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Introduction

Historically, health and International Relations have largely existed as 
separate academic fi elds and policy arenas. The study of health, con-
cerned with the physical, mental and social state of an individual and 
population groups, most narrowly focuses on human biology – how the 
body works, how it breaks down and how it can be repaired. However, 
it is now accepted that there are diverse determinants of health which 
must be taken into account. Along with biology and genetic endow-
ments, these include personal health practices, health services, income 
and social status, education, gender, cultural factors, employment and 
working conditions, and social and physical environments. As recogni-
tion has grown of the importance of the broad determinants of health, 
study and practice has evolved accordingly.

Similarly the academic discipline of International Relations was long 
dominated by concerns about war, peace and security among states, 
concerns mirrored by the foreign and security policy communities. This 
focus, to a large extent, refl ected its formal establishment as an aca-
demic discipline in the wake of the First World War, and in attempts 
to understand how such wars could be prevented in future. Over the 
next century, however, this focus has broadened to address new actors, 
new issues and new ways of seeing the world, a broadening of perspec-
tive also seen in the foreign policy world.

Like two cities with sprawling suburbs expanding into greenbelt, it 
was perhaps only a matter of time before health and International 
Relations would fi nd themselves in closer proximity. While previously 
an occasional emissary would link the two, today there is not only the 
rapid construction of roads to connect them, but their boundaries are 
beginning to spill over. Both, as multidisciplinary fi elds, continue to 
struggle with questions of identity, of what they are – and are not – 
concerned with. Both, in practice, also struggle with a world of ever 
greater complexity and interconnectedness. Two distinct fi elds have 
thus been brought together in the early twenty-fi rst century by the 
development of shared concerns, of uncertain disciplinary boundaries, 
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and of a mutual need for more effective policies in a changed and 
changing world.

The main backdrop to this development, as for so many other fi elds 
of endeavour, has been globalization. Health issues which cross national 
jurisdictions are nothing new, and collective responses to them form 
the very foundations of the World Health Organization (WHO) and 
other types of international health cooperation. By the late twentieth 
century, however, the scale and intensity of crossborder health issues 
faced by countries became far greater than ever before. Moreover, for 
many health determinants and outcomes, territorial space was being 
rendered irrelevant – infectious disease outbreaks, cigarette smuggling, 
counterfeit medicines, advertising of junk food via the internet, and the 
changing distribution of disease vectors due to climate change all chal-
lenge traditional notions of national health policy. To what extent 
could health continue to be considered as largely a domestic policy 
concern? How was health being re-territorialized, requiring new under-
standings of changing geographies of health and disease, their determi-
nants, and the polities needed to govern them? The era of ‘global health’ 
had arrived.

Alongside the need to reconfi gure how we understand the geography 
of health has been the reigniting of longstanding debates about the 
relative importance of biological versus social factors, the nature of 
health inequities within and across countries, the criteria for allocating 
scarce health resources, and even the defi nition of what health actually 
means. In other words, the paradigmatic shift from international to global 
health has challenged the health community to refl ect on the intellec-
tual boundaries of the fi eld. Much has been found wanting. Few within 
the health world understand how the global economy works, why spe-
cifi c trade measures are adopted, what factors shape a country’s foreign 
policy, how to conduct diplomatic negotiations and, above all, how 
such things impact on human health. These considerations are the 
stock in trade of International Relations scholars.

Conversely, this intellectual, pragmatic and moral struggle by health 
researchers, policy makers and practitioners on the effects of globaliza-
tion has coincided with equally vigorous refl ections on the study and 
practice of International Relations since the end of the Cold War. These 
concern not only what the ‘new world order’ looks like, and should look 
like, but what this tells us about the nature of the international system. 
Questions revolve around the continued dominance of states in the 
system and how we defi ne state sovereignty; the emergence of new 
transnational forces and actors; and correspondingly, what power is in 
a globalized world, who holds it, and how it is wielded and to what 
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ends. The boundaries of what is termed ‘international relations’ are also 
in question.

Most accounts to date of this growing common ground between 
health and International Relations point to ‘real world’ developments 
linking the fi elds either directly or indirectly. These developments 
include infectious disease outbreaks such as severe acute respiratory 
syndrome (SARS) and pandemic infl uenza; the HIV/AIDS pandemic in 
sub-Saharan Africa with fears of its potential to undermine the political 
and economic stability of states and regions; the broadening sense of 
what constitutes security amid the possible use of pathogens by terror-
ists (bio-terrorism); the impact of international trade agreements on 
access to vital medicines especially in the developing world; the increas-
ing mobility of health professionals and patients across state jurisdic-
tions; and the panoply of both old and new public, private and civil 
society actors in health policy making whose allegiances and resources 
crisscross the globe. All of this has prompted a perceived need for a 
qualitative shift in the nature of international health cooperation, a 
search for something called global health governance (GHG), coinciding 
with more fl exible understandings of International Relations after the 
‘bonfi re of the certainties’ following the end of the Cold War.

This account, or ‘narrative’, on how health and International Relations 
have come together is common to much of what has been written so 
far in both the academic and especially the policy world. The implica-
tion is that developments ‘out there in the real world’ have made these 
links possible, desirable, necessary or potentially worrying depending 
on the writer concerned. The theoretical underpinning of this book, 
however, is quite different. For us, there is nothing natural, evolution-
ary or inevitable about these links. Although we accept that there is a 
material world which exists independent of our understanding of it, 
and which can produce risks and hazards to us, the way we explain and 
understand that world does not exist independently of us. We impose 
meaning on the world. The world, in turn, is thus made by individuals 
and communities (academic and policy). This places us in a broad theo-
retical grouping known as social constructivists. Crucially, therefore, 
the links between health and International Relations are not simply a 
natural and inevitable development arising from what is happening in 
the ‘real world’. Rather these links are made, or socially constructed, in 
such a way as to refl ect the ideas, interests and relative power of indi-
viduals and communities. These communities are not simply states, 
governments or political actors, but can include other groups such as 
practitioners and academic disciplines, in this case, within the health 
and International Relations fi elds. Each brings their own way of seeing 
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the world, their own sets of explanations and their own priorities to 
the object of study. Indeed the very nature of the object of study, what 
it involves and what is excluded, is determined by these understandings 
of the world.

This social constructivist approach, as a starting point, has an impor-
tant implication for this book from the outset. For us, differences in 
understandings are not the result of poor data, weak method or inad-
equate explanation, but rather a product of varied communities holding 
different values and interests. These differences are not readily resolved 
by reference to evidence or ‘facts’ drawn from the material world, not 
least because there may be differences over what pieces of evidence are 
considered important and how they may be interpreted. Oftentimes, 
these differences cannot be resolved, and competing understandings 
remain. On other occasions, these differences may be obscured by the 
use of common, yet ill-defi ned, terminology such as ‘security’ or ‘glo-
balization’. But when differences are resolved, they refl ect the power 
and priorities of a particular community, including the power of ideas, 
rather than an independent understanding based on objective observa-
tion of the material world. The intersection between global health and 
International Relations is, in a word, political. Crucially, however, and 
an important contribution this book seeks to make, is the idea that 
these differences are not constructed by the simple binary divide of 
‘health versus International Relations’. Although on some occasions the 
different interests of the two communities may produce competing 
visions of the world, such a divide obscures the often contested nature 
of both health and International Relations, both as academic disciplines 
and as policy arenas. Indeed interests and perspectives (or what we 
describe as ‘frames’ in chapter 1) may be shared by elements of both 
communities but contested within each.

The aim of this book is to illuminate the social construction of the 
links between health and International Relations, premised on a shared 
focus on ‘global health’. The numerous initiatives on global health that 
have sprung up over the past decade embrace the academic, policy and 
practitioner communities across both fi elds. Indeed, global health has 
become a major growth industry within higher education institutions 
(including a doubling of US undergraduate and graduate enrolments 
between 2006 and 2009), philanthropies, nongovernmental organiza-
tions (NGOs), consultancy fi rms, government departments and well-
meaning celebrities (Wolinsky 2007; Macfarlane et al. 2008; Lederman 
2009). Amid this enthusiasm, we begin by asking in chapter 1 what 
has been meant by global health, a question not as straightforward 
as it appears.
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International Relations is by no means the only discipline to climb 
on board this juggernaut (Janes and Corbett 2009; Leach et al. 2010). 
International Relations, by virtue of its fi eld of endeavour, however, 
seems perhaps the most obvious of the social sciences to offer substan-
tive engagement with global health. Historically, health has never been 
confi ned by territorial geography, and great civilizations have been 
rocked, and even destroyed, by major disease outbreaks. In more recent 
times, the globalization of health determinants and outcomes suggests 
a close and natural synergy between the two fi elds. It is thus even puz-
zling that the two fi elds have remained so distinct for so long, and 
indeed, important to understand why, and on what terms, this estrange-
ment appears to be being overcome. Why are bridges now being built 
between the two domains and what is the nature of these connections? 
This is the focus of the second chapter, which explores how and why 
International Relations has begun to engage with selected health issues.

The next four chapters of the book survey the common ground 
between health and International Relations, not to provide answers to 
major policy and scholarly questions such as ‘what is global health 
security?’ or ‘how should global health governance be organized?’, but 
rather, the purpose of these chapters is to understand and explain these 
agendas, the links between health and foreign policy, the global politi-
cal economy, global health governance and security, in terms of their 
social construction. Our goal is to probe the intellectual parameters of 
this new fi eld and the practical actions deemed appropriate to pursue 
in its name. How can we more fully explain the goals being pursued, 
the resources being deployed, the values being declared, and the cur-
riculum being taught in the name of global health? We refl ect on the 
nature of this emerging fi eld – what Sara Davies has termed the ‘global 
politics of health’ (Davies 2010) – not simply in an attempt to identify 
what the fi eld is or should be, but to ask why it is what it is. In this way, 
we seek to encourage more critical refl ection, both in theory and prac-
tice, on the global health enterprise than it has received to date.
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C H A P T E R  O N E

What is Global Health?

There is something ubiquitous about the term ‘global health’.1 In a little 
over a decade, it has come into common usage not only within scholarly 
circles, but as part of key policy debates about how health care services 
should be fi nanced and delivered. Health cooperation is now no longer 
described as merely ‘international’ but ‘global’, as the scope for national 
responses to address a growing number of health issues (especially 
those with crossborder implications) is seen to have diminished in the 
face of globalization. Global health, in other words, has arisen in 
response to ‘real world’ developments that have led to the closer inte-
gration worldwide of the determinants and outcomes of human health.

At the same time, however, the use of the term global health can be 
understood, not only as a refl ection of a profound shift in the ingredi-
ents that infl uence health policy, but as a concept that has contributed 
to that shift. In the creation and use of the term ‘global health’, a mul-
tiplicity of trends have been given a shared meaning which encourages 
us to see the world differently. Statements such as ‘health is global’ 
(Department of Health 2008a), therefore, are not simply a refl ection of 
an external reality, but a rallying call to reinterpret how we understand 
health in a particular way. Health as global, in this sense, is normative 
in its framing or social construction of the subject.

This chapter explores these ideas in three main sections. The fi rst 
identifi es the orthodox explanation for global health as a product of, 
and response to, new trends, notably globalization and its impacts on 
health. The second discusses the manner in which global health is 
subject to different meanings because it occupies contested terrain. The 
fi nal section argues that the manner in which we use the term global 
health is not value-neutral, but promotes certain issues, interests and 
institutions over others.

The Emergence of Global Health

Global health has grabbed the imagination of the academic and policy 
communities, as well as the general public. Within the academic world, 
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the volume of articles, journals, books and book series has proliferated 
over the past two decades. This has included support for increased 
accreditation and training on global health, backed by professional 
health bodies and associations (Hotez 2008; Hogan and Haines 2011: 
317–18; Lee et al. 2011: 310–16). This has been matched, and arguably 
exceeded, by interest within the policy world. New institutional mecha-
nisms, arrangements and initiatives have fl ourished, many explicitly 
‘global’ in orientation such as the Global Fund to Fight HIV/AIDS, 
Tuberculosis and Malaria2 and President Obama’s Global Health 
Initiative.3 Indeed global health issues have become de rigueur among 
the world’s most powerful people, whether at the World Economic 
Forum, G8 summits or the Organization for Economic Co-operation and 
Development (OECD). Regional and multilateral development banks, 
led by the World Bank, and other non-health institutions, including the 
UN General Assembly, have also given unprecedented attention to 
global health. This interest has been backed by resources. Health has 
received the lion’s share of increases in aid funding since the 1990s (see 
chapter 3). There has been a boom in global health philanthropy since 
the 1990s, led by the Bill and Melinda Gates Foundation (BMGF), and 
with substantial donations from Bloomberg, Open Society (Soros), 
Warren Buffett, Ted Turner, and the Skoll Global Threats Fund (Stuckler 
et al. 2011a). Further afi eld, in policy terms, global health has featured 
as a rising issue in foreign and security policy circles, and as an instrument 
in the soft/smart power toolkit. Finally, global health stories (most fre-
quently in the form of acute infectious disease outbreaks) have become 
regular fodder in the mass media including news, current affairs and 
entertainment.4 In some cases, these different worlds have come 
together, as in the examples of media funding by the BMGF including 
The Health Show (British Broadcasting Corporation) and Be the Change, Save 
a Life series (American Broadcasting Corporation), and The Guardian 
newspaper’s global development website (Doughton and Heim 2011).

So why has this remarkable growth in interest in global health 
occurred? One explanation is that it is in response to real world change; 
that is, as the world has become more globalized, so too has health. Up 
until around the mid-1990s international health was the more commonly 
used term, although it too suffered from defi nitional variation. Broadly 
speaking, within the public health fi eld, four ‘delineations’ are often 
made between national and international health:

• international health referred to health in countries where imperialist 
powers extended their military and commercial reach, and after the 
Second World War to former colonies (empire delineation);
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• international health focused on ‘tropical diseases’, refl ecting a 
geographical focus on the countries of the tropics which suffered 
from such diseases (geographical delineation);

• international health referred to the health status and needs of 
populations in developing countries (socioeconomic status 
delineation); or

• international health was used to refer to comparative analysis of 
national level health systems and problems (policy delineation).

All contrast with the strict use of the term ‘international’ in International 
Relations as meaning between countries or states. In the second edition 
of his Textbook of International Health, Paul Basch lists a wider range of 
topic areas to potentially include under the rubric of international 
health such as humanitarian responses to disasters and emergencies, 
the ethical aspects of research and practice in poor and marginalized 
populations, and the social and environmental consequences of human 
population growth. The list is a long one and his warning, that ‘a 
subject that pretends to cover everything covers nothing, or at least 
nothing very well’ (Basch 1999: 7) certainly appears apt.

The replacement of the term international health by global health from 
the mid-1990s appears to have been prompted for two reasons. First, 
the new term offered a political boost to long neglected public health 
problems, notably but not exclusively in developing countries (Garrett 
1994). These problems were not necessarily new but were either worsen-
ing, or becoming more visible, as a result of globalization. Stark inequal-
ities in health between rich and poor countries drew particular 
attention. To some extent, one can see this as a rebranding exercise, 
putting ‘old wine into new bottles’, to generate political leverage. 
Linking health in developing countries to new agendas, such as secu-
rity, foreign policy, environment and development, helped boost the 
political profi le of health development.

A second, and related, argument was the call for a paradigm shift in 
response to how human health is being affected in new ways by global 
interconnectedness (some of which are identifi ed in box 1.1). The emer-
gence of ‘global health’ was presented, in other words, either explicitly 
or implicitly as a natural response to changes in the material world. As 
stated in the US Institutes of Medicine infl uential 1997 report, America’s 
Vital Interest in Global Health,

The health needs of diverse countries are converging as the factors that affect 
health increasingly transcend national borders. Among those factors are the 
globalization of the economy, demographic change, and the rapidly rising costs 
of health care in all countries. In a world where nations and economies are 
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increasingly interdependent, ill health in any population affects all peoples, rich 
and poor. As global needs change, the responses of the international health 
agencies are also being critically re-examined – a process that will in turn have 
consequences for health policies worldwide. (Institute of Medicine 1997: 11)

The world had to work more closely together on health issues because 
of shared interests in doing so.

The most commonly cited intersection of interests between countries 
was the emergence of acute and severe infectious diseases which have 
the potential to reach epidemic or even pandemic proportions. Science 
journalist Laurie Garrett’s book The Coming Plague was among the most 
alarming and, some would argue, the most alarmist, published during 
this period. She predicted that

[t]he history of our time will be marked by recurrent eruptions of newly discovered 
diseases . . . epidemics of diseases migrating to new areas (for example, cholera 
in Latin America); diseases which become important through human 
technologies . . . ; and diseases which spring from insects and animals to humans, 
through manmade disruptions to local habitats.

To some extent, each of these processes has been occurring throughout history. 
What is new, however, is the increased potential that at least some of these 
diseases will generate large-scale, even worldwide epidemics. (Garrett 1994: xv)

The World Health Organization (WHO) was no less concerned. 
Director-General Hiroshi Nakajima, in the introduction to the World 
Health Report 1996 on the theme of infectious diseases, warned that the 
world stood

on the brink of a global crisis in infectious diseases. No country is safe from them. 
No country can any longer afford to ignore their threat.

Box 1.1 How human health has been affected 
by global interconnectedness
Among the most common changes identifi ed as requiring a shift of focus to 
the global are:

• new geographical distributions of disease vectors,
• the emergence of novel infections,
• increased drug resistance,
• changing epidemiological patterns of health and disease,
• innovations in global information and communication technologies that 

infl uence health,
• changing patterns of health-related human behaviour,
• the global restructuring of health-related industries, and
• innovations in institutional mechanisms for collective action on health.



10  What is Global Health?

The optimism of a relatively few years ago that many of these diseases could 
easily be brought under control has led to a fatal complacency among the 
international community . . . Infectious diseases are attacking us on multiple 
fronts. (WHO 1996: 1)

Undoubtedly, this preoccupation with acute and potentially epidemic 
infections was prompted by long-held and deep-seated public fears of, 
and simultaneous fascination with, plague and pestilence. Such dis-
eases attract the morbidly curious, drawing one’s eye like a serious road 
traffi c accident that we cannot quite look away from. This public inter-
est was refl ected in the mass media, with evidence suggesting journal-
ists did not simply report on news ‘as it happened’. Rather, in many 
countries, where health stories are among the most reported in the 
mass media, what health issues are reported and how they are reported 
bear scrutiny. Foreman found that what the media perceives as the 
highest risk to human health contrasts sharply with what actually 
poses the greatest risk (Foreman 1994: 7–11). This is supported by a 
study by The King’s Fund which found that the news agendas of the 
print and broadcast media are heavily skewed towards dramatic stories 
and health scares, rather than issues that statistically have a greater 
impact on health such as smoking, obesity, mental health and alcohol 
misuse:

The news media tend to focus on stories about health services. Only rarely do they 
publish stories about public health – that is, measures to improve health, prevent 
illness or reduce health inequalities. Public health specialists fi nd it infi nitely 
more diffi cult to cultivate media interest in serious, proven health risks, such as 
smoking, alcohol and obesity, than in, for example, ‘crisis’ in the NHS. Meanwhile, 
unusual hazards such as the severe acute respiratory syndrome (SARS) virus, 
which posed relatively little danger, can occupy the headlines for weeks on end. 
(Harrabin et al. 2003: 1)

Media reports, in turn, shape public perceptions of risk and views 
about the relative importance of different health issues. Such preoc-
cupations can skew priority setting by individuals about their own 
health behaviours, by health policy makers deciding the allocation of 
scarce resources, and by policy makers far beyond the health sector 
considering how health fi ts within national5 and global policy agendas.

The Multiple Meanings of Global Health

Paradoxically perhaps, amid the frenetic growth of interest in global 
health, a clear and agreed defi nition of what the subject entails has 
remained elusive. What are its intellectual boundaries? Are there agreed 
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norms to be achieved? What goals defi ne its spheres of practice? What 
is and is not a global health issue? Amid the vast literature that has 
sprung up on global health, both ‘health’ and ‘global’ (and especially 
‘globalization’) remain subject to competing understandings and defi ni-
tions. In this context, it is therefore unsurprising that the term ‘global 
health’ has also been problematic and that, indeed, we should perhaps 
expect multiple defi nitions given the competing perspectives at stake. In 
relation to health, while there is general agreement that the traditional 
biomedical model of health, focused on the biological causes, preven-
tion and cure of disease and disability, is too restrictive, WHO’s defi ni-
tion of health as ‘a state of complete physical, mental and social 
well-being and not merely the absence of disease or infi rmity’ (WHO 
1946 amended 2006: 1), has also elicited criticism for being too encom-
passing. Embracing both the biological and social are various wellness 
and environmental models, which emphasize the whole person and 
individual adaptation to one’s physical, social and other environments, 
respectively (Larson 1999).

Three examples of how the biomedical and social medicine models 
might lead to different data requirements and policies are H5N1 (avian 
infl uenza), HIV/AIDS and tobacco control (table 1.1). A biomedical 
approach to H5N1 would emphasize prevention through vaccines, ring-
fencing outbreaks and minimizing the spread of infection through 
anti-viral drugs, social distancing and quarantine. In contrast, a social 
medicine model might focus on addressing the conditions which allow 
the disease to mutate and spread, such as the habitation of chickens 
and humans in close proximity, or the economic conditions which lead 
to the non-disclosure of a local outbreak. Similarly, the biomedical 
model of HIV/AIDS seeks to understand how the disease is transmitted, 
how the virus replicates within the human body, and what drug thera-
pies or vaccines might be developed to slow or prevent the spread of 
the disease. A social medicine model, however, might examine why 
specifi c population groups are more vulnerable to HIV infection, why 
individuals seem to choose to practise behaviours leading to a high risk 
of HIV infection or what forms of stigmatization might be preventing 
equitable access to treatment. Finally, in relation to tobacco control, 
the biomedical model would seek to explain how nicotine acts on the 
brain’s receptors and leads to addiction, what the causal pathways are 
between smoking and specifi c types of cancers and other diseases, and 
how nicotine replacement therapies act to ease the physiological 
craving for cigarettes. A social medicine approach seeks to understand 
how children are susceptible to the marketing strategies of tobacco 
companies, what might be the best strategies to dissuade young people 
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from beginning to smoke, and how stronger customs and excise con-
trols might be introduced to tackle cigarette smuggling. While table 1.1 
presents these different approaches as divergent policy paths, in prac-
tice, most public health policies seek to combine elements of both. 
What is important to understand in contrasting these two very different 
perspectives, however, is that different models of health not only pri-
oritize different issues but can also rule some issues in and some out 
of discussion. The ability to do this can be recognized as a form of power 
– ideational power. This concerns the power of ideas to shape our under-
standing of the world, and the power to promote a sense of what is 
natural or commonsensical, such that, sometimes we are not even 
aware of the choices we are making.

A second challenge lies in defi ning what we mean by ‘global’, includ-
ing different understandings of the term ‘globalization’. There has been 
perhaps no other subject that has elicited as much debate in recent 
times, eliciting passionate discourse about what it means to be global, 
and the benefi ts and harms of becoming so. Global is a word that defi nes 
a generation – within a global village, we are global citizens encouraged 
to think locally but act globally about our impact on global climate 
change, our role as consumers within a global economy or as part of 
the audience for an increasingly global mass media. For International 
Relations scholars, grappling with the term ‘global’ lies at the very heart 
of the contemporary discipline. In its simplest sense, global refers to a 

TABLE 1.1 Contrasting policy interventions by the biomedical and social 
medicine models

Global health 
problem

Biomedical model Social medicine model

Pandemic 
infl uenza 
(H5N1)

Treatment by anti-viral drugs 
and prevention by 
development and 
implementation of vaccines

Compensation schemes to 
poultry farmers, regulation of 
animal husbandry practices, 
reform of production and 
distribution of anti-viral and 
vaccine supplies

HIV/AIDS Development of anti-
retroviral therapies, clinical 
guidelines to treat 
co-infections (e.g., 
tuberculosis and HIV/AIDS)

Strategies for reducing 
engagement in risky 
behaviours by vulnerable 
population groups, education 
to reduce social stigma

Tobacco 
control

Analysis of nicotine receptors 
in the brain, development of 
therapies that interfere with 
nicotine addiction

Restrictions on tobacco 
marketing, advertising and 
promotion; youth smoking 
prevention programmes
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sense of the world holistically as a single entity. The world’s division 
into 193 sovereign states, therefore, is but one way of viewing planet 
Earth. There are now many other organizing principles that shape how 
the human species exists and impacts on the world. Global thus threat-
ens to shift the very foundations of International Relations, from inter-
state relations to social relations that follow logics defi ned, for example, 
by economic production and supply chains, ethnicity, gender, interests 
or technologies, and not the political boundaries of states. The resultant 
debates have been prolonged, nuanced and, above all, prolifi c.

Globalization, or the process of becoming global, has elicited a cor-
responding degree of refl ection and debate within International 
Relations. What precisely globalization is, how we can measure it and, 
most controversially, what the nature is of its effects on our lives, has 
been given much intellectual consideration. Consequently, the litera-
ture is vast and ever growing, with no lack of excellent analyses avail-
able.6 One particularly useful conceptualization, which serves us well 
in defi ning ‘global health’ more precisely, is offered by Jan Aart Scholte. 
He begins by arguing that

[d]efi nitions fundamentally shape descriptions, explanations, evaluations, 
prescriptions and actions. In other words, they affect our entire understanding 
of a problem. If a core defi nition is slippery, then the knowledge built upon it is 
likely to be similarly loose and, in turn, the policies constructed on the basis of 
that knowledge can very well be misguided. Hence defi nition is more than an 
academic and lexicographical issue. (Scholte 2000: 42)

Most defi nitions of globalization used in the health fi eld are indeed 
‘slippery’, serving to confuse at best, and obscure material interests at 
worst. Seeking to be rigorous in one’s defi nition, about the distinct 
nature of globalization, is therefore considered by some an essential 
starting point. Scholte achieves this by identifying what he calls four 
redundant concepts of globalization:

 (a) internationalization – increases of interaction and interdependence 
between people in different countries (i.e. crossborder exchanges);

 (b) liberalization – a world without regulatory barriers to transfers of 
resources between countries;

 (c) universalization – the spread of more people and cultural phenom-
ena to all habitable corners of the world; and

 (d) westernization – a process of homogenization resulting in the world 
becoming western, modern and, in particular, American.

He goes on to argue that none of these concepts are new and, most 
importantly, all are already distinct and widely used terms. All of these 
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redundant concepts of globalization can also be readily found in the 
global health literature (box 1.2).

Scholte identifi es a fi fth, and distinct, concept of globalization focused 
on ‘deterritorialization’ or the ‘growth of ‘supraterritorial’ relations 
between people’ (Scholte 2000: 46). This reconfi guration of social space, 
he writes,

brings an end to what could be called ‘territorialism’, that is, a situation where 
social geography is entirely territorial. Although, as already stressed, territory still 
matters very much in our globalizing world, it no longer constitutes the whole 
of our geography . . . Geography ranks on par with culture, ecology, economy, 
politics and psychology as a core determinant of social life. (Scholte 2000: 46)

To date, scholarly and policy discussions of the shift from interna-
tional to global health have been shaped by the above debates about 
the terms ‘health’ and ‘global’. In other words, our understandings of 
global health are not derived from an objective examination of a world 
which exists independently of us, but by ideas which help us to explain 
the world. These ideas act as a road map telling us what to look out for, 
and what we can safely ignore. The problem is that these ideas are 
themselves contested, leading to multiple and competing understand-
ings of, and visions for, global health (see box 1.3). Moreover, distin-
guishing between international and global has not always been 
straightforward, refl ected in the manner in which the two terms have 
sometimes been used interchangeably. For example, the Canadian 
Society for International Health (CSIH) states:

CSIH members share a common interest and commitment to global health, global 
health research, and international development. Our members include individuals 

Box 1.2 Examples of the use of redundant concepts 
of globalization in the global health literature
‘the intensifi cation of fl ows of people, goods, and services across borders.’ 

(internationalization) Globalization and Health journal.7

‘changes in cross-border fl ows refl ect, and were preceded by, a considerable 
opening of economies, particularly in developing countries, through the 
lowering of trade barriers, removal of capital controls, and liberalization of 
foreign exchange restrictions.’ (liberalization) (Woodward et al. 2001)

‘a process of homogeneity producing a global culture sustaining the exchange 
and fl ow of goods and services, people, information, and knowledge world-
wide’ (universalization) (Cockerham and Cockerham 2010: 7)

‘a thin disguise for a movement that attempts to integrate developing nations 
into the Western socio-economic and health care models.’ (westernization) 
(Zimmet 2000)
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Box 1.3 The multiple meanings of global health
Multiple different meanings of global health exist, some emphasizing policies, 
some risks and others research. A number of popular examples are cited below. 
What they share is a sense that something has changed through globalization 
which ‘transcends’ more traditional ‘national’ heath where risks, policies and 
practices were largely dealt with by the state or by cooperation between states.

Health problems, issues and concerns that transcend national boundaries, and 
may best be addressed by cooperative actions. (Institute of Medicine 1997)

Global health is the health of populations in a global context and transcends the 
perspectives and concerns of individual nations. Health problems that transcend 
national borders or have a global political and economic impact are often empha-
sized. It has been defi ned as ‘the area of study, research and practice that places 
a priority on improving health and achieving equity in health for all people 
worldwide’. Thus, global health is about worldwide improvement of health, 
reduction of disparities, and protection against global threats that disregard 
national borders. The application of these principles to the domain of mental 
health is called Global Mental Health. (Wikipedia accessed 2010).

a fi eld of research and practice that examines how factors of global, national, 
and subnational origins converge on a health issue, problem, policy, or outcome 
in an identifi ed local social arena. This includes work that focuses on health 
inequities; the distribution of resources intended to produce health and well-
being, including science and technology; social identities related to health and 
biology; the development and local consequences of global health policy promul-
gated by national and international institutions; the organization of health ser-
vices; and the relationship of anthropogenic transformations of the biosphere to 
health. We argue that the ultimate goal of much anthropological work in global 
health is to reduce global health inequities and contribute to the development 
of sustainable and salutogenic sociocultural, political, and economic systems. 
(Janes and Corbett 2011)

those health issues that transcend national boundaries and governments and call 
for actions on the global forces that determine the health of people. (Kickbusch 
and Lister 2006: 7)

an area for study, research, and practice that places a priority on improving health 
and achieving health equity for all people worldwide. (Koplan et al. 2009: 1993)

worldwide improvement of health, reduction of disparities, and protection 
against global threats that disregard national borders. (Macfarlane et al. 2008)

collaborative trans-national research and action for promoting health for all. 
(Beaglehole and Bonita 2010: 5142)
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and organizations representing a broad spectrum of experience in various 
disciplines. Members contribute considerable time and energy to CSIH’s many 
activities, programs and projects, and connect CSIH to other organizations in 
Canada and abroad. Through the engagement of its members and partners, CSIH 
endeavours to bring together various communities engaged in global health in 
order to promote a collective agenda.8

Moreover, others have seen ‘global health’ as little more than a strategic 
rebranding of international health. On changing McGill University’s 
‘International Health Offi ce’ to a ‘Global Health Program’, its director 
Timothy Brewer pointed to substantive issues but also commented that 
‘Though names do not affect the smell of Romeo’s rose, they have the 
power to conjure up images and associations when we hear them’ 
(Brewer no date).

Despite the globalization of the term ‘global health’, what has there-
fore been far from universal is how global health is defi ned and under-
stood. Is this lack of defi nitional clarity a problem? For some it is. 
Koplan and others, for example, argue that without an agreed defi ni-
tion of global health, it is diffi cult to agree on what global health is 
trying to achieve and how progress will be made and monitored (Koplan 
et al. 2009). Without a well understood, coherent research and policy 
agenda, multiple policies and initiatives emerge. At the very least, this 
is a sub-optimal use of resources; at worst, they pull in different direc-
tions or duplicate effort. The danger is that much of the public goodwill 
and substantial political commitment to improving global health, seen 
in the fi rst decade of the new millennium, may dissipate as results fail 
to match expectations, a risk heightened by the harsher economic 
climate of the second decade of the millennium. Indeed, as early as 
2007, Garrett observed that ‘because the efforts this money is paying 
for are largely uncoordinated and directed mostly at specifi c high-pro-
fi le diseases – rather than at public health in general – there is a grave 
danger that the current age of generosity could not only fall short of 
expectations but actually make things worse on the ground’ (Garrett 
2007: 1).

Beginning with the aim ‘to shed light on the infl uence of global social 
norms on social behaviour and public policy, and to integrate into the 
analysis at times previously neglected normative variables’ (Surel 2000), 
this book encourages a more refl ective approach to global health theory 
and practice. From this perspective, the resistance to fi rm defi nition is 
a key part of the story to be told. The multiple meanings of global health 
arise from different, and often contested, normative frames which are 
discussed below. What is common across all of these different meanings 
attached to global health by health researchers, practitioners, and 
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policy makers, in other words, is that they have normative underpin-
nings. In this context, the longstanding mutual neglect between health 
and International Relations, followed by the remarkable expansion of 
global health initiatives, tells us as much about the orthodoxy within 
these two fi elds as about changes in the ‘real world’. Thus, despite sub-
stantial interest in the subject of global health, a single agreed defi ni-
tion is unlikely to emerge. Rather than seeking to reconcile these 
differences, there is a need to interrogate them more deeply and under-
stand how they shape thinking and practice on global health and, more 
broadly, contemporary societies, public policy and world politics.

Competing Norms and the Framing 
of Global Health

The existence of competing norms, which privilege certain interests 
over others, is refl ected in the anomalies of support for different global 
health issues. Why do some health issues receive more attention than 
others? Why is the health of some population groups deemed a higher 
priority than others? For example, diarrhoeal disease kills tens of thou-
sands of infants and children each year in Africa but remains relatively 
neglected as a global health problem. Meanwhile, despite killing less 
than 1,000 people in total, SARS dominated the headlines in the fi rst 
half of 2003 and much public health planning in its aftermath (Fleck 
2003). This disparity between different health issues is seen clearly in 
funding allocation decisions. The massive increase in funding for HIV/
AIDS over the past decade, including a six-fold increase in disburse-
ments between 2002 and 2008 (Kates et al. 2011) has led to something 
of a backlash over ‘AIDS exceptionalism’. Why has HIV/AIDS received so 
much of the limited available funding when other disease areas have 
received so much less? (Shiffman 2008). In general, infectious diseases 
have attracted the eye of old and new funders far more effectively than, 
for instance, road traffi c accidents, chronic diseases and mental health 
(Shiffman 2006).

A number of explanations for the disparity between the global burden 
of disease and the allocation of resources have been advanced. Poor 
quality health information on the burden of disease suffered by specifi c 
population groups over time can certainly obscure, and even distort, 
policy decisions (Moon et al. 2010). The availability and affordability of 
effective interventions, or lack therefore, can also infl uence what 
disease areas receive funding, with donors choosing to do what is fea-
sible rather than what is causing the highest levels of morbidity and 
mortality (Bloom et al. 2006). Misperceptions between the actual and 
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perceived global disease burden by the public in high-income states may 
explain donor spending behaviour (Seigel et al. 2011). Alternatively, 
variation may be accounted for by the pursuit of material interests in 
the form of the lobbying power of patient advocacy groups, large cor-
porations, governments or individual global health agencies seeking to 
feather their own institutional nests. The slow progress until the late 
1990s on global tobacco control, for example, can be attributed in part 
to the signifi cant and strategic efforts by a powerful tobacco industry 
to undermine policy action worldwide (Ong and Glantz 2000).

This book argues that what can also play a critical role are how issues 
are normatively framed, and the political purchase of these competing 
frames. Over the past decade, global health issues have been framed in 
a number of different ways dominated by fi ve frames (see box 1.4). Each 
of these frames, based on a set of norms, privileges certain ideas, inter-
ests and institutions. In other words, each has particular answers to the 
questions of who and what is important in global health, and why. For 
example, framing health as a security issue would lead to the prioritiza-

Box 1.4 Competing frames in global health
Five dominant frames can be seen as key to the manner in which global health 
has been constructed in competing ways. These frames are not always self-
contained but may spill over one into another, making clear distinctions some-
times problematic. Moreover, many of these frames are internally contested, 
with competing theories, methodologies and approaches. Nevertheless there is 
suffi cient commonality within each frame to make them coherent, while the 
differences between frames render them more than heuristic devices useful for 
analytical purposes but rather a means of constructing issues in such a way as 
to suggest particular pathways of response.

1. Evidence-based medicine (EBM)
This frame encourages and reinforces positivist, rationalist ways of reasoning. 
It actively promotes the use of statistics, elevating this form of enquiry above 
all others. Decisions should be based on the best available scientifi c evidence 
using epidemiological and biostatistical ways of thinking. Use of this frame is 
often identifi able by the tendency to refer to ‘evidence’ to support decision 
making.

2. Human rights
This frame is based on the idea that public health policies should be based on 
the principles of dignity and respect for the individual. Programmes and prac-
tices should not violate human rights obligations concerning the avoidance of 
coercion and discrimination (including access to health care) and the promotion 
of transparency and community involvement. Links are often made to various 
international declarations on human rights.
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3. Economism
This frame is based on assumptions that demand for health is inelastic (if you 
are ill, your demand for treatment does not vary with your income or the price 
of the treatment), and that the resources that can be devoted to health are 
scarce. The frame therefore lends itself to arguments about effi ciency, choice 
and competitiveness in the distribution of scarce resources. Economics may also 
be used to demonstrate the value of health interventions in promoting eco-
nomic growth, which in turn feeds back to increased resources for health or 
improved living standards which reduce health vulnerabilities.

4. Security
The underlying logic common to all forms of security is that of threat and 
defence. Health is framed as a security issue when it is presented as a threat to 
someone or something, and as something against which defensive measures 
(either in the form of prevention or response) must be taken.

5. Development
This frame is based on the idea that policies and practices should improve condi-
tions in the ‘Third World’ where the ‘First World’ becomes something of a 
benchmark for measurement. Its central idea has traditionally been that of a 
binary divide in the international system between the ‘haves’ and ‘have-nots’ 
(usually expressed in economic terms) and the responsibilities of the latter to 
assist the former. Development as a frame, however, has so far proven itself to 
be notoriously diffi cult to grasp, largely as a result of how it overlaps with the 
other frames and adapts them within it.

Source: The authors thank Adam Kamradt-Scott, David Reubi, Simon Rushton, 
Owain Williams and Marie Woodling for these understandings.

tion of worldwide pandemic infl uenza preparedness over tackling 
infant diarrhoeal disease in the developing world. This is because the 
former, using a security lens, is seen as a threat to the core functioning 
of the state, while the latter does not. Correspondingly, applying the 
economism frame may lead to a greater focus on the health needs of 
population groups deemed the most economically productive in society 
(namely adults), and less priority given to the young and elderly. The 
human rights frame may lead to increased attention to the health needs 
of the poor and disadvantaged, especially in the developing world, 
including equity of access to health care and essential medicines, issues 
that would receive limited attention from a security frame. The develop-
ment frame, in contrast, with its concern for poverty alleviation, might 
lead to a focus on endemic diseases in Africa rather than the risk of 
outbreak events (such as SARS and swine fl u) spreading to the developed 
world. Finally, a biomedical frame would support the development and 
application of effective medical interventions that target specifi c dis-



20  What is Global Health?

eases, and are delivered in health care settings, as identifi ed by evi-
dence-based approaches to policy making.

Of course, concerns about global health are not solely fuelled by cog-
nitive frames but combine with changes in the material world. The 
historical relationship between patterns of health and disease, and the 
structure and composition of human societies, has been an intimate 
one. The globalizing world encountered by epidemiologists in the early 
twenty-fi rst century is undoubtedly distinct, for example, from the 
slums of the industrializing mid-nineteenth century. Does this explain 
why there appears to be a larger number of new diseases emerging in 
recent decades than in previous times? Is it something about the mate-
rial world, in the form of changing social relationships and, in particu-
lar, globalization, that explains new patterns of global health and 
disease? Haggett (2000), for example, identifi es four changes that defi ne 
the impacts of globalization on disease: (a) demographic growth of the 
host population; (b) the collapse of geographical space; (c) global land-
use changes; and (d) global warming. What forces are driving their 
trajectory, how we understand the changes they are bringing about, 
and how we choose to respond to them all lead back to the importance 
of normative frames.

In this book, therefore, global health is located within a highly con-
tested terrain of what Surel (2000) describes as competing cognitive and 
normative frames. He describes their role in policy making as the inter-
play of four key elements:

 (1) metaphysical principles or ‘world view’ consisting of ‘abstract precepts 
circumscribing what is possible in a given society, identifying and 
justifying the existence of differences between individuals and/or 
groups, and locating various social processes on a hierarchical 
scale’;

 (2) specifi c principles ‘which allow the operationalization of values in one 
domain and/or particular policy and/or subsystem of public policy’;

 (3) forms of action that are deemed ‘the most appropriate methods and 
means to achieve the defi ned values and objectives’, leading to 
accepted practices and behaviours; and

 (4) instruments or means by which accepted practices and behaviours 
are carried out such as institutional structures, administrative regu-
lations and budgetary allocations.

Applied to global health, this framework helps to reveal lines of con-
testation, barriers to policy debate, limitations to practice, and relation-
ships of dominance (see table 1.2). This approach opens up the study of 
global health as a social construct, framed in a variety of different ways, 
each with its own sets of interests, and with profound material conse-
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quences in terms of different pathways of response. While politics is 
often derided, as interfering or undermining forms of action and instru-
ments of global health, most notably by the evidence-based medicine 
approach, this approach sees politics as central because cognitive and 
normative frames defi ne global health and both promote and refl ect 
different sets of interests and priorities. The most prominent of these 
frames to date – biomedicine, economism, security, development and 
human rights – are each characterized by a ‘collective consciousness’:

Cognitive and normative frames allow actors to make sense of their worlds, and 
to locate themselves and develop in a given community, by defi ning the fi eld for 
exchange, by allowing meaning to be conferred on social dynamics, and by 
determining the possibilities for action. They thereby contribute to the 
construction of individuals or groups as social actors in a particular fi eld. (Surel 
2000: 500)

In this respect, this book is a return to the roots of both fi elds. The 
systematic study of the relationship between society, disease and medi-
cine, known as social medicine, began in the early nineteenth century 
(Anderson et al. 2005). It was during this period that Rudolph Virchow 
coined his famous observation that politics is medicine writ large 
(Ashton 2006). We argue that medicine, or more broadly health, must 

TABLE 1.2 Examples of the cognitive and normative framing 
of global health

Elements Examples

Metaphysical 
principles

• Health is a basic human right.
• Health is a commodity subject to market supply and 

demand.

Specifi c 
principles

• ARVs should be provided free of charge to all who need 
them.

• Donor agencies should involve local communities in 
setting their priorities.

• Multinational corporations should ensure access to basic 
health care services for all employees.

Forms of 
action

• Use of economic incentives to promote healthy 
behaviours.

• Encourage market to fi ll gaps in health care fi nancing 
and provision.

• Regulation of marketing and advertising of industry to 
protect children.

Instruments • Levy on airline tickets by UNITAID to raise funds for ARVs.
• Abstinence programme by PEPFAR.
• Tax incentives to encourage R&D on malaria treatment 

and vaccines.
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be equally understood as politics writ large. This book is about politics 
and medicine writ large together.

Conclusion

The coming together of political imperatives, not least in addressing 
global health inequalities, with rapid change in health determinants 
and outcomes, has produced a highly contested global health agenda. 
The construction of health as global, underpinned by the message 
‘we’re all in it together’, has led to an unprecedented focus on certain 
health issues perceived as posing risks to populations within and across 
countries. Jain (1991) argues that self-interest has been the primary 
driver, with global health ‘rooted in the needs of nations, not in their 
desires or demands . . . This interdependence requires that nations 
work together, not out of altruism, not out of need to seek favors, not 
for reasons of goodwill, but essentially out of self interest.’ Others see 
the growth of attention to global health since the late 1990s as rooted 
in a new kind of global consciousness, expressed through humanitari-
anism which transcends personal or national interests. There has been 
much talk of this global generation – those who ‘want to make a differ-
ence’ after decades of profl igacy and consumerism (Panosian and Coates 
2006). Global health recruits are described as the new Peace Corps, 
further inspired by the mega-giving of a new generation of philanthro-
pists including Bill Gates, Michael Bloomberg, Ted Turner and other 
prominent individuals committed to ‘making a difference’ and ‘giving 
back’. This commitment has been most pronounced perhaps in North 
America, but it is observable on university campuses across the world 
(Fauci 2007).

While it would seem churlish to criticize this new generation of activ-
ism, in a world seemingly in chronic short supply of such generosity of 
spirit, the need to better understand and where necessary, critically 
refl ect on, global health theory and practice remains essential. 
Interrogating the normative basis of global health is an essential part 
of moving the fi eld forward, both as a mature academic subject and as 
an endeavour to improve the health of millions worldwide. This fi rst 
chapter has therefore set out to challenge the assumption that ‘global 
health’ is an unproblematic, rational response to exogenous develop-
ments in the real world. Instead, it suggests that global health is a 
contested fi eld where different social constructions, expressed through 
normative frames, lead to different interpretations of what the fi eld is, 
the goals to be achieved, and the policy pathways that should be pursued 
to achieve them.
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C H A P T E R  T W O

Constructing a New 
Agenda: International 
Relations and 
Global Health

Why have health issues begun to regularly appear in books and journals 
on International Relations when, say ten years ago, this would have 
been a very rare sight? And why are health scholars, policy makers and 
practitioners increasingly interested in core aspects of international 
relations such as trade, diplomacy and foreign and security policy?1,2 
Health is traditionally seen as a largely domestic concern. Health policy 
is dominated by questions concerning how resources for health care are 
raised and spent, how to structure and organize health care services, 
what the balance should be between private and public provision, how 
to determine which health services and interventions are effective and 
affordable, and how to ensure the delivery of high-quality health care 
for individuals and populations. These questions, in turn, pertain to 
policy and practice within health care systems which, by and large, are 
traditionally confi ned within states. All this appears to be a long way 
from International Relations, with its historic focus on questions of war 
and peace, national security and ‘power politics’ (Wight 1979). Indeed, 
a standard textbook for the discipline by two US-based scholars, Charles 
W. Kegley and Eugene R. Wittkopf, explicitly contrasts the high politics 
of peace and security with the low politics of efforts to increase stan-
dards of living and improve quality of life. Health policy, from this 
perspective, would fall clearly in the latter category and thus be consid-
ered far removed from the ‘high politics’ concerns of International 
Relations (or in their terms, ‘world politics’): ‘In an unsafe world the 
search for national security has become synonymous with world poli-
tics’ (Kegley and Wittkopf 1989: 351). This book is concerned not only 
with how this separation of spheres has changed, with health issues 
now featuring in both the study and practice of International Relations, 
but understanding why this is occurring and with what effect.

This chapter explicitly engages with the contemporary emergence of 
health issues within International Relations, and how health has come 
into the consciousness of the discipline’s scholars and practitioners. Its 
purpose is not, however, to trace the evolution of this development by 
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providing a historiography or intellectual history of this development. 
Rather, questions of a more critical nature are asked concerning what 
issues have become part of this new agenda and whose interests are 
served by this. Our position, therefore, is not one of rationalism – that 
the emergence of health issues is a response by the academic and policy 
community to exogenous developments in the ‘real world’. Instead we 
adopt a more refl ectivist position, seeing this development as a con-
struction which serves some interests over others. As Robert Cox (1981: 
128) famously argued, ‘[t]heory is always for someone and for some 
purpose’. In this vein, we wish to ask how the emergence of health onto 
the agenda of International Relations serves some over others and is for 
some purpose. The chapter begins by detailing why health was not 
considered a subject within International Relations for so long, despite 
longstanding international dimensions to health policy. It begins by 
engaging with traditional International Relations theory, especially the 
rationalist tradition exemplifi ed by the two dominant theories of (neo-)
realism and (neo-)liberalism.

Health and the Discipline 
of International Relations

Although the academic discipline of International Relations in the early 
twenty-fi rst century possesses a far greater degree of heterogeneity and 
pluralism than it ever has, in both what is studied and how it is studied, 
orthodox accounts remain organized around two distinct centres of 
gravity. The fi rst concerns the subject matter. At the heart of orthodox 
accounts are relations between states (e.g., Waltz 1979), extended to 
accommodate other major international actors including international 
organizations (e.g., Keohane and Nye 1977; Keohane 1984; Nye 1988). 
This allows International Relations to make the distinction between 
domestic or national concerns, which are not the subject of the disci-
pline, and international concerns, which form its core. This distinction 
is a powerful element in how the discipline has traditionally been con-
structed. Although few would deny that what happens inside a state 
can have an impact on relations outside, the domestic/international 
divide has been a crucial one in determining what is inside the disci-
pline and what is outside.

A key area of investigation is the system in which states operate. Here, 
orthodox theories are divided over whether the anarchic structure of 
that system renders the distribution of power the key concern, or 
whether the system is moderated by rules and norms of behaviour – 
that is, the degree to which state actions are limited only by relative 
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power (e.g., Mearsheimer 2001), or whether informal rules exist over 
state behaviour, and whether institutions or regimes can moderate 
anarchy for mutual benefi t (e.g., Bull 1977):

Revolving in the past around competing theories of human nature, the debate is 
more concerned today with the extent to which state action is infl uenced by 
‘structure’ (anarchy and the distribution of power) versus ‘process’ (interaction 
and learning) and institutions. Does the absence of centralized political authority 
force states to play competitive power politics? Can international regimes 
overcome this logic, and under what conditions? (Wendt 1992: 391)

Because the system remains anarchic, state power is a crucial concern 
of orthodox accounts. States pursue power not for its own sake, but to 
promote national interests and, in particular, national security in the 
context of anarchy.

However, this theoretical divide in International Relations leads to 
disagreement over whether national interests can best be achieved 
through cooperation or the competitive maximizing of state power. The 
latter is emphasized in realist and neo-realist theories. In contrast, neo-
liberal theories emphasize the potential for international cooperation 
to manage insecurity. For both of these theories, however, war and 
peace have traditionally been the key issues facing the international 
system; and an ordered system is one without war, rather than one 
which is just. In this sense, the concerns of the discipline can be seen 
as a refl ection of the interests of its key players. As the discipline grew 
rapidly after the Second World War, especially in Western Europe and 
North America, so its concerns refl ected the policy interests of states in 
those regions, notably against the backdrop of the Cold War. In this 
context, therefore, the fi rst centre of gravity in International Relations 
concerns what the discipline is about, namely the distinction between 
domestic and international; a focus on the state as the main actor in 
the international system; on power, interests and norms as the princi-
ples governing how the system works; and on national security and war 
as the dominant issues of concern for the system and its actors.

The second centre of gravity concerns the nature of theories used in 
orthodox accounts of International Relations, especially the dominant 
theories of (neo-)liberalism and (neo-)realism. These theories are based 
in positivism – that knowledge is advanced through the systematic, and 
methodologically rigorous, collection of data which then enables the 
investigator to identify patterns of behaviour. These patterns allow 
investigators to build theories by inferring the causes behind actions, 
and to use these theories to predict how subjects might behave (Kurki 
and Wight 2007: 17, 20–1). For example, in one form of realism, it is 
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inferred that an imbalance of power in the state system is inherently 
unstable and will lead to war unless a balancing act is undertaken (such 
as a state increasing its military power or entering into an alliance with 
another state). The role of theory in this approach is to explain the world. 
Importantly, this world being studied is considered to be ‘out there’ 
(external to the observer) and resultant theory is thus seen as separate 
from the world it is attempting to explain (Hollis and Smith 1991). 
Orthodox theory also tends towards a form of rationalism, the assump-
tion that behaviour is based upon an assessment by an actor of what is 
in their best interest. In pursuit of national interests, for instance, it is 
assumed that governments are aware of, and thus make decisions and 
act accordingly, based on evaluations of the optimal benefi ts to the 
country concerned.

These two centres of gravity in orthodox International Relations – 
concerning what the discipline is about and the positivist, explanatory 
and rationalist nature of the theories used – created little space for the 
consideration of health issues. In particular, health appeared to 
International Relations scholars as a domestic concern largely unre-
lated to matters of national security. Although war may impinge on 
health, both directly through casualties and deaths, and indirectly 
through its impact on health provision and the creation of new disease 
risks,3 these links were considered to be fi rmly within the realm of 
health professionals rather than International Relations scholars and 
policy makers. In other words, because there was no obvious perceived 
health issue ‘out there’ for International Relations to explain, there was 
no requirement for any signifi cant engagement. In this context, a ratio-
nal assessment was to leave health largely outside of both the discipline 
of International Relations, and the practice of foreign and security 
policy.

The principal policy exception to this concerned development aid. 
Investing in health has been an important part of development policies 
over the past half-century. This is seen most clearly in the eight high-
profi le Millennium Development Goals, agreed by the United Nations 
in 2000, three of which concern health. In addition, eight of its eighteen 
targets, and eighteen of its forty-eight indicators, also relate directly to 
health (see section on development in chapter 3). Although develop-
ment is pursued for humanitarian reasons, it is also closely linked to 
foreign policy either institutionally or for policy reasons. In the UK, for 
example, prior to the establishment of the Department for International 
Development (DfID) in 1997, development aid was under the responsi-
bility of the Foreign and Commonwealth Offi ce (FCO), provided through 
the Overseas Development Administration. As Baroness Linda Chalker, 
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Foreign Offi ce Minister responsible for overseas development in the 
mid-1990s explained, ‘Development assistance is part of our broader 
foreign policy interests’ (Chalker 1996). Similarly in the United States, 
USAID describes its role as ‘furthering America’s foreign policy inter-
ests . . . while improving the lives of citizens in the developing world’ 
(USAID no date).

A second exception has concerned the manner in which health devel-
opment can be used as part of a ‘hearts and minds’ approach in strategi-
cally important countries. During the Vietnam War, for example, the 
US military used health interventions called MEDCAPS in an effort to 
win local support for its operations. In Iraq and Afghanistan, the provi-
sion of health assistance has been advocated as part of US counter-
insurgency policy (Baker 2007). However, neither the provision of health 
development assistance nor its use as part of geopolitical strategy has 
fi gured prominently on the foreign or security policy agendas of major 
powers, nor in the core interests of International Relations as an aca-
demic discipline except for the occasional crossover with Development 
Studies.

Interestingly, there are arguably ways in which the subject of health 
could have been incorporated into the discipline of International 
Relations, even under the narrow confi nes of orthodox accounts. For 
example, a major concern of the discipline is the manner in which rules 
and norms may mitigate the effects of anarchy within the international 
system. The discipline is interested in the extent to which states may 
agree to cooperate out of mutual self-interest, thereby limiting their 
freedom of action, despite the principle of state sovereignty allowing 
independence of action. Crossborder infectious disease outbreaks 
provide an excellent example of the tensions between the benefi ts from, 
and limitations to, cooperation in a world of sovereign states. It is in 
the shared interests of all countries that information on the emergence 
and spread of disease outbreaks is shared openly, but the potential 
economic and political fallout can lead states to choose to limit the 
disclosure of information out of national self-interest. This tension 
emerged during prolonged negotiations from the mid-1990s to revise 
the International Health Regulations (IHRs), eventually agreed in 2005. 
The former IHRs, with origins dating from the mid-nineteenth century, 
oblige states to monitor and report on outbreaks of selected diseases 
(namely, cholera, plague, yellow fever) within their borders. This obliga-
tion was accepted as serving the common good, despite the potential 
economic and reputational damage such reporting can elicit. Reconciling 
collective and national interests in the revised IHRs proved a delicate 
balancing act, with the WHO expanding its ability to call on nongov-



28  Constructing a New Agenda

ernmental sources of data but remaining subject to the authority of 
sovereign states when responding to ‘public health emergencies of 
international concern’ (Kamradt-Scott and Lee 2011).

Anarchy might also be mitigated through international institutions 
and other initiatives. Health has a long and diverse history of interna-
tional cooperative arrangements, such as the International Sanitary 
Conferences, International Committee of the Red Cross, and Health 
Organization of the League of Nations, most designed to promote inter-
national norms, establish rules of behaviour and undertake collective 
action. The WHO was established after the Second World War, as part 
of the UN system, but remarkably, along with other forms of interna-
tional health cooperation, remained relatively ignored by International 
Relations scholars until the early twenty-fi rst century.4,5 While the orga-
nization has remained, for the most part a creature of its member 
states, there are notable examples of the WHO behaving as an interna-
tional actor in its own right. This was observed during the SARS epi-
demic when the WHO not only took the lead in co-ordinating 
international efforts to combat the outbreak, but issued travel warnings 
to certain states despite the wishes of those states. Overall, health would 
seem to offer some fertile ground for orthodox scholars of International 
Relations given the tensions between the requirement for cooperation 
and the principle of state sovereignty (Kamradt-Scott and Lee 
forthcoming).

A second way in which health might be expected to feature in 
International Relations is through human rights. The subject is of inter-
est to the discipline because it poses the question of whether there are 
certain rights which may be considered universal and, therefore, tran-
scend the sovereignty of states. If this is so, then awkward questions 
follow over the responsibility of the international community to 
promote these rights against the wishes and interests of some states 
and, if these rights are violated, whether the international community 
has an obligation to act in their defence. Human rights featured promi-
nently during the Cold War when the West6 was critical of the Eastern 
bloc’s constraints on individual freedoms. During the 1990s, western-
led interventions in confl icts such as Bosnia, Kosovo and Sierra Leone 
were justifi ed by reference to humanitarian values, while criticism of 
the failure to intervene in the Rwandan confl ict was based on genocide 
being a crime against humanity. What is important for this analysis, 
however, is that health has been established internationally as a human 
right, but has largely been ignored in the discussion of human rights 
by scholars of International Relations despite the right to health being 
established in a variety of international declarations (see section on 
human rights in chapter 3).
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What these two examples demonstrate is that health could have fea-
tured more prominently as part of the orthodox agenda for International 
Relations. The cross/transborder nature of many health issues poses 
important and interesting questions about the importance of coopera-
tion and the establishment of rules and norms of behaviour. The poten-
tial for many diseases to spread between countries, in particular, raises 
issues about the authority of international organizations, such as the 
WHO, to act independently of sovereign states. And recognition of 
health as a universal human right elicits concerns about how they 
should be promoted and protected within the international commu-
nity. Moreover, health has featured in both foreign and security policy 
in the form of development aid for humanitarian and strategic pur-
poses. If the International Relations discipline is in the business of 
explaining a world ‘out there’, how could it not have engaged with 
health issues at these intersections? In other words, the two dominant 
theories of International Relations fail to account for the relative lack 
of attention paid to health issues.

This opens up the possibility of a rather different view of the disci-
pline from that outlined above – less a value-neutral explanation of the 
world and more a discipline which chooses to construct both itself, and 
the world it seeks to understand, in particular ways. From this perspec-
tive, the theories we hold cannot be deemed neutral and divorced from 
the world they seek to explain or understand; rather they construct or 
constitute that world (e.g., Walker 1993: 6; see also box 2.1). This more 
refl ectivist approach is interested in analysing the meanings and beliefs 
held by actors. Here, the values, norms and assumptions of those trying 
to understand the world are important in how we understand the 
world. The social world is a ‘world of our making’ (Onuf 1989) and, 
therefore, refl ects our normative prejudices. This does not mean, 
however, that the material world is of no concern. Adopting a construc-
tivist line, as described in the Introduction, we maintain that the mate-
rial and ideational worlds closely interact with each other. As Ruggie 
puts it,

Constructivists hold the view that the building blocks of international reality are 
ideational as well as material; that ideational factors have normative as well as 
instrumental dimensions; that they express not only individual but collective 
intentionality; and that the meaning and signifi cance of ideational factors are 
not independent of time and place. (Ruggie 1998: 33)

From the constructivist position, interests are thus not objective 
givens based on rational analysis of an external reality. Rather they are 
created inter-subjectively, that is, through an engagement with each 
other: ‘Actors do not have a “portfolio” of interests that they carry 
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around independent of social context; instead, they defi ne their inter-
ests in the process of defi ning situations . . . identities and interests are 
constituted by collective meanings that are always in process’ (Wendt 
1992: 398, 407). But, as Smith points out, ‘having created [interests] we 
could create them otherwise; it would be diffi cult because we have all 
internalized the “way the world is”, but we could make it otherwise’ 
(Smith 2001: 244). Thus an important element of social constructivism 
is the potential for change in the way in which we understand the 
world, how we perceive our interests, and ultimately how we behave in 
it. This change may not be easy because of the way in which our view 
of the social world is sometimes deeply embedded, but it remains pos-
sible. Adopting this position allows us to ask a rather deeper question 
beyond why health has been largely ignored by International Relations. 
Instead, our question is based on changing perceptions of interests and 
understandings. Social constructivism would suggest that health was 
ignored because interests were not created in a way that allowed them 
to engage with these questions. The reason for this, we would suggest, 
had much to do with the bipolar politics of the Cold War, which focused 
on narrowly defi ned issues of security, and which created a ‘them and 
us’ view of the world, rather than one of commonality in the face of 
shared threats such as global health risks. As the social context changed 
with the end of the Cold War, and as the material context changed as 
well, so perceived interests changed, allowing global health to emerge 
on the agenda of International Relations. The following section explores 
this change.

Creating a New Agenda

As described above, International Relations has traditionally been con-
cerned with what the discipline holds as the ‘big questions’ of war and 
peace, security and the national interest, a focus matched in foreign 
policy. In so doing, it removed itself from the daily micro-level questions 

Box 2.1 Theory and the world
‘Theories are part of the social world, they can never be separate from it, and 
thus they constitute the social world in which we live. Each defi nes the problems 
to be examined differently, and we may well defi ne how we know things about 
those problems in different ways. Thus the social location of the observer will 
infl uence which theory they see as most useful, simply because that location 
will predispose that observer to defi ne some features of international relations 
as key and others less relevant.’ (Smith 2007: 11)
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of human survival and well-being, as experienced by millions on the 
planet struggling with poverty and ill-health. Instead, the discipline 
focused on the exceptional events affecting the state in its relations 
with other states. Gradually, however, more critical voices established 
a foothold linking individual experiences to global forces, and the ‘low 
politics’ of basic needs and quality of life to the ‘high politics’ of the 
national interest (e.g., Enloe 1989; Thomas, 2000).

Arising from this move were two key ideas which, in turn, developed 
a degree of purchase in the academic and policy worlds. The fi rst was 
human security – that security does not simply affect the state, as the 
referent object, but can be seen from the perspective of the basic needs 
of individuals. In this sense, the security of the state and the security 
of individuals are not necessarily one and the same (see section on 
human security in chapter 6). The second was the idea that both the 
policy and academic agendas had been too narrowly focused, especially 
with regard to security, and that a signifi cant broadening was required. 
New risks such as the environment and climate change, migration and 
transnational crime began to be articulated as legitimate security con-
cerns for International Relations, alongside the more established 
concern with military threats and the balance of power. At around the 
same time, an awareness of the manner in which globalization was 
affecting world politics began to be emphasized. The speed and inten-
sity of interactions appeared to have increased, and were continuing to 
increase, creating a change in the pattern of world politics. States 
appeared to be increasingly subject to broader trends and developments 
over which they sometimes had only slight control. Within this context, 
the move to incorporate health into International Relations appears 
relatively straightforward: health underpins the human security of the 
individual but is dependent upon increasingly global developments 
such as the increased mobility of health professionals and patients, 
international trade agreements affecting access to medicines, and 
increased population mobility leading to an increased risk of cross/
transborder spread of certain diseases. Equally, the broadening of the 
agenda created a space which allowed certain health issues, such as 
bio-terrorism and acute7 and severe8 infectious disease outbreaks, to be 
considered national and global security risks.

Thus, over the past decade, health issues have increasingly featured 
as part of the academic agenda of International Relations (e.g., Elbe 
2009, 2010; Davies 2010) as well as in foreign and security policy (e.g., 
Downer 2003; Clinton 2010). The change was observable within the 
policy community from the mid-1990s, but developed more signifi -
cantly in the early years of the following decade. In 1996 US President 
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Bill Clinton issued a Presidential Decision Directive calling for a more 
focused US policy on infectious diseases. This led to a 1999 National 
Intelligence Estimate on the national security threat from infectious 
disease (CIA 2000). In 1999 the US Department of State also cited the 
protection of human health as one of its strategic missions (US State 
Department 1999: 9, 41). Health issues (and most particularly HIV/AIDS) 
began to fi gure prominently in a variety of foreign policy speeches 
made by key members of the Bush administrations (e.g., Bush 2003; 
Powell 2004). In its Strategic Plan for Financial Years 2004–9, the US 
State Department argued that ‘[t]he United States has a direct interest 
in safeguarding the health of Americans and in preventing the threats 
posed by diseases worldwide . . . emerging infectious diseases of epi-
demic or pandemic proportions . . . pose a serious threat to American 
citizens and the international community’ (US State Department 2004: 
76).

In the UK, the Foreign and Commonwealth Offi ce’s 2003 strategy 
paper identifi ed the spread of disease as an ill-effect of globalization, 
and a risk to peace and development (FCO 2003: 13). Most of the atten-
tion in Whitehall to health issues outside of the UK has traditionally 
come from the DfID, whose 2000 White Paper on International 
Development also made the link between globalization and poor health 
(DfID 2000: 21, 34). In Australia, communicable disease was raised 
(albeit briefl y) as a global challenge in its 2003 White Paper on foreign 
and trade policy (DfAT 2003). Foreign Minister Alexander Downer 
acknowledged that ‘disease and global health issues certainly add to the 
uncertainty we face in the conduct of our foreign policy’ (Downer 2003). 
One of the clearest statements, in terms of linking health and foreign 
policy, albeit originating more from within the public health commu-
nity rather than foreign policy circles, came in the report of the 
Romanow Commission on The Future of Health Care in Canada. The report 
was critical that ‘the broader area of health promotion is very much an 
afterthought in Canada’s foreign policy’, and argued that ‘we have an 
opportunity to ensure that access to health care is not only part of our 
own domestic policy but also a prime objective of our foreign policy as 
well’ (Romanow 2002). Canadian Prime Minister Paul Martin supported 
the inclusion of health in the Group of 20 (G20) meeting agenda on 
global challenges, while health issues (again especially HIV/AIDS) 
appeared prominently on the G8 agenda at Genoa in 2001 and 
Gleneagles in 2005.

Although there was a small body of scholarly work published in the 
1990s, which attempted a link between public health and the sort of 
concerns that might resonate with International Relations (e.g., Siddiqi 
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1995; Gordenker 1995), it was at the beginning of the next decade that 
International Relations scholars began to address health issues as a new 
part of the discipline’s agenda (e.g., Price-Smith 2002; Lee 2003; Elbe 
2002, 2003; Prescott 2003). By the end of the decade, articles on health 
had appeared in most of the leading International Relations journals, 
a solid number of books had appeared, research councils and other 
bodies had funded work on the subject of global health and interna-
tional relations, a number of centres and research programmes had 
been established across the world,9 and multiple panels on global 
health had become a regular feature of the programme of the fl agship 
academic association on the subject, the International Studies 
Association (ISA), annual convention.

The dominant narrative underpinning this emerging academic and 
policy agenda can be summarized in three linked moves: that certain 
health issues led by bio-terrorism and emerging infectious diseases pose 
new security risks; that the problems are global in scope and not limited 
to the local or national levels; and that collective action requires a 
political response going beyond the technical expertise of the public 
health community and thus engagement with the foreign and security 
policy community. This narrative, based on perceptions of change in 
the material world, is important because it constructs a particular view 
of what is happening and establishes acceptable pathways for response. 
This not to say that this narrative was the only manner in which 
International Relations engaged with health issues (e.g., Thomas and 
Weber 2004), but it did quickly establish a dominant perspective. Nor 
is it to claim that this was the only major narrative concerning global 
health apparent at this time. For example, the WHO’s Commission on 
Macroeconomics and Health (CMH), chaired by Harvard economist 
Jeffrey Sachs who went on to serve as Director of the UN Millennium 
Project, operated within a different narrative which emphasized the 
economic value of good health. Crudely put, this narrative suggests 
that, when individuals are healthy, they are positive contributors to 
production and consumption which, in turn, encourages economic 
development and growth. Conversely, when individuals suffer ill-health, 
the reverse occurs and they became costly drains on an economy. Thus, 
it was argued that the protection and promotion of population health 
should be brought under the umbrella of the economic policy of a state. 
What the CMH further highlighted, however, was that health develop-
ment was no longer only a national concern but had global implica-
tions. Poor health in one area of the world, such as sub-Saharan Africa, 
could impact elsewhere because of the manner in which the world 
economy had become globalized (WHO 2001). Moreover, the argument 
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that unhealthy societies that were economically weakened could also 
become politically unstable brought the argument full circle, thus 
linking health, economic and foreign policy seamlessly together (Price-
Smith 2002). A further narrative marking this new intersection between 
health and International Relations is focused on biomedical initiatives: 
diseases can be treated through understanding the nature of viruses 
and developing better drugs to combat them, but that the globalized 
nature of the pharmaceutical industry and the speed with which dis-
eases could travel because of increased population mobility means that 
biomedical research must be approached as a global issue. This narra-
tive, for example, informs the approach of the Bill and Melinda Gates 
Foundation (BMGF) whose giving power, as described in chapter 5, 
enables it to infl uence what normative frames now dominate global 
health philanthropy.

What is being claimed here is that the manner in which health issues 
have been incorporated into the International Relations discipline 
refl ects, in large part, a particular dominant narrative or set of narra-
tives emphasizing certain types of risks, the interests of certain popula-
tion groups, the way in which the global nature of the problem is 
defi ned, and the need for certain high-level political responses. But, in 
so doing, these narratives maintain links with more traditional 
International Relations concerns. This framing emphasizes, for instance, 
exceptional events and those which have traction with a national secu-
rity agenda. Thus, the focus on acute and severe infectious disease 
outbreaks such as SARS, avian infl uenza and HIV/AIDS, and on the 
potential for bio-terrorist attacks, rather than on conditions such as 
mental health, road traffi c accidents, tobacco control and hypertension, 
which all arguably have global dimensions, refl ect these normative 
frames.10

The argument that agendas and interests were not value-neutral 
givens, or rational responses to external developments, but social con-
structions allows us to adopt a different perspective. The dominant 
narrative suggests that International Relations’ interest in global health 
arose from exogenous developments (the emergence of new risks in a 
globalized environment which required a new form of political 
response). A more refl ectivist position suggests that narratives construct 
the world in a particular way to emphasize and prioritize certain fea-
tures over others. These can develop into what we consider a ‘normal’ 
or ‘commonsensical’ way of seeing the world, despite arising from one 
particular construction of the social world. More critically, it may be 
argued that narratives serve someone or some purpose. Therefore, 
rather than a reasoned response to novel developments, this narrative 
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refl ects – explicitly or implicitly – a range of interests by privileging 
certain aspects of global health over others. In this respect, the concern 
over linking global health to foreign policy, that this might allow one 
set of policy interests (typically that health policy will become subservi-
ent to foreign or security policy goals) to dominate others, is misplaced. 
Rather, what the dominant narrative does is privilege a series of con-
cerns which are shared by some health and foreign policy communities.

Evidence of the shaping of global health by dominant frames, rather 
than ‘real world’ needs, is the disjuncture between the priority given 
to certain health issues and the actual global burden of death and 
disease. By most accounts, there is a stark difference between what 
global health resources are spent on and what actually causes ill-health 
(see table 2.1).11 What explains this difference? We explore this question 
in the following three sections, each of which focuses on one element 
of this dominant narrative.

Infectious Disease and the New Outbreak Narrative

According to some estimates, infectious diseases account for perhaps 
one-third (15 million deaths) of total mortality each year, with six dis-
eases (acute respiratory infections, HIV/AIDS, diarrhoeal diseases, 
malaria, measles and tuberculosis) accounting for 90 per cent of total 
deaths from infectious disease (e.g., UC Atlas of Global Inequality no 

TABLE 2.1 The top 10 causes of death globally

World Deaths in 
millions

Percentage 
of deaths

Ischaemic heart disease 7.25 12.8

Stroke and other cerebrovascular disease 6.15 10.8

Lower respiratory infections 3.46 6.1

Chronic obstructive pulmonary disease 3.28 5.8

Diarrhoeal diseases 2.46 4.3

HIV/AIDS 1.78 3.1

Trachea, bronchus, lung cancers 1.39 2.4

Tuberculosis 1.34 2.4

Diabetes mellitus 1.26 2.2

Road traffi c accidents 1.21 2.1

Source: WHO.
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date a). As a consequence, it is hardly surprising that infectious diseases 
receive substantial attention in public health policy. However, two 
points are worth noting. First, non-communicable diseases cause far 
higher rates of morbidity and mortality worldwide, killing over 36 
million people in 2008 (WHO 2011) yet garner far less scholarly and 
policy attention. Second, certain infectious diseases, namely acute and 
severe infections with epidemic potential (e.g., SARS, pandemic infl u-
enza, plague) attract far greater notice, including far beyond the public 
health community, than others which account for a far higher global 
burden of disease (e.g., acute respiratory infections). What is apparent 
in contemporary interest in infectious diseases is the need to under-
stand the social construction of such diseases. Central to this is a fi ve-
stage narrative (see box 2.2) widely used to explain what has changed 
and why certain infectious diseases are now considered a major source 
of global concern.

The signifi cance of this narrative is, not that it tells a story which 
explains what has happened, but how it shapes our understanding both 
of what has happened and what is perceived as signifi cant. In other 
words, it is not a value-neutral account of an exogenous reality, but a 
particular construction which privileges certain interests and issues 
over others. Specifi cally, this new outbreak narrative does four things. 
First, it tends to privilege acute and severe infectious disease outbreaks 
(such as SARS and pandemic infl uenza) over diseases which do not 
behave in this manner. This may simply be because the mass media fi nd 
such events newsworthy or, as Leach and Dry (2010) comment, ‘chronic 
is the fl ipside of exciting’ (Leach and Dry 2010: 8). However, this does 
not seem to provide a full answer. Nor can this be explained by the fact 
that such diseases cause the highest rates of death and disease. One 
might alternatively ask, what frames lead to the prioritizing of acute 
and severe infectious disease outbreaks, and whose interests might be 
served by this? Equally compelling is the question why non-acute yet 
severe, or acute but mild, health conditions elicit less notice (see Box 
2.2).

Second, it privileges the global over the local. Outbreaks are con-
structed as global events requiring a co-ordinated response which will 
be similar across borders. But local differences clearly exist: social ecolo-
gies are diverse; health determinants differ from one social context to 
another; the consequences for different populations vary enormously; 
and the cultural acceptability of public health measures can change 
from one society to another. Yet the ‘global health’ narrative imposes 
a certain degree of homogeneity with perceived ‘universal’ values, 
knowledge and practices being privileged over others. An example is 
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Box 2.2 The infectious disease narrative
(i) The conquering of infectious disease
Infectious disease is probably as old as humanity itself and for much of our 
history has been one of the major threats to individual existence. Pandemics 
such as the Black Death and 1919 Spanish Flu may have been exceptional both 
in their scale and the numbers affected, but infectious disease appeared to be 
endemic to the human condition. In the period following the Second World 
War, however, advances in public health and in drugs, especially antibiotics, 
appeared to change this, leading the US Surgeon General in the 1960s to 
declare – probably apocryphally – infectious disease to be conquered. The 
highpoint of this was the successful eradication of smallpox in 1979 following 
more than a decade of decline, and for several generations the fear of infectious 
disease prematurely ending lives receded (at least in developed countries).

(ii) Emerging and re-emerging infectious diseases (ERIDs)
This optimism began to change in the 1990s, although harbingers date back 
to the previous decade not least with the emergence of the human immuno-
defi ciency virus (HIV) which fi rst came to prominence in the early 1980s. New 
diseases began to emerge with unprecedented frequency, by the turn of the 
millennium averaging one a year. These exploded into public consciousness fi rst 
with the 2002–3 SARS outbreak, followed by fears over avian fl u and then the 
2009 outbreak of swine fl u. Moreover new, drug resistant forms of diseases 
believed to be under control began to appear, most notably multi-drug-resistant 
tuberculosis (MDR-TB) and extensive drug-resistant tuberculosis (EDR-TB). Finally, 
diseases previously confi ned to one part of the world began to spread, most 
notably from Africa to the developed world. These included Ebola and West 
Nile virus, both of which appeared for the fi rst time in the US in the 1990s. 
These three developments were all explicitly linked through the use of the term 
ERIDs, creating the impression of a signifi cant new risk from infectious disease.

(iii) The social ecology of infectious disease
This new and unwelcome development was explained by reference to globally 
changing patterns of human behaviour. Increased human mobility allowed 
diseases to be spread quickly into areas previously unaffected. Most dramatic 
was the advent of so-called ‘superspreaders’ – individuals infected with a disease 
who, through their high mobility, could pass the disease on to widely dispersed 
communities. Increases in urbanization and population density led to increased 
contact rates, enabling diseases to spread and rapidly maintain a hold on com-
munities. And perhaps fi nally many of these diseases were zoonotic – that is, 
originating in the animal kingdom but spreading to humanity – suggesting that 
the changing relationship with the animal world offered some explanation for 
the emergence of new diseases. Thus the 2009 H1N1 fl u pandemic originated 
with pigs (‘swine fl u’); the highly pathogenic infl uenza A sub-type H5N1 origi-
nates in birds, especially chickens (‘avian infl uenza’ or ‘bird fl u’) and is associated 
with humans living in close proximity to chickens usually within an urban envi-
ronment; and HIV is generally considered to have originated in primates.

Continued
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(iv) The increased risk
Key to this narrative is the argument that these new and re-emerging diseases 
pose an increased risk to individuals, society and economies. The risk to people 
is in alarmingly high morbidity and mortality rates. This has already been realized 
with more than 30 million people having died of AIDS-related illnesses, but the 
potential can also be seen in fears over pandemic infl uenza. The risk to society 
is seen most clearly in the case of HIV/AIDS. Fears of high prevalence among 
the professional and middle classes, especially in some weak and fragile states 
in sub-Saharan Africa, led organizations ranging from the UN Security Council 
to think tanks such as the International Crisis Group to worry over the impact 
on state stability (McInnes 2006, 2007). Concerns were not limited to HIV/AIDS 
and sub-Saharan Africa, however. The potential for pandemic infl uenza to 
disrupt the functioning of industrial and post-industrial states has been high-
lighted by the World Bank (e.g., Burns et al. 2008). Finally these diseases pose 
risks to economies through disrupting trade and preventing people from going 
to work (either because they are ill, fear becoming ill, are prevented by quar-
antine measures from attending work, or cannot get to work because of disrup-
tion to transport infrastructure). The economic cost of the SARS outbreak has 
been estimated as several tens of billions of dollars, despite the fact that fewer 
than 10,000 cases were reported and fewer than 1,000 people died of the 
disease. This indicates the potential for not only disease but fear of disease to 
disrupt economies. Indeed, it is widely believed that the British and American 
governments placed pressure on the World Health Organization not to declare 
swine fl u a pandemic because of fears over the economic impact at a time when 
the global economy was facing recession through the banking crisis.

(v) Response
Priscilla Wald identifi es a particular ‘outbreak narrative’ as constructing public 
health’s understanding of how to respond to disease. This involves an estab-
lished methodology consisting of: disease surveillance leading to outbreak 
alerts; the development of vaccines and an understanding of the disease’s 
epidemiology; and fi nally the control of disease through drugs and public health 
measures (Wald 2007). The new narrative which we identify goes further than 
this, however, advocating the need for increased international cooperation and 
improved global health governance measures, especially over surveillance and 
disease control. In other words, what has happened is that in this narrative the 
emergence of new diseases coupled to increased risks has led to the require-
ment for more than a technocratic response involving better public health 
measures. Rather what was needed was better health governance at a global 
level.

the ‘ABC’ campaign12 (which stands for abstinence, being tested and 
being faithful in marriage and monogamous relationships, and the 
correct and consistent use of condoms for those who practice high-risk 
behaviours) to prevent the spread of HIV/AIDS in Africa. The strategy 
was adopted by international organizations such as UNAIDS, as well as 
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major initiatives such as the US President’s Emergency Plan for AIDS 
Relief (PEPFAR). The campaign, however, has been widely criticized for 
applying Western-based values and, more precisely, conservative 
Christian beliefs about morality (in particular, PEPFAR’s reluctance to 
promote condom use was seen as testament to the primacy given to 
religious beliefs rather than public health evidence), in social settings 
where, for instance, women were often unable to negotiate safe sex, 
where transactional sex may be a necessary survival strategy, or where 
condom use may have cultural taboos (Dietrich 2007). Indeed, the ten-
dency to portray the disease as the same across societies led UNAIDS to 
react by arguing ‘know your epidemic’ in developing effective HIV pre-
vention programming – that HIV/AIDS is not a pandemic but a series of 
epidemics with different causes and consequences across different soci-
eties.13 Similarly, during the H1N1 infl uenza pandemic in 2009, concern 
over the potential role of pigs in spreading the virus led to mass culling 
in some countries. When this was carried out in Egypt however, the 
impact on the minority Christian population was disproportionate. 
Additionally, pigs are an important mechanism for waste disposal in 
the country, and culling had knock-on effects for public health from 
the accumulation of rubbish (Tadros 2010).

Third, the outbreak narrative focuses on the ‘downstream’ treatment 
of disease and control of its further spread, rather than prevention of 
diseases occurring in the fi rst place by tackling ‘upstream’ socioeco-
nomic and environmental causes. This is manifest in a concern with 
treatments in response to outbreaks through the strengthening of diag-
nostics, ‘surge capacity’ to deal with increased case loads, and the devel-
opment of drugs to treat patients. Disease prevention, with the exception 
of vaccine development and application, in contrast, is given relatively 
short shrift. Thus, the H1N1 infl uenza pandemic, and fears of a more 
severe H5N1 pandemic, saw a focus on rapid case detection, creating 
stockpiles to ensure the availability of the anti-viral drugs, social dis-
tancing and quarantining of infected individuals, and the development 
and use of vaccines to prevent further spread. The contribution of inten-
sive farming methods, patterns of human and animal co-habitation, 
and other socioeconomic factors that increase the risk of infl uenza 
pandemics arising remain little addressed. Perhaps the most notewor-
thy exception to this was the emphasis on abstinence as a means of 
controlling the spread of HIV in Africa, an approach advocated by the 
Bush administration in the US. However, the motivation for this 
appeared to be based less on empirical evidence supporting the effec-
tiveness of such a policy (which was somewhat lacking), and more on 
the privileging of certain mores based on conservative religious beliefs 
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which were infl uential in the US at that time (see Busby 2007; Ingram 
2007, 2010).

Finally, the narrative develops an ‘inside/outside’ dichotomy, where 
infectious disease outbreaks are seen as threats emanating from ‘outside’ 
western countries or ‘over there’ in the developing world. Thus, the 
narrative emphasizes the origin of emerging diseases as Asia (SARS and 
avian infl uenza), Africa (Ebola, HIV/AIDS, West Nile virus) or Latin 
America (cholera, pandemic infl uenza). The primary populations cast 
as ‘at risk’, within this narrative, are western societies. There is thus 
more than a whiff of colonial assumptions over backward customs and 
insanitary lifestyles (see Leach and Dry 2010) seen also in the Bush 
administration’s emphasis on abstinence as a means of controlling HIV. 
What this element of the narrative does, in short, is place blame on the 
external, legitimizing a privileging of western interests as threatened, 
and downplaying any contribution that western societies may play in 
creating and maintaining the structural conditions by which such out-
breaks occur.14

Growing attention to non-communicable diseases (NCDs), as indi-
cated by the UN High Level Meeting on Non-communicable Diseases in 
2011, suggests a potential challenge to the dominance of the outbreak 
narrative. How the problem of NCDs has been framed to date, however, 
may indicate an extension of, rather than an overturning of this domi-
nant narrative. The use of language reminiscent of infectious disease 
outbreaks, such as ‘pandemic’ and ‘vectors’, to describe NCDs (Brock et 
al. 2007) has been used to create greater urgency in tackling these condi-
tions. The stronger emphasis on downstream clinical treatments, such 
as beta blockers (to treat hypertension), statins (to lower cholesterol), 
insulin (to regulate blood sugar in diabetes), rather than upstream 
changes in the form of health promotion, is also telling (Cohen 2011). 
What conditions, in the gamut of NCDs now facing modern societies, 
will and will not be given priority, and how they are eventually 
addressed, will reveal the extent to which a genuine shift in framing 
global health issues has occurred.

In conclusion, this contemporary outbreak narrative constructs a 
particular view of the world by offering an explanation of what is hap-
pening and, by so doing, privileges certain ideas, interests and institu-
tions. It privileges the powerful through an emphasis on certain diseases 
which most threaten their interests. There are diseases which cause 
higher rates of morbidity and mortality but, as they are largely confi ned 
to populations without such power, they receive more limited atten-
tion. In turn, the resultant agenda privileges certain types of method-
ologies and policy responses.
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‘Health is Global’

That health has an international dimension is well established, although 
defi nitions and understandings of ‘international health’ also vary – 
from crossborder health issues, to health in the ex-colonized or broader 
developing world, to health problems simply ‘elsewhere’ from a given 
domestic context. During the nineteenth century, fears that cholera 
and other epidemic diseases would impact adversely on burgeoning 
political and economic links between imperialist powers and their 
expanding domains led to the convening of the International Sanitary 
Conferences. This marked the birth of international health, as it became 
known, and the term remained in general use for almost all of twenti-
eth century. By the 1990s, however, a shift in terminology from ‘inter-
national’ to ‘global’ health, as discussed in chapter 1, began to be visibly 
apparent. The Institute of Medicine (1997) set out ‘America’s vital inter-
est in global health’ (see also Fidler and Drager 2009) and, by 2008, the 
UK Department of Health had produced a policy statement entitled 
Health is Global, arguing that a national perspective on health policy was 
no longer adequate, given that health was now subject to global forces 
(Department of Health 2008a). What has emerged is a dominant con-
sensus that health is no longer a predominately national-level concern 
(with some limited international relevance), but has signifi cant global 
dimensions. This qualitative shift in the nature of health determinants 
and outcomes, including the production of health care (goods and ser-
vices), has led to diverse calls for better global health governance, given 
the limits placed on national governance frameworks by globalization 
(see, e.g., Cooper et al. 2009). David Fidler has gone further, arguing that 
this shift from national to global health governance is already in 
motion, as illustrated by the WHO’s role in the SARS outbreak. He 
argues that the organization’s overriding of the wishes of sovereign 
member states, in issuing travel warnings, demonstrated its emergence 
as a body capable of supranational powers, and that this heralded a 
post-Westphalian era in health governance (Fidler 2003, 2004). However, 
the empirical evidence, not only for Fidler’s claim but for the wider 
global health argument, is more equivocal. Leach and Dry (2010), for 
example, identify the enduring importance of local practices and varia-
tions in health care, while Frank Smith (2010) persuasively argues that 
the response to the 2009 infl uenza pandemic was informed by national 
interests rather than global health governance. In other words, many 
health issues remain local and the pursuit of national interests suggests 
the continued potency of sovereign states, rather than a decisive move-
ment, towards a post-Westphalian system (see box 2.3).
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A strict assessment of the alleged shift, from international to global 
health, and from international to global health governance thus seems 
warranted. This might be achieved, for example, through the work of 
the International Relations theorist Jan Aarte Scholte, as described in 
chapter 1, who offers a relatively strict defi nition of ‘globalization’ as 
deterritorialization. That the social construction of the term global 
health has been based on a far looser and broader concept of global, to 
date, is in itself important to interrogate. Globalization and global 

Box 2.3 The limits of globalization
It has become commonplace to argue that infectious disease knows no borders 
and that, although the potential for infectious disease to spread across com-
munities is hardly new, increased globalization has created a new environment 
where disease can spread more quickly and more easily than before. This move 
has been critical in establishing health as global. From a refl ectivist position, 
however, what is important is the fact that analysts have chosen to emphasize 
the extent of globalization leading to increased risk from infectious disease. But 
there are limits to the extent to which infectious disease can be considered 
‘global’. Even if a disease spreads to become a pandemic, the capacity to protect 
and promote population health is far from global. Responses to disease may 
and usually do vary from state to state because of a variety of factors. A key 
difference may be wealth – rich states may be able to afford vaccines and 
advanced health care, while poorer states may not. This was seen in the 2009 
infl uenza pandemic where some states such as the UK were able to purchase 
large quantities of the drug Tamifl u, despite the numbers of cases being rela-
tively small, while poorer states were not able to do so despite a potentially 
greater risk. Responses may also vary because of cultural or religious factors. 
Condoms are a proven defence against the spread of HIV/AIDS, and have been 
widely promoted for this purpose in a large number of states, including the UK 
and US. The Catholic Church, however, has historical concerns over condom 
use because of its birth control properties, while some African societies see 
condom use as ‘unmanly’.

Less attention grabbing but no less political is the manner in which govern-
ment control can be exercised over populations during epidemics. If a disease 
spreads by human-to-human contact, then minimizing such contact will slow 
or even prevent the spread of disease. This policy of social distancing runs 
against liberal values of free association, some of which may be enshrined in 
constitutions. Even when they do not receive this level of formal support, norms 
of free association may be strong in some states. Social distancing measures 
may therefore be diffi cult to introduce in these states, and resistance may be 
strong. In more authoritarian states, however, it may be easier to impose such 
measures because of the political system of these states. The point here then 
is not to deny that disease may spread internationally, but that the health effects 
are national and that health responses are nationally conditioned.
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health have come to form an important element in the dominant nar-
rative identifi ed above and, in so doing, serve certain interests, practices 
and forms of knowledge over others. What interests are served by spe-
cifi c defi nitions of global health? How do such interests benefi t from 
the particular way the globalization of health issues has been 
articulated?

The Politicization of Global Health

The fi nal element of this dominant narrative is perhaps the most obvi-
ously controversial. Traditionally, political interference in the health 
fi eld has been resisted, at least as an ideal. It is often prescriptively 
argued that the making of health policy, ranging from the individual 
clinician to global health initiatives, should be based on factually-based 
(value-neutral) clinical evidence of health need, rather than any politi-
cally pre-determined (value-based) priority. Most health care profession-
als are bound by some form of the Hippocratic Oath which commits 
them to a duty of care to all patients. The Declaration of Geneva, origi-
nally adopted by the World Medical Association in 1948 and subse-
quently amended most recently in 2006, for example, states that health 
professionals will ‘not permit considerations of age, disease or disabil-
ity, creed, ethnic origin, gender, nationality, political affi liation, race, 
sexual orientation, social standing or any other factor to intervene’ in 
his/her duty to a patient (see box 2.4). Similarly, the Geneva Conventions 
require parties in war, and occupying powers, to provide medical care 
to wounded prisoners and civilians. In this sense, it is widely held that 
health should be accorded the highest normative value, taking prece-
dence over other value systems.

In practice, however, this certainly does not mean that politics does 
not play a part in the health fi eld. The allocation of limited resources 
by governments to the health sector, and within the health sector to a 
broad range of health needs, as well as decisions on how such resources 
will be used to deliver health care and to whom, are ultimately ques-
tions with strong political dimensions. The answers to these questions 
are not wholly resolvable by factual evidence, but invariably encompass 
normative assumptions. Even decisions about how ‘need’ is defi ned in 
health policy, whether by conditions requiring most urgent treatment, 
by the likelihood of successful treatment, by the availability of cost-
effective interventions, or even by populations deemed most economi-
cally benefi cial to wider society, entail value-based judgements. If 
politics is fundamentally about who gets what, then the normative 
basis underpinning health policy decisions are political.
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The perspective that health politics is a necessary evil, that should be 
minimized at all costs, is refl ected in two main framings (see box 1.4) 
of health policy following the Second World War: the evidence-based 
medicine and rights-based frames. The former broadly views health as 
a technical problem where the gathering of certain types of factual 
evidence (with the randomized control trial as the gold standard of such 
evidence) can lead to the identifi cation of universal lessons and ‘best 
practice’. This approach covers the working of the human body to pat-
terns of health and disease within populations. A good example is 
cardiovascular disease (CVD) for which the accumulation of evidence 
across many patients and numerous studies has identifi ed a series of 
individual risk factors. The World Heart Federation, for example, identi-
fi es tobacco use, alcohol use, high blood pressure (hypertension), high 
cholesterol, obesity, physical inactivity and unhealthy diets as the main 
risk factors for coronary heart disease and stroke.15 How the problem 
of CVD is defi ned, and thus what the possible solutions are, focus on 
the need for individual behavioural change and the medical treatment 
of related conditions (such as statins to lower cholesterol and beta 
blockers to treat hypertension). This approach, however, gives far less 
attention to the structural factors which lead to such behaviours, 

Box 2.4 The Declaration of Geneva
The Declaration was originally adopted by the General Assembly of the World 
Medical Assembly at its 1948 meeting in Geneva and was subsequently revised 
in 1968, 1984, 1994, 2005 and 2006.

• I solemnly pledge to consecrate my life to the service of humanity;
• I will give to my teachers the respect and gratitude that is their due;
• I will practice my profession with conscience and dignity;
• The health of my patient will be my fi rst consideration;
• I will respect the secrets that are confi ded in me, even after the patient 

has died;
• I will maintain by all the means in my power, the honor and the noble 

traditions of the medical profession;
• My colleagues will be my sisters and brothers;
• I will not permit considerations of age, disease or disability, creed, ethnic 

origin, gender, nationality, political affi liation, race, sexual orientation, 
social standing or any other factor to intervene between my duty and my 
patient;

• I will maintain the utmost respect for human life;
• I will not use my medical knowledge to violate human rights and civil liber-

ties, even under threat;
• I make these promises solemnly, freely and upon my honor.

Source: World Medical Association (2006)
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including socioeconomic status, changing work conditions, discrimina-
tion and social stigma, urban design and corporate marketing practices. 
To a large extent, in other words, the evidence-based medicine frame 
tends to depoliticize health, emphasizing individual behaviour and, by 
extension responsibility for personal decisions and actions, and de-
emphasizing the social context within which people make health-
related choices.

In this context, politics is not only seen as unnecessary, but consid-
ered a hindrance or interference in rational decision making. At best, 
politics muddies the water by preventing objective assessment, based 
on scientifi c (value-neutral) evidence, and at worst it can lead to disas-
trous policies. An often cited example of the latter was the manner in 
which Thabo Mbeki, when serving as President of South Africa, dis-
missed the connection between HIV and AIDS, arguing that this was a 
ploy to force his country into buying expensive anti-retrovirals to treat 
those infected with the virus. His health minister, Manto Tshabalala-
Msimang, promoted cheaper alternatives, such as beetroot and garlic, 
based on ideas rooted in traditional medicine. A large part of this policy 
can be understood politically: as a post-colonial discourse of an African 
nation wishing to resist continued Western domination, on this occa-
sion through Western bio-medical practices. The result was condemned 
by the scientifi c medical community, and almost certainly led to unnec-
essary suffering and loss of life from HIV/AIDS in South Africa. This is 
seen as an example of how politics can interfere with rational evidence-
based health policy.

The rights-based approach takes a similar view that political interfer-
ence is damaging to health policy. According to this approach, health 
is seen as beyond politics and based instead upon natural law (that is, 
a universalist sense of moral behaviour). In so doing, of course, it may 
be argued that this is in itself a political construction in privileging 
certain rights, and indeed to promote rights per se. For the most part, 
however, the rights-based approach is seen rather differently, as being 
in some sense superior to, and thus trumping, more narrowly based 
politics. The approach can be found in a wide range of international 
legal documents over the past sixty years, including the preamble to 
the 1948 Constitution of the WHO, with ‘the enjoyment of the highest 
attainable standard of health’ as ‘one of the fundamental rights of every 
human being’ (WHO 1946 amended 2006); the 1978 Declaration of 
Alma Ata on the right to primary health care (see box 3.6); and the 
Millennium Development Goals (MDGs) (see box 3.4). In all of these, 
health is portrayed as a superordinate goal, and political interference 
can only undermine the rights of individuals to attain a basic level of 
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health.16 It is an approach associated with international development, 
of poverty relief, and improving the human condition, rather than one 
linked to power politics and the pursuit of interests.

Since 2000, however, two further frames have proved increasingly 
infl uential, both of which place politics more obviously within the 
arena of global health. The fi rst was economism, which emphasized 
health as part of a collective good. The origins of this approach lay as 
a reaction to the neo-liberal paradigm which dominated public policy 
during the 1980s onwards in many countries. The starkest advocates of 
neo-liberalism in health policy stressed the effi ciency of the market in 
distributing health resources and delivering health care, viewing 
patients as consumers exercising rational choice to maximize benefi ts. 
Neo-liberalism’s infl uence was seen not only in the reform policies of 
the US, UK and other major western countries, but in the policies of 
key international institutions such as the International Monetary Fund 
(IMF) and World Bank. Moreover, this approach claimed to be resistant 
to political interference, arguing that unleashing the rationalism of 
competitive market forces would produce the greatest good for the 
greatest numbers in society. Allowing politics to ‘interfere’ with the 
market, however, would lead to less than optimal levels of benefi t.

By the end of the 1990s, however, this approach was being challenged 
by a more Keynesian approach to health policy. As described above, the 
report of the WHO Commission on Macroeconomics and Health proved 
to be highly infl uential. Sachs argued that the disease burden on the 
poor threatened the health, and thus wealth, of individual societies 
(WHO 2001). Investment in the health needs of developing countries 
was needed as a core component of their economic growth and develop-
ment strategies. Furthermore, and in the context of rapidly growing 
concern with ‘global health’, such investments were needed to prevent 
spillover effects threatening regional or even global well-being. This 
approach directly informed the setting and pursuit of the MDGs:

The Millennium Development Goals depend critically on scaling up public health 
investments in developing countries. As a matter of urgency, developing-country 
governments must present detailed investment plans that are suffi ciently 
ambitious to meet the goals, and the plans must be inserted into existing donor 
processes. Donor countries must keep the promises they have often reiterated of 
increased assistance, which they can easily afford, to help improve health in the 
developing countries and ensure stability for the whole world. (Sachs 2004: 947)

Thus, in contrast to neo-liberalism, which argues for minimal state 
interference in markets, Sachs argued in favour of such interference.

A second more political frame was securitization through the linkage 
between health, and foreign and security policy. As described above, 
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these two realms have historically been seen as occupying distinct 
realms, with health policy operating at the national level and inwardly 
domestic looking, and foreign and security policy focused outward at 
the international level. Since the 1990s, links have been increasingly 
drawn between the two by the scholarly and policy communities. 
Moreover, these links have become bi-directional in that both communi-
ties have seen benefi t in making them. This has led to the coining and 
promotion of such concepts as ‘global health security’ and ‘global heath 
diplomacy’ (see chapters 3 and 6), and to a variety of initiatives to 
further their mutuality. To some extent, this interest can be seen as part 
of the broadening of the post-Cold War ‘new security’ agenda, as 
described previously, and a response to a perceived ‘clear and present 
danger’ arising especially from acute and severe infectious disease out-
breaks and bio-terrorism in the wake of the attacks on the World Trade 
Center on 11 September 2001 (McInnes and Lee 2006; Elbe 2010). Neither 
of these fears, however, has been supported empirically: the number of 
bio-terrorist attacks has actually reduced since 9/11 while infectious 
disease outbreaks have yet to lead to any national security crises or state 
collapse.

An alternative argument might be that the link was socially con-
structed by a number of opinion formers in the health and foreign 
policy communities as a means of garnering greater attention to a series 
of emergent public health crises. How successful such efforts have been 
remain unclear. It is not clear, for example, that increases in health 
development aid have been directly driven by security or foreign policy 
concerns (see, e.g., McInnes and Rushton 2010). What is important, and 
the focus of this book, is the need to understand the coming together 
of global health and International Relations as something more than a 
contestation over material interests. We argue that the terrain of con-
testation is over the ‘big ideas’ that frame the two realms, and that it 
is the construction and reconstruction of specifi c narratives, such as 
described above, that has shaped the politics of global health over the 
past two decades.

Conclusion

At the turn of the millennium, a new agenda began to appear linking 
global health and International Relations. This agenda has refl ected a 
desire to cut across existing boundaries, in both the academic and 
policy worlds, to address perceived pressing needs. Central to this 
agenda has been the development of a narrative focusing on the emer-
gence of acute and severe infectious disease outbreaks, the global nature 
of health, and an increased emphasis on health as a political arena. For 
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many, the development and promotion of this agenda has been welcome 
– the world had changed; new risks (and to a lesser extent possibilities) 
had emerged most often linked to globalization; and a new relationship 
was needed between the two hitherto separate fi elds to explain what 
was happening and to address these changes.

The emergence of this new agenda has by no means been unproblem-
atic, with concerns being expressed not least over health being subju-
gated to the more realpolitik perspectives of foreign and security policy 
(see, e.g., Elbe 2006). What is striking is how little critical engagement 
there has been over the relationship between global health and 
International Relations, and the agenda which it has promoted. The 
relationship has generally been presented either as rational and desir-
able, while the few critics of the link have generally worried over the 
potential negative impact it might have on recent political gains for 
health.17 Throughout there has been an underlying sense that the link 
has been a natural ‘coming together’ prompted by exogenous pressures, 
and that the key issue is how to make this new relationship work best.

This chapter takes a more refl exive line. Its central argument is that 
this emergent agenda is not ‘natural’ or ‘rational’, but constructed 
around particular narratives which privilege certain interests, ideas 
and institutions over others. Why, for example, have certain types of 
infectious disease outbreaks been prioritized when the vast majority of 
deaths worldwide come from non-communicable diseases? Why are 
biomedical determinants of health recognized as ‘global’, and given 
greater weight in health policy and research, while the global dimen-
sions of the social determinants of health continue to struggle to gain 
political traction? Indeed, why does global health continue to defy defi -
nition amid unprecedented attention to the subject?

From this perspective, there is less that is new and radical about this 
agenda than might initially appear to be the case. While we agree with 
other commentators that the recent development of a mutual interest 
between global health and International Relations is both novel and 
noteworthy, the interests this agenda promotes may not be. As played 
out to date, the global health agenda does not envisage a radical re-
ordering of the social world to prioritize those most in need, but 
remains largely focused on dominant interests that hold material and 
ideational power. The remainder of this book explores this core argu-
ment as an important step towards a critical understanding of the 
contemporary nature of global health and International Relations 
theory and practice.
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C H A P T E R  T H R E E

Health, Foreign Policy and 
Global Health Diplomacy

In a seminal 2004 article, David Fidler commented that public health 
in the twenty-fi rst century had undergone a revolution. This revolution 
was not technical in nature – that is, in the form of improved treat-
ments or practices – but political. In Fidler’s (2004: 45) words, ‘the previ-
ously obscure and neglected policy area of public health shed obscurity 
and neglect to become the subject matter of intense national and home-
land security, foreign policy, and global governance debates’. In writing 
this, Fidler was refl ecting a growing sentiment that something dra-
matic had happened in the relationship between health and foreign 
policy. In 1999 WHO Director-General, Gro Harlem Brundtland, had 
addressed the prestigious Council on Foreign Relations in New York on 
‘Why investing in global health is good politics’, arguing that the world 
had changed and that furthering national interests in health requires 
international (i.e. inter-state) cooperation: ‘with globalization – on 
which this nation’s prosperity so much depends – all of humankind 
today paddles in a single microbial sea – and we have to conclude: there 
are no health sanctuaries’ (Brundtland 1999: 2). Brundtland’s initiative 
had sparked a decade of rumbling controversy over whether the WHO 
should take a more overt ‘political’ role, working with foreign policy 
elites, to strengthen international cooperation on global health issues 
(e.g., Møgedal and Alveberg 2010), or whether it should focus on its ‘core 
competencies’, most often defi ned in terms of technical advice and 
standards setting (e.g., Reeves and Brundage 2011). Her speech had also 
laid the ground over the next fi ve years for a number of statements and 
initiatives, from foreign policy leaders, drawing a link between health 
and foreign policy. By the second half of the decade the inclusion of 
health issues in foreign policy statements was, if not commonplace, 
then at least unexceptional (see, e.g., McInnes and Lee 2006).

This period was also marked by the emergence of the term ‘global 
health diplomacy’. By the end of the decade, global health diplomacy 
was in extensive use, especially within the public health community, 
refl ecting a growing desire to facilitate international cooperation to 
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address pressing global health issues. The rationale for turning to diplo-
macy was that many health issues, and their determinants, were seen 
as no longer bound by the territorial borders of the state, as described 
in the previous chapter. Governments, along with the multitude of 
institutional actors now active in the global health arena, needed to 
work more closely together. Negotiating what this collective action 
would be, and the institutional arrangements by which it would be 
carried out (see the discussion of global health governance in chapter 
5), fell within the province of diplomacy.

Despite widespread support for global health diplomacy, how the 
term has been used has remained somewhat vague, encompassing 
almost any relationship between foreign policy and global health, and 
even contradictory within the scholarly literature and policy circles 
(Feldbaum and Michaud 2010: 1). Fidler (2011: 5) notes that defi nitions 
are ‘all over the map’, while Lee and Smith (in press) argue that ‘the 
term has largely been used normatively to describe its expected purpose 
rather than distinct features.’ Novotny and Kickbusch (2009: 41) reveal 
a further conceptual challenge when they refer to the potentially con-
tradictory ‘dual goals’ of global health diplomacy, in advancing either 
public health or strengthening foreign policy. Much of the existing 
global health diplomacy literature maintains a strong normative dimen-
sion, namely the furthering of a healthier world, rather than a more 
realpolitik line of advancing states’ interests. However, this is a refl ection 
of the origins of this literature within public health circles, rather than 
any clear reconciliation of the two policy communities.

Within this context, one key initiative linking health and foreign 
policy was announced in 2006 when the ministers of foreign affairs 
from France, Indonesia, Norway, Senegal, South Africa and Thailand 
announced the commencement of a process of cooperation on health 
and foreign policy. The disparate nature of this grouping is one of the 
key reasons for its signifi cance, demonstrating how the link can cut 
across geographical, religious and economic barriers. The centrepiece 
of this cooperative arrangement is the ‘Oslo Declaration’, which argues 
that ‘health is one of the most important . . . foreign policy issues of 
our time’ (Oslo Declaration 2007: 1373; see also Møgedal and Alveberg 
2010). The Oslo Declaration was acknowledged by the UN General 
Assembly, where Resolution 64/108 ‘recognized the close relationship 
between global health and foreign policy’ (UNGA 2010: 3). Despite being 
a non-member of the Oslo group, the link was also affi rmed by the US 
government. In 2009 President Barack Obama launched his Global 
Health Initiative, echoing Brundtland’s words from a decade previously, 
arguing that ‘[w]e cannot wall ourselves off from the world and hope 
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for the best, nor ignore the public health challenges beyond our borders’ 
(White House 2009). US Secretary of State Hillary Clinton (2010) simi-
larly declared that the ‘long standing commitment to global health’ was 
a ‘signature of American leadership in the world today’.

This change, however, was constructed by Fidler and others (e.g., 
Feldbaum et al. 2010; Oslo Declaration 2007: 1373), not as two previ-
ously distinct policy areas suddenly encountering each other for the 
fi rst time, but as a change in both the nature and intensity of a relation-
ship which stretched back at least into the nineteenth century. 
Originally, these links were born out of the expansion of trade, espe-
cially between Europe and the rest of the world. With increased trade 
came the risk of diseases spreading to Europe. Trade was itself a vector 
for disease and therefore represented an exogenous threat to European 
countries. Yet it was also an essential driver of European economic 
growth and prosperity, and was potentially threatened by measures to 
protect public health. This tension between the promotion of trade and 
protection of health could not be resolved at the national level. Instead 
international cooperation was sought, resulting in the negotiation of a 
series of conventions on trade and health, the International Sanitary 
Conventions. Thus public health encountered foreign policy through 
the need to mitigate the risks to health from increased trade. Foreign 
policy encountered public health through the need to mitigate the risks 
to trade from increased epidemics.

At the end of the Second World War, however, this narrowly circum-
scribed relationship expanded somewhat, from a focused concern with 
trade relations, to human rights and development. Central to this nar-
rative is that development and human rights were deemed peripheral 
to both health and foreign policy after the Second World War. Although 
both featured at times within foreign policy, they were generally con-
sidered as part of the meta-narrative of Cold War competition rather 
than ends in themselves. While health in the industrialized world 
steadily improved in the decades following the Second World War, 
thanks to better living conditions and health care, good health within 
the poorest countries continued to be a constant struggle for most. The 
link between poverty and ill-health was fi rmly established and interna-
tional health cooperation became constructed as a development 
problem albeit addressed often along Cold War lines (Fidler 2004: 
45–72). The founders of the WHO adopted the idea of health as a human 
right in the preamble to the WHO Constitution, an idea reiterated 
during the 1970s with the Health for All movement and Declaration of 
Alma Ata (see section below on human rights and box 3.5). However, 
the organization subsequently retreated towards a technocratic 
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approach to health cooperation which focused on disease control and 
standards setting, rather than thornier issues such as social justice and 
the reallocation of resources.

By the early 1990s, it was not the end of the Cold War that appears 
to have prompted change in the relationship between health and 
foreign policy, although events may have provided a permissive atmo-
sphere for a different relationship. Rather, globalization and the inter-
connectedness of health issues in a global village was identifi ed as the 
key agent of change (e.g., Brundtland 1999; McMichael and Beaglehole 
2000; Fidler 2004; Lee 2004). Much of the attention in this narrative 
focused on familiar fears but writ large, namely trade relations increas-
ing the spread of emerging and re-emerging diseases. These risks were 
recognized as greater in the late twentieth century given the intensity 
of population movements, trade of goods and services, fl ows of informa-
tion and communication, and unprecedented impacts on local and 
global environments. Like the imperialist powers of the nineteenth 
century, countries at the forefront of globalization perceived them-
selves especially vulnerable to new health risks, including the resur-
gence of infectious disease outbreaks, fears that had largely retreated 
from high-income countries (Garrett 1994). Other, albeit fewer, writers 
identifi ed opportunities from globalization in the increased availability 
of treatments, the spread of knowledge and the more widespread pro-
motion of rights (Institute of Medicine 1997: 7; McMichael and 
Beaglehole 2000; Colgan 2002: 8; Oslo Declaration 2007: 1374).

Dissenters to this narrative were few. Stuart Harris, for example, 
noted that, although much of foreign policy has health implications, 
the relationship was a ‘marriage of convenience’ with little inter-mari-
tal conversation (Harris 2004: 171–2). What is also noteworthy is that 
the dominant narrative was one which narrowly emphasized the threat 
of infectious disease outbreaks to high-income countries, as described 
in chapter 2, rather than the threat to low- and middle-income coun-
tries, the impact on other health conditions beyond infectious disease 
outbreaks, or the nature of economic globalization and trade liberaliza-
tion as the core problem. For example, the new risks from non-commu-
nicable diseases associated with the increased global production and 
consumption of food high in fat, salt and sugar, tobacco and alcohol, 
and changing patterns of work; the worldwide impacts of privatization 
and deregulation on health services and fi nancing; and the effects of 
globalization on patterns of mental health, road traffi c accidents, vio-
lence and injuries, work-related injuries and deaths, and the health 
effects of exposure to dangerous substances were given limited atten-
tion. This is not to say that these latter risks were wholly ignored. 
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Indeed, arguably one of the greatest triumphs of this new relationship 
was the signing of the Framework Convention on Tobacco Control 
(FCTC) in 2003, while agreement on the Millennium Development Goals 
(MDGs) in 2000 reinvigorated development policies. But the agenda was 
dominated by the threat of infectious disease outbreaks spreading to 
high-income countries. Fidler (2004: 87) refl ects this agenda in 
commenting:

Infectious diseases are framed as exogenous threats to the foreign policy interests 
and national security of the great powers. The heightened risk of disease 
importation by developed countries in the era of globalization represents a direct 
exogenous threat that the literature on emerging infectious diseases repeatedly 
emphasized. The negative consequences of disease-exacerbated political and 
economic problems in developing countries constitute an indirect exogenous 
threat infectious diseases pose for developed states. The policy advice urges the 
great powers to reduce their vulnerability to the direct and indirect exogenous 
threats by exercising their material power in ways that mitigate these threats.

In a similar vein, the US Institute of Medicine (1997: 3–4) argued that 
‘America has a vital and direct stake in the health of people around the 
globe’, but that ‘America must engage in the fi ght for global health 
from its strongest basis: its pre-eminence in science and technology’. 
This was interpreted as a focus on controlling external disease threats 
to protect US interests, especially infectious diseases, through the devel-
opment (and even export) of drug treatments and clinical interventions. 
On the use of US political and economic power to address the harmful 
health effects to all populations from tobacco, certain food and drink 
products, toxic substances, environmental degradation, working condi-
tions or health worker migration, the report was virtually silent.

This chapter identifi es six main points of intersection in the debate 
linking health and foreign policy – that is, those issues which are con-
structed as part of the agenda – and describes how the narratives under-
pinning these intersections have privileged certain ideas, interests and 
institutions over others. It also attempts to identify how that agenda is 
prioritized and whom it benefi ts. One way in which the debate has been 
constructed is over whether this cooperation should primarily benefi t 
health or foreign policy. In an idealized situation both would benefi t. 
But the question is not simply which is prioritized when the two are in 
confl ict, but how the relationship has been constructed to privilege one 
over the other (see boxes 3.1 and 3.2). The debate is, thus, not simply 
about which sphere should be prioritized, health or foreign policy, but 
about broader interests in a globalized world which may transcend 
national boundaries and hence the confi nes of traditional foreign 
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Box 3.1 Making foreign policy work for health: Global 
health diplomacy as health promotion
Despite its vague and often contradictory meanings, one common use of the 
term global health diplomacy has been to describe how health needs to utilize 
diplomacy in an era of globalization. Lee and Gomez (2011: 62) refl ect this 
approach, arguing that global health diplomacy is ‘a way of harnessing foreign 
policy actors and processes for the benefi t of global health good’. Drager and 
Fidler (2007: 162) similarly argue that ‘[c]ritical to global health diplomacy is the 
relationship between health and foreign policy. Even though much of what 
affects health today is transnational in nature, countries remain core actors that 
must reorient their health and foreign policies in ways that align their national 
interests with the diplomatic, epidemiological and ethical realities of a globalized 
world’. From a foreign policy background, Keri-Ann Jones (2010: 1) of the US 
State Department argues that ‘International diplomatic engagement is essential 
to building global policies to address health issues’. The key examples usually 
cited as successes of global health diplomacy are the Framework Convention 
on Tobacco Control (FCTC) and the revision of the International Health 
Regulations (IHRs). Both involved states and other international actors working 
together to produce an agreement to advance public health. But other examples 
also exist. Chan, Chen and Xu (2010) demonstrate how China has started to 
use global health diplomacy after the SARS outbreak, Ozdemir et al. (2009) use 
it to argue for greater governance in the use of genomics for personalized 
medicine, and Lee and Gomez (2011: 62) cite the 2005 Paris Declaration on 
Aid Effectiveness as an example.

Box 3.2 Using health to advance foreign policy: Health as 
soft and smart power
In 1990 Joseph S. Nye identifi ed a shift away from traditional measures of power 
in foreign policy – military strength, population, geography and resources – and 
the methods of exploiting these based on coercion and payment. Instead, he 
argued that ‘soft power’ was becoming increasingly important, where the 
measures of power were culture, values and institutions and the methods coop-
tion and attraction (Nye 1990). Since then Nye has clarifi ed his position, sug-
gesting that both traditional hard power and soft power need to be used in 
conjunction as smart power: ‘soft power is the ability to obtain preferred out-
comes through attraction. If a state can set the agenda for others or shape their 
preferences, it can save a lot on carrots and sticks. But rarely can it replace 
either. Thus the need for smart strategies that combine the tools of both hard 
and soft power’ (Nye 2009: 160).

The potential for health as a tool of soft power has been recognized by a 
number of states. Although China has a longstanding development aid com-
mitment to Africa, Youde also identifi es the manner in which China has used 
health to gain infl uence there. It has sent medical personnel, donated drugs 
and provided equipment to African states both as development assistance but 
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also as part of a policy to improve its standing on the continent. But as Youde 
points out, this is not a targeted strategy with a clearly defi ned outcome in 
mind: ‘No African ambassador would proclaim in the United Nations General 
Assembly that it was voting with the People’s Republic of China because the 
Chinese government had announced the shipment of one million anti-malarial 
doses’ (Youde 2010a: 160). Instead this is a long-term strategy aimed to create 
a favourable view of China: ‘Indeed, it is entirely plausible that members of a 
government may not necessarily connect their favourable views of China to 
elements of soft power’ (Youde 2010a: 160). In a similar vein, Feinsilver (2009) 
notes how Cuba has been conducting ‘medical diplomacy’ since 1960, provid-
ing both medical assistance to scores of developing countries, some on a long-
term basis, and free medical education to tens of thousands of foreign students. 
In so doing it ‘has garnered symbolic capital (prestige, good will and infl u-
ence) . . . beyond what would otherwise have been possible and has helped 
cement Cuba’s role as a player on the world stage’ (Feinsilver 2009: 273). In 
the US, former majority leader Senator William H. Frist, himself a medical doctor, 
suggested that medicine could act ‘as a currency of peace’ (Frist 2008). The 
infl uential Washington-based think tank produced a report on Smart Global 
Health Policy which argues that ‘Americans have long understood that promot-
ing global health advances our basic humanitarian values . . . support for global 
health has also proven its broader value in bolstering US national security and 
building constructive new partnerships . . . A smart, strategic long-term global 
health policy will advance America’s core interests’ (Fallon and Gayle 2010: 9). 
In a rather more overt example of how some leading US fi gures saw health 
contributing to foreign policy, former US Secretary of Health Tommy G. 
Thompson argues:

[I]f we have any hope of spreading democracy and ending tyranny in every corner 
of the globe, it is vital that we use all of the weapons of freedom at our disposal. 
That includes our most effective arsenal against terrorists and the forces of 
oppression: education, compassion, and medicine. That is the principle at the 
heart of what I call ‘medical diplomacy’ – the winning of [the] hearts and minds 
of people in the Middle East, Asia, Africa, and elsewhere by exporting medical 
care, expertise, and personnel to help those who need it most. Medical diplomacy 
must be made a signifi cantly larger part of our foreign and defense policy, as we 
clean up from costly and deadly wars in Afghanistan and Iraq. America has the 
best chance to win the war on terror and defeat the terrorists by enhancing our 
medical and humanitarian assistance to vulnerable countries. By delivering hope, 
we will deliver freedom. (Thompson 2005)

This is not to suggest that the sole motivation of providing health aid is to cyni-
cally ‘win friends and infl uence people’. Motivations in foreign policy tend to 
be more complex than this and the humanitarian impulse should not be dis-
missed. But it is also clear that the potential of using health as a means of 
attracting states has been both recognized and exploited in foreign policy (see, 
e.g., Bonventre et al. 2009).
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policy. Thus, debates may be about health rights versus trading inter-
ests, about free trade versus the protection of health services, or between 
the interests of the poor versus the privileged.

Security

The fi rst two areas of intersection, security and governance, are among 
the most important issues to emerge in the development of a narrative 
on health and international relations and therefore are addressed in 
chapters of their own later in this book. They concern how foreign 
policy is used to protect the state and its citizens from health risks 
(security), and the institutional arrangements structuring the collective 
actions of state and non-state actors over health issues (governance). 
These two areas also share a common feature, namely the traditional 
(but increasingly contested) primacy of state-centric constructions: that 
is, that the state is the dominant actor involved. With security this 
construction is often termed ‘national security’, and is challenged at 
the intersection with health by other constructions which place either 
the individual at the centre of security (human security) or which are 
concerned with the promotion of health globally (global health secu-
rity). Increased concern over the spread of disease, the potential use of 
biological weapons, and fears of health crises affecting the political 
stability and economic performance of weak states have contributed to 
health appearing on security agendas. This is discussed more fully in 
chapter 6, but the key points to note here are threefold. First, when 
foreign policy engages with health over security, it is primarily to 
promote and protect the state rather than the individual. The national 
security perspective therefore dominates over human security. This is 
not to say that concerns are not expressed over the health of individu-
als, but this is expressed in terms of the state’s responsibility to its citi-
zens. As Elbe (2009) and Ingram (2010) both note, this is a particular 
form of state power, which Foucault terms governmentality (see section 
on national and international security in chapter 6), and therefore 
remains locked into a state-centric rather than human-centric approach. 
The Institute of Medicine’s 1997 report was therefore working from the 
basis of national security (governmentality), rather than human secu-
rity, in arguing that ‘[t]he US government has a vital responsibility to 
protect all its citizens – its resident population, its soldiers and its trav-
ellers’ (Institute of Medicine 1997: 4). Armitage and Nye’s call for the 
US to redeem its image and infl uence abroad is premised on the use of 
‘smart power’, including global health engagement, to achieve ‘a more 
secure America’ (2007: 1).
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Second, as already described, the agenda from a foreign policy per-
spective has tended to be narrowly focused on a limited range of issues 
(see McInnes and Lee 2006). Although other issues have been raised, 
including more recently non-communicable diseases (NCDs), the focus 
has remained on severe and acute infectious disease outbreaks, bio-
terrorism and HIV/AIDS in terms of frequency of reference, priority 
accorded to them and resources allocated. And, as with the fi rst point, 
these issues are generally constructed in a state-centric manner where 
the interests and responsibilities of the state predominate. Third, 
although there is clear potential for health and foreign policy to work 
together for mutual benefi t, there are equally occasions where the 
interests of one pulls in a different direction from the other. In these 
instances, the interests of foreign policy in promoting national security 
have tended to prevail over those of health promotion. This is not to 
say that there are no humanitarian impulses in foreign policy, nor that 
policies such as foreign aid for health promotion is solely motivated by 
calculations of national interest and political benefi t (realpolitik). But 
what does appear to be the case is that, when health and foreign policy 
overlap but pull in different directions, foreign policy appears to have 
greater sway with decision makers. In a paper for the US Council on 
Foreign Relations, for example, Jordan Kassalow is explicit in seeing 
engagement with global health issues as a tool for promoting US inter-
ests (including democracy promotion) through improving health: 
‘Supporting public health worldwide will enhance US national security, 
increase prosperity at home and abroad, promote democracy in devel-
oping countries and those in transition’ (Kassalow 2001: 4; see also 
Feldbaum et al. 2010: 83–4). Similarly, the White House justifi ed 
President Barack Obama’s 2009 Global Health Initiative as ‘an impor-
tant component of the national security “smart power” strategy’ (White 
House 2009, emphasis added). Even the UN somewhat despairingly 
pleaded that ‘[t]he increasing frequency with which global health issues 
and initiatives appear in all foreign policy contexts . . . must be under-
stood to be more than a focus on specifi c diseases or an instrument of 
foreign policy’ (UNGA 2010: 12).

Governance

Like security, governance has traditionally lent itself to state-centric 
constructions – that is, the manner in which states have cooperated for 
mutual benefi t, sometimes allowing part of their sovereignty to be 
compromised either out of enlightened self-interest or for the greater 
good. The origins of international health cooperation in the nineteenth 
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century lay in powerful states working together for their own mutual 
benefi t. This pattern accorded with the so-called ‘Westphalian’ system, 
established by the 1648 Treaty of Westphalia which recognized a struc-
ture of independent sovereign states in Europe. The Westphalian system 
is ‘anarchic’, in the sense that there is no overarching governing power, 
although agreed rules and norms of behaviour exist which moderate 
the actions of states. Crucially for global health governance, there is 
agreement in this system to adopt certain health practices or protocols, 
including the international monitoring and surveillance of certain 
types of disease outbreaks. Such practices are not forced on states, 
except perhaps in extreme instances through the application of power 
by other states. Rather states choose to behave in accordance with inter-
national agreements or standards because they consider it in their best 
interests to do so.

More recent analyses have begun to suggest that the traditional 
Westphalian system of international health cooperation appears to be 
under threat from a variety of directions. At a normative level, concerns 
have been increasingly expressed that the globalization of health means 
that inter-state cooperation is no longer suffi cient. What is required, it 
has been argued, are forms of global health governance which tran-
scend individual state interests. At an organizational level, non-state 
players have become major actors in the global health policy arena. The 
World Bank, for example, began to view health as an important element 
in promoting economic development and growth in the 1980s. The view 
that poor health impeded development, and thus helped to keep poor 
states poor, led the substantially increased Bank lending for health 
development (Buse 1994). In contrast, the World Trade Organization 
(WTO) became involved in global health almost by accident through its 
attempts to globalize intellectual property rights. Because of the nega-
tive effect of the agreement on Trade-Related Intellectual Property 
Rights (TRIPS) on equitable access to medicines, especially anti-retrovi-
ral therapies for the treatment of HIV/AIDS, the WTO became the subject 
of furious campaigning by civil society organizations, patient groups 
and HIV/AIDS advocates, on the one hand, and pharmaceutical compa-
nies, on the other. The issue led to the adoption of the Doha Declaration 
on the TRIPS agreement and Public Health in 2001, reaffi rming the 
fl exibilities available to member states seeking to protect public health, 
followed by the Paragraph 6 Decision further clarifying the scope of 
these fl exibilities (Sell 2003; Kerry and Lee 2007; Garrett 2007).

The international landscape also changed through the emergence of 
public-private partnerships, most notably those inspired by the Global 
Fund to Fight HIV/AIDS, Tuberculosis and Malaria agreed at the Group 
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of Eight (G8) summit in Genoa in 2001. These partnerships, which com-
bined public funds and private (often charitable), were particularly 
geared to developing new drugs and vaccines for those diseases tradi-
tionally neglected by the market-driven research and development 
(R&D) strategies of the pharmaceutical industry. But in so doing they 
acknowledged and contributed to the growing role and signifi cance of 
charitable foundations in global health, especially the Bill and Melinda 
Gates Foundation, opening the door for greater policy infl uence. The 
WHO also sought to act in new ways, less as primarily a source of tech-
nical expertise and convenor of member states, and more as an inde-
pendent actor in its own right. The WHO’s issuance of travel advisories 
during the SARS outbreak of 2002–3, over the wishes of several govern-
ments, and the revision of the International Health Regulations (IHR 
2005), appeared to give the organization new impetus to go beyond the 
reins of member states to, for example, obtain information on disease 
outbreaks of international concern.

These developments, in turn, posed crucial questions for the role of 
foreign policy in global health. At the heart was whether, to use Fidler’s 
term, global health was moving to a ‘post-Westphalian’ system (Fidler 
2003; Fidler and Gostin 2006) where anarchy was being replaced by a 
system of global health governance. If Fidler was correct in his observa-
tion that a revolution was taking place, then foreign policy was becom-
ing less important in global health than the decisions of global actors 
such as the WHO. For the majority of global health watchers, however, 
the changes were interpreted as much less dramatic. While few would 
deny that new actors had appeared in force in global health policy 
making, and that established organizations had acquired new powers 
and roles, states equally appeared to be reinforced as the key actors, 
and foreign policy remained crucial in the manner in which they 
related to each other on health and other matters. As the Oslo 
Declaration put it: ‘Often a public health threat in one country requires 
a concerted response that calls for many foreign policy makers to work 
together . . . The most effective response to global health challenges 
depends on alliances, cooperation, and partnerships that refl ect a 
respect for national sovereignty and a sense of shared responsibility’ 
(Oslo Declaration 2007: 1375).

Development

Foreign aid or overseas/offi cial development assistance (ODA) is an occa-
sionally uncomfortable bedfellow with foreign policy. Prompted by 
humanitarian impulses, aid programmes have bestowed signifi cant 
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benefi ts in the developing world, including addressing many health 
issues. Stuart Harris, for example, comments that:

Humanitarian motives in foreign-aid policy were substantially behind past 
contributions by Australia to the world-wide eradication of smallpox and, 
particularly in our region, poliomyelitis, as well as to the successful training and 
support of skilled healthcare workers regionally. Furthermore, food aid from 
Australia supports global humanitarian efforts to limit morbidity and mortality 
from malnutrition. (Harris 2004: 172)

However, as Harris and others (e.g., Garrett 2007; Feldbaum et al. 2010) 
have pointed out, this humanitarianism generally co-exists with the 
promotion of national interests. Functionally foreign aid is often located 
within ministries of foreign affairs, and its priorities are infl uenced by 
the foreign policy interests of the donor states, especially as regards 
security and economic interests. But this tension between altruism and 
self-interest, between humanitarianism and realpolitik, is not simply a 
choice over who should receive aid. It can also be refl ected less obviously 
in the type of aid given and, in the context of this book, what health 
issues are prioritized. The health development policies of the World 
Bank and the IMF provide an apt example. Critics (e.g., Colgan 2002) 
argue that both subordinated humanitarianism to the interests of 
major donors, as the main fi nanciers of the two institutions, through 
the ‘conditionalities’ under which they made aid available to recipient 
countries during the 1980s and 1990s. These conditions, in short, privi-
leged western market economies and their neo-liberal policy approaches. 
The economic crisis of the 1980s forced poor countries, especially in 
sub-Saharan Africa, to apply to the Bretton Woods institutions for tem-
porary funding to stabilize their economies. Although this funding was 
provided, the conditions attached to this fi nancing forced their govern-
ments to adopt economic development models and related policies that 
integrated these countries into the emerging world economy. Such 
policies included trade liberalization, privatization and cuts in public 
expenditure (including health services and fi nancing). Subsequent evi-
dence suggests these ‘structural adjustments’ resulted in states eventu-
ally repaying more (principal and interest) than in healthcare, 
particularly undermining the capacity of many countries to respond to 
the HIV/AIDS crisis in the late 1990s (Colgan 2002). By the late 1990s 
development policy appeared to be in crisis. The gap between rich and 
poor had grown, foreign aid contributions were in decline, structural 
adjustment had led to catastrophic levels of debt, and in Africa the HIV 
crisis was in full swing. Gro Harlem Brundtland was frank in her assess-
ment that ‘the war on poverty has failed’ (Brundtland 1999: 3).
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However, the new millennium proved something of a turning point. 
Levels of foreign aid and the political priority given to development 
both increased substantially, not least by the G8 (see box 3.3), but also 
by a proliferation of new global health actors and initiatives (McCoy et 
al. 2009). In the US in particular, foreign aid increased including US$15 
billion committed over fi ve years for HIV/AIDS under the US President’s 
Emergency Plan for AIDS Relief (PEPFAR). Most notably, in September 
2000 at the Millennium Summit, world leaders agreed to the MDGs, 
with the aim of reducing poverty by half alongside a range of other 
identifi ed goals by 2015 (see box 3.4). Signifi cantly, health featured 
prominently in the MDGs, refl ecting a new consensus that, although 
many suffered ill-health because of poverty, many were also poor 
because they were sick (e.g., Institute of Medicine 1997: 2; Colgan 2002; 
Labonte 2004: 160). Investing in health therefore appeared to be, not 
only an important humanitarian gesture to improve health, but also a 
sensible investment for economic development. Von Schirnding, for 
example, noted, ‘Malaria . . . has slowed economic growth in endemic 
countries in Africa by up to 1.3 per cent per year. Africa’s gross domestic 
product would probably be about US$100 billion higher if malaria had 
been tackled 30 years ago when effective control measures fi rst became 
available’ (Von Schirnding 2002: 633). Towards the end of the decade, a 
US intelligence community assessment for the National Intelligence 
Council (NIC) was able to conclude:

considerable empirical and theoretical studies have been done on the relationship 
between health and economic growth and development. The clearest evidence of a 
causal link has been the economic impact of high-profi le infectious diseases. 
Historically, progress on health issues has correlated in a number of countries 
with improved economic development and growth by expanding the pool of 
healthy and productive workers . . . attention to health issues is a key determinant 
as to whether countries can escape poverty. (NIC 2008: 23)

The NIC report drew specifi c attention to SARS which ‘caused a sig-
nifi cant, if temporary, slowing of economic growth in East Asia and 
Canada’ and HIV/AIDS and malaria in sub-Saharan Africa which ‘damp-
ened’ economic growth (NIC 2008: 23). This contrasted with improve-
ments to health achieved in Mexico and Singapore through investments 
in health care infrastructure and disease control which, in turn, had 
led to economic growth and poverty reduction. The narrative refl ected 
in the NIC report was clear: investing in health makes economic sense 
with both local and global benefi ts in terms of poverty reduction and 
economic growth. Although the global economic crisis which began in 
2008 appears to threaten this new level of funding, Stuckler et al. 
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Box 3.3 The Group of Eight countries and ODA
At its Gleneagles summit in 2005, the G8 committed to doubling its ODA to 
Africa by 2010 to $50 billion a year (Gleneagles Communiqué 2005). Prior to 
its Deauville Summit in 2011, the G8 released an Accountability Report detailing 
how it had responded to its Gleneagles commitments. The report stated:

During the 2005 G8 Gleneagles Summit, G8 Leaders and other donors announced 
a range of commitments on increasing Offi cial Development Assistance. Each G8 
country made specifi c commitments to increase ODA . . . Since 2004, the G8 
has accounted for nearly 70% of total ODA from all OECD-DAC donors and its 
ODA contributions have increased by more than 54%. During this period, the 
G8 increased its ODA by $31.2 billion while the global ODA from all OECD-DAC 
donors has increased by more than $48 billion. Despite budgetary constraints, 
the G8 has maintained its fi scal efforts with an ODA increase of $7.3 billion 
between 2009 and 2010. This increase represents 82% of the overall increase 
from DAC donors of $8.9 billion between 2009 and 2010. While recognizing 
that not all our Gleneagles commitments were met and that a gap in fi nancing 
for development remains, the G8 fl ags the sharp increase in ODA since 2004, as 
well as the results obtained and the progress accomplished in the way of deliver-
ing ODA. (G8 2011)

However aid agencies such as Oxfam were more critical:

The commitment, made at Gleneagles in 2005 after the high-profi le Make 
Poverty History campaign, was for rich countries to provide an extra £30 billion 
of international aid by 2010. However the fi gures for the year, released today by 
the Organization for Economic Cooperation and Development (OECD), show a 
massive shortfall of £11 billion. (Oxfam 2011)

Although the OECD noted that in 2010 aid fl ows from DAC donor countries 
were the highest ever and represented a 6.5% increase over 2009, it also noted 
that Africa was likely to receive less than half of the increase the G8 had com-
mitted themselves to at Gleneagles, ‘mainly a result of the underperformance 
of some European donors’ (OECD, 2012).

(2011c) argue that there is no statistically signifi cant evidence of a rela-
tionship between past recessions and levels of health aid disbursed by 
states (although whether the same applies to private foundations, 
which may fi nd their income affected from poor returns on invest-
ments, is not examined).

The increased funding and political attention from the G8 and others 
for development in general, and health in particular, has not been 
without criticism. Some questions raised are generic to ODA: whether 
aid commitments have been matched with disbursements, whether 
excessive amounts of money are being siphoned off (legally or illegally) 
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Box 3.4 The Millennium Development Goals
The MDGs were agreed by world leaders at the UN in September 2000, with 
a series of targets to be reached by 2015. The eight headline goals were:

 1. To eradicate extreme poverty and hunger.
 2. To achieve universal primary education.
 3. To promote gender equality and empower women.
 4. To reduce child mortality.
 5. To improve maternal health.
 6. To combat HIV/AIDS, malaria and other major diseases.
 7. To ensure environmental sustainability.
 8. To develop a global partnership for development.

Each of these goals had a series of more detailed targets, with a timeframe 
building up to 2015.

Source: UN (no date)

before they reach those in need, and whether the multiple donors 
involved could organize their efforts more effi ciently and effectively (for 
examples of these general concerns applied to health, see Garrett 2007 
and McCoy et al. 2009). But two related concerns raised about health 
development aid are particularly interesting. The fi rst is the manner in 
which aid is ‘stove piped’ into narrow programmes or disease-specifi c 
treatments; and the second is whether aid is related to need. What 
underpins both of these is a critique that ODA for health refl ects the 
interests of the donors as much – and perhaps sometimes more – than 
the needs of recipients. Despite PEPFAR providing millions of Africans 
with access to anti-retroviral treatment for the fi rst time, for example, 
US HIV prevention policy in Africa under the George W. Bush adminis-
tration advocated abstinence and fi delity, rather than the use of 
condoms and needle exchange, refl ecting the administration’s moral 
stance rather than the advice of health workers in Africa. A study by 
Oomman et al. (2007: 18–19) also suggests that PEPFAR funding policy, 
rather than the specifi c needs of Mozambique, Uganda and Zambia, 
have taken precedent, observing that ‘the similarity of funding alloca-
tions is striking given the epidemiological differences among these 
three countries’ (see fi gure 3.1). Jeremy Youde (2010b) demonstrates that 
funding for HIV/AIDS does not necessarily go to the states with highest 
prevalence but refl ects other strategic priorities. Moreover, the rela-
tively large increase in funding for HIV/AIDS also refl ected donors’ 
interest in that particular disease over others. In 1998, HIV accounted 
for 5 per cent of ODA for health, but by 2007 this had increased to 47 
per cent, during a period when the ODA budget for health itself 
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Figure 3.1 PEPFAR fi scal year 2007 approved funding by programme 
area and country

expanded enormously (Moran et al. 2008; Feldbaum et al. 2010: 84). 
Although there is no doubt that HIV/AIDS represents one of the major 
health challenges of contemporary times, and requires considerably 
more funding than has so far been provided, other health conditions 
which account for millions more deaths annually remain compara-
tively underfunded. A ‘hierarchy’ of diseases can therefore be identifi ed, 
in terms of funding priority, for which need is but one consideration. 
As Feldbaum et al. (2010: 84) comment, ‘foreign policy’s powerful infl u-
ence on development assistance for health leaves many pressing global 
health battles under resourced but allows global health efforts that do 
align with foreign policy interests to receive signifi cant political support 
and funding’.

Human rights

The idea of a human right to health has a long and distinguished 
history (Evans 2002: 197; see also box 3.5). Establishing this right at an 
international level is a more recent phenomenon, but nevertheless has 
been achieved not least through a series of declarations, including the 
WHO Constitution and Declaration of the 1978 International Conference 
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on Primary Health Care at Alma Ata (see box 3.6), as well the Universal 
Declaration of Human Rights and the UN International Convention on 
Economic, Social and Cultural Rights. The latter establishes both an 
obligation on states to provide a minimum set of health services and 
outlines means of realizing them. Moreover, although most interna-
tional human rights agreements focus on individuals, rather than the 
population level focus of public health, the 1986 UN Declaration on the 
Right to Development does locate the right to health at the community 
level. Despite the above declarations, Labonte and Gagnon note that the 
right to health is poorly located in the actual international human 
rights framework which remains heavily centred on the rights of the 
individual (Labonte 2004: 159–60; Labonte and Gagnon 2010: 11).

Human rights and the right to health also feature prominently in 
many of the statements which link foreign policy and health, often 

Box 3.5 The human right to health
The human right to the highest attainable standard of health has both a legal 
and normative basis. The legal basis derives from a range of international trea-
ties and declarations, many of which have been developed over the period since 
the end of the Second World War, and national constitutions, over a hundred 
of which guarantee a right to health (Hunt 2006; Susser 1993; Leary 1994). 
The normative basis often manifests itself as a sense of despair at the suffering 
of others but is motivated by concepts of social justice (e.g., Pogge 2005). Both 
acknowledge that this is a ‘work in progress’, with resource limits and a lack 
of will being the two most commonly identifi ed reasons for the failure to achieve 
universal implementation.

As Toebes points out, ‘in . . . international human rights, economic, social, 
and cultural rights are generally distinguished from civil and political rights’ 
(Toebes 1999: 661). This derives from the distinction between what are often 
called ‘positive’ and ‘negative’ rights. Civil and political rights tend to be nega-
tive – the argument being that government and society should not interfere in 
certain areas of life, for example freedom of speech or of association. Positive 
rights, however, require action to change, improve or protect an area of life. 
The human right to health is therefore a positive right in that it requires action 
on the part of government and society to secure it. But the problem here is the 
manner in which rights have been constructed. In what Tony Evans has described 
as the dominant ‘liberal consensus’, whereas negative rights should be guaran-
teed internationally, positive rights should only be treated as ‘aspirations’ 
because of the resource implications involved (Evans, 2002). Thus commentators 
such as Barlow can comment that ‘it is diffi cult to fi nd any rational or utilitarian 
basis for viewing health care in the same way [as civil and political rights]’ (cited 
in Evans 2002: 197). But as is demonstrated in the work of critics such as Pogge 
and Evans, this need not be so; rather it is a choice which privileges some issues 
and interests over others.
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claiming the right to health as ‘fundamental’, and sometimes claiming 
this as the driving force behind this link (see, e.g., Labonte and Gagnon 
2010: 11–12). It is also highlighted in a number of foreign policy state-
ments including the Oslo Declaration, which explicitly based itself on 
‘the recognition that life is the most fundamental of human rights, and 
that life and health are the most precious assets’ (Oslo Declaration 2007: 
1374). The international focus on health as a right has also been seen 
in developments such as the appointment of a special rapporteur on 
health by the UN Commissioner for Human Rights, and the attention 
given to it by the Human Rights Council (Labonte 2004: 159–60; UNGA 
2010: 9).

Despite this, and despite the WHO’s use of health as a human right 
in various campaigns in the fi rst few decades after its establishment, 
the health rights agenda gained little political purchase beyond the 
public health fi eld. Indeed, even in development policy, health assis-

Box 3.6 The Alma Ata Declaration
The 1978 International Conference on Primary Health Care, held at Alma-Ata 
in modern day Kazakhstan, provided the catalyst for the WHO’s ‘Health for All’ 
policy. This policy was based on the twin ideas that primary health care consti-
tuted a human right and that health should be a key element of development 
strategies aimed at tackling social and economic inequalities. The Alma Ata 
Declaration stated:

[Health] is a fundamental human right and that the attainment of the highest 
possible level of health is a most important world-wide social goal whose realiza-
tion requires the action of many other social and economic sectors in addition 
to the health sector.

The existing gross inequality in the health status of the people particularly 
between developed and developing countries as well as within countries is politi-
cally, socially and economically unacceptable and is, therefore, of common 
concern to all countries . . . The promotion and protection of the health of the 
people is essential to sustained economic and social development and contributes 
to a better quality of life and to world peace. The people have the right and duty 
to participate individually and collectively in the planning and implementation of 
their health care. Governments have a responsibility for the health of their people 
which can be fulfi lled only by the provision of adequate health and social mea-
sures. A main social target of governments, international organizations and the 
whole world community in the coming decades should be the attainment by all 
peoples of the world by the year 2000 of a level of health that will permit them 
to lead a socially and economically productive life. Primary health care is the key 
to attaining this target as part of development in the spirit of social justice. (WHO 
1978)
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tance tended to be promoted as a means out of poverty, rather than as 
a human right in itself. This began to change, however, for a number 
of reasons. Among these, globalization appears to have been a facilitat-
ing condition rather than a primary driver. It established a context 
whereby health was seen in global terms, and by association rights to 
health were equally seen in these terms, although as London and 
Schneider (2011) point out, globalization also threatened the right to 
health by disempowering states. Much more important was the work 
of activists and practitioners working in the fi eld of HIV/AIDS. These 
individuals and their associated organizations promoted international 
action on the disease, not through a public health route (for example, 
by trying to amend the existing International Health Regulations to 
include HIV), but through a rights-based framework. The rights of 
people living with HIV/AIDS were emphasized not just as a means of 
dealing with the stigma associated with the disease in many societies, 
but as a means of encouraging international action to prevent the 
spread of, and assisting those living with, the disease.

Three examples highlight the manner in which the rights agenda has 
come up against other foreign policy agendas in relation to HIV/AIDS. 
The fi rst concerns the campaign to amend the TRIPS agreement which, 
by upholding patent protection worldwide, hindered the sale of afford-
able generic anti-retroviral therapies produced by drug companies who 
did not hold the patent rights. In this example, industry interests in 
protecting the considerable R&D investment required to bring new 
drugs to market through patent rights were opposed by arguments 
maintaining the rights of people living with HIV/AIDS, many of whom 
live in the world’s poorest countries, to have access to medicines critical 
to prolonging their lives (see also section below on international trade). 
Second, AIDS activists successfully challenged a government policy in 
South Africa which prevented people diagnosed as HIV positive from 
serving in the armed forces. The South African military were concerned 
about the operational and cost implications for national security, while 
HIV/AIDS activists complained that this was discriminatory and 
infringed the rights of individuals (Heinecken 2003). A similar law was 
introduced through the US Congress in the 1990s on national security 
grounds, but was quickly withdrawn with President Bill Clinton framing 
his own objections clearly using rights-based terms, describing the law 
as ‘unconstitutional, completely abhorrent and offensive’ (quoted in 
Sjostedt 2010: 158). Finally, a number of countries have attempted to 
prevent people diagnosed as HIV positive from entering as immigrants 
(see, e.g., Bisaillon 2010). In 1993, for example, the Clinton administra-
tion detained 270 Haitian political refugees seeking asylum at 
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Guantanamo because of concerns that high HIV prevalence in their 
home country would impact on US national security (Sjostedt 2010: 
158).

The issue of health rights is by no means limited to HIV/AIDS. It fea-
tured prominently during the SARS outbreak when mandatory quaran-
tine and isolation measures were used to control the spread of the 
disease (Farmer and Campos 2007), and has similarly been raised with 
reference to access to anti-viral drugs and vaccines in pandemic infl u-
enza preparedness policies (Kamradt-Scott and Lee, forthcoming). As 
well as human rights clashing with other foreign policy interests, the 
issues point to tensions between two separate rights – the right of indi-
viduals to free movement and association, and the collective right to 
health of societies as expressed by measures to prevent and control the 
spread of disease outbreaks. Historically, public health practice has 
privileged collective over individual rights, with the suspension of the 
latter in order to protect the community at large. One of the most dra-
matic examples of this is the belief that hundreds of residents of Mary 
King’s Close in the Old Town of Edinburgh were bricked up alive during 
the seventeenth century, following an outbreak of bubonic plague, for 
fear that the contagion would spread to other parts of the city. While 
contemporary public health practice has since progressed dramatically, 
the delicate balance between individual and collective rights can be 
observed in the legal frameworks adopted by each country regulating 
public health risks, notably when non-cooperation by individuals is 
encountered (see, e.g., the UK Health Protection Regulations 2010 and 
Hong Kong Prevention and Control of Disease Ordinance 2011). How 
such regulations seek to control the cross/transborder spread of dis-
eases, potentially infringing on individual rights when deemed neces-
sary, and possibly creating spillover effects on domestic and foreign 
economies, gives such actions foreign policy dimensions. The revised 
International Health Regulations (2005) requires member states to 
protect the dignity and rights of travellers when applying disease 
control measures (Fidler 2010: 8).

Beyond infectious disease outbreaks, the rights-based agenda has 
been extended to such issues as maternal and child health (MCH) and 
the migration of health care workers. The fi rst of these is important 
because it indicates a broadening of interest in the health and foreign 
policy arena to a wider spectrum of health conditions and vulnerable 
populations (UNGA 2010: 9; Sridhar et al. 2011; UNGA 2011). The second 
reveals two tensions concerning health, human rights and foreign 
policy – between the right of freedom of movement and the right to 
health; and between the promotion of trade interests, especially the 
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promotion of free trade, and the promotion and protection of rights. 
At its heart is the concern that health professionals will be distributed 
according to wealth of populations and not health need. Kanchanachitra 
et al. (2011) note, for example, how free movement has led to the mal-
distribution of health workers in Southeast Asia. The global imbalance 
of health workers is stark, especially between sub-Saharan African coun-
tries and high-income countries in the US and Europe. As Anyangwe 
and Mtonga describe,

About 59 million people make up the health workforce of paid full-time health 
workers world-wide . . . The Americas (mainly USA and Canada) are home to 14% 
of the world’s population, bear only 10% of the world’s disease burden, have 37% 
of the global health workforce and spend about 50% of the world’s fi nancial 
resources for health. Conversely, sub-Saharan Africa, with about 11% of the 
world’s population bears over 24% of the global disease burden, is home to only 
3% of the global health workforce, and spends less than 1% of the world’s fi nancial 
resources on health. (Anyangwe and Mtonga 2007: 93).

These imbalances, fuelled by the active recruitment of health care 
workers from poor regions, has led to the adoption of a number of 
voluntary codes and agreements including a 2010 WHO Global Code of 
Practice on the International Recruitment of Health Personnel (e.g., 
Dhillon et al. 2010; Plotnikova 2011). These agreements, however, 
remain ‘soft law’ given their lack of binding authority, weak enforce-
ment mechanisms, and reliance on good will and voluntary compliance 
in their implementation.

International Trade

In contemporary foreign policy narratives, the growth of international 
trade is framed positively and unproblematically, by the Bretton Woods 
institutions, G8, World Economic Forum, OECD member states and 
most UN bodies, as promoting economic growth nationally and globally 
(Rose 2005). The development and promotion of trade liberalization is 
thus accepted as a core foreign policy objective. The growth in interna-
tional trade since the end of the Second World War, is also seen as one 
of the key drivers behind globalization, the spread of which underpins, 
in turn, many of the linkages drawn between global health and 
International Relations identifi ed in this book. The relationship between 
trade and health, however, has proved to be both a source of friction 
and cooperation. As mentioned at the beginning of this chapter, trade 
can facilitate the spread of disease through the increased crossborder 
movement of people, goods and services. Trade liberalization can also 
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create other direct risks to health, such as enabling the growth in 
health-harming substances such as tobacco, guns and hazardous mate-
rials. Or it can cause indirect harms to health by leading to a world 
economy supplied, in part at least, by production chains underpinned 
by poor quality and weakly regulated working and living conditions 
(Loewenson 2001). At the same time, a growth in international trade 
can lead to improved health by the creation of gainful employment, 
downward pressures on prices, and increased availability of health-
promoting goods and services such as fresh fruits and vegetables 
(Flanagan 2006).

The balancing of economic costs and benefi ts of trade, with the costs 
and benefi ts to health, has challenged international health coopera-
tion, from the International Sanitary Conventions of the nineteenth 
century, to more contemporary agreements such as the FCTC (2003), 
IHR (2005) and Pandemic Infl uenza Preparedness Framework (2011). 
Powerful industry interests have sought to play major roles in the devel-
opment of such agreements (see, e.g., Collin et al. 2002), and the com-
paratively small number of accords suggests the enduring power of 
these lobbies. Developing effective regulation at the national level has 
proved similarly problematic. It is reported that effective and full imple-
mentation of the FCTC at country level has been undermined by indus-
try interests in Argentina (Mejia et al. 2008), China (Wan et al. 2011), 
Germany (Grüning et al. 2011) and many other countries. The series of 
food-related events over the past two decades, including bovine spongi-
form encephalopathy (BSE) and variant Creutzfeldt-Jakob disease (or 
so-called mad cow disease), melamine-contaminated milk products in 
China, and fears of contamination of food supplies from damaged 
nuclear power plants following the Japanese earthquake and tsunami 
of 2011, without a strong regulatory response internationally suggests 
another realm where trade interests continue to prevail (Lin 2011).

In a further twist to this relationship, agreements to promote trade 
can create health risks. The most commonly cited example of this is the 
TRIPS agreement to protect international patent (IP) rights. In requiring 
all WTO members to adopt Western-style protection for patents the 
agreement threatened the availability of cheap drugs to the poorest 
countries. Although Pauwelyn (2010) suggests TRIPS was an agreement 
with more bark than bite, especially after the Doha round introduced 
new fl exibilities to the agreement under pressure from public health 
interests, others such as Aginam (2010) argue that the system still dis-
advantages the poorest states and impedes access to essential medi-
cines. That both trade interests and public health remain unhappy over 
TRIPS and IP, despite Doha, reveals that there remain unresolved ten-
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sions. In a similar vein, some health specialists (e.g., Pollock and Price, 
2000; Labonte, 2004: 161) have expressed concern over the potential 
impact on health services of the General Agreement on Tariffs and 
Trade (GATT) Treaty, which attempted to open up public services to 
competition on international markets. As with TRIPS, the fear was that 
public health, especially for the poorest, would suffer as a result of 
trading interests. The tensions over GATTS and TRIPS both refl ected the 
fact that health had become big business, with hundreds of billions of 
dollars being spent on health care globally each year. The international 
political economy of health is discussed later in this book (see chapter 
4), but for this chapter the key point this raises is that, for some power-
ful states, health is an important industry which needs to be protected 
and promoted internationally as a business.

Health crises can, of course, disrupt trade signifi cantly. In the UK, the 
BSE crisis in the 1990s, and the 2002 foot and mouth outbreak, both 
led to restrictions on the trade of certain British meat products. 
Similarly, the SARS outbreak led to a substantial reduction in travel to 
the Asian region, and the 2011 outbreak of E. coli in Germany led Russia 
to suspend the import of food stuffs from the European Union. Moreover 
the perception of illness can lead to bans on the trade of goods uncon-
nected to the outbreak. Conversely, the argument that investing in 
health can create better markets for goods and services has also received 
considerable attention. The US Institute of Medicine (1997: 9) argued 
that ‘healthier populations abroad would also constitute more vibrant 
markets for US goods and services’, a theme refl ected two years later by 
WHO Director-General Gro Harlem Brundtland (1999: 3) and in the 
WHO’s Commission on Macroeconomics and Health (WHO 2001).

The relationship between health and foreign policy nevertheless is 
most often characterized as one of risk to health from increased trade, 
with foreign policy interests often being more closely aligned with the 
former than the latter. This is what underpins the Oslo Declaration’s 
plea that ‘international trade policies and agreements need to be placed 
within the context of protecting and promoting well being’ (Oslo 
Declaration 2007: 1378). In a slightly more optimistic vein, the UN 
Secretary General’s Note to the 2010 UN General Assembly Special 
Session on global health and foreign policy argued that, ‘in these 
dynamics of interdependence, health is no longer automatically subject 
to other interests, but other policies may have to adjust in order to meet 
the health prerogative’ (UNGA 2010: 6). The Note proceeds to identify a 
series of agreements where trade interests have been moderated to 
accommodate those of health. We seem however to be still some way 
from a relationship where cooperation is the norm; rather the relation-
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ship appears to be one largely driven by trade interests, whether in 
protecting trade or developing new markets, occasionally moderated by 
cooperative agreements to protect health.

Global Public Goods for Health

Economists have long understood the idea of public goods, namely that 
certain desirable goods or services must be provided through public 
intervention because of market failure (i.e. the private sector lacks the 
necessary incentives). Thus peace and security is in the interests of those 
who live and work within a state, but in the modern age is provided 
for by the state (public intervention) through its security policy 
because, although private industries benefi t from the stability this 
might provide, none has suffi cient incentive and/or capacity to provide 
it by itself. ‘Global public goods’ however is a more recent development, 
a concept which recognizes that this same logic can be applied across 
borders – that there may be global benefi ts from some developments, 
but that it is not suffi ciently in any one state’s interest or capacity to 
undertake these developments alone. Instead cooperation is required, 
not just between states and traditional international institutions, but 
potentially with non-state actors such as civil society organizations and 
private-public partnerships. The corollary is that ‘global public bads’, 
such as unstable climate change and disease outbreaks, are character-
ized by a lack of cooperation leading to collective diffi culties. ‘Global 
public goods for health’ is more recent still, being largely a twenty-fi rst-
century idea. It is often linked to the requirement for some form of 
global health governance or global health diplomacy to ensure that 
these are delivered. The application of global public goods theory to 
health is most often seen when dealing with policies for infectious 
disease control, especially pandemics (Labonte and Gagnol 2010: 7). The 
surveillance of disease outbreaks, measures taken for their containment 
and the development of effective interventions transcend national 
interests and serve the global interest, warranting initiatives such as 
the Global Outbreak Alert and Response Network (GOARN), funding of 
vaccine programmes and initiatives to tackle neglected diseases. 
Moreover weakness at the national level may mean that one state’s lack 
of preparedness creates a risk globally. Concerns over the capacity of 
low- to middle-income countries to prepare for an infl uenza pandemic, 
for example, is compounded by fears that some of these countries are 
among the most likely to be the geographical source of a new virus. 
Thus, cooperation may require more than coordination but active assis-
tance, facilitated by global health governance and/or diplomacy. This 
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assistance may involve technical assistance such as strengthening the 
capacity to undertake surveillance to provide early warning of disease 
outbreaks, collecting samples and identifying a disease; it might involve 
stockpiling vaccines and other drugs in advance of an outbreak as part 
of a strategy to prevent it spreading more widely; or, more ambitiously, 
it may involve preventative measures such as health system strengthen-
ing and addressing up-stream causes of ill-health (e.g., poor sanitation 
and housing). At an even more macro level, it may involve international 
regulation of health-harming products or practices, whether industrial 
(nuclear, chemical, biological or radiological) or foodstuffs including 
tobacco and foods with a high sugar/fat/salt content.

SARS provides an excellent example of this: information on the 
spread of the disease, the means by which people became infected, the 
identifi cation of the disease as a new form of the corona virus, and the 
development of vaccines, was widely portrayed as a global effort because 
shared interests were at stake. One narrative of the SARS crisis, there-
fore, constructed it as an example of how the world could – and should 
– work cooperatively together for mutual benefi t. Similarly post-SARS 
pandemic infl uenza preparedness is depicted in many narratives, not 
as a national concern, but as a global effort justifying global resources 
in terms of surveillance, monitoring and virus sharing. For some, the 
emergence of global public goods for health implies the need for, and 
even the beginnings of a movement towards, a new political relation-
ship where global governance of health issues feature prominently, not 
least in disease surveillance, and one which extends far beyond techni-
cal cooperation and the exchange of scientifi c data. For these, the 
actions of WHO during the SARS outbreak, where the organization 
appeared to act in the collective interest beyond the self-interest of 
individual states, and the manner in which negotiations on the revised 
IHRs were more quickly concluded after SARS, when previously they 
had stalled, indicates how fear spurred the rapid development of the 
new relationship between health and foreign policy.

This narrative, with its strong normative dimension of promoting a 
‘global commons’, almost certainly overstates the long-term political 
signifi cance of events such as WHO’s response to SARS. A different con-
struction of what happened is possible, however, based on enlightened 
national self-interests, which may also explain the emergence of inter-
est in global public goods for health. In this construction, states cooper-
ate even when the returns are not immediately obvious, because of the 
realization that at some point the process of cooperation will benefi t 
them. Labonte (2004: 160–1) suggests global public goods for health is 
less about the shift away from a Westphalian system of self-help for 



74  Health, Foreign Policy and Global Health Diplomacy

states and towards global health governance, and more about a move-
ment to broaden national interests in global health away from a focus 
on clear and present dangers. Thus, with SARS states cooperated because 
it was in their interests to do so lest the disease proved to be more 
dangerous and spread more widely than it did. The IHRs similarly gave 
member states a mechanism to deliver early warning of disease out-
breaks emerging elsewhere and monitor their progress. Perhaps the 
most interesting example of interests and global public goods for health 
concerns Indonesia and virus sharing (see box 3.7). This revealed the 
extent to which an issue which could be presented as a clear example 
of a global public good for health, namely the sharing of data on and 
samples of new viruses, was also intimately bound up with the interests 
of the powerful.

Box 3.7 Indonesia and virus sharing
In 1952 WHO established the Global Infl uenza Virus Sharing Network (GISN) to 
identify new strains of the infl uenza virus and allow the development of new 
vaccines. The Network also acts as an alert mechanism, warning of novel strains 
which have the potential to become pandemic. Central to GISN is the manner 
in which samples of the infl uenza virus are passed on a systematic and regular 
basis from National Infl uenza Centres to one of six WHO Collaborating Centres 
worldwide. Here they are analysed, at no cost to the states submitting them, 
to determine which strains are in active circulation arising from minor changes 
to a virus (antigenic drift) and whether a new strain may be emerging from a 
major change to an infl uenza virus (antigenic shift). The distinction between the 
two enables planning for seasonal and potentially pandemic infl uenza. From 
this analysis WHO recommends the vaccines for circulating strains of infl uenza 
which, for seasonal infl uenza, results in the annual production of approximately 
250 million doses of vaccine. GISN therefore appears to be an example of a 
global public good for health.

In early 2007, however, Indonesia decided to cease sharing its samples of the 
H5N1 infl uenza virus with WHO. This was especially serious since it came at a 
time when fears of a highly pathogenic infl uenza pandemic from this virus were 
high. Indonesia’s Minister of Health, Siti Fadilah Supari, was central to this deci-
sion, arguing that these virus samples were being passed on, without Indonesia’s 
knowledge or permission, to private pharmaceutical companies to develop vac-
cines. These vaccines were highly lucrative to the companies involved, with the 
price set being beyond the reach of most Indonesians and people in other Asian 
countries. At the same time, the region was more likely to be at the front line 
of an infl uenza pandemic. Moreover, patents had been taken out on the avian 
infl uenza virus, and Material Transfer Agreements were agreed between WHO 
and pharmaceutical companies without the consent of countries providing virus 
samples. Supari claimed that this practice was unfair and exploitative, a position 
shared by a number of other low- and middle-income countries. Indonesia’s 
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fears appeared vindicated in 2009–10 when, during the H1N1 (swine fl u) pan-
demic, high-income countries had privileged access to vaccines through prior 
pre-purchasing agreements with manufacturers. There was little or no spare 
production capacity for populations in other countries, meaning that vaccines 
were available only to the governments of those countries, regardless of who 
was most at risk from an infl uenza pandemic and which governments had 
provided virus samples to manufacture the vaccines.

Although Indonesia’s position was supported by a number of low- and 
middle-income countries, the general reaction, especially from the United 
States, was extremely hostile. At a time of world concern over the potential of 
an infl uenza pandemic, Indonesia’s actions were criticized as reckless and threat-
ening to global health security. The dispute rumbled on until April 2011 when 
the Pandemic Infl uenza Preparedness Framework was brokered by WHO. Under 
this agreement, virus sharing would continue and vaccine manufacturers would 
set aside at least 10 per cent of their production during a pandemic for low- and 
middle-income countries, at low or no cost. Additional measures were agreed 
to support such countries in the establishment of their own vaccine manufactur-
ing capacity.

Sources: WHO (no date); WHO (2007d); Fidler (2008); Sinha (2011); Knox (2011); 
Kamradt-Scott and Lee (forthcoming).

Conclusion

This chapter examines how the relationship between health and foreign 
policy is constructed along six intersections. Some of these have achieved 
greater prominence than others, for example, security and governance 
compared to human rights and global public goods for health. This is 
not because, in some objective sense, these are more important. Rather 
the debate is constructed with these issues being important because 
that is what those who shape the debate believe or want it to be. Within 
these intersections, some health issues appear with regularity, espe-
cially infectious disease outbreaks in general, and SARS, pandemic 
infl uenza and HIV/AIDS in particular. Although the successful negotia-
tion of the FCTC may be portrayed as an early example of the two com-
munities working effectively together on a non-communicable disease 
area, it was only near the end of the fi rst decade of the twenty-fi rst 
century that NCDs began to be cited more prominently as important 
issues on the global health agenda. Doubts remain over the longevity 
of these issues beyond the 2011 UN General Assembly’s High Level 
Meeting on NCDs. Nor are issues concerning a gamut of other health 
conditions affected by globalization signifi cant on the contemporary 
global health and foreign policy agenda, despite considerable evidence 
to suggest they should be otherwise.
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The narrative concerning the relationship between foreign policy and 
global health is fairly well-established: that it has its roots in interna-
tional health cooperation in the nineteenth century; that for most of 
the twentieth century this relationship fell into abeyance, not least 
because foreign policy was focused on the high politics of power and 
security rather than the low politics of quality of life, but also because 
health policy focused on technocratic rather than political solutions to 
health problems; and that at the end of the century this relationship 
was re-established, not least because of the impact of globalization, 
culminating towards the end of the fi rst decades in ideas of global 
health diplomacy. Underpinning much of this, from a public health 
perspective, is a normative agenda concerning how to create a healthier 
world. Although foreign policy reveals a normative dimension as well, 
in the sense of a commitment to humanitarianism, it is also motivated 
by interests, especially those involving trade and security.

Importantly, this narrative is not an independent objective assess-
ment of a developing relationship, but a particular construction of part 
of the social world relating to global health which has established 
certain pathways for action. The power of the narrative is perhaps best 
seen in the relative lack of criticism over the central idea that, in an 
age of increased globalization, health and foreign policy need to work 
more closely together. But fewer still have questioned what work this 
narrative has done for global health. The dominant narrative is of two 
policy communities coming together out of shared interests across a 
variety of fi elds (identifi ed here as the six intersections). This narrative 
has perpetuated a state-centric perspective, albeit one moderated by 
other ‘new’ actors, thereby creating the view that it is states that matter 
– their interests, actions and capabilities are key to global health. It has 
also allowed the development of a binary: that there are two separate 
communities whose interests overlap but may at times pull in different 
directions, and that the way to understand some of the tensions in 
global health is to understand the different interests and priorities of 
health and foreign policy. This binary not only limits the establishment 
of global health diplomacy as a single policy arena, but also suggests 
who the key players are in global health diplomacy and how to identify 
the key issues and intersections.

But other narratives are possible concerning the international rela-
tions of global health: narratives of the healthy and the suffering; nar-
ratives of rich and poor; and narratives of who owns and produces what 
in global health. The dominant narrative suggests that the coming 
together between health and foreign policy was something self-evident 
because globalization created a need for the two to work together. From 
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a constructivist position, however, we are sceptical of relationships in 
the social world being portrayed as ‘natural’, since this often obscures 
rather than reveals what is really going on. Global health diplomacy, 
therefore, is not the ‘natural’ outcome of a process of cooperation 
prompted by globalization, but a way of constructing the world and 
establishing a type of outcomes which privileged certain ideas, interests 
and institutions over others.
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C H A P T E R  F O U R

Global Health and 
the International 
Political Economy

In the broadest sense, political economy is concerned with the mutual 
shaping of the political and economic spheres. Since the 1970s, inter-
national political economy (IPE) has thrived as a rich and varied inter-
disciplinary fi eld of study in International Relations, giving rise to 
robust and vigorous scholarly debate, about its nature and conse-
quences. This chapter argues that global health, as a subject of scholarly 
and policy concern, can be more fully explained by locating it within 
the shifting balance between states and markets, the rise of transna-
tional actors, and the consequent delineation of authority and respon-
sibility. Correspondingly, our understanding of the IPE can benefi t from 
a fuller understanding of global health, a realm which exemplifi es the 
close interplay between the public and private spheres, as well as 
changes to structure and agency characterizing globalization. Key to 
this chapter is the idea that the blurring of the political and economic 
spheres is particularly evident in the emergence and social construction 
of global health as a concept and practice. This has led to major tensions 
between competing narratives on what global health is; how it should 
be produced and consumed within an increasingly global context; what 
knowledge should be discovered and how it should be used in global 
health; and how health equity is affected by the IPE. One dominant 
narrative, for example, is that the globalization of health care is a pro-
gressive development, underpinned by the desirability of liberalizing 
the ‘markets’ for health care services and fi nancing, rationalizing 
health care production and consumption, and making more effi cient 
use of increasingly scarce resources. However, as this chapter demon-
strates, such arguments can be located within the IPE of global health, 
which prioritizes certain health conditions that are of concern to some, 
but not all, and is shaped by the transnational distribution of economic 
and political power. What we argue in this chapter is that a particular 
narrative of IPE has been dominant in global health. This narrative fi nds 
its origins in the neo-liberal economics of the 1980s and, although 
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modifi ed and subject to evolution since then, the underpinning norma-
tive and theoretical basis remains constant. This narrative frames health 
provision as an economic issue and focuses on the effi cient allocation 
of resources, rather than on the allocation of these resources for social 
justice or other ends. Although it would be a mistake to interpret this 
as a championing of an unrestricted free market in health, the clear 
priority remains economic concerns with the public provision of health 
services and care acting as a safety net or moderating force while private 
industry and market mechanisms remain the dominant means of 
ensuring effi ciency.

Conceptualizing the International Political 
Economy of Global Health

In the 1970s, International Relations scholars drew renewed attention 
to the need to understand the shifting balance between states (political 
authority) and markets (economic relations). This led to a fl ourishing 
of new thinking on the conceptualization of international political 
economy (traditionally divided into liberal, nationalist and Marxist per-
spectives), the close relationship between economic and political power, 
and the implications for a broad range of policy issues (Gilpin 1987). 
Susan Strange, for example, wrote that ‘It is impossible to have political 
power without the power to purchase, to command production, to 
mobilize capital. And it is impossible to have economic power without 
the sanction of political authority’ (Strange 1998: 25). In a world of 
corporate behemoths, economic actors had become political actors. 
Moreover, the large size of the state sector means that governments can 
sometimes assert as much economic power as corporate actors in the 
world economy. For IPE scholars, this mutual interdependence of pow-
erful states and fi rms has defi ned and driven the trajectory of globaliza-
tion over the past thirty years (Stopford and Strange 1991).

The aim of this chapter is to explore how IPE can extend our under-
standing of the narratives underpinning global health. The analysis of 
global health from an IPE perspective has been limited to date. Lesley 
Doyal’s The Political Economy of Health provides an early account of the 
structural factors that underpin ‘the social production of health and 
illness in capitalist societies’, focusing on the UK and East Africa (Doyal 
1979: 23). Vicente Navarro’s work is also strongly informed by Marxist-
based approaches, explaining health inequalities within and across 
national settings in terms of the spread of neo-liberal-based market 
capitalism (Navarro 1982; Navarro and Muntaner 2004). These are 
important critical analyses of how structural conditions shape health 
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outcomes, although they fall short of explaining how power within the 
IPE is expressed through competing narratives in global health.

Strange’s distinction between relational and structural power is 
useful in this respect. Relational power is the power of A to get B to do 
what it would not otherwise do. Structural power, in contrast, ‘confers 
the power to decide how things shall be done, the power to shape 
frameworks within which states relate to each other, relate to people, 
or relate to corporate enterprises’ (Strange 1998: 25). She identifi es four 
key interrelated structures underpinning the IPE: production, fi nance, 
knowledge and security. The production structure concerns who produces 
what, where, under what conditions, and how it is sold, to whom, and 
on what terms. The fi nancial structure concerns the international mone-
tary system and international fi nance and debt. The knowledge structure 
is about who has access to knowledge and technology, and on what 
terms. Finally, ‘the security structure is the framework of power created 
by the provision of security by some human beings for others’ (Strange 
1998: 45). Other prominent IPE scholars, such as Robert Keohane and 
Joseph Nye, also challenged International Relation’s state-centrism, 
arguing that the growth of trade and investment from the end of the 
Second World War, the expansion of world markets and the rise of 
transnational actors required far greater scrutiny. This led them to 
develop the concept of ‘complex interdependence’, drawing attention 
to the growing disjuncture between the authority of states and their 
capacity to exert such authority, in a world of increasingly powerful 
transnational actors and forces (Keohane and Nye 1977). Along the same 
lines, although from a critical theory perspective, Robert Cox wrote that 
the rise of a ‘global class structure’ has resulted from the internation-
alization of production by multinational, and increasingly transna-
tional, corporations, leading to new patterns of social relations (Cox 
1987). By the late 1980s, this restructuring of the IPE began to be 
strongly infl uenced by the concept of globalization. Stephen Gill and 
David Law, for example, sought to theorize and explain this emerging 
world order which they termed the global political economy:

In a world where nuclear weapons, integrated capital markets, and global 
ecological threats have scant regard for national boundaries, a global concept is 
more and more needed to make sense of world society, and purposefully to act 
to shape it. (Gill and Law: 1988: xxiii)

Ngaire Woods (2001) and others (Jones 1995; Cerny 1996) asked 
whether globalization is diminishing the role of states in the world 
economy, and what role international institutions would be expected 
to play in managing globalization. While globalization is recognized as 
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multifaceted in its drivers, processes and consequences, the changing 
nature of the IPE is regarded as one of its core features.

Applying a social constructivist approach, this chapter argues that 
certain narratives have been used to shape the IPE of global health in 
terms of infl uencing what is seen as the appropriate relationship 
between states and markets, the nature of the priority problems facing 
global health and their potential solutions, and the criteria used to 
allocate available resources. The remainder of this chapter explores 
these narratives in relation to the health care industry within the IPE; 
the commodifi cation of the global health knowledge structure; and the 
impact of the IPE on health equity.

The Health Care Industry within the IPE

Health care is the prevention, treatment and management of illness, 
and the preservation of mental and physical well-being through the 
services offered by the medical and allied health professions. The UN 
International Standard Industrial Classifi cation categorizes health care 
as consisting of hospital activities, medical and dental practice activities 
(e.g., physicians, nurses, midwives, pharmacists and physiotherapists), 
and ‘other human health activities’ such as services provided by scien-
tifi c or diagnostic laboratories, pathology clinics, residential health 
facilities and other allied health professions, e.g. optometry, occupa-
tional therapy, speech therapy, chiropractics. Health care also includes 
the production of many categories of medical equipment, instruments 
and services, as well as biotechnology, diagnostic laboratories and sub-
stances, and drug manufacturing and delivery. Moreover, health care 
encompasses the fi nancing of health care goods and services in the form 
of insurance providers and administrators.

The production structure of health care concerns what health care 
goods and services are produced, how they are produced, under what 
conditions, the terms by which they are sold and to whom. Health care 
expenditure worldwide totalled around US$5.5 trillion in 2010.1 This 
fi gure represents over 10 per cent of gross domestic product (GDP) in 
most high-income countries. The sector is predicted to growth rapidly 
for two main reasons. First, a growing and ageing world population 
(fi gure 4.1) will mean increased demand. This not only includes high-
income countries, but populations in emerging economies with unmet 
health care needs. Demand from emerging economies, notably Brazil, 
China and India, is expected to grow rapidly given a large and expand-
ing patient pool, growing investment in health care infrastructure, 
rising household incomes and greater health awareness (Deloitte 2011). 
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Figure 4.1 Proportion of world population aged 60 years or over, 
1950–2050

For example, China is predicted to become the second largest health 
care market by 2014 (Ando 2011). Second, the development of new 
procedures and technologies will generate new patterns of demand. It 
is estimated that up to 8,000 new health technologies (mainly medical 
devices) come onto the US market alone annually (OECD 2005).

While total health care expenditure overall has been substantial and 
growing worldwide, what health care goods and services have been 
produced, by whom and for whom, have been strongly shaped by the 
IPE. The period from the Second World War to the 1970s was a period 
of marked expansion of health care systems in industrialized countries, 
funded either by state-funded health insurance or private insurance 
coverage through employment benefi ts (Quam 1989). Crises in the 
world economy from the early 1970s, punctuated by two oil crises and 
‘stagfl ation’ (lower growth and employment coupled with high infl a-
tion), kindled widespread policy debate about the appropriate roles of 
the state and market in public services including health care. Given the 
rapid growth of health care costs, becoming the largest share of public 
expenditure in many countries, governments sought reforms aimed at 
controlling costs (Docteur and Oxley 2003). It was during this period 
that a broad set of policies, known as new public management (NPM), 
began to be infl uential. Under the banner of improving the delivery of 
public services, NPM proponents framed policy debates in economic 
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terms, arguing above all for greater effi ciencies through an increased 
role of the market and reduced state involvement, in the delivery of 
public services. NPM was closely akin to the then dominant economic 
theories of neo-liberalism which advocated, among other things, a ‘min-
imalist’ welfare state (Lynn 1998).

The ascendance of NPM-based ideas, in turn, profoundly infl uenced 
how health care goods and services have been produced and consumed 
worldwide. From the early 1980s, health systems in many OECD coun-
tries underwent a broad trend of reforms to contain costs by limiting 
the role of the state and encouraging its more effi cient operation 
through market mechanisms. Policy debates focused, not on expanding 
access to health care, but on fi nding an affordable balance between the 
state and market in an era of fi nancial austerity. In a broad range of 
high-income countries, including New Zealand, Sweden, the Czech 
Republic, the UK and the US, competition among health care providers 
was introduced (Docteur and Oxley 2003: 36–7). Policy innovations such 
as fundholding, contracting out, league tables and other performance 
indicators were developed to encourage the state to act more like a 
market. Efforts to relieve pressures on the public fi nancing of health 
care also led to the introduction of user fees, private health insurance 
schemes and other cost-recovery methods (Ham 1997). As costs contin-
ued to rise, private health insurance schemes have also sought to 
achieve economies, according to Porter (2009: 109), by ‘selecting health-
ier subscribers, denying services, negotiating deeper discounts, and 
shifting more costs to subscribers’. Overall, the IPE of health care reform 
since the 1980s has been dominated by an economic narrative, with its 
emphasis on cost containment and savings, rather than a concern for 
fair and equitable access to basic health care.

In low- and middle-income countries (LMICs), health reforms have 
played out in a similar fashion, although with harsher social conse-
quences given more severe resource constraints, weaker capacity and, 
in many cases, greater health needs. The promotion of NPM-inspired 
policy ideas was led by external donors, notably the World Bank and 
IMF, initially in the form of structural adjustment programmes (SAPs) 
(Manning 2001). Similar to the narrative in high-income countries, the 
problem was defi ned as an oversized and ineffi cient state sector which, 
under the policy conditionalities required to receive fi nancial assis-
tance, governments had to commit to reforming through a package of 
policy measures. This package of policy measures gained support from 
a broad range of largely Washington-based institutions including 
USAID, the US Treasury Department and the World Bank. This so-called 
Washington Consensus had profound impacts on what health care 
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goods and services were produced, how they were produced, and the 
terms by which they were accessed by patients. Regarding what health 
care goods and services were produced, World Bank-led SAPs focused 
on the belief that the state needed to be limited to fi nancing and deliv-
ering an ‘essential package’ of health care services. This essential 
package was set out in two seminal reports, ‘Health Care Financing in 
Developing Countries’ (Akin et al. 1987) and the World Development 
Report: Investing in Health 1993 (World Bank 1993). Coinciding with a 
substantial increase in World Bank lending for health development 
from the 1980s (Buse 1994), the World Development Report 1993 (hereafter 
WDR 1993) set out what became a highly infl uential approach to fi nanc-
ing and delivering public health and clinical services based on the 
concept of disability adjusted life years (DALYs). Arguing that, in many 
developing countries, ‘[p]ublic money is spent on health interventions 
of low cost-effectiveness . . . at the same time that critical and highly 
cost-effective interventions . . . remain underfunded’ (World Bank 
1993), the authors argued that more rational allocation of health 
resources could be achieved by measuring ‘the cost-effectiveness of dif-
ferent health interventions and medical procedures – that is, the ratio 
of costs to health benefi ts (DALYs gained)’ (World Bank 1993). A whole 
industry of health economists consequently sprang up, tasked with 
estimating the cost-effectiveness of varied health interventions, and 
health systems were reformed accordingly with a focus on delivering 
such essential packages:

Ensuring basic public health services and essential clinical care while the rest of 
the health system becomes self-fi nanced will require substantial health system 
reforms and reallocations of public spending. Only by reducing or eliminating 
spending on discretionary clinical services can governments concentrate on 
ensuring cost-effective clinical care for the poor. (World Bank 1993)

Within this framing of health sector reform in terms of the economic 
benefi t that improved health could deliver, the WDR 1993 gave particu-
lar attention to the roles of government and the market in health. It 
argued that there were three rationales for a government role in health: 
(a) when the poor cannot afford health care that would improve their 
productivity and well-being; (b) when promoting health is a pure public 
good or creates large positive externalities, and private markets would 
thus not produce them suffi ciently; and (c) when market failure in 
health care and health insurance mean that government intervention 
can raise welfare by improving how those markets function (World 
Bank 1993: 52–3). Crucially however, through its advocacy of user fees, 
cost recovery, private health insurance, and public-private partner-
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ships, the report called for limiting the role of the state to core public 
health and clinical services, and an enlarged role for the market and 
market forces. As well as calling for the domestic health reforms to 
prioritize certain interventions as part of an essential package, such as 
immunization, family planning, nutrition, tobacco and alcohol control, 
and HIV/AIDS and sexually transmitted disease treatment and preven-
tion, the WDR 1993 called for health sector aid to be increased and 
focused on this strategy.

The production of health care goods and services in much of the 
developing world was consequently shaped by this economic narrative. 
While structural adjustment programmes, the WDR 1993 and other 
NPM-inspired policies sought to tackle the longstanding problem of 
inadequate and poor-quality health care, especially for the poor, in 
many parts of the world, evidence suggests that these measures led to 
‘an unprecedented decline of the health status of the poor’ and much 
worsened health inequalities (Kanji et al. 1991; Loewenson 1996). In 
Tanzania, for example, the adoption of a series of ‘adjustment mea-
sures’ from 1981 onwards, including the reduction of government 
expenditure by introducing cost sharing in the health sector, has been 
accompanied by increased maternal mortality, chronic malnutrition 
and an erosion of capacity to implement HIV/AIDS intervention strate-
gies (Lugalla 1995). The reduction in the share of public health and 
clinical services funded by government in seven Indian states, ‘in accor-
dance with the recommendations of the World Bank to confi ne the 
public sector’s role to preventive care while the bulk of the curative 
services could be provided by the private sector’, impacted severely on 
the poor who depended most heavily on publicly funded services 
(Prabhu 1994). Overall, by the mid-1990s, there was substantial criticism 
of the bluntness of SAPs and the so-called Washington Consensus (Sen 
and Koivusalo 1998). Evidence suggested that an oversized (and assumed 
ineffi cient) public sector was not the core problem in many LMICs but 
rather weak capacity (Batley and Larbi 2004) and a chronic lack of 
resources. Loewenson (1993) describes the introduction of World Bank/
IMF SAPs in more than forty African countries, with evidence indicating 
that the policies have been associated with increased food insecurity 
and under nutrition, rising ill-health, and decreased access to health 
care in two-thirds or more of the population of African countries that 
already lives below poverty levels. Similar fi ndings were reported in 
Latin America and the Caribbean, where adjustments in macroeco-
nomic policies had a negative effect on health indicators which lasted 
throughout the following decade (Franco-Geraldo et al. 2006). The intro-
duction of cost-sharing measures, notably user fees, led particularly to 
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a decline in access to health services. In Kenya, the introduction of fees 
resulted in a decrease of outpatient attendance by 27 per cent at pro-
vincial hospitals, 46 per cent at district hospitals, and 33 per cent at 
health centres (Willis and Leighton 1995). In Zambia and Ghana, outpa-
tient attendance dropped by 35 per cent and 40 per cent respectively 
after fees were introduced (Biritwum 1994; Blas and Limbambala 2001).

This realization led to a renewal of the debate about the appropriate 
roles of the state and market, with the language shifting from achieving 
a ‘minimalist’ to an ‘effective’ state. The latter was defi ned as the capac-
ity of state institutions

to manage the business of the executive, judiciary and the legislature towards 
human development ends. Indicators of effective state capacity can be found in 
how national policies are made, services are delivered, markets are developed, 
justice and security provided, and rights are protected. Where this is done well 
– where large numbers of people benefi t over time from development, when an 
economy grows and society is engaged in democratic processes and feels secure 
– then state capacity can be viewed as effective. (Gercheva et al. no date)

Within the health sector, criticism of the impacts of neo-liberalism 
shifted attention by the late 1990s to achieving an appropriate ‘public-
private mix’ (Maynard 2005), with the narrative of limiting the state to 
essential functions unchanged. NPM ideas remained infl uential, with 
patients worldwide cast as a ‘consumer’ of health services who would 
best be served through increased competition among providers, con-
tracting out of non-core services (e.g., catering, cleaning, laboratory 
services), managed care, new incentive mechanisms (e.g., bonuses for 
achieving targets) and performance indicators (Stocker et al. 1999). The 
creation of global public-private partnerships can be seen as an exten-
sion of this narrative, based on the claim that combining public service 
with competitive market forces would better achieve global health 
goals. In practice, however, the increased capacity of powerful eco-
nomic interests to wield infl uence over international health policy 
resources raised further concerns (Bull and McNeill 2007).

Overall, health care reform over the past forty years has been pro-
foundly shaped by a narrative that has sought to defi ne the relative 
roles of the state and market using economic criteria. The IPE of health 
reform has been strongly infl uenced by neo-liberal-based ideas which, 
starting at the national level, have supported a shift towards ‘the use 
of market mechanisms to fi nance and provide health services’ 
(Kumaranayake and Lake 2002). In this way, the health sector reform 
agenda was constructed as fundamentally a problem of irrational 
resource allocation, economic ineffi ciencies and waste by oversized gov-
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ernments. However, this ‘marketization’ of health sector reform was 
underpinned by particular normative assumptions and values regard-
ing the goals to be achieved (i.e. economic effi ciency versus social 
justice) and the policy tools to achieve them (e.g., DALYs, cost-
effectiveness measures). Moreover, while initially played out in indi-
vidual countries, each with different health needs and resources, it is 
important to recognize the global nature of these policy reforms. While 
many policies originated in health reforms adopted at the domestic 
level, led by western industrialized countries, their core values and 
ideas permeated key donor agencies which, in turn, applied them 
across the developing world with profound consequences.

Global Restructuring in the Production 
of Health Goods

Health care goods comprise medical equipment, instruments and ser-
vices, as well as biotechnology, diagnostic laboratories and substances, 
and drug manufacturing and delivery. The medical equipment and sup-
plies industry alone, for example, is substantial, with total revenues 
worldwide of US$280 billion in 2009 (growing more than 8 per cent 
annually), and predicted to reach US$490 billion by 2016. Since the 
1980s, there has been a global restructuring in the production of many 
health care goods, in part as a result of broader changes in the IPE, as 
well as the increased role of the market within the health sector. As 
Kumaranayake and Lake point out, ‘[m]arketization and increasing glo-
balization in individual sub-markets within the health sector are begin-
ning to generate a range of global markets for health-related goods and 
services’ (Kumaranayake and Lake 2002: 80). This is well illustrated by 
the global restructuring of the pharmaceutical industry, with revenues 
of US$825 billion in 2010 (IMAP 2010), amid intense competition for 
new markets and greater economies of scale. New markets are led by 
the so-called ‘pharmerging countries’ (China, India, Brazil, Russia, 
Turkey, South Korea and Mexico), where demand is expected to grow 
13–16 per cent per annum. Generating and competing for this new 
demand has led to increased concentration of ownership within the 
pharmaceutical and biotechnology industries since the 1990s, with 
thousands of mergers and acquisitions resulting in fewer and larger 
fi rms. In 1992 the top ten pharmaceutical companies (all with head 
offi ces in the US and Europe) accounted for roughly one-third of world 
revenue (Tarabusi and Vickery 1998; see also table 4.1). By 2002, this 
share had increased to one-half (Busfi eld 2005: 96) and by 2009 to 
around 55 per cent.2 The industry has seen rapid growth during this 
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period. In 2009, worldwide sales totalled US$808 billion (IMAP 2010), 
an increase from US$466 billion in 2003 (Busfi e ld 2005: 96) and are 
projected to reach US$1.1 trillio n by 2015 (IMS 2011).

Trends in mergers and acquisitions provide further evidence of 
increased concentration within the global pharmaceutical industry. In 
2009–10, the pharmaceutical sector saw 1,021 deals valued at around 
US$210 billion. American and European companies secured the largest 
deals, while China saw the largest number of smaller deals. Of particu-
lar note have been companies seeking to expand into burgeoning 
emerging markets by acquiring domestic generic producers and manu-
facturing companies. These represented 50 per cent of the deals made 
during 2008–10 in emerging markets. Market analysts predict contin-
ued consolidation, further encouraged by low interest rates and avail-
ability of cash to spend (IMAP 2011).

Another feature of the IPE of the pharmaceutical industry is the 
growing importance of companies from emerging economies. While 
many US and European companies are actively targeting Brazil, Russia, 
India and China (BRIC) as the next big markets for their products, worth 
around US$132 billion in 2010 (Epsicom Healthcare Intelligence 2011), 
pharmaceutical companies within these countries are rapidly emerging 
as global players in their own right. The main focus of BRIC manufactur-
ers is the production of cheaper versions of generic drugs, such as anti-
retrovirals and vaccines, notably for the developing world. For example, 

TABLE 4.1 World’s ten largest pharmaceutical companies by sales (2010)

Rank Company Sales (US$ millions) Headquarters

1 Pfi zer 45,448 USA

2 Sanofi -Aventis 40,871 France

3 Novartis 38,455 Switzerland

4 GlaxoSmithKline 36,746 UK

5 AstraZeneca 31,905 UK

6 Merck & Co. 26,929 USA

7 Johnson & Johnson 22,520 USA

8 Eli Lilly & Co. 20,629 USA

9 Bristol-Myers Squibb 18,808 USA

10 Abbott Laboratories 16,486 USA

Source: Contract Pharma. Top 20 Pharmaceutical Companies Report. 2010. 
http://www.contractpharma.com/contents/view/33747.
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the BRIC countries already provide over 70 per cent of all vaccines pur-
chased by procurement agencies. India is the world’s third largest phar-
maceutical producer (after the US and Japan) in terms of volume, and 
the 13th largest in terms of value (exports approximately US$10 billion 
in 2009–10). In 2011, the BRIC Ministers of Health issued a declaration 
pledging to help the poorest countries fi ght diseases through technol-
ogy transfer and the supply of cheap and effective drugs (Azad 2011). 
In time, it is expected that the four countries will move from generics 
to the development of new drugs, posing further competition to estab-
lished industry players. China, for example, moved the biotechnology, 
biomedicines, new vaccines, and advanced medical equipment sectors 
from the restricted to permitted categories for foreign investment, seen 
as a signal that they are ‘strategic sectors and investments to be encour-
aged’ (Shobert 2012). The production of certain biologicals (vaccines, 
cultures and other preparations made from living organisms and their 
products, intended for use in diagnosing, immunizing, or treating 
humans or animals, or in related research) has undergone similar 
restructuring. Of particular note is the blood products industry (see box 
4.1), worth around US$13.4 billion in 2009, an increase of 16.7 per cent 
over 2007 (China Research and Intelligence 2011). The blood products 

Box 4.1 The global restructuring of the blood 
products industry
Blood products contribute to saving millions of lives annually, improve life 
expectancy and the quality of life of patients suffering from life-threatening 
conditions, and support complex medical and surgical procedures. Global access 
to suffi cient and safe blood products, however, is highly inequitable. More than 
seventy countries have a blood donation rate of less than 1 per cent of the 
population (estimated by WHO as the minimum needed to meet a country’s 
basic requirements for blood). Ageing populations, more stringent donor selec-
tion criteria, inadequate storage and transportation, and poor blood stock 
management are cited by the WHO as contributing to the problem.

One of the worst treatment disasters in modern history took place in the 
1980s with the widespread transmission through infected blood products of 
viral pathogens, in particular HIV and hepatitis B and C viruses. Blood-borne 
transmission of pathogens has highlighted the crucial importance of effective 
policies, quality systems, and legislative and regulatory frameworks in the col-
lection, processing and supply of blood products, such as red cells, platelets and 
plasma for clinical use, and in the preparation of plasma for fractionation, as a 
raw material for the manufacturing of plasma-derived medicinal products, such 
as clotting factor concentrates and immunoglobulins, which are on the WHO 
Model List of Essential Medicines.
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Recognizing the high risk of transmission of pathogens through transfusion 
of contaminated blood products, the World Health Assembly, in resolution 
WHA58.13, urged Member States to promote the development of national 
blood services based on voluntary non-remunerated donation and to enact 
effective legislation governing their operation. Blood services throughout the 
world are facing the daunting challenge of making suffi cient supplies of blood 
products available to meet the needs of patients, while also ensuring the quality 
and safety of those products in the face of known and emerging threats to 
public health. The health-related Millennium Development Goals of reducing 
child mortality, improving maternal health and combating HIV/AIDS, malaria and 
other diseases cannot be achieved unless signifi cant attention is paid to the 
availability, safety and quality of blood products.

The blood banking and blood products market is predicted to increase to 
US$36 billion by 2015. Much of the growth in the blood banking and blood 
products market is anticipated from the United States and Europe, as stated in 
a recent report published by Global Industry Analysts, Inc. The two regions col-
lectively account for two-thirds of the global market. The market in Asia-Pacifi c 
is projected to grow between 4 and 5 per cent over the period 2001–10. In 
terms of product segment, the blood components and plasma products market 
is the largest with an estimated share of 81 per cent in 2008. The segment is 
also projected to be the fastest growing with a compound annual growth rate 
(CAGR) of 4.9 per cent over 2001–10. Automated blood collection and process-
ing systems and unravelling prion-screening abilities of new assays are set to 
revolutionize the blood safety setup, both by increasing the blood quality and 
the quantity of blood collected through painless and sophisticated instruments. 
Several modifi cations in the purchasing system in the European market have 
provided hospitals with more bargaining power. The whole blood and cellular 
components market in Europe is estimated to be worth US$7.5 billion in 2008.

Sources: WHO (2009); Global Industry Analysts, Inc. (2010).

industry has become increasingly dominated by a few large producers 
including CSL Behring, Talecris Biotherapeutics, Grifols, Baxter 
International and Octapharma. The widespread transmission through 
infected blood products of viral pathogens during the 1980s, in particu-
lar HIV and the hepatitis B and C viruses, has led to the adoption of 
stricter policies by regulatory and health agencies. However, this has 
served to create further barriers to entry and, in turn, greater industry 
concentration (Global Industry Analysts, Inc. 2010). Today, blood dona-
tions collected across many countries are processed by this small 
number of producers whose blood products are then sold for use largely 
in high-income countries. Weak capacity and resource constraints have 
meant that there has been a chronic shortage of supplies of safe blood 
and blood products in low- and middle-income countries.
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While health care services are, for the most part, delivered domesti-
cally, trade in health services is a growing industry. In the US, a sub-
stantial degree of integration and concentration has already occurred 
in the largely private health care market, leading to the formation of 
larger scale providers (Summer 2011). These companies have expanded 
abroad, fi nding opportuni ties in the wake of the deregulation and priva-
tization within the health sectors of other countries. In the UK, for 
example, Mohan anticipated in the early 1990s the potential for multi-
national corporations to expand into the acute hospital sector and 
ancillary services, as part of the ‘internationalization and commercial-
ization’ of the health sector depending on state policies regarding the 
provision of health care (Mohan 1991). A scathing review of the progres-
sive privatization of the National Health Service (NHS), including 
increased service provision by large multinational companies, is also 
described by Pollock as part of a worldwide trend to make health care 
‘a commodity to be bought, rather than a right’ (Pollock 2004).

A related development in the global restructuring of health care 
services is the crossborder delivery of care. This can take many forms 
– the migration of health care workers, the delivery of health care at a 
distance using various technologies (i.e. telemedicine), or the increased 
movement of patients across borders (McLean 2009). The latter, increas-
ingly referred to as medical tourism, was predicted to be worth US$100 
billion in 2012 (KPMG 2011). This growth will be partly driven by the 
inability of patients to obtain timely care locally. Longer waiting lists 
for procedures, deemed a ‘lower priority’ (e.g., hip replacements) by 
state-funded health care providers, was an initial motivation for patients 
to seek alternatives. In other cases, access to certain services may be 
restricted or not covered by basic health insurance (e.g., fertility treat-
ment, cosmetic procedures). As NPM-driven health reforms have nar-
rowed the range of health care services offered by the state, medical 
tourism has grown:

With globalization, increasing numbers of patients are leaving their home 
communities in search of orthopaedic surgery, ophthalmologic care, dental 
surgery, cardiac surgery and other medical interventions. Reductions in health 
benefi ts offered by states and employers will likely increase the number of 
individuals looking for affordable medical care in a global market of privatized, 
commercial health care delivery. (Turner 2007: 303).

For lower-cost countries, such as China, Thailand and India, foreign 
patients have become a lucrative source of income. Despite estimates 
such as the one above, there is limited data available on current trends 
in medical tourism, which is likely to remain a limited proportion of 
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total health care. Nevertheless, its growth is a further refl ection of the 
restructuring of health care production spurred by its marketization 
across the world.

The Global Health Knowledge Structure

The knowledge structure of the IPE determines what knowledge is dis-
covered, how it is stored, and who communicates it, by what means, to 
whom and on what terms. As Strange writes,

power and authority are conferred on those occupying key decision-making 
positions in the knowledge structure, – on those who are acknowledged by society 
to be possessed of the ‘right’, desirable knowledge and engaged in the acquisition 
of more or it, and on those entrusted with its storage, and on those controlling 
in any way the channels by which knowledge, or information, is communicated. 
(Strange 1998: 121)

In global health, expenditure on research has more than quadrupled 
since 1998 to US$160.3 billion in 2005. While this growth has been seen 
as much welcomed, concerns have arisen about the source of these 
resources, the type of knowledge produced, and the infl uence of this 
knowledge on how global health needs are defi ned and addressed. 
Frustrations with the poor alignment between health research and 
need (measured by morbidity and mortality) were brought to the fore 
in the mid-1990s by the Global Forum for Health Research (2004) which 
observed that only 10 per cent of health research spending worldwide 
was being used to study the health needs of 90 per cent of the world’s 
population. Known as the 10/90 gap, it was argued that most health 
research was being produced and consumed by high-income countries 
who were preoccupied with the health needs of the relatively wealthy 
and healthy. Correspondingly, there was a stark neglect of often more 
prevalent and severe health conditions suffered in the poorest 
countries:

health research applied to the needs of low- and middle-income countries remains 
grossly under resourced in many areas and the term ‘10/90 gap’, while not 
representing a current quantitative measure, has become a symbol of the 
continuing mismatch between needs and investments. (Global Forum for Health 
Research 2004)

While this disparity between the allocation of health research 
resources and need can be explained, in part, by the concentration by 
high-income governments on the health needs of their domestic popu-
lations, which would be different from aggregated global health needs, 
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a closer look at the IPE of health research suggests more complex 
dynamics at play. First, the private sector undertakes a signifi cant pro-
portion of health research worldwide led by the pharmaceutical and 
biotechnology industries. As profi t-seeking companies, they have 
pursued health research with a market-driven focus on health goods 
and services which promise the greatest economic return. Measured 
against the capacity to recoup research and development (R&D) costs, 
and to maximize profi ts, rather than measures, for example, based on 
improving human well-being or addressing health and social inequi-
ties, most private investments in health research have correspondingly 
targeted the concerns of certain population groups who can afford to 
pay over others who cannot. In the pharmaceutical industry, this R&D 
cost-recovery and concomitant profi t-seeking behaviour has created 
global health inequities including the neglect of diseases promising 
insuffi cient economic returns (because of a patient group that is rela-
tively small or unable to pay for treatment), overproduction of products 
for the relatively wealthy (such as drugs to treat obesity and impotence), 
and the disproportionate use of R&D resources to produce so-called ‘me 
too’ drugs which largely duplicate the action of existing drugs rather 
than develop genuinely new compounds (Gagne 2011).

Second, there is substantial evidence that major industries have 
sought to infl uence global health policy in ways that favour their own 
self-interests. Analysis of the tobacco industry has provided key insights, 
in particular, into how transnational tobacco companies have under-
mined the scientifi c process through funding and disseminating 
research, recruiting scientists as industry consultants, and undermin-
ing of public health institutions and scientists (WHO 2000; Samet and 
Burke 2001; Muggli et al. 2008). Tobacco industry-funded research has, 
for example, attributed the incidence of lung cancer to alternative 
explanations (e.g., indoor air pollution, diet, genetics), and cast doubt 
on the statistical signifi cance of evidence on the health effects of sec-
ond-hand smoke. Lexchin et al. (2003) investigated whether funding of 
drug studies by the pharmaceutical industry is associated with out-
comes that are favourable to the funder and whether the methods of 
trials funded by pharmaceutical companies differ from the methods in 
trials with other sources of support. They found that there was system-
atic bias which favours products which are made by the company 
funding the research. Explanations include the selection of an inap-
propriate comparator to the product being investigated and publica-
tion bias (Lexchin et al. 2003). Brownell and Warner (2009) question 
whether the framing of global health issues in ways that serve tobacco 
industry interests can also be observed in the food industry. This seems 
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to be confi rmed by a study by Lesser et al. of research by the food indus-
try on nutrition. The authors found that, when studies linking bever-
ages to health are funded entirely by industry, the conclusions are four 
to eight times more likely to support the sponsor’s commercial interest 
than studies with no industry funding (Lesser et al. 2007).

Third, along with governments such as the US, which devotes the 
largest proportion of its investment in research in the life sciences (US 
Congressional Budget Offi ce 2007: XII), and industry, charitable founda-
tions have become among the biggest institutional players in global 
health since the late 1990s, led by the Gates Foundation. As the world’s 
largest funder of global health research, the Foundation has acquired 
unprecedented infl uence over what kind of knowledge is produced and 
for what purpose. Critics argue that the Foundation’s penchant for 
developing biomedical research to treat infectious diseases has concen-
trated the world’s best brain power to specifi c health problems and 
solutions (McCoy et al. 2010). Other donors have been guilty of the same, 
attracted by the public relations value of developing a new vaccine, 
distributing drug treatments or the ultimate goal of eradicating an 
entire disease (Shiffman 2008). However, as Stephen Matlin argues, ‘We 
need a new model for public health for the 21st century, which acknowl-
edges disease prevention and health promotion rather than [reliance 
on] the biomedical model of a drug for everything, to enable people to 
be healthier for longer’ (cited in White 2004: 1064). Of particular 
concern is the neglect by research funders of understanding the broader 
social determinants of health and how, for example, structural factors 
create the social and environmental conditions which shape patterns 
of health and disease.

Fourth, complex alliances have emerged in health research among 
industry, governments, universities and non-state actors (notably 
charitable foundations and nongovernmental organizations) (US 
Congressional Budget Offi ce 2007) that blur the boundaries between 
state and market interests. For governments and non-state actors, 
engagement with the private sector has been sought to supplement the 
limited availability of public resources and to gain access to R&D and 
entrepreneurial expertise. In addition, as Stopford and Strange (1991: 
19–20) describe, the intensifi cation of crossborder competition for both 
fi rms and states has led to closer interdependence between the two 
spheres in the form of government–company alliances. Within global 
health research, this has led to the formation of dozens of national and 
global public-private partnerships for health (Buse and Harmer 2007), 
a large number of which are focused on the development or improved 
use of drugs and vaccines to treat specifi c diseases (Buse and Walt 2000).
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Many public health advocates have called for public-private partner-
ships to be located within ‘a set of global norms and principles’, and 
that the ‘[p]articipation of international agencies . . . be set within a 
comprehensive policy and operational framework within the organiza-
tional mandate’ (Nishtar 2004). Many such partnerships have contrib-
uted signifi cantly to social goals such as increased access to ARVs by the 
world’s poor (Ramiah and Reich 2005) and developing treatments for 
neglected diseases (Buckup 2008). For industry, however, partnerships 
with governments and non-state actors can also serve a strategic 
purpose. Questions about confl icts of interest, and the compatibility of 
private interests and public policy goals, have grown as the result of 
reports of inappropriate conduct, selective data analysis and reporting, 
misrepresentation of study results, and attempts at scientifi c manipula-
tion that have occurred with some industry-sponsored studies (DeAngelis 
and Fontanarosa 2010). Debate has focused on clinical trials and the 
pharmaceutical industry (Lundh et al. 2010), in particular, but the inap-
propriate infl uence of health research worldwide by other industries, 
such as tobacco (Muggli et al. 2008), food (Rowe et al. 2009; Nestle 2003) 
and alcohol (Anon 2011) has been widely revealed in recent years. In 
this context, industry funding of health research of public institutions 
directly, or through public-private partnerships, have been used as a 
means of increasing perceived credibility (Leutwyler 2000). Moreover, 
there is evidence to suggest that the external pressures created by indus-
try funding can taint the scientifi c process. For example, a 2005 survey 
published in Nature of 3,247 US researchers who were publicly funded 
by the National Institutes of Health found that 15.5 per cent admitted 
to altering design, methodology or results of their studies due to pres-
sure from an external funding source (Martinson et al. 2005). A similar 
study published in the New England Journal of Medicine found a compa-
rable proportion of the 107 medical research institutions questioned 
willing to allow pharmaceutical companies sponsoring research to alter 
manuscripts according to their interests before they were submitted for 
publication (Mello et al. 2005).

One refl ection of the emergence of a complex IPE of global health 
research and knowledge is its commodifi cation, as a private good 
through the globalization of intellectual property rights (IPRs). IPRs 
have long protected ownership rights to creative works through national 
copyright, patent and trademark laws. Under the agreement on Trade-
Related Intellectual Property Rights (TRIPS), a minimum standard of 
rights was required to be adopted across World Trade Organization 
(WTO) member states. There has been much criticism of the impact of 
the TRIPS agreement on public health, notably the adverse effect of 
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patent protections on the affordability of medicines (Médecins Sans 
Frontières 2003). Within the context of the marketization of global 
health, the agreement must also be recognized as one that is framed by 
market economics. As health care goods and services have been increas-
ingly framed within NPM-inspired policies, IPRs are a further expansion 
of the assertion of private ownership over knowledge as private goods, 
valued for their capacity to earn their owners profi ts (May 2009).

This economic framing of health knowledge contrasts, for example, 
with approaches that value its application foremost to improve human 
welfare. From this perspective, knowledge is seen as a public good to 
be openly shared and used. Challenges to the privatization of health 
knowledge can be seen in the movement to expand open access publish-
ing (Barbour et al. 2006). A similar ethos lies behind the HINARI (Health 
InterNetwork Access to Research Initiative) Programme, established by 
WHO and major publishers, to enhance access by low-income countries 
to major collections of biomedical and health literature. More than 
7,500 information resources (in 30 different languages) are now avail-
able to health institutions in 105 countries, areas and territories benefi t-
ing many thousands of health workers and researchers, and in turn, 
contributing to improve world health (WHO 2012).

In summary, the IPE of global health research is characterized by a 
complex of interdependent public and private interests which shape 
the processes by which knowledge is produced, what knowledge is 
produced, what knowledge is deemed legitimate, and how that knowl-
edge is then used. This knowledge structure underpins the framing of 
global health problems in largely market economic terms, resulting in 
the prioritization of the health needs of the relatively well-off within 
and between countries.

The Global Political Economy of Health Inequities

Global health is replete with inequalities. The WHO Commission on the 
Social Determinants of Health begins its sobering report with the 
fi nding that a ‘girl born today can expect to live for more than 80 years 
if she is born in some countries – but less than 45 years if she is born 
in others’ (WHO 2008b: i). In their comprehensive study of global rates 
of adult mortality, Rajaratnam et al. fi nd that adult males in Swaziland 
have nine times the probability of premature death than Cyprus. The 
rates of mortality in southern Africa are higher than rates were in 
Sweden in 1751 (Rajaratnam et al. 2010). Moreover, health inequalities 
have been increasing within as well as between countries. The former 
includes both high-income countries, such as the US (US CDC 2011) and 
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UK (Department of Health 2008b), and low-income countries such as 
China (Fang et al. 2010) and South Africa (Stuckler et al. 2011b).

Global health inequalities can be explained by complex combinations 
of biological, behavioural and environmental factors. Certain individu-
als or ethnic groups, for example, have a genetic predisposition to 
specifi c diseases such as sickle cell anaemia among people who are or 
were originally from Africa, parts of India and the Mediterranean, or 
Tay-Sachs Disease among Ashkenazi Jews. A population group with a 
high prevalence of smoking and excess alcohol consumption would 
expect to have a higher incidence of lung cancer, coronary heart disease 
and liver cirrhosis. Respiratory conditions can rise and fall for popula-
tions depending on their proximity to air-polluting factories. Together, 
biological, behavioural and environmental factors interact to produce 
many differences in health status within and across populations.

A global political economy approach to health inequalities, however, 
would ask to what extent biological, behavioural and environmental 
factors are shaped by interactions between the political and economic 
spheres. For instance, it is known that smoking prevalence is higher 
among populations of lower socioeconomic status. Such populations 
are characterized by lower educational attainment, higher rates of 
unemployment and a greater susceptibility to the marketing efforts of 
tobacco companies. Focusing on smoking behaviours alone, without 
understanding the factors that contribute to low socioeconomic status, 
can lead to the adoption of health interventions that may not effectively 
change such behaviours. Similarly, the reasons why populations might 
be more highly exposed to environmental pollutants may be changes 
in the world economy (e.g., rise of special economic zones) that impact 
on employment patterns and worker migration.

By focusing on the broad determinants of health, the global political 
economy also offers insights into health inequities. Two individuals with 
equal life chances and circumstances may decide to behave differently 
in terms of their lifestyle choices or seeking out health care. A resultant 
difference in health status can be described as a health inequality. Where 
individuals experience inequalities in health status due to differences 
in life chances or circumstances, particularly where such differences 
are due to unfairness or injustice, the resultant difference in health 
status can be described as a health inequity (Ruger and Kim 2006).

These inequities can also occur at the collective level. Total health 
care expenditure across the world was US$4.5 trillion in 2011, of which 
US$4.2 was consumed in OECD countries (OECD 2011). Countries in the 
highest quintile (20 per cent) spend more than 16 times the amount 
spent by the lowest quintile. The highest 5 per cent of the countries 
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spend 4,492 per cent of the lowest quintile (UC Atlas of Global Inequality 
no date b). This inequality in health expenditure may be due to the 
decision by governments to allocate differing levels of resources to 
health care as opposed to other public expenditure, or for certain health 
care goods and services over others. However, countries also vary in 
their capacity to spend on health due to differing levels of wealth 
which, in turn, can be attributable to structural factors in the global 
political economy. Writing for the People’s Health Movement, Legge 
argues that

[t]he structured unfairness of the New World Order is not an accident. It is a direct 
consequence of the economic policies of the last two decades which have 
restructured the world economy in ways that favour the interests of the rich 
capitalist metropolis. These policies have been packaged separately for the poor 
world and the rich world. In the poor world they are called ‘structural adjustment’ 
and in the rich world they are labelled more generally as ‘neoliberalism’. (Legge 
2005)

Within this broader context of global structural inequity,

 [l]ack of access to care is associated with family and national poverty, user pays 
health care systems without insurance and privatization. Barriers to healthier 
ways of living include poverty, powerlessness, alienation and violence. Hazardous 
living environments are associated with family, regional and national poverty, 
war, lagging infrastructure development and environmental degradation. (Legge 
2005)

Moreover, it is not just a lack of material power that sustains global 
health inequities. As described in this chapter, the capacity to frame 
health sector reform and the production of health goods and services 
within certain narratives, has advantaged certain interests over others. 
Neo-liberal-based economism has, for example, championed limiting 
the ‘essential package’ of state-provided health care to a minimum, 
investing the vast majority of health research funding to selected condi-
tions and the development of biomedical interventions, and patent 
protecting new drugs to enable recovery of private investment. For 
private sector interests, such as the biotechnology industry, the future 
is believed to look rosy:

The future perspective of medical industry seems to be immensely bright and 
encouraging for this industry in terms of the expected surge in global demand 
and upsurge in investments. Several trends such as globalization, continuous 
investments in research and development, newer techniques of drug development 
and discovery, product proliferation, mergers and acquisitions are the key drivers 
of this industry.
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Increasing corporatization of Private Healthcare in the backdrop of a growing 
and affl uent middle class is an emerging trend that has been pushing the growth 
of this industry. Health Insurance and Medical Tourism are the other signifi cant 
trends, which are governing the global healthcare and medical industry. Most of 
the nations are now emphasizing on the accreditation of medical professionals 
so as to ensure legitimacy of the services provided by them. Robust advancement 
in the fi eld of information technology will allow critical medical data to be 
processed and transferred quickly over larger distances, thereby saving time of 
both the patients and physicians in the speeding delivery of treatment. (Ernst & 
Young 2010)

Changing global patterns of health and disease, in short, refl ect a 
complex picture that can be understood more fully through a global 
political economy lens. Although the world spends ever more on health 
care goods and services, the distribution of their production and con-
sumption and, ultimately, their contribution to human welfare, is 
decidedly inequitable. These inequities can be explained by structural 
factors that shape material power, but also by mutually reinforcing 
ideational factors that allow certain narratives to dominate over others.

Conclusion

The international political economy of health concerns how health care 
goods and services are produced and consumed globally. This chapter 
has argued that an NPM-inspired narrative has dominated health sector 
reform since the 1980s which has focused on economic measures and 
tools to defi ne the problem facing health systems, and the policy mea-
sures used to address them. This has led to a strong marketization of 
health systems, defi ned by a minimalized role for the state, and the 
introduction of market actors and market-based incentives into the 
public sector. A key feature of this was the manner in which the health 
sector reform agenda was constructed as the need to create a more 
rational allocation of resources. The advocacy of economic rationalism 
and evidence-based clinical decision making implied that this reform 
agenda was value-neutral. What we suggest, however, is that this was 
underpinned by normative assumptions concerning the value of eco-
nomic effi ciency over social justice, and that this served the interests of 
some over others, principally the ‘haves’ over the ‘have-nots’. This is 
seen perhaps most clearly by the manner in which health research 
spending is disproportionately focused on the needs of the world’s 
wealthiest populations, and the relative neglect of conditions suffered 
by the world’s poor. Moreover, there has been a globalization of 
NPM-based ideas, leading to their application in high-, middle- and 
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low-income countries, but also their transfer from the national to the 
regional and global levels. This has led to the restructuring of the pro-
duction of health goods and services, framing of health development 
in terms of its impacts on the world economy, and the commodifi cation 
of health knowledge as a private good. The narrative is suffi ciently 
dominant that major players among bilateral donor agencies, UN orga-
nizations, multilateral fi nancial institutions, charitable foundations 
and the scholarly community have all adopted such ideas and inte-
grated them into their funding decisions and policy conditionalities in 
such a way that they often appear unchallenged and presented as 
‘common sense’, rather than as a constructed narrative with distinctive 
normative underpinnings.

Most importantly, the ideas, interests and institutions that comprise 
‘global health’ can be seen as extensions of what might be termed the 
‘global’ political economy. Population health is seen, in this context, 
not as a value in itself, but as an input into the development of strong 
national economies and, by extension, the world economy. This starting 
point has led to a strong focus on health issues that pose the greatest 
threat to the world economy, namely potentially epidemic acute and 
severe infectious disease outbreaks. This chapter also suggests that sig-
nifi cant health inequities are a refl ection of such inequities in the 
global political economy.
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C H A P T E R  F I V E

Global Health Governance

For over a decade a broad consensus has been emerging in both the 
academic and policy fi elds over the need for global health governance 
(GHG). Governance here is not the same as government, that is, a single 
law-making body that can impose its will on others. Rather it is a series 
of rules, norms and principles, some formal others less so, which are 
generally accepted by the key actors involved. Underpinning this con-
sensus over the need for GHG is the globalization narrative: that the 
varied impacts of global change on human health have led to the need 
for more effective collective action. This has been particularly impor-
tant as the capacity of national health systems, to protect and promote 
their domestic populations, have become more circumscribed. As many 
health determinants and outcomes have become transnational in 
nature, they have been beyond the control of national authorities alone 
to manage them. The protection and promotion of human health in an 
increasingly globalized world, in short, has prompted a search for 
better global health governance and a concern over the perceived short-
comings of the current governance framework.

Since the late 1990s, GHG has grown into a multidisciplinary subject 
of enquiry, initially emerging from within the public health fi eld, but 
then attracting the attention of International Relations scholars. The 
term has been applied somewhat broadly and, at times, without clear 
defi nition. In large part, this has been because the study of GHG is 
closely intertwined with its practice. Emerging separately from the 
study by International Relations scholars of global governance more 
generally, this has resulted in weak theorizing and an entangling of 
description with prescription. The study of GHG, as a result, has been 
strongly problem-based, normatively-driven and highly contested. This 
chapter examines how normative frameworks have defi ned the concep-
tualization and practice of GHG to date. It is argued that different 
frameworks have been infl uential over time, varying across global 
health issues and interests. The ascendance of, and contestation among, 
these frameworks have, in turn, shaped how problems in GHG have 
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been defi ned, what goals GHG is intended to pursue, and what means 
are deemed appropriate to pursue those goals. Moreover, it is argued 
that certain dominant normative frames are themselves factors that 
have led to the problems currently faced in GHG. In this sense, norma-
tive frameworks have defi ned both the analytical boundaries of GHG as 
a scholarly fi eld, and its practical application in protecting and promot-
ing population health in a globalizing world. The argument in this 
chapter is that the lack of progress in GHG is not simply an administra-
tive, scientifi c or technical shortfall, but are a result of it being a highly 
contested realm of ideas, interests and institutions.

From International to Global Health Governance

Health has played a key part in the history of the human species. 
Patterns of health and disease across the centuries have played an inte-
gral role in the formation and interaction of societies, the rise and fall 
of civilizations, the migration of populations across the globe, the devel-
opment of new knowledge and technologies, and the accumulation of 
wealth and political power. As Paul Basch describes, ‘[s]ince the earliest 
days, articles of booty or commerce, along with genes, infectious agents, 
and ideas, have been distributed within and between human popula-
tions’ (Basch 1999: 6). In this sense, health has been ‘global’ from the 
formation of human social groups and their migration across geograph-
ical territories. In a stricter sense, however, the distinction between 
international and global health can be understood in terms of the degree 
to which health determinants and outcomes are limited by political 
geography and, in particular, the territorial boundaries of the states’ 
system. The Peace of Westphalia in 1648, which ended the Thirty Years 
War and created the European states system, formed the basis of con-
temporary international relations. The state, as it exists today, was 
established as a compulsory political institution that maintains a 
monopoly over the legitimate use of force within a certain territory. 
The principle of state sovereignty has meant that anarchy, or the 
absence of a higher authority, has governed the states’ system. Health 
governance, in this context, has been formed primarily at the state 
level, with national governments holding recognized authority to set 
and uphold rules and policies to achieve agreed health goals. 
International health governance, in this sense, concerned how nation-
ally-based health authorities cooperated across their territorial jurisdic-
tions to pursue shared goals through the establishment of rules and 
policies, as well as corresponding institutions. The focus of interna-
tional health governance has remained the state, its authority over a 
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given geographical territory, and its responsibility to protect and 
promote the health of the population within that territory.

In practice, international health governance has been defi ned by how 
major states have perceived the need to pursue shared health goals. 
During the nineteenth century, cooperation focused on facilitating 
trade interests by minimizing the interference caused by selected epi-
demic diseases and efforts to control them. The international surveil-
lance, monitoring and reporting of such diseases remained the focus of 
health cooperation following the First World War and up to the end of 
the Second World War. Amid major disease outbreaks after 1945, and 
the movement to create national health services in Europe and else-
where, advocates of liberal institutionalism argued that health should 
form a pillar of postwar functionalism. Yet, even then, the creation of 
the World Health Organization (WHO) was something of an after-
thought, omitted from the United Nations Conference on International 
Organization of 1945. The WHO was fi nally established in 1948 and, 
over the next several decades, the scope of international health activi-
ties broadened in correspondence with the objective of ‘the attainment 
by all people of the highest possible level of health’ (WHO 1946). The 
greatest achievement of international health governance to date can be 
seen as the eradication of smallpox in 1979.

While international health activities increased in scope and scale, the 
degree to which there was increased governance is unclear. Indeed, 
public health narratives focused on national health strategies rather 
than international cooperation. Legal instruments governing interna-
tional health activities remained few and far between led by the 
International Health Regulations. More numerous were ‘soft law’ instru-
ments such as the International Code on the Marketing of Breastmilk 
Substitutes, Essential Drugs List and Declaration of Alma Alta on 
Primary Health Care. Additional intergovernmental organizations were 
established with international health activities such as UNICEF, UNFPA 
and UNDP, while the World Bank began to lend for health development 
in the 1990s. As described below, more players did not necessarily mean 
more governance. Indeed, over time, international health seemed to be 
characterized by less rather than more governance as individual institu-
tions pursued their own agendas in a highly uncoordinated fashion in 
the absence of a higher authority or agreed goals.

In this context, the rise of GHG, as a concept and practice, can hardly 
be described as a progression from international health governance. If 
the latter existed to a limited extent, it is arguable that GHG exists at 
all. In part, this is a problem of defi nition. As described in chapter 1, 
the term global health has become all-encompassing and, as a result, 
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poorly defi ned. GHG has correspondingly suffered from imprecision in 
terms of what it should look like and the domains in which it should 
operate. At the same time, GHG is much sought after as part of a nar-
rative which emphasizes a holistic view of health as affected by, and 
affecting, the world as a whole. This narrative encompasses the rising 
importance of forces that circumvent, or even ignore, the territorial 
boundaries of states and which include many health determinants and 
outcomes (Brown et al. 2006). As such movements have intensifi ed and 
extensifi ed (increased geographical reach) (Held et al. 1999), the limita-
tions of international health governance have become stark. In some 
cases, strengthening of international health governance is needed. In 
other cases, the world’s health needs to be understood and governed in 
its entirety from a global perspective.

The rapid proliferation of literature on GHG since the 1990s refl ects 
a broad consensus that there is a need to strengthen collective action 
to address global health concerns. While angst about the shortcomings 
of GHG has been largely prompted by what John Kirton calls ‘real world 
concerns’ (Kirton 2009), the specifi c problems identifi ed and given pri-
ority in contemporary debates, and the universe of solutions deemed 
available to address them, have been strongly shaped by particular 
normative frameworks. The remainder of this chapter examines the 
social construction of GHG. This reveals that there are competing frame-
works which have led to an often confused, and invariably contested, 
agenda for reform. The proliferation of global health initiatives since 
the late 1990s can be explained, above all, by this contestation. More 
critical refl ection of how such frameworks are shaping the study and 
practice of GHG is urgently needed.

Security from Contagion: GHG to Prevent, Control 
and Treat Acute and Severe Epidemic Diseases

The early history of health cooperation has been defi ned foremost by a 
focus on infectious diseases framed in terms of fi ghting contagion from 
acute and severe epidemic diseases originating abroad (Moore 2008). 
This is perhaps understandable given that diseases which spread across 
national borders, especially those causing relatively high rates of mor-
bidity and mortality (severe), in a relatively short period of time (acute), 
epitomized the need for effective collective action by states. The four-
teen International Sanitary Conferences held from 1851 were largely 
convened for this purpose. Prompted by deadly cholera epidemics 
raging across Asia and Europe during the nineteenth century, European 
governments sought to standardize measures and develop at-the-border 
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responses. The resultant International Sanitary Conventions were 
telling, not only in the selected diseases covered (namely cholera, 
plague, yellow fever), but the circumscribed range of functions man-
dated – the monitoring and surveillance of these diseases, collecting 
and sharing of data, and ‘at-the-border’ measures to prevent their spread 
(e.g., quarantine). For European governments, contagion was deemed to 
originate from ‘out there’ and could be stopped at the border with 
standardized international quarantine regulations. At the same time, 
the governance created was minimalist, designed to limit interference 
with the burgeoning political and economic ties between European 
countries and their colonized territories. The conventions, for example, 
did not agree collective action to aid endemic countries to prevent the 
occurrence and spread of outbreaks. Nor did the conventions deal with 
other disease areas or health conditions. This minimalist form of gov-
ernance, focused on acute and severe epidemic diseases, and framed in 
terms of the spread of contagion from ‘out there’ to ‘over here’, extended 
to the functions of the International Offi ce of Public Health created in 
1909 and the League of Nations Health Organization formed in 1923, 
focused on epidemic control, quarantine measures and drug 
standardization.

The renewed attention to emerging and re-emerging diseases in the 
late twentieth century mirrors this earlier history. Contemporary glo-
balization has been characterized by intensifi ed crossborder fl ows of 
people and other life forms, goods and services, and knowledge and 
ideas. These fl ows, in many cases, have led to profound global environ-
mental change. As history has shown, social change and commensurate 
shifts in the behaviour of human populations have led to changing 
patterns of health and disease. Amid the diverse and wide-ranging 
changes to human health, however, the narrative has privileged acute 
and severe infectious disease outbreaks with epidemic potential, while 
other health conditions remain relatively unremarked upon. Moreover, 
the framing of such diseases as contagion from abroad, to be contained 
using ‘at the border’ measures, has regained popularity. In the US, 
Markel and Stern describe the 1993 adoption by President Bill Clinton 
of the National Institutes of Health Revitalization Act, which amended 
the Immigration and Nationality Act of 1988, adding HIV infection as 
a criterion to keep out immigrants. The policy was one in a long history 
of efforts to ‘shield the US against external pathogens’ (Markel and 
Stern 2002: 757). The US government has been far from alone in seeking 
to exclude migrants on the basis of disease risk. According to the 
European AIDS Treatment Group, seventy-four countries have some 
form of HIV-specifi c travel restrictions, twelve of which ban HIV positive 
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people from entering for any reason or length of time. The most 
common reasons used are to protect public health and avoid possible 
costs associated with care, support and treatment of people living with 
HIV (UNAIDS 2008). In relation to other diseases, in the UK, the then 
opposition Conservative Party published Before It’s Too Late: A new agenda 
for public health in 2003, which called for the pre-screening of people 
seeking permission to remain in the country, and the detention of 
asylum seekers, to ensure they posed no risk of transmitting an infec-
tious disease to the public; would not create undue demand on fi nite 
health resources, and did not create a long-term drain on the public 
purse (cited in Coker 2003). What Priscilla Wald calls the ‘outbreak nar-
rative’, following the emergence of HIV/AIDS in scientifi c publications 
and the mainstream media (Wald 2007) has also shaped health gover-
nance at the global level. As described in chapter 6, security concerns 
have been infl uential in framing global health since the early 1990s. 
The end of the Cold War, and the acceleration of globalization, served 
to cast a spotlight on health issues deemed to pose ‘new security’ con-
cerns. Acute and severe epidemic diseases, sometimes combined with 
rising concerns over bio-terrorism, served to defi ne debates about the 
shortcomings of GHG in particular ways.

The revision of the International Health Regulations (IHRs) is a good 
illustration of this. The narrowing scope of the IHRs, with the diseases 
covered reduced from six to three (cholera, plague and yellow fever) by 
1983 following the eradication of smallpox, sat in direct contrast with 
the increased risk from a growing number of diseases in an era of glo-
balization. While the World Health Assembly (WHA) instructed the 
WHO Secretariat to begin a process of revision in 1995, proceedings 
stumbled along anaemically over the ensuing decade. One stumbling 
block was whether to include the threat of bio-terrorism. Even prior to 
the anthrax attacks of 2001, the US government was allocating funding 
to improving bio-terrorism preparedness and response capabilities at 
the federal and state levels (Fidler 2004). The creation of the Offi ce of 
Health Affairs (including its Health Threats Resilience Division) within 
the US Department of Homeland Security, was part of these efforts: ‘The 
Offi ce of Health Affairs (OHA) is at the intersection of homeland security 
and public health, better known as health security. All threats to the 
homeland have health consequences’ (Parker 2011).

The US government’s desire to include acts of bio-terrorism within 
the revised IHR, as an extension of the so-called War on Terror, was 
opposed by other governments who saw it as a technical framework for 
addressing disease outbreaks. As one negotiator from Asia stated,
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One of the main issues for us throughout the formal negotiations was the 
defi nition of ‘disease’ in the IHR. North America and Europe really wanted to 
include terrorism and terrorist events but our government objected to this notion. 
There was no need to include this. (Kamradt-Scott in press)

The shift from political indifference, to what Fidler calls a ‘gover-
nance tipping point for global infectious disease control’, was prompted 
by the SARS (severe acute respiratory syndrome) outbreak of 2002–3  
(Fidler 2004). This led to substantia l progress by the Intergovernmental 
Working Group (IGWG) in 2004 and 2005, with the revised text adopted 
by the WHA in May 2005. Under the terms of the IHRs (2005), govern-
ments have until July 2012 to develop and maintain ‘core capacities’ to 
detect, assess, notify and respond to ‘public health emergencies of inter-
national concern’ (PHEIC). Fidler argues that this represents ‘a new way 
of working’, marking a paradigmatic shift from state-based Westphalian 
to post-Westphalian GHG.

As well as the revision of the IHRs, the security framing of GHG is 
refl ected in the creation of the Global Health Security Initiative (GHSI) 
in 2001 (box 5.1). Following the attack on the World Trade Center on 
11 September 2001, former US Secretary of Health and Human Services 
Tommy Thompson suggested that countries fi ghting terrorism should 
meet to share information and coordinate their efforts to improve 
global health security. The resultant initiative is ‘an informal, interna-
tional partnership among like-minded countries [Canada, the US, UK, 
European Union, France, Germany, Italy, Japan and Mexico] to 
strengthen health preparedness and response globally to threats of 
chemical, biological, radio-nuclear terrorism (CBRN) and pandemic 
infl uenza’ (GHSI no date). Since 2001, ministers have broadened the 
scope of the GHSI mandate to include the public health threat posed 
by pandemic infl uenza.

Securitization of GHG also framed the renewal of public health 
systems worldwide as they moved to countering health threats. In the 
UK, the Health Protection Agency (HPA) was formed in 2003 as an inde-
pendent agency with the mandate to protect the public from threats to 
their health from infectious diseases and environmental hazards. The 
agency combines public health and scientifi c knowledge, research and 
emergency planning within one organization – and works at interna-
tional, national, regional and local levels. It also supports and advises 
other organizations that play a part in protecting health. It identifi es 
and responds to health hazards and emergencies caused by infectious 
disease, hazardous chemicals, poisons or radiation. It gives advice to the 
public on how to stay healthy and avoid health hazards, provides data 
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Box 5.1 Global Health Security Initiative
On November 7, 2001, the Canadian Minister of Health hosted the fi rst 
Ministerial Meeting to discuss global health security. Ministers called for con-
certed global action to strengthen public health preparedness and response to 
the threat of international biological, chemical and radio-nuclear terrorism. They 
agreed to forge a partnership to address issues of protecting public health and 
security globally, and to work together in the following areas:

• To explore joint cooperation in procuring vaccines and antibiotics.
• To engage in a constructive dialogue regarding the development of rapid 

testing, research in variations of vaccines, and our respective regulatory 
frameworks for the development of vaccines, and in particular smallpox 
vaccines.

• To further support the World Health Organization’s disease surveillance 
network and WHO’s efforts to develop a coordinated strategy for disease 
outbreak containment.

• To share emergency preparedness and response plans, including contact lists, 
and consider joint training and planning.

• To agree on a process for international collaboration on risk assessment and 
management and a common language for risk communication.

• To improve linkages among laboratories, including level four laboratories, in 
those countries which have them.

• To undertake close cooperation on preparedness and response to radio-
nuclear and chemical events.

• To share surveillance data from national public health laboratories and infor-
mation on real or threatened contamination of food and water supplies along 
with information on risk mitigation strategies to ensure safe food supplies.

Source: GHSI1

and information to government to help inform its decision making, and 
advises people working in health care. It also makes sure the nation is 
ready for future threats to health that could happen naturally, acciden-
tally or deliberately (i.e. bio-terrorism). The creation of the European 
Centre for Disease Prevention and Control (ECDC) in 2005 extended this 
model to the regional level. Based in Stockholm, the purpose of the EU 
agency is described as ‘to identify, assess and communicate current and 
emerging threats to human health posed by infectious diseases’ (ECDC 
2004).

In summary, framing the challenge of GHG primarily as one of pre-
venting and controlling the spread of acute and severe epidemic dis-
eases across national borders is closely aligned with realist conceptions 
of international relations. It assumes that contagion can be contained 
‘at the border’ with suffi cient national capacity and, by extension, 
global institutional structures that support and reinforce those capaci-
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ties. The establishment of security-defi ned health protection agencies 
at the national, regional and global levels, and the allocation of resources 
for governance functions focused on the surveillance, monitoring and 
reporting of disease outbreaks, is an expression of this framework. 
Authority resides fi rmly with the state, either with public health systems 
with the power to screen, isolate and, where necessary, exclude indi-
viduals and populations from crossing a national border; or with 
national security agencies tasked with planning for major health 
threats to ensure effective response, resilience and ‘surge capacity’. This 
casting of global health in military terms has been most prominent in 
the US, where the threat from bio-terrorism has been a core component 
of governance arrangements. However, the ‘outbreak narrative’ has 
been readily apparent in a wide range of other countries, shaping how 
they defi ne collective action problems in global health.

Western Biomedicine’s Search for Magic Bullets: 
Fighting Diseases with Medical Science

Spectacular advances in medical science since the nineteenth century 
has bred an understandable belief that, with the right knowledge and 
its application, interventions can be developed that will transform 
health worldwide. These are not unfounded claims. Medical devices 
such as scanners, implants and dialysis machines, technologies such as 
x-ray, ultrasound and laser surgery, and drugs such as penicillin, insulin 
and vaccines have revolutionized health care and contributed signifi -
cantly to improving population health. By extension, investing in more 
and more of the same it would seem would be a wise strategy to effec-
tively address the biggest health problems facing the world. It is this 
belief in the promise of medical science that has inspired the work of 
many major global health institutions, led by the Bill and Melinda Gates 
Foundation (BMGF). In scoping out the foundation’s work, Bill Gates 
reportedly consulted the World Bank book, Disease Control Priorities in 
Developing Countries (DCP1) (Jamison et al. 1993),2 a companion document 
of the World Development Report 1993 based on fi ndings from the Disease 
Control Priorities Project (DCPP). As part of the Bank’s emphasis on 
using economic rationales to inform priority setting in health develop-
ment policy (see chapter 4), the book identifi ed ‘25 priority conditions 
in low- and middle-income developing countries and assessed their 
public health signifi cance and the cost-effectiveness of preventive and 
patient management interventions’ (World Bank 2006). As described by 
the World Bank, ‘[t]he impact of the two publications was to stimulate 
national and international debate on health-sector investments, and to 
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catalyze intensive work on the estimation of the disease burden and the 
cost-effectiveness of specifi c health interventions. Both publications 
have become reference works used extensively by policymakers, inter-
national development agencies, and academic institutions’ (World Bank 
2006). In 2006, a second edition (DCP2) was published that included 
updated information about the global burden of diseases brought about 
by tobacco, alcohol, psychiatric disorders, and injury and the cost-effec-
tiveness of related interventions. This was accompanied by two infl uen-
tial volumes, Priorities in Health and Global Burden of Disease and Risk Factors, 
the latter providing ‘a snapshot of health conditions of mankind at the 
dawn of the 21st century. GBD is a single source of up-to-date data on 
the global burden of disease, as well as the underlying methodologies 
for the cost-effectiveness calculations and conclusions presented in 
DCP2’ (World Bank 2006).

Gates was reportedly inspired by these analyses. At the annual World 
Economic Forum in Davos, Switzerland in 2003, he announced the fi rst 
round of the BMGF’s Grand Challenges in Global Health. As Varmus et 
al. describe, ‘The Global Health initiative was proposed by the . . . Gates 
Foundation . . . on the assumption that, with greater encouragement 
and funding, contemporary science and technology could remove some 
of the obstacles to more rapid progress against diseases that dispropor-
tionately affect the developing world (Varmus et al. 2003: 398). Since 
2005, the Grand Challenges in Global Health initiative (see box 5.2) has 
provided US$458 million ‘to overcome persistent bottlenecks in creat-
ing new tools that can radically improve health in the developing 
world.3

In fairness, the Gates approach follows a long line of technocratic 
initiatives in health cooperation. The decades-long debate, between pur-
suing biomedical fi xes to the world’s health problems (referred to as 
the search for magic bullets) and addressing the social determinants of 
health such as poverty and inequality (Lee 2004) remains ongoing. What 
is remarkable about the Gates Foundation, however, is the unprece-
dented scale (measured by volume of funding) of support for fi nding 
grand scientifi c solutions. By directing such huge resources into bio-
medical research, critics argue that distortions in GHG are being created 
(Beckett 2010). This is apparent, above all, in the predominance of initia-
tives focused on three diseases – HIV/AIDS, tuberculosis and malaria 
(Shiffman 2006). A slew of global public-private partnerships in health, 
formed from the late 1990s, are framed by the belief that substantial 
progress could be achieved by harnessing the innovation and resources 
of the private sector in the public interest (Buse and Walt 2000). These 
included, for example, the non-profi t Medicines for Malaria Venture 
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which ‘manages the world’s largest malaria research and development 
portfolio, covering the innovation spectrum from basic drug discovery 
to late-stage development’ (Bathurst and Hentschel 2006). As Garrett 
writes, new funding has been ‘directed mostly at specifi c high-profi le 
diseases – rather than at public health in general’ (Garrett 2007: 15).

Decisions about where not to allocate scarce funding resources also 
infl uence the nature of GHG. This has led to the neglect of some diseases 
over others depending on whether or not funders deem them amenable 
to biomedical scientifi c breakthroughs. The approach goes against con-
ditions which require what are known as ‘complex interventions’ 
(health interventions involving multiple interacting components and 
non-linear causal pathways) (Petticrew 2011), some components perhaps 
lacking the glamour of medical science yet offering potentially greater 
health gains. Water and sanitation is a case in point. Toilets and sewers 

Box 5.2 What is a Grand Challenge?
On 1 May 2003, in a solicitation widely advertised in the developed and devel-
oping world, a grand challenge was described as ‘a call for a specifi c scientifi c 
or technological innovation that would remove a critical barrier to solving an 
important health problem in the developing world with a high likelihood of 
global impact and feasibility’. Throughout the process of developing the grand 
challenges, the board struggled with how best to defi ne them. A grand chal-
lenge is envisioned as distinct from a simple statement of one of the many ‘big 
problems’ in global health, such as HIV/AIDS, malnutrition, the lack of access 
to medical care, or the lack of adequate resources. A grand challenge is meant 
to direct investigators to a specifi c scientifi c or technical breakthrough that 
would be expected to overcome one or more bottlenecks in an imagined path 
toward a solution to one or preferably several signifi cant health problems. To 
satisfy this intent, a successful proposal would need to foresee a critical path 
of this type to get past a clearly defi ned roadblock. This formulation worked 
most effectively for those medical problems that are well enough understood 
to allow a description of what needs to be done, even if we do not yet know 
precisely how to do it. Thus, although the Grand Challenges initiative would 
ideally inspire unexpected and even radical solutions, the board also recognized 
the advantages of being able to envision solutions that have a high likelihood 
of being successful. The constraint of describing a ‘critical path past a bottle-
neck’ ruled out the broad fi eld-building and exploratory research that usually 
underlies breakthroughs. Capacity building is another important approach (for 
example, increasing the number of biomedical research laboratories in the 
developing world, providing greater fi nancial support for the study of global 
health or expanding professional training programs in global health) but beyond 
the purview of the program.

Source: Excerpt from Varmus et al. (2003: 398–9).
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are hardly glamorous at the best of times, but when competing with 
vaccine development, for example, are often passed over by major 
funders despite the opportunity to reduce morbidity and mortality 
signifi cantly from water-borne diseases. In 2011 the Gates Foundation 
recognized the need to champion more basic health needs with a US$10 
million grant to develop ‘innovative solutions’ for sanitation in poor 
urban areas (Michler 2011).

The Search for Scientifi c Rationality: The 
Ascendance of the Evidence-based Approach 
in GHG

Closely aligned with the biomedical model in GHG has been the rise of 
evidence-based approaches, with certain types of ‘evidence’ and meth-
odologies given privileged authority and legitimacy. The rise of evi-
dence-based approaches in the early 1990s within high-income countries 
stemmed largely from a desire to agree and standardize ‘best practice’ 
in clinical medicine amid a dizzying array of knowledge and proce-
dures. As well as improving patient care, identifying best practice would 
help optimize scarce resources. This desire to better inform medical 
practice has led to the elevation of the systematic review, in particular, 
as a methodology ostensibly aimed at reducing bias in clinical decision 
making (Petticrew 2001). Within biomedical research, evidence hierar-
chies have been developed to refl ect the relative authority of a range of 
data sources, with randomized control trials (see fi gure 5.1) generally 
deemed the ‘gold standard’ of medical evidence, and expert opinion 
and anecdotal experience ranked lowest. While evidence-based medi-
cine or practice has recognized that many aspects of health care depend 
on normative values (such as assessments of quality of life and value-of-
life), its focus has been on aspects of medical practice that are subject 
to scientifi c methods that seek to quantitatively measure and predict 
the outcomes of different medical treatments (Greenhalgh 1997).

As Béhague et al. argue, the evidence-based medicine framework has 
since become institutionalized worldwide (Béhague et al. 2009). A whole 
industry has sprung up, not only to generate the prescribed evidence, 
but to systematically review such evidence. In 1993, the Cochrane 
Collaboration of more than 100 countries was formed to serve as a 
global repository of such reviews (around 4,600 to date). Based on ‘the 
best available research evidence’, the Cochrane Reviews are ‘interna-
tionally recognized as the benchmark for high quality information 
about the effectiveness of health care’.4 In low- and middle-income 
countries, where pressures on resources were even greater, the lack of 
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Figure 5.1 Heirarchy of evidence in evidence-based medicine

accurate, complete and comparable health information was recognized 
as hindering health development. Addressing this gap was seen to be 
especially important for addressing the often skewed allocation of 
health resources within and across countries, and across different 
disease areas.

Alongside the rise of evidence-based medicine have been efforts to 
extend this approach to policy making known as evidence-based policy. 
This development has been observable across many government sectors 
and governments. The approach, once again, seeks to improve the 
quality of decision practice by relying on the best evidence available, as 
opposed to ‘opinion-based policy, which relies heavily on either the 
selective use of evidence (e.g., on single studies irrespective of quality) 
or on the untested views of individuals or groups, often inspired by 
ideological standpoints, prejudices, or speculative conjecture’ (Davies 
2004). By the mid-1990s, along with systematic reviews, the ‘best’ evi-
dence in global health policy was deemed to be economic. This was 
epitomized by the infl uence of the Global Burden of Disease Project, 
hailed as ‘a major landmark in public health and a foundation for 
rational policy making and critical priority setting’.5 In 1998, project 
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co-lead Christopher Murray was appointed by incoming WHO Director-
General Brundtland as Director of the Global Programme on Evidence 
for Health Policy. He later became Executive Director of the Evidence 
and Information for Policy (EIP) Cluster of the WHO in 2001 (Murray 
and Lopez 1996). During his tenure, major emphasis was placed on 
improving health metrics, defi ned as measures to better understand the 
current state of population health using rigorous, comparable, and 
current scientifi c measurement of trends in diseases, injuries, risk 
factors, and death, analysing data across countries and over time. These 
measures are then used by decision makers to understand what is 
making people sick and therefore to design appropriate prevention 
programmes and to best target the delivery of drugs, vaccines and other 
interventions. Since 2000, the emphasis on the generation and applica-
tion of health metrics has continued to grow. After leaving the WHO in 
2003 and a period back at Harvard University, Murray formed the 
Institute of Health Metrics and Evaluation at the University of 
Washington in 2008 with major funding from the Gates Foundation. 
The Institute is a major partner in the Health Metrics Network (HMN), 
established in 2005, to strengthen national health information systems.6

In a world of fi nite health resources and growing demand, achieving 
the most ‘bang for your buck’ is a stark reality. Improvements in data 
can better measure and compare health needs within and across differ-
ent populations. Moreover, longitudinal data (that is, data collected 
over time) can be used to assess the relative effectiveness of specifi c 
treatments, interventions and policies. However, what has been appar-
ent since the 1980s has been a narrowing of the type of data and meth-
odologies used by policy makers. The elevation of biomedical, 
quantitative and economic ‘evidence’ has become the rationale for the 
creation of major institutions dedicated to generating and applying 
such data, while GHG initiatives have relied on their results to make 
fundamental decisions about the allocation of resources to specifi c 
population groups and for specifi c purposes. This is evident in the pro-
liferation of initiatives intended to improve the evidentiary basis by 
which decision making can take place. The standing and infl uence of 
individuals and institutions with such expertise, in turn, have been 
elevated within GHG. Moreover, such evidence is seen to play a positive 
role in strengthening GHG itself. As Murray and Frenk write, ‘In addi-
tion to its technical value, the explicit assessment of reform efforts 
[using GBD data] contributes to transparency and accountability’ 
(Murray and Frenk 2010: 99).

Overall, the infl uence of the evidence-based approach has been pro-
found in GHG (though on some of the limits of this approach, see 



 Global Health Governance  115

Kristiansen and Mooney 2004). Biomedical data, combined with eco-
nomic analyses, have come to dominate policy making along with calls 
for better quality information on which to make decisions. With suffi -
cient high-quality information, advocates of the evidence-based 
approach argue that decisions can then be made about health priorities 
and the allocation of resources without recourse to opinion and beliefs. 
Implicit in this is an attempt to de-politicize health. But such an 
approach cannot be divorced from normative concerns. The basis on 
which empirical research is conducted is underpinned by normative 
concerns over the subject of research, the question asked and appropri-
ate methods, while ‘evidence’ can be used, mis-used and (re-)interpreted 
(not always consciously) to fi t a variety of desired outcomes.

Tackling the Social Determinants of Health: Moving 
beyond Health Institutions

In contrast with a focus on the health sector and, more narrowly, 
selected disease areas, there have been calls to reform GHG to better 
tackle the social determinants of health. The greatest strides in improv-
ing population health during the nineteenth and twentieth centuries 
were the result of improved living and working conditions, namely 
improved access to clean water and sanitation, better housing and 
nutrition, and improved education and socioeconomic status (Cutler 
and Miller 2005; Marmot 2007). Access to health care has been impor-
tant, of course, but relatively less so than better social conditions. These 
lessons, as argued by the Chairman of the WHO Commission on the 
Social Determinants of Health (CSDH) Michael Marmot, are apt for 
addressing contemporary health inequities:

The poor health of the poor, the social gradient in health within countries, and 
the marked health inequities between countries are caused by the unequal 
distribution of power, income, goods, and services, globally and nationally, the 
consequent unfairness in the immediate, visible circumstances of peoples’ lives 
– their access to health care, schools, and education, their conditions of work and 
leisure, their homes, communities, towns, or cities – and their chances of leading 
a fl ourishing life . . . Together, the structural determinants and conditions of 
daily life constitute the social determinants of health and are responsible for a 
major part of health inequities between and within countries. (WHO 2008b: 5)

With health inequities as the normative starting point, advocates of 
the social determinants of health approach have sought to reform exist-
ing GHG institutions to deal more effectively with broader factors 
beyond the health sector. As described above, GHG to date has been 
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strongly shaped by the biomedical model with many organizations 
dedicated to addressing specifi c diseases, health system inputs or behav-
iours. In contrast, the CSDH argues for a more holistic approach for 
achieving ‘good’ GHG beginning with the reform of the multilateral 
system as a whole (see fi gure 5.2). Health policy is seen as requiring 
closer links with other policy realms, notably foreign and economic 
policy. For example, the health impact of trade agreements would need 
to be tackled as part of trade negotiations (Smith et al. 2009) and 
increased interagency collaboration with other UN bodies, such as the 
WTO and FAO, is advocated.

The importance of political voice is central to the social determinants 
of health approach. At the global level, the CSDH argues that the WHO 
should be the leading advocate for health within core global gover-
nance institutions (Bell et al. 2010). However, the question of who 
should be given a voice in global health policy, and how this should be 
institutionalized, has been the subject of growing debate. What forms 
of representation are needed to refl ect the emerging global health 
polity? Major global health initiatives have adopted different 
governance structures (see table 5.1). Some argue that the WHO, by 
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virtue of its 192 member states, is the most universally representative 
and should thus be given the lead role in global health policy. The 
erosion of its mandate and authority since the 1980s is seen as a refl ec-
tion of the concentration of power in the hands of major donor govern-
ments at the expense of low- and middle-income countries. The World 
Bank, in particular, has been criticized for the weighted decision-mak-
ing power given to its governors. The G8 and even G20, for example, 
are seen by other countries as a step back from a more democratic UN 
system. Others have drawn attention to the state-centric nature of GHG 
and the need to give a greater voice to non-state actors. In 1998, a delega-
tion of the People’s Health Assembly (PHA), a coalition of civil society 
organizations (CSOs) formed in 2000, met with incoming WHO Director-
General Brundtland. Promising to give CSOs a greater voice within the 
organization, she fast-tracked offi cial recognition of selected organiza-
tions to enable them to participate in FCTC negotiations (Collin et al. 
2002). She also created an initiative to build closer links with CSOs. 
Progress since the late 1990s, however, has been disappointingly slow 
and CSOs have complained that private companies rather than civil 
society gained entry to the WHO under Brundtland. There was little 
progress under the short-lived tenure of Director-General Lee.

Over the past decade, the PHA has continued to call for the democra-
tization of global health, publishing two editions of the Global Health 
Watch in an effort to hold global health initiatives to greater account. 
In 2010, the PHA launched the Democratizing Global Health Governance 
Project which seeks to reform the domination of GHG by major donor 
countries (namely, the US and European countries) and transnational 
pharmaceutical corporations which, it is argued, operate through the 
UN system, the Bretton Woods institutions, bilateral and regional trade 
agreements, bilateral aid and a slew of global public–private partner-
ships. WHO Watch is a subproject committed to ‘the urgent reform of 
the forces and structures which shape global decision making and 
which affect the global health crisis and the right to health’.7 With the 
aim of ‘building capacity in supporting the WHO to regain its leader-
ship role in global health governance’, WHO Watch sent a letter to the 
68th WHA offering comments on agenda items traditionally debated by 
states alone.8 CSOs have also been critical of unaccountable entities 
such as charitable foundations (Eisenberg 2011), although equally some 
CSOs are themselves vulnerable to criticism of a lack of transparency 
and accountability. As argued by the PHA, ‘the operating paradigm of 
this regime is strongly infl uenced by the ideology of neo-liberalism 
which is promoted through a much wider range of channels including 
the commercial media and various corporate peak bodies (such as at 
the World Economic Forum)’. In response, WHO Director-General Chan 



118  Global Health Governance

TABLE 5.1 Representation in the plenary bodies of major global 
health initiatives

Institution Plenary body Membership

WHO World Health 
Assembly

Delegations (led by Minister of Health) of 
192 member states which each hold one 
vote in decision making

World Bank Board of 
Governors

Governors (Ministers of Finance) appointed 
by 187 member countries, who hold 
decision-making power based on shares of 
World Bank stock held

UNICEF Board of 
Directors

Mixture of donor and recipient countries

UNAIDS Executive 
Cabinet

Executive Director, the Deputy Executive 
Directors of the Programme branch and the 
Management and External Relations branch, 
and the Director of the Executive Offi ce

Global Fund 
to Fight 
HIV/AIDS, 
Tuberculosis 
and Malaria

Global Fund 
Board

Representatives from donor and recipient 
governments, civil society, the private sector, 
private foundations, and communities living 
with and affected by the diseases

Bill and 
Melinda 
Gates 
Foundation

Management 
Committee 
and 
Leadership 
Teams 

Bill Gates, Melinda Gates, Bill Gates Sr., 
Warren Buffett and eight appointed 
individuals

Wellcome 
Trust

Board of 
Governors

Ten appointed individuals from the 
corporate sector and academia

PEPFAR Offi ce of the 
US Global 
AIDS 
Coordinator

Appointed head (ambassador)

UNITAID Executive 
Board

One representative nominated from each of 
the fi ve founding countries (Brazil, Chile, 
France, Norway and the UK), and Spain;
One representative of African countries 
designated by the African Union;
One representative of Asian countries;
Two representatives of relevant civil society 
networks (nongovernmental organizations 
and communities living with HIV/AIDS, 
malaria or tuberculosis);
One representative of the constituency of 
foundations; and
One representative of the World Health 
Organization.
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announced the need for renewed stakeholder engagement in 2010 as 
part of her reform agenda:

WHO can bring people together. But when it comes to our own governance, we 
are, basically, an exclusive club. Our Constitution is a good one, but it limits 
decision-making to Member States. Our procedures for setting the agenda for 
international health work and defi ning policies and strategies do not give a voice 
to many others who have demonstrated their ability to have a decisive impact on 
health. I am referring to civil society organizations, global health initiatives, 
foundations, the private sector, industry, and many more. The challenge for WHO 
is to become more inclusive. (Chan 2011)

The Joint Action and Learning Initiative on National and Global 
Responsibilities for Health (JALI) was launched in 2010 by a ‘coalition 
of civil society and academics, with a shared vision of the ‘right of 
everyone to the enjoyment of the highest attainable standard of physi-
cal and mental health’. It argued that, above all, there was a need for 
‘fair and effective global governance for health – the organization of 
national and global norms, institutions, and processes that collectively 
shape the health of the world’s population’ (Gostin et al. 2010).

Institutionalization on Steroids: GHG amid 
Competing Normative Frameworks

The diverse and contested normative frameworks described above have 
produced a multitude of contrasting, often competing, global health 
initiatives. Indeed, the rapid proliferation of institutions since the 
1990s, described as concerned with global health, has been a defi ning 
feature of GHG. Within donor countries, this is readily apparent. In the 
US, for example, there are seven executive branch departments, four 
independent or quasi-independent federal agencies, numerous depart-
mental agencies/operating units, and several large-scale, multi-agency 
initiatives that comprise the government’s ‘global health architecture’ 
(see fi gure 5.3). In addition, more than fi fteen Congressional commit-
tees have jurisdiction and oversight over global health programmes, 
particularly those governing foreign assistance. Mirroring the global 
level, ‘there is currently no formal, authoritative, coordinating mecha-
nism for the US response’ (Kates et al. 2009: 2). A similar situation can 
be found in other major donor countries such as Japan (Pilcavage forth-
coming) and mor e recent donors such as Arab countries (Neumayer 
2004) and China (Freeman and Boynton 2011).

At the global level, institutional growth can be mapped in a variety 
of ways. First, there have been initiatives created to focus on specifi c 
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disease areas. The largest number has been concerned with HIV/AIDS 
including UNAIDS, PEPFAR, International AIDS Vaccine Initiative (IAVI) 
and the World Bank Multi-country AIDS Programme (MAP) (Berstein and 
Sessions 2007). Other institutions, such as the GFATM, Drugs for 
Neglected Diseases Initiative (DNDi) and Global Council on Water 
Diseases, address multiple diseases. The Non-Communicable Disease 
Alliance, launched in 2009, represents 880 societies in 170 countries 
led by the International Diabetes Federation, Union for International 
Cancer Control, World Heart Foundation and the International Union 
against Tuberculosis and Lung Disease (IUATLD). Second, global health 
initiatives may support specifi c inputs or behaviours such as handwash-
ing (Public–Private Partnership for Handwashing with Soap (PPPHW)), 
health systems strengthening (Global Health Workforce Alliance) and 
health information systems (Health Metrics Network). The GAVI Alliance 
was created to increase access to immunization in the world’s poorest 
countries. PATH (Program for Appropriate Technology in Health) is an 
international non-profi t organization seeking to improve global health 
by advancing technologies, strengthening systems and encouraging 
healthy behaviours.

Third, global health initiatives may be categorized by specifi c func-
tion. UNITAID, the International Financing Facility for Immunization 
(IFFIm) and Pneumococcal AMC (advanced market commitment) are 
innovative fi nancing mechanisms. The Global Health Council has 
become an important advocacy group which aims to serve ‘as the voice 
for action on global health issues and the voice for progress in the 
global health fi eld’ (Global Health Council no date). A large number of 
patient-driven foundations have been created to advocate for increased 
research and drug development for specifi c conditions such as the 
Global Network for Neglected Tropical Diseases and Global Network of 
People Living with HIV/AIDS. Product development partnerships, such 
as the Foundation for Innovative New Diagnostics (FIND), Malaria 
Vaccine Initiative and IAVI, focus on developing new technologies to 
address priority health needs in developing countries (Grace 2010; IAVI 
2010). Fourth, global health initiatives can be characterized by their 
membership and governance. State-based global health-related institu-
tions include WHO, UNICEF and other UN bodies, and the World Bank. 
Major non-state actors consist of charitable foundations, such as the 
Gates Foundation, Wellcome Trust and Rockefeller Foundation; nongov-
ernmental organizations such as Save the Children Fund and Oxfam; 
and private corporations such as pharmaceutical and food companies. 
And, as if the numerous state and non-state institutions in global health 
were not confusing enough, some have combined to form hybrid orga-
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nizations with public and private membership. The GFATM Board is 
composed of representatives from donor and recipient governments, 
civil society, the private sector, private foundations, and communities 
living with and affected by the diseases. Dozens of global public–private 
partnerships, such as the African Program for Onchocerciasis Control 
(APOC), bring together governments, intergovernmental organizations, 
civil society organizations and the private sector to address a broad 
range of global health issues.

Overall, attempts to map the GHG ‘architecture’, or even components 
of it over time, have proven challenging (Carlson 2004; World Bank 
2007). As WHO Director-General Chan describes in 2011, there have 
been ‘truly stunning increases in the number of actors, agencies, and 
initiatives funding or implementing programmes for health develop-
ment. The landscape of public health is crowded. Activities in some 
areas, in some countries, are frankly chaotic’ (Chan 2011). The World 
Bank’s 2007 health strategy goes further: ‘never before has so much 
attention – or money – been devoted to improving th e health of the 
world’s poor’; but it warns that ‘unless deficiencies in the global aid 
architecture are corrected and major reforms occur at the country level, 
the international community and countries themselves face a good 
chance of squandering this opportunity’ (World Bank 2007: 1).

This crowded and complex confi guration of institutions concerned 
with global health have led to criticisms of policy incoherence, with 
gaps and overlaps in the health needs and populations served, and even 
competing and counterproductive activities. The most profound impact 
is on the ground in low- and middle-income countries, where many 
initiatives seek to operate. While increased resources for health develop-
ment are very welcome, the demands of managing so many uncoordi-
nated initiatives create a serious burden on governments and 
communities (Spicer and Walsh 2011). An example of this proliferation 
of agencies is given in fi gure 5.4.

While there is widespread lament of this overabundance of indepen-
dent global health initiatives, it is important to examine the explana-
tions for why GHG has evolved in this way and, correspondingly, what 
should be done about it. Substantial attention has been paid to the 
weaknesses of individual institutions, notably the WHO and its leader-
ship role as the UN specialized agency for health (Andresen 2002). 
Criticisms of the organization are now like a well-worn script – its 
pedant bureaucracy and lack of institutional nimbleness, political nep-
otism, limited fi nancial resources, overly broad and unfocused mandate, 
and, above all, its inability to command authority. Some conclude that 
the WHO has left a governance vacuum which others have rushed to 
fi ll by creating new institutional mechanisms. While lip service is often 
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Source: Jon Cohen (2006). ‘The New World of Global Health’, 
Science, 311 (5758), 166. Reprinted with permission from AAAS.

Figure 5.4 Health initiatives related to HIV/AIDS operating in Tanzania 
in 2006

paid to partnering with the WHO, in practice this constant institution 
building has served to undermine its capacity to be ‘the world’s health 
conscience’.

Where the core problem of GHG is seen as a lack of centralized author-
ity, tasked with setting agreed priorities and allocating resources 
accordingly, there have been efforts to solve this issue with organiza-
tional or managerial remedies. This has been evident in the numerous 
attempts to create coordinating mechanisms based on the assumption 
that, with the right systems and structures in place, effective GHG 
can be achieved (table 5.2). The lead roles in each have varied, giving 



TABLE 5.2 Initiatives to improve coordination in global health development assistance

Coordinating
mechanism

Date Lead role(s) Activity

Donor consortia 1980s 
onwards

Aid agencies Multiple aid donors pool resources for designated purpose and 
agree common procedures for reporting, monitoring and 
auditing

Sector-wide 
approach (SWAp)

Mid-1990s Ministry of Health of aid 
recipient country

All signifi cant funding to health sector to support single policy 
and expenditure programme under government leadership 
(Lucas 1998)

Millennium 
Development Goals

2000 Eight goals (including three health goals), with specifi c targets 
and indicators, that leaders of 189 UN member states agree to 
achieve by 2015

One Health 
Approach

2004 Manhattan Principles of twelve recommendations for 
establishing a more holistic approach to preventing epidemic/
epizootic disease and for maintaining ecosystem integrity for 
the benefi t of humans, their domesticated animals, and the 
foundational biodiversity that supports all life on Earth

Paris Declaration on 
Aid Effectiveness 
and Accra Agenda 
for Action

2005 OECD donor countries A ‘roadmap’ to improve the quality of aid and its impact on 
development based on principles of ownership, alignment, 
harmonization, results and mutual accountability

Health 8 2007 WHO, UNICEF, UNFPA, UNAIDS, 
GFATM, GAVI, Gates 
Foundation, World Bank

Heads meet on a regular basis to review global health issues 
and discuss ways of aligning their work

International Health 
Partnership Plus 
(IHP+) Global 
Compact

2007 All governments, agencies and 
CSOs involved in improving 
health willing to sign up to 
commitments of IHP+

Improving health services and health outcomes by putting the 
Paris and Accra principles on aid effectiveness into practice

Multi-donor 
Secretariat for 
health MDGs

Proposed in 
2007

Bilateral, multilateral 
institutions and foundations, 
global
partnerships they fund, and 
partner countries

Framework for accountability and aid effectiveness for the 
initiative on ‘Scaling Up for Better Health’ (Anon. no date)



Framework 
Convention on 
Global Health

Proposed in 
2007

States, private sector and 
charitable sector

Legal instrument committing states to a set of targets, both 
economic and logistic, and to dismantle barriers to constructive 
engagement by the private and charitable sectors. It would 
stimulate creative public/private partnerships and actively 
engage civil society stakeholders. It could set achievable goals 
for global health spending; defi ne areas of cost effective 
investment to meet basic survival needs; build sustainable 
health systems; and create incentives for scientifi c innovation 
for affordable vaccines and essential medicines (Gostin 2008)

Committee C of the 
World Health 
Assembly

Proposed in 
2008

WHO A committee to complement the work of Committee A 
(programme matters) and Committee B (budget and 
management) that would debate major health initiatives by 
other key players in the global health arena. It would provide 
the opportunity for these organizations to present their plans 
and achievements to the delegates of the WHA and the 
nongovernmental organizations in offi cial relations with the 
WHO. It would also provide an opportunity to address 
coordination and common concerns of different partners in 
global health. Organizations wishing to make use of this 
mechanism would send their proposal to WHO’s executive 
board, which would set the agenda for this committee as it 
does with the existing committees (Silberschmidt et al. 2008)

G8 Health Experts 
Group

2008 Group of Eight countries (US, 
Japan, Germany, UK, France, 
Russia, Canada, Italy)

An advisory group to the G8 which produces reports on the 
state of the world’s health, principles for action, and proposed 
actions to be taken

Health Systems 
Funding Platform

2009 GAVI Alliance, GFATM, World 
Bank, WHO

Mechanism to accelerate progress towards the MDGs, and 
specifi cally to coordinate, mobilize, streamline and channel 
fl ow of existing and new international resources to support 
national health strategies
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Source: Jamison et al. (1998: 515). Reprinted from The Lancet, 
Volume 351, Number 515, Jamison, Frenk and Knaul 
‘International collective action in health: objectives, functions 
and rationale’, (1998) 514–17 with permission from Elsevier.

Figure 5.5 The importance of core and supportive functions according to 
economic circumstances

authority to coordinate respectively to donor agencies, recipient gov-
ernments or the WHO. A related approach has been attempts to identify 
a rational division of labour among global health initiatives based on 
the comparative advantage of different players. A 1997 study of WHO’s 
country-level activities, for example, eschew the traditional categories 
of normative and technical functions of the WHO, in favour of the term 
‘common global’ and ‘country specifi c’ functions (Lucas 1998). Similarly, 
Jamison et al. distinguish between core functions, which ‘transcend the 
sovereignty of any one nation state, and include promotion of interna-
tional public goods (e.g., research and development), and surveillance 
and control of international externalities (e.g., environmental risks and 
spread of pathogens)’; and supportive functions which ‘deal with problems 
that take place within individual countries, but which may justify col-
lective action at international level owing to shortcomings in national 
health systems’ (Jamison et al. 1998; see also fi gure 5.5). Certain global 
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health institutions can fulfi l different functions (e.g., the WHO serving 
core functions while the World Bank serves supportive functions). 
Ruger and Yach write that the WHO should achieve an optimal balance 
between a ‘global role in advocacy, surveillance, standard setting, and 
research’ and an ‘operational work in specifi c countries and regions’ 
(Ruger and Yach 2005: 1099–100). Reeves and Brundage identify the core 
strengths’ of the WHO as public health surveillance, pandemic pre-
paredness, and disaster response; global standard setting and regula-
tion; catalysing global initiatives/partnerships for key health priorities; 
and advocating for policy change and behaviour change to combat 
noncommunicable diseases (Reeves and Brundage 2011).

Analysing the institutional dysfunction of GHG from a social con-
structivist perspective offers an alternative explanation. GHG, as it cur-
rently exists, is a product of the signifi cant contestation among different 
normative frameworks defi ning global health problems and solutions. 
Thus, the diversity of institutions can be explained by the varied norma-
tive frameworks that have led to different, and sometimes competing, 
perspectives about the priority goals for global health and how to 
achieve them. From a security perspective, the US and other major 
donor countries can be observed as making funding decisions based on 
perceived national interests. ‘Core’ or ‘common global’ functions, as 
described above, have received support from major donor countries, 
while ‘supportive’ functions have been a harder sell. Another perspec-
tive which has led to the decline of the WHO has been the biomedically-
based belief that the organization should focus on technical matters, 
based on medical science. This explains the disenchantment with the 
WHO from the 1970s, under Director-General Halfdan Mahler, who 
sought to challenge powerful vested interests, such as the pharmaceuti-
cal industry (Essential Drugs List), babyfood manufacturers (International 
Code on the Marketing of Breastmilk Substitutes), and launched the 
Health for All strategy. Criticism by the US government of these initia-
tives, as inappropriate politicization of the WHO, with health seen as a 
biomedical and technical fi eld, was followed by the imposition of the 
policy of zero real growth in the WHO’s budget in 1980. In the 1990s, 
the adoption of a policy of zero nominal growth refl ected continued 
disenchantment with the WHO. In fi ne realist tradition, the US increas-
ingly channelled its funding elsewhere, such as UNICEF. By the 2000s, 
it created its own global health initiatives led by PEPFAR and Global 
Health Initiative. The key feature of these arrangements is control.

The infl uence of normative frameworks is especially useful in explain-
ing the proliferation of institutions concerned with HIV/AIDS. The cre-
ation of the Global Programme on AIDS (GPA) within the WHO refl ected 
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the initial desire to understand the biomedical aspects of the disease. 
The resistance by WHO Director-General Nakajima from the early 1990s 
to integrate a human rights perspective into the work of the GPA led 
to a falling out with its director, Jonathan Mann, and the eventual 
creation of UNAIDS with a broad approach to fi ghting the disease. A 
decade later, differences in perspective led to further institution build-
ing. US President Bush announced the creation of PEPFAR in 2003, with 
an initial US$15 billion of funding, despite the recent establishment of 
the GFATM. The Bush Administration’s decision to channel the majority 
of its effort to fi ght HIV/AIDS bilaterally, rather than multilaterally, was 
criticized for creating yet more institutional structures and mecha-
nisms. While the US government cited concerns with the GFATM’s 
management of funding fl ows, the conservative interpretation of the 
ABC approach to HIV Prevention underpinning PEPFAR’s work was an 
important factor (Dietrich 2007).

Conclusion

The ‘chaotic’ nature of GHG, as it exists in the early twenty-fi rst century, 
is widely recognized as a fundamental hurdle to effective collective 
action. GHG, if it exists at all, is characterized by different layers and 
clusters of rule making and rule implementation authority, operating 
in many separate domains by disease area, activity area, function or 
membership. Despite recognition of the need for collective action, in 
short, there is little by way of global collectiveness. If governance is 
understood as a generally accepted set of formal and informal rules, 
norms and principles guiding members of a society in collective action 
for the purpose of achieving agreed goals, it can hardly be said that 
GHG exists at all. The multitude of institutional players populating the 
global health landscape, all convinced of the rightness of their man-
dates, and many determined to ‘do their own thing’, has created not 
only an anarchic system without a recognized central authority (Fidler 
2006b), but one with multiple and competing worldviews and norma-
tive bases. Reform efforts now span decades, regularly focused on the 
weaknesses of the WHO and other individual institutions, as well as 
dysfunctions in the overall GHG system (or lack thereof). In this sense, 
Fidler’s predictions of ‘tectonic shifts’ in GHG prompted by SARS and 
other global health threats, appear premature (Fidler 2004).

At the same time, it would be inaccurate to conclude that the current 
state of affairs in GHG is solely the result of realist self-interest and that, 
consequently, there is no collective spirit or action. This hardly explains 
the signifi cant growth of health development assistance since the 
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1990s, despite the ups and downs of the world economy, quadrupling 
between 1990 and 2007 to US$22 billion per year. This does not account 
for the genuine efforts to fi x the lack of leadership in GHG and to fi nd 
answers to the ‘too many cooks’ conundrum. Nor does it recognize the 
growth of governance instruments adopted or proposed, some formal 
and others informal, to collectively regulate the global aspects of human 
health. Above all, it does not explain the remarkable outpouring of 
public and private support for global health causes, from record enrol-
ments by students in training programmes to the boom in non-state 
initiatives, including charitable foundations, to improve global health.

There is no doubt that GHG is a complex and confusing landscape, 
highly fl awed as an institutional base for collective action to tackle the 
broad array of issues comprising global health. It is right and proper 
that refl ection and reform be undertaken with some urgency. However, 
this chapter has argued that how GHG has been problematized should 
form part of this refl ection. Both the diagnosis of the shortcomings of 
GHG, as it currently exists, and visions of what GHG should be, cannot 
be separated from the numerous normative frameworks shaping global 
health thinking and practice. What we have is multiple visions of GHG 
resulting in both confl ict and consensus. Few, if any, are presented as 
such. Instead, national interest (security), fi nancial necessity (econo-
mism), scientifi c fact (evidence-based approach) or social complexity 
(social determinants of health), for example, are given as reasons for 
certain forms of GHG. Other normative frameworks, not covered in this 
chapter, can also be readily observed. Together, they have contributed 
to the creation of multiple multilateralisms, expressed through institu-
tional forms that distribute power, authority and resources in different 
ways.
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C H A P T E R  S I X

Security and Health

The link between security and health is not new, but has traditionally 
been seen in narrow terms largely relating to armed confl ict. As the 
former WHO Director-General, Gro Harlem Brundtland explained:

Historically in the West, disease was often seen as an impediment to exploration 
and a challenge to winning a war. Cholera and other diseases killed at least three 
times more soldiers in the Crimean War than did the actual confl ict. Malaria, 
measles, mumps, smallpox and typhoid felled more combatants than did bullets 
in the American civil war. (Brundtland 2003: 417)

This early conceptualization of how health issues affect security is 
narrow, not only in the range of issues deemed as security threats 
(largely infectious diseases), but who is deemed at risk (namely armed 
forces). Traditional narratives also identify the manner in which con-
fl ict can affect health, both directly through casualties, as well as indi-
rectly through, for example, its effects on health provision (such as the 
destruction of hospitals, fl eeing of health workers, diffi culties in the 
distribution of drugs) and the potential for refugees to spread disease. 
Thus, the impacts have been constructed in bi-directional, albeit narrow, 
terms: the manner in which disease may affect military capacity and 
especially military operations; and the impact of confl ict on health and 
health care.

By the turn of the millennium, as Brundtland noted, these linkages 
were changing. A range of new issues had joined infectious disease as 
perceived security threats (see box 6.1), while concerns were no longer 
limited to the direct impacts on militaries and health provision, but 
also involved the wider effects on economic and political stability 
(Brundtland 2003: 421; see also WHO Europe 2007: 13). Furthermore, 
the salience of the linkages appeared to have increased. Within WHO, 
health security may have been fi rst raised during Brundtland’s tenure 
as Director-General, but interest grew into a major focus as refl ected in 
the theme of the World Health Report and World Health Day of 2007 
(WHO 2007a, 2007c). Nor was this interest confi ned to the WHO. The 
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links between health and security were made by the UN Secretary 
General’s High Level Panel on Threats, Challenges and Change in 2002, as part 
of its defi ning of a threat to international security as ‘any event or 
process that leads to large-scale death or lessening of life chances’ (UN 
High Level Panel 2004: 2). In January 2000, at its fi rst meeting of the 
new millennium, the UN Security Council symbolically and signifi -
cantly chose to discuss for the fi rst time a health issue, HIV/AIDS 
(McInnes and Rushton 2010). The 2002 US National Security Strategy, 
coming in the immediate aftermath of the terrorist attacks of 11 
September 2001 and the deliberate spread of anthrax shortly after-
wards, elevated health to a security issue (White House 2002: 19). In the 
UK, pandemic infl uenza featured prominently in successive iterations 
of the national risk register and the UK National Security Strategy (Cabinet 
Offi ce 2008: 14–15; Cabinet Offi ce 2010: 27). Thus, in the fi rst few years 
of the twenty-fi rst century, a new narrative appeared which placed 
selected health issues higher on security agendas than ever before, 
while health agendas became far more sensitized to security 
concerns.

The rationale often cited for this new salience and broadened scope 
was constructed along fairly consistent lines: that new health risks had 
appeared as a result of emerging and re-emerging diseases, increased 
population mobility, spreading transnational crime, environmental 
change and bio-terrorism; and that these posed new security dangers 
(see, e.g., Brundtland 2003; WHO 2007a; Yuk-ping and Thomas 2010). 
Beyond ‘real world’ concerns, however, were political considerations, 
with some within the public health community recognizing that the 

Box 6.1 World Health Day (2007) identifi cation of 
international health security issues
To support the focus of the 2007 World Health Day on health security, the WHO 
produced a background document ‘to help guide discussions and stir debate’. 
The paper identifi es eight international health security issues. This list is worth 
highlighting because it encompasses most of the issues which feature in the 
debates on health security, although the list is perhaps longer than many others 
would identify and also refl ects its origins in an international health 
organization.

Emerging diseases: new, highly contagious diseases, such as SARS and avian 
infl uenza, know no borders. Their potential to cause international harm means 
that outbreaks cannot be treated as purely national issues. In the last few 
decades, new diseases began emerging at an unprecedented rate of one or more 
per year.
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Economic stability: public health dangers have economic as well as health 
consequences. Containing international threats is good for economic well-being. 
With fewer than 10,000 cases, SARS cost Asian countries US$60 billion of gross 
expenditure and business losses in the second quarter of 2003 alone.

International crises and humanitarian emergencies: these events kill and 
maim individuals and severely stress the health systems that people rely on for 
personal health security. In 2006, 134.6 million people were affected and 21,342 
were killed by natural disasters.

Chemical, radioactive and biological terror threats: whether deliberate or 
accidental, WHO’s global networks are well placed to respond to the health 
effects of these threats using the same techniques employed in other disasters 
– rapid assessment and response, triage and treatment, securing water, food and 
sanitation systems. Anthrax-tainted letters sent through the US postal system in 
2001 and the release of sarin on the Tokyo subway in 1995 remind us that, 
although chemical and biological attacks are rare, there are people ready to use 
this brand of terrorism.

Environmental change: environmental and climate changes have a growing 
impact on health, but health policies alone cannot prevent their effects. People 
are dying – upwards of 60,000 in recent years in climate-related natural disasters, 
mainly in developing countries.

HIV/AIDS – a key health and security issue: the devastating impact of HIV/
AIDS, demonstrated to international security specialists the potential impact of a 
public health issue on security. In 2006, an estimated 39.5 million people were 
living with HIV/AIDS.

Building health security: national compliance with the revised IHR [International 
Health Regulations] 2005 will underpin international health security.

Strengthening health systems: functioning health systems are the bedrock of 
health security, but the current state of systems worldwide is inadequate. As an 
example, the world is currently short of more than four million health workers, 
with the impact most felt in developing countries. (WHO 2007c: 3)

security label was a potentially effective means of elevating health 
issues onto the national and global stages. In other words, constructing 
health as a security issue (i.e. ‘securitized’) could be seen as a pragmatic 
or strategic act to gain increased policy attention. Moreover, this was a 
period when security audiences had been sensitized to the idea of new 
risks following the ‘bonfi re of the certainties’ at the end of the Cold 
War. The attempt to securitize health therefore fell on more fertile 
ground than might previously have been the case.
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‘Security’, however, is not a straightforward concept. Indeed Barry 
Buzan has famously categorized it as ‘essentially contested’ – that is, a 
concept which generates unsolvable debates about its meaning and 
application (Buzan 1991: 7). This chapter identifi es three broad mean-
ings of health security: global health security (together with bio-
security), human security, and national security. The purpose of this 
distinction is not simply heuristic but to suggest that each meaning is 
constructed for a particular purpose including promoting a certain 
agenda and privileging certain interests over others. This does not nec-
essarily mean that different health issues occur with each meaning – 
some health issues are common, others are distinct. The key difference, 
rather, is whose interests are served and, in particular, what constitutes 
the referent object of health security. Whose security is being protected 
under each meaning? The object of this chapter, therefore, is not to 
identify some criteria whereby a health issue may or may not be con-
sidered a security issue. Instead, it is to reveal how health security, like 
other forms of security, is essentially contested and not amenable to a 
single set of agreed criteria, and thus refl ects the interests and agendas 
of those constructing the concept.

Bio-security and Global Health Security

This section discusses two terms which have become increasingly prom-
inent over the past decade. The fi rst of these, ‘bio-security’, can be a 
somewhat vague term covering almost everything from national secu-
rity threats arising from biological weapons to more general risks to 
public health. Part of the problem is that the term is used by commenta-
tors in a variety of different ways. Three in particular are worth high-
lighting. Some commentators (e.g., Enemark 2010) use it in a narrow 
and highly specifi c manner to discuss the risks posed by the develop-
ment of new micro-organisms in science laboratories. These risks 
include both the deliberate and the inadvertent release of pathogens 
outside controlled laboratory environments. These scientifi c develop-
ments create a ‘dual-use’ dilemma:

The tremendous advances in biology, biotechnology, genomics, proteomics, 
synthetic biology and bioinformatics in recent years are almost certain to lead to 
improved health and well-being through, for example, new diagnostics, treatments 
and vaccines to fi ght infectious diseases. Unfortunately, the possibility that a 
laboratory accident may lead to a major outbreak or that such advances may be 
deliberately misused to do harm on an unprecedented scale cannot be ignored. 
In other words, the knowledge and technologies that result from life science 
research used for legitimate research and technology development may also be 
appropriated for illegitimate intentions and applications. (WHO 2007b: 4)
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Box 6.2 identifi es some of these dual-use dilemmas. As Christian 
Enemark (2010) points out, even trusted laboratory scientists may pose 
security risks: the main suspect of the US Federal Bureau of Investigation 
(FBI) for the release in 2001 of anthrax spores in letters addressed to US 
congressmen and the media was Bruce Ivins, a government scientist 
with high clearance levels who then committed suicide before his 

Box 6.2 The dual-use dilemma
In 2007 a WHO working group identifi ed three examples of ‘research that has 
triggered concerns among scientists and the public’:

Chemical synthesis of poliovirus cDNA
Researchers synthesized a poliovirus genome using chemically synthesized 
oligonucleotides and a map of the polio genome that was made publicly 
available on the internet. The result was a ‘live’ polio virus that paralysed 
mice. The paper that was published in Science in 2002 included a description 
of methods and materials. Concerns were raised that this provided a recipe 
that could be used to reconstruct the virus without obtaining a natural virus. 
One of the authors has stated: ‘The widespread attention generated by our 
publication raised the overall awareness of the new reality of synthetic 
viruses and its possible consequences’.

Reconstruction of the 1918 fl u virus
The successful reconstruction of the infl uenza A (H1N1) virus responsible for 
the 1918 ‘Spanish Flu’ pandemic was published in Science and Nature in 
2005. Some people raised concerns about the ‘dangers of resurrecting the 
virus’ and questioned whether the research should have been published. In 
its defence, the Centers for Disease Control and Prevention in the United 
States of America, one of the collaborators of the Science article, stated: 
‘While there are concerns that this approach could potentially be misused 
for purposes of bio-terrorism, there are also clear and signifi cant potential 
benefi ts of sharing this information with the scientifi c community: namely, 
facilitating the development of effective interventions, thereby strengthening 
public health and national security’.

Inadvertently increasing the virulence of mousepox
In an attempt to control mice as pests, Australian scientists unexpectedly 
increased the virulence of mousepox. Their research, which was published 
by the Journal of Virology in 2001, was originally aimed at producing an 
infectious contraceptive for mice. By inserting a gene responsible for the 
production of interleukin-4 into the mousepox genome, the scientists 
created a pathogen that overcame the immune defence of mice and even 
killed mice that had been vaccinated. This unforeseen result and its publica-
tion raised the questions of whether the same technique could be applied 
to other orthopox viruses, such as smallpox, and what the consequences in 
terms of vaccination circumvention might be.

Source: WHO (2008a: 9).
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arrest. As the numbers of laboratories and scientists involved increases, 
matched by increases in the numbers of biological agents and potential 
pathogens held in such locations, and in the movement of these patho-
gens internationally, so the risks appear to escalate.

Others use bio-security in a slightly different, but similarly specifi c, 
manner to refer to threats to national security from the deliberate use 
of pathogens, especially by terrorists (what is also called bio-terrorism 
and is discussed later in this chapter under ‘National Security’. In con-
trast, others use it as a more generic term to cover a wide variety of 
possible health risks. Collier and Lakoff (2008), for example, identify 
four areas of bio-security risk: the appearance of new diseases such as 
SARS; bio-terrorism; the ability of fi elds such as synthetic biology to 
create new lethal organisms and the inadequacies of existing bio-safety 
protocols to deal with such developments; and food safety including 
both the contamination of the food supply (e.g., foot and mouth disease, 
vCJD, salmonella) and the risks involved in genetically modifying food 
sources. Although this list appears to concentrate on infectious diseases 
– whether natural or man-made, and whether inadvertently or deliber-
ately released – its focus is clearly broader, as seen through the inclu-
sion of genetically modifi ed foodstuffs. This adds to the sense of 
vagueness over what bio-security refers to. One way around this is to 
identify two particular ways in which bio-security is used. The fi rst 
focuses on those health issues which pose a risk to national security; 
and the second on those risks to health which have a global dimension. 
For the purposes of this chapter, the former are dealt with under the 
rubric of national security, and the second under global health 
security.

Although Steven Hoffman (2010) identifi es four periods of global 
health security, each with their own distinct form of governance (see 
box 6.3), what these represent are phases of increasing international 
cooperation to protect national public health.

During the course of the fi rst decade of the twenty-fi rst century, 
however, the WHO (with others) increasingly changed the narrative to 
a more globalized view of health security. In 2002, for example, it 
explicitly linked health and security in arguing that the risks posed by 
infectious disease required a globalized response (WHO 2002), while 
later that decade it began work to address ‘the risks and opportunities 
of life sciences research for global health security’ (WHO 2007b: 3). The 
key moment, though, was the WHO’s 2007 World Health Report, the sole 
focus of which was global public health security in the twenty-fi rst 
century (WHO 2007a). In her introductory message to the report, WHO 
Director-General Margaret Chan wrote,
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Box 6.3 Hoffman’s Four Periods of Global Health 
Security Governance
Regime Key characteristics

Unilateral 
quarantine regime 
(1377–1851)

• Disease causation unknown; Europe perceived as 
vulnerable to ‘foreign diseases’.

• Limited international cooperation; state sovereignty.
• Fora for cooperation limited to few and infrequent 

sanitary councils.
Nascent sanitary 
conference regime
(1851–92)

• Certain diseases recognized as contagious; Europe 
perceived as vulnerable to ‘foreign diseases’.

• Beginnings of international cooperation; state 
sovereignty.

• Cooperation through conference diplomacy.
Institutionalized 
sanitary 
coordination 
regime
(1892–1946)

• Broad acceptance of germ theory and of self-interest 
in disease eradication everywhere; Europe perceived 
as vulnerable to ‘foreign diseases’.

• International cooperation institutionalized; state 
sovereignty.

• International sanitary conventions provide 
mechanism for cooperation.

Hegemonic health 
cooperation
1946–(C21?)

• Universal acceptance of germ theory; health as 
universal right.

• Institutionalized international cooperation; state 
centricity.

• International organizations for health promotion/
protection with powers to recommend state action.

Source: Hoffman (2010), especially p. 512 as adapted by the authors.

[health] threats have become a much larger menace in a world characterized by 
high mobility, economic interdependence and electronic interconnectedness. 
Traditional defences at national borders cannot protect against the invasion of a 
disease or vector. Real time news allows panic to spread with equal ease. Shocks 
to health reverberate as shocks to economies and business continuity in areas 
well beyond the affected site. Vulnerability is universal. (WHO 2007a: vi)

Although a number of states had already begun to identify global health 
issues as posing problems for their national security (including the UK, 
US and Australia), the WHO as an international body appeared to be 
casting the net wider. For WHO, health security appeared to be a world-
wide problem where vulnerability was not national but ‘universal’. This 
is seen in its understanding of what global health security is (see box 
6.4). But what is also clear from WHO’s use of the term, and in its use 
by other commentators (e.g., Baker and Forsyth 2007; Rodier 2007), is 
that what is meant by global health security is global threats to public 
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health security. Indeed chapter 2 of WHO’s 2007 report on global health 
security is explicit in identifying ‘threats to public health security’. In 
other words, what the WHO is primarily interested in here is how risks 
to public health have been globalized, and not so much in how global 
public health risks affect the broader security interests of individuals 
or states. In this sense, its focus appears different from the other two 
meanings discussed in this chapter, (inter-)national and human secu-
rity, although it does acknowledge that risks exist to broader security 
concerns, principally economic security. Nevertheless, the subject of 
global health security is not security but health.

In its discussion of global health security, the WHO structures its 
report into three broad categories of risks (WHO 2007a: iii–iv):

• existing threats to public health security, including inadequate 
investment in public health, confl ict-induced public health crises, 
microbial change, antibiotic resistance, infectious disease, animal 
husbandry and food-processing, environmental change and accidents 
involving toxic chemicals (including radioactive events);

• new threats which have emerged in the twenty-fi rst century, specifi cally 
bio-terrorism, new infectious diseases such as SARS and the dumping 
of toxic chemicals;

• and threats which are on the horizon, including pandemic infl uenza, 
extensively drug-resistant TB and polio.

Box 6.4 WHO and global public health security
In its 2007 World Health Report, WHO discussed its understanding of global 
(public) health security in the following way:

Public health security is defi ned as the activities required, both proactive and 
reactive, to minimize vulnerability to acute public health events that endanger 
the collective health of national populations.

Global public health security widens this defi nition to include acute public health 
events that endanger the collective health of populations living across geographi-
cal regions and international boundaries. As illustrated in this report, global 
health security, or lack of it, may also have an impact on economic or political 
stability, trade, tourism, access to goods and services and, if they occur repeatedly, 
on demographic stability. Global public health security embraces a wide range of 
complex and daunting issues, from the international stage to the individual 
household, including the health consequences of human behaviour, weather-
related events and infectious diseases, and natural catastrophes and man-made 
disasters, all of which are discussed in this report. (WHO 2007a: 1)
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In so doing, the report suggests that, not only has globalization added 
new dimensions to these longstanding problems, but that new risks 
are emerging, some of which can be identifi ed but implicitly others 
may not be. What is also clear is that, although the focus of the report 
shares much in common with Collier and Lakoff’s understanding of 
bio-security – concerns over infectious disease, food safety and bio-
terrorism – global health security is conceived in even broader terms. 
Included in the WHO’s understanding of global health security, for 
example, is a much greater interest in industrial concerns (the health 
implications of chemical and radiological accidents, and the dumping 
of toxic waste) as well as concerns over the impact of natural disasters 
and environmental change. As a result, the WHO’s presentation of 
global heath security may be placed into three main, if somewhat 
broad, categories of risk. The fi rst is infectious disease, motivated not 
so much by the continued existence of diseases, such as malaria, which 
are endemic to large parts of the world, but by new diseases or new 
variants of known diseases which pose new risks and hazards. The 
second is food safety, especially risks arising from the industrialization 
of agriculture exacerbated by the global nature of the food industry, as 
seen, for example, in the 2011 outbreak of E. coli in Germany. The third 
are catastrophes affecting the natural environment, whether deliber-
ate, accidental or natural in origin. These include industrial accidents, 
such as toxic spills, the dumping of chemicals, and nuclear incidents 
such as Chernobyl and Fukushima; the release of pathogens through 
breaches of laboratory safety protocols or their deliberate use by terror-
ists; and extreme natural events (albeit some of which may be anthro-
pogenic), such as the European heatwave in 2003 or the Japanese 
earthquake and tsunami of 2011.

What is also clear is that, from the WHO’s perspective, global health 
security is a call for action. Its analysis of global health risks leads to a 
very clear prescription to develop ‘collective international public health 
action [to] build a safer future for humanity’ (WHO 2007a: ix; see also 
Wilson et al. 2008: 48). Indeed the WHO defi nes global health security in 
terms of actions:

global health security is defi ned as the activities required, both proactive and 
reactive, to minimize vulnerability to acute public health events that endanger 
the collective health of populations living across geographical regions and 
international boundaries. (WHO 2007a: ix)

Typical of the sort of collaborative action envisaged under global 
health security are the revised International Health Regulations (IHRs) 
of 2005 which became binding international law for 193 signatories in 
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2007. The fact that these regulations were fi nally agreed two years after 
the SARS epidemic was almost certainly not coincidental – they were 
driven by an increased awareness of new global health threats and the 
necessity to develop more effective surveillance and control practices. 
The new IHRs required states to establish mechanisms to detect, assess, 
notify and report public health events of international concern, and 
thereby protect against the spread of public health emergencies. What 
is interesting, however, is the manner in which this long-established 
public health instrument was explicitly linked to global health security. 
Wilson et al. (2008: 44) refer to the IHR (2005) as ‘a major step forward 
in protecting global health security’, while Baker and Forsyth (2007) 
describe them as ‘a revolutionary change in global health security’. In 
an interview in the Bulletin of the World Health Organization, the WHO’s 
Director of IHR coordination, Guenael Rodier, stated that ‘In the IHR, 
public health overlaps with national security’ (Rodier 2007: 429), while 
in a co-authored article published the same year, he describes the IHRs 
as ‘a key driver in the effort to strengthen global public health security’ 
(Rodier et al. 2007: 1447). Signifi cantly, one of Rodier’s co-authors in the 
latter piece was David Heymann, author of the 2007 World Health Report, 
which advanced the idea of global health security. Heymann went on 
to become Director of the Centre on Global Health Security, Chatham 
House in 2009.

This prescriptive dimension can also be seen in some of the literature 
on bio-security. Collier and Lakoff (2008: 7), for example, talk of bio-
security as an attempt to bring together previously distinct fi elds of 
health and politics to effect change. Fidler writes of the emergence of 
bio-security as a ‘transformational moment’ in public health as a gov-
ernance activity (Fidler 2006a: 196; see also Fidler and Gostin 2008). 
Because of this, the use of the term ‘security’ begins to appear less as 
an analytical tool, and more as a strategic or pragmatic practice. In 
other words, the term is used not to describe a condition but to increase 
awareness and encourage action for change by adding a sense of urgency 
and importance. Of course, there is nothing new in using security in 
this manner, and the use of the term in this way does not necessarily 
invalidate it. Vuori (2008), for example, discusses how use of the word 
‘security’ can be a ‘claim speech act’, used to raise an issue on decision 
makers’ agendas. Thierry Balzacq (2005: 172) similarly argues that it can 
be used as a strategic or pragmatic practice to encourage action. 
Accepting the position of Vuori and Balzacq then leads to an under-
standing of global health security, not as an objective condition, but as 
something constructed by someone and for some purpose. From this 
perspective, global health is not a security issue because it meets inde-
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pendent conditions or criteria for security, but because it has been 
labelled so by an authoritative actor able to convince its audience (see 
Buzan et al. 1997) and, in this instance, to gain attention and develop 
action. But this then raises the question of for what purpose? And the 
answer is quite clear: improved health on a global scale. Global health 
security, therefore, is not about the security or stability of the state or 
any other collective grouping. Rather, it is about promoting health, a 
traditional task of health services nationally but now taken by the WHO 
onto a global stage with added urgency.

Human Security

Although the philosophical roots of human security lie deeply embed-
ded in classical liberalism’s emphasis upon the individual, like bio-
security and global health security, human security is a relatively new 
concept. In 1990 Mahbub ul-Haq launched the fi rst annual report from 
the United Nations Development Programme (UNDP), the Human 
Development Report, arguing that development should be based not on 
states but on people; not just on economic well-being but on health, 
education and basic freedoms; and that security was more than the 
protection of national boundaries (UNDP 1990; see also ul-Haq 1995). 
This approach was further developed in the UNDP’s 1994 Human 
Development Report which focused on human security and is often seen 
as the originator of the concept. In this latter report, it was argued that 
security

has for too long been interpreted narrowly: as security of territory from external 
aggression, or as protection of national interests in foreign policy . . . Forgotten 
were the legitimate concerns of ordinary people who sought security in their daily 
lives . . . For many of them, security symbolized protection from the threat of 
disease, hunger, unemployment, crime, social confl ict, political repression and 
environmental hazards . . . For most people, a feeling of insecurity arises more 
from worries about daily life than from the dread of a cataclysmic world event. 
(UNDP 1994: 22)

Health security was explicitly identifi ed as a component of human 
security (e.g., UNDP 1994: 24) and health in general, but disease in par-
ticular runs through the 1994 report as a threat to human security. 
Signifi cantly, the report came at a time when humanitarian crises in 
Rwanda and the former Yugoslavia were high on the international 
agenda, and where protection of the vulnerable was perceived to be a 
global responsibility. Moreover, such crises were described as ‘complex’ 
– that is, they were not simply military but multi-dimensional in nature, 
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requiring a response which encompassed multiple fi elds including edu-
cation and health care.

By the turn of the millennium, human security was receiving consid-
erable attention, not least because of the efforts of a small number of 
key advocates including then Canadian Minister of Foreign Affairs Lloyd 
Axworthy (1997, 2001), Nobel laureate Amartya Sen (Sen 2000), and 
academics Lincoln Chen and Caroline Thomas (Thomas, 2000; Chen at 
al. 2003; Chen 2004). The highpoint perhaps came in 2003 with the 
report of the Commission on Human Security, an initiative supported 
by UN Secretary-General Kofi  Annan and chaired by Sen and former UN 
High Commissioner for Refugees Sadako Ogata (Ogata and Sen 2003). 
In this report, Ogata and Sen reiterated the view of human security 
which had been developing since the UNDP’s 1994 report, that human 
security was about freedom from want, freedom from fear, and the 
capacity of individuals to take action on their own behalf:

Human security is concerned with safeguarding and expanding people’s vital 
freedoms. It requires both shielding people from acute threats and empowering 
people to take charge of their own lives . . . Human security naturally connects 
several kinds of freedom – such as freedom from want and freedom from fear, 
as well as freedom to take action on one’s own behalf. (Ogata and Sen 2003: iv 
and 10)1

Human security is strongly linked to the promotion of human rights, 
often explicitly so (e.g., Ogata and Cels 2003: 274). It is also emancipa-
tory in its aim, in that it attempts to free people whether from fear, 
want or other forms of oppression. And running through it is a strong 
and often explicit normative bias – that the world can and should be 
run in a different, better way by putting people fi rst.

At the heart of human security is the simple but – in security terms 
at least – radical idea that people matter. The focus of security is shifted 
from the state to people, either as individuals or as communities. As 
Axworthy explains:

Security has traditionally focused on the state because its fundamental purpose 
is to protect its citizens. Hobbled by economic adversity, outrun by globalization, 
and undermined from within by bad governance, the capacity of some states to 
provide this protection has increasingly come into question . . . The state has, at 
times, come to be a major threat to its population’s rights and welfare . . . This 
drives us to broaden the focus of security beyond the level of the state and toward 
individual human beings, as well as to consider appropriate roles for the 
international system to compensate for state failure . . . This shift refl ects a 
growing recognition that the protection of people must be a principal concern. 
(Axworthy 2001: 19).
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Thus human security stands in contrast to state security: whereas the 
latter focuses on the preservation of the state and its institutions, 
human security is concerned with risks to individuals. In general, 
however, most advocates of human security do not see it as replacing 
but rather complementing state security. Indeed, a stable state may be 
a prerequisite for human security. Ogata and Cels, for example, write 
that ‘State security is essential but does not necessarily ensure the safety 
of individuals and communities . . . Human security thus shifts atten-
tion from securing states to protecting peoples within and across state 
borders. In so doing, it reinforces the assertion of sovereignty as a 
responsibility’ (Ogata and Cels 2003: 275). Thus human security expands 
on rather than replaces the idea of security as threats to the state, cover-
ing those risks and actors which threaten individuals and communities, 
and including the idea of ‘empowering people to fend for themselves’ 
(Ogata and Sen 2003: 4). Indeed, Ogata and Cels even suggest that 
‘Under certain conditions state security can take precedence over 
human security interests’ (Ogata and Cels 2003: 275).

Human security, however, is more than simply putting people fi rst 
and expanding the security agenda to accommodate risks to individuals 
and communities. Rather, it portrays the world as turbulent and inse-
cure even when there is peace. It differs in this way from national 
security’s highly structured view of insecurity as militarized violence, 
with its emphasis upon formal actors (mainly states), defi ned tools 
(largely military, economic and diplomatic power), and a tendency 
towards a binary divide between peace (security) and war (insecurity). 
For human security, risks are much less certain and rather more 
complex, arising from both the interconnectedness and multiplicity of 
types of risks that individuals may face. Mark Duffi eld describes it as 
‘the difference between seeing the world as a machine and seeing it as 
a living system or organism . . . [of moving] from the study of objects to 
the study of interconnections’ (Duffi eld 2001: 9–10). Running through 
the human security approach, therefore, is a sense that the world has 
changed through globalization and that the state can no longer always 
mediate successfully between the individual and these new global 
forces. The links with development are also clear, not only in the origins 
of the human security approach with the UNDP, but also the shared 
concern with how lives are lived. But, whereas development is about 
improving the quality of human life, human security is concerned with 
the risks to life and the freedom to live life without fear (Ogata and Sen 
2003: 10).

That health is a human security issue appears unchallenged. To some 
extent, this is because health fi ts into human security’s view of the 
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emergence of transnational threats which states are no longer able to 
mediate but which affect the lives of individuals (Curley and Thomas 
2004: 19–20). In particular, potentially epidemic infectious disease 
seems to fi t the mould of a human security issue, given the construction 
of it as a new risk and one which can transcend borders (Ogata and Sen 
2003: 97; Curley and Thomas 2004: 20). Not all health issues are cast as 
threats to human security, however. In an attempt to identify what was 
and was not a health security issue, the Commission on Human Security 
suggested four criteria (see box 6.5), which appear to be more prescrip-
tive than analytical. Lincoln Chen, a member of the Commission, offers 
a different take on the linkage:

Health and security are tightly linked. Good health is ‘intrinsic’ to human 
security, since human survival and good health are the core of ‘security’. Health 
is also ‘instrumental’ to human security because good health enables the full 
range of human functioning. (Chen 2004: 2)

More commonly, commentators have tended to focus on two of 
human security’s key freedoms: freedom from want (to some extent 
implied in Chen’s ‘full range of human functioning’) and freedom from 
fear (to some extent Chen’s ‘human survival’). On the former, the link 
is not only about the manner in which health is fundamental to an 
individual’s quality of life and dignity; it is also, and more importantly, 
about the relationship between health and poverty (Ogata and Cels 
2003: especially 278–9). This relationship may be characterized as a 
feedback loop: poverty leads to poor health, which in turn increases 
levels of poverty. But improved health may lead to rises in living stan-
dards as well as a better quality of life as people become better able to 
work and less dependent upon health services (see, e.g., WHO 2001). The 
political salience of this relationship increased in the years after the 
millennium. The war on poverty became a rallying cry not only for 
development activists, but also among key international institutions 
such as the World Bank and major donor countries, especially the G8 
at the 2005 Gleneagles summit. These same global players also commit-
ted themselves to improving health worldwide, through the MDGs and 
the establishment of the Global Fund.2 That these efforts came at the 
same time as the idea of human security was gathering momentum, 
with the Commission on Human Security reporting in 2003, seemed 
more than serendipitous, and even suggested a humanitarian zeitgeist. 
There was an additional reason why health was an important element 
in human security and especially in reducing fear from want. It not 
only contributed directly to an individual’s quality of life, but to the 
economic life of a state. As Gro Harlem Brundtland argued, there was 



144  Security and Health

a need to invest in health as ‘a prerequisite for economic development 
and an important part of any development strategy’ (Brundtland 2003: 
421). A generally good standard of health among the population was 
constructed by, for example, the WHO Commission on Macroeconomics 
and Health (WHO 2001) as a key factor in economic stability and devel-
opment which, in turn, would feed back into individual security 
through reduced fears over health and economic survival.

Health also contributed signifi cantly to the second of human securi-
ty’s key freedoms – the freedom from fear. Interestingly this was not so 
much constructed in terms of fear of disease or other health risks, but 
rather in the more traditional terms of state stability and military secu-
rity (e.g., Brower and Chalk 2003: 8–9; Ogata and Sen 2003: 97; Chen 
2004: 4–5). Three concerns are commonly raised. First, health crises may 
affect confi dence in a state and the social order. If the state’s duty is to 
protect its citizens, but it is failing to do so from health threats, then 
the social contract between the state and the governed is broken. This 
is especially so if disparities in health care are exacerbated by social 
divisions such as socioeconomic class, ethnic grouping or regional iden-
tity: when some groups receive better health care because of who they 
are rather than because of what they need. Health crises may also affect 
regional stability if they prompt population movements, either due to 
large-scale migration or the spread of disease via migration. Finally 
military security may be affected by health crises. Troops have histori-
cally been more at risk from disease than from the battlefi eld and, 
although antibiotics and better health care in theatres of war have 
altered this for many armed forces, troops remain more vulnerable, 
including a higher incidence of sexually transmitted diseases (e.g., HIV/
AIDS).3

How valid some of these concerns are as security risks, however, is 
debatable. For example, there is no evidence that health crises can act 

Box 6.5 What makes a health issue a human security risk?
In its Report, the Commission on Human Security identify four criteria that 
infl uence the strength of links between health and human security:

• The scale of the disease burden now and into the future.
• The urgency for action.
• The depth and extent of the impact on society.
• The interdependencies or ‘externalities’ that can exert ripple effects beyond 

particular diseases, persons or locations.

Source: Ogata and Sen (2003: 97).
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as anything more than a contributory factor affecting confi dence in the 
state (as opposed to confi dence in a particular government). Migration 
appears to be more a function of a lack of other basic needs, including 
food and clean water, than health care. And although historically the 
impact of disease on military performance has had potentially a major 
impact on state security (for example, English King Henry V risked 
defeat by the French, and the collapse of Plantagenet rule at Agincourt, 
because his forces had been severely depleted by dysentery during the 
siege of Harfl eur in 1415), the link today is much weaker. This suggests 
that the power of the argument is derived from something other than 
its basis in a perceived empirical reality. What this move, linking 
freedom from fear to issues such as state stability, does accomplish is 
to help blur the difference between human and national security (see, 
for example, box 6.6). That human security’s emphasis on freedom from 
fear overlaps with national security leads to the potential for confusion 
and misunderstanding.

Despite the interest generated in human security in some quarters, 
and its apparent complementarities with the increased interest in 
humanitarianism and poverty relief at the turn of the millennium, 
human security has failed to shake the dominance of national security 
as the dominant paradigm. To a signifi cant extent, this may be due to 
the manner in which Western governments have been able to construct 
terrorism both as the dominant security concern after 9/11 and as a 
national security problem. This, in turn, suggests the continued power 
of states, especially Western states, to construct security narratives in 
spite of human security’s emphasis on states being as much the problem 
as the solution, and the inability of states to deal with new risks. Yet it 
is also, to some extent, the product of human security’s vagueness as a 
concept. As Roland Paris comments,

Box 6.6 Mixing human and national security in health
Speaking on ‘AIDS and Global Security’ to a Nobel Centenary Roundtable in 
2002, WHO Director-General Gro Harlem Brundtland revealed the manner in 
which human and national security could be elided.

What is emerging today is a notion of ‘human security’. The levels of ill health 
in countries constituting the majority of the world’s population pose a direct 
threat to their own national economic and political viability, and therefore to the 
global economic and political interests of all countries . . . So investing in global 
health is investing in national security. (Brundtland 2002)
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everyone is for it, but few people have a clear idea of what it means . . . [defi nitions] 
tend to be extraordinarily expansive and vague, encompassing everything from 
physical security to psychological well-being, which provides policymakers with 
little guidance in the prioritization of competing policy goals (Paris 2001: 88)

For critics such as Paris, human security is ‘slippery by design’ (2001: 
88), a concept which is kept deliberately vague to ensure maximum 
support from diverse constituencies, but which then makes it ulti-
mately little more than a slogan. In its all-encompassing nature, it 
becomes diffi cult to see what, if anything, is excluded from human 
security, and therefore it has limited analytical or policy value. Moreover, 
in its expansive articulation of security as encompassing social, eco-
nomic and cultural well-being, it becomes diffi cult to see the difference 
between cause and effect: the causes of insecurity (poverty, poor health, 
economic deprivation) are also the effects of insecurity (Paris 2001: 93). 
As a consequence, human security has not had the impact in both 
policy and academic circles which its proponents had hoped for.

National and International Security

National security is often characterized in a narrow manner: that the 
referent object of security is the state; that the main concerns are direct 
threats, usually military in nature; and that the context is one of an 
anarchic international states system where self-help is the order of the 
day. Security therefore depends on the state protecting itself from such 
threats, and a social contract is entered into whereby citizens forsake 
some of their individual freedoms (in the most extreme form through 
conscription in time of war) to secure the greater collective good. The 
risk, however, is that the social contract is undermined by the increas-
ing power of the state, which may view its own preservation more 
highly than the lives and lifestyles of its citizens. The state, therefore, 
may become willing to sacrifi ce the freedoms and rights of the people 
it is supposed to protect in order to preserve its own power. It is this 
fear that has led to many health practitioners – ostensibly concerned 
with protecting and promoting the well-being of individuals and com-
munities – to be wary of national security.

This characterization, however, is more of a caricature than an accu-
rate refl ection of contemporary thinking on national security in three 
ways. First, this characterization is overly restrictive in its understand-
ing of how national security is practised. Even if military threats are 
the only direct risks to state survival, military strength depends on 
other factors, not least economic power and social coherence. Therefore, 
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policies other than military can have a major effect on state security. 
Few states, moreover, can rely solely on their own strengths for security, 
entering instead into security communities or formal alliances whereby 
some independence is traded for mutual support (hence in part the 
development of the term ‘international security’, although often 
national and international are used interchangeably). Second, for more 
than two decades, in the West at least, national security’s traditional 
focus on military threats has been replaced by a more diverse range of 
risks. This broadening of the security agenda has created a space where 
issues such as health can be considered part of national security. But it 
has also created the attendant question of what is a security issue? As 
a result, the new boundaries of security can appear so vague as to make 
the question what is not a security issue more pertinent. Crucially, 
failure to satisfactorily defi ne what is (and what is not) a security issue 
has risked turning ‘security’ into an empty signifi er, a term readily 
applicable to any issue, and therefore devoid of substantive meaning. 
This has led some to argue for a return to a more restrictive defi nition 
(see Deudney 1990; Walt 1991; Freedman 1998: 53), although most 
accept that national security in the twenty-fi rst century is far more than 
defence of territorial integrity from a military threat. Third, although 
the focus on states remains, understandings of the state and state power 
have changed. Of particular signifi cance for health security is the shift 
away from sovereign power and towards governmentality. Drawing on 
the work of French philosopher Michel Foucault, both Stefan Elbe and 
Alan Ingram have argued that power is no longer oriented self-referen-
tially towards preserving the power of the state (sovereign power) but 
rather towards improving the welfare of citizens (governmentality). 
Ingram cites Foucault: ‘What can the end of government be? Certainly 
not just to govern, but to improve the condition of the population, to 
increase its wealth, its longevity and its health’ (quoted in Ingram 2010: 
608, emphasis added; see also Elbe 2009: 86–107). Of course, this is not 
the case for all states, and both Elbe and Ingram accept that it applies 
predominantly to Western states; but as these states have set the agenda 
for health security, the signifi cance of this shift is considerable.

National security’s interest in health has been longstanding in that 
the physical condition of military troops affects their operational per-
formance. As noted above, diseases such as cholera and dysentery have 
historically caused signifi cant numbers of casualties during military 
campaigns. From the 1990s on, however, interest in a broader range of 
concerns began to develop and started to become apparent within a 
number of key policy circles. In so doing, the foreign and security policy 
community have maintained a robustly state-centric approach: in pub-
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lished statements by foreign and security ministries, there is consider-
able consistency in prioritizing the national interest when discussing 
health security issues (e.g., Cook 2000: 2; Downer, 2003; FCO 2003: 13; 
US State Department 2004: 76). Two examples of this are the 1999 US 
National Intelligence Estimate on the global threat of infectious disease 
to the United States, and the January 2000 meeting of the UN Security 
Council. On the fi rst, in 1999 the Central Intelligence Agency (CIA) 
identifi ed a number of risks to US security arising from infectious 
disease, risks exacerbated by rapid globalization and the increased 
worldwide movement of goods and people. These included not only 
risks to US citizens travelling abroad, but to citizens at home given the 
potential for certain infectious diseases to spread globally. Crucially, 
however, the CIA went further than this, arguing that infectious disease 
also posed a risk to international stability and even economic growth, 
thus placing it fi rmly in the territory of national security (CIA 2000). 
On the second, at its fi rst meeting of the new millennium, the UN 
Security Council discussed the threat of HIV/AIDS to Africa and, in 
Resolution 1308, warned ‘that the HIV/AIDS pandemic, if unchecked, 
may pose a risk to stability and security’ (UNSC 2000b; see also UNSC 
2000a; McInnes and Rushton 2010). In particular, the Security Council 
drew attention to the effects of HIV/AIDS on social stability and on 
peacekeeping missions. This debate raised the global political stakes on 
HIV/AIDS and, in subsequent years, HIV/AIDS has been framed not only 
as a humanitarian catastrophe but as a risk to national security and 
international stability.

Three issues have dominated national security’s interest in and 
engagement with health: acute and severe infectious diseases of epi-
demic potential; HIV/AIDS; and bio-terrorism (see boxes 6.7, 6.8 and 6.9). 
What is missing, however, is a rationale as to why some health issues 
might be considered national security problems but not others. Health 
issues are not identifi ed as national security risks by reference to an 
explicit set of criteria, but have rather arisen in an ad hoc manner and 
agreed inter-subjectively by key national and international actors. 
Although it is possible to identify three broad sets of reasons which 
suggest an implicit agenda, as will be seen below, these are also prob-
lematic. The fi rst of these reasons is the potential of a health issue to 
threaten international stability. Four possible reasons can, in turn, be 
identifi ed as supporting this claim.

The fi rst of these is that health crises may have dramatic effects on 
the global economy. That health crises may have detrimental economic 
effects has been long understood, but globalization has not only 
increased this sensitivity, but also broadened the potentially affected 
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geographical territory. An epidemic may lead to reduced economic 
growth in areas not directly affected by the disease, or even in worst-
case scenarios trigger a global recession, increasing levels of poverty and 
creating stresses on lifestyle and livelihood among even the wealthy 
states. Second, poverty and poor health may lead to migration as people 
seek a better, safer life elsewhere. It is feared that migration fl ows can 
not only risk spreading disease, but may act as destabilizing forces in a 
region. Third, it is argued that militaries may be at increased risk from 
some diseases, especially HIV/AIDS, impacting upon their operational 
capabilities with potential effects on national security and thereby 
international stability. Finally, risks from certain diseases (and in par-
ticular HIV/AIDS) are believed to affect the willingness of states to send 
troops on peacekeeping missions. Concerns have also been expressed at 
the willingness of countries to receive peacekeepers if they fear that 
troops may bring high rates of HIV infection into a country with them. 
The problem with these four arguments is that the causal relationship 
between an adverse health effect and international stability is question-
able, and/or the empirical evidence to support the claim is suspect or 
missing. For example:

• On the macro-economic effects of poor health, the long-term 
sensitivity of the global economy to changes in health status are 
unclear while there is no credible evidence that international stability 
is affected by these effects. Neither sudden outbreak events such as 
SARS and pandemic infl uenza, nor chronic diseases such as malaria 
and (increasingly) HIV/AIDS, have affected international stability 
because of their macroeconomic effects; nor have SARS and pandemic 
infl uenza demonstrated signifi cant long-term macroeconomic effects 
(although assessing the impact of the 2009 H1N1 infl uenza pandemic 
is complicated by the simultaneous global fi nancial crisis).

• Although there is an awareness of migration as a security issue (see, 
e.g., Weiner 1992–3; Huysmans 1997; in contrast, see Graham and 
Poku 2000), health status does not appear to be a key driver in people 
leaving their homes. Rather, poverty, famine and confl ict appear to 
be much more signifi cant causes of mass migration.

• Although there was some evidence at the turn of the decade that 
militaries were more susceptible to HIV infection, and a number of 
plausible reasons were offered for this, the picture now appears more 
nuanced. Empirical evidence is no longer so clear cut, while HIV/AIDS 
awareness campaigns have been instituted (not least by UNAIDS) 
which have the potential to massively reduce HIV infection rates 
among military personnel (McInnes 2006, 2007; ASCI 2009).
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• The link between a military weakened by disease and state instability/
insecurity is also unclear. Empirical evidence is lacking for this, 
while the literature on the causes of war remains contested over the 
issue of military weakness. The best that may be said is that, if 
insecurity emerges, then a weakened military may be less able to 
cope than one which has not been affected by poor health.

• Research during the last decade on the global spread of HIV/AIDS 
does not support the argument that peacekeeping is an important 
vector in the spread of the disease or that peacekeepers are especially 
susceptible (UNAIDS 2005; UN DPKO 2005).

Box 6.7 Infectious disease as a national security risk
Three broad reasons have been articulated by the foreign and security policy 
community as to why infectious disease is a national security risk. First, the 
spread of these diseases could pose a direct threat to the health and well-being 
of the very people that states are there to protect, including crucially, and for 
the fi rst time in perhaps half a century, the populations of Western states. This 
is especially important in the context of the shift away from sovereign power 
and towards governmentality. Concerns were fi rst articulated in the late 1990s, 
most notably by the CIA’s 1999 National Intelligence Estimate on the threat 
from infectious disease. But it was the emergence of SARS in 2002–3 which 
did most to alert states to the fact that new diseases can spread quickly and 
uncontrollably, while in the middle of the decade the likelihood of pandemic 
fl u and the possibility of a strain of H5N1 (avian fl u) spreading from human to 
human posed the possibility of deaths from disease on a scale not witnessed 
in the industrialized world since the Spanish fl u. These fears were given a touch 
of reality by the swine fl u pandemic of 2009, not least by the way in which it 
spread widely and rapidly. The disease appeared to outstrip initial public health 
responses as well as place strains on the provision of drugs. Swine fl u also 
demonstrated how such diseases could create public fears, partly related to the 
intense media interest which were perhaps disproportionate to the eventual 
levels of morbidity and mortality (especially when compared to endemic diseases 
such as malaria, or tobacco-related diseases). Perhaps ironically the intense 
media concern followed by a comparatively small number of deaths may have 
led some to believe that the risks of pandemic infl uenza had been overstated 
and contributed towards a sense of pandemic fatigue. Nevertheless, pandemic 
infl uenza continues to be considered a high risk by many western states.

Second, a pandemic may cause social disruption and threaten the stability of 
a state, especially one which is already weak: by eroding confi dence in the 
state’s ability to provide a basic level of protection against disease; social inequal-
ities may be highlighted as the rich or privileged obtain access to better drugs 
or health care, potentially leading to public disorder; if large numbers of people 
die or are unwilling/unable to go to work, public services may be placed at risk, 
threatening the functioning of a state; and violence and disorder may appear 
if the authorities become unable to cope and if groups feel they have nothing 
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to lose. Thus a state may begin to fail. Although disease may not be the sole 
cause, it may provide the tipping point, turning a ‘weak state’ into a ‘failed’ 
one. Moreover, this is not simply an issue for the state directly affected. As the 
United States’ 2002 National Security Strategy put it, ‘America [and the West] 
is threatened less by conquering states than we are by failing ones’ (White 
House 2002: 1).

Third, a large-scale epidemic may also contribute to economic decline by: 
forcing increased government spending on health as a percentage of GDP; 
reducing productivity due to worker absenteeism and the loss of skilled person-
nel; reducing investment (internal and external) because of a lack of business 
confi dence; and by raising insurance costs for health provision. For the state 
involved, the costs may be highly signifi cant, but in a globalized world the 
effects may be felt much more widely. The relatively short-lived SARS outbreak 
of 2003–3 led to less than a thousand deaths – individually tragic but, compared 
to annual deaths from HIV/AIDS, TB or malaria, statistically relatively insignifi -
cant; but the loss in trade and investment was calculated in tens of billions of 
US dollars for the economies in Asia. The macroeconomic effects of a major 
epidemic may therefore be very signifi cant, threatening to make the relatively 
affl uent poor and the already poor poorer, with a consequent impact upon the 
ability of states and individuals to provide for their security and well-being.

Box 6.8 The case for HIV/AIDS as a national security issue
Although an infectious disease, HIV/AIDS is often constructed as a security issue 
in its own right. This status was both refl ected in and reinforced by the UN 
Security Council’s special session on HIV/AIDS in 2000, the Council’s subsequent 
Resolution 1308 on the threat to Africa from the disease, and its reaffi rmation 
of the link in 2011. The claims made in 2000 by the Security Council were 
decisive in constructing the agenda for the subsequent debate which emerged 
in the following few years on HIV/AIDS as a national security issue.

A number of concerns were regularly cited which included the effects of the 
disease on economies and on governance (e.g., ICG 2001; Justice Africa 2004). 
HIV/AIDS was claimed to create particularly severe economic problems because 
of the cumulative effects of the disease over a number of years and because of 
its disproportionate impact upon workers in what should be the most productive 
period of their lives (UN Secretariat 2003: xiii–xiv; ICG 2001: 9–13). Such eco-
nomic decline may increase income inequalities and poverty, exacerbating or 
creating social and political unrest. HIV infection rates were seen as being 
unusually high among skilled professionals (including civil servants, teachers, 
police and health workers) and young adults, threatening ‘the very fi bre of what 
constitutes a nation’ (ICG 2001: 1). Governance could be harmed if societies 
become polarized as a consequence of HIV/AIDS, if disaffection with the political 
process sets in, or as a consequence of aid-dependency. The stigma of AIDS 
may also lead to exclusion from work and/or society, creating alienation, fatalism 
and anger among people, especially young people, living with HIV and AIDS. 

Continued
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These people may become prone to criminal violence or to following violent 
leaders (CIA 2000; Justice Africa 2004).

The high rate of HIV infection among security forces, including the military, 
was also frequently cited as a cause for concern. This was a particular problem 
in sub-Saharan Africa, where infection rates among the military were reported 
to be especially high, with consequences for combat readiness, military perfor-
mance, morale and defence budgets (as money is diverted to caring for HIV-
positive military personnel). Because of this, states may be at greater risk from 
internal confl ict or external aggression. Moreover, there was some evidence to 
suggest that confl icts may be prolonged either to defer the return of HIV-
positive troops, or to enable them to gain suffi cient money (legally or otherwise) 
to allow them to purchase anti-retroviral therapies (Elbe 2002, 2003; Heinecken 
2003; UNAIDS 2003). A related issue concerned the impact of HIV on peace-
keepers, who may be at increased risk from infection (since many of the world’s 
confl icts were in regions with a high prevalence of HIV), and who may also act 
as vectors for the spread of the disease (UNAIDS 2003: 6).

Finally, concern was expressed that confl ict itself may act as a vector for the 
spread of HIV. Soldiers, already a high-risk group, are willing to engage in even 
more risky behaviour in confl ict regions; incidents of sexual violence increase in 
confl ict; combat injuries may be treated in the fi eld with infected blood; health 
education and surveillance may be poor in zones of confl ict; soldiers returning 
from confl icts may bring HIV with them; confl icts create migration which may 
facilitate the spread of HIV; and refugee camps may have poor health education 
and access to condoms, but are also areas where sexual violence is rife. In addi-
tion, HIV may act as a disincentive to end confl icts because of fears that troops 
from low-prevalence areas may act as a Trojan horse for the spread of the 
disease on their return (see, e.g., UNAIDS 2003).

The second broad set of reasons why health issues might be a national 
security problem concerns their ability to affect the internal security of 
a state. If the domestic economy is damaged, then divisions between 
rich and poor may be exacerbated. Increased levels of poverty may, in 
turn, breed social discontent and provide a fertile ground for entrepre-
neurs of violence. Moreover, confi dence in the government, or in the 
state more generally, may be damaged if public health services are 
unable to cope. The social contract between a state and its citizens is at 
risk if the state cannot provide a basic degree of protection; disillusion-
ment and alienation may set in if large numbers start dying and as 
prospects of survival diminish; absenteeism and high levels of morbid-
ity may rip gaps in the fabric of society. Thus poor health, and in par-
ticular epidemic diseases, may pose a security risk to states.

What is again lacking, however, is the empirical evidence to support 
these arguments. With HIV/AIDS, in particular, a number of states have 
had very high levels of infection for more than a decade, especially in 
sub-Saharan Africa. These are also among some of the poorest countries 
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Box 6.9 Bio-terrorism
The idea of using biological agents (or pathogens) as a weapon to cause disease 
goes back several hundred years, and was a major concern not least during the 
Cold War. For much of that period, concern focused upon state use, but in the 
1980s and 1990s, a number of political and religious extremist groups used or 
attempted to use biological weapons. These included a 1984 attempt by fol-
lowers of Rajneesh Bhagwan to use salmonella to incapacitate voters in Oregon; 
the 1995 use of sarin in the Tokyo subway by the Aum Shinrikyo cult, which 
followed their failed attempt at an airborne release of anthrax over Tokyo; letters 
purporting to contain anthrax spores being sent to abortion clinics and govern-
ment offi ces in the US in the late 1990s; and claims that Al Qaeda was attempt-
ing to develop an anthrax weapon for mass terror use. At the same time 
concerns were rising over possible proliferation of biological weapons to states. 
Intelligence reports suggested that the break-up of the Soviet Union might lead 
to biological weapons material being sold on the black market to such states 
as Cuba, Iran, Libya and Syria, while in 1995 a UN Special Commission reported 
that Iraq had been developing an anthrax weapon during the 1990–1 Gulf War 
(WHO 2007a: 35–7; Graham 2008: 6–10).

However, the terrorist attacks of 11 September 2001 dramatically increased 
the sense of risk, demonstrating the willingness and ability of terrorist organiza-
tions to infl ict mass civilian casualties (see, e.g., Strongin and Redhead 2001). 
A week later a series of letters were sent to US government offi cials and media 
outlets containing anthrax spores, infecting 22 and killing 5. These two events 
‘showed the potential of bio-terrorism to cause not just death and disability, 
but social and economic disruption on an enormous scale’ (WHO 2007a: 37). 
The initial focus on anthrax was quickly overtaken by concerns over infectious 
diseases and especially smallpox, which had been eradicated outside secure 
laboratory storage in 1979. Unlike non-contagious agents such as anthrax, 
which require sophisticated methods to infect large numbers of people, small-
pox could spread by human-to-human contact; the lag time between infection 
and symptoms emerging would be several days, meaning rapid exposure of very 
large numbers of people as those infected wittingly or not continued to move 
among the population; and its eradication as an endemic disease in 1979 meant 
that immunization programmes had been stopped, leaving people highly vul-
nerable to the disease. In a high-profi le if somewhat alarmist article, Laurie 
Garrett wrote ‘If the smallpox virus were released today, the majority of the 
world’s population would be defenseless [sic], and given the virus’ 30 percent 
kill rate, nearly two billion people could die . . . The world is thus completely 
vulnerable to a smallpox attack’ (Garrett 2001: 77–8).

Three problems, however, have emerged in responding to the risk of bio-
terror. First, there have been clear tensions between an internationally versus a 
domestically focused strategy. Following the anthrax attacks, the US stepped 
up its stockpiling of the smallpox vaccine, soon joined by other countries, includ-
ing the UK. Given the large-scale purchasing by a few states of the vaccine, 
supplies worldwide were soon in short supply. Similarly, worldwide supplies of 
the antibiotic Cipro, used to treat anthrax, rapidly became in short supply. This 
national strategy of stockpiling vaccines raised international concerns over 

Continued
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hoarding by a few states to the detriment of others. Tensions also arose over 
the US government’s decision to pull out of negotiations on the Biological 
Weapons Convention (BWC). The priority of the US appeared to be to focus on 
domestically based security measures, while others argued that a more interna-
tional approach would yield better results.

This tension is also revealed in the second problem – whether it is better to 
try and prevent such attacks from happening or whether the priority should be 
on defence. The former suggests that attention should be given to international 
cooperation on intelligence and to the use of diplomatic efforts (including arms 
control) to make the supply and production of such weapons more diffi cult. In 
this, public health would be important in monitoring and surveillance of activi-
ties, but not the key element in an international strategy. The alternative 
approach, however, accepts that attacks are likely to be attempted and that a 
much more nationally focused strategy would be more appropriate. This would 
use domestic counter-terrorist agencies and ‘at-the-border controls’ to prevent 
biological weapons from entering the country, but would also make much 
greater use of public health systems in defending against such attacks.

The third problem is whether the risk has been overstated. Despite the com-
paratively recent use of such weapons in Iraq, Japan and the United States, 
there remain doubts both over how easy it is for sub-state groups to gain access 
to, or produce, effective weapons and over how easy it is to use them in a 
manner which might cause signifi cant loss of life. In 2008, the Graham 
Commission in the US reported that, although the bio-terrorist threat was of 
concern, ‘Because of the diffi culty of weaponizing [sic] and disseminating sig-
nifi cant quantities of a biological agent in aerosol form, government offi cials 
and outside experts believe that no terrorist group currently has an operational 
capability to carry out a mass-casualty attack. But they could develop that 
capability quickly . . . [But] given the high level of know-how needed to use 
disease as a weapon to cause mass casualties, the United States should be less 
concerned that terrorists will become biologists and far more concerned that 
biologists will become terrorists’ (Graham 2008: 11).

on the planet. Yet there is little evidence to date that high HIV/AIDS 
prevalence has created destabilizing pressures threatening the security 
of the state. Nor is the causal link between disease and state insecurity 
necessarily apparent. Indeed, Barnett and Whiteside (2000) have argued 
that high prevalence of disease (in their example HIV/AIDS) is not, in 
and of itself, suffi cient to create risks to state security. They argue that 
it is only if such states also have both low social cohesion and high levels 
of poverty/unequal distribution of wealth that they may be at high risk 
of instability.

The third set of reasons concerns high morbidity and mortality rates. 
When the number of people at risk reaches exceptional levels, then this 
moves into the realm of national security, not least because the effective 
operation of the state may be at risk. The level at which an event 
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becomes suffi ciently extraordinary to be considered a security issue, 
however, is not defi nable for example as a percentage of the population; 
rather it is determined inter-subjectively on a case-by-case basis (see 
Buzan et al. 1997 on the inter-subjective nature of security). But a key 
feature, for the purposes of this section, is that the cause is portrayed 
as exogenous to the state; in other words, that it comes from the outside 
and can therefore be represented as an external threat. Three health 
issues seem both to meet this necessary condition of externality and to 
breach the threshold of being outside the ordinary: the spread of exist-
ing diseases such as Ebola or West Nile virus to new geographies; the 
emergence of new, potentially pandemic, diseases such as SARS or a 
version of H5N1 infl uenza virus that is readily transmissible human-to-
human; and bio-terrorism. Of these, probably only the second has the 
potential to kill very large numbers of people within a state. But it is 
not only the level of morbidity that matters, but the sense of risk felt 
within high-income countries. Thus in the 1990s, when the Ebola virus 
fi rst appeared in the US, the level of concern and attention far outran 
what might have been assumed from the number of people realistically 
at risk from the disease. Similarly, concerns over bio-terrorism may be 
overstated with doubts over how easy it is for sub-state groups to gain 
access to, or produce, effective weapons; and over how easy it is to use 
them in a manner which might cause signifi cant loss of life. But this 
does not mean that the threat is not considered to be very real and of 
high political salience, resulting in substantial resources being allo-
cated to allay those fears.

In terms of impact, therefore, one can distinguish between the per-
ception of an issue as a health threat and its likely impact upon the 
state. With both the spread of existing diseases and bio-terrorism, it is 
clear that people may be at risk; but it is unlikely that these numbers 
would match those of a major epidemic. What is also crucial to note 
here is that the concerns are primarily those of Western states, where 
perhaps the idea of being at risk from disease or from large-scale ter-
rorist atrocities is relatively novel. Much more signifi cant in terms of 
potential morbidity is the emergence of new diseases with the potential 
to become pandemics. But, as with the previous section, it is diffi cult 
to see how this will necessarily destabilize a state.

Conclusion

This chapter has identifi ed how the traditionally narrow linkage 
between health and security has been expanded, in both the academic 
and policy fi elds, since the late 1990s. It has shown how the links 
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between health and security now encompass a wider range of issues 
and vulnerabilities than previously. This new development is generally 
cast in terms of a response to exogenous developments. Crucial to the 
health security narrative is the argument that new risks have emerged, 
and have acquired added salience in the context of accelerated global-
ization. An important element in this narrative is the argument that 
security’s horizons have been broadened beyond the narrow defence of 
the state against (usually) military threats, to include a more diverse 
range of risks from novel directions. This has created a space whereby 
health issues can more easily become a part of the security agenda. That 
much of the discussion over health and security focuses on a similar 
range of issues – usually severe and acute epidemic infectious diseases, 
HIV/AIDS and bio-terrorism – has helped to create the sense that this is 
a coherent picture where there is agreement over the landscape. What 
differences do emerge are therefore deemed second order issues con-
cerning how to respond to such risks, rather than the fi rst order scene-
setting issues of what is being discussed within the realm of health 
security in the fi rst place.

As described in chapter 1, the purpose of this book is to ask more 
critical questions. It starts from the premise that there is nothing 
‘natural’ about the social world, but that it is a construction. From this 
perspective, narratives which attempt to explain the social world are 
not objective accounts of observed phenomena, but they help to con-
struct social reality by promoting particular understandings. Crucially, 
narratives serve a purpose in privileging certain interests and certain 
ways of seeing the world over others. In this context, the health-security 
nexus is not a coherent fi eld, but one where there are key differences 
which are obscured by superfi cial commonalities. This chapter identi-
fi es three distinct ways of seeing the health–security nexus, each of 
which is different in what it privileges. Thus, global health security is 
concerned with health promotion on a global scale. It is motivated by 
a belief that risks to public health have been globalized, requiring a 
response beyond that which individual states are capable of. Its focus 
is on the emergence of global threats to public health and security, and 
its primary goal is therefore the well-being of individuals and popula-
tions in the face of these threats. Human security appears similar in that 
it is concerned with individuals and communities. Its focus, however, 
is not on health, but on freedom from fear and from want. Health is 
thus only a part of the human security agenda, not the focus of it, and 
other issues may be prioritized, especially poverty alleviation. Therefore, 
whereas global health security is primarily (and even solely) concerned 
with the promotion of individual and population health in the face of 
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global risks, human security is concerned with alleviating an individu-
al’s or population’s fear. Both privilege individuals and populations, but 
they differ over what they are protecting them from. Finally, national 
security offers a very different perspective on the health–security nexus. 
Health issues tend to fi gure on the national security agenda if they are 
seen as a potential threat to the internal security of the state, have an 
impact on international stability, or cause exceptional levels of morbid-
ity and/or mortality. What this suggests is that, despite the evolution of 
the national security perspective, as detailed in this chapter, when it 
comes to the health–security nexus, the perspective remains heavily 
state-centric with the interests of the state (and indeed certain powerful 
states) privileged over those of individuals or communities within the 
state. What is notably important is how the national security agenda 
on health has been constructed with limited empirical evidence to 
support it, suggesting the ability of narratives to construct social reali-
ties based on discourse and inter-subjective understandings. The fact 
that there has been no health crisis leading to state failure has not 
prevented health issues appearing on certain national security agendas.
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Conclusion

Since the 1990s, health and International Relations have been edging 
closer together within both the academic and policy worlds. After a long 
history of being largely segregated, the two fi elds have discovered much 
common ground and mutual interest. This book has critically examined 
this developing relationship, located within the rapidly growing but 
loosely defi ned subject of ‘global health’, including their perceived 
spheres of overlap and what to do about them. Almost all accounts to 
date have taken the relationship as arising from a necessary response 
to ‘real world’ events, centring on the contemporary acceleration of 
globalization. It has been widely argued, including by one of the current 
authors (Lee 2000, 2003), that changes to the material world ‘out there’ 
are demanding new ways of understanding and responding to that 
world. Thus, accounts have abounded of globalization creating condi-
tions for emerging and re-emerging diseases spreading more widely and 
rapidly across the world. Collective responses to this spectre have been 
sought by bringing together the technical expertise of public health 
with the political resources of the International Relations community.

While far from denying that globalization is changing the world, and 
that this changed world is having profound effects on human health, 
we have argued in this book that this is only part of the story. To tell 
the fuller story requires us to step away from rationalist accounts of 
global health and to take a more refl ectivist position. For us, the rela-
tionship between global health and International Relations is not a 
‘given’; that is, solely a natural response to evolving circumstances. 
Rather, we begin by problematizing the relationship itself as something 
that has been constructed in a particular way, resulting in an emphasis 
on certain issues and neglect of others, on the prioritizing of some 
interests over others, on the scientifi c legitimizing of particular forms 
of knowledge and methods over others, and on the empowering of 
specifi c institutional arrangements over others.

This, in turn, leads to a very different set of questions than has domi-
nated global health debates to date: What are the health needs requir-
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ing most urgent attention in a globalizing world? What are the ‘best’ 
tools or policies to tackle these global health needs? And how can we 
(re)build the most effective and effi cient institutions to achieve collec-
tive action for global health? These are all very important questions but, 
prior to answering them, a deeper and more critical set of ‘why’ ques-
tions require addressing. Why are certain global health issues deemed 
as privileged over others (e.g., see chapters 2 and 4)? Why are some tools 
or policies perceived as preferred over others (e.g., see chapters 3 and 
6)? And why are certain institutional arrangements given legitimacy 
and authority over others (e.g., see chapter 5)?

Seeking to address such ‘why’ questions as a starting point, we have 
argued in this book that a range of normatively based frameworks can 
be observed in global health policy. These frameworks comprise sets of 
values which shape the articulation of certain ideas, interests and insti-
tutions. Moreover, such frameworks even lead to different defi nitions 
of global health based on these sets of values. We have described the 
dominant frames in global health to date (namely security, economism 
and biomedicine) and how they have been aligned with particular inter-
ests within the emerging global political economy. We have argued that 
these dominant frames have often led to an emphasis by global health 
actors on acute and severe infectious disease outbreaks over, for 
example, the impacts of globalization on mental health, accidents and 
injuries, and a range of non-communicable diseases. The stockpiling of 
anti-virals and pre-ordering of vaccines, for priority use by selected 
populations in high-income countries during an infl uenza pandemic, 
rather than policies to tackle the socioeconomic conditions that can 
give rise to zoonosis, can also be understood in terms of these dominant 
frames providing the ideational basis whereby the global ‘haves’ can be 
prioritized over the ‘have nots’ – most starkly, and rightly or wrongly, 
the governments of high-income countries have looked fi rst to protect-
ing their own domestic populations over those of other countries (an 
early example of our position is McInnes and Lee 2006). Yet, it is also 
apparent that many constituencies, given more or less consideration by 
the dominant frames in global health policy, do not conform to state 
boundaries. The poor, regardless of living in a low-, middle- or high-
income country, can experience hardship gaining access to health care 
and essential medicines. It is reported that 46 million Americans lacked 
health insurance in 2008, and that 275,000 adult deaths would occur 
between 2010 and 2020 as a result (Andrews 2010). Ring and Brown 
describe ‘the unacceptably large differences between the health of 
indigenous and non-indigenous populations in developed nations’ 
(Ring and Brown 2003: 404), while Brown (2002) describes the appalling 
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health and safety records of special economic zones the world over 
geared towards free trade and export processing. Among the benefi cia-
ries of global health policies framed through security, economic or 
biomedical lenses are transnational providers of health care services 
and fi nancing, producers of health care goods and services, and the 
relatively wealthy across all countries able to access them. Overall, the 
World Health Report 2008 showed that public spending on health services 
most often benefi ts the rich more than the poor in high- and low-
income countries alike.

This is not to say that the humanitarian impulse is absent in the poli-
cies of governments and other global health actors amid these domi-
nant frames. The signifi cant rise in charitable giving by individuals and 
philanthropies for global health led by the Bill and Melinda Gates 
Foundation; the rise of health on the G8, OECD and World Economic 
Forum agendas; the decision by the UK government to maintain its 
overseas development aid at existing levels despite widespread cuts in 
public expenditure in 2010; and, not least, the remarkable fl ow of stu-
dents into global health training and education programmes (Brown 
2008), all attest to the sincere desire to ‘make a difference’ to the health 
of people worldwide. Humanitarian impulses, however, are not exempt 
from the infl uence of normative frameworks and, as such, must be 
equally subject to the ‘why’ questions described above. The framing of 
global health in terms of human rights or the social determinants of 
health, therefore, also refl ect particular ways of seeing the world and 
thus a focus on certain ideas, interests and institutions.

This book has argued for making such normative frameworks explicit 
as a starting point for fuller debate in global health. Claims based on 
the primacy of scientifi c or economic rationalism, on an evidence base 
limited to certain ‘gold standard’ methodologies, or other forms of 
knowledge deemed to be ‘common sense’ or ‘received wisdom’, need to 
be more fully interrogated. Instead, global health can be seen as an 
arena of competing and contested normative frameworks which are 
being shaped by, as well as shaping, the ‘real world’.

In this spirit, this book has itself been normative in its orientation. It 
has been critical of the manner in which the relationship between 
global health and International Relations has been narrowly con-
structed to date, and of the lack of emphasis on health needs as an 
overarching governing principle. Our concerns extend to the growing 
brigade of International Relations scholars who fi nd themselves 
attracted to the ‘plague and pestilence’ aspects of global health, as well 
as members of the public health community seeking to obtain and 
apply new ‘tools’ from International Relations. We are, however, encour-
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aged by a number of recent trends which suggest a new relationship 
might be possible. There are indications that the agenda may be broad-
ening. In September 2011, the UN High-level Meeting on Non-
communicable Diseases was held to give unprecedented attention to 
health conditions such as cancer, hypertension and diabetes, all of 
which threaten to dwarf the morbidity and mortality worldwide (63 per 
cent of total deaths in 2008) caused by infectious diseases. The hopeful 
may see this as recognition at last of the real burden of disease affl icting 
a globalizing world, and the start of an overdue shift in research and 
policy attention. Others have been more cautious, citing the lack of 
targets, funds and action in the resultant declaration, the impact of the 
global economic crisis on available resources, the need to apply complex 
policy interventions to address NCDs and, perhaps most importantly, 
the strong presence of corporate interests as weighing against such a 
shift (Cohen 2011). To this daunting mix, we would also add the need 
to better understand how NCDs and other neglected health conditions 
have been, and could be, framed to gain political traction. Many NCDs 
have been typically cast as self-infl icted health problems suffered by 
individuals who eat, drink or smoke too much. Personal responsibility, 
rather than stronger regulation or innovative public health initiatives, 
were deemed lacking. The framing by the World Economic Forum and 
Harvard School of Public Health (2011) of NCDs as an economic issue, 
forecast to cost US$47 trillion or 4 per cent of gross domestic product 
(GDP) over the next twenty years, puts the challenge in a different light. 
NCDs do not only infl ict individuals; they are a collective burden on 
individual societies and, by extension, the global economy. This eco-
nomic framing of NCDs would, in turn, suggest that particular policy 
actions (e.g., pricing, subsidies, taxation) be targeted at certain popula-
tions (e.g., young people, adults) to create fi nancial incentives to pursue 
healthier lifestyles. Alternatively, a social determinants of health 
approach to NCDs might lead to an emphasis on altering the built 
environment, to encourage more physical activity, or to review trans-
port, education or agricultural policy.

As well as a broadening agenda, there are signs that dominant norma-
tive frameworks may be being challenged. Ongoing efforts to address 
other global health issues, such as pandemic infl uenza, health worker 
migration and access to medicines, can also be more fully understood 
in the context of competing normative frameworks. The Pandemic 
Infl uenza Preparedness Framework (PIPF) agreed in 2011 goes beyond 
the security risks to high-income countries from a major pandemic, the 
biomedical need to secure virus samples to develop appropriate vac-
cines, and the need to provide pharmaceutical manufacturers suffi cient 
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economic incentives to invest in production facilities, to recognizing 
the core problem of inequitable access to such vaccines. In addition to 
a commitment to create stockpiles of anti-viral drugs and vaccines for 
use by countries most affected in an infl uenza pandemic, the PIPF urges 
member states to address the inherent structural problems inhibiting 
expansion of capacity in the vaccine manufacturing industry. The adop-
tion of the WHO Global Code of Practice on the International 
Recruitment of Health Personnel in 2010 offers another framework for 
addressing a major social justice issue in global health. As Emily deRiel 
of the nongovernmental organization Health Alliance International 
writes,

It doesn’t seem fair that wealthy countries – which have the most health workers 
per capita, the lowest disease burden and can better afford to train more health 
workers of their own – should take health workers from poor countries that 
desperately need them. (deRiel 2010)

At the same time, the organization recognizes that ‘who can begrudge 
health workers the opportunity to take a job abroad that offers better 
pay, better working conditions, and a chance to develop their careers 
and support their families. The right to migrate is a human right.’ Both 
issues illustrate that multiple and competing frameworks come into 
play, change can occur over time regarding the prevailing dominant 
normative framework, and that negotiating institutional arrangements 
for global health governance is a process of reconciling and even com-
bining such frameworks.

Another apparent trend in global health is the emergent and deter-
ritorialized nature of its polity. What constituencies make up global 
health? As described above, the traditional distinction between ‘devel-
oped’ and ‘developing’ countries increasingly fails to capture the distri-
bution of health costs and benefi ts in a globalizing world. The so-called 
emerging economies, along with other middle-income countries, are 
predicted to be increasingly infl uential players in global health, with 
their own needs, agendas and perspectives. Interest has, for example, 
begun to focus on the role of the BRIC states (Brazil, Russia, India and 
China) as emerging powers in global health governance (Lee et al. 2010; 
Ng and Ruger 2010), and on whether the G20, with its greater plurality, 
may supersede the G8. In this respect, the Oslo Declaration is an example 
of new coalitions of states forming within global health.

Moreover, if globalization is deterritorialization (see chapter 1), this 
requires us to redefi ne the boundaries of its constituencies and their 
corresponding health needs in new ways. Individuals may have multi-
ple identities that cut across national, ethnic, gender, religious and 
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other lines. Thus, a young female worker employed in a non-unionized 
factory located in a special economic zone in India experiences a 
mixture of costs and benefi ts to her health. She may be exposed to 
unsafe working conditions, have to travel and live in risky social set-
tings, and have limited access to nutritious food or clean water. However, 
she may also have the opportunity to earn increased income, and have 
improved access to health education and services from the employment 
site.

Social groups also refl ect the multiplicity of identity and health needs 
in global health. Civil society organizations, patient groups, trade 
unions, religious organizations, industry associations, academic institu-
tions, professional bodies and many other groups inhabit the global 
health polity. It has been observed that this emerging global health civil 
society has the opportunity to express their views through major gath-
erings such as the International Aids Conference, World Conference on 
Tobacco or Health, and the Global Forum for Health Research. In 2010, 
the annual UN Conference with civil society groups focused on global 
health.1 As discussed in chapter 5, there remains much debate about 
the genuine capacity of such actors to have a voice in global health 
policy making, and the need to democratize key institutions such as 
the WHO. We recognize too that civil society is not necessarily always 
a progressive force, and that greater plurality can mean an even greater 
lack of coherence in global health action. We argue that the capacity 
to acknowledge, and where possible reconcile, the multiple normative 
frameworks represented by this plurality, will need to be an essential 
feature of global health governance in future as the boundaries dividing 
the ‘haves’ and ‘have nots’ become more nuanced.

Finally, we observe an encouraging trend towards the application of 
social constructivist approaches to more deeply interrogate the nature 
of global health, as an emerging academic fi eld and subject of commit-
ted action. We need to keep asking the ‘why’ questions, not as a mis-
chievous child might do, but as scholars, policy makers and practitioners 
committed to improving the health of populations worldwide.
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Notes

Chapter 1
 1. For general references for this chapter, see Surel (2000), Fauci (2007) 

and Janes and Corbett (2011).
 2. See http://www.theglobalfund.org/en/.
 3. See http://www.ghi.gov/.
 4. This includes fi lms such as Outbreak (1995) and Contagion (2011).
 5. For example, in its assessment of the future ‘strategic and operational 

context’ for the US military, the only health issue that the US Joint 
Forces Command report cites is pandemic diseases (USJFC 2010).

 6. We recommend, for example, Robertson (1992), Held et al. (1999) and 
Baylis and Smith (1997).

 7. See http://www.globalizationandhealth.com/about.
 8. From http://www.csih.org/en/aboutus/index.asp.

Chapter 2
 1. This book distinguishes between international relations as a practice 

and International Relations as an academic discipline, though on occa-
sion the two are not distinct and their use may be fungible.

 2. For general references, see Gordenker (1995), Price-Smith (2002), 
Dietrich (2007) and WHO (2011).

 3. For example, risks can arise through the destruction of hospitals affect-
ing the provision of secondary health care; through refugee fl ows estab-
lishing new risks as vectors for the spread of disease; and through the 
diffi culties in supplying drugs in confl ict zones affecting primary 
health care.

 4. Notable exceptions are Jacobson (1974) and Siddiqi (1995).
 5. For a review of this literature, see Lee (2010).
 6. There is no adequate defi nition of ‘the West’, nor of ‘North–South’. 

Common usage is generally vague, with the ‘West’ generally referring 
to ‘advanced’ liberal democracies and/or high income states in Europe, 
North America and perhaps Japan and Australasia. While ‘North–South’ 
has lost some of its original value as a geographical analogue to ‘rich/
poor’, it still tends to be used in that sense with middle income coun-
tries such as Brazil and India sitting rather uncomfortably between the 
two poles. Given that much of the literature and policies we are inter-
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ested in maintain this vague usage, we have followed suit since attempt-
ing a single defi nition would not have helped in our analysis.

 7. An acute health condition refers to the timeframe of its onset and dura-
tion. An acute condition lasts for a relatively short period of time, but 
can begin rapidly and have intense symptoms. This contrasts with 
chronic conditions, which have a longer timeframe of onset and dura-
tion, and generally less intense symptoms.

 8. A severe health condition is one that causes a serious, and even life-
threatening, impact on the sufferer. Diseases can be described as mild 
or severe depending on the seriousness of their impact on an individu-
al’s capacity to function.

 9. These include the Centre on International Relations and Health, 
Aberystwyth University; Global Health and Foreign Policy Initiative, 
Nitze School of Advanced International Studies, Johns Hopkins 
University; Global Health and Security Programme, Stockholm 
International Peace Research Institute; and the Centre on Global Health 
Security, Chatham House.

 10. It is interesting to note that the global health agenda is not aligned 
with this narrow focus, although donors have heavily focused on these 
infectious disease threats plus HIV/AIDS. It is a good example of how 
ideas infl uence practice.

 11. WHO, updated June 2011. http://www.who.int/mediacentre/factsheets/
fs310/en/index.html. WHO explains the omission of tobacco from this 
list: ‘Tobacco use is a major cause of many of the world’s top killer 
diseases – including cardiovascular disease, chronic obstructive lung 
disease and lung cancer. In total, tobacco use is responsible for the 
death of almost one in 10 adults worldwide. Smoking is often the 
hidden cause of the disease recorded as responsible for death.’

 12. A variety of slightly different versions of ‘ABC’ were developed over a 
number of years by different bodies, but the simplest was ‘abstain, be 
faithful, use a condom’.

 13. See http://hivpreventiontoolkit.unaids.org/Knowledge_Epidemic.aspx.
 14. This can also lead to geographies of perception of risk. This leads to a 

belief that one can somehow barricade state borders to keep out disease, 
much like plague victims were bricked up behind walls. Or that screen-
ing of population movements can be an effective strategy. The naming 
of the US security agency as the US Department of Homeland Security, 
which covers health threats from abroad, reinforces this perceived 
geography. This geography ignores the global structural factors that are 
broader determinants of these health threats. Policies based on such 
perceptions are also ineffective in an interconnected world.

 15. See http://www.world-heart-federation.org/cardiovascular-health/cardio
vascular-disease-risk-factors/.

 16. According to the WHO: ‘The right to health means that governments 
must generate conditions in which everyone can be as healthy as 
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possible. Such conditions range from ensuring availability of health 
services, healthy and safe working conditions, adequate housing and 
nutritious food. The right to health does not mean the right to be 
healthy.’ See WHO (2007e).

 17. In addition there have been expressions of scepticism over whether 
the link was ‘real’ and/or how important it might be. This view has 
come especially from the foreign and security policy community, but 
has rarely been expressed in printed form.

Chapter 4
 1. Cited in Plunkett’s Health Care Industry, Market research, business 

trends and statistics analysis, and business development support. http://
plunkettresearch.com/health%20care%20medical%20market%20
research/industry%20and%20business%20data.

 2. See http://www.contractpharma.com/contents/view/33747.

Chapter 5
 1. See http://www.ghsi.ca/english/background.asp.
 2. Jamison et al. (eds.) (1993) is described on The Gates Notes (the offi cial 

website of Bill Gates), available at http://www.thegatesnotes.com/Books/
Health/Disease-Control-Priorities-in-Developing-Countries.

 3. See http://www.grandchallenges.org.ABOUT/Pages/Overview.aspx.
 4. Cochrane Collection, see http://www.cochrane.org/about-us.
 5. See https://apps.who.int/director-general/biographies/murray_chris.

html
 6. See http://www.who.int/healthmetrics/about/governance/en/index.html
 7. See http://www.ghwatch.org/who-watch/ghg
 8. See http://www.phmovement.org/sites/www.phmovement.org/fi les/

PHMLetter2WHADelegates110516.pdf.
 9. The Kaiser Family Foundation, a leader in health policy analysis, health 

journalism and communication, is dedicated to fi lling the need for 
trusted, independent information on the biggest health issues facing 
our nation and its people. The Foundation is a non-profi t private operat-
ing foundation, based in Menlo Park, California.

Chapter 6
 1. See also UNDP (1994), particularly 22–24.
 2. For more on this see the section on development in chapter 3.
 3. See, for example, fi gures on US casualties in major wars at http://www.

pbs.org/greatwar/resources/casdeath_pop.html and also Cirillo (2008).

Conclusion
 1. See http://www.un.org/apps/news/story.asp?NewsID=33784&Cr=akasaka

&Cr1=
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