate the overall market price or the overall number
of sellers or output in a market. Other interventions may try to affect
market activity by regulating the individual firms or organisations that are
operating in the market. A third level at which regulation can operate is the
sub-organisational level, focusing on regulating the inputs (e.g. labour,
capital) which the organisations use to produce goods and services to sell
on the market.

Due to marketisation, regulation now must apply to increasingly so-
phisticated levels of complexity in the organisation of services, moving
from individual inputs such as solo physician practices to hospitals, nurs-
ing homes, pharmacies, and then to the broader question of the market
structure in general, both in a national and global context. Thus the range
of variables that can be targeted applies at all these levels. For example,
there are issues regarding entry at the individual input level (e.g. entry
of personnel, drugs, medical equipment, and foreign ownership), to the
organisation of services (e.g. entry of facilities and clinics) and to markets
(e.g. considering issues of entry relative to promoting competition).

The third dimension of the regulatory process is the manner in which
regulation is undertaken to affect variables such as entry and price (i.e. the
how to regulate). The range of instruments goes from legal controls,
where there are sanctions if the regulations are not followed, to incentives
and incentive regulation. Incentives are used as a way of changing
behaviour and can be either financial (tax or subsidy) or non-financial
(e.g. greater recognition, status). A more formalised approach to incen-
tives is seen in the use of incentive regulation, which can be thought of
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as rules which use verifiable outcomes such as market prices to affect
individual participant’s behaviour (e.g. prices can only rise by some pro-
portion of market price). Such incentive regulation is often seen in the
regulation of former public sector utilities (energy, telecommunications)
in industrialised countries.

Another distinction made is between formal and informal regulations.
The types of interventions described above can be considered as formal,
whereby there is a mixture of formal rule setting and explicit contrac-
tual agreements. Informal regulation is described as a system using co-
operation between parties (e.g. health professionals, the Ministry of
Health, and other interested parties) to achieve desired outcomes
(MacKintosh 1997). There may be more informal codes of practice or
policy guidelines. Interventions in this case may be the development of
good practice norms, for example, where regulation largely works due to
the social norms where people behave in accordance with social rewards
such as approval or disapproval of others (Lindbeck 1997). These inter-
ventions may be structured so that benefits are shared for the different
possible outcomes of intervention. These types of informal approaches
have also been described as C‘institution-light options’ rather than
‘institution-intensive options’ for regulation (World Bank 1997b). They
can also include bottom-up regulatory approaches such as public infor-
mation, local initiatives to strengthen citizens’ voices and initiatives by
decentralised bodies.

Depending on the mode of regulatory intervention, the nature of the
‘regulatory body’ will vary. A formal and legal approach will require the
existence of a formal regulatory body that oversees, implements and en-
forces the regulation. Nationally, the nature of regulatory bodies varies
between countries, and according to the level under consideration. For
example, the regulation of quantity and quality of individual service
providers, such as doctors or pharmacists, is often undertaken by a
national body such as a Medical Council or Pharmacy Board. This may be
a body within a ministry of health or, more frequently, semi-autonomous
bodies with a formal linkage to the government health sector through
representation on the Council or Board (Kumaranayake ez al. 2000a).
More informal approaches such as regulation codes of conduct may be
instituted by peer groups and associations.

Regulation of health markets and global governance

The scope for more formal and legislative regulation within global health
markets is clearly contingent on the feasibility of establishing regula-
tory authority in the broader context of global governance. There is
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a clear feeling that in order to promote and protect people’s health in
the emerging global economy, effective rules and regulatory frameworks
are needed (Turmen 1999). However, the implementation of regulatory
interventions is also highly dependent on the need for strengthening
global governance structures: ‘the framework of rules, institutions and
practices that set limits on the behaviour of individuals, organisations and
companies in today’s integrating world’ (UNDP 1999). There remains
considerable debate about what structures are needed, ranging from
informal regimes of industry self-regulation and voluntary compliance, to
supranational and binding regulations to create ‘socially regulated global
capitalism’ (Deacon 1997).

The creation of the WTO in 1995 is one of the most significant de-
velopments towards establishing supranational regulation (see Ranson
et al. this volume). The Uruguay Round of negotiations led to the cre-
ation of a rule-based system of regulation, with the creation of the WTO
to enforce a series of multilateral trade agreements. The WTO provides
the institutional and legal framework for the multilateral trading system
(Drager 1999), and holds substantial power to enforce the trade agree-
ments, including the authority to review a country’s national policies,
settle disputes and impose substantial sanctions on countries found to
be violating the agreement. The enforcement powers of the WTO are
substantially larger than those of other international organisations. The
Uruguay Round also broadened the scope of the type of commodity cov-
ered under the WTO, with agreements extending to services such as
insurance and intellectual property rights as well as health care (UNDP
1999). One of the key issues is whether this type of supranational struc-
ture can meet the regulatory needs found in global health markets. A
closer look at the functioning of the WTO and its implications for health
sector regulation are considered below as a case study of the regulation
of private health markets in a global economy.

Global regulation of the pharmaceutical industry:
a case study

One of the trade agreements emerging from the Uruguay Round was
the negotiation of a global agreement on intellectual property rights:
the agreement on Trade-Related Aspects of Intellectual Property Rights
(TRIPS). A key component of TRIPS in relation to pharmaceuticals,
from the perspective of LMICs, is the protection of pharmaceutical
patents for a period of 20 years. The TRIPS agreement imposes a patent
on both the pharmaceutical process and the final product. Previous to this,
only the pharmaceutical process had been patented, allowing domestic
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companies to use different pharmaceutical processes to produce generic
(and much cheaper) versions of brand-name drugs. The TRIPS agree-
ment confers a twenty-year global monopoly' to pharmaceutical compa-
nies through its patent protection, and so enhances a company’s ability
to charge premiums for new technologies as well as to ensure that they
are not copied (Donald 1999). By 2000, countries, with the exception
of least-developing countries, will have had to grant legal protection by
patent to pharmaceutical products. The least-developing countries have
until 2005/2006 to implement these regulations. Products in the pipeline
before 1 January 1995 are exempt from TRIPS (Velasquez and Boulet
1999). These intellectual property rights were largely enshrined follow-
ing initiatives by industrialised countries (WHO 1998b). The standards
imposed by the TRIPS agreement were similar to those held by industri-
alised countries and were far higher than existing patent protection found
in most LMICs.

There are ‘out’-clauses within TRIPS to limit patent protection. These
include:

1 Compulsory licence (CL): issuance of a CL allows for the legal man-
ufacture and use of generic drugs without the agreement of the patent
holder. A judicial or administrative authority (e.g. national body) is
allowed by law to grant a licence, without permission from the patent
holder, on various grounds of public interest; for example, if a new
drug is thought critical to public health such as an AIDS vaccine, or
on the grounds of anti-competitive practices (e.g. insufficient quantity
or quality or abnormally high prices). The impact of compulsory li-
censing is really to grant licence to produce essential medicines and is
similar to the generic production of drugs in countries such as India.
In order to grant CLs, there are rules regarding compensation of the
patent holder.

2 Parallel importing (PI): this occurs when branded drugs are purchased
from a third party in another country, rather than directly from the
manufacturer. This takes advantage of the fact that pharmaceutical
companies charge significantly lower prices in one country than an-
other. For example, Retrovir is sold at .£125 in the UK, but consumers
can purchase this for as little as £54 in other European countries. In
the EU, parallel importing of patented products is widely used and is
seen as an effective way of equalising prices (Duckett 1999).

There has been tremendous controversy regarding TRIPS and adverse
impacts on access to essential drugs ('Hoen 1999; Mirza 1999).
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Events surrounding compulsory licensing of drugs and TRIPS

The recent debate with respect to drugs to treat HIV/AIDS-related
illnesses and the role that TRIPS is seen to be playing provides a good
example of the role of regulation at the international level and the global
and national linkages. In industrialised countries, the use of antiretroviral
(ARV) treatment regimens means that AIDS is becoming a chronic ill-
ness, as long as these drugs are taken. The major barrier for use of these
drugs is their high price (estimated at between $10,000 and $17,000 per
person per year). The prices for ARV and other HIV-related drugs mean
that they are largely unavailable to people with HIV/AIDS in developing
countries. Thus for them, AIDS continues to be a terminal illness with a
life expectancy of 7-9 years after infection with HIV. Countries such as
Thailand and India have strong domestic drug manufacturers who have
been able to produce generic drugs for a fraction of the price of patented
versions. However, these countries are now coming under pressure to
change their trade practices so as to comply with TRIPS agreement. The
massive disparity in prices between patent and generic drugs in these cir-
cumstances has led to calls for compulsory licensing, which will allow the
generic production of these drugs within countries.

Several less-developed countries have been under pressure from west-
ern governments to make changes to their health policy and legislation
that would restrict their ability to issue CLs and engage in PI, despite these
clauses being consistent with TRIPS (Wilson ez al. 1999), as they attempt
to conform to the WTO deadlines of 2000 and 2005 to be TRIPS com-
pliant. This so-called “TRIPS-Plus’ policy has been highlighted in both
Thailand and South Africa (Bond 1999; Wilson ez al. 1999). Box 5.1
charts the events related to TRIPS and patent protection among a num-
ber of countries, particularly South Africa and Thailand, both before and
following the creation of the WTO.

Even before the TRIPS agreement was in place, Thailand upheld prod-
uct patent protection. It is apparent that the ‘ratcheting-up’ of interna-
tional regulatory standards on pharmaceutical drugs seen in TRIPS was
closely linked to the interests of western countries with strong pharma-
ceutical manufacturers (Braithwaite and Drahos 1999), and consistent
with actions trying to achieve these ends prior to TRIPS. Since 1992,
only three generic drugs have been produced and released from the SMP
(Safety Monitoring Programme) in Thailand (Wibulpoiprasert 1999),
despite the country’s exemption from TRIPS.

As the deadline approaches for the TRIPS agreement to be ensh-
rined in law, there is tremendous pressure, particularly from the US
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Box 5.1 Activities related to patent protection and the
implementation of TRIPS.

e 1979 Thai patent act accepted only process patent for pharmaceuti-

cals. Local generic drug production led to substantially lower prices than
patented drugs produced by multinational drug companies (Wibulpol-
prasert 1999).

1986 The US trade representative (USTR) started to investigate the Thai
tobacco market, and pressured the Thai government to allow participation
of foreign companies. The Thai were threatened with being sanctioned
under the US 301 Trade Act. This led to opening of Thai tobacco market
to foreign companies.

1991 American Pharmaceutical Manufacturers Association (PhRMA)
files petition under the US Trade Act alleging that the Government of
Thailand does not provide adequate and effective patent protection for
pharmaceutical products. USTR initiates investigation.

1992 USTR determines that Thai government’s acts, policies and prac-
tices related to the protection of patents are unreasonable and burden
or restrict US commerce. Under the threat from the US to limit tex-
tile imports produced in Thailand, the Thai government passed a law
to introduce patent product protection. The law covered pharmaceuti-
cals already in the pipeline to be covered under a technical SMP which
was negotiated with the USTR. The SMP required all new drugs to be
monitored for at least two years, thus delaying the registration of generic
drugs. Pressure from Thai civic groups led to animals and plants being
exempted from product patent as well as allowing CL, parallel import-
ing and the creation of a Pharmaceutical Patent Review Board to collect
economic data such as the production cost of pharmaceuticals (Wilson
et al. 1999).

1994 Conclusion of Uruguay Round of negotiations related to multi-
lateral trade, including formulation of TRIPS.

1995 Creation of WTO.

1997  South African government amends ‘Medicines and Related
Substances Control Amendment Act, no. 90 of 1997°, allowing the
Minister of Health to determine prescribed conditions for the supply of
more affordable medicines, including fast-track CL and PI (described in
clause 15c).

1997  On behalf of PhRMA, 40 members of US congress write to
President Clinton warning that the Medicines Act threatens the US drug
industry and demanding tougher action (Bond 1999).

1998  Forty-two pharmaceutical companies (mainly multinational)
launched a law-suit against the Government of South Africa, related to its
‘Medicines and Related Substances Control Amendment Act, no. 90 of
1997°. This attempts to stop South Africa from adopting compulsory li-
censing of life-saving drugs (Consumer Project on Technology, undated).
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* 1998 Attempt to give WHO a role in monitoring international trade
agreements was strongly opposed by US in World Health Assembly, with
the US threatening to withdraw its WHO funding.

® 1998 The USTR designates South Africa a special 301 ‘Watch list’ coun-

try. The US decided to withhold preferential tariff treatment from certain

South African exports, pending adequate progress in intellectual property

rights protection in South Africa (Bond 1999).

1998 South Africa passes a new Medicines Act, which despite US lobby-

ing contains provision about CL and parallel importing which were iden-

tical to previous Act in 1997. South Africa takes over three-year leadership
of the Non-Aligned Movement.

e 1998 Ongoing discussions between South African government and phar-
maceutical companies. USTR sends letter to South African government
offering to withhold preferential tariff treatment if a settlement could be
reached.

® 1998 Inresponse to the threat of increased trade tariffs on Thai exports
to US, the Thai Pharmaceutical Patent Review Board was disbanded and
measures taken limiting the right to issue CLs and parallel importing for
pharmaceuticals (an example of the US TRIPS-Plus policy) (Wilson ez al.
1999).

February 1999 The US PhRMA submission for USTR promotes des-
ignation of Thailand and The Dominican Republic as priority watch coun-
tries, which may require further punitive action in relation to its
pharmaceutical patent protection (Consumer Project on Technology,
undated).

March 1999 Geneva meeting on CL sponsored by three international
NGOs — MSF, HAI and CPT - promoting use of CL for essential drugs
(McGregor 1999). Representative from US patent and trademarks office
quoted saying that US position is more restrictive than the TRIPS agree-
ment, and that the US saw TRIPS as ‘a minimum standard of protection’
(Bond 1999). Double standards set by US related to CL were highlighted
at the meeting.

April 1999  US pressure intensified on South Africa, with the institution
of a formal out-of-cycle review of South Africa and its Medicines Act,
which allowed both CL and PI. South Africa seen as one of the first test
cases determining the scope of TRIPS.

May 1999 WHO was given mandate to monitor public-health conse-
quences of international trade agreements at the World Health Assembly.
e June 1999 South African access to drugs and TRIPS becomes ma-
jor issue in US presidential election. Vice-President Gore targeted by
AIDS Coalition to Unleash Power (ACTUP) — a treatment access NGO,
and the US media accuses Vice-President Gore of defending the phar-
maceutical industry profits at the expense of South African AIDS pa-
tients. Gore receiving campaign contributions from the pharmaceutical
industry.
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November 1999 Thailand’s Government Pharmaceutical Organisation
announces that it will negotiate with Bristol-Myers Squibb to manufac-
ture locally a generic version of the antiretroviral drug didanosine (ddI).
Generic production would reduce the price of the drug by at least
50 per cent. With this move, Thailand becomes the first developing coun-
try to seek a compulsory licence under TRIPS (Nagarajan, 1999).
November 1999 MSF, HAI and CPT sponsor conference on ‘increasing
access to essential drugs in a globalised economy’. There was high-profile
coverage internationally (Wilson ez al. 1999; Yamey 1999; Banta 2000).

December 1999 WTO Ministerial Conference in Seattle, US disrupted
by anti-globalisation demonstrators.

December 1999  Limitation of US TRIPS-Plus policy. US President
Clinton ordered a permanent review of the 301 cases on health-related
intellectual property matters to ‘ensure that application of US trade law
related to intellectual property remains sufficiently flexible to respond to
legitimate public health crises’ by public health authorities (United States
Trade Representative 1999). The policy change is important because the
US has prevented poor countries from adopting legal measures to produce
their own generic versions of patented drugs (Yamey 1999).

December 1999 The USTR has officially dropped South Africa from
301 ‘watch lists’ (United States Trade Representative 1999). South African
newspapers report that Cipla has applied for compulsory licence for
Zidouvdine in South Africa.

January 2000 Discussions held regarding scope of scheduled review of
WTO looked at whether to review TRIPS. Draft Common Working Pa-
per of the EC, Hungary, Japan, Korea, Switzerland and Turkey to the
Seattle Ministerial Declaration, as it relates to the TRIPS agreement and
access to drugs. Working paper suggested use of TRIPS agreement should
permit developing countries to grant compulsory licences for drugs ap-
pearing on the WHO’s essential drugs. Inputs from other countries such
as Venezuela which promote idea of WHO essential drug list being exempt
from patent compliance of TRIPS. International coalitions are working
to promote WTO working groups into reviewing how patent protection
may limit affordability of essential medicines to developing world access to
essential medicines (Yamey 1999).

January 2000 Thai government announces it has rejected the ddI com-
pulsory licence, telling protesters that the rejection is based upon US trade
pressures (Consumer Project on Technology, undated).

April2000 Negotiations within US Congress regarding Africa Trade Bill
and sanctions related to TRIPS. Proposed presidential review of African
country policies to determine if US government should pressure countries
to adopt intellectual property rights that exceed WTO requirements.
April 2000 The Dominican Republic passes patent bill allowing for CL.
US pressure to modify the act before presidential signature, using trade
benefits from existing initiatives as leverage.
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e May 2000 Reversal of US “TRIPS-Plus’ policy in sub-Saharan Africa
with the issuance of a Presidential Executive order related to access to
HIV/AIDS pharmaceuticals and medical technologies. The order prohibits
the US government from ‘taking action pursuant to section 301(b) of the
Trade Act of 1974 with respect to any law or policy in beneficiary sub-
Saharan African countries that promotes access to HIV/AIDs pharmaceu-
ticals or medical technologies that provide adequate and effective intellec-
tual property protection with the TRIPS agreement’ (White House 2000).

e May 2000 Five major pharmaceutical companies offer to negotiate deep
cuts in prices for HIV/AIDS related drugs. Negotiations are being held
with WHO, the World Bank and UNAIDS, UNICEF and UNFPA. Cuts
of more than 80 per cent in drug prices were being mentioned and were
seen as an attempt to avoid CL and PI (McNeil 2000).

e June 2000 Health ministers from SADC (Southern African Develop-
ment Council) countries meet and issue statement saying that they con-
sider CL and PI are critical instruments in improving access to drugs,
and would continue to follow actions consistent with TRIPS, circumvent-
ing pharmaceutical company drug pricing policies and acquiring essential
HIV/AIDs drugs at the cheapest prices (Taitz 2000).

government, to have countries adopt legislation that is even more restric-
tive than TRIPS and goes so far as banning CL and PI. Debate on these
issues is being taken up by consumer and advocacy groups, and there
seems to have been some reversals in policy positions in light of these
activities. The US president’s executive order in May 2000 now prohibits
the office of US Trade Representative from interfering with sub-Saharan
African countries who operate in a manner consistent with TRIPS. This
action was in response to substantial lobbying and advocacy efforts —
and implicitly allows both CL and PI to take place without the threat of
trade sanctions for countries in sub-Saharan Africa. Within a week of this
order, five of the main pharmaceutical companies announced that they
would commence negotiations on price cuts for HIV-related drugs with
international agencies.

What has also been striking about the recent activity surrounding the
TRIPS agreement is the important role that coalitions of consumer and
civil society groups have had in highlighting the case of the WTO and
access to essential medicines. Key NGOs which have been involved are
M¢édecins sans Frontiéres (MSF), an international medical aid organi-
sation that won the 1999 Nobel Peace Prize; Health Action Interna-
tional (HAI), an international network of consumer groups concerned
with health and development; and the Consumer Project on Technology
(CPT), a Washington-based consumer group, part of the Ralph Nader’s
Public Citizen organisation.
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Regulation in perspective

There are some interesting differences between national and global mar-
kets, which actually make the possibility of effective international regula-
tion less remote. One key thing is that global markets can equally be seen
as involving a formal level of private sector activity (e.g. the pharmaceu-
tical markets) or a very informal level (e.g. spread of information on drug
prices by the Internet). While it is very difficult to influence the informal
markets directly, the formal markets may be much more amenable to
influence.

The case study has shown that, while TRIPS was a good example of
regulation at the global level, incorporating rules agreed at the interna-
tional level, an enforcement structure and regulatory body, in practice its
development and impact reflect the relative power of different stakehold-
ers within the market. Regulation is inherently political. While there has
been an emergence of supranational global structures such as the WTO,
as well as strengthening of international civil society, powerful economic
and political interests may not only oppose effective controls but also
skew the design of regulation towards their own best interests.

The case study illustrates that even in the presence of supranational
or international bodies and legislation which co-ordinates action, actual
implementation is very reliant on the interactions and relative power of
various stakeholders. This is clearly seen in the formulation and imple-
mentation of the TRIPS agreement and the TRIPS-Plus interpretation.
The role of the US has been particularly prominent in terms of its inter-
national activities in attempting to achieve tighter regulatory standards
(favouring pharmaceutical companies) than the TRIPS agreement spec-
ifies. This must be clearly interpreted as a response to the powerful lob-
bying by powerful pharmaceutical companies with a large export market.
Domestically however, the US has used CL. more than 100 times when
it felt that patents were not favourable to the public good. In fact the US
federal trade commission has sought compulsory licences on a number
of pharmaceutical products as recently as 1997 (Banta 2000). The case
study also illustrates the impact that an alliance of strong and vocal con-
sumer and public interest groups (both domestically and globally) can
have on the regulatory process.

The differences between events in Thailand and South Africa, and the
ability of South Africa to resist and publicise events surrounding TRIPS
and threatened trade sanctions, also highlight the differential capacities
of countries to both establish and maintain their own domestic policies
in the face of global pressure to change. The issue of capacity is even
more critical to low-income countries with very few resources available to
implement even national regulations. Evidence at the national level shows
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that, despite the existence of a basic level of regulations in LMICs, the
degree to which such regulations are enforced and effective is low (WHO
1991a; Yesudian 1994; Hongoro and Kumaranayake 2000; Mujinja ez al.
2001). Key reasons for this ineffectiveness relate to lack of information
and capacity of the regulatory authority, susceptibility to political influ-
ence and weak institutional structures (Kumaranayake 1998). The ability
of LMICs to cope with formal regulation in a global context, including
their interaction with regulatory structures such as the WTO, is extremely
limited, given that most of them cannot even afford permanent missions
to the WTO —in contrast to the industrialised countries.

Alternative approaches to regulation

We have discussed that growing marketisation and globalisation now calls
for conceptualising action both in using market analysis to understand
what is happening within a market, and in using non-legislative mecha-
nisms to influence behaviour. Formal legal regulatory mechanisms high-
light the relationship between the regulator (WTO) and regulatee (coun-
try). However, the example of the case study amply illustrates that there
is a range of other actors who can influence activity and regulatory out-
comes. Figure 5.3 highlights the potential, and in some cases actual, role
that different institutional structures and actors can play in achieving reg-
ulatory goals through both formal and non-formal means. The solid lines
indicate the traditional regulator-regulatee relationship; the dashed lines
indicate the web of broader relationships that will affect the achievement
of regulatory goals.

It is thus important to consider how these relationships can be used
to achieve regulatory goals in the context of global markets. Figure 5.3
mentions some of the specific mechanisms that may be used. Tradition-
ally, international actors have played a role in ensuring standard setting.
The World Health Organisation has been predominant in this. However,
there is now a growing realisation that through functions such as pro-
curement, tendering and negotiation, such agencies can also influence
variables such as price (Buse and Walt 2000a). The recent negotiations
between WHO/UNAIDS and multinational pharmaceutical companies
regarding drugs for the prevention of mother-to-child transmission of
HIV are quite illustrative of this. Following the success of clinical trials,
which showed that there could be up to a 50 per cent reduction in trans-
mission with the use of Zidovudine, WHO/UNAIDS entered into nego-
tiations with Glaxo Wellcome regarding the price at which it would sell
the drug for use in further pilot studies. Further, the impact of lobbying
by both international agencies and lobby groups led to Glaxo—Wellcome
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halving the drug cost for Zidovudine (UNAIDS 1998). The result of
this activity has been a substantial reduction of the drug price in selected
countries. While bulk-buying by agencies such as UNICEF has always led
to reductions in price, the example of Zidovudine is a clear illustration of
how lobbying at a global level has led to changes in prices in a number of
countries, which Glaxo Wellcome considered as one global sub-market.

The action around the International Code on the Marketing of Breast
Milk Substitutes demonstrates how international codes of conduct which
are not legally binding may also achieve regulatory goals by influencing
national regulation. The Code was passed by the World Health Assem-
bly in 1981. Monitoring has been taken up by a variety of non- govern-
mental and consumer groups, and, due to problems related to inaction
when violations were found, a number of countries were spurred into
producing their own legislation. Work in Ghana has found that while in-
ternational organisations were important in setting up regimes, sustained
change required international civil society collaboration with local groups
(Chapman 1999).

Conclusion

Despite the existence of basic national legislation on private health fi-
nancing and provision in most countries, the degree to which these reg-
ulations are effectively enforced is low. The experience of LMICs with
respect to regulation is in marked contrast to that of Canada and Europe,
which have significant private sector activity within their health systems
(Muschell 1995). In these countries, a strong regulatory framework is
reinforced by public responsibility and resources.

It is increasingly recognised that the role of the state in LMICs as
health regulator rather than provider can be problematic given the weak-
nesses in capacity. Hence, their capacity to contribute to the development
and administration of the regulation of emerging global health markets is
expected to be even more limited. Their ability to influence the transna-
tional corporations currently dominating emerging global health markets
should be questioned. The experience with TRIPS, described in this chap-
ter, suggests that LMICs are considerably disadvantaged in their capacity
to influence the regulatory agenda internationally and their implementa-
tion nationally.

Our analysis suggests that it is now important not to rely solely on leg-
islative mechanisms (e.g. by multinational or supranational entities), but
also to consider non-legal and more informal approaches to achieving
desired outcomes. None the less, there are several reasons why regula-
tion might be effectively developed at present. First, the existence of a
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very formal level of private sector activity, while transnational, means
that the key players are visible and potentially amenable to external influ-
ence and opinion. Secondly, a national model of regulation transferred
to the supranational level may not be the model to follow, but rather
more informal and incentive-type mechanisms that have had previous
success in influencing the global market. In particular, there is substantial
‘buying’ power that could be more closely co-ordinated and used to in-
fluence large companies. Regional co-operation on regulation might also
be effective, as seen by a recent consensus statement by SADC coun-
tries (Box 5.1). Third, the emergence of a strengthened international
civil society with networks and alliances of non-governmental organi-
sations could be critical for mobilising coalitions of like-minded actors,
including donor organisations, national governments and elements of the
private sector, to support more effective regulation. The spread of com-
munication and information technologies means that an emerging global
civil society, including consumer and advocacy groups, could evolve to
play a critical role in mobilising public opinion and exerting pressure on
national governments and private companies.
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6 Global policy networks: the propagation
of health care financing reform since
the 1980s

Kelley Lee and Hilary Goodman

Introduction

Over the last two or three decades, close scrutiny has been given to the
issue of health care financing (HCF) in countries at different levels of eco-
nomic development. The desire for alternative or complementary ways
to generate financial resources for health care has in part been driven by
need, namely resource shortages and rapidly rising costs. At the same
time, however, policy choices have been influenced by particular ideas
and values concerning the role of the state, and its perceived responsibil-
ities to finance and provide health care.

Traditional approaches to the study of public policy have focused on
the national level and, in particular, the role of the state and govern-
ment actors as the holders of formal authority to take decisions on behalf
of the public interest (Anderson 1975; Rose 1975; Frederickson and
Wise 1977). This has been particularly evident in health policy analy-
sis. While certain non-state actors (e.g. private companies, professional
associations) have long been recognised as important to public policy-
making, they have largely been described as interest groups seeking to
influence (e.g. lobbying) a formal process that is essentially focused on
the state and its government. Given that the state is taken as the primary
unit of analysis, international health is largely equated with comparative
analyses of national health policy-making (Leichter 1979).

Since the mid 1980s, analysis of health policy has changed in two main
ways. First, there has been recognition of the greater significance, both
quantitatively and qualitatively, of non-state actors. These non-state ac-
tors include the more familiar private companies and non-governmental
organisations (NGOs), as well as consultancy firms, research institu-
tions, charitable foundations, religious and other social movements (e.g.
International Women’s Health Coalition) and organised crime. Non-state
actors appear to have become more numerous within the health field and
more visible in their efforts to influence policy-making. Furthermore,
their influence of health policy goes beyond efforts directed at the formal
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processes of government decision-making, in some cases becoming part
of the decision-making structure formerly reserved for state actors.

The increased importance of non-state actors in health has led to the
development of analytical approaches that seek to understand health
policy within a more pluralist environment. Reich (1996), for example,
develops the approach of political mapping to try to better capture the
diverse range of actors and interests concerned with specific policy issues.
The ‘comprehensive policy analysis’ approach of Frenk (1995) and re-
cent popularity of stakeholder analysis among health researchers (Brugha
and Varvasovszky 2000) are similarly motivated. Importantly, these ap-
proaches also support a recognition of the porous nature of national-level
policy-making, and the importance of actors and forces that cross over
state boundaries. This has resulted in a growth in writings about the pol-
itics of international health. Walt (1994), for example, extends pluralist
theory to the international level in her description of ‘international policy
networks’. Gordenker ez al. (1995) explore the role of inter-organisational
relations and social networks in facilitating or hindering co-operation on
HIV/AIDS.

This chapter seeks to build on these approaches, through an empirical
analysis of HCF reform since the early 1980s, to show how globalising
forces are changing how health policy is being made and, in turn, how
we need to conceptualise it. The chapter begins with a brief review of the
changing content of HCF policies since the 1980s and an identification
of the key actors involved. This is followed by an introduction to the
concept of global policy networks and how it is distinct from analysis of
international health policy. A description of the global policy network that
has emerged over time around HCF reform is then provided, focusing
on key individuals and institutions at the global level. Given the scope
of this chapter, detailed discussion of linkages to the national and sub-
national level is not given although they are recognised as a critical aspect
of the power and influence of these networks. However, implications of
the relatively small and tightly structured nature of the HCF network is
explored in relation to health governance, and what this may mean for
achieving representative and participatory forms of policy-making.

Background: an overview of health care financing
in the 1980s and 1990s

HCEF is a broad term referring to the mobilisation and use of financial
resources in the health sector. It encompasses both resource generation
(i.e. the source and mechanisms employed to raise finances), and resource
allocation and financial flows. In the context of this chapter, HCF is used
to refer largely to resource generation.
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While the development of appropriate and effective policies for HCF is
no doubt an ongoing task for policy-makers, concerted and widespread
efforts internationally to reform HCF policies began in the late 1970s
and early 1980s. Following the Alma-Ata Conference and the adoption
of the primary health care (PHC) approach in 1978, national govern-
ments turned their efforts to its implementation. PHC was not only seen
to be desirable ideologically, supported by a political commitment to
extend coverage of health services to rural and other underserved popu-
lations, but necessary as a cost-effective strategy in resource constrained
economies. However, the notion among some that PHC was ‘cheap’
(Kasongo Project Team 1984) belied the fact that it still demanded
large resource commitments (e.g. recurrent costs). The necessary ad-
ditional resources proved not to be forthcoming, and widespread reallo-
cation from urban hospitals to rural health facilities did not happen on
any appreciable scale. Instead, a debate began over the relative merits
of comprehensive versus selective primary health care. The latter ap-
proach was based on the view that the continued shortage of available
resources should temper the ambition of PHC to achieve everything at the
same time (Walsh and Warren 1980). UNICEF, a supporter of this view,
strongly promoted its GOBI-FFF! package as selected priority areas.
Others, however, saw this as a contradiction of the basic premise of PHC
that would further encourage vertical health programmes.

As financing issues in the health sector became better understood, not
least by the development of health economics as a discipline, a clearer
picture emerged of the resource gap. De Ferranti (1985) estimated that
the worldwide resource gap for implementing comprehensive PHC was
US $50 billion per year. At the same time, the macroeconomic con-
text for lower-income countries was one of increasing hardship. World
recession, oil crises, falling prices for primary commodities (e.g. cop-
per, cocoa) and a weak tax base engendered severe fiscal deficits for
many governments which, in turn, required them to increase foreign debt
and pursue structural adjustment policies (SAPs) (Abel-Smith 1986).
Importantly, a key feature of SAPs was the policy condition to reduce
public expenditure on the social sectors including health. The rationale
was that the state was seen to be too large in many countries, result-
ing in inefficiencies in the administration and allocation of resources.
By freeing up countries from a bloated state apparatus, it was believed
that private sector, and ultimately resource generating, activity would be
encouraged.

As the debate over comprehensive versus selective PHC continued, the
search for solutions to fill the resource gap widened. In WHO, the focus
was on improving the planning of HCF through fuller and more detailed
analysis of national health expenditure (Mach and Abel-Smith 1983).



100 Kelley Lee and Hilary Goodman

Better information on income and expenditure patterns in the health
sector would form an integral part of the national planning process.

During the same period, working papers by economists in the World
Bank began to be circulated that called for more efficient use of available
resources, as well as a search for alternative sources. A seminal paper
during this period was Paying for health services in developing countries: an
overview (de Ferranti 1985) which defined categories of health services for
which user fees could be levied. This discussion of user fees was followed
in 1987 by another influential paper, Financing health services in developing
countries: an agenda for reform (World Bank 1987), which developed this
economic reasoning further. The paper advocated cost-sharing and cost-
recovery in the form of user fees at government health facilities, as well as
the establishment of pre-payment insurance schemes where appropriate.
In addition, it promoted the idea of opening the market to private health
care providers, and generally increasing the use of market mechanisms
in the health sectors of lower-income countries. The key arguments put
forth for user fees were: (a) to raise revenue; (b) to increase efficiency of
resource use (i.e. introducing the price signal would promote efficiency
through positive influences on provider and user behaviour); and (c) most
controversially, to improve equity by using additionally generated rev-
enues to target improved access by the most vulnerable (Birdsall 1986).

For its part, interest in HCF at UNICEF led to the launch of the
so-called Bamako Initiative (BI) in 1987. The aim of BI, among other
things, was to increase resource availability, primarily through charging
for drugs, and to use those resources to improve access for the least well
served (UNICEF 1990). It provided start-up funds for community fi-
nancing schemes such as revolving drug funds (RDFs) or community
pre-payment schemes. In the case of RDFs, an initially provided drug-
stock would be sold to patients at a mark-up price that, in theory, would
provide a self-sustaining means of generating income for supplying drugs
to rural communities. This scheme was widely adopted from the late
1980s, although the exact nature of implementation varied from coun-
try to country. In some cases, the BI was translated into a national pro-
gramme involving local retention of revenues raised, usually through user
fees (McPake 1993).

Based on these policy approaches, a number of countries around the
world, particularly in Africa, were encouraged to introduce or extend
user fees in government health facilities. These policies were strongly
supported by major donors of health sector aid, notably the World Bank,
USAID and UNICEEF, which supported financing and technical support
for pilot schemes. From the outset, however, there were also strong words
of caution against the promotion of user fees for all health care users on
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the grounds that it would compromise equity and access by the most vul-
nerable (Cross et al. 1986; Gilson 1988; Foster 1989; Waddington and
Enyimayew 1989). As evaluative research documenting various country
experiences became available, these concerns were shown to be supported
by empirical evidence. It became clear that, while general similarities
of experience could be drawn across countries, the specific context of
each country’s health system significantly determined the impact of user
fees. As McPake (this volume) describes for Uganda, while the impact
of user fees on the demand for health services differed depending on the
ways in which they were implemented and how revenues were subse-
quently allocated, in general user fees did not match expectations that
they would raise substantial additional revenues for health care. Propo-
nents of user fees responded by arguing that exemption mechanisms to
protect the poor would resolve the equity issue, and that revenues raised
needed to be used directly to improve the quality of health care (Litvack
and Bodart 1993). Others, however, cautioned that in practice exemp-
tion policies were difficult and costly to implement effectively, especially
in lower-income countries with weak institutional structures (Dahlgren
1991; Abel-Smith and Rawall 1992). They also pointed to technical diffi-
culties with user fee collection, retention and expenditure (Huff-Rouselle
et al. 1993; Gilson er al. 1995).

Policy debate on user fees, and in particular how to optimise their po-
tential while mitigating their adverse effects, continued throughout the
1990s. Yet by the early to mid 1990s this focus on user fees was al-
ready being reframed within the broader context of health sector reform
as a whole. It was recognised that HCF, as a fundamentally important
component of a health system, could not be reformed in isolation. The
thrust of the World development report 1993: investing in health (World
Bank 1993), for example, was sector wide in perspective, focusing on
improving allocative efficiency through, for instance, public sector ex-
penditure on a limited and basic package of health care. In other words,
the issue was not only where the financing was to come from, but in-
creasingly what it would be spent on. The dual challenges of raising
finances and allocating them more efficiently increasingly defined the
policy agenda. Over the decade, a more sophisticated understanding of
different insurance schemes, incentive systems and regulatory structures
developed, with discussions of HCF embedded within these discussions
(Van de Ven 1996). By the late 1990s, widespread acceptance of the need
for multiple sources of HCF had replaced debates over public versus
private financing, with research and policy discussions shifting to such
issues as contracting out, purchaser-provider splits and the public—private
mix (Hammer 1996).
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Overall, the policy debate on HCF over the past 25 years or so has
changed considerably, from a once strong reluctance to consider private
financing of selected aspects of health care to a broader acceptance of the
need for a public—private mix of financial sources. Importantly, this has
been a debate that began in a small number of higher-income countries
(i.e. the US, UK) and has gradually spread to many countries at very
different levels of economic development. Furthermore, a mixture of state
and non-state actors have been involved in this debate, influencing how
the ‘problem’ of HCF reform has been defined, the universe of possible
solutions, and the legitimation of certain policy strategies to be taken
forward. Understanding how policy-making on HCF has taken place
over time, who the key actors were, and how they influenced HCF reform
globally and nationally, begins with the concept of global policy networks.

The concept of global policy networks

To analyse the nature of policy-making on HCF reform, this chapter
draws on concepts developed in other areas of public and social pol-
icy. First, network analysis is useful for understanding interconnections
among policy-makers within and across countries. A network can be de-
fined as ‘an interconnected group or system’, with members of such a
group or system being either individuals or collections of individuals.
Network analysis is the study of social networks —how and why they form,
who their members are, how they work, and what outcomes they produce.
Network analysts see networks as crucial to organisational performance,
and argue that the effectiveness of a network is inversely proportional to
its formality. ‘It needs a spider, not a chairman; a list of members, not a
set of by-laws; groups, not committees, and a phone number rather than
a building’ (Handy 1993: 261). The extent to which a network struc-
ture has characterised HCF reform, and been important to the effective
dissemination of policy reforms, is explored in the next section.

Second, Haas’ (1992) concept of an epistemic community is useful
to explore who the actors have been and how they have been influential
in HCF reform. An epistemic community is ‘a network of professionals
with recognised expertise and competence in a particular domain and
an authoritative claim to policy-relevant knowledge within that domain
or issue-area’. While members of an epistemic community may come
from different disciplines and backgrounds, they have (a) a shared set
of normative and principled beliefs; (b) shared causal beliefs; (c) shared
notions of validity; and (d) a common policy enterprise. Importantly,
‘control over knowledge and information...and... the diffusion of new
ideas and information’ is an important dimension of the power of
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epistemic communities, as these can lead to ‘new patterns of behaviour
and...international policy co-ordination’. As described below, policy-
making on HCF reform has been characterised by the strong presence of
an epistemic community. Furthermore, this epistemic community can be
described as ‘global’, in the sense that, it has encompassed a broad range
of state and non-state actors across higher, middle and lower-income
countries.

The importance given to particular expertise and thus experts, and
the transnational nature of their influence over policy-making, also lies
behind the concept of a transnational managerial class (Cox 1987). In
contrast to descriptions of international health policy as essentially plu-
ralist as a result of the increased participation of non-state actors (Frenk
1995), Cox argues that a new policy elite is emerging that: ‘encompasses
public officials in the national and international agencies involved with
economic management and a whole range of experts and specialists who
in some way are connected with the maintenance of the world econ-
omy, in which the multinationals thrive — from management consultants,
to business educators, to organisational psychologists, to the electronics
operators who assemble the information base for business decisions, and
the lawyers who put together international business deals.” Together, they
serve as the: ‘foci for generating the policy consensus for the maintenance
and defence of the system. “Interdependence” is the key symbol in an
ideology linking economic rationality, social welfare, and political free-
dom or “modernisation” ... with a world economy open to corporate
movements of goods, capital, and technology.’ In other words, the emer-
gence of global policy networks should not necessarily be equated with
wider participation and representation in decision-making. Indeed, in
the area of HCF, a global elite has come to dominate policy discussions
through their control of financial resources and, perhaps more impor-
tantly, control of the terms of debate through expert knowledge, support
of research, and occupation of key nodes in the global policy network.

In summary, the concept of a global policy network begins with the
centrality of social networks that encompass both formal and informal
linkages and interactions. Traditional health policy analysis has focused
on the former, depicting policy-making in hierarchical (e.g. top-down,
bottom-up) and linear terms. Network analysis acknowledges, but also
looks beyond, formally defined roles and responsibilities to other ways
that link individuals and institutions together (e.g. socio-economic back-
ground, education, disciplinary expertise, gender). The type of linkages
that bind a network together, in turn, can create exclusivity. In policy
areas that require specialist technical knowledge, such as health, elitism
can be derived from control over the generation and legitimation of such
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knowledge. The concept of an epistemic community describes how this
elite network can exert influence over policy-making. Similarly, the con-
cept of a transnational managerial class captures the global nature of such
an elite network, and challenges the notion that they are value-neutral.

Mapping the global policy network on health care
financing reform

In seeking to determine whether HCF reform has been shaped by a global
policy network, as described above, this analysis began with a systematic
literature search of published and unpublished materials on HCF pro-
duced from the late 1970s. MEDLINE and other available databases
were used to search more recent literature. Literature not listed on these
databases was searched manually. In addition, data on citation of this ma-
terial was obtained from citation indices as an indicator of level of reader-
ship among the scholarly and policy communities. The search produced
a list of individuals who had published frequently in prominent scholarly
journals? on the subject of HCF, or who contributed substantively to pol-
icy reports and other documents of the World Bank, WHO, UNICEF,
USAID and other relevant organisations. As well as key ideas put forth,
where possible their institutional base, source of research funding and
nationality were noted.

Having identified key authors, three sets of semi-structured interviews
were conducted between 1995 and 1997 with many of the authors, as well
as individuals identified as active in the HCF policy area. The interviews
were focused on understanding the ‘story’ behind the HCF reform de-
bates since the late 1970s — what the main issues of debate were, what key
policy documents/scholarly works were seen to be most influential, who
the key individuals and institutions were seen to be, and what meetings
or groupings of these key actors were perceived to be most important.
Through these interviews, names of other key informants were identified
and followed up.

The task of identifying and ranking network linkages among key ac-
tors was informed by a number of sources. Funding for research and
other activities was an important link but it was difficult to collect suffi-
ciently comprehensive data beyond information on major initiatives. Key
informants were asked about what they believed were the most impor-
tant international meetings to attend related to HCF and why. Given the
invariably crowded diaries of the key informants, it was assumed that
this yielded useful information about which groups, of which there was
a proliferation over time, were considered worth meeting with. From
this information, an ‘A’ list of international meetings was drawn up. In
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addition, curriculum vitae were collected from a large number of the key
informants as a means of identifying their educational backgrounds and
career movements over time. Finally, lists of participants of international
meetings related to HCF were examined to identify individuals and their
institutional affiliations. A summary of this data in terms of key events
and periods identified is provided in Table 6.1.

From this data, network maps were developed that illustrate key insti-
tutional actors over time in HCF reform (Figures 6.1-6.3). Key policy
initiatives, such as REACH, Partnerships for Health Reform and publi-
cation of the World development report 1993 marked three key periods of
policy debate: 1978-86, 1987-93 and 1994-2000. Such initiatives also
pointed to collaborative linkages among the main institutional players in
the form of funding, personnel or projects. The movement of individuals
among these institutions was difficult to capture pictorially given their
number and high degree of professional mobility. None the less, data
on the career movements of individuals gathered from curriculum vitaes
helped to identify and measure in crude terms institutional linkages.

Taken together, these various sources of data suggest that HCF reform
has been strongly characterised by a relatively small and tightly integrated
network of policy-makers, technical advisers and scholars who have de-
fined and shaped the content and process of policy reform. From the late
1970s to the mid 1980s (Figure 6.1), the network was relatively small
and focused on improving information on health financing and expendi-
ture. This led major donor agencies to pay greater attention to financing,
not only in the health sector but other social sectors (e.g. education).
WHO, in the context of discussions about the affordability of PHC, was
actively involved in improving planning of health finances in collabora-
tion with Brian Abel-Smith at the London School of Economics (LSE),
Peter Mach and, later, Anne Mills at the Llondon School of Hygiene and
Tropical Medicine (LSHTM). Some funding for this work came from
the then UK Overseas Development Administration (now Department
for International Development).?

Across the Atlantic, community financing for PHC began to be dis-
cussed. It was the US Agency for International Development (USAID),
however, which took the lead by funding projects in a number of American
universities (e.g. Harvard, Johns Hopkins) at this point to support im-
proved analysis of expenditure flows and national health accounts in
lower-income countries where data remained poor. These projects in-
cluded influential work on community financing in Senegal (1978) and
prepayment schemes in Bolivia (1984-5).% The US $8 million REACH
project followed in 1985-9, of which one of two components was health
financing (US $2 million) led by the consultancy firm John Snow Inc.



106

Kelley Lee and Hilary Goodman

Table 6.1 Summary of key events and periods of policy development

Date Event Individual/Organisation involved

1978-86

1978 Alma-Ata Conference on Primary Health WHO/UNICEF
Care

1980 GOBI-FFF package promoted UNICEF

1983 Planning the finances of the health sector: a Mach and Abel-Smith (WHO)
manual for developing countries

1985 Paying for health services in developing countries: de Ferranti (World Bank)
an overview

1985-89 REACH Project USAID/John Snow/Abt

Associates

1987-93

1987 Launch of Bamako Initiative UNICEF

1987 Creation of Division of Strengthening WHO
Health Systems

1987 Financing health services in developing countries: AKkin, Birdsall and de Ferranti
an agenda for reform (World Bank)

1988 Problems and priorities regarding recurrent costs UNICEF

1988 ‘Recurrent costs in the health sector — Abel-Smith and Creese, eds.
problems and policy options in three (WHO)
countries’

1988 Government health care charges: is equity Gilson (LSHTM)
being abandoned?

1989 Health Economics and Financing UK ODA/LSHTM
Programme

1989-95 Health Financing and Sustainability USAID/Abt Associates
Programme

1991 Cost analysis in primary health care. A Creese and Parker
training manual for programme managers (WHO/UNICEF)

1991-9 Data for Decision Making Project Harvard University

1993 World development report: investing in health Jamison ez al. (World Bank)

1994~

2000

1995 A strategic framework for setting priorities Health and Human Resources
for research, analysis, and information Analysis in Africa Project/
dissemination on health sector financing in Support for Analysis and
sub-Saharan Africa Research in Africa (USAID)

1995—  Partnerships for Health Reform Project USAID/Abt Associates

2000

1995 Forum on Health Sector Reform WHO

1997 Innovations in Health Care Financing World Bank
Conference

1999 Alliance for Health Policy and Systems WHO/Global Forum for Health
Research Research

2000 Commission on Macroeconomics and WHO

Health
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Figure 6.1 Institutional map of global network on health care financing
reform (1978-1986).

Importantly, Abt Associates was a subcontractor to this project, which
allowed individuals within the consultancy firm to develop specialist
health financing expertise and research in French Africa.’

By the mid 1980s, important work by David de Ferranti in the Popula-
tion, Health and Nutrition Division (PHN) of the World Bank began to be
disseminated. In 1984 the Bank published Toward sustained development
n subSaharan Africa, which, while containing only one page on health
and not mentioning financing, raised fundamental questions about how
lower-income countries did things. As well as contributing to this report,
de Ferranti published Paying for health services in developing countries: an
overview in 1985, which, for the first time, paid attention to recurrent
costs, sustainability in developing countries and paying for health care.

The period 1987-93 (Figure 6.2) saw a significant increase in policy
work on HCF, with the World Bank substantially developing its technical
expertise in health financing and taking a lead role in influencing pol-
icy debates. A number of now prominent economic analysts joined the
Bank from American universities during this period including John Akin,
Mead Over and David Dunlop. The publication of Financing health ser-
vices in developing countries: an agenda for reform (World Bank 1987) threw
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down a conceptual gauntlet in that it delved directly into the issues of
priority-setting and public versus private financing of health care. As well
as signalling that the World Bank was surging forward in its work on health
financing, the report opened an active intellectual debate both within and
outside the World Bank on the role of economics in health development.
Many public health professionals were alarmed at the apparent under-
mining of the fundamental principle of universal access to basic health
care. Some economists also did not like the report because there ‘wasn’t
much economics in it’.%

Significantly, the report laid the groundwork for the World development
report 1993: investing in health (World Bank 1993), which remains a sem-
inal, if controversial, policy document on HCF reform. The fact that an
annual World development report (WDR), a flagship publication of World
Bank policy, was dedicated to health financing indicated the importance
that the Bank was giving to the issue. The official World Bank position
was that preparation of the report was carried out with WHO as a ‘full
partner’, with additional technical inputs from a plethora of scholars in
prominent public health institutions. However, the degree of collabora-
tion and consensus is widely disputed, not least because of continued
disagreement over the basic tenets of the report. While substantive de-
bate on the content of the report can be found elsewhere (Ugalde and
Jackson 1995), what is relevant here is the clear leadership role played
by the World Bank in subsequent debates on HCF reform in establishing
new concepts and ideas (e.g. disability adjusted life-years, global burden
of disease).

Despite its named role as a full partner, WHO and its regional or-
ganisations remained a relatively low-key player during this period. The
organisation still had limited expertise in health economics, with the ex-
ception of Andrew Creese who began to build such expertise in the mid
1980s. This situation continued to be the case into the 1990s, in large
part a reflection of WHO’s lack of financial resources for health develop-
ment comparable to the World Bank. As a former Director of the Office
of Health in USAID commented, WHO had good technical people but
did not worry about the cost of PHC. It remained focused on adminis-
tration and management at a time when the World Bank, UNICEF and
others were exploring user fees and other sources of finance. These sub-
jects remained anathema to traditional attitudes within WHO that PHC
should be funded by public financing.”

The launch of the Bamako Initiative in 1987 was also amidst disagree-
ment as to whether WHO was an actual collaborator with UNICEF.
While announced by UNICEF Executive Director James Grant at a
WHO/AFRO meeting of ministers of health, the initiative took WHO by
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surprise, not least for its focus on user fees. Piloting of BI-inspired projects
did lead to a ‘thickening’ of the HCF reform network with academic in-
stitutions such as LSHTM, which undertook a major evaluation in the
early 1990s. USAID was also prominent during this period but its contri-
bution was closely tied to the political climate in the United States. The
ideological climate under the Reagan Administration favoured greater
privatisation, cost containment and efficiency savings, and USAID thus
encountered resistance to funding stand-alone projects on health financ-
ing. The REACH project was required to combine this work with child
survival and immunisation. Funding of US $19 million was finally forth-
coming for a major health financing project in 1989, Health Financing
and Sustainability (HFS), but its successor (HFS II) was nearly not
funded because the government was unconvinced of its relevance. The
increase in attention to HCF reform from 1987 to 1993 also led to the cre-
ation of major initiatives within key academic institutions. Among these
were the Data for Decision Making project at Harvard University (1991-9)
and Health Economics and Financing Programme (1989-present) at
LSHTM, both of which have played central roles in research and pol-
icy advice at both the global and national levels, as discussed below.
The third period (1994—present) suggests a globalisation of the pol-
icy network around HCF reform, in the sense that the linkages among
key institutions and individuals have become more solidified through a
relative convergence of policy positions (Figure 6.3). The World Bank
has remained the leading influence in reform debates, largely as a re-
sult of its unrivalled financial resources, yet recognition of the adverse
social consequences of its policy initiatives, especially on the poor, has
led to reflection. De Ferranti, for example, believes now that the Bank
was somewhat naive in basing its policies on a prototype of an African
country rather than recognising the diversity among countries. The Bank
also focused overly on encouraging ministries of health to introduce user
fees when there may have been ‘better ways to get to better places’.?
The apparent softening of the World Bank’s position towards HCF,
accompanied by a change in leadership and pursuit of more socially sen-
sitive policy initiatives, has also coincided with a shift within WHO. With
the election of Gro Harlem Bruntland as Director-General of WHO in
1998 has come an influx of new staff and advisers who had formerly
contributed to the WDR (1993), including Christopher Murray and
Alan Lopez (who carried out global burden of disease work at Harvard
University) and Dean Jamison (who led the preparation team for the
WDR at the World Bank). In addition, new initiatives have been intro-
duced, such as the Forum on Health Sector Reform, Alliance for Health
Policy and Systems Research and, more recently, the WHO Commission
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on Macroeconomics and Health, that are weaving a web of meetings and
collaborative work among the major institutional actors. The extension of
this tighter network from the US and UK, to the ‘traditional’ developing
world of Africa, Asia and Latin America, to the ‘emerging economies’
of eastern and central Europe, is explored in greater detail in the next
section.

A transnational policy elite: power and influence
in global health policy

The brief discussion above suggests that a global policy network on HCF
reform has emerged from an initially disparate collection of institutions
with a shared concern about the inadequacy of resources for health de-
velopment. Their early contributions to defining the ‘problem’ of HCF,
and potential solutions, reflected their particular expertise and ideological
standpoint. As initiatives proliferated, linkages among these institutions
increased in the form of projects, individuals and policy ideas. This pro-
cess of an evolving policy network can be observed to have three major
features.

First, one prominent feature of this global policy network has been a
‘revolving door’ of career progression that has facilitated the movement of
individuals among these institutions. A common pattern, for example, has
been how individuals have moved among the key institutions described. A
typical career pattern would be Ph.D. training (usually in economics) and
then faculty position in a prominent academic institution; project funding
from a donor agency such as USAID or World Bank; move to the donor
agency as a staff member or technical adviser; and/or recruitment by one
of a small number of consultancy firms that have worked closely with
donor agencies on HCF issues (i.e. Abt Associates Inc., John Snow Inc.).

Secondly, there is evidence of a strong epistemic community involved
with HCF reform centred on economic and public health expertise. Both
are areas of specialist technical knowledge and expertise, and the emer-
gent discipline of health economics has developed rapidly since the 1980s
into a prominent field of research and policy advice led by a relatively
small number of individuals. Typically, these individuals have played
multiple roles, engaging in empirical research and academic publish-
ing, while simultaneously contributing to key policy debates through
meetings, consultancies and other advisory activities. For example, Brian
Abel-Smith engaged in academic research at LSE, advised the UK Over-
seas Development Administration (ODA), USAID and other govern-
ments worldwide on health and social sector financing, and undertook
numerous consultancies for donor agencies (Mach and Abel-Smith 1983;
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Abel-Smith 1986). In the 1990s, Anne Mills established the ODA-funded
Health Economics and Financing Programme at LSHTM that has
worked closely with prominent donor agencies and national governments
on a range of financing issues. As well as publishing extensively on health
sector reform, Mills chairs a number of prominent bodies such as the
Alliance for Health Policy and Systems Research and is a member of the
WHO Commission on Macroeconomics and Health.

A third feature of the global policy network has been the intellectual
debate between public health and economics. As described above, prior
to the 1980s public health issues overshadowed discussions of HCF, with
emphasis given to improving coverage and strengthening comprehensive
PHC. Health for All and the Alma-Ata Declaration were public health
initiatives concerned foremost with providing basic health care for all.
In contrast, the mid 1980s onwards saw increasing emphasis given to
economic criteria for prioritising health needs and recipients. Individu-
als propounding these views were more often trained in economics than
public health (e.g. Nancy Birdsall, Mead Over). Interviews of key infor-
mants who were actively involved in shaping the policy debate during this
period cited disagreement in fundamental principles and approaches be-
tween public health and economic technical experts. In the World Bank,
this was played out during the late 1980s between the public health do-
minated PHN, on the one hand, and the regional bureaux and Policy
Research Department, on the other hand. Publication of Financing health
services in developing countries in 1987 was seen as a largely economist-
defined agenda for HCF reform. The WDR (1993) was a retreat from
this agenda, with efforts made to bring together the two groups under
Dean Jamison, a professor from the University of California at Berkeley
with expertise in both economics and public health. Whether this was
achieved successfully remains a point of debate, but the stronger empha-
sis in the Bank since the mid 1990s on human capital and social sector
lending suggests continued efforts at reconciliation.

A fourth feature has been an intellectual and policy divide over the
past twenty years between two hubs based around Washington DC and
London. In Washington, the World Bank and USAID have been most
prominent, supporting academic institutions and consultancy firms
(John Snow Inc., Abt Associates Inc., Management Sciences for Health)
through funding of major projects (e.g. Health Financing and Sustain-
ability I & II; Partnerships for Health Reform). In more recent years,
the InterAmerican Development Bank (IDB) has become more active
in the field, not least because of Nancy Birdsall’s move from the World
Bank to serve as director of health in 1993. Similarly, in London the UK
ODA established the Health Economics and Financing Programme at
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LSHTM, with staff members playing prominent roles in HCF research
and policy debates. Individuals at LSE (notably Brian Abel-Smith) and
the Liverpool School of Tropical Medicine (e.g. Catriona Waddington)
can also be seen as part of this extended hub, who linked at the interna-
tional level to WHO and UNICEF.

This early transatlantic divide in institutional terms was also mani-
fested in policy debates concerning user fees for lower-income countries.
The strongest (and earliest) proponents of user fees came from the US
(e.g. Nancy Birdsall, David de Ferranti, John Akin), while the critics rais-
ing equity concerns were largely European (e.g. Lucy Gilson, Catriona
Waddington). This is most likely explained by differences in the under-
lying values and principles that shape the US and European health care
systems. The creation in 1948 of the National Health Service in the UK,
and similar systems throughout Europe after the Second World War, was
based on the principle that health care is a social good and should be
shared by all who need it regardless of ability to pay. In the US, health
care is more commonly viewed in terms of private consumption, with pro-
curement and financing an individual responsibility (Reinhardt 1996).
This admittedly crude characterisation none the less forms part of the
socio-political context of HCF debates around the two hubs.

Outside of these two loci for policy discussion, there was a notable ab-
sence of certain institutions and nationals from key debates. For example,
as described above, WHO (including PAHO) was not an active player
until the mid 1990s and, even to date, continues to have limited health
economics expertise on staff. In the case of the Pan-American Health
Organisation (PAHO), which boasted two or three health economists
at its headquarters in Washington DC and the same at country level
throughout the region, there has been a reliance on its links to collabo-
rating centres to provide needed expertise.” This may also be explained
by the fact that many Latin American countries have social insurance
systems, so the issue of user fees is less relevant. Also surprisingly notable
by their absence were NGOs, which generally did not engage in the HCF
debate. The notable exception is the work by Health Action International
on the Bamako Initiative, and Save the Children Fund on sustainability
during the mid 1990s (Save the Children Fund 1996).

Finally, and perhaps most importantly in terms of the global propa-
gation of HCF policies, have been linkages between the above described
policy network and national level implementation, particularly in lower-
income countries. It is beyond the scope of this chapter to analyse in
detail the numerous connections that have evolved among key institu-
tions and individuals concerned with HCF reform globally and nationally.
However, this analysis identifies types of linkages that could usefully be
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followed up in future research to more fully understand the way in which
policy ideas and practice are becoming globalised. One important type of
link has been through research training and projects. Research on HCF
at the country level was initially undertaken from the two hubs identi-
fied. The Washington hub of institutions focused, for example, on Latin
America, the Philippines, Egypt and Francophone Africa (e.g. Niger,
Cameroon), while the London hub was especially active in Southern and
East Africa, and Thailand. This does not reflect a conscious ‘division of
labour’ but rather historical similarities in health systems (e.g. ex-colonies
and the British health care system), as well as an extension of general aid
relations. Early links largely consisted of country case studies or pilot
schemes to test different financing mechanisms. By the late 1980s, these
project links began to be reinforced by the training of research students
from lower-income countries by key individuals within core academic
institutions. Support for research training has come from a number of
initiatives such as the International Clearinghouse for Health Sector Re-
form Initiatives and International Health Policy Program. These links
have been further strengthened by the promotion of former students to
policy-making positions in lower-income countries or international health
organisations from which they have built collaborative links with the in-
stitutions where they trained.

Global health governance and the transnational
managerial class

Governance can be broadly defined as the means by which a society
steers itself towards achieving agreed goals. Global health governance
concerns the collective forms of governance, from the sub-national to
the global level, which address health issues with global dimensions. It
is increasingly recognised that ‘good’ governance, by which governance
is carried out in an effective and appropriate way, adheres to certain
principles such as accountability, transparency and representativeness.
The extent to which a discernible global policy network on HCF reform
has emerged over the past twenty years, characterised by a small num-
ber of individuals and institutions tightly linked through research and
policy activity, raises issues concerned with the nature of global health
governance.

The extent to which HCF reform has been the shaped by a more or
less participatory and inclusive process is a key issue. That there have
been clear individual and institutional leaders in policy debates is not
necessarily in itself a point of concern. How representative that leadership
is of relevant interests affected by policy changes, however, is important
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to the legitimacy and appropriateness of reforms. In the case of HCF
reform, it is argued in this chapter that the global policy network has
been narrowly based in a small number of institutions, led by the World
Bank and USAID, and in the nationality and disciplinary backgrounds
of the key individuals involved. While key institutions and individuals
have supported or undertaken research and policy activities in a wide
range of lower-income countries, analysis of policy changes over time
suggests that the process of policy initiation and formulation has been
largely top-down, developed and supported through the Washington and
London hubs. This is not to say that there has not been a diversity of
viewpoints; indeed, there has been considerable debate as to the merits
and demerits of certain financing mechanisms (e.g. user fees). None the
less, the network is tightly focused at the global and national levels on a
relatively small number of individuals with similar backgrounds.

This suggests that HCF reform worldwide has been fostered by the
emergence of a policy elite, rather than a rational convergence of health
needs and solutions. This, in itself, is not a new revelation to long-time
critics of development aid and its domination by powerful Western gov-
ernments (Amin 1996). However, what is different about this policy net-
work that makes it a ‘global’ elite is its inclusion of public and private
interests, and sometimes a mixture of the two within the same institu-
tional structure (e.g. Health Financing and Sustainability Project), across
countries (i.e. transnational). The exertion of influence over policy re-
form has been through a combination of coercive and consensual means.
The former, which is well described in development studies literature,
has stemmed from the vulnerability of lower-income countries to donor-
led policies as a consequence of severe resource constraints including
the capacity to engage in full policy dialogue with the aid community.
Inequalities in economic and intellectual power have given donors the
ability to set implicit or explicit conditionalities on aid.

Effective as coercive means can be, the propagation of HCF reform
has also been shaped by the building of consensus across different in-
stitutions and national settings defining the ‘problem’ of HCF and po-
tential solutions. This consensus has been achieved through a range of
research and training initiatives, project funding, the career movement
of individuals, and other forms of collaborative work across higher- and
lower-income countries, health economics and public health, and public
and private sectors. The global convergence of policy debates since the
late 1990s around the need to better identify health priorities, to use eco-
nomic rationale more directly in priority-setting, and to finance health
care through a mixture of public and private sources has been a result of
the co-option of policy elites within lower-income countries to a globally
defined discourse around HCF.
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Thus, in contrast to liberal views of globalisation, which herald the
process as opening up decision-making space for a wider range of indi-
viduals and groups, this research finds limited evidence of this. Instead,
HCEF reform supports Cox’s concept of a transnational managerial class,
with policies strongly shaped by elites involved in research and policy
development centred on two countries but with linkages to other coun-
tries. Furthermore, specialist technical expertise in economics and public
health held by elites suggests the existence of an epistemic community
that has gained legitimacy, as well as policy influence, through control of
this expertise.

Conclusions and implications for health policy

Analysis of HCF reform is an especially useful illustration of the changing
nature of health policy-making in a globalising world. The issue of HCF
lies at the heart of health sector reform debates, and embodies many of
the fundamental issues concerning the appropriate role of the state and
private sector, individual versus collective responsibility for health care,
and the difficult task of priority-setting. Moreover, debates about HCF
symbolise much larger issues about the importance of social policy within
an emerging global order defined by competitive market principles and
individualist rights and responsibilities. What are the boundaries of col-
lective responsibility for health that indicate what society should finance,
and what should the individual be expected to bear?

However, the purpose of this chapter has not been to argue the positive
and negative aspects of particular HCF policies, nor to debate the ethical
and ideological dimensions of this policy issue. Rather, the focus has been
to draw attention to the process by which policy debates around HCF
have been carried out and how this might be linked to globalisation. This
chapter has argued that one of the features of HCF policy debates has
been the emergence of a global policy network. This network has been,
in part, an extension of existing and familiar forms of leadership and
dominance in international health. At the same time, it is argued that there
are distinct features of this global policy network, namely its transnational
nature, mixture of public and private actors, and legitimacy gained from
technical expertise, that make it highly influential in defining HCF reform
at both the global and national levels. The exclusivity of the policy process
surrounding HCF reform since the 1980s raises fundamental concerns
about the emerging forms of health governance in a globalising world
and, in particular, how this process has contributed to the propagation
of particular policies over time.

There are two ways in which this analysis could be extended. First,
this chapter has focused on the policy process at the global level, where
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problem identification and policy formulation largely took place. While
some analysis of links to the country level has been carried out, there is a
need for more systematic and detailed study of how HCF policies have, in
turn, been taken up and implemented in individual countries. The study
by Dahlgren (1991) of HCF reform in Kenya is one of the best examples
of how individual country case studies should be undertaken that would
include analysis of the linkages to the global policy network described in
this chapter.

A second potentially fertile area of research would be to apply such
analysis to other areas of health and social policy. HCF has been an es-
pecially central policy issue in recent decades because of the significance
of health spending as a proportion of GDP in most countries. Yet, al-
though there are suspected peculiarities in the sphere of HCF that have
lent themselves to transnationally elitist forms of policy-making, such as
the technical subject matter, areas such as reproductive health, commu-
nicable disease and decentralisation of health services would be worth
exploring similarly.
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7 The globalisation of health sector
reform policies: 1s ‘lesson drawing
part of the process?

b

Barbara McPake

Introduction

The notion that there is a global pattern to the reforms of health sys-
tems in disparate countries is widespread. Ham (1997) argues for the
‘convergence’ hypothesis, identifying a number of ‘common themes’:
concern to strengthen the management of health services in order to
reduce variations in performance and to introduce a stronger customer
orientation; interest in making use of budgetary incentives as a way of im-
proving performance; and a move in some countries to introduce market-
like mechanisms into health services. While hedged with caveats about
remaining variation, Ham’s view is captured most clearly in Figure 7.1,
which is reproduced from his publication Management and competition in
the NHS (Ham 1997).

In developing countries, similar voices can be heard. For example,
Chernichovsky (1995) argues: ‘Paradoxically perhaps, developed and de-
veloping nations may be closer to similar systemic solutions than the
underlying factors setting them apart might suggest.” Considering Latin
American reform, Londofio and Frenk (1997) conclude that reform ini-
tiatives promote convergence on a ‘structured pluralism’ health system
model in which the parallel sub-systems of ‘segmented’ health systems
(InterAmerican Development Bank 1996) are reconfigured in order to
achieve a division of system-wide roles.

Marmor (1997) is among those who dispute this view, which he judges
has ‘two central misconceptions’:

First ... [convergence advocates] assume that the diagnoses and remedies asso-
ciated with so-called ‘health reform’ mean the same things in different settings.
(This view is a priori implausible and, as we shall see, empirically unsustainable.)
Secondly, there is the presumption that, since the problems are similar and the
remedies analogous, cross-national learning is largely a matter of ‘establishing a
database and information network on health system reform’. This trivializes both
the need to understand the differing contexts of health policy-making and the
real threats to mis-learning that make appeals to easy cross-national transfer of
experience seem so naive.

120
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Planning and M d Competition

management anagec and markets

| competition |
Sweden USA

New Zealand Netherlands

Figure 7.1 The convergence hypothesis (from Ham 1977).

Whichever perspective is deemed more convincing, it is clear that many
international actors believe that it is possible to devise ‘recipes’ for reform
with international applicability, albeit with consideration for differences
in context. For example, the influential World development report 1993
(World Bank 1993) argued: “The policy conclusions of this Report can
be tailored to the widely varying circumstances of developing countries.’
It proposed a list of ten broad areas of reform that vary in their relevance to
three broad groups of countries between ‘somewhat relevant’, ‘relevant’
and ‘very relevant’, with one exception. Zwi and Mills (1995) argue, for
example, that: “There appears to be almost universal acceptance by aid
agencies active in health of the desirability of establishing some form of
purchaser-provider split.’

The suggestion then is that common policy solutions are emerging,
which might be interpreted as a globalised approach to policy-making,
though that interpretation would raise as many questions as it would
offer diagnoses. It may be argued that the process is one of cognitive
globalisation (as defined in the introductory chapter to this volume)
or ideological hegemony with roots in neo-liberal values and principles
(e.g. Navarro 1999). Alternatively, it may be argued that the common
agenda emerges from an analysis of common problems and the iden-
tification of common technical solutions (e.g. World Bank 1993). This
chapter does not aim to make a contribution to this debate. Rather it
considers the extent to which an adequate technical analysis underpins
the introduction of policies that seem to be part of the international con-
sensus in particular countries. If shortfalls are identified in this process
(as inevitably they are), a number of possible explanations can be put
forward ranging from the ‘conspiracy’ to the ‘cock-up’. The evidence
considered in this chapter is not very helpful in distinguishing between
these, or between gradations between them, and more subtle variants of
them.
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‘Lesson drawing’ — a technical approach to
policy transfer

In considering the applicability of policies developed in one setting to
another, both Rose (1993) and Marmor (1997) identify the opposing
fallacies of overlooking context (according to Marmor, the ‘World Cup’
fallacy which pre-supposes a ‘best’ health system), and overemphasis-
ing context, as equally serious. A rational approach to learning from the
burgeoning international debate will rely on an understanding of Zow
context matters. This might be tackled through Rose’s ‘lesson drawing’
concept.

According to Rose (1993), ‘lesson drawing’ in public policy starts with
a commonly experienced problem which forces policy-makers to depart
from routine and search for potential answers. The process of lesson
drawing involves: searching elsewhere, developing a model of how a pro-
gramme operates, devising a new programme and prospectively evaluat-
ing transfer. It is the process of devising a new programme that prevents
mere duplication of experience. More sophisticated models build in
relevant contextual factors and produce differentiated programme de-
signs, despite agreement that the source policy works in a particular
setting. Rose’s analysis, however, is not precisely descriptive. In a ra-
tional world, this is how policy-makers might set about their task; in a
partially rational world it is likely to describe only some aspects of the
process.

This chapter aims to review the extent of lesson drawing, thus de-
fined, as it can be discerned in the realms of two commonly introduced
health sector reforms: the introduction of user charges for public health
services in Africa, and the increasing of managerial and financial auton-
omy for public sector hospitals globally. Both have been quite widely
applied. The former is concluded to be the most common reform com-
ponent according to a review of health sector reform in developing coun-
tries (Creese and Kutzin 1994). The latter was included in a core list
of reforms in a 1993 operational review of lending by the World Bank’s
Population, Health and Nutrition section (Vaillancourt er al. 1993), and
has been introduced in some form in countries as divergent as the United
Kingdom, Thailand, Hong Kong, Tunisia and Zambia (Hanson and
McPake 1998).

The reviews of policy development in both areas will attempt
to articulate those models which seem to underlie policy proposals
and to discern the extent to which a ‘lesson drawing’ process has
occurred.
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The case of user charges for public health services
in Africa

Can a model underlying the policy be discerned?

A heated debate on this issue has been raging for more than a decade
and has spawned not one, but a series of evolving models, which are
implicit in the arguments put forward but seldom articulated. The policy
of promoting user charges for public health services first came under
significant international scrutiny after the publication by the World Bank
of the treatise Financing health services in developing countries: an agenda
for reform (World Bank 1987).

The treatise put forward a model clearly linking policy change to health
sector objectives. It argued that by introducing user charges for public
health services, improvements in efficiency and equity would be achieved.
Allocarive efficiency (the allocation of resources to those goods and ser-
vices for which society has the highest values) would be improved because
the ‘trivial use’ of health services would be deterred — hence resources
would be concentrated on more valuable interventions. Internal efficiency
(the use of resources so that outputs are maximised for given use of in-
puts) would be improved because in the absence of additional resources,
the mix of inputs available tended to inefficiently favour staff costs over
other costs. In other words, without charges staff time would be wasted on
ineffective health services because complementary inputs would not be
available. Equity would also be improved by the introduction of the pol-
icy because additional resources for the system would enable the health
service network to be expanded.

Thus an initial model was put forward proposing a link between policy
(introduction of user fees) and common policy objectives (efficiency and
equity). Concurrent to the production of the Agenda for Reform, coun-
tries were exhorted to devise new programmes introducing fees in their
public sectors. Many have argued that very little ‘prospective evaluation’
of transfer was carried out and, rather, that the international agencies
promoting the policy (often through loan conditionality) made little at-
tempt to consider contextual specifics (for example, Dahlgren 1991; Foltz
1994).

Initial experience with the policy tended to contradict the model put
forward. Some early studies observed significant utilisation reductions
following the introduction of user fees (Waddington and Enyimayew
1989; Yoder 1989), but this was consistent with the model’s predic-
tion of reduction in trivial use of health services, and the early studies
did not distinguish between trivial and important health service util-
isation. Later, however, studies found the introduction of charges to
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have reduced utilisation for treatment of diseases with important public
health implications, suggesting that allocative efficiency had been wors-
ened rather than improved by the policy (for example, Moses et al. 1992;
Awofeso 1998).

In many but not all cases, revenues raised did not have a noticeable im-
pact on the availability of complementary inputs. For example, in Ghana
they accumulated in a non-interest bearing account (Waddington and
Enyimayew 1989); in Zimbabwe, they were not retained in the health
system at all (Hecht ez al. 1993); and in a cross-country review they were
found to raise an insignificant volume of resources in relation to the over-
all funding of the health sector in all countries for which information was
available to date (Creese 1990). In very few cases were user fee revenues
used to expand the health system and improve geographical accessibility
with implications for equity.

The Agenda for Reform’s model therefore performed poorly against
the evidence. By 1992-3 a second model, the ‘Bamako Initiative’ had
come to be seen as an alternative model of user fee policy (World Bank
1993). Cases in which the policy was more successful in raising revenues
for complementary inputs tended to involve the retention of user fee rev-
enue in the revenue generating institution. This was one of the guidelines
of the Bamako Initiative which were developed in 1992.! In the Bamako
Initiative model, the issue of complementary inputs was transformed into
the broader one of quality of care. Drugs were emphasised as the missing
quality component in public services, and an influential paper demon-
strated that it was feasible to increase the use of public health services
by the poorest quintile of the population if drug supply could be en-
sured (Litvack and Bodart 1993). This was consistent with the concept
of ‘relative affordability’ introduced by an earlier review of the Bamako
Initiative (McPake et al. 1993). It was recognised that people of all in-
come levels ‘shop around’ for health services.? If prices are increased
while nothing else changes, utilisation (by all groups) will certainly fall.
But, if a combination of price and quality changes causes, for any pop-
ulation group, a preferred combination of price and quality to become
more widely available than previously, then that group’s utilisation of the
service in question will increase, and overall — if we accept that people are
in the best position to identify their own interests in these circumstances —
that group can be concluded to have benefited.

The Bamako Initiative included other components (such as a focus
on the primary level and rural environments) that render it not strictly
competitive with the model of ‘Agenda for Reform’ — the models are
not mutually exclusive. However, the characteristics of the Bamako Ini-
tiative model outlined above have tended to dominate more recent user
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fee debates. For example, the arguments that user fees will deter ‘trivial’
users, or that they can be used to extend the health system network, are
now more rarely heard and central management of revenues is now not
usually assumed.

The rejection of the concern on trivial utilisation has enabled concern
with the utilisation impact of user fee policy to take an unambiguous
approach. As a simplification, this model can focus on the maximisation of
utilisation, recognising that patients’ choice among providers depends on
price and drug availability, and that drug availability depends on revenue,
which depends on some price being charged.

Urtilisation maximisation has seldom been articulated, but is implicit, in
the Bamako Initiative version. It is generally accepted that falling utilisa-
tion means failure, whereas rising utilisation means success (e.g. Litvack
and Bodart 1993). Itis also consistent with a Paretian perspective,? which
accepts consumer sovereignty as a guide to welfare. Consider the follow-
ing categorisation of health service users before and after the introduction
of user charges:

1. Those who previously used the public health service before but no
longer do so: this group is unequivocally negatively affected since they
now choose an alternative (private or self-care) which they judged
inferior before.

2. Those who previously used an alternative but now use the public
health services: this group is unequivocally positively affected since
they must judge the newly available option to be superior to their
previous choice.

3. Those who used the public health service before and still do so: the
cost—benefit balance for this group is uncertain, they pay more but
may receive more — we cannot judge whether they view the marginal
change as worthwhile, only that the total package remains their most
preferred option out of those available.

4. Those who used an alternative provider and still do so: this group is
unaffected.

The focus on utilisation change enables factors 1 and 2 to be compared,
while 3 and 4 are not examined. In general, the consumer sovereignty
perspective presents well-documented problems in the health sector —
we may wish instead to take the perspective of an ‘objective expert’ to
resolve information problems. Assuming that public services are con-
sidered an appropriate form of care, the most important information
problems may arise under 3. Households may make poor expenditure al-
location decisions, favouring health services over more efficient inputs to
the household production function (e.g. Coreil 1983). Given the data
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scarcity inherent in rural African contexts however, and the extreme
scarcity of household level information, the model provides as good a
‘rule of thumb’ as is likely to be available.

It can be shown that the utilisation effect (for any population group)
depends on the difference between the disincentive effect of price on
utilisation and the positive effect on utilisation of the price increase ope-
rating through drug supply. Assuming that the relationship between drug
supply and choice is diminishing (anything else would imply unlimited
ability to pay for, and believe in, increased drug supply), an ‘optimal’ fee,
from the perspective of utilisation maximisation, exists. This might well
be zero. Indeed, assuming that negative fees (payments zo patients) are not
under consideration, zero will capture a wide range of possible results. It
might, therefore, be concluded that the introduction of a fee rests on the
belief that positive effects of improved drug supply on utilisation outweigh
the disincentive effect of price.

This model is largely implicitly rather than explicitly understood and
tested. For example, Litvack and Bodart (1993), whose paper is referred
to above, did not demonstrate the link between revenue and drug supply.
Drug supply improvements were externally funded in the pilot project
they report. A small amount of research has been undertaken regard-
ing these relationships (for example, Wouters 1991; Wouters et al. 1993;
Wouters 1995), and suggests that positive utilisation effects would be very
difficult to achieve. In the majority of cases, user fees are set according to
best guesses about what is ‘affordable’ for the majority, which is a judge-
ment of the acceptable disincentive effect, ignoring other considerations.

Evidence of ‘lesson drawing’ in the Ugandan experience of user fees

If the model as a whole is largely undemonstrated anywhere, it would
seem that ‘prospective evaluation’ of the model in specific contexts re-
mains a scarce commodity. The Ugandan experience with user charges
might be viewed as informed by the revised model, based as it was on
policy deliberations taking place in the early 1990s. A particular feature of
Uganda’s environment, suggesting the need to implement other than the
‘standard’ user charge model, was the background of political instabil-
ity and the consequences for what seems to be a more pronounced than
usual engagement in ‘informal survival mechanisms’ among Uganda’s
health sector workers (van der Heijden and Jitta 1993; McPake er al
1999). In 1992, the Ministry of Health Planning Unit produced an un-
usually thorough consideration of the prospects for financial reform enti-
tled “The Three Year Plan: financing health for all’ (Republic of Uganda
1992) in which, among a range of financing strategies to be pursued, the
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introduction of user charges was recommended (not for the first time).
Some peculiar features of the environment were noted, for example:

The Danish Red Cross donates drugs to health units on the basis of reported
volume of out-patients and in-patients. While the objective of this procedure is
to introduce equity in the distribution of drugs it provided loop-holes for the
manipulation of records, as those units that show a high work load receive a high
quota of drugs. (Republic of Uganda: 6)

The medical staff have also responded to a decline in demand and a fall in real
wages by spending less time at their work and by engaging in other activities to
support themselves and their families, including illicit private practice in govern-
ment premises. (Republic of Uganda: 10)

[A]lthough the government does not charge user fees, the staff do, and that too
without any authority. What is recommended here is not the introduction of user
charges but the formalization of already existing . . . charges. (Republic of Uganda:
27-8)

Among the charges proposed in the Three Year Plan are charges at health
centre level, which are not to exceed 20 per cent of the cost of treatment,
but which are to cover the cost of drugs:

Under the TYP, drug supplies to HSs and HCs will be based on donor assistance.
Revenues from the sale of drugs will be used to improve staff welfare, finance
repair costs and finance supervision of PHC projects in the vicinity of the health
units. In the long run, user charges in HCs and HSs will be used to develop a
drug supply system through the uses of revolving funds.

Recognition, therefore, that some of the most important health system
failures lay in poor staff welfare and its consequences, and that, for the
immediate future, drug supply was ensured through the Danish Red
Cross, led the writers of the Three Year Plan to diverge from the Bamako
Initiative model and to propose that, for the present at least, revenues
should be directed to improving staff morale and performance. This doc-
ument can be seen as representing the devising of a new programme and
the prospective evaluation of its transfer. Unfortunately, its recommen-
dations were ignored.

Similarly, an earlier round of recommendations to government, rejected
by parliament (the National Resistance Council: NRC) in 1990, had left
in place ‘sensitised’ health unit management committees (HUMCSs) who
expected to manage the new user fee system. This group had a clear in-
terest in the new policy since it promised, at the very least, an opportunity
for community influence and the right to claim expenses and allowances.
Health staff were mainly allied on this — the new policy also promised
the possibility of welfare bonus payments — though some staff views dis-
sented from this, perhaps because of the potential effects on the ability to
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charge informally (McPake ez al. 1999). In the context of a radical decen-
tralisation, local resistance councils (which later became local councils)
deemed themselves entitled to authorise the introduction of user charges
and did so in an anarchic manner, at first entirely without the guidance
of the centre. It is still the case that user charge policy varies from one
health facility to another, although there is now a system of national user
charge guidelines in place.

There have been a number of evaluations of user charges as they have
been introduced, but these evaluations reveal that few have appreciated
as perceptively as the Three Year Plan the crucial differences between
the Ugandan context and the generalised Bamako Initiative case. For
example, Wamai (1992) reveals that the uses of revenue raised have been
‘to pay workers’ incentives, to purchase supplementary drugs, to buy fuel
and to maintain centre vehicles, to cover cost of stationeries and to cater
for incidental expenses’. Another review of experience to date (Jitta ez al.
1996) comments that: “Whereas one of the objectives of introducing user
charges in government units was to generate funds to purchase addi-
tional essential and non-kit drugs to supplement the Uganda Essential
Drug Management Programme Kkit, studies have shown otherwise.” This
last comment especially suggests widespread assumption that the main
objective from the generalised Bamako Initiative case — improved drug
supply — is an appropriate transplant to the Ugandan case.

A research project studying the informal economic activities of public
health workers in Uganda — including those alluded to in the Three Year
Plan — demonstrates the inappropriateness of this transplant (McPake
et al. 1999). The study attempted to quantify the extent of such infor-
mal activities in ten health centres in two of Uganda’s southern districts.
Those identified as important were mismanagement of drug supply, in-
formal charging, mismanagement of user charges, offering treatment in
health workers’ homes, ownership of clinics and drug shops, part-time
work in other jobs (most commonly private clinics), agriculture and trade.
Crucial for the argument of this chapter is that estimates of drug leakage
from health facilities — the proportion of drugs received from the Uganda
Essential Drug Management Programme which were not received by pa-
tients using the unit — ranged between 40-94 per cent with a median
leakage rate of 76 per cent. Whatever the overall adequacy of the initial
drug supply — and the research suggests that supplies were adequate for
the real utilisation levels of centres if not the ones inflated by the pro-
cess described in the Three Year Plan — it would seem illogical to charge
users in order to further supplement a drug supply which leaks so badly.
Given the implicit function of drugs in the system (i.e. to pay health
workers), then, unless there are intervening considerations, paying them
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directly would seem to be more efficient. In practice, intervening con-
siderations would also seem to mediate in the opposite direction; paying
health workers through drug supply contributes to a widespread prob-
lem of drug misuse in the community as a whole, risking widespread
chloroquine and antibiotic resistance and inappropriate and harmful use
of injections and drug combinations (Birungi et al. 1994; Odoi Adome
et al. 1996).

Second, understanding the existing informal charging background to
user charge implementation implies understanding, as suggested by the
Three Year Plan, that to some extent, a formal user charge system im-
plies the formalisation of existing practice. But understood more fully
still, it also implies an attempt to redistribute rights and accountability in
relation to user charges. Presumably there would be no need to tamper
with an informal system if it were felt to be delivering everything that a
more formal one might. Therefore, an intention of formalisation can be
assumed to be a redistribution among health workers, or between health
workers and others (for example, patients), and in addition to either of
these purposes, to increase the transparency of the system so that pro-
posed redistributive rules can be monitored (for example, an exemptions
policy).

It is hardly surprising in this muddled context that, despite some
exceptions (for example, Kamugisha 1993), most evaluations of user
charge policy at health centre level? in Uganda have concluded nega-
tively (Wamai 1992; Bizimana and Liesener 1993; Mwesigye 1995; Jitta
et al. 1996). Revisiting the need to devise a new programme in the light of
Uganda’s specific context, and prospectively evaluating its transfer, would
appear indicated. In doing this, the Ugandans could provide countries
that have similar default privatisation of their health sectors with a new
model that could provide new lesson-drawing opportunities.

The case of hospital autonomy
Can a common problem be discerned?

It may be argued that the policy of granting greater autonomy to public
hospitals is ‘global’ in comparison with that of introducing user fees, in
that it is a distinct feature of reform programmes across countries repre-
senting all geographical areas and levels of development. Many countries
believe that there are significant potential efficiency gains in the hospi-
tal area — either because there are substantial new technical possibilities
in hospital care which may not be taken up under alternative hospital
arrangements, or because there is substantial need to rationalise activity
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between hospitals or between levels of care. This might seem to provide
the basis for a common solution/policy response, hospital autonomy.
However, the underlying problems take divergent forms in different
countries.

In the UK, the granting of autonomy to, first, a selected cohort of
hospitals, and then almost universally, was part of a reform programme
premised on allegations of widespread internal inefficiency. This was
assumed to underlie the politically charged issue of waiting lists. The
analysis of Enthoven (1985) identifying inefficiencies with inappropri-
ate incentives is widely viewed as having been highly influential in the
UK policy process. For example, he argued that specialist dominance of
hospital decision-making prevented efficiency gains being realised and,
as one example, drew attention to the perverse incentives arising from
a long waiting list for a specialist. Such long lists could help to enhance
reputations on the assumption that long lists would be associated with
specialists in high demand, could serve to attract additional resources,
and could persuade patients to pay (for treatment from the same special-
ist, as a ‘private patient’) rather than wait for free care in the National
Health Service (NHS).

In Hong Kong, the pre-reformed public hospital system was charac-
terised by overcrowding and staff attrition and, as in the UK, there were
major concerns about waiting times for specialist treatment (Yip and
Hsiao 1999). In Indonesia, serious efficiency problems were identified
in hospitals, but it appears that the main spur for reform was the wish
to increase hospital revenue and reduce hospitals’ burden on the central
public budget (Bossert ez al. 1996).

In most poor countries, hospitals, especially at national and regional
referral level, are judged to consume an excessive proportion of the public
health budget, relative to the importance of the conditions intended to be
treated there in terms of their contribution to the burden of disease. This
is, in principle, an allocative efficiency problem, and implies that one of
the objectives of hospital reform in such countries is to enable resource
reallocation (McPake 1996). In practice, the failure of the referral system
implies that patients who are actually treated in hospitals, at all levels,
present with more important conditions from a burden of disease per-
spective, but could in principle be treated at lower levels of the system.
This is an internal efficiency problem — it means that the cost of treating
these patients is higher than it might be.

From a third perspective, the problem is one of resource inadequacy
and inequity. The persistent use of hospital services, despite attempts
to induce patients to use lower levels of the system, reflects a rejection
of inadequate services at lower levels and a determined preference for



The globalisation of health sector reform policies 131

medically qualified staff and other resources only available at hospitals.
Since the health system is incapable of providing those resources for all,
the issue becomes one of inequitable access. Usually, access is determined
on a geographical basis (those living close to hospitals achieve access,
others do not), and sometimes access is determined on the basis of ability
to pay or influence.

Reform attempts in such countries therefore aim as much to strengthen
lower levels of the system, and the referral system, as at internal efficiency
concerns. This is consistent with the arguments for user fees discussed
in the previous section — fees at hospital level could allow subsidy to
be reallocated to lower levels, and motivate users to use services at lower
levels. For example, in Zambia, where a hospital board was attached to the
central teaching hospital in 1985, according to an ex-minister (Kalumba
1997):

The UNIP government realized that direct management of Zambia’s major hos-
pitals by the Ministry of Health was inefficient, and that these institutions had
to be given enough capacity to raise revenues from users, including prescription
charges. This was a reversal of the free medical care policy.

Marmor (1997) warns of the dangers of ‘commonplace and undifferentiated’
judgements of common ground, which might be tempting in the identi-
fication of ‘inefficiency’ as common to all these descriptions. The nature
of the factors deemed to underlie inefficiency appear quite different, even
comparing the broad groups of countries ‘developed’ and ‘developing’.
Given the differences in the objectives pursued, it is suggested that sim-
ply transferring the industrialised country version of the policy is likely to
have pitfalls.

Can a model connecting policy with desired goals be discerned?

Two models of hospital autonomy can be identified. The first is based
on an underlying model of decentralisation. Mills et al. (1990) have sum-
marised the objectives of decentralisation:

On a philosophical and ideological level, decentralization has been seen as an
important political ideal, providing the means for community participation and
local self-reliance, and ensuring the accountability of government officials to the
population. On a pragmatic level, decentralization has been seen as a way of over-
coming institutional, physical and administrative constraints on development.

Since granting hospitals greater financial and managerial autonomy de-
centralises authority, the policy might be seen in these terms. This is im-
plicit in the quote from ex-Zambian minister of health Kalumba above,
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and also from the following paragraph from the UK government’s White
Paper, which launched the reform of health services in the UK:

The government believes that self-ownership for hospitals will encourage a
stronger sense of local ownership and pride, building on the enormous fund
of goodwill that exists in local communities. It will stimulate the commitment
and harness the skills of those who are directly responsible for providing services.
Supported by a funding system in which successful hospitals can flourish, it will
encourage local initiative and greater competition. All this in turn will ensure a
better deal for the public, improving the choice and quality of the services offered
and the efficiency with which those services are delivered. (Secretaries of State
1989: 22)

However, the latter quote makes the second model of hospital auton-
omy equally clear. The policy is intended to bring market forces to bear
on hospitals. Although Enthoven (1985) did not himself propose the
autonomous hospital component, the market-forces model of hospital
autonomy arises from Enthoven’s internal market concept. Enthoven ar-
gued that the contracting process itself (independent of the competitive
environment) produces efficiency gains:

competitive tendering can be the entering wedge for a great deal of management
improvement . . . It requires management to develop a precise work statement for
each department, including quality standards. Avoidable costs in other depart-
ments must be estimated . . . Information and control systems must be established.
Tendering requires a whole new style of management. (1985: 22)

And that greater managerial autonomy in an internal market environment
has efficiency advantages:

managers would then be able to use resources most efficiently. They could buy
services from producers who offered good value. They could use the possibility
of buying outside as bargaining leverage to get better performance from their own
providers. They could sell off assets such as valuable land in order to redeploy
their capital most effectively. (1985: 22)

Hamblin (1998) suggests that equity goals are absent from the objectives
of the competitive environment proposed (which are identified in the
above quotation as choice, quality of services and efficiency). However,
they can be judged implicitly present in the overall internal market design,
as has been argued:

The chosen reform was to maintain tax-financed health care, but to introduce
competition between suppliers ... Finance would continue to be raised through
general taxation, but would be allocated to agents responsible for purchasing care.
Allocation between agents would reflect medical need in local populations ...
NHS equity goals of equal access could be maintained whilst introducing incen-
tives provided by competition on the supply side. (Propper 1995)
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Figure 7.2 Incentive environments (from Harding and Preker 1988).

In a World Bank document, Harding and Preker (1998) develop the
market-based conception of the purpose of hospital autonomy in a devel-
oping country context, and present the options for hospital arrangements
as ranging from ‘privatization’ to ‘corporatization’, ‘autonomization’, and
‘budgetary organizations’ (labelled P, C, A and B in Figure 7.2). They
argue: “The incentives for efficient production are higher as you move
out, and service delivery is often better there’ (1998: 3), from which it
may be deduced that the rationale for moving from B to A (for example)
is to capture incentives associated with market forces.

However, in identifying degrees of privatisation, the model proposed
is able to consider degrees to which the reform might be able to ‘give in-
creased decision making control to management of the organization, and
attempt to create new incentives or accountability mechanisms to en-
courage management to use that autonomy to improve the performance
of the facility’ (1998: 5). It is argued that hospital arrangements can be
classified according to the following scales: (1) the degree to which con-
trol is shifted to management; (2) the degree to which revenue is earned
in a market; (3) the degree to which the public purse has ceased to be the
‘residual claimant’ on revenue flows; (4) the degree to which accountabi-
lity for achieving objectives is based on hierarchy rather than regulation
or contracting; and (5) the degree to which social functions delivered by
the hospital are implicit and unfunded rather than specified and directly
funded (for example, the extent to which catering for the poor is the
responsibility of hospital or funder).

This market-forces-based model of hospital autonomy appears now to
be the dominant one. It is clear that the model has widespread advocates
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and that, again, the World Bank is among them. Over and Watanabe
(1998) provide a list of 35 World Bank hospital reform projects in 27
countries. These date from 1970 and may not all involve ‘autonomy’ or
‘corporatization’ elements but 20 projects post-date 1993, by which time
hospital autonomy was clearly considered core to the World Bank’s health
sector reform agenda. A large number of countries can be identified as
having implemented reforms affecting the autonomy of hospital manage-
ment, including Zambia, Ghana, Kenya, Indonesia, Hong Kong, India,
New Zealand and the UK (Hanson and McPake 1998). To what extent is
the market-forces model supported by the evidence emerging from these
countries?

First, it is important to note that there can be varying degrees to which
autonomy is ceded to individual hospital facilities. In both Ghana and
Zambia hospital boards are heavily constrained in their activities by cen-
tral government and evaluations conclude that little real autonomy has
been created, suggesting that neither decentralisation nor market-forces
models of reform will predict significant effects (Weinberg 1993; McPake
1996; Larbi 1998; Kamwanga et al. 1999).

Secondly, the market-forces model of hospital autonomy presents par-
ticular theoretical difficulties, which have been most coherently dealt
with by Propper (1995) for the British case. The problem is that the
policy as implemented is intended to make hospitals behave in a more
‘firm-like’ way for the advantages of market forces to make themselves
felt in the way envisaged. However, an autonomous hospital is not the
‘residual claimant’ to the surplus generated — thus its interest in profit
seeking has to be queried. In addition to this, the financial regime is
such that reserves cannot be carried over and profit-seeking pricing and
cross-subsidy between activities are precluded. While hospitals are able
to evade the pricing rules to some extent (Propper and Bartlett 1997), all
this must attenuate the incentives to pursue quality and choice goals with
an ultimate profit motivation. Furthermore, ‘self-government’ is highly
circumscribed by the regulatory regime, and ‘disinvestment’ procedures
leave a gap for political rather than market forces to determine outcome.
Hence we are left to wonder why we might expect firm-like behaviour
and benefits of market forces at all.

Applying these perspectives within the Harding and Preker framework,
the mechanisms by which incentives (to efficiency, quality of care and pa-
tient choice) get stronger as we move towards the outer ovals of Figure 7.2
remain unarticulated, and it seems at least plausible that there are com-
binations of scales (1) to (5) which provide weaker efficiency incentives
in the case of more autonomous hospitals than the ‘budgetary organisa-
tion’ point of comparison. For example, devolved authority and reliance
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on a contract basis of payment might entrench inefficient behaviour if
not backed up by competent purchasing and monitoring. Harding and
Preker (1998) themselves provide an outline of the constraints to good
governance (or the match of managers’ activities to the objectives of
‘owners’— in this case government) in the hospital setting. Without com-
petent purchasing, managers may simply be ‘freed’ to pursue goals of
their choice, which may have little relationship with any of the goals of
the reform. From this it might be concluded that the focus on strength
of incentives is insufficient, rather the relevant question is: incentives to
do what?

Does experience with the policy support the emerging model?

In general, evidence that hospital autonomy can help to achieve the gen-
eralised goals of efficiency, quality improvements and patient choice ex-
plicitly sought by ‘Working for Patients’ in Britain, and implicitly by other
countries (McPake 1996), is lacking. In the UK this is at least partly be-
cause very little research was done. The Conservative government was
hostile to evaluation of the reforms, and hospitals were most able and
most likely to make their data inaccessible to those researchers who could
secure funds to investigate the issue (Hamblin 1998). In other countries,
too, the failure to build an evaluative component into the reform pro-
gramme is apparent. With respect to efficiency in the UK, there is some
agreement that hospital productivity increases did occur following the
reforms (Soderlund ez al. 1997; Maniadakis er al. 1999), but dispute over
whether these increases can be attributed to autonomous status. With re-
spect to the other goals (quality and choice), there has been virtually no
research (Hamblin 1998). In Hong Kong, too, evidence of both efficiency
improvement and quality improvement is ambiguous, and there was a fail-
ure to collect case-mix controlled, baseline data with which to compare
post-reform performance (Yip and Hsiao 1999). Bossert ez al. (1996)
failed to find efficiency improvement or quality trends or differences be-
tween autonomous and centrally controlled hospitals in Indonesia, but
did find evidence that management systems had improved.

Where there is evidence of effectiveness is where reform has focused
on resolving more specific problems. For example, in the UK waiting
lists have declined and the introduction of day surgery has accelerated,
but it is not clear that this is the effect of the hospital autonomy reform
per se; more likely, it results from specific initiatives that may have been
effective within the old system. In this case, data manipulation may have
had some role to play (Harrison 1997). In Hong Kong, the problems of
hospital overcrowding and staff attrition from the public sector have been
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improved, but this may be explained by improved funding to the hospital
sector (Yip and Hsiao 1999).

While evidence of efficiency gains remains elusive, perverse incentives
with equity implications can be discerned. British evidence gives some
further insights into the difficulty. The incentives implicit in the new ar-
rangements were no less capable of aligning in a perverse manner than
those ruling previously. Prior to reform there were fears of ‘cream skim-
ming’ or, more specifically, of attempts to avoid treating patients expected
to incur high costs. In the event, perhaps because the reforms did not re-
ally imply the imposition of ‘firm-like’ behaviour on hospitals, there is
little evidence of such effects (Hamblin 1998). However, hospitals are
argued to have competed more energetically for ‘extra-contractual re-
ferrals’ (mainly patients referred across district boundaries) and for the
contracts of general practitioner purchasers — both of which are con-
sidered to be exchanged in more competitive markets. As a result, it is
alleged that those patients covered by a district health authority contract
wait longer for treatment. Although evidence relating to this is anecdotal,
it was sufficient to instigate an instruction to hospitals to pool waiting
lists (of different purchasers) in July 1997 (Harrison 1998).

The underlying problem is that firm-like behaviour, even in an ‘internal’
and highly regulated market, may imply internal resource-allocation de-
cisions motivated by revenue (if not profit) seeking rather than equity
concerns. Propper and Bartlett (1997) deduce that, at least in the case of
one hospital they studied, the dominant objective pursued was employ-
ment. This implies a concern with revenue but not cost.

Nevertheless, this degree of inequity is one with which most very poor
countries would probably be happy to live with. The problem is that in
these countries, public hospitals will often be expected to operate in both
an internal and external market after reform. The external market arises
from the heterogenous nature of health markets in which patients shop
around among public and private, formal and informal providers; and
in the concurrent introduction of user fees. Under these circumstances,
equity concerns become far more serious.

In Indonesia, post reform, 30-80 per cent of hospital revenues are
derived from fee income (Bossert ez al. 1996). With effective measures
to introduce more firm-like behaviour on the supply side and no equity
constraint on the demand side, the conclusion that the poor are squeezed
out of hospitals is hardly surprising. Even in much more constrained
circumstances (in terms of the extent to which arrangements imply ‘firm-
like’ incentives, and the level of income dependent on user fees), for
example in Zambia, reallocation of resources towards those able to pay
seems likely to be occurring (Kamwanga et al. 1999). Here, the incentives
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to generate surplus would appear strong — constraints to profit-seeking
behaviour may be less effectively applied in poor countries. The ability
to use revenues to supplement staff salaries, coupled in some cases with
the increasing opportunities for corruption arising from higher revenues,
may allow hospital autonomy to produce a more unattenuated, profit-
driven hospital management strategy in poor countries. If surplus is most
easily generated by concentrating hospital resources on those with the
ability to pay, ‘firm-like’ behaviour will not advance equity-focused policy
goals. Concerns that autonomy may effectively mean privatisation in such
countries need to be taken seriously.

To what extent can ‘lesson drawing’ be concluded to be evident in the
hospital autonomy case? The differences in the implications of the pol-
icy for developed and developing countries arise from the differences in
the analysis of the problems of the hospital sectors of the two groups of
countries. It would appear, again, that insufficient new policy design and
prospective evaluation has taken place in transferring the strategy from
industrialised to poor countries, and specifically, that the need to pursue
the three goals of improving efficiency within hospitals, maintaining eq-
uity of access to hospital services, and reallocating public resources from
hospitals to the rest of the health sector, has not been adequately recog-
nised. Specifically, the public budget component of funding needs to be
used in a manner that creates incentives for hospitals to meet the needs
of the poor. This is challenging and requires much more attention.

One country that has aimed to ensure that the needs of the poor
are backed by performance-related payment is Colombia (Yepes and
Sanchez, in press). In Colombia, the public budget is now channelled
through agencies that purchase services for a ‘subsidised’ population that
has been means tested and subsequently targeted. These agencies can
reallocate resources among providers and themselves compete for the
custom of the subsidised population. However, it is too early to seek evi-
dence as to whether this alternative model has delivered on the promise
of its design, especially in the politically unstable context in which it has
been applied.

Conclusions

This chapter has not aimed to explain or describe the policy process as
policies are adopted by different countries. Rather, it has set itself the
more limited objective of seeking to discern the extent of ‘lesson draw-
ing’ as defined by Rose (1993) in this context. The conclusion reached
is that, of the opposing fallacies identified by both Rose and Marmor at
the beginning of this chapter (overlooking context and overemphasising
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context), policy development in developing countries tends to suffer more
from the first. The introduction of policies that may be seen to work well
elsewhere, but which have been inadequately contextualised imposes se-
rious costs, and in many cases may be worse than ‘no change’. In both
attempts at ‘lesson drawing’ reviewed here, failure of contextualisation
arose at the first hurdle such a process might present: are the problems
tackled by the policy in other contexts, the same as those we identify
here? Generalised answers, such as we are all concerned with efficiency,
equity, quality and choice, are unhelpful. There is little common ground
in the problems faced by the hospital sector in developed and developing
countries; and there are key contextual differences between Uganda and
the African countries on which models of user fee operation have been
developed. Reform models are not adequately tailored to the fullest pos-
sible local understanding of potential linkages between policy and desired
goals.

As reiterated above, this chapter has not attempted to lay blame or to
further elucidate what kind of processes are going on, if ‘lesson drawing’
is not. The chapter may appear to be blaming such problems on the inter-
national agencies, and especially on the World Bank, which has figured
prominently in both sections as one agency recommending reform. After
all, such institutions might be more likely to be prone to Marmor’s “World
Cup’ fallacy given their international perspective and more limited famil-
iarity with individual country circumstances than national governments.

In the case of Uganda’s inappropriate user charge policy, this would be
unfair. Evidence of attempts to base policy on a sensible situation analysis
in the form of the Three Year Plan is clear, and an earlier World Bank
health sector expenditure review (1991) contains elements of a similar
analysis. In fact the Three Year Plan evidences several components of
the ‘lesson drawing’ process. In this case, the problem appears rooted in
Uganda’s immature political structures and an essentially anarchic pol-
icy process (especially in the early 1990s). More appropriate models of
reform were available to policy-makers and were rejected. The World
Bank was not in the driving seat. Rather, it would seem that local in-
terests — health management committees and health staff — seized on a
policy model that suited their interests but had little prospect of meeting
desired goals. In such circumstances, failures to articulate a clear and
well-founded set of objectives for the policy are unsurprising.

In the case of hospital autonomy, the role of the World Bank and other
international agencies associated with enthusiasm for the idea of hospital
autonomy in developing countries may be more important — but this
chapter has not explored that question carefully. Hospitals are complex
organisations and industrialised countries are struggling to find ways to
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govern them effectively. It is clearly premature to seize on a particular
model of reform and pronounce its advantages on a global basis — if this
has, indeed, occurred.

This is not to argue that poor countries should be wedded to direct
public management until industrialised countries find the ‘right’ way for-
ward. As has been discussed, industrialised countries are not even aiming
to solve the same problems that poor countries face. Rather, a plea for
greater attention to the stages of new model design and prospective eval-
uation is being made. In particular, the reconciliation of the goals of in-
creasing private finance, and creating more flexible hospital management
without abandoning equity goals, require more creative policy design.
What is needed, in developing countries facing the catalogue of prob-
lems in the hospital sector described, is reform design based on a revised
model. This would ensure that hospitals face as strong incentives to meet
the needs of those whose individual ability to pay is insufficient to pay
fees, as they do for those who can pay. The first group are usually intended
to be priority targets of the public budget. Colombia offers an approach
that might provide an initial model. Most developing countries will find
Colombia’s specific approach too sophisticated, as they are likely to have
difficulty means-testing their population and monitoring the activities of
multiple purchasing agencies. In devising a new programme, they will
need to search for simpler mechanisms for linking public payment to
hospitals’ performance in targeting the poorest.

NOTES

Barbara McPake is a member of the Health Economics and Financing
Programme, which is supported by the UK Department for International
Development.

1 The Bamako Initiative itself was launched in 1989 on the basis of pilot projects
in Guinea and Benin. However, the model underpinning the Initiative was only
fully articulated in retrospect — arguably, significantly changing the original
notion.

2 From whatever range of providers is available. Even in remote rural areas this
might offer choice between the nearest government clinic or NGO provider,
more local drug shops or shops selling ordinary household items who stock
some drugs, itinerant drug sellers and traditional practitioners.

3 The perspective of traditional welfare economics: the welfare of society is con-
sidered to increase if that of at least one person increases (by own estimation)
and no other person’s welfare diminishes.

4 Danish Red Cross drug supply support is not available to hospitals and the
situation is somewhat different there.



8 Cost-effectiveness analysis and
priority-setting: global approach without
local meaning?

Lilani Kumaranayake and Damian Walker

The culture of international public health discourse and infectious
disease can be characterised in part by the reigning logic of cost-
effectiveness.

Henry and Farmer (1999)

Introduction

In recent years there has been a greater focus on the process of priority-
setting between competing uses of resources, as many countries face in-
creasing resource constraints in the health sector. For some countries,
health care costs have risen rapidly due to the adoption of new and
expensive technologies, and ageing populations. For others, fiscal con-
straints have arisen through a combination of weak economic perfor-
mance, decreasing public health expenditures, and limited amounts of
donor resources going to the health sector. The responses to the scarcity
of resources have been varied, but all are encapsulated within a ‘global
culture of reform’ (Yach and Bettcher 1998a).

Health sector reforms of public health service provision have been
widely promoted, affecting the organisation, funding and management
of health systems (Zwi and Mills 1995). Important components of health
sector reform include ‘defining priorities, refining policies and refor-
ming the institutions through which those policies are implemented’
(Cassels 1995). Limited health care budgets have emphasised the need
for providers to use available resources more efficiently. Hence there has
been a greater emphasis on explicit priority-setting to determine how re-
sources are allocated between health interventions, as well as a call for
improved accountability and transparency of decisions, which is part of
both the national and international policy agenda.

Globalisation can be described as the ‘process of increasing economic,
political, and social interdependence and global integration that takes
place as capital, traded goods, persons, concepts, images, ideas, and val-
ues diffuse across state boundaries’ (Hurrell and Woods 1995). One of the
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critical implications of globalisation is that the ‘link between the lives of
individuals and the global context of development’ is becoming stronger
and the ‘domestic and international spheres of public health policy are
becoming more intertwined and inseparable’ (Yach and Bettcher
1998a).

For more than thirty years, cost-effectiveness analysis (CEA) has been
used to evaluate interventions within the health sector. One of the early
applications of CEA was its use in looking at alternative ways of achiev-
ing similar health outcomes, focusing on those interventions that use the
least resources to achieve the greatest gain. A global dimension to CEA
and priority-setting, which we refer to as the global approach to CEA,
is increasingly apparent, presenting a clear example of the growing in-
terface between international and national policy processes. This global
approach was spearheaded by the publication of the World Bank’s 1993
World development report (WDR), and its background studies (Jamison
et al. 1993; World Bank 1993). This was the first work that attempted
comparisons both internationally (involving two or more countries) and
globally (broader worldwide comparisons). The work is now being re-
fined by the World Health Organisation (WHO).

The influence of CEA in health policy debates has arisen for a number
of reasons. While priority-setting and planning have been emphasised in
the health sector since the 1960s, the current prominence of CEA reflects
the broader trend of evidence-based planning and priority-setting in the
context of health sector reform (Garner ez al. 1998). Second, the emer-
gence of the World Bank, an institution dominated by economists, as the
largest external donor to the health sector has led to a greater emphasis
on economic approaches to priority-setting for low- and middle-income
countries. The emergence of a global approach to CEA attempts to ad-
dress the need for evidence where significant gaps in national data exist,
or where available data lacks consistency.

While there has been an increased focus on CEA both within and across
national settings, there remain questions regarding its appropriateness for
policy-making. The global approach to CEA raises issues regarding its
methods, the transferability of CEA across different settings, and the
importance placed on CEA for local priority-setting. There is a clear
concern that, in the push for increased standardisation and comparabil-
ity of CEA, the global results have little relevance for local settings and
policy processes. In this chapter we consider these issues in relation to
low- and middle-income countries. We discuss the language of economic
evaluation and the development of a global approach. We then consider
the wider implications of the global perspective on cost-effectiveness and
its meanings for national and local priority-setting.
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Cost-effectiveness analysis in priority-setting

Cost-effectiveness analysis is a form of economic evaluation. The meth-
ods and tools of economic evaluation are rooted in the fundamental prob-
lem by which economists characterise decision-making: making choices
between alternatives in the context of scarce resources. Within the scope
of international and national public health, these choices are often framed
in the debate as to which interventions are/should be a priority and which
are considered essential.

The language of economic analysis

Economic evaluations use economic theory to develop a systematic
framework by which to assess the relative costs and consequences of dif-
ferent interventions. In practice, this framework can be applied to a whole
range of questions such as whether a new drug should be used for a par-
ticular treatment or whether freestanding or mobile clinics are the best
way to deliver a particular service.

The advantage of such a framework is that it allows clear identifica-
tion of the relevant alternatives and makes the viewpoint (e.g. whose
perspective — the provider? The consumer? Society as a whole?) more
explicit. The basic task of any economic evaluation is to identify, mea-
sure, value and compare the costs and consequences of the alternatives
being considered (Drummond et al. 1997). The result of an economic
evaluation is a ratio of numbers representing the cost per outcome of a
particular alternative. More importantly it gives an idea of the relative
magnitude of cost per outcome of the alternatives (e.g. is the difference
really hundreds of dollars or a few cents?). Economic evaluation makes
the comparisons between alternatives explicit and transparent, and as
such, facilitates priority-setting and hence, resource allocation.

There are several types of economic evaluation, which differ in the way
that outcomes or consequences are measured (see Box 8.1). In practice,
there has been a blurring of the distinctions between CEA and cost-
utility analysis (CUA), with the latter seen as an extension of the former
(Musgrove 2000); hence, the literature on cost-effectiveness encompasses
both these approaches.

It should be noted that the different types of economic evaluation serve
different purposes, as described in Box 8.2. Cost-effectiveness analysis,
based on ‘natural units’, primarily addresses technical (or operational)
efficiency, in which analysts compare strategies to meet a given goal,
i.e. how can you treat a certain number of patients? Cost-utility analysis
allows more complex measures of outcomes, has a wider scope and can be
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Box 8.1 Different types of economic evaluation.

Cost-minimisation analysis: two or more interventions that have identical
outcomes (e.g. number of cases treated) are assessed to see which provides
the cheapest way of delivering the same outcome.

Cost-effectiveness analysis: measures the outcome of approaches in terms
of ‘natural units’, e.g. for HIV prevention, this could be the number of in-
fections averted.

Cost-utility analysis: these evaluations use a measure of utility (reflecting
people’s preferences). The outcomes are then expressed in terms of measures
such as quality-adjusted life-years (QALYSs) or disability-adjusted life-years
(DALYsS).

Cost-benefit analysis: expresses outcomes (e.g. the number of lives saved)
in terms of monetary units.

compared over different types of health interventions. However, this ap-
proach is still restricted to comparisons of programmes within the health
sector. Therefore, within the health sector, the latter analyses can ad-
dress questions of allocative efficiency, in which comparisons between

Box 8.2 Definitions of efficiency and economic
evaluations.

Economic evaluation attempts to identify ways in which scarce resources can
be efficiently employed. However, efficiency has two meanings.

First, there is technical or operational efficiency, which is a narrow defi-
nition as it concentrates on maximising the achievement of a given objective
within a given budget, e.g. vaccination of children through fixed, outreach or
mobile clinics. For this reason it is sometimes dubbed ‘low level’ efficiency.
While all the different types of economic evaluations can be used to assess
technical efficiency, this is not true for assessments of allocative efficiency.

Secondly, there is ‘high level’ efficiency defined as allocative efficiency.
This describes the search for the optimal allocation of resources across a
mix of programmes that cannot all be fully funded, to produce the great-
est gain to society. In this broader definition of efficiency, different health
care interventions with different objectives and outcomes are compared, and
comparisons across sectors can be achieved, e.g. malaria control versus im-
munisation, health versus education. For this reason, cost-utility analysis can
be used to assess allocative efficiency within the health sector, but cannot
make comparisons with sectors beyond health, i.e. quasi-allocative assess-
ments. However, cost—benefit analyses are capable of making assessments
between different sectors because outcomes are monetised, i.e. allocative
efficiency in its purest form.
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competing programmes are made, i.e. how should the budget of a min-
istry of health be distributed between different programmes? In theory,
cost—benefit analyses have the widest scope of all types of analyses because
outcomes are monetised, enabling intersectoral comparisons, i.e. how
should a government budget be distributed between different ministries.
In practice, the valuation of health benefits is difficult, and preference for
CEA over other methods for evaluating health care programmes has been
emerging since the late 1970s in both developed and developing countries
(Warner and Hutton 1980; Walker and Fox-Rushby, 2000).

A global approach

The development of a global approach to CEA and priority-setting can
be characterised in three ways: first, the centralised development of new
methods by international agencies, spearheaded by the World Bank, that
are then advocated for use in national planning and priority-setting;
secondly, the generalisation of CEA between settings, which attempts
to use information from one setting or country to generalise to another
and so act as a source of input into individual country’s priority-setting
processes; and, thirdly, the generation of globally applicable cost-
effectiveness results, which is done by producing global or regional cost-
effectiveness estimates that can then be applied to global priority-setting
for international public health resources within and between countries.
In this section we discuss the evolution of these different character-
istics.

New tools and new approaches: DALY -based CEA

In 1993 the WDR (World Bank 1993) presented a global priority-setting
exercise which led to recommendations about essential public health and
clinical services packages for low- and middle-income countries. The
WDR was sponsored by the World Bank and WHO, and was the follow-
up to previous analyses of health sector problems and priorities. The key
feature of the exercise was the presentation of a new methodology by
which to determine national priorities for resource allocation based on
the burden of disease and CEA results.!

The WDR applied the concept of disability-adjusted life-years
(DALYs), developed by Murray (1994), to measure the burden of var-
ious diseases. The WDR methodology was derived in part to improve
the transparency and comparability of CEA. A discussion of the DALY
is presented in Box 8.3. The WDR advocated a minimum (or ‘essential
health’) package of public health interventions and clinical services that
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Box 8.3 The DALY (disability-adjusted life-year).

DALYs are constructed from estimates of years of life lost due to prema-
ture mortality and of healthy life lost due to disability, weighted for severity
(Murray 1994). The establishment of priorities for low- and middle-income
countries is done by estimating the cost-effectiveness of interventions in
order to obtain a cost per DALY averted for each type of intervention.
Different health care interventions are ranked according to their cost per
DALY averted. Then an estimate of the global burden of the disease is
made in terms of DALY lost, and the potential health gains associated with
different interventions is calculated as a proportion of this global burden
of disease. These calculations then form the basis of determining priority
interventions.

There has been wide debate on the DALY approach (e.g. Barker and Green
1996; Barendregt ez al. 1996; Anand and Hanson 1997). Most substantially,
there was concern that the tables produced a general priority list for devel-
oping countries, without taking into account local factors. The background
work for the WDR included the CEA of 50 interventions on 25 major dis-
eases or disease clusters. No consistent approach seems to have been used
across the studies and they vary according to time, context and perspective
(Paalman ez al. 1998), such that CEA ratios were reported to vary by two- to
tenfold depending on local factors (Jamison and Mosely 1991). The costing
approach has also been questioned as the costs were considered to be similar
across all low- and middle-income countries. Finally, it is not clear whether
the league table presented average or marginal CEA ratios. This means it is
unclear what happens to these ratios as coverage increases, and more impor-
tantly it is unclear what basic public health infrastructure was assumed to be
in place (Mooney and Creese 1993).

should be financed by public resources. A ‘good buy’ is one that is both
cost-effective and addresses a large burden of disease. Table 8.1 presents
the essential package of public health interventions developed for the
WDR.

Ideally, such a priority-setting exercise would use the same methodol-
ogy for each setting but use country-specific data, allowing more relevant
country-specific priorities to be identified. The legacy of the WDR exer-
cise and its background studies (Jamison ez al. 1993) is the DALY, which
is used both as a tool to estimate the relative burden of different illness
and as an outcome measure in CEA analysis. This method of matching
the most cost-effective interventions to deal with those illnesses that con-
tribute the most burdens was then advocated as the means of selecting
priority areas for investment of resources.

There has been some use of these tools in national settings since 1993.
More than twenty country studies have been, or are currently being,
undertaken to quantify national health burdens in terms of DALYSs, and
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Table 8.1 Cost-effectiveness of the health interventions (and clusters of
interventions) included in the minimum package of health services in low-
and middle-income countries

Annual cost US$ (1990) Annual cost US$ (2000)

Taken from Table 4.7, Using 3.2 per cent
1993 WDR inflation rate
Country group and component Cost per Cost per Cost per Cost per
of package DALY capita DALY capita
Low INCOME
Public health
EPI Plus 12-17 0.5 17-24 0.7
School health program 20-25 0.3 27-34 0.4
Other public health programs 1.4 1.9
(including family planning,
health and nutrition information)
Tobacco and alcohol control 35-55 0.3 48-68 0.4
program
AIDS prevention program 3-5 1.7 4-7 2.3
Subtotal 14 4.2 5.8
Clinical services
Short-course chemotherapy for 3-5 0.6 4-7 0.8
tuberculosis
Management of the sick child 30-50 1.6 41-68 2.2
Prenatal and delivery care 30-50 3.8 41-68 5.2
Family planning 20-30 0.9 27-41 1.2
Treatment of STDs 1-3 0.2 1-4 0.3
Limited Care 200-300 0.7 274-480 1.0
Subtotal 7.8 10.7
Total 12.0 16.4
MIDDLE INCOME
Public health
EPI Plus 25-30 0.8 34-41 1.1
School health program 38-43 0.6 44-63 0.8
Other public health programs 3.1 4.2
(including family planning,
health and nutrition information)
Tobacco and alcohol control 45-55 0.3 62-75 0.4
program
AIDS prevention program 13-18 2.0 18-29 2.7
Subtotal 6.8 9.3
Clinical services
Short-course chemotherapy for 5-7 0.2 7-10 0.3

tuberculosis
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Table 8.1 (cont.)

Annual cost US$ (1990) Annual cost US$ (2000)

Taken from Table 4.7, Using 3.2 per cent
1993 WDR inflation rate

Country group and component Cost per Cost per Cost per Cost per
of package DALY capita DALY capita
Management of the sick child 50-100 1.1 68-137 1.5
Prenatal and delivery care 60-110 8.8 82-151 12.1
Family planning 100-150 2.2 137-205 3.0
Treatment of STDs 10-15 0.3 14-21 0.4
Limited Care 400-600 2.1 548-822 2.9
Subtotal 133 14.7 20.1
Total 21.5 29.4

Source: The US$ 1990 figures are taken from World Bank (1993), US$ 2000 figures are
taken from Kumaranayake (2000).

Note: Cost per DALY is rounded to the nearest dollar; cost per capita is rounded to the
nearest tenth of a dollar. These are the units in which the original numbers are presented.
EPI Plus = Expanded Programme on Immunisation.

to guide national priority-setting (Vos et al. forthcoming). Much of this
reflects the financial and technical assistance that agencies such as the
World Bank have given in promoting the adoption of basic packages of
cost-effective interventions (Barillas 1999).

The work of the WDR has also influenced the presentation of cost-
effectiveness results in both academic and donor settings. Many of the
recent publications dealing with CEA in low- and middle-income coun-
tries now attempt to present results in terms of DALY (e.g. Gilson ez al.
1997; Goodman et al. 1999; Soderlund ez al. 1999). In addition to the
World Bank, other donor organisations are also trying to integrate the use
of these CEA concepts in their planning processes: in many recent project
memoranda, which are part of the project approval process, the economic
and financial appraisal provides information on the cost per DALY saved
by the project. For example, a recently approved British project on the
prevention and care of HIV/AIDS in China estimated the cost per DALY
saved by the project to be between US $5-11 (DFID 1999b).

Generalised CEA

While it is desirable to have country-specific data in order to generate
meaningful CEA, the costs of overcoming current data limitations are
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substantial. Given the paucity of CEA data in the developing world, it is
extremely difficult and very expensive to acquire data for each country.
Accordingly, there have been attempts to generalise the results of spe-
cific studies to other settings. Following the reorganisation of the WHO
in 1998, a new programme — ‘Choosing Interventions: Costs, Effective-
ness, Quality and Ethics’ (EQC) — was established as part of the Global
Programme on Evidence for Health Policy. EQC aims to collaborate with
international organisations to provide international guidelines for CEA
intended to provide a more standardised evidence-base, and addressing
some of the concerns surrounding the WDR.

Murray er al. (2000) describe the development of WHQO’s international
guidelines. Emphasis is placed on promoting a more global approach to
CEA, which moves away from considering highly context-specific factors,
to a more generalisable CEA that provides information on the relative
costs and health benefits of different interventions ‘that are meant to con-
tribute through multiple channels to a more informed debate on resource
allocation priorities’ (Murray et al. 2000). They suggest that general per-
ceptions of cost-effectiveness (e.g. which interventions are cost-effective
or not) can have far-reaching influence on policy formulation. The fo-
cus of this work has now moved squarely into the realm of allocative
rather than technical efficiency, centring on resource allocation among
competing health sector interventions. Two key propositions underlie the
development of the guidelines:

1. CEA should be done based on average rather than marginal
approaches,? without assuming that there are any existing interven-
tions in place (and thus assumptions regarding the level of infrastruc-
ture). This would allow for greater transferability of the results.

2. The results of CEA should be presented in a single global league table,
with mutually exclusive interventions.> Interventions whose cost-
effectiveness ratios are dominated by other interventions (e.g. more
expensive and less effective) will not be listed in the league table.

Clearly, there are many context-specific factors that influence the re-
sults of CEA. A possible strategy for developing a global league table
would be to define a limited set of average health system and epidemio-
logical contexts, allowing comparisons to be more informative (Murray
et al. 2000). For example, low- and middle-income settings in different
regions could be used to characterise different contexts. The results of
such an exercise could then be used to derive algorithms that would se-
lect interventions subject to budget constraints and the main sources of
disease burden in a particular setting (Murray ez al. 1994). This work,
therefore, represents a refinement and extension of the methods used for
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the WDR. Again, the focus of these priority-setting choices is maximising
population health status measured by both the DALY and its variant the
DALE - disability-adjusted life expectancy (Murray and Lopez 1997).

There are a number of dangers with this approach. There has been
much previous discussion about whether population health status (as
measured by DALYs) and the burden of disease are appropriate for use
in priority-setting, particularly as the latter emphasises disease reduction
as the only goal of health services (Mooney and Wiseman 2000). How-
ever, there are further reasons for concern about this type of information
if used for global rather than just national policy. First, it assumes that
there are interventions that will be exclusively good or bad. In practice,
however, factors determining effectiveness vary from context to context.
In a study looking at the replication of peer education interventions for
HIV prevention, Kumaranayake ez al. (2000b) found that, even within the
same country, there was a 2- to 3-fold difference across different cities,
and that the cost-effectiveness varied substantially, reflecting differences
in project implementation, motivation of project staff, capacity of staff
to reach target populations and heterogeneity of target populations. In
reality, there may be very few interventions that are truly ‘dominant’ in
all settings. Secondly, the resource allocation modelling which is advo-
cated, while attempting to cost interventions from first principles, ignores
the broader health systems context in which interventions are operating.
The ability to shift resources is in itself not cost-less. Ignoring substan-
tial deviations in existing capacity and infrastructure may mean a sig-
nificant difference between the ‘theoretical’ CEA based on this global
approach and one achievable in any setting. Thirdly, emphasis on such a
global league table in order to choose how to allocate resources ignores
the very critical investments which must be made to the basic infras-
tructure of a health system, and which vary according to country and
location.

Global priority-setting

In addition to the focus on national priority-setting, there are now greater
efforts to prioritise international public health resources as well as rais-
ing additional funds for defined priority areas. Global priority-setting
has risen to prominence amidst calls for stronger global action and co-
operation to address health problems that go beyond the scope of na-
tional governments (UNDDP 1999). The globalisation of public health
risks includes threats of violence, fire-arms, drug-trafficking, communi-
cable diseases and environmental degradation (Berlinguer 1999). A cen-
tral feature of emerging and re-emerging epidemics such as HIV, malaria
and tuberculosis is their transnational nature (Henry and Farmer 1999).
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Critics have argued that part of the failure to deal with these epidemics
is that, unless there is an urgent local need, the long-term implications of
transnational diseases are rarely addressed (Horton 1995).

Concurrently, globalisation is also causing greater interdependence
among national health systems: ‘No one country can undertake effective
public health actions in isolation’ (Barillas 1999). There has also been a
higher profile for global institutions that are involved in public health, in-
cluding the World Bank, WHO and the proliferation of institutions with
greater global reach such as international health NGOs (Buse and Walt
this volume). The lack of progress regarding these global health threats
has led to calls for improved global governance and definition of global
public goods such as the control of infectious diseases (Turmen 1999).
The substantial global problem of malaria and HIV/AIDS has led to the
formation of international campaigns such as ‘Roll-Back Malaria’ and the
International Partnership Against AIDS in Africa (Nabarro and Tayler
1998; UNAIDS 1999). Both campaigns are attempting to mobilise re-
sources for their respective diseases and scale-up activity in order to meet
ambitious targets for improvement over the next 5-10 years. Against this
background, the role of global priority-setting is evident.

In contrast to the previous focus of CEA, where problems were framed
in terms of national boundaries, leading to ‘localised treatment and lo-
calised funding of treatment’ (Henry and Farmer 1999), there is now
growing discussion regarding the growing utilisation of CEA to determine
global priorities. Most notably, in 1996 the WHO’s Ad Hoc Committee
on Priorities for Health Research and Development used DALY-based
CEA as one of two criteria to assess the potential of future R & D efforts.*
Estimates of the cost per DALY were made for a variety of possible
interventions which research might discover, such as an HIV vaccine.
Interventions were considered to be excellent buys if the cost per DALY
averted by the implemented intervention was less than US $30 and a
good buy if less than US $150 (Ad Hoc Committee 1996).

CEAs are also being undertaken in a regional or transnational context,
primarily relying on modelling to develop their outcome or effective-
ness estimates. Goodman ez al. (1999) explored the cost-effectiveness of
alternative malaria prevention and treatment measures for sub-Saharan
Africa using existing data from settings within sub-Saharan Africa. There
have also been a number of studies focusing on different interventions
to prevent mother-to-child transmission of HIV, which have been pro-
duced for sub-Saharan Africa as a whole or a ‘typical’ country (Mansergh
er al. 1998; Marseille ez al. 1998; Marseille ez al. 1999). Much of this
work also attempts to generalise local data from one setting to a broader
context.
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The global approach to CEA: opportunities and
constraints

Given that the rise in prominence of CEA in priority-setting was also
synonymous with the DALY-based CEA methodology, there has been an
entangling of arguments regarding the methods of the DALY-based ap-
proach and the use of CEA in general. In this section we review the use of
CEA in priority-setting, considering the opportunities and constraints as-
sociated with it. While discussing the global approach to priority-setting
and the DALY-based CEA, we will not explore the technical debates
regarding the construction and assumptions of the DALY (e.g. life ex-
pectancies, discounting, and age-weighting), but rather focus on the pol-
icy and priority-setting dimensions.

CEA in health sector decision-making: back to its roots

The possible ways of using CEA in decision-making have been generally
described by Power and Eisenberg (1998) as:

1. Health systems policy: using CEA to look at the implementation and
delivery of activities within the health sector (e.g. who should deliver
and how?).

2. Public policy/priority-setting: using CEA to inform decision-makers
about different interventions that are selected for public financing
(and/or provision).

In health systems policy, CEA is used to consider how to achieve the
best gain for a given set of resources (or the technicals efficiency of in-
terventions). In the 1970s and early 1980s, the use of CEA in decision-
making focused to a large extent on these technical issues — looking at
alternative ways of achieving the same outcome. Together with evidence
on effectiveness, some of this work has been quite influential in changing
methods of delivery of interventions. For example, cost-effectiveness con-
siderations were quite influential in switching from the long-course to the
short-course chemotherapy treatment for tuberculosis, despite the fact
that the drug cost was substantially higher for the short course (Barnum
1986; Murray ez al. 1991).

Use of CEA to consider priority-setting became more prominent as
the level of resources allocated to the health sector started to stagnate or
decline in the early 1980s. During this period, substantial methodolo-
gical developments were made in common measures such as the QALY
in order to be able to compare and choose across different health sec-
tor alternatives (allocative efficiency). By the early 1990s, there was also



152 Lilani Kumaranayake and Damian Walker

substantial debate among economists about how to actually use the CEA
results to inform policy-making, i.e. does a cost-effectiveness ratio of
US $50 per life-year saved represent ‘value for money’? How can this
influence policy decisions?

Economists have been searching for systematic ways of identifying,
pooling and summing up evidence from different studies (Jefferson ez al.
1996). A central question remains, however, concerning how a decision-
maker actually chooses from a ranking of interventions based on CEA?
Do they choose a specific intervention or set of interventions with the
lowest CEA ratios? Clearly, how interventions are defined and described
is important, and must be viewed in terms of complementary interven-
tions that are also necessary for their success. However, in the absence
of formalised tables, implicit comparisons between studies are likely to
take place (Mason et al. 1993). The danger of league tables is that greater
prominence is given to the ranking of results than is justified by the het-
erogeneity of study methods. Is it useful to make pairwise comparisons
between interventions or do we really need to consider the entire package
or programme of interventions subject to a specific resource constraint
(Drummond ez al. 1993; Birch and Gafni 1994)? One outcome of this
debate was the call to improve the comparability and transparency of eco-
nomic evaluations, so that CEA ratios generated from different studies
were somewhat comparable in the methodology used to derive them.
It was also in this environment that the DALY-based CEA approach
was derived, emphasising a new way of choosing priorities by looking
at both the epidemiological burden as measured by the DALY and the
cost-effectiveness of particular interventions.

CEA 1n policy and priority-setting processes

Concerns have been expressed about the promotion of a mechanistic
use of CEAs in priority-setting, using the technical rankings to dominate
the decision-making process (whether as a consequence of matching to
the burden of disease, or simply by choosing priority interventions from
a league table according to some budget constraint).

First, CEA is a tool primarily concerned with efficiency, focusing on
specific health interventions rather than population-based interventions.
This means that it is not able to explicitly consider equity issues or fo-
cus on interventions that give priority to vulnerable groups or the poor
(Gilson 1998). Gwatkin and Guillot (1998) contend that: ‘the fact that
the most efficient interventions tend to specifically benefit the poor is
more a result of coincidence than of principle’. The focus on specific
health interventions means that CEA does not allow for broader and
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multi-sectoral action to secure health improvements (Gilson 1998). This
runs counter to the growing links between separate health and disease
challenges that are presented by the process of globalisation. The focus
on specific interventions also underplays the importance of health infras-
tructure including water and sanitation improvements. A simple rank-
ing of cost-effectiveness ignores the issues of existing infrastructure and
capacity, unless the health system can actually ‘offer any of the inter-
ventions on the list without interfering with the capacity to administer
others’ (Musgrove 2000). Murray er al. (1994) estimated that a model
which would also allow improvement and expansion of a health system
infrastructure would lead to a 40 per cent higher health gain for a so
called ‘typical’ sub-Saharan African country.

While there is clearly a role for CEA in considering the relative ex-
tent of resources and outcomes for different interventions, the DALY-
based CEA approach, where interventions are chosen on the basis of
the burden of disease as well as CEA, has provoked much ire. The fo-
cus on improving overall population health status within a DALY-based
CEA system has meant there is greater focus on mortality and morbid-
ity rather than on broader public health goals such as improvement of
equity. It is also important to understand that the establishment of pri-
orities is a political process. The DALY-based CEA approach has been
labelled ‘disease focused, efficiency driven, top-down and technocratic
in orientation’ (Tollman and Hsiao 1998) with a rather ‘naive view of the
policy-making process’ (Mills 1997b).

An application of CEA in actual policy-making processes is exempli-
fied by the Oregon experience of priority-setting. In 1994, the state of
Oregon introduced explicit rationing for its Medicaid population with a
list of 743 rank ordered medical conditions and treatments that would
be used to determine the benefit package Medicaid recipients would re-
ceive. Initially, the list of conditions was based on a CEA ranking; this
list was then revised through a process of community consultations. The
final list was very different from the initial CEA ranking. On one hand,
the evidence from Oregon suggests that CEA had a very limited impact
on priority-setting. However, from a broader perspective, we can see that
the process of using CEA brought the concepts of scarcity and choice to
the forefront of the debate. These are the basic blocks of economic the-
ory, and the experience from Oregon has shown that the framework for
analysis has been used to allocate resources, but the values, rather than
coming from economics, have come from the community and political
leadership.

So what is the role for CEA in policy-making processes? ‘Stripped of
its trappings, CEA is in essence a navigational aid, a decision tool that
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allows for clearer explication of sorting of economic and outcomes infor-
mation ... Help[ing] decision-makers understand the resources required
to achieve the outcomes that may result from alternative decisions and
actions’ (Power and Eisenberg 1998). Clearly, the use of CEA in policy-
making is not straightforward. It raises many ethical and political issues
about how CEA is used (Williams 1992). It is clear that CEA processes,
while providing a framework by which to consider alternatives, are not
value-free when related to priority-setting. The choice of alternatives is a
political process and naturally involves a range of stakeholders; techno-
cratic approaches are not value-free. Obviously, cost-effectiveness is only
one source of information needed for decision-making — factors such as
the quality of life in a community, improving equity and reducing poverty
can lead to very different choices, relative to interventions chosen solely
on the basis of efficiency.

Consideration of a global approach

Given this perspective on the use of CEA in decision-making, what are the
issues for a more global approach to CEA? In terms of the new methods,
the DALY-based CEA, along with other CEA methods, has ‘the potential
to make more explicit priority resource allocation choices for improving
health status’ (Tollman and Hsiao 1998). But there is a clear concern
that in the push for increased standardisation and comparability of CEA,
the global results have little relevance for local settings.

A key concern remains the ability to generalise or transfer results of
CEA between settings. There are a range of technical issues regarding the
way that the cost-effectiveness ratios are converted for comparability (e.g.
exchange/purchasing power, time units, average rather than marginal ap-
proaches), but we will focus on the broader issues of interpretation and
use of CEA across different settings.

First, it is very clear that CEA and the resulting ratios are very context-
specific, which limits the use of league-tables cross-nationally. Clearly,
first one needs data, but secondly one needs to consider how these data are
shaped by the context they come from. In particular, factors such as the
unit costs or prices of resources, prevalence, incidence and natural history
of many diseases, and practices used in one setting, may not be directly
relevant from more global scenarios to local national settings (Bryan and
Brown 1998). ‘Many cost-effective interventions achieve less than their
predicted effectiveness because of the limitations imposed by failures of
systems or the behaviour of people’ (Janovsky and Cassels 1996).

There is a tension between CEA that is general enough to be inter-
pretable in a range of settings, and CEA that takes into account the
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local context and so is useful for particular issues within that context.
Moreover, cultural, economic, political, environmental, behavioural and
infrastructural differences will also impact on the group of interventions
chosen (Paalman ez al. 1998). The results of any priority-setting exer-
cise are location- , time- and group-specific (Murray 1994). Attempts
at generalising CEA must also be very careful in interpreting applica-
tion to particular settings. Similarly, regional or global CEA must reflect
the uncertainty that is inherent in their structure; a sensible presentation
and use of results should present the results in terms of ‘realistic ranges
rather than simple point estimates’ (Goodman et al. 1999). The results
of generalised CEA and global/regional CEA should be taken as such,
and are valuable in thinking about relative resource allocation from an
international context. However, the translation of these results into na-
tional policy-making processes requires careful consideration of just how
transferable this information is likely to be for each setting.

Conclusions

After reviewing the experiences of priority-setting and CEA, it is clearly
important to have ‘global methods’ but ‘local applications’ of these meth-
ods. The experience from Oregon suggests that: ‘innovation is fundamen-
tally a local matter, one of adapting ambitious hopes to local constraints
and opportunities’ (Jacobs er al. 1999). It also suggests that the real con-
tribution of economic evaluation was in developing a consensus on the
need to set priorities in a more transparent fashion. We must also remem-
ber that CEA is fundamentally a tool by which to assist decision-making
rather than a solution to health problems. There has been discussion
that the tools are not mature enough to guide decision-making, hence
we must be aware of not expecting too much from the tool in the first
place. The experience with CEA suggests that what is important is learn-
ing about relative ranges, rather than aiming for precision, which both
the data and tool are not designed for. CEA seems to be appropriate for
policy development through providing information on particular ways of
delivering interventions at a group or disease cluster (e.g. technical effi-
ciency), but it is less precise about allocative efficiency across the sector.
We would argue, in particular, that CEA does not take the politics out
of policy-making, but rather it provides a framework to consider alterna-
tives. It is an element in the process of overall priority-setting, rather than
a mechanistic way to select alternatives. Thus, CEA serves as a guide
for decision-makers regarding relative resource requirement for different
interventions, and their possible impacts. It is from this perspective that
CEA can be generalised across settings and indeed have local meaning.
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The global approach to CEA, however, has meant that CEA has moved
from a means to consider technical efficiency issues to also considering
broader resource allocation issues. In this latter situation, CEA can no
longer be used mechanistically to produce results or rankings of inter-
ventions, but rather must take into account the wider political processes
that are part of the process of priority-setting. To attempt to divorce one
from the other will make CEA less, rather than more, relevant for both
global and local priority-setting.
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1 Although labelled CEA, strictly the methodology adopts a CUA approach, and
is thus capable of comparing outcomes across different health sector interven-
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2 Average cost is calculated by dividing total cost, including capital and recur-
rent resources, by the total output. Marginal cost is calculated by dividing the
cost of the additional (usually only recurrent) resources required to either ex-
pand an existing service or introduce a new one, by the total output associated
with this investment. Hence the estimation of marginal costs often excludes
existing capital outlays, which can result in underestimating the true cost of an
intervention.

3 It assumes that interventions are independent of each other.

4 The other criterion was the probability of successful development.
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9 Global rhetoric and individual realities:
linking violence against women and
reproductive health

Susannah H. Mayhew and Charlotte Watts

Introduction

Violence against women (VAW) and poor reproductive health! are two
issues that place a substantial burden worldwide on the health of women.
Both are global in many ways, cutting across national, socio-economic
and cultural boundaries. Both VAW and reproductive health have re-
ceived substantial attention in the increasingly globalised health and de-
velopment debates of the last decade. There are important connections
between the two issues — VAW has a range of reproductive health con-
sequences, and violence is frequently used to control women’s sexuality
and/or fertility. There have also been a number of similarities in the ad-
vocacy processes that resulted in the international recognition of both
issues (including the co-ordination between and networking of national
and international women’s groups). There are also many potential link-
ages in the delivery of interventions to address both issues (most impor-
tantly, the empowerment of women).

This chapter starts by presenting evidence on the global burden of
sexual and domestic violence against women, and its relationship to re-
productive health. We then chart the evolution of both issues within the
United Nations (UN) human rights, health and development agendas.
We illustrate how the diversification of actors, the end of the cold war,
and the strengthening of networks and linkages between different national
and regional women’s groups facilitated the development of a strong
global women’s advocacy movement that was able to influence the global
agenda. The opportunities and potential difficulties associated with trans-
lating the resulting global rhetoric into an operational reality at the na-
tional level are discussed. We compare the actors and processes involved
at the national and global level, and discuss how international donor agen-
das may influence for better or worse the content of national policy. We
conclude by highlighting the ongoing importance of the women’s move-
ment, and suggest that there may be a key role for some of the regional
alliances, which developed as part of the global advocacy initiatives, to
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play in contextualising and operationalising the gains made at a global
level.

The global burden of domestic and sexual violence
against women

The term ‘violence against women’ refers to many forms of harmful
behaviour directed at women and girls because of their sex. The UN
Declaration adopted by the UN General Assembly in 1993 officially de-
fines violence against women to be:

any act of gender-based violence that results in, or is likely to result in, physical,
sexual or mental harm or suffering to women, including threats of such acts,
coercion or arbitrary deprivation of liberty, whether occurring in public or in
private life. (Article 1, UN Declaration on the Elimination of Violence Against
Women)

This definition reflects the increasing consensus that VAW should be con-
sidered within a gender framework, because ultimately its origins stem
from women’s and girls’ subordinate status in society. Article 2 of the
UN Declaration further clarifies this definition by specifying that it in-
cludes acts of physical, sexual and psychological violence in the family
and the community, spousal battering, sexual abuse of female children,
dowry-related violence, rape (including marital rape), and traditional
practices harmful to women, such as female genital mutilation. It also
includes non-spousal violence, sexual harassment and intimidation at
work and in school, trafficking in women, forced prostitution, and vi-
olence perpetrated or condoned by the state, such as rape in war (Heise
et al. 1999).

There is a range of forms of VAW that are specific to particular cul-
tures or geographic regions. This includes dowry-related murders, hon-
our killings of females, the trafficking of women for sex, and female genital
cutting — a procedure prevalent in a number of sub-Saharan African coun-
tries, which involves the partial or total removal of the external female
genitalia (WHO/FRH 1997).

Although violence affects both males and females, there are important
differences between the forms of violence that women and men experi-
ence, and their consequences. Men most commonly experience violence
outside their homes either from men they do not know, from casual ac-
quaintances or during conflict. In contrast, women and girls are most
likely to experience violence from a family member or intimate partner.
For example, in Canada women are five to ten times more likely to suffer
abuse from family members as compared to men (Statistics Canada
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1998). The response of society to the different types of violence is also
very different: while street violence is considered a crime and state in-
tervention is seen as legitimate, many governments have been reluctant
to legislate or act against violence perpetrated by someone related to or
intimate with a woman. This is in part because domestic violence is often
considered as being a private matter, out of the realm of state intervention.

This chapter focuses mainly on sexual and domestic violence against
women, as these forms of violence are most prevalent. Domestic abuse
may take many forms, including physical violence, forced sex, psycholog-
ical harassment, and economically disempowering forms of abuse. Data
on the extent of domestic violence is limited, with different studies using
different samples and different working definitions of violence. Never-
theless, population-based studies conducted in fifty countries in both
developing and industrialised countries indicate that globally, between
20 and 50 per cent of women have been physically assaulted by an inti-
mate male partner at least once in their lives (WHO/FRH 1997; Heise
et al. 1999) (Table 9.1). This growing body of evidence illustrates how
partner violence occurs in all countries, and transcends socio-economic
and cultural boundaries.

Rape is also a common occurrence worldwide. It has been estimated
that one in five women worldwide has experienced rape in her lifetime
(WHO/FRH 1997; Heise et al. 1999). Data on sexual abuse, particularly
during childhood, are limited, but there is evidence to suggest that it is
common. Although rape is variously defined across cultures, the degree to
which young girls are vulnerable to abuse can be appreciated by assessing
the extent to which women report that their first sexual experience was
unwanted or forced (Table 9.2).

In war, the extent of rape can reach extremes, yet, until recently, it
was an under-reported aspect of military conflict. The wars in the former
Yugoslavia and Rwanda have focused attention on the use of rape as
a deliberate, systematic strategy to undermine community bonds and
weaken resistance to aggression. Estimates of the number of women raped
during the 1992-5 conflict in Bosnia-Herzegovina vary from 20,000 to
50,000, averaging 1.2 per cent of the total pre-war female population.
This is not a new occurrence; rape has also been used as a strategy of war
in many previous conflicts, including Korea in the Second World War,
the independence war in Bangladesh, and civil war such as in Liberia,
Uganda and Rwanda (Swiss and Giller 1993). Conflict often results in
refugees, which also places women and children in a situation rendering
them vulnerable to increased risk of violence (UNHCR 1995). This risk
is likely to persist after the conflict is over, fuelled by the presence of
firearms and other weapons. It has been suggested that there is also an
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Table 9.1 Selected studies on the global prevalence of physical violence
against women by an inrimate male partner

Country and
date of study Sample

Questions asked Evidence

Cambodia Nationally representative
1996 sample of 1,374 women
and 1,286 men aged
15-49
Canada National random sample
1993 of ever-married women
18 and above
(N =12,300)
Chile Representative sample of
1993 women, aged 22-55, from
Santiago, in a relationship
for more than two years
(N =1000)
Egypt Nationally representative
1995 sample of ever-married
women, aged 15-49
(N =17121)
Korea National stratified
1992 random sample
(N = 707)
Mexico Representative sample of
1997 ever married/partnered

women from
Metropolitan
Guadalajara
(N = 650)

Modified CTS 16% of women report
ever being physically
abused by a spouse;
8% report being
injured

29% of adult women
report ever being
physically assaulted
by an intimate
partner; 3% in past
12 months

Multiple questions
on specific acts

26% report at least one
episode of violence
by a partner, 11%
report at least one
episode of severe
violence and 15%
of women report at
least one episode of
less severe violence

Multiple questions
on specific acts

Gate (screening)
question — from
the time you were
married has any-
one ever beaten
you? CTS,
gate — any
experience of
battering in
previous years

34% of women report
being beaten by
their husband at
some point in
their marriage

CTS, gate — any 38% of wives report

experience of being physically

battering in abused by their

previous years spouse in the last
year.

Definitions and
questions not
stated

27% report at least one
episode ever of
physical violence by
a partner; 15%
report physical
violence within the
last year
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Country and Questions

date of study Sample asked Evidence

Nicaragua Representative CTS 52.2% report ever being
1996 sample of physically abused by a

ever-married partner at least once;
women, aged 1549, 27% report physical
from Nicaragua’s abuse in the last year
second largest city,

Ledn (N = 360)

South Africa Random sample of Multiple 26.8% ever physical
1999 women 18-49 questions on abuse and 10.9% in
Eastern Cape (N =403) specific acts last year (Eastern
Mpumalanga (N =428) Cape); 28.4% ever and
Northern (N =475) 11.9% last year

Province (Mpumalanga) 19.1%
ever and 4.5% last
year (N. Province)

Switzerland National sample of Modified CTS 12.6% report being
1997 women, aged 20-60, physically assaulted

in a relationship ever and 6.3% in
(N = 1500) past 12 months
Uganda Representative sample Questions on  57.9% report being
1997 of women aged 20-44 beating, beaten by a partner,
and their partners in slapping, or physically harmed
two districts, Masaka kicking or by a partner; 41% of
and Lira (N = 1660) physically men report beating
harming their partner

United Kingdom Random sample of Multiple 30% report ever being

1993 women in the London questions on physically assaulted by

United States of

Borough of Islington
(N =430)

National sample of

specific acts

Modified CTS

partner or ex-partner
in lifetime, 12% in the
past 12 months

22% reported physical

America women 18 years and for physical abuse over lifetime,
above (N = 8000) violence 1.3% in past 12 months
West Bank & National sample of Not defined 48% reported physical
Gaza Strip Palestinian women assault by an intimate
1998 (N = 2410) partner during the last
Self-administered 12 months
Zimbabwe Representative sample Multiple 32% report physical
1996 of women over questions on abuse by a family or

18 years in Midlands
province (N = 966)

specific acts

household member
since the age of 16

Source: Garcia-Moreno and Watts (2000).

Notes: CTS = conflict tactics scale.

A ‘gate question’ is an initial screening question — if the response is affirmative, the respon-
dent is asked more detailed questions.
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Table 9.2 Selected evidence on the global magnitude of coerced

sex against girls

Country Sample Evidence of coerced sex
New Zealand 458 women aged 7% of women reported first intercourse as
1997 20 to 22 forced; 25% of women sexually active
<13 report first intercourse was forced
Barbados National random Nearly one woman in three reported
1993 survey of 264 sexual abuse before age 20.
women
Canada Population survey 13% women, 13% men report child
1990 of 9,953 men and sexual abuse
women aged 15+
USA National probability 9% of first intercourse not voluntary;
1995 National sample of 10,847 6.9% of 2,042 women aged 15 to 24
Family Growth women aged 15-44 years, rated ‘wantedness’ of their
Survey first sexual intercourse at 1
(lowest) on 1-10 scale.
Namibia Nationally representative Ever forced to have sex: 3.6% M, 7.4%

Zaria, Nigeria

Kabale, Uganda

Freetown,
Sierra Leone

Central African
Republic

Kingston,
Jamaica

Switzerland

sample of 2040
(1020 males,
1020 females)
aged 18-25

Female patients seeking
treatment for STIs

200 boys and 200 girls
between 11-24
years of age
(average age 13.9)
randomly selected
from 40 schools.

Convenience sample of
144 adult women

1307 females nationally
representative
452 school-girls
aged 13-14.
Randomly selected
9t grade students

F; 1.2% M, 6.2% F with physical force.
First sexual encounter forced: M — NA,
F95.2%

16% of sample patients were children
under 2; 6% were children aged 6-15.

19% of girls report having been forced to
have sex

31% of respondents reported their first
sex was forced

22% reported ‘rape’ (not clearly defined)

13% experienced attempted rape and
4% completed rape; half before age 12

20% of girls and 3% of boys 13-17 had
experienced sexual assault involving
physical contact

Source: Garcia-Moreno and Watts (2000).
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increased risk of domestic violence and trafficking in women during or
following conflict (Palmer ez al. 1999).

Feminist discourse has also highlighted the particular aspects of sex-
related psychological violence against women and the sexual subjugation
of women. This subject has been taken up in much of the family planning
literature, which promotes contraception as a means for female empow-
erment (Hartmann 1987; Dixon-Mueller 1993; Tsui er al. 1997) and
includes extensive documentation on the negative impact of male dom-
ination on reproductive and contraceptive-use decision-making (see for
example: Richters 1992; Population Reports 1994; Correa 1997; Hollos
and Larsen 1997), and psychological, physical and sexual violence (Heise
et al. 1999; Garcia-Moreno and Watts 2000; IPPF-WHR 2000).

Domestic and sexual violence and women’s
reproductive health

The reproductive health consequences of domestic violence are numer-
ous (Heise er al. 1999). Physical and sexual abuse lie behind unwanted
pregnancies, HIV and other sexually transmitted infections (STIs), and
complications of pregnancy. A growing number of studies have docu-
mented the ways in which violence by intimate partners may substantially
limit the degree to which women can refuse sex, control when sexual in-
tercourse takes place, or use contraception or condoms. For example, in
Zimbabwe, 25 per cent of ever-married women reported that their part-
ner had forced them to have sex against their will (Watts ez al. 1998). The
prevalence of rape and coercive sex described above clearly illustrates the
extent to which violence may limit a girl’s or a woman’s control over their
own sexuality (Garcia-Moreno and Watts 2000). Forced sex may be an
important factor contributing to teenage pregnancy; for example, in a
study of teenage mothers attending an antenatal clinic in Cape Town,
South Africa (mean age: 16.3), 30 per cent reported that their first in-
tercourse was ‘forced’ and 11 per cent said they had been raped (Wood
et al. 1998). A history of sexual abuse in childhood can also lead to un-
wanted pregnancies by increasing sexual risk-taking in adolescence and
adulthood (Heise ez al. 1999).

Worldwide, as many as one woman in every four is physically or sex-
ually abused during pregnancy, usually by her partner. Violence before
or during pregnancy is associated with a range of obstetric risk factors.
Pregnant women who have experienced violence are more likely to delay
seeking prenatal care, or to gain insufficient weight. They are also more
likely to have a history of STI, unwanted or mistimed pregnancies, vaginal
and cervical infections, kidney infections and bleeding during pregnancy
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(Heise et al. 1999). Although the findings are inconclusive, several stud-
ies suggest that violence during pregnancy contributes significantly to
low birth-weight. On the Indian sub-continent, violence may be respon-
sible for a sizeable proportion of pregnancy-related deaths. In such cases,
deaths or suicides appeared to be motivated by dowry-related problems,
or the stigma of rape and/or pregnancy outside marriage (Heise ez al.
1999).

Sexual and physical violence also appears to increase women’s risk for
many common gynaecological disorders, including chronic pelvic pain,
irregular vaginal bleeding, vaginal discharge, painful menstruation, pelvic
inflammatory disease and sexual dysfunction. For example, a number of
studies have found that women suffering from chronic pelvic pain are
consistently more likely to have a history of childhood sexual abuse, sexual
assault and/or physical and sexual abuse by their partners (Heise et al.
1999).

Despite the clear direct and indirect links between the perpetration of
violence and adverse reproductive and sexual health outcomes, to date
attempts to link these two areas have largely only been made at a global
level. Limited effort has been made to bring them together at a local
service level. This can in part be understood through an analysis of the
evolution of the global debates on reproductive health and VAW and the
difficulties of translating these into national action.

The evolution of global debates

The recent recognition of violence against women and reproductive
health is the result of more than two decades of activism by individuals
and grassroots organisations that coalesced into a global movement for
social change in the early 1990s (Heise 1996). Table 9.3 details some of
the landmark achievements in the evolution of global debate on repro-
ductive health and VAW (and early opportunities where VAW was not
explicitly addressed).

Joachim (1999) describes how international women’s organisations
placed VAW on the UN agenda. She divides the process into three phases:
first, between 1975 and 1985 VAW was first introduced, during the three
World Conferences on Women organised within the UN Decade for
Women (1975-85). These conferences were organised to identify new
and pressing issues concerning women, and were attended by a large
number of UN member states (Joachim 1999). The meetings were ac-
companied by parallel fora for NGOs from around the world. Secondly,
from 1985 to 1990 the issue of violence was reflected within other UN
debates, including being placed on the agenda of the Commission
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Table 9.3 Landmark events in the evolution of global debate on reproductive
health and violence against women

Key global documents? Significance
1948 Universal Declaration Served as a basis for the later development of
of Human Rights international human rights conventions. No

explicit consideration of VAW. However, VAW
that is a threat to life, liberty or security,

or which could be interpreted as torture, or cruel,
inhuman or degrading violates the principle.

1975 Mexico City and First UN conferences seeking to identify new and
Copenhagen 1980 pressing issues concerning women. Due to influence
Conferences on Women of regional bloc politics, VAW not identified as a key

issue in resulting conference statements.

1976 Tribunal on Crimes Alternative forum to Mexico Conference, held by
Against Women women’s movement to provide a forum for women to
discuss issues free from governmental interference.

1979 Convention of the Most extensive international instrument dealing with
Elimination of All Forms of the rights of women. VAW not explicitly addressed,
Discrimination Against except in relation to trafficking and prostitution,
Women although anti-discrimination clauses could

potentially be used to protect women from violence.

1984 Mexico Conference on The US Reagan administration pursued a hard right-
Population and Development  wing line on population resulting in a realignment
of feminist groupings with population planners to
safeguard women’s right to birth-control.

1985 Nairobi Conference on  Violence against women in all its manifestations
Women included in the Forward-Looking Strategies,
the final conference document, as a priority
issue for the coming decade.

1992 Recommendation 19, The Committee on the Elimination of Discrimination
11" Session of CEDAW Against Women (CEDAW) that monitors the
Convention of the Elimination of All Forms of
Discrimination Against Women, formally included
gender-based violence under gender-based
discrimination.

1993 UN General Assembly First international human rights instrument to

Declaration on the deal exclusively with violence against women.
Elimination of Violence Affirms that violence against women both violates
Against Women and impairs or nullifies the enjoyment by women

of their human rights and fundamental freedoms.

1993 UN World Conference Adoption of Vienna Declaration and Programme of
on Human Rights, Vienna Action. States that gender violence and all forms of
sexual harassment and exploitation are
incompatible with the dignity and worth of the
human person, and calls for its elimination.
(cont.)
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Table 9.3 (cont.)

Key global documents?

Significance

1994 The International
Conference on Population
and Development, Cairo

Adopted a Programme of Action which emphasises the

advancement of gender equality, the empowerment
of women and the elimination of all forms of
violence against women as cornerstones of
population and development-related programmes.
Governments called upon to take range of
preventive and responsive actions.

March 1994 the Commission Radhika Coomaraswamy, a Sri Lankan lawyer and activist,

on Human Rights appointed
the first Special Rapporteur
on Violence Against Women

1995 World Summit for
Social Development,
Copenhagen

1995 Fourth World
Conference on Women,
Beijing

1996 49™ World Health
Assembly

1996 Second United Nations
Conference on Human
Settlements, Istanbul

was appointed Special Rapporteur. She has the
authority to receive and request information from
governments, organisations and individuals on violence
against women which is gender-specific, and can initiate
investigations. The mandate was originally for three
years, and was renewed for another three years in 1997.

Programme of Action strongly condemns violence against

women, and repeats the concerns expressed in the
Cairo Programme of Action.

Declaration and Platform of Action reaffirmed the

importance of improving the status of women to
secure their reproductive health. Reproductive
health is recognised as a human right and its
provision a state obligation. Entire section devoted
to violence against women, and recognises that the
elimination of VAW is essential to equality,
development and peace.

Adopted resolution WHA49.25 declaring violence a

public health priority.

Istanbul agenda deals with gender-based violence within

the context of shelter and the urban environment.
Governments committed themselves to provide shelter
and basic education and health support for women
and children who are survivors of family violence.

1997 Commission on Human Condemned all acts of violence against women and

Rights

emphasised that governments have the duty to
refrain from engaging in violence against women,
and to prevent, investigate and punish acts of
violence against women.

Source: Developed from WHO/FRH (1997), Joachim (1999).

“Treaties are legally binding to those states which have ratified or acceded to them, and
their implementation is observed by monitoring bodies, such as the Committee on the
Elimination of Discrimination Against Women (CEDAW). Declarations reflect the progres-
sive standard of international law. Documents adopted by World Conferences (Conference
Statements) reflect an international consensus (WHO/FRH 1997).
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on the Status of Women. Thirdly, in the early 1990s the importance
of violence against women became further legitimised. In 1993, the Dec-
laration on the Elimination of Violence Against Women was adopted
by the UN General Assembly. This was the first international human
rights instrument to deal exclusively with violence against women. Later
that same year, co-ordinated action by feminist human rights advocates
forced domestic and sexual violence on to the international agenda at
the World Conference on Human Rights in Vienna. In March 1994,
the Commission on Human Rights appointed a Special Rapporteur on
Violence Against Women. In 1995, the Beijing Declaration and Platform
of Action explicitly recognised the importance of the elimination of vio-
lence against women to equality, development and peace, and outlined
actions and recommendations for governmental, non-governmental and
multilateral organisations.

The evolution of policies on reproductive health and the eventual in-
clusion of VAW occurred over a similar timeframe. The broadening of
the reproductive health concept grew out of the NGO-initiated family
planning movement as part of female emancipation in the 1950s. Over
the next thirty years, issues of access to birth-control were linked to wider
economic and development issues. During the 1970s, initiatives such as
the Comision Internamericana de Mujeres (InterAmerican Commission
of Women) and the UN Commission on the Status of Women helped put
women’s development issues, such as economic independence and mater-
nal health needs, on the international agenda (Pettman 1997; Higer 1999;
Prugl and Meyer 1999). During the 1980s, women’s groups worked to
promote broader aspects of maternal health, but economic stringencies
of the time resulted in a narrow, more clinical focus on family planning,
antenatal care and services (‘safe motherhood’). By the late 1980s and
1990s, advocates feared that these more clinical definitions of ‘popula-
tion’, ‘birth-control’ and ‘maternal health’ divorced reproductive health
from its wider context, including individual life styles, gender relations
and economic status. The 1994 International Conference on Population
and Development (ICPD) in Cairo represented an unprecedented crys-
talisation of reproductive health by a diverse field of delegates, includ-
ing over 150 NGOs. The terms ‘comprehensive reproductive health’ and
‘total reproductive well-being’ gained currency and the Platform of
Action explicitly recognised the importance of social and economic
empowerment of women to reproductive rights (United Nations 1994a).
The Platform of Action specifically supported the incorporation of VAW
as a health issue, and emphasised the advancement of gender equality,
and the elimination of all forms of VAW as cornerstones of population and
development-related programmes (United Nations 1994a, Principle 4).
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Governments were called upon to take full measures to eliminate all forms
of exploitation, abuse, harassment and violence against women, adoles-
cents and children.

In the wake of Cairo increased funds were pledged to promote repro-
ductive health activities at national levels. While initiatives addressing
VAW were called for, donor demands perpetuated a primary focus on
clinical services (especially family planning and management of sexually
transmitted diseases) (Lush ez al. 1999; UNFPA 1999; Mayhew et al.
2000). Most recently, in 1995, declarations from the Fourth World Con-
ference on Women in Beijing placed women’s sexual and reproductive
well-being in the context of basic human rights, “The human rights of
women include their right to have control over and decide freely and re-
sponsibly on matters related to ... sexual and reproductive health’ and,
more significantly, that ‘it is the duty of states, regardless of their political,
economic and cultural systems, to promote and protect all human rights
and fundamental freedoms’ (United Nations 1995).

The growth of a global social movement

The advancements described above demonstrate the increasing ability of
the coalition of women’s health organisations, NGOs and civil rights or-
ganisations to shape global policy. Yet, as Heise (1996) states, ‘violence
against women has emerged as a global issue despite the official indiffer-
ence of world leaders, not through international leadership’.

During the 1970s and 1980s, women’s groups became increasingly in-
volved in international conferences and multilateral agencies (Lane 1994;
Krut 1997; Sandberg 1998; Prugl and Meyer 1999). Both the VAW and
reproductive health movements were able to draw upon widespread grass-
roots support. The VAW movement had the support of national initiatives
to address VAW in both industrial and developing countries. Many of
these organisations were initially founded by a small group of concerned
individuals to help women in danger, with a focus on providing services
to women experiencing violence (such as counselling, legal support, shel-
ters). Often however, the high levels of demand for services highlighted
the failure of social services, the police, courts and health services to re-
spond to women’s needs. This led to national-level organisations pushing
for systematic reform. For example, during the late 1990s in Malaysia
the Joint Action Group Against Violence Against Women sponsored a
five-year campaign, consisting of workshops, media campaigns, demon-
strations, lobbying, petitions and community organisation. In Mexico
in 1988, Red Nacional contra la Violencia hacia la Mujer held a National
Forum on Sex Crimes, which presented 88 papers and testimonials about
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rape and domestic violence to the Mexican House of Deputies (Shrader-
Cox 1992, cited in Heise 1996).

Similarly, the reproductive health movement could draw upon the early
feminist campaigners for contraceptive rights (Ravindran 1995; PANOS
1994; Hartmann 1995; Hardon and Hayes 1997; Petchesky and Judd
1998), and a number of grassroots women’s health organisations that
had proliferated during the 1970s and 1980s. In particular, organisations
such as the Prevention of Maternal Mortality Network and International
Women’s Health Coalition (IWHC) played a critical role in building con-
sensus on women’s reproductive health and rights (Pettman 1997; Higer
1999; Prugl and Meyer 1999).

The development of regional linkages and global consensus increased
during the UN Decade for Women, when, for the first time, donor funds
became available to support women-focused NGOs. This funding helped
to support meetings and exchange programmes that allowed women from
different countries to share strategies and build co-ordinated campaigns
for reform (Heise 1996; Prugl and Meyer 1999). Building on interactions
at the Mexico City and Copenhagen Conferences, national, regional and
global networks began to emerge (Joachim 1999). Advocates working on
VAW and reproductive health began to develop a shared understanding
of women’s health concerns, including sexual health and, increasingly,
gender violence. They saw the need to make local and regional voices
heard at the international level. At the NGO forum in Nairobi, for exam-
ple, VAW was identified as one of several priority issues in the consensus
document. Importantly, advancements in communications technology
facilitated scattered groups around the world to communicate and or-
ganise to influence global debates.

Despite this grassroots support, the influence of the NGOS only de-
veloped over time, as they learned more about the UN system and its
methods of operation. At the early UN conferences, a lack of both pro-
cedural and substantive experience limited the effectiveness of women’s
organisations. Few knew how the agenda-setting process worked, how
they could gain access to governments, how to present information or
how to lobby (Bunch and Reilly 1994; Prugl and Meyer 1999). How-
ever, through the early conferences, international women’s organisations
were able to gain more knowledge about the UN and, in particular, the
importance of extensive pre-conference preparation and consensus build-
ing. This was critical to the success of NGOs and women’s groups in
presenting a united and efficient front on women’s sexual and repro-
ductive well-being at the ICPD 1994. Women’s organisations, spear-
headed by the IWHC, arranged three pre-conference ‘prepcons’, notably
the ‘Reproductive Health and Justice Conference’ at Rio de Janeiro in
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1993. This meeting was attended by 218 women who drew up detailed
pre-conference material culminating in the Rio Statement, and consoli-
dated networks of sympathetic groupings working in women’s health and
rights (Higer 1999). Activists for women’s rights and sexual and repro-
ductive health also built on the experiences of women’s advocacy in other
sectors, particularly economic and environmental (Meyer 1999). Of par-
ticular importance was the development of the Women’s Caucus, intro-
duced at the 1992 UN Conference on Environment and Development,
and retained at subsequent UN conferences, including Cairo and Beijing.
This group was critical in co-ordinating the lobbying efforts of women’s
NGOs and acting as a channel for information between activities and
intergovernmental conference delegates (Prugl and Meyer 1999).

The success of VAW activism can also be attributed to the strategic
decision by activists to employ linkage politics, that is, they sought to
gain credibility and funding for the issue of VAW by demonstrating how it
relates to issues already high on the international agenda, such as peace,
human rights, health and socio-economic development (Heise 1996).
In Nairobi, for example, gender violence was framed as an obstacle to
peace. This helped place the issue on the agenda of the Commission on
the Status of Women (CSW). The commission was important, as it was
a subsidiary to the UN Economic and Social Council (ECOSOC) and
could thus provide access and make recommendations to this UN body
on urgent issues of women’s rights. In addition, supporters from within
individual CSW member states were able to give outspoken support to
VAW activism, and to introduce resolutions on behalf of international
women’s organisations (Joachim 1999).

One of the most successful of these efforts has been the campaign to
frame gender violence as an abuse of human rights. Despite the existence
of many international instruments that guarantee an individual’s right to
life, bodily integrity and security of person, the mainstream human rights
discourse had failed to recognise rape or domestic violence by private in-
dividuals as an abuse of women’s human rights. This was reinforced in
the insistence on maintaining a distinction between abuses in the pub-
lic and private sphere — with traditional human rights theory focusing
primarily on violations perpetrated by the state against individuals, such
as torture, wrongful imprisonment and arbitrary execution. This pub-
lic/private distinction is especially prejudicial when it comes to women;
for a woman, rape and assault are brutal violations, and it makes little
difference whether her assailant is an agent of the state, a stranger or a
friend (Heise 1996).

In the late 1980s, women came together to protest the failure of the
human rights community to address gender-based forms of persecution.
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More than 1,000 women’s groups joined the Campaign for Women’s
Human Rights, an international effort to get the UN to integrate gender
into its human rights machinery. The campaign included major initia-
tives to get human rights law to include rape and domestic violence as
violations of human rights, regardless of who is the perpetrator. At the
1993 Second World Conference on Human Rights in Vienna, women
presented delegates with almost 500,000 signatures from 128 countries.
They held an international tribunal, moderated by an esteemed panel
of judges, where women presented well-documented cases of gender-
based abuse. This highly organised lobby achieved virtually all of its
demands.

A more recent area of activism is to link abuse to health and develop-
ment concerns, such as unwanted pregnancy, AIDS and sexually trans-
mitted disease. In the late 1980s, a small group of activists worked to
frame gender violence as a public health and international development
concern. This move to link VAW with public health helps to emphasise the
role of prevention, and provides opportunities to work with health and
family planning services — institutions that have ongoing contact with
women.

Lastly, it is important to recognise that the actions outlined above were
taken at a time when changes in the global political economy provided an
opportunity for international organisations to work within and influence
the UN. In the 1970s and early 1980s, early moves to introduce gender
violence to international agendas from the Mexico City and Copenhagen
conferences were limited by cold war politics. At these meetings, the
three competing blocs dominated the conference with their differing pri-
orities (equality was pushed by the West, increased resources and access
to development programmes by the South, and equality and the greater
participation by women in the promotion of peace and disarmament by
the East). In addition, the tensions between these blocs resulted in highly
politicised meetings in which ongoing East—West and North—South ten-
sions were played out in both the UN and governmental fora, and support
for resolutions largely reflected bloc politics. In contrast, the third con-
ference in Nairobi was much less politicised, and resulted in the inclusion
of gender violence in the ‘Forward Looking Strategies’.

Likewise, the political climate strongly influenced global debates on
reproductive health. At the 1984 World Population Conference in Mexico
City, the US government pursued a hard right-wing line on population.
This forced feminist groupings to align with population planners, and
to focus their activities on safeguarding women’s right to birth-control
(Higer 1999). In contrast, at the Cairo Conference in 1994 the Clinton
administration provided a relatively favourable climate within which to
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advance demands for a broader approach to reproductive health, and
for a global recognition that VAW is an issue of substantial concern for
women’s health and well-being.

From global rhetoric to national action

The international debate, and increasing participation of non-state ac-
tors, has succeeded in gaining a global consensus on the importance of
women’s health to development. The framing of both reproductive health
and VAW within a human rights context, underwritten by the weight of
international law, has also been an important means of legitimising what
are traditionally sensitive and marginalised issues. This action has also
helped to shift responsibility for women’s well-being from civil society to
the state, and mobilised funding to address this issue at the national level.

The next challenge is to translate the global rhetoric into meaningful
national action. A key question is how, given the implicit links, can repro-
ductive health services explicitly tackle problems of domestic and sexual
violence at national and sub-national levels. In some respects the oppor-
tunities to do this are substantial. Most women use reproductive health
services at some point in their lives (especially for antenatal care and
family planning). Reproductive health programmes, particularly family
planning, have a long history of dealing with sensitive issues around sex-
uality, contraception and sex-negotiation, which could be used to good
effect to identify and support women experiencing violence. Under their
expanded human rights mandate, reproductive health services offer a
valuable opportunity to identify and reach women experiencing abuse,
with the potential for counselling and referral to specialist services. In
addition, both reproductive health services and services for women ex-
periencing violence require a long-term response to the male-dominated
gender relations that govern sexual decision-making, gender violence and
female rights and autonomy.

Furthermore, it is likely that the clients of reproductive health services
would support such initiatives. In South Africa, 88 per cent of women
attending a community clinic in Cape Town said they would welcome
routine screening for violence (Kim 1999). A study in the United States
found that both abused and non-abused women favoured screening,
by their health providers, of women patients for experience of violence
(McNutt er al. 1999). Women emphasised the importance of having
providers who were well informed and understanding of domestic vi-
olence, willing to listen, and to provide information on the community
resources available (Gielen et al. 1994). Two important protective sup-
port strategies for women experiencing violence during pregnancy, in
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Table 9.4 Operational linkage: reproductive health worker responses
to violence

Reproductive health workers can respond positively to women reporting violence by:

® Being informed about the types and extent of violence, and its underlying causes

® Displaying posters/leaflets on violence

Supporting women emotionally by validating her experiences, being non-judgemental
and willing to listen

Providing appropriate clinical care (e.g. pregnancy/STI/HIV tests and treatment)
Documenting the medical consequences of violence

Maintaining confidentiality

Referring women to community resources where they exist (e.g. women’s groups, NGOs)
Potentially screening for abuse during reproductive health consultations (highly sensitive)

Source: Heise et al. 1999.

a study in the United States, were having a confidante (friend, sister)
and community support networks. While community networks in many
developing countries are very limited, reproductive health workers could
play an important role in providing emotional support to women, and
condemning the violence they have experienced. Table 9.4 indicates some
of the potential actions that reproductive health providers could take
to respond to women using their services who disclose experiencing
violence.

There are a number of ongoing initiatives to integrate VAW into re-
productive health services. In Europe and North America, for example,
guidelines for different health providers have been developed by the
professional health organisations. In low- and middle-income countries,
initiatives have been supported by international bodies, such as the
International Planned Parenthood Federation (IPPF). This includes the
development of screening tools for VAW by IPPF, and ongoing pilot ini-
tiatives in the Dominican Republic, Peru, Venezuela, Jamaica and Brazil
to improve the capacity of sexual and reproductive health services to offer
services to victims of gender-based violence.

Although these are important initiatives, it is important to recognise the
difficulties that may be associated with attempts to translate global pledges
into national action. The changing arena in which policy is being formed
affects who is involved in the policy development, the process of policy
formulation, the context in which the policy is being implemented, and
the potential policy content (see Walt and Gilson 1994). For illustrative
purposes Table 9.5 contrasts the actors, processes, context and content
of the global initiatives with a potential situation that may arise at the
national level.
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Table 9.5 Conrrasting situations at global and national levels of action for
women’s health and rights

Global National

Actors  Women’s organisations (e.g. IWHC) Ministries of health
Human rights organisations National planned parenthood

associations

UN agencies Health donors
Donor agencies International NGOs
International NGOs

Processes Growing international women’s Limited ownership over concept

movement Lack of recognition and/or information

Sustained advocacy on violence against women
Global networks Dominance of health donor

programme structures and logistics

Context Ease of communications / travel Commitments made at International
Increasing knowledge transfer meetings but reluctance to address
Changing political climate private/individual rights
Increased availability of funding for Sensitivity of topics

international/national levels Vertical structures of

health service delivery

Groups addressing violence against
women often working outside
government structures

Resource and capacity constraints

Competing priorities

Increasing burden of HIV

Content Holistic view of women’s health Expanded reproductive health
and rights services
Intervention experience potentially Separation of strategies to address

drawing largely upon Western models  violence against women and those
to address reproductive health

This highlights how the actors at a global level who helped to consol-
idate the reaffirmation of individual needs and rights within the global
rhetoric on reproductive health and VAW are no longer the major players
at a national level. Similarly, the contexts in which policy is being formu-
lated differ markedly between the international and national level — with,
for example, national-level initiatives having to be delivered within the
vertical structures of health service delivery, and with the NGOs most
experienced at responding to cases of violence potentially having limited
influence on the forms of intervention implemented.

Lessons can be learned about the difficulties of integrating differ-
ent services from the experiences of reproductive health over the last
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decade. The dichotomy between the interests and agendas of different
players often results in confusion over how reproductive health should
be nationally defined; this is manifest in the large number of reproduc-
tive health-related policies in sub-Saharan African countries which do
not provide clear guidelines on how integrated reproductive health ser-
vices should be implemented (Lush ez al. 1999; Mayhew ez al. 2000).
VAW is usually addressed at national level within the context of judicial
and legal frameworks. National reproductive health policies rarely recog-
nise VAW as a concern within health strategies. The lack of national
operational guidelines allows donors and governments to continue with
their existing priority programmes and programme structures focusing on
measurable, clinical policies (Lush er al. 1999; Mayhew 2000; Mayhew
er al. 2000).

In practice, in developing countries the forms of initiative adopted, and
the extent to which a more holistic approach to violence can be achieved,
are greatly influenced by the existing patterns of health service provision,
and the priorities of their main international donors. Reproductive health
is a leading donor priority and funds are available for a variety of activi-
ties within the reproductive health framework. However, the financial and
material support from donors tend to focus on specific, classical compo-
nents (family planning, safe motherhood, STI/HIV management) (Lush
et al. 1999; Mayhew et al. 2000). This has resulted in policy-making for
reproductive health often being disparate and uncoordinated, with poli-
cies frequently emerging as lists of ideal services in tune with the broad
global agenda, but unrealistic given in-country needs, capacities and re-
sources (Rakodi 1996; Lush et al. 1999; Mayhew 1999; Mayhew and
Lush 1999).

Donor support also tends to perpetuate existing selective structures
of service delivery, by attempting to add on other activities such as STI
management (and thus potentially adding violence-related services) to
existing family planning and antenatal care, rather than creating the
more holistic approach advocated at Cairo and Beijing (Lush ez al. 1999;
Mayhew et al. 2000). This is perhaps a result of the relative power bal-
ance at national level, where donors hold considerably more financial and
material sway than do the NGOs who pushed for the all-encompassing in-
ternational agreements. In addition, international donors (bi- and multi-
lateral) have a range of accountability and transparency requirements
which favour more vertical, selective structures for service delivery (Lush
et al. 1999); donors are therefore often reluctant to address the broader,
less measurable components of Cairo which address women’s wider well-
being concerns such as living with violence. Such factors tend to result in
an over-emphasis of particular activities (Table 9.6), limiting the extent
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Table 9.6 Narional activity foci for reproductive health and violence
against women

Common components of reproductive Common components of violence against
health service provision women intervention initiatives

Family planning Counselling for women experiencing violence
STI screening and treatment Provision of legal advice, support to women
Antenatal care experiencing violence

Safe delivery Referral to other support agencies
Emergency obstetric care Provision of places of safety for women fleeing
Postnatal care violence (including shelters)

Treatment for gynaecological Public education on the unacceptability of
complications (Safe abortion violence/to challenge gender expectations
services) and norms/to inform women of their rights

Advocacy with government to reform specific
laws, mobilise increased resources

Training to public sector organisations
coming into contact with women
experiencing violence

to which linkage between the two sectors can be made, and polarising the
issues from the overriding goal of total reproductive health in the human
rights based context of life-experiences, which include violence.

In addition, a key aspect of an integrated response requires that re-
productive health and violence groups work together, in partnership
with other agencies that may be able to provide support. However, de-
spite the commitments that governments have undertaken to respond to
women experiencing abuse, in most cases they do not have explicit pro-
grammes responsible for responding to violence against women. Instead,
most current action on violence is conducted by small indigenous NGOs
(WiLDAF 1995; Njovana and Watts 1996), in a vertical manner, separate
to public-sector activities (Table 9.6). While many such organisations are
seeking to expand their activities, and to work with a range of public sec-
tor organisations (such as health, education, justice and law), inevitably,
working with the diverse range of organisations and structures creates
many difficulties. Each has its own priorities, institutional cultures and
practices, and integrating VAW into their work requires good linkages and
in-depth knowledge about the organisation’s structure and practices. In
addition, many of these agencies are male dominated, and working with
them to address gender issues can be slow and frustrating (Stewart 1992).
This may inherently limit the extent to which a large-scale initiative can
be developed and supported within any one sector.

Such difficulties to date associated with ‘integrating’ reproductive
health service components should sound a note of caution to initiatives
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seeking to rapidly ‘add on’ violence issues to reproductive health services.
Particularly, since the handling of violence requires a highly sensitive and
specialised approach, a rush to respond to women experiencing violence,
or to screen for cases of abuse within the health sector, could have serious
implications for the safety of women experiencing violence. Instead, it is
likely that a more considered, sustainable and context-specific approach
can be developed if the pros and cons of different potential forms of in-
tervention are carefully assessed. This must draw upon the experience
and expertise of both reproductive health workers and violence activists.
In particular, some of the regional alliances that helped propel the is-
sue on to the global agenda may have a key role in the development of
appropriate local, national and regional initiatives.

Conclusion

Improvements in access to communications technology and a changing
global political climate have increased the numbers of, and enhanced the
quality of participation by, civil society groups and NGOs advocating for
women’s health and rights. Through these changes, a policy ‘space’ has
opened up that has allowed the groups to network, communicate and
link more effectively, to share information and to become more active
in multinational agencies and global governance structures. These fea-
tures of globalisation aided the development of a global social movement,
around VAW and reproductive health, enabling these issues to be placed
higher on the global policy agenda. The achievements made at the global
level, in turn, have helped put VAW and reproductive health on to na-
tional policy agendas and resulted in increased funds and resources for
national activities.

The process of bringing together a global coalition of groups working
on women’s health and rights, and enabling them to effectively com-
municate and network, has helped to forge links transnationally among
different groups working to address VAW and reproductive health. For
the needs of individual women to be met, however, future research and
analysis need to focus on the opportunities to develop pragmatic links
between services for reproductive health and VAW at the national pol-
icy and local service levels. Putting global rhetoric into action will involve
different policy groupings, contexts and processes. Experience from
initiatives to integrate other areas into reproductive health, however,
suggests that in reality this can result in a narrow, activity-specific focus.

In the reality of women’s lives, the areas of violence and reproduc-
tive health interface. The moves to integrate a variety of reproductive
health services create opportunities to develop services that are able to
address both reproductive health and violence issues. However, the forms
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of intervention developed must consider the country-specific contexts
in which initiatives are being implemented, and recognise the potential
dangers as well as benefits associated with intervening in situations of
violence. For this reason, any initiatives must draw upon the experience
of national and sub-national women’s organisations in providing services
to women who have experienced violence. In addition, the regional and
global networks and alliances that have facilitated high-level recognition
and commitment could potentially play a more central role in contextu-
alising and operationalising policies that tackle the worldwide challenges
of VAW and reproductive health.

NOTE

We are grateful for extensive input from Cathy Zimmerman. We would also like

to thank the editors for their comments.

1 Reproductive health is defined as ‘complete physical, mental and social well-
being in all matters related to the reproductive system’ United Nations (1994b).
Reproductive care essentially includes ‘family planning, pre- post-natal and
delivery care, prevention and treatment of sexually transmitted diseases and
reproductive tract infections and safe abortion services’.



10  The globalisation of DOTS: tuberculosis
as a global emergency

John Porter, Kelley Lee and Fessica Ogden

The tubercle bacillus is an index by inversion of the real
progress of the human race. By it the claim of civilisation
to dominate human life may fairly be judged.
J. B. Huber (1907)

Introduction

In 1993, one hundred and eleven years after the causative organism for
tuberculosis (TB) was identified, and half a century after the introduc-
tion of clinically effective therapy, the World Health Organisation (WHO)
declared the disease a global emergency (WHO 1994). This recognition
that the public health community had effectively failed to control such
a long-understood and treatable infection is unprecedented. The global
strategy in response to the current emergency has centred on the devel-
opment and implementation of directly observed therapy, short course
(DOTYS). In a few short years, DOTS has become the dominant strategy
in the widely supported, global campaign against the disease, and has
proven effective in treating many individual cases around the world.

While the battle against TB is one spanning many centuries, there are
notable features of the current crisis that closely link it to the impacts
of globalisation on health. Indeed, TB control is a useful case study for
understanding how health policy is being shaped by globalisation and,
in turn, how globalisation in its current form is being reinforced by such
health policies. Globalisation in the late twentieth and early twenty-first
centuries is a process changing human societies in complex ways, ‘as
capital, traded goods, persons, concepts, images, ideas, and values diffuse
across state boundaries’ (Hurrell and Woods 1995). The links between
globalisation and TB are threefold.

First, the chapter begins by locating tuberculosis in its historical con-
text, and the well-documented link between tuberculosis and poverty.
The resurgence of TB in the late twentieth century has taken place within
the context of contemporary forms of globalisation that are widening the
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gap between haves and have nots. Inequities being created within and
across countries are providing fertile ground for the tubercle bacillus to
thrive, creating distinct challenges for TB control programmes.

Secondly, it is within this global context that the strategy of DOTS
has been introduced and promoted worldwide. The DOTS strategy can
be seen as an extension of the biomedical approach that has dominated
disease-control programmes for many decades. This medical paradigm
has become globalised as the ‘gold standard’ for all countries to follow.
Thirdly, the promotion of DOTS raises issues concerning how we can
define ‘global’. While taken up by over one hundred Member States of
WHO, this chapter asks to what extent can the strategy be considered
truly global? Criteria are explored that could be used to define a ‘global
control strategy’, and applied to assessing how the process of developing
and implementing DOTS has been carried out. The chapter concludes
that a truly global strategy for TB may need to include efforts to promote
alternative forms of globalisation and public health strategies that more
directly address the intimate relationship between global inequities and
the alarming spread of TB.

Tuberculosis and the global burden of disease

Tuberculosis is a devastating illness on both an individual and global scale.
Historically, TB accounted for a heavy burden of disease, for example be-
ing responsible for about one-quarter of deaths in the US and England
in the mid-nineteenth century, and the chief cause of death in the US
until 1909 (Spink 1995). Tuberculosis has long been recognised as a
disease closely associated with socio-economic disadvantage and depri-
vation, thriving in the often crowded, damp and unsanitary living condi-
tions of the urban poor. As Porter and Ogden (1998) write:

In the late eighteenth century, the onset of the Industrial Revolution and the de-
cline of agricultural employment together created the conditions for large-scale
migration into the cities . . . the majority of the population were living in appalling,
overcrowded conditions and . .. areas with the greatest poverty suffered the high-
est mortality rates. The overcrowded conditions in the urban slums undoubtedly
contributed to the transmission of infection. It was recognized in 1899 that ‘the
most powerful factors in producing tuberculosis are: (1) air contaminated by
the so called tubercle bacillus, (2) food inadequate in purity, quality, quantity,
(3) confined and overcrowded dwellings, (4) a low state of general health and
resisting power of the body’ (Weber 1899).

From the 1860s, however, incidence rates steadily declined in industrialis-
ing countries where there were gradual improvements in socio-economic
factors such as housing and nutrition, and to a lesser extent health care
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(McKeown and Record 1962; McKeown et al. 1975). With the advent
of effective antibiotic and chemotherapy treatment in the 1940s, further
progress on controlling and treating TB was made. Indeed, given declin-
ing mortality from TB, it was believed in these countries, that TB could
no longer be considered a major threat to public health.

In large parts of the world, namely in lower-income countries, where
these improvements did not take place or where drug treatments were not
available or widely accessible, TB has continued to account for a major
burden of disease to the present day. The country with the highest burden
of disease from TB is India, where there are a reported 1.83 million new
cases and 437,000 deaths each year (Chakraborty 1997). The second
most affected country is China with 1.4 million new cases and 258,000
deaths each year (WHO 2000c). Table 10.1 lists the twenty countries
with the highest burden of disease from tuberculosis. In higher-income
countries, where TB was no longer seen as a public health priority, and
within international organisations and bilateral aid agencies supported
by these countries, this persistently high incidence of TB in developing
countries began to be overlooked by the 1970s (Walt 1999).

The resurgence of TB in the late twentieth century has challenged
the characterisation of the disease as one confined to the developing
world. Indeed, the epidemiology of TB now appears to be changing,
from a North—-South to an increasingly complex global issue. The rea-
sons for this are multiple and seemingly linked to particular features of
the emerging global political economy. First, it is increasingly argued
that current forms of globalisation are contributing to a widening of
socio-economic inequalities within and across countries (UNDP 1999).
There is growing evidence that conditions of inequality, in turn, are lead-
ing to changes in the burden of communicable diseases including TB.
As discussed above, historically TB has been strongly associated with de-
privation and poor living conditions. The resurgence of the disease in the
late twentieth century has continued to follow this pattern worldwide.
Taking advantage of what Chossudovsky (1996) calls the ‘globalisation
of poverty’, TB has spread more readily among disadvantaged individ-
uals and groups, across both rich and poor countries, including the ur-
ban poor, substance abusers, homeless, unemployed, migrant labour and
newly arrived immigrants (Spence ez al. 1993). For example, in England
and Wales between 1980 and 1992, TB incidence showed a 35 per cent
increase among the poorest 10 per cent of the population, a 13 per cent
increase among the next poorest 20 per cent, but no increase among
the remaining, relatively more affluent 70 per cent (Bhatti ez al. 1995).
Data from the US similarly confirm that TB rates are highest among the
poor and marginalised. Such groups face a higher burden of disease in
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Table 10.1 The rwenty highest burden countries from tuberculosis

Prevalence of DOTS
Estimated new Estimated Number of = MDRTB in cases population

cases (000 per deaths (000 cases notified not previously coverage
COUNTRY year) per year) in 1998 notified (per cent)
Bangladesh 305 68 72 256 90
Brazil 124 19 84 194 0.9 3
Cambodia 58 9 16 946 100
China 1414 258 457 349 2.8-10.8 64
Congo (DR) 130 39 58 869 60
Ethiopia 160 49 69 472 64
India 1828 437 1130 038 3.4 9
Indonesia 591 140 40 497 80
Kenya 86 28 48 936 100
Nigeria 259 69 20 249 45
Pakistan 268 64 89 599 8
Peru 66 7 43 723 3.1 100
Philippines 224 48 159 866 17
Russian 156 26 121 434 6.5-9.0 5
Federation
South Africa 172 72 128 415 22
Tanzania 99 31 51 231 100
Thailand 85 17 15 850 2.1 32
Uganda 68 24 29 228 0.5 100
Vietnam 147 20 87 449 96
Zimbabwe 64 33 47 277 1.9 100

Source: Compiled from WHO (2000c¢).

relation to conditions of homelessness, substance abuse, psychological
stress, poor nutritional status and congregate residence in shelters or in-
carceration facilities (Brudney and Dobkin 1991; Gittler 1994; Bayer and
Dupuis 1995). Also, WHO (1998c) estimates that as much as 50 per cent
of the world’s refugees may be infected with TB. Overall, a global profile
of TB is emerging that suggests a resurgence of the disease in association
with the growth worldwide of poverty and inequality.

A second feature of the resurgence of TB is its close association with
the HIV/AIDS pandemic. Because of the close interaction between TB
and HIV infection, the effect of the HIV/AIDS pandemic on TB has
been significant. In 1994 it was estimated that 5.4 million people were
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infected with both HIV and Mycobacterium tuberculosis, the majority of
cases occurring in sub-Saharan Africa. By 1996, this number had risen to
over 6 million (WHO 1996b). WHO estimated that, by 2000, 14 per cent
of TB cases would be HIV-related, accounting for 1.4 million cases world-
wide and 600,000 cases in Africa alone (Dolin ez al. 1994). Like TB, the
pattern of HIV/AIDS infection can be closely associated with a particu-
lar world order of transnational liberalism that has created fertile ground
for the disease to spread worldwide. The emerging structure of global
economic and political power, for example, has led to an unequal vul-
nerability to HIV/AIDS among the poor and disadvantaged (LLee and
Zwi 1996). Coupled together, the global pattern of spread of TB and
HIV/AIDS epitomises the ways in which winners and losers are being
created by globalisation.

Thirdly, globalisation is contributing to the spread of multi-drug resis-
tant TB (MDRTB). The emergence of MDRTRB is largely due to the de-
cline in effective control programmes within public health systems around
the world and also to the decreased support for marginalised population
groups through withdrawal of state welfare, public housing, support for
asylum seekers etc. As numbers of TB cases began to drop, particularly
among the more affluent sections of society, the TB control structures
began to be dismantled (Reichman 1991). While drug resistance in the
1940s and 1950s was seen in roughly 1-2 per cent of cases, this had risen
to 3-5 per cent in the United States by the 1970s. Since then this figure
has been steadily rising. Today in New York City, 33 per cent of TB strains
have been found to be resistant to at least one drug, and 19 per cent to two
or more drugs. In other parts of the world, so-called ‘hot zones’ of drug
resistance have emerged in countries as widespread as Russia, Dominican
Republic, Argentina and the Ivory Coast (WHO 1999d). It is estimated
that up to 50 million people may be infected with drug-resistant TB
(WHO 1997a,b). This more recent rise in MDRTB has been facilitated
by political and economic instability in those so-called ‘hot zones’, re-
sulting in a deterioration in public health infrastructure, greater human
mobility and increased poverty and deprivation. Furthermore, there is
evidence that adjustment to fundamental social changes in these coun-
tries has been worsened by the introduction of particular policies by the
aid community, such as structural adjustment and other forms of liber-
alisation, without sufficient consideration of the social impacts. Finally,
the greater mobility of people worldwide on a greater scale and at a faster
pace also risks spreading MDRTB, and TB in general, across national
and continental boundaries. The scattered, but growing incidence, of
MDRTB in many higher-income countries suggests the importation of
the disease through human mobility.
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Finally, the interconnectedness of national economies, and consequent
vulnerability to global movements of capital and investment, may be ad-
versely affectin efforts to control the spread of TB. In Asia, described as
the ‘epicentre of the world’s TB emergency’, there are concerns that TB
will rise in the wake of the global economic crisis as a result of pressures
on public health expenditure on disease prevention, control and treat-
ment (WHO 1998d). In Thailand, for example, there is some evidence
that the economic crisis of the late 1990s has been accompanied by a rise
in incidence of some infectious diseases, although not mortality rates as
yet (Wilbulpolprasert 2000).

Overall, TB is killing more people than at any other time in history, with
one-third of the world’s population infected with the tubercle bacillus
(WHO 1998e). It is estimated that the disease is responsible for be-
tween 2.2 and 3 million deaths annually, including at least 100,000 chil-
dren for whom it is the fourth leading cause of mortality after malaria,
acute respiratory infections and gastrointestinal disease. Among infec-
tious agents, TB is the single most important cause of youth and adult
deaths (7 per cent of all adult deaths and 26 per cent of preventable adult
deaths), killing more people than AIDS, malaria and other tropical dis-
eases combined (Grange 1999). This resurgence of a well-understood
disease, against which a relatively strong arsenal of drug treatments exists,
can be seen to have been facilitated by specific features of globalisation.
Historically, TB exacted a heavy toll on general populations because
of the absence of public health systems, chemotherapy and knowledge
about the disease, although it was a greater risk to the poor and deprived.
As these improved, the disease gradually came to be defined along North—
South lines, concentrated in the poor within the developing world. Today,
what is enabling TB to move from a disease of the developing world to
one of global dimensions are the widening inequalities being created by
globalisation, greater human mobility, and the structural instability of
many states that has led to a weakened capacity to provide effective con-
trol and treatment programmes. As Rangan and Ogden (1997) write,
TB is a ‘barometer of social justice and equity’ across countries, result-
ing in more complex and transborder patterns of incidence that reflect
the nature of current forms of globalisation. It is this feature that can be
described as a ‘global TB emergency’.

The development of TB control policy: ‘Getting the bugs
to the drugs’

Since the discovery of the tubercle bacillus by Robert Koch in 1882,
great strides have been made in understanding the infectious agent of
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TB and how to treat it. The 1940s brought developments in effective
antibiotics and chemotherapy treatment.! Accompanying these advances
were public health infrastructure and control strategies to deliver them,
as well as tools for diagnosis and treatment. By the 1970s, short-course
chemotherapy (6—-8 months of treatment) was developed and, in higher-
income countries, provided through a well-supported public health sys-
tem. The effectiveness of these advances was such that, during this period,
TB was believed to be a disease under control and perhaps even on the
brink of eradication (Henderson 1998).

WHO was central to the promotion of TB control strategies interna-
tionally, beginning in the early 1950s with the establishment of the WHO
Tuberculosis Programme (encompassing the then existing Tuberculosis
Research Office). The programme focused on a worldwide campaign to
control the spread of TB through the use of the BCG (Bacille Calmette—
Guérin) vaccine. From 1951 until the late 1950s, WHO and UNICEF
worked together on a mass campaign to vaccinate children and adoles-
cents. While the programme proved successful at dramatically reducing
the number of cases in Europe, tens of millions of cases continued to
occur in the developing world. Indeed, by 1957 doubts began to be raised
as to the efficacy of this mass campaign approach.

The concept of a comprehensive control programme, implemented
on a nationwide scale through existing health services, was developed
in the 1960s. This concept was formulated in the Eighth Report of the
WHO Expert Committee on Tuberculosis (WHO 1964) and reaffirmed
in the Ninth Report in 1974 (WHO 1974). Its main principles are that a
TB programme should be national, permanent and specifically adapted
to the expressed needs of local populations in order to be acceptable
and accessible to them (i.e. appropriate to the context in which it is ap-
plied). Initially, vertical TB control programmes were again created. This
was followed by efforts, soundly based on empirical data and operational
experience, to integrate them into comprehensive primary health care
(PHC) as later advocated by the Alma-Ata Declaration in 1978 (WHO
1982, 1988).

By the 1970s, however, there was declining political and, as a conse-
quence, financial support for TB control programmes, particularly in the
north. TB programmes became victims of their perceived success as TB
was no longer seen as an urgent public health priority. Nationally, public
health infrastructure (e.g. isolation sanitoriums, health workers) in many
countries was dismantled. Internationally, financing of research waned
and the number of TB-related staff at WHO headquarters dwindled to
a single person (WHO 1996¢; Walt 1999). Because of inadequate po-
litical and financial commitment, and concomitant pressures to support
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high-profile vertical programmes, the notion of TB programmes as an
integrated part of PHC waned (Banerji 1990).

As reported cases of TB began to rise from the mid 1980s, notably in
many higher-income countries but also in low-income countries, inter-
national concern returned. In 1989, WHO began to re-build its TB pro-
gramme and staffing increased from one person at headquarters
(Walt 1999) to a forty-person team, with additional staff at regional and
country offices, by the late 1990s. Funding for TB control activities also
grew once again (e.g. Global Tuberculosis Research Initiative), accompa-
nied by efforts to develop new strategies with technical assistance from the
International Union against Tuberculosis and Lung Disease TUATLD).

In 1993, WHO declared TB a ‘global emergency’ in an effort to rally
public attention and support. A WHO Global Tuberculosis Programme
was formed in 1995 to consolidate and take forward a wide range of activ-
ities, including efforts to build closer links with NGOs, private industry,
community groups and activist organisations. The Stop TB Initiative,
a partnership hosted by WHO, was established in 1998 to strengthen
the networking approach further in recognition that a global movement
involving many countries and organisations was needed. This relation-
ship has led to a proposed Global Partnership Agreement introduced at
a Ministerial Conference on TB and Sustainable Development in March
2000. The focus of such an agreement, to be developed and imple-
mented through ‘close consultation with governments and organizations’
by autumn 2000, would be the securing of strong commitment on the
part of diverse parties to prepare and implement National Action Plans
on TB control (Amsterdam Declaration 2000).

Underpinning much of this work was the launch in 1993 of a WHO
strategy known as DOTS. The main elements of the DOTS strategy are:

1 government commitment to a national programme;

2 case detection through ‘passive’ case finding (sputum smear microscopy
for pulmonary tuberculosis suspects);

3 short-course chemotherapy for all smear-positive pulmonary TB cases
(under direct observation for at least the initial phase of treatment);
4 regular, uninterrupted supply of all essential anti-TB drugs; and

5 amonitoring system for programme supervision and evaluation (WHO
1994; Harries and Mayer 1996).

Importantly, the ‘global targets’ for TB control, as endorsed by the World
Health Assembly and set out by WHO (1994), were to detect 70 per cent
of existing cases and cure 85 per cent of the detected new smear-positive
TB cases by the year 2000. WHO has actively pursued efforts to globalise
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DOTS as the centrepiece in its strategy to raise the profile of TB on na-
tional health agendas. Since 1990, the number of countries using DOTS
has increased from less than 10 countries in 1991 to 119 in 1998. By the
end of 1997, 85 per cent of all TB cases were living in the 102 countries
that had adopted the DOTS strategy. WHO (1999d) estimates further
that the number of new smear-positive TB cases reported (notified) by
DOTS programmes have increased by an average of 100,000 per year
since 1994, with DOTS reaching 21 per cent of cases in 1998.

The notable emphasis placed on the global dimensions of the disease,
and the need for a rapid and broadly based response by the public health
community in all countries, has been a defining feature of the 1990s.
In a letter to the Lancet, the Director of the WHO Global Tuberculosis
Programme, Dr A. Kochi (1994), wrote:

The Tuberculosis Programme at WHO has worked since 1990 to form a world-
wide coalition of member states, national tuberculosis programme managers,
international agencies, such as the World Bank, non-governmental agencies, and
foundations, in the recognition that tuberculosis will not be eradicated in indus-
trialised countries without considerable reductions in the disease in their less-
industrialised neighbours.

Referring to the staggering global burden of disease from TB despite the
existence of a ‘cost-effective intervention’ (Murray er al. 1990), Kochi
called on the ‘global village to get its act together’.

Achieving the global through the local: putting
partnerships into practice

As described above, there is a clear emphasis in current TB initiatives on
the global, both in terms of the nature of the disease and the strategies
advocated to control the disease. In an effort to reinvigorate and mobilise
political support for control programmes, WHO and other organisations
have emphasised the global risks from TB and MDRTB. How well the
‘fit” will be, however, between controlling the disease and current and
planned control programmes, hinges on a number of issues.

One important issue is the strong promotion of DOTS as the success-
ful centrepiece of the ‘global control strategy’. There is evidence that
DOTS itself may be leading to questionable practices that challenge the
reported success of the strategy. Research of practices at two chest disease
clinics in New Delhi, India shows that TB health workers were screening
patients attending their clinics to assess their likelihood of complying with
DOTS. This pre-selection process resulted in the majority of patients (57
per cent combined average for the two chest clinic areas) being rejected
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for treatment (Sarin ez al. 1998; Singh ez al. 1998a, 1998b). Importantly,
those turned away tended to be individuals with no fixed address, mi-
grant workers and new and poorly connected migrants; indeed, the very
categories of people DOTS was designed to support (Voelker 1996).
Thus, DOTS has been found to fail to support the most vulnerable TB
patients.

The gap between nationally and globally aggregated statistics, and the
treatment of individuals, raises the challenge of appropriately adapting
broadly encompassing strategies at the global level to the particular con-
ditions and needs of local contexts. The adoption of DOTS as the ‘global
standard’ was strongly influenced by the experience of TB control in
the 1980s in a number of lower-income countries including Tanzania,
Mozambique and Nicaragua. The strategy was then developed and ap-
plied in New York City in the 1990s where relatively large volumes of
resources and a well-developed public health infrastructure is available.
The New York programme was further supported by a broad partnership
of social support (Klein ez al. 1994; Klein and Naizby 1995; Freudenberg
1995). In countries such as India and China, the introduction of DOTS
without sufficient understanding of social, economic and cultural context
can bring unexpected practices, as described in the Indian context.

The slow and difficult uptake of the strategy in many countries, with
21 per cent of smear-positive TB cases worldwide treated under a DOTS
programme (WHO 1998c,e; 1999d), might suggest that much greater at-
tention needs to be given to local contexts. Notably, a WHO TB guide on
advocacy (1998e) has consistently recognised the need to consider local
context in advocating DOTS, stating that ‘obviously, political protocol,
media etiquette and social values vary widely from country to country: ad-
vocacy tactics that work in London might not be appropriate for Jakarta’.
The guide provides specific examples and ideas for how to apply DOTS
in different settings. None the less, DOTS has been advocated as an inter-
vention, some might even say a solution, to the increasing cases of TB in
all countries around the world. There is an acceptance that the context for
each programme will be different, but that the systems and structures that
need to be established are the same. In this sense, DOTS is seen as an
essentially technical intervention that, in and of itself, is value-neutral.
DOTS, it is claimed, provides a ‘common language’ through which to
develop national and local strategies.

There is growing evidence, however, that DOTS as advocated by the
international community through WHO, may not be appropriate to all
settings, and that more flexibility is required in the way TB services
are administered (Klein and Naizby 1995; Bayer et al. 1998; Heymann
et al. 1998; Zwarenstein ez al. 1998). At a global level, TB policy has been
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driven by the desire to find ‘gold standards’ for disease control. These
gold standards focus on biological and technical solutions, but, when
applied in varied national and community level contexts, can take inad-
equate account of the wide range of influences that affect policy imple-
mentation, such as cultural acceptability, medical pluralism, the impact
of health reforms on resources, and health systems management (Porter
et al. 1999a). Although the WHO DOTS strategy stresses the importance
of flexibility in the implementation of the strategy, it does not appear to
accept that the strategy itself has been created with concepts and values
that are inherent within western industrialised democracies, and is be-
ing introduced into countries, in particular in Asia and Africa, which
may have different concepts and values. Hence, the package still has not
been accepted and incorporated into many national health care systems.
One of the principal reasons for this is that the health structures, which
are needed to support a DOTS programme, are often insufficiently re-
sourced and poorly maintained. As the Indian literature indicates, TB
control programmes cannot and should not be developed unless there is
a strong health care infrastructure to support them (e.g. Banerji 1990;
Uplekar and Rangan 1995).

It can be argued that there is a global concept of how TB should be
controlled, but there is little understanding of whar happens at the na-
tional or local levels or Zow it should happen. What happens when the
DOTS package is introduced into a ministry of health and Aow does the
ministry administer ‘the package’ to the regions, districts and commu-
nities (i.e. locally)? Inaccuracies in the reporting of data are one area for
which WHO is able to see quite vividly that there may be problems at the
periphery. The 1999 global report on tuberculosis, for example, notes that
‘Even in DOTS programmes, detection rates ... do not concur with the
practical experience of some TB control workers’ (WHO 1999d). WHO
is not as clear, however, about the extent to which these inconsistencies
are due to staff failures or the failure of the programme to adequately
meet and address the needs of those implementing and reporting it.

A further issue lies in the strong belief that ‘Curing TB is really about
getting the drugs — TB medication — to the bugs’ (Holmes 1996), with-
out sufficient understanding and attention to the broader socio-economic
factors that contribute to the spread of the disease. To the extent that
DOTS pays attention to structural issues, the focus remains on supply
chains and health care infrastructure to deliver drugs and monitor patient
compliance. However, this remains a limited view of the importance of
socio-economic determinants of health. The profound effects of poverty
and/or economic inequity, racism, gender inequalities, drug use, home-
lessness, political violence, civil disturbance and war are all key factors
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in, for example, the inability of patients to obtain, maintain and complete
therapy (Farmer 1997). In relation to MDRTRB, it is these structural fac-
tors (what Farmer refers to as szructural violence) that will influence the
presence or absence of monotherapy, regular or erratic drug supplies, and
better or worse access to adequate care facilities. Farmer concludes that
‘throughout the world, those least likely to comply are those least able
to comply . ..[T]hese settings are crying out for measures to improve the
quality of care, not the quality of patients’ (Farmer 1997: 353).

The heavy emphasis on DOTS has also raised concerns that the strategy
is being promoted too heavily at the expense of other interventions. With
finite resources for TB control worldwide, many believe that the key chal-
lenge lies in getting drugs of proven effectiveness to patients, rather than
in the development of other control tools (Styblo and Bumgarner 1991;
Snider 1994). Similar arguments are beginning to be made for ‘DOTS-
plus’ for MDRTRB. As Portaels ez al. (1999) indicate, all five elements
of the DOTS strategy may need to be modified, again with treatment
needing to be individualised rather than standardised, according to local
needs and conditions.

These concerns around the appropriateness and effectiveness of cur-
rent global TB control strategies have been recognised to some extent
in current policy discussions that seek to take forward new initiatives.
As noted above, ‘The Stop TB Initiative’ has proposed the adoption
of a Global Partnership Agreement to Stop Tuberculosis, although de-
tails on the precise nature of such a partnership remain to be defined.?
While the desire to work in a broader coalition of stakeholders is a laud-
able one, the detail of how this will be achieved has not been agreed.
Among the questions raised are: what is meant by a ‘global partnership’?
What will it look like in practice? Who will be members of this partner-
ship? What will be the rights and responsibilities of the private sector and
civil society? What will be the institutional means of governance? How
will authority be distributed and wielded? Who will contribute intellec-
tual, financial and human resources? Who will control the allocation of
resources?

The process of building such a ‘global partnership’ will be the focus
of considerable effort in coming years and, it is argued here, how these
kinds of questions are addressed will strongly influence the effectiveness
of such a partnership (see Buse and Walt, chapter 3). Itis proposed that an
alternative global TB control strategy would begin with the principles of
equity and social justice (Porter and Ogden 1997; Porter ez al. 1999a,b). It
would then seek to link the local and global together, rejecting a top-down
and standardised approach to DOTS. Such an alternative strategy would
have the following features (Ogden 2000):
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* Participatory — in the process of decision-making, involving, in partic-
ular, currently vulnerable or disadvantaged groups affected by TB.

Multi-pronged —in its approach to the complex, largely socio-economic,
causes of TB infection, rather than focused primarily on biomedical
treatment, linking TB initiatives with those directed at poverty allevia-
tion, equitable access to health care, improved housing, employment,
nutrition etc.

Inclusiveness — in availability and effectiveness to all who are affected
by TB regardless of country or socio-economic status.

Understanding — of the importance of balancing globally defined and
standardised strategies with local needs and contexts.

Conclusion: tuberculosis control in a world
of global inequality

This chapter has been concerned with the links between globalisation
and tuberculosis. Currently, the dominant motif of globalisation is one
of growing interconnectedness, of shared and mutual interests among
individuals and communities throughout the world. In infectious disease
control policy, globalisation has led to a focus on the enhanced poten-
tial for infectious agents to spread across national borders. In the case
of TB, renewed attention to the disease within higher-income countries
and international organisations has arisen because of such fears. The key
strategy put forth for addressing this ‘new’ threat has been DOTS.

However, this chapter considers the link between globalisation and TB
control from a broader perspective. Challenging the notion of globali-
sation as a neo-liberal utopia, not only may globalisation be integrating
individuals and groups more closely together, it is also widening divisions
between haves and have nots within and across countries (Amin 1997).
It is these divisions that have contributed to the global resurgence of TB
and that have created the key challenges to developing effective control
strategies.

It is in this context that DOTS has been advocated worldwide as a
global strategy, but, as discussed in this chapter, a number of issues can
be raised concerning the truly global nature of this strategy. The need
for greater sensitivity to local contexts and needs, the problems of a
narrow biomedical focus, insufficient attention to social and economic
determinants of health, and exclusion of significant groups from access-
ing DOTS suggest that the strategy is falling short of being truly global.
In discussions on ways forward, it will be critical to avoid worsening
the present distance between the governed and governing, between the
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powerful and the powerless, and between those who make, and those af-
fected by, policies. Until a global TB strategy is adopted that is based on
principles of social justice and equity, that directly addresses the under-
lying socio-economic causes of TB, TB will continue to grow as a global
emergency.

NOTES

1 During the 1940s a series of drugs were developed and clinically tested as
effective, including isoniazid, pyrazinamide and ethambutol (streptomycin). A
fourth drug, rifampicin, was introduced in the 1970s.

2 However, see the Amsterdam Declaration to Stop TB, signed and agreed at
the 20-24 March 2000 Ministerial Conference on TB and Sustainable Devel-
opment, Amsterdam. Available to view at <www. stoptb.org>.
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11  Ageing and health policy: global
perspectives

Peter Lloyd-Sherlock

Introduction

Accelerated population ageing is now a global trend: it is already a signif-
icant issue for developed countries and is becoming one in many poorer
parts of the world. Different aspects of globalisation may have potential
relevance for the health and well-being of older people. Globalisation
has influenced the emergence of international policy debates about pop-
ulation ageing, particularly through the diffusion of a negative cultural
paradigm of old age largely of western origin. Also, global orthodoxies of
health care financing and management have become increasingly promi-
nent, and many of them have important, and often detrimental, impacts
on elders. This chapter examines these issues, paying particular attention
to possible implications for health policy.

Definitions, meanings and trends

There is general dissatisfaction with defining old age in purely chrono-
logical terms, but there would appear to be no universally appropriate
alternatives to this approach. Old age is perceived and understood in
a multitude of different ways, often with important cultural variations.
These may refer to biological processes and physical appearance, key life
events or social roles (Knopoff er al. 1991; Derricourt and Miller 1992;
Apt 1997). Since old age can cover a span of over three decades, most
cultures distinguish between the ‘old old’ and ‘young old’, and it is usu-
ally more meaningful to think in terms of a gradual change, rather than
a sharp cut-off between adulthood and later life.

Demographic ageing (defined as an increase in the percentage of a
population aged sixty-five years or over) is now an established trend in
most world regions, with the exception of Africa (Table 11.1).! Data ag-
gregated at the level of world regions hide important internal variations.
Table 11.2 shows the proportion of older people at the individual coun-
try level, selecting countries that represent the extreme range for each
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Table 11.1 Estimated medium variant projection of
total population aged 65 years or more by world region

(percentage)
1950 1970 1990 2010 2030
Europe 8.2 10.5 12.6 15.5 21.4
Africa 3.2 3.1 3.1 3.3 4.6
Asia 4.1 4.0 4.9 6.5 10.7
Latin America and 3.5 4.1 4.8 6.5 11.2
Caribbean

Source: United Nations (1994b)

world region. Population ageing is usually a consequence of a country
passing into the final stage of demographic transition, when sustained
drops in fertility occur (Chesnais 1992). As the number of children being
born in the younger cohorts falls, the relative size of the elderly popu-
lation increases. This effect is compounded by significant reductions in
adult mortality, which contribute to extended life expectancy. Many sub-
Saharan African countries are yet to enter the final stage of transition, and
it remains uncertain if they ever will (Kirk 1996). However, high rates of
mortality from HIV/AIDS among younger groups may cause a sudden
surge in demographic ageing, which is not factored into most current

projections (Mupedziswa 1997).

Table 11.2 Countries with highest and lowest

proportions of population aged 65 or over by world

region, 1990

Region Country Percentage of population
aged 65+

Africa South Africa 4.3
Botswana 2.3

Asia Japan 12.0
Cambodia 2.6

Europe Sweden 17.8
Albania 5.3

Latin America  Uruguay 11.6
Nicaragua 3.0

Source: United Nations (1994b).
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Ageing and international policy development

Before the 1990s, population ageing was not seen as a significant global
development issue. Many developing countries had not yet reached the
final stage of demographic transition, and fertility rates remained high. As
such, there was more concern about total rates of population growth (the
population ‘time bomb’) and the policy implications of bottom-heavy
population pyramids, including maternal and child health needs (Ehrlich
1971; Stanford 1972).

Attempts to include older peoples’ well-being in the international
development agenda date back to 1948, when a draft ‘Declaration of
Old Age Rights’ was proposed at the United Nations General Assembly
(Gorman 1999a). However, it was not until 1982 that a major interna-
tional conference addressed the subject, when the UN hosted a ‘World
Assembly on Ageing’ in Vienna and adopted an International Plan of
Action on Ageing.? This long delay reflects the low priority given to
ageing issues during the intervening period. The International Plan of
Action was followed by the designation of an annual UN Day for Older
Persons. During the 1980s the response to these initiatives was minimal.
Several agencies, such as WHO and the UN Division for Social Policy
and Development, established ageing programmes, but these were small
scale and under-resourced. Indeed, it was not until 1991 that the UN
adopted a legally binding charter of rights: the UN Principles for Older
Persons.

The lack of concern about ageing in global development discourses
was echoed in international health policy debates. The emergence of pri-
mary health care (PHC) as the dominant health policy discourse during
the 1980s was largely derived from the perceived failures of curative,
hospital-centred models, particularly in developing countries. A central
tenet of the new approach was a shift away from expensive treatment
for chronic diseases towards basic services and essential drugs, partic-
ularly for mothers and young children (WHO 1978; Rifkin and Walt
1986). Whilst age discrimination was never an explicit goal of PHC, it
inevitably entailed a reduced prioritisation of services which principally
benefited older age groups. In fact, many older people in developing
countries also lacked access to basic health services, and there is no rea-
son why aspects of PHC, such as health promotion and community par-
ticipation, could not have taken particular account of this group’s needs
(Dinotshe Tou and Sandberg 1994; Duran-Arenas et al. 1996). However,
the prominence of mother and child health needs, with a particular em-
phasis on child health, within PHC discourse has largely precluded this
possibility.



198 Peter Lloyd-Sherlock

During the early 1990s, it was increasingly recognised that population
ageing had become a global trend, giving rise to a wide range of policy
challenges. These concerns were fuelled by events in different parts of
the world: recognition of the ultimate demographic impact of one-child
policies in China; the increasing cost of old-age health care and social
services in OECD countries; multi-billion dollar bankruptcies of state
pension funds across Latin America; and the plight of older people in
Former Socialist Economies (Banister 1987; Mesa-Lago 1991; Moon
1993; Rush and Welch 1996). At the same time, fertility rates in most
developing countries had started to decline rapidly. This gave demog-
raphers and population policy-makers time and space to consider new
issues, and past worries about a population ‘time bomb’ gave way to new
ones about an ‘old age crisis’ (World Bank 1994b).

Concerns about population ageing might have been expected to feature
prominently in the 1994 Cairo International Conference on Population
and Development. In fact, the issue was largely overlooked, given that
the central thrust of the meeting was to replace population control pro-
grammes with a broader, rights-based approach to reproductive health
care (Lane 1994; Mclntosh and Finkle 1994). Although reaching global
consensus on the latter issue was a considerable achievement, with
widespread ramifications for population policy, health policy and social
development, reproductive health care is closely linked with PHC and
thus reinforces the emphasis on mother and child health.

Two developments in international health policy during the 1990s po-
tentially had significant implications for older people. The first was an
increased recognition of adult health problems, many of which, such as
smoking and diet, could be directly addressed by policy interventions.
Under-pinning this concern was the view that adult populations were eco-
nomically and socially productive, and therefore improving their health
would benefit development in general (Feachem ez al. 1992; Reich 1995).
The principal form of economic evaluation of health interventions advo-
cated by the World Bank, the disability-adjusted life year (DALY), ex-
plicitly incorporates these considerations, by affording the health gains of
‘productive populations’ (curiously defined as those aged 9 to 55 years) a
higher DALY value than for other groups (Paalman ez al. 1998). However,
the possibility that many older people in developing countries might also
be both economically and socially productive was overlooked. As such,
rather than extend its reach to older people, the adult health initiative led
to further discrimination against the aged.

The second health policy change has been the adoption of neo-liberal
inspired health sector reforms in most developed and developing coun-
tries. The global diffusion of these new health care models, incorporating
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inter alia privatisation, decentralisation, cost recovery and new manage-
ment structures, may have many effects on the access of older people
to health services (Lloyd-Sherlock 2000). Some of these issues are con-
sidered in more detail below. However, when ageing is mentioned by
proponents of sectoral reform, it is primarily in terms of a pressure on
health spending, and is used as a justification for change (van der Gaag
and Precker 1997). Conversely, the health needs of elders have received
little if any specific attention in the development and diffusion of these
models, nor has their impact on older people been evaluated.

Despite recognition that population ageing is a significant global phe-
nomenon, it remains largely peripheral to international development and
health policy discourse. Recent years have seen a number of international
meetings linked to the designation of 1999 as the UN International Year
of the Older Person, and the United Nations plans to hold a major global
conference on ageing in Madrid in 2002. These initiatives succeeded in
raising the profile of population ageing at the national level in a number of
countries. However, at the international level, rather than radically shift
agendas, these initiatives have simply thrown into relief a continued lack
of interest in this field. For example, of the seven major international de-
velopment reports published in 1998 only two gave significant coverage
to ageing issues (Help Age International 1999).3

The failure to raise the international policy profile of population age-
ing can be attributed to a number of causes. A key difficulty is the global
predominance of a negative paradigm of old age. This draws on west-
ern experiences, which equate old age with withdrawal (from both eco-
nomic and social spheres), dependency, physical frailty and pensioner
status. The applicability of these stereotypes in the context of developed
countries is highly contestable, but in most developing countries they
are largely meaningless. Older people are seen as marginal to economic
activity and development, and are usually excluded from labour-force
statistics, yet empirical research from around the world challenges this
view (Kaiser 1994; Gorman 1999b). This negative paradigm of old age
is reinforced through media imagery in both developed and developing
countries (Hazan 1991). Reflecting this paradigm, the ‘policy market’ for
older people may present a relatively unattractive ‘product’, compared
to that for other issues and other groups (Barnett and Lloyd-Sherlock
2000). Similar observations have been made by Michael Reich (1995)
in his account of international agenda setting around child and adult
health.

As part of this global paradigm, older peoples’ health needs are charac-
terised as requiring high-cost, long-term treatments. Elders are therefore
seen as part of the ‘problem’ of overly curative health care, low technical
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efficiency (narrowly defined) and mounting costs. In an extreme form,
this has given rise to statements that adding years to later life simply
brings closer the bankruptcy of schemes such as Medicare.* These views
lose sight of the fact that, whilst the very old are more likely to suffer from
chronic illnesses, there is still considerable scope to improve their health
through promotion and education programmes (Fletcher ez al. 1998).
The relationship between population ageing and health expenditure is
unclear, especially for developing countries (see below). Moreover, ac-
cess to basic services remains a key issue for poor older people in poorer
parts of the world.

A second barrier to the emergence of a clear international policy agenda
is the absence of an influential global policy community whose princi-
pal concern lies with the health and well-being of older people. Whilst
many international agencies may have some interest in ageing issues,
for none is it a high priority. Only one international NGO, Help Age
International, has a primary interest in ageing and development issues.
Although organisations such as the World Bank and the International
Labour Organisation (ILO) have taken a greater interest in recent years,
this has tended to serve as a justification for existing ideological prefer-
ences, rather than a concern with addressing fundamental issues around
ageing, development and well-being. In the area of international health
policy, even this has not happened.

Other obstacles to developing a strong global agenda include the fact
that population ageing is a gradual, and largely predictable process, not
a sudden event which might do more to capture the attention of policy-
makers, the media and public opinion. Moreover, the timing and the
intensity of the process vary between countries. This may in part account
for the absence of an influential international interest group representing
older people: ‘grey power’ is largely a phenomenon of the US and a
handful of developed countries. Finally, the lack of interest shown by
the scientific community, particularly social scientists, has compounded
these problems. Population ageing as a research agenda is mainly framed
as a developed country issue, rather than a global concern.

Consequences of population ageing for health policy

When considering health policies for older people, and the impact of age-
ing on health expenditure, the associated epidemiological changes would
seem to be a logical starting point. Unfortunately, there is little available
information on which to base such an analysis. In the developed world
there is still disagreement about whether increased longevity means an
extension of healthy active lives or an extension of morbidity (Fries 1980;
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Sidell 1995; Manton et al. 1997). For other regions, available data do not
even allow for an informed debate.

It should not be assumed that the epidemiology of older populations
in developing countries will match that of their counterparts in richer
ones. The developed world has gone through an ‘epidemiological tran-
sition’ similar to, and associated with, the demographic one. This has
seen the main causes of death and illness shift from infectious diseases,
under-nutrition and inadequate hygiene to a post-transition phase, where
‘diseases of wealth’ (including chronic disease, road accidents and stress)
are now prominent (Frenk ez al. 1991; Caldwell 1993). In developing
countries the situation is often more complex, and is sometimes referred
to as ‘incomplete epidemiological transition’ (Londofio and Frenk 2000).
On the one hand, easily preventable diseases and poverty-related prob-
lems still continue to account for a high share of mortality and morbidity.
On the other, emerging ‘diseases of wealth’ have seen rapid increases.
Often distinct epidemiological scenarios can be identified between dif-
ferent geographical zones (rural/urban, rich/poor region) and between
different socio-economic groups. As such, many developing countries
face a double health challenge.

Given the differences in the broader epidemiological contexts of devel-
oped and developing regions, it is to be expected that the health problems
of older people will vary between the two. Those living in developing re-
gions face both pre- and post-transition risk factors. For relatively wealthy
older people living in cities, the latter set of factors may be most signifi-
cant. However, for poorer old people, particularly in rural districts, both
sets of risk factors can be important. As such, it is dangerous to generalise
about the health problems of older people across a single country. For
example, in the largely poor rural state of Oaxaca in Mexico, intestinal
infections were the second most important cause of death among elders
in 1990, whereas, in the richer, more urbanised state of Baja California,
they occupied only twelfth place (Ham-Chande 1996).

The conventional wisdom that the health needs of older people are
expensive to treat and require complex interventions is challenged by the
widespread problem of cataract-induced blindness. In 1990, it was esti-
mated that there were 38 million blind people globally, and a further 110
million had low vision and were at high risk of becoming blind (Thylefors
et al. 1995). Of these, a disproportionate number (58 per cent) were over
sixty years old. Age-specific prevalence rates show that levels of blind-
ness will increase sharply over the decades to come, unless appropriate
policies are developed. The majority of cases are caused by cataracts,
for which cheap and effective treatment is available (Venkataswamy and
Brilliant 1981).
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Even if population ageing is associated with a global increase in the in-
cidence of certain forms of chronic disease, its impact on health services
may not be as direct as is widely claimed. Rather than driving up health
spending, the main impact of ageing may be a shifting of priorities. Any
society is faced by a far higher demand for health services than it can meet,
and therefore some form of rationing is always present. The gap between
demand and provision is especially wide in lower-income countries, high-
lighted by failures such as the lack of access of most AIDS sufferers to
effective drug therapies. The likelihood that changing demographics will
lead to a health care cost explosion in these contexts is remote.

Even in developed countries there is clear evidence that health care
spending is not directly affected by population ageing per se (McGrail
er al. 2000). A range of other factors, such as technological change, the
organisation of services and general levels of material wealth have been
found to be more significant (van der Gaag and Precker 1997). Although
health spending is usually above average for older people, this is mainly
due to the cost of treating patients close to death. The ‘costs of dying’
may indeed be lower for older people than for other age groups, where
they receive less treatment because of ageist bias.

Rather than formal health service provision, the main financial impact
of population ageing may result from the more general care needs of some
older people. These long-term care requirements are not usually seen as a
core responsibility for health care systems. However, the division between
the two is often quite arbitrary, both in theory and in practice. Meeting
these care needs is now recognised as a major financial challenge in devel-
oped countries. In the UK, around 14 per cent of women and 7 per cent
of men aged over 65 years require daily help to maintain independent liv-
ing, at an estimated cost of £500 million a year (Lloyd-Sherlock 2000).
In low- and middle-income countries, assumptions about the strength
of informal family support systems have largely kept this issue off the
policy agenda. However, this belief should be questioned. For example, in
Uruguay, despite a Latin culture which stresses family solidarity, a higher
proportion of older people live in residential care than is the case in the
USA. Where families’ support is not forthcoming and where residential
care is not available (or is stigmatised), the only option may be to hospi-
talise older people. This is a widespread problem in many countries, and
it is likely to worsen, unless more direct policy responses are developed.

Older people and access to health care

Older people may face particular problems of access to health services,
and these may be affected by the global diffusion of new models of health
care. As well as the obvious barriers of mobility, elders in many parts of
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the world suffer from high levels of illiteracy, which is recognised as a
major influence on access to services. Moreover, the negative paradigm
of old age is often apparent in the attitudes of providers, as well as older
people themselves and their families. A study of the uptake of cataract
services in India and sub-Saharan Africa found that older people were less
likely to seek treatment than other age groups (Fletcher and Donoghue
1998). The main barriers to uptake were found to be the low status of
elders in some communities and the misconception that poor vision was
a natural consequence of the ageing process. Similar problems of cataract
uptake, albeit on a smaller scale, have been observed in the UK.

Changes in the financing and organisation of health services may in-
crease problems of access for the aged. To date, no single approach to
old-age health financing has been accepted at the global level. It is unlikely
that the US model of Medicare will be exported to developing and tran-
sitional countries with the same vigour as, for example, health care main-
tenance organisations (HMOs). The undoubted failings of Medicare are
well recognised even beyond the USA. Between 1967 and 1984 Medicare
expenditures grew at over 9 per cent annually in real terms. Only a small
part of this can be accounted for by growing affiliation or by an increase
in members’ average ages (Garber 1994). Since the 1980s, levels of cov-
erage provided by Medicare have been eroded, and the scheme now in-
corporates incentives for members to take out additional insurance with
HMOs or other private organisations (Moon 1993). Attempts by the
first Clinton administration to radically overhaul and upgrade Medicare
were thwarted by a well-orchestrated and well-funded campaign of re-
sistance led by medical practitioners. The only obvious parallel to this
approach is the Programa de Asistencia Medica Integral (PAMI) old-age
health fund in Argentina.’ This fund was initially successful in extend-
ing a range of health and other social services to insured older people
(about two-thirds of the total elderly population), but by the mid-1990s
it had begun to accumulate substantial deficits: these had reached US
$1.5 billion by 1995 (Lloyd-Sherlock 1997). PAMI’s financial crisis has
deepened since then, despite a US $200 million bale-out loan from the
World Bank.

The experiences of Medicare and PAMI are not encouraging. Whether
similar programmes are appropriate to the needs of other countries de-
pends on the broader context of health care financing and organisation.
In countries with unitary, universal social insurance schemes, such as
the UK, there would seem to be little point in creating separate pro-
grammes. Indeed, such a move might ghettoise health care for the aged,
prevent intergenerational solidarity and create an institutional logic of
cost escalation. However, in countries where health care programmes are
fragmented and non-universal, and where private insurance is a major
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component, there may be little alternative. This is because market mech-
anisms and individually contracted health insurance often discriminate
against the aged through cream-skimming. For example, in Chile, where
private HMOs have become a major component of health care financing,
only 3 per cent of their patients are aged sixty or more, compared to 12
per cent in public hospitals and clinics (Stocker ez al. 1999). Similarly,
surveys of newly formed private insurance companies in Russia indicate a
strong tendency to discriminate against the aged (Twigg 1999). In most
countries with private insurance, attempts to prevent cream-skimming
through regulation have proved to be largely ineffective. Access to in-
surance is particularly limited for those older people with pre-existing
conditions. Also, firms may be discouraged from employing older people
because they are unable to find moderately priced health insurance for
them.

As such, the growing global prominence of private health insurance
and schemes such as HMOs is likely to further marginalise health care
for elders, unless specified old age funds a la Medicare are in place (Chollet
and Lewis 1997). The apparent problems of such funds and the lack of
alternatives to them should be considered as an intrinsic cost of shifting
away from unitary public programmes, and, where possible, these costs
should be passed on to private insurers.

For publicly financed health services, the increased global emphasis on
cost-recovery may have specific impacts on the aged. Whilst user fees and
co-payments may sometimes be helpful in generating additional revenue
or ‘rationalising’ usage, they are often inequitable, even where exemptions
are theoretically in place for vulnerable groups (Russell and Gilson 1997).
A recent survey of older people in Ghana found that most were unaware
that they were exempt from paying user fees for services from publ