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Global health has become one of the top themes on the international agenda. Public interest in this

issue is high, and more financial resources, medical expertise and technical options for disease con-

trol and preventive health care are available than ever before. And yet for much of the world's pop-

ulation, the health situation remains critical: of the more than 10 million deaths among children

under five years worldwide in 2004, 45% occurred in Africa alone, and a further 30% occurred in

South-East Asia (WHO 2008a, p. 16). Children are dying from respiratory infections, diarrheal dis-

eases, malnutrition and under-nutrition. Considering the wealth of options afforded by modern

medicine, the difference between average life expectancy in Japan and in Sierra Leone – 43 years

(WHO 2008b) – seems unacceptable. However, under-resourcing and a lack of medical expertise

are not the only factors in play: health governance has become a key determinant of success.  

Under the conditions of globalisation, "international" health policy has become "global"

health governance. However, the growing complexity of this policy field, with its numerous dis-

course contexts and wealth of actors with highly diverse interests, makes the task of coordination

more complicated and impedes the search for solutions to global health problems. Starting points

include strengthening national health systems and a renewed focus on the promotion of primary

health care.

Global Health Governance in Transition

Elena Heßelmann / Cornelia Ulbert

Figure 1: Bucking the global trend: Decreasing life expectancy 

in sub-Saharan Africa

Countries with the highest and the lowest life expectancy in 2006 (map) 

and trend for 1990 — 2006
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Divergent health trends in 

industrialised and developing 

countries

What is health? 

According to the standard definition adopted

by the World Health Organization (WHO),

which has applied for more than 60 years,

"health is a state of complete physical, mental

and social well-being and not merely the

absence of disease or infirmity" (WHO 1946,

p. 1).  

Health depends on a variety of fac-

tors: besides individual biological and genet-

ic predisposition, human health is the out-

come of environmental, socio-cultural, eco-

nomic and institutional determinants, and is

an indicator and a mirror of the sustainability

achieved in the socio-economic and natural

environment. Besides access to basic medical

care, the factors which directly impact on the

health of individuals and societies include

lifestyle, social environment, access to clean

water and adequate healthy food (Commis-

sion on Social Determinants of Health 2008).

Health governance is thus a cross-cutting task

which should encompass not only health care

itself but also numerous other sectors, such as

infrastructure and education. 

Life expectancy as a key indicator 

of health status

One benchmark often applied to measure

health is average life expectancy at birth. Life

expectancy is often broken down into two

further categories: child mortality, which

relates to the deaths of children under the age

of five, and infant and maternal mortality at

birth. These categories apply to high-risk

groups and thus give an indication of the state

of basic health care provision.  

Between 1960 and 2006, world aver-

age life expectancy increased significantly

from 53 to 67 years. While this trend can be

observed in the large majority of countries

and regions, there are some exceptions: over

the past two decades, 32 countries, mainly in

Africa and Eastern Europe, bucked this gen-

eral trend with stagnating or even decreasing

life expectancy (World Bank 2008). The

sharpest drop in life expectancy can be

observed in a number of African countries,

including Zimbabwe, Lesotho and Swazi-

land, where in contrast to the general trend,

average life expectancy decreased by more

than 10 years within a matter of years, large-

ly as a consequence of pandemics such as

HIV/AIDS, malaria and tuberculosis (World

Bank 2008). As a result, there was no further

narrowing of the average life expectancy gap

between low-income and OECD countries

between 1990 and 2005. Zimbabwe is a par-

ticularly good example of the extent to which

the health status of large sections of the pop-

ulation depends on the quality of political

leadership. Overall, all the data point to one

conclusion: inequality between and within

countries is still a key feature of global

health. "There is today a recognition that pop-

ulations are left behind (…)": these are the

opening words of The World Health Report

2008 (WHO 2008c, p. xii), reflecting the fact

that a widening health gap is emerging with-

in regions and countries as well. Instead of

achieving convergence, there is growing

divergence in health development trends

within and between societies.
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Health in industrialised 

countries

In the 20th century, the industrialised coun-

tries underwent a revolution – they became

health societies. Whereas at the end of the

19th century, controlling transmissible dis-

eases was still the main focus of nascent gov-

ernment health policy, in the years after the

Second World War, medical progress and

large-scale immunisation campaigns offered

hope that diseases could soon be eradicated

completely. It was only the spread of HIV/

AIDS and the outbreaks of Ebola, SARS

(Severe Acute Respiratory Syndrome) and

avian flu in recent decades that reinforced the

message that even highly developed societies

remain vulnerable to infectious disease. At

the same time, other non-transmissible dis-

eases have moved up the Western health

agenda. Chronic conditions such as cardio-

vascular diseases, cancer, diabetes and mental

illness now constitute the greatest burden on

national health systems.

Health in developing countries 

In parallel to these health trends in industri-

alised countries, where diseases are chiefly

the outcome of an unhealthy lifestyle (smok-

ing, obesity) nowadays, much of the popula-

tion in developing countries continues to be

impacted by poverty-related determinants of

health, such as under-nutrition and diseases

such as respiratory infections, HIV/AIDS,

diarrheal diseases, malaria, tuberculosis and

measles, all of which have high mortality

Figure 2: Different disease burdens in rich and poor countries

Deaths and burden of disease by cause — low- and middle-income countries 

vs. high-income countries, 2001
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rates. In the developed countries, there are six

deaths of children under five per 1000 live

births. In stark contrast, there are 80 under-

five deaths per 1000 live births in the devel-

oping world. Indeed, in sub-Saharan Africa,

the figure is 157 under-five deaths per 1000

live births (United Nations 2008a, p. 20). 

Compared with the 1960s and 1970s, the

child mortality rate decreased much more

slowly during the first half of the 1990s; the

HIV/AIDS pandemic has contributed sub-

stantially to this trend (People's Health

Movement et al. 2008, p. 11). 

The awareness of the development-

poverty-health nexus, and the recognition that

these topics cannot be viewed in isolation

from each other, are reflected in the

Millennium Development Goals (MDGs).

Despite scaled-up efforts to control infectious

diseases such as HIV/AIDS, malaria and

tuberculosis and improve other health deter-

minants, the overall situation remains highly

ambivalent [cf. Figures 3 and 4]. Indeed, it is

already becoming apparent that many

regions, especially sub-Saharan Africa and

South Asia, will not meet the health targets

for developing countries that were pro-

claimed in the Millennium Declaration

(United Nations 2008a). At the same time, in

the middle-income countries (emerging

economies) in particular, a further trend is

discernable which will place an additional

burden on these countries' health systems,

namely the widening health gap within these

societies. Alongside the traditional poverty-

related diseases, more and more people are

suffering from the health impacts of tobacco

consumption and obesity. Hypertension,

smoking and raised cholesterol levels –

alongside childhood under-nutrition – count

among the major risk factors in low- and mid-

dle-income countries today. These countries

are now being confronted with patterns of

disease and health that are typical of the

industrialised countries, but lack the financial

and institutional resources to deal with them.

This trend is apparent from the ranking show-

ing the leading causes of death in 2004, com-

pared with forecasts for 2030 [cf. Figure 5].

Figure 3: New cases of tuberculosis — an uneven trend

Number of new cases of tuberculosis per 100 000 population 

(excluding HIV infected) in 1990, 2000 und 2006
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Figure 4: More people are using improved sanitation facilities, 

but meeting the target will require a redoubling of efforts

Proportion of population using an improved sanitation facility, 

1990, 2000 and 2006 (in %)

Diverse health discourses with

sometimes conflicting goals

Health has great significance not only for

individuals and societies, but also for the

international community as a whole. This

becomes apparent from a more detailed ana-

lysis of various discourses that focus on

health. Whereas in the human rights discour-

se, health is traditionally upheld as a normati-

ve policy goal, over the past two decades,

international actors such as the World Bank

and the G8 countries have increasingly defi-

ned global health as a prerequisite for deve-

lopment and security. The status and role of

"health", and the question of how, and by

whom, it can be safeguarded, vary according

to the discourse context.

Health as a human right

Health is a fundamental human right. Article

25 of the Universal Declaration of Human

Rights, for example, safeguards the individu-

al's right to a standard of living adequate for

health and well-being. This right is enshrined

and elaborated in numerous other internatio-

nal conventions and resolutions as well (cf.

OHCHR/WHO 2008, p. 41ff.). The interna-

tional community's obligations in respect of

health were underscored with the creation of
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The Health Millennium Development Goals 

Of the eight Millennium Development Goals (MDGs), which commit the United Nations

member states to meet specific targets in their endeavours to combat underdevelopment by

2015, three MDGs relate directly to health:  

! Goal 4: Reduce child mortality,

! Goal 5: Improve maternal health,

! Goal 6: Combat HIV/AIDS, malaria and other major diseases.

Under Goal 1 (Eradicate extreme poverty and hunger), Goal 7 (Ensure environmental 

sustainability) and Goal 8 (Develop a global partnership for development), some of the 

targets set are also relevant to improving health. One of the targets set for Goal 8, for 

example, concerns the provision of access to affordable, essential drugs in developing 

countries, in cooperation with pharmaceutical companies. Reflecting the importance of 

health in the context of the MDGs, the High-Level Forum on the Health Millennium

Development Goals  was established in 2003, coordinated by the World Health 

Organization and the World Bank. 

From 2004-2006, the High-Level Forum met annually to support the achievement of the

health MDGs. From 2007, at Norway's and the United Kingdom's instigation, the initiative

was pursued within the framework of a global campaign for the health MDGs, one outcome

of which was the establishment of the International Health Partnership (IHP), which is 

intended to coordinate a process that focusses more intensively on individual countries.

the post of a "Special Rapporteur on the right

of everyone to the highest attainable standard

of physical and mental health" by the now

defunct United Nations Commission on

Human Rights in 2002. Medical advances

mean that "health" has become an attainable

condition, and disease or infirmity is no lon-

ger viewed as a natural state of affairs. As a

consequence, accessibility and availability

are no longer a medical-technical problem

but are issues of social distribution and global

justice. In line with this understanding of

health, states are scaling up their responsibili-

ties: by signing the Universal Declaration of

Human Rights, for example, they pledge to

support the attainment of a life in dignity. In

accordance with this logic, other national

policies, e.g. in the trade policy field, should

therefore be subordinated to the goal of safe-

guarding health. However, trade policy in

particular draws attention to the role of pri-

vate actors – and especially the corporate sec-

tor – in enforcing the right to health. 

Health as a global public good 

Over the past decade, the concept of Global

Public Goods (GPGs) has become established

in the development discourse, the United

Nations Development Programme (UNDP)

being the driving force behind this trend

(Kaul et al. 1999). Like other national public

goods, global public goods are regarded as
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Figure 5: Deaths from diseases of affluence will increase

Leading causes of death, 2004 and 2030 compared

goods or services which the market cannot

provide in sufficient quantity. It has been

shown, for example, that only 10% of fun-

ding for global health research is devoted to

conditions that account for 90% of the global

disease burden. This so-called "10/90 gap"

means that "neglected" diseases such as mala-

ria, which are preventable and treatable, con-

tinue to pose a major health problem in deve-

loping countries. Since the WHO's Commis-

sion on Health Research for Development

drew attention to this imbalance in 1990

(Commission on Health Research for

Development 1990), continuous efforts by

academic and civil society organisations (e.g.

the Global Forum for Health Research) have

helped to change the health research land-

scape, although the US and Europe continue

to dominate global investments in health

research [cf. Figure 6]. A social and political

definition of these public goods as assets is

essential in order to safeguard their produc-

tion in sufficient quantity. Global social

governance is a prerequisite for this – along

with enforcement of human rights. However,

it is not just about the realisation of individu-

al rights; the primary justification lies in the

interdependency of populations and countries

and the growing awareness that some pro-

blems – and their solutions – have an impact

across time and space. 
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Figure 6: Health research is concentrated in the US and Europe

Global distribution of health R&D investments, 2005 

Health and development 

Health is a classic field of development coop-

eration and, since the 1990s, has been

increasingly viewed in terms of its interde-

pendency with poverty and development. An

outstanding example of this approach can be

found in the 2001 report Macroeconomics

and Health: Investing in Health for Economic

Development by the WHO's Commission on

Macroeconomics and Health, chaired by

economist Jeffrey Sachs (Commission on

Macroeconomics and Health 2001). From

this perspective, health is seen on the one

hand as a prerequisite for economic develop-

ment, as people with ill-health cannot be pro-

ductive. They are an additional burden on

already weak local and national systems and

cease to provide an income for their families,

thereby increasing the burden on their fami-

lies, e.g. by reducing the opportunities for

children to access education. Health is there-

fore a prerequisite for sustainable develop-

ment. On the other hand, a poor health status

is also the outcome of non-existent or social-

ly inequitable development, as emphasised in

the final report by the WHO's Commission on

Social Determinants of Health (Commission

on Social Determinants of Health 2008).

Failing health systems have a disproportion-

ate impact on the poor, who have less choice

in terms of the services available to them, or

who may have no access to these services at

all, e.g. if a comprehensive health infrastruc-

ture is not available in rural regions [cf.

Figure 7]. Poor health is therefore also an out-

come of poverty and exclusion, ultimately

creating an accelerating downward spiral for

individuals and societies alike. 
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Figure 7: Continuing wide disparities in health expenditure between 

poor and rich countries

Per capita government expenditure on health, 2000 and 2005

Health and security 

Over recent years, health has increasingly

been framed as a security factor. In particular,

the rapid spread of contagious diseases such

as HIV/AIDS, SARS and avian flu was

classed as a direct threat to the global popula-

tion and, by virtue of its indirect negative

impact on poverty and development, as a risk

to the stability of political systems as well. In

the context of the debate about a new broad-

ened concept of security, good health is

viewed as both essential and instrumental to

achieving human security (Commission on

Human Security 2003, Chapter 6). In 2000,

the UN Security Council held its first-ever

meeting about a health issue. In Security

Council Resolution 1308, its members

stressed that the HIV/AIDS pandemic, if

unchecked, may pose a risk to stability and

security. There was also a greater focus on

health as an issue in the industrialised coun-

tries' national security policies in the wake of

the 9/11 attacks. At the United States' instiga-

tion, a conference on combating bioterrorism

and other threats to health took place shortly

afterwards, in November 2001, and led to the

formation of the Global Health Security

Initiative whose members also include

Germany, the European Union, France, the

United Kingdom, Italy and Japan. The World

Health Organization also focussed on the

issue of health security in its World Health

Report 2007 – A Safer Future (WHO 2007).

Although the common feature of these vari-

ous discourses is that they regard health as

key, the status that each ascribes to health

varies according to the goals set [cf. Figure

8]. In the security context, health ultimately

remains one instrument (among many) that is

to be subordinated to the overriding objective

of security. A similarly functional role is



50

Global Health Governance in Transition

Figure 8: Diversity of discourses in global health governance

assigned to health in development discourses

where – in contrast to the human rights dis-

course or the debate about global public

goods, for example – health is not viewed as

an asset in its own right but as a means to

achieve other goals. However, these two util-

itarian approaches diverge when it comes to

the health topics that they treat as priorities 

(a focus on eradicating infectious diseases, on

the one hand; partial integration of other 

sectors, on the other). Human rights activists,

on the other hand, call for health to be recog-

nised as an asset and objective in its own right

and for policy-making not only to be geared

towards its fulfilment but also to be sub-

ordinate to this principle. Against this back-

ground, in their 2008 Alternative World

Health Report, non-governmental organisa-

tions (NGOs) warn that subordinating health

to foreign and security policy considerations

could result in the adoption of a selective

approach towards health issues according to

the specific security risk, culminating in a

"control and containment" focus that may

detract from more effective and sustainable

approaches to health promotion (People's

Health Movement et al. 2008, p. 334ff.).

The growing complexity of health

governance in a globalised world

Since the 1990s, international health collabo-

ration has pursued an increasing number of

objectives. The plethora of competing dis-

courses and overlapping arenas of action

have already been mentioned above. The rea-

sons for the expansion of the scope of health

governance lie in divergent but concurrent

processes. For example, in the 1990s, a better

understanding of the close causal relationship

between poverty, development and health

gradually prevailed. The World Bank's 1993

report Investing in Health was a response to

the recognition that poor health status and

social disparities cannot be overcome through

economic growth alone but require a different

policy approach, namely one geared towards
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social inclusion (World Bank 1993). This

broader understanding of the poverty/devel-

opment nexus was reflected in the introduc-

tion of Poverty Reduction Strategy Papers

and supported by the findings of the WHO's

Commission on Macroeconomics and Health,

mentioned above. Subsequently, this paved

the way for a broader development discourse

which culminated in the Millennium

Development Goals. This was followed at the

end of the Millennium by the debate about

health, security and vulnerability, which was

driven by the industrialised countries and

taken up by international organisations. In

parallel, the international community began

to focus to a greater extent on the role of pri-

vate actors, who were now lobbying at inter-

national level for a reversion to the concept of

health as a human right, in line with the prin-

ciple of "health for all". As the health agenda

expanded in conceptual terms, the complexi-

ty of collaborative structures increased, too;

this was also due to the influence of globali-

sation processes on the issue area of health.

Globalisation and health 

In recent decades, the conditions under which

health issues are addressed have changed 

radically (cf. Lee 2003; Hein 2009;

Kawachi/Wamala 2007): 

! The increasing mobility of goods and 

persons helps to spread infectious 

diseases (HIV/AIDS, Ebola, SARS), 

on the one hand; on the other, it facili-

tates more rapid and cheaper transpor-

tation of life-saving drugs. National 

borders are becoming less relevant, 

and deterritorialisation of health-rele-

vant movements of goods and persons 

is occurring.

! The liberalisation of international 

trade on the one hand, and the regula-

tion of property rights under the 

Agreement on Trade-Related Aspects 

of Intellectual Property Rights 

(TRIPS), on the other, reduce national 

governments' influence over the pro-

duction of, and society's access to, 

medicinal products. The privatisation 

of health, initiated by policy-makers in 

the 1980s and driven forward via the 

structural adjustment programmes, is 

still continuing.

! The global convergence of consump-

tion patterns and lifestyles is driving 

the spread of non-transmissible disea-

ses as well. 

! Global access to telephones and the 

Internet facilitates communication pro-

cesses. The transfer of technologies, 

knowledge and research is possible to 

a far greater extent than ever before. 

Information about health, e.g. about 

the outbreak of diseases, can be diss-

eminated very quickly on the Internet, 

allowing this information to be shared 

on a global basis. The state's monopoly

on health information is thus being 

undermined. 

A changed landscape of actors 

The organisational requirements of health

governance have also changed (e.g. Dodgson

et al. 2002). Historically, the locus of health

governance has been at the national and sub-

national level, as governments of individual

countries have assumed primary responsibili-

ty for the health of their domestic popula-

tions. However, this monopoly is being

undermined by the processes described

above. This has created a "governance gap"
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which, in recent years, has been filled by

numerous non-state actors. In the meantime,

state actors have switched to new forums for

action in response to the changed conditions,

although established structures also remain 

in place.  

NGOs, private foundations, the corporate

sector – non-state actors with divergent 

interests

Civil society organisations, private founda-

tions and companies have a long tradition as

key health actors. Between the two World

Wars, private foundations were already play-

ing an important role in the health sector. The

Rockefeller Foundation, founded in 1913,

was particularly important, funding as much

as half of the annual budget of the League of

Nations Health Organization, the forerunner

of the WHO. In recent years, the Bill &

Melinda Gates Foundation has attracted

growing public interest: with substantial

financial resources at its disposal, it has

become a powerful player in international

health governance and has developed a strong

media profile. Indeed, it is even viewed,

somewhat suspiciously, by some critics as a

rival to the WHO – an assessment which, 

at least in terms of the Foundation's expendi-

ture, does not seem inappropriate [cf. Figure

9]. 

The development and manufacture of

drugs are mainly controlled by private com-

panies which also conduct or finance much of

the scientific research being undertaken in

this field. In the debate about intellectual

property issues and access to affordable med-

icines, the role of companies is often openly

criticised. In particular, pharmaceutical com-

panies which engage in research feel that

their position is under threat from manufac-

turers of cheap generic drugs in emerging

countries; this is because pharmaceutical

companies have a strong interest in recouping

the development costs of patent-protected

new medicines by charging royalties, thereby

generating additional profits from these prod-

ucts. Major conflicts of interest have there-

fore arisen between civil society organisa-

tions and companies, especially on intellectu-

al property issues and patent protection. The

development and manufacture of drugs are

mainly controlled by private companies

which also conduct or finance much of the

scientific research being undertaken in this

field. In the debate about intellectual proper-

ty issues and access to affordable medicines,

the role of companies is often openly criti-

cised. In particular, pharmaceutical compa-

nies which engage in research feel that their

position is under threat from manufacturers

of cheap generic drugs in emerging countries;

this is because pharmaceutical companies

have a strong interest in recouping the devel-

opment costs of patent-protected new medi-

cines by charging royalties, thereby generat-

ing additional profits from these products.

Major conflicts of interest have therefore

arisen between civil society organisations and

companies, especially on intellectual proper-

ty issues and patent protection. 

Religious and charitable organisa-

tions, Médecins Sans Frontières (MSF) and

the Red Cross have been involved in health

programme delivery for many years. NGOs,

but also private foundations, are increasingly

influencing the political agenda and lobbying

for new standards, thereby boosting global

interest in, and generating more funding for,

health. They drive neglected topics up the

international agenda and advocate a broader

understanding of health, which they view as a

task for global social governance. In 2000,

around 2000 people from 93 countries, at the

People's Health Assembly in Bangladesh,
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Figure 9: The new »big spender« — the Bill & Melinda Gates Foundation

Annual health expenditure by the Gates Foundation and the WHO budget: 

a comparison 2000 — 2007

established the People's Health Movement

(PHM). The PHM is founded on the princi-

ples of the Alma-Ata Declaration, which was

adopted in 1978 (WHO 1978) and put the

concept of primary health care (PHC) at the

heart of global health governance. The PHM

adopted the People's Charter for Health and

five years later, co-published the first

Alternative World Health Report. Via the

PHM's extensive information and communi-

cation networks, NGOs in particular can sup-

port international organisations with the pro-

curement and review of official data. 

A new type of actor and a new governance

tool: public-private partnerships

Also in response to pressure from NGOs and

generally at the behest of international organ-

isations such as the WHO and private founda-

tions, notably the Bill & Melinda Gates

Foundation, public-private partnerships

(PPPs) have increasingly emerged since the

second half of the 1990s. These are themati-

cally focussed initiatives in which public and

private actors engage in joint decision-mak-

ing in an effort to address specific problems.

The range of activities extends from advoca-

cy on specific issues and lobbying for new

financial resources to funding or conducting

research and development activities, imple-

menting specific projects to improve access

to drugs and treatment, supporting national

health policy formulation, and improving

health services. What is interesting, however,

is that global health partnerships (GHPs) also

contribute to the further development of

norms and standards (Buse/Harmer 2007, p.

261). However, the existence of GHPs also

reinforces the trend towards vertical manage-

ment of health problems, as they generally

focus on combating specific diseases or on a
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The TRIPS Agreement

Global NGO campaigns have focussed particularly on the WTO's Agreement on Trade-

Related Aspects of Intellectual Property Rights (TRIPS). With the industrialised countries

being the driving force behind this Agreement, which was adopted in 1995, TRIPS states that

patents must be granted in all fields of technology, with a term of patent protection of 20

years being the general rule. The worldwide criticism targeted at the governments of the more

affluent countries and at companies reached a peak with the development of antiretroviral

drugs; these drugs proved to be an effective treatment for HIV/AIDS but were expensive and

therefore remained beyond the reach of the developing countries. Admittedly, TRIPS permit-

ted WTO members, when formulating or amending their laws and regulations, to adopt meas-

ures necessary to protect public health (WTO 1994, Article 8); in other words, they could

allow the production of generic drugs in emergency situations for their own markets.

However, this excluded developing countries with insufficient or no manufacturing capacities

in the pharmaceutical sector. Furthermore, the flexibility afforded by TRIPS has been and

continues to be circumvented by bilateral and regional trade agreements enforced by the US

and the EU in particular. As a result of pressure from NGOs, however, developing countries

were able to achieve an important interim success: the Doha Declaration on the TRIPS

Agreement and Public Health reaffirmed the right to produce generic drugs and supply them

to a least developed country (WTO 2001, Article 4). Both governments and companies had

changed their attitude under pressure from the global NGO campaigns (Zacher 2007, p. 22-

23). In 2005, the General Council of the World Trade Organization (WTO) agreed a number

of derogations to allow the production of generic drugs in exceptional cases, and incorporated

these as binding amendments in the TRIPS Agreement (WTO 2005). 

limited number of health issues. Well-known

examples are the Global Alliance for

Vaccines and Immunisation (GAVI Alliance)

established by the Bill & Melinda Gates

Foundation, which is widely regarded as a

highly effective PPP, and Roll Back Malaria

(RBM), a PPP which operates under WHO

auspices, which by contrast is described as

less successful (Beisheim et al. 2008). The

Global Fund to Fight Aids, Tuberculosis and

Malaria (GFATM) was established as a PPP

in 2002, largely at the instigation of non-gov-

ernmental actors, as a new financing mecha-

nism outside the UN system in a bid to

increase efficiency in the campaign to control

these three diseases. 

International cooperation in transition

We have already drawn attention to some

important changes in the way global health

governance is organised. In the 1980s and

1990s, the WHO was ousted from its key

position in this arena by the World Bank. This

was accompanied by a narrowing of the

health agenda – from "health for all" based on

primary health care, as called for in the Alma-

Ata Declaration in 1978, towards "health for

some" via selective primary health care. It is

only in recent years that key state actors such

as the United Kingdom or indeed Germany

have conducted a rethink about the role of the

WHO. As the emerging economies in partic-
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ular have often proved unable to assert their

interests in the World Trade Organization

(WTO) framework, especially in relation to

the production of generic medicines, these

countries are now utilising the WHO to a

greater extent as a political forum in which to

assert their interests, and this in turn has

prompted the industrialised countries to take

on a more active role in the WHO, too.

Within the WHO, efforts have been under

way since the end of the 1990s to redefine its

own role as distinct from the World Bank and

to focus more strongly on expertise, commu-

nication and coordination (cf. Hein 2009, p.

183f.). A visible sign of the enhanced status

of the WHO is also the swift adoption of the

new version of the International Health

Regulations (IHR) in 2005. This was preced-

ed in 2003 by the adoption of the Framework

Convention on Tobacco Control (WHO

FCTC), the first international treaty negotiat-

ed under the auspices of the WHO. Both the

Regulations and the Framework Convention

assign the WHO a greater surveillance role

and executive competences. 

At the end of the Millennium, anoth-

er major international player emerged in the

health governance arena – the G8. Although

health has been mentioned in almost all the

final declarations of the G8 summits since its

establishment in 1975, global health has only

become a top theme on its agenda since the

IHR: After a history of failure, 2005 revision is successful 

In the 19th century, cholera epidemics broke out across much of the world, putting the 

flourishing international trade at risk. As part of the response, the first international confer-

ences on health took place. The conferences adopted the first International Sanitary

Regulations which, among other things, prescribed prevention measures in ports and aboard

ships and required states to report outbreaks of disease. However, despite the continuing 

threat posed by infectious diseases, the Regulations remained largely insignificant, with 

states continuing to dominate rule-setting, retaining their monopoly on information about

public health and the outbreak of disease, and remaining responsible for surveillance. Later,

the WHO took over the coordination of the Regulations, which were frequently revised and

amended and in 1969 were renamed the International Health Regulations (IHR). In 1995,

negotiations began on a further revision of the IHR, initially without success. Between 2003

and 2005, however, the process was brought to a swift and successful conclusion, largely 

due to two key developments: firstly, the outbreak of SARS, and its successful control and

prevention, which demonstrated not only the continuing threat posed by infectious diseases,

which is increasing as a result of globalisation, but also the WHO's crisis management 

capacities. Secondly, new information technologies such as the Internet put an end to one of

the traditional weakness of disease surveillance: states no longer have an exclusive monopoly

on information. Individuals and NGOs have easier and more effective access to information

about outbreaks of disease. The IHR adopted in 2005 grant wide-ranging competences to the

WHO and also assign an important role to non-state actors. The Regulations identify biologi-

cal, chemical and radiological sources of health risks and prescribe in detail the 

procedures which must be followed in any outbreak of disease.  
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late 1990s. Since the Okinawa Summit in

2000, the G8 countries have mainly focussed

on infectious diseases (especially HIV/AIDS)

as a security and development problem, due

to the obvious threat to their own populations.

The launch of the GFATM and its structuring

in line with the PPP model made two things

clear: firstly, the G8 countries no longer

regarded the WHO as the only option for the

efficient deployment of financial and political

resources in the fight against infectious dis-

eases. Secondly, they showed confidence in

new models of governance and were increas-

ingly amenable to the involvement of private

actors. 

States, however, are still the main

international development donors, and there-

fore also the chief source of funding for inter-

national health. Despite states' increasing

engagement in multilateral and transnational

forums, financial resources are still mainly

channelled through bilateral cooperation. The

most radical example of this trend is the US:

although the US was one of the driving forces

behind the creation of the GFATM and is its

largest contributor, it remains the largest

health donor worldwide and, in 2003, created

the President's Emergency Plan for AIDS

Relief (PEPFAR) – the world's largest bilater-

al programme to combat HIV/AIDS. 

Fragmented and uncoordinated health

governance measures

As health governance "goes global", the

political management of these processes must

meet increasing requirements. At the same

time, however, the opportunities for "classic"

state actors to exert control are diminishing.

This creates a vacuum which is increasingly

being filled by non-state actors; indeed, in

some cases, they are being invited to step in.

At the same time, states are also succumbing

to the pressure to adapt and are increasingly

organising themselves into networks and

partnerships, albeit maintaining some of the

established structures in parallel. This is caus-

ing fragmentation both at actor level and in

the context of policy-making, developing

strategies and implementing projects. On the

other hand, it also offers opportunities for

international health collaboration. 

The motivation of companies, social

movements, non-governmental organisations

and private foundations for engaging with

global health varies widely, as do their politi-

cal strategies and thus the direct outcomes of

their engagement. Whereas human rights

activists press for the realisation of the right

to health, and social movements call for poli-

cies that are geared more strongly towards

justice and social inclusion, companies, pri-

vate foundations and hybrid actors such as

PPPs generally restrict their activities to the

eradication of specific diseases, often those

which are "easy" to treat, as this has a greater

media impact and can be "sold" to the public

more convincingly. Furthermore, as compa-

nies may also be accused of exploiting their

support for the social agenda for their own

profit-related purposes, of driving forward

trade liberalisation and restricting govern-

ments' opportunities for intervention, for

example, they are often at pains to accommo-

date NGOs' demands in order to avoid com-

ing under further public pressure. 

It is important to bear in mind, how-

ever, that neither a consensus-based under-

standing of health nor a clear definition of

roles exists within or between these groups of

actors. This makes coordination well-nigh

impossible. The consequences of this lack are

most apparent in the developing countries,

which are the target of most interventions.

Weak national systems are completely over-
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Figure 10: The new »big spender« — the Bill & Melinda Gates Foundation
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stretched, as each donor applies different cri-

teria for the allocation of funding, requires

separate progress reports, and works to differ-

ent timescales. Multiplied by the very large

number of donors involved, this means that

most of the developing countries' capacities

are tied up in the administration of aid.

Duplication and fragmentation of

health collaboration threaten to undermine

the positive processes described. Comprehen-

sive coordination of the wealth of activities is

required; this must go beyond mere technical

coordination and alignment of procedures

and build on a shared concept of health.

Policy options to improve

global health governance

In order to improve the health status of the

majority of the world's population, the prob-

lems affecting global health governance –

which stem from the plethora of different

approaches and actors – must be addressed in

three key areas where deficits are still appar-

ent:

(1) Agenda setting as part of a wider 

concept of health

As shown above, health is discussed in a vari-

ety of contexts. However, there is an increas-

ing recognition that health is a global public

good. There is also a growing understanding

of the interdependence between today's glob-

alised world and the vulnerability which also

affects highly developed societies. As yet,

though, this has not created a broader holistic

view of health, or prompted the adoption of a

multisectoral approach to health governance.

On the contrary, in the identification of the

health topics to be addressed, there has been

a growing tendency in recent years to restrict

health governance to the control of those

transmissible diseases which pose the most

obvious global threat. This is also reflected in

the MDGs, which remain focussed on reduc-

ing mortality rates. Admittedly, the link with

other health determinants such as water and

sanitation, poverty and education goes some

way towards mitigating this narrow sectoral

view, but more politically sensitive aspects

such as access to health systems and redistri-

bution are still being excluded. 30 years after

the Alma-Ata Declaration and 60 years after

the adoption of the Universal Declaration of

Human Rights, this technocratic, non-politi-

cal approach to health must give way again to

a broader understanding of health as a univer-

sal social right. 

(2) Intervention hierarchies and national 

responsibilities

Within the health sector, various intervention

hierarchies must therefore be established to

embrace this broader understanding of health

as a social right. For example, measures

aimed at the control of specific diseases must

always be accompanied by investment in

national health systems, with a view to estab-

lishing the framework for the provision of

primary health care for all. Global health gov-

ernance, however, does not absolve national

governments of their responsibility to devel-

op and deliver basic health care services of

their own. Although the concept of what con-

stitutes a "national health system" can be

approached very flexibly, its fundamental

principle must be to safeguard broad access

to basic health care. In this context, the fact

that strengthening national health systems is

back on the international agenda and is being

viewed as a strategic goal by the WHO, the



59

World Society and Development

G8 countries and by PPPs such as the

GFATM and GAVI is a positive sign (GAVI

Alliance 2008). The WHO's latest World

Health Report, for example, is dedicated to

the topic of primary care (WHO 2008c).

However, these initiatives conflict with other

political realities such as the targeted recruit-

ment of doctors and especially nursing staff

by developed countries (labour migration)

and the increasing privatisation of health

services in the developing world. 

Health should be viewed as a factor

for sustainability in other policy fields as

well. Development efforts across the board

cannot be sustainable unless the health status

of populations in less developed regions is

improved. Logically, this means giving

greater priority to health governance com-

pared with other regimes. The WHO Model

Lists of Essential Medicines should therefore

be binding for all stakeholders, which means

that trade liberalisation and patent protection

must be subordinate to global health promo-

tion. At present, however, the approach being

pursued here lacks coherence and there is

very little coordination with other regimes.

As a consequence, different institutional

forums such as the WHO and WTO can be

used at will by the various actors to assert

their unilateral 

interests.

(3) Coordination via clear mandates

So how can the sometimes very disparate

efforts to address these problems be coordi-

nated effectively, also in the interests of

greater coherence? This is one of the key

questions to be addressed in global health

governance today. The current institutional

fragmentation makes one thing clear: it is

essential, as a matter of principle, to clarify

the assignment of roles between the WHO,

the G8, the World Bank and the WTO.

However, this requires a country or group of

countries to take leadership of this process.

This would normally fall to the major donors,

who of course include the US – a country

which, during the eight years of the Bush

Administration, massively increased funding

for global health but was unwilling to partic-

ipate in global health governance regimes. 

The fact that in 2009, Germany took

over a seat on the Executive Board of the

WHO and that both Switzerland and the

United Kingdom are keen to boost the WHO's

role as part of an intensified health foreign

policy indicates that the WHO, besides acting

as a forum for collaboration, could regain its

role as an agenda-setter. What's more, the

adoption of the Framework Convention on

Tobacco Control (WHO FCTC) and the

revised IHR signal that the WHO also has the

capacity to act as a rule-making authority.

Ideally, the G8 or G20 countries would use

their position of power to improve coordina-

tion with other regimes and thus increase

coherence within the system. The World

Bank, for its part, should adopt a stronger

commitment to a concept of health that sees

health also as a human right; its role should

then be restricted to the provision of advice

and funding. As for the WTO, it is important

to clarify those areas where its goals must be

subordinate to those of health governance,

and define an equitable balance of interests

which protects the rights and entitlements of

poor populations and more developed soci-

eties alike – as opposed to trade- and patent-

related interests.

It is still unclear how non-state actors

such as NGOs, private foundations and com-

panies can be integrated into coordination

processes more effectively. The fact that non-

state actors can operate independently gives

them greater flexibility and, in some cases,
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