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“The influx of AIDS funding can
indeed strangle primary care, distort
public health budgets, and contribute
to brain drain . . . [t]hese untoward or
‘perverse’ effects are not inevitable;
they occur only when programs are
poorly designed.”

—Paul Farmer, MD, PhD1

There are Haitians who see a
positive HIV test as the easi-
est—and often the most

straightforward—path to survival. If
Haitians contract HIV, they qualify
for job programs, free health care,
food, and housing. No other dis-
ease, diagnosis, social program, or
policy guarantees these basic and
essential services. These services are
only available to AIDS patients.2 A
Kenyan physician reported the case
of a woman presented to a Presi-
dent’s Emergency Plan for AIDS
Relief (PEPFAR) hospital with
heavy vaginal bleeding from pla-
centa previa. After telling the hospi-
tal personnel that she was HIV-posi-
tive, she was immediately admitted
and cared for. All services were free.
However, after testing negative for
HIV several days later, she was pre-
sented with a large bill and told that

she needed to leave the hospital
unless she could pay for all of the
services that she received. Could
instances like these be evidence of a
major structural problem with
health aid interventions?2

Today, the central paradigm of
international health aid centers
on technical disease-specific inter-
ventions (generally referred to as
“vertical” approaches) that fail to
tackle the underlying causes of ill
health in the developing world.*
The vertical approach stems from
the dominant philosophy of con-
temporary biomedicine, which
privileges technical treatments of
disease in individuals with drugs,
devices, and surgery, while paying
little attention to the social and
environmental causes of disease.
Medical professionals’ role as archi-
tects of international health bol-
sters this relatively narrow technical
perspective, which has been repro-
duced in government, nongovern-
mental organization, and private
philanthropic policy on interna-
tional aid. As a result, interventions
give limited or no consideration to
the underlying causes of disease
including illiteracy, poverty, nutri-
tion, or changes to the sociopoliti-
cal power structure: Almost all
resources are dedicated to vertical
disease-specific schemes. 

Vertical interventions involve
massive spending but are rarely com-
pared to alternative approaches that
involve socioeconomic, environmen-
tal, and political change. Although
drugs have treatment benefits, drug-
focused interventions are rarely suf-
ficient to treat or prevent disease in
populations. For example, drug
treatment of pneumonia in a mal-
nourished patient fails to address the
underlying determinants of disease,
such as chronic and acute food inse-
curity, and as a result, is often inef-
fective. Similarly, vertical approaches
to aid fail to address the root causes
of individual and population health
problems, such as inadequate health
systems, public health issues such as
water and sanitation, education, and
underlying social and economic
inequalities. Although global health
authorities discuss the primary
determinants of health, these prob-
lems garner a tiny share of funds.3

The Declaration of Alma-Ata,
adopted at the International Con-
ference on Primary Health Care in
1978, articulated a competing
vision of medicine that emphasized
the importance of social condi-
tions, human rights, and equality in
achieving health for all people of
the world. Subsequently, a number
of critiques have urged closer atten-
tion to the social conditions that
foster ill health. These critiques—
which range from independent
articles by health care workers and
academics to the World Health
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Organization’s 2008 papers on the
social determinants of health and
primary health care—have not
been adopted by aid decision-
makers.4,5 This paper takes a closer
look at the efficiency of our aid
practices, arguing that vertical,
technical approaches are not cost-
effective when compared to other
alternatives. We advocate radical
change to the way funding deci-
sions are made and a shift from dis-
ease-specific projects to projects
that target the root causes of dis-
ease, including addressing the dis-
tribution of power and resources
between rich and poor countries
and within low-income countries. 

In a world of limited resources,
more funds and energy need to be
allocated toward efforts that will
address the environmental, social,
and economic determinants of
health—including water, sanita-
tion, food, women’s empowerment,
and education. These efforts will
also help countries strengthen their
health workforce, health systems, and
communities from the bottom up. 

SOCIAL VERSUS TECHNICAL
APPROACHES TO DISEASE

“Waiting for disease to arise in the
individual, and then attacking it,
involves an enormous economic waste,
a waste of time, energy, earnings, effi-
ciency, of life itself, to say nothing of the
suffering, which causes a waste of
nerve force, or of the tax on those imme-
diately surrounding the individual
and charged with his care. Likewise,
philanthropy, state or private, directed
to the relief of individual suffering and
disease due directly or indirectly to
faulty sociologic or industrial condi-
tions, even though at present com-
mendable and necessary from the
humanitarian standpoint, means a
tremendous waste. The vast public
appropriations for hospitals and sana-
toriums for the care of individuals suf-
fering from contagious and infectious
diseases—tuberculosis for instance—
when weighed against prevention really
constitute a waste. Prevention means
the saving of most of this waste.”

—Journal of the American Medical 
Association, 19116

covery, researchers developed anti-
bacterial treatment and a tuberculo-
sis vaccine. The idea that treatment
of the biological cause of disease is
the best way to fight diseases such as
tuberculosis came to define Western
medicine.10 In 1910, the Flexner
Report, which proposed standards
for medical education in the United
States, was based on the belief that
“scientific medicine” practiced on
individuals was superior to other
approaches, including public health
efforts.11,12 Despite the dominance
of “scientific medicine,” some
groups and individuals continued to
espouse a social perspective. In the
1940s, Sidney Kark developed the
successful Community Oriented Pri-
mary Care (COPC) approach to
health interventions, a philosophy
that incorporated cultural and
social belief systems as well as the
local environment of a patient and
their family.13 In the 1970s, social
turmoil again stimulated physicians
to challenge Koch’s simple explana-
tion of disease causation. Upon
assuming the Presidency of the Soci-
ety of Microbiology, Edward Kass,
one of the most prominent vaccine
and antibiotic researchers of the
20th century, reported that tubercu-
losis and other infectious disease
rates declined at a constant rate
from 1845 to the 1970s and demon-
strated that “the overall decline in
deaths from tuberculosis was not
altered measurably by the discovery
of the tubercle bacillus, the advent
of the tuberculin test, the appear-
ance of BCC vaccination, the wide-
spread use of mass screening, the
intensive anti tuberculosis cam-
paigns, or the discovery of strepto-
mycin” (italics added).7 Instead, he
concluded that social change in the
form of improved housing, sanita-
tion, and living standards had
caused the disease rates to decline.
In 1979, Dr. Thomas McKeown, a
well-known critic of curative and sci-
entific medicine, showed that
“improved nutrition, better hygiene,
and contraception” were the pri-
mary factors that advanced health
historically. He observed that “it is

Improvements in socioeconomic
status, reduction of income dispari-
ties, and improved environmental
conditions are historically responsi-
ble for the decline of many diseases
that are now uncommon in the
developed world.7 Today, these fac-
tors continue to affect health in low-
income countries and communities.
Although the social determinants of
health are not the primary domain
of contemporary biomedicine, a
minority of medical professionals
have long recognized that physicians
should be responsible for improving
the primary determinants of health.
In the midst of the social upheaval of
1848, the most respected pathologist
of the time, Rudolf Virchow,
described medicine as “a social sci-
ence, and politics is nothing else but
medicine on a large scale. Medicine,
as a social science, as the science of
human beings, has the obligation to
point out problems and to attempt
their theoretical solution: the politi-
cian, the practical anthropologist,
must find the means for their actual
solution. . . . ” He asserted that physi-
cians are not solely arbitrators of
technical interventions but are “the
natural attorneys of the poor, and
social problems fall to a large extent
within their jurisdiction.”8 One such
example is illustrated by Dr. Thomas
Southwood Smith who encouraged
the working class to organize over
sanitation in 19th-century Britain.
Such efforts bolstered public health
initiatives, such as Britain’s 1848
Great Public Health Act, which
addressed improvements in water
and sanitation. 

In 1882, Koch, a student of Vir-
chow’s, helped radically alter the
direction of medicine when he dis-
covered the tuberculosis bacillus,
and asserted that the bacillus (“a
germ”) was the actual cause of
tuberculosis (TB).9 The ascendance
of germ theory in the latter half of
the 19th century brought with it a
shift in attention from social and
environmental causes of disease
toward narrowly focused, technical
approaches to disease treatment.
More than 50 years after Koch’s dis-
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unlikely that medical intervention
would have been effective if the
other advances had not occurred.”14

More recently, the ideas stressed
in the Declaration of Alma-Ata in
1978 have been taken up by
researchers, activists, and policy-
makers urging attention to the
social determinants of health,
defined by World Health Organiza-
tion (WHO) in 2003 as “the condi-
tions in which people are born,
grow, live, work and age, and the sys-
tems put in place to deal with ill-
ness, including the health system.”15

THE SOCIOECONOMIC
AND ENVIRONMENTAL
DETERMINANTS OF HEALTH:
WATER, SANITATION, 
NUTRITION, AND 
EDUCATION

“[I]t is not possible to provide health
and knowledge to a malnourished
people, dressed in rags and working
under merciless exploitation.” 

—Salvador Allende

In 2008, the WHO Commission on
Social Determinants of Health con-
cluded that, “social injustice is

killing people on a grand scale.”5

Indeed, current research indicates
that addressing the socioeconomic
and environmental causes of dis-
ease is vital for global health. Many
deaths are easily preventable by
“horizontal” approaches that prior-
itize across-the-board improve-
ments in sanitation, water, and
nutrition.16,17 Bartram and Cairn-
cross note that “while rarely dis-
cussed alongside the ‘big three’
attention-seekers of the interna-
tional public health community—
HIV/AIDS, tuberculosis, and
malaria—one disease alone kills
more young children each year
than all three combined. It is diar-
rhea.”18 Inadequate sanitation is a
primary cause behind diarrhea as
well as many other communicable
diseases, including some neglected
tropical diseases such as trachoma,
helminthiases, and schistosomia-
sis.19 Furthermore, some acute res-
piratory infections are also linked
to diarrhea. However, the best-known
aid organizations rarely prioritize
sanitation as an approach to disease
prevention. Instead they promote
expensive pharmaceutical inter-
ventions delivered to individuals.19

The benefits of hygiene, sanita-
tion, and water are also linked to
other development projects includ-
ing education, economic growth,
and general health. Malnutrition
and diarrhea are synergistic and
often make children susceptible to
other diseases, such as pneumo-
nia.18 Water systems have the ability
to boost livelihoods, including agri-
culture, thereby linking water to
food production and malnutri-
tion.20 Data show that improvements
in water and sanitation also raise
school attendance.18 Furthermore,
community hygiene, sanitation, and
water not only affect mortality rates,
but radically improve disability-
adjusted life years (DALYs).18 DALYs
measure disease burden and take
into account disability, ill health, or
early death (see Figure 2).

Inadequate nutrition (malnutri-
tion/undernutrition) and food
insecurity are also major contribut-
ing causes of deaths, primarily
affecting children (Figure 1). Food
security refers to food availability,
access and use, distribution, and
quality.21 According to the World
Hunger Education Service, there
are two main definitions of malnu-
trition: protein-energy malnutrition
(PEM) and micronutrient malnutri-
tion.22 They report that the causes
of malnutrition range from poverty
and unjust economic systems to
conflict and climate change, all
socioeconomic and environmental
factors.22 Most world hunger initia-
tives focus on PEM but micronutri-
ent malnutrition has recently gar-
nered more attention (such as the
World Food Programme).23

The world produces enough food
to feed everyone. However, the
means of production and the means
of delivery of food and farming
products (seeds, fertilizer) from
donor-countries into impoverished
areas can have severe unintended
consequences for both recipient
countries and the environment.22

For example, a 2009 diarrhea out-
break in Nepal was linked to food
distributed by the UN’s World Food
Programme (WFP) by numerous

Figure 1—Malnutrition is a contributing cause of the majority of childhood
deaths.16,32 In Africa, 45% of deaths occur in children under 14.33

Major causes of death in children younger than 5 years of age



VOL 17/NO 4, OCT/DEC 2011 • www.ijoeh.com Gets AIDS and Survive? The “Perverse” Effects of Aid • 367

human rights organizations claim-
ing that the WFP rice had become
stale after being left in the open air
for months.24–26 Within the vertical
model, preference is given to mass-
distribution of food stock to impov-
erished areas, mass-produced agri-
culture, and genetically modified
organisms (GMOs), all components
that lead to the destruction of local
food systems, put small farmers out
of business and don’t take into
account greater structural ineffi-
ciencies, such as irrigation sys-
tems.27–30 Interestingly, WHO
reports on the 2009 Nepal outbreak
concluded that the major risk fac-
tors were poor sanitation, hygiene,
and water, (and not the WFP). Their
report showcases the important
links between these environmental
determinants of health and dis-
ease.31 In all likelihood, there were
several socioeconomic and environ-
mental causes of the outbreak.

The education and empower-
ment of women and girls, begin-
ning with literacy, are among the
most cost-effective interventions,
and are crucial to overall health and
economic prosperity.34,35 For exam-
ple, within El Salvador “the infant
mortality rate is 2% for children of
educated mothers, but 10% for
those whose mothers have no
schooling.”18 An international study
of 175 countries concluded that “of
8.2 million fewer deaths in children
younger than 5 years between 1970
and 2009 . . . 4.2 million (51.2%)
could be attributed to increased
educational attainment in women
of reproductive age.”37 Further-
more, technical interventions tar-
geted at HIV prevention, including
condoms and/or abstinence, and/
or vaginal microbicides, are inade-
quate and inefficient absent the
empowerment of women.38 When
men control decision making, they
can—and do—refuse to abstain
and/or use condoms.

Many prominent global health
workers recognize that female
empowerment and literacy are
major determinants of health
status.35,39–42 However, the general

Where is the money actually
going? Although large global
health-aid organizations discuss the
need to address the underlying
causes of disease, only a small per-
centage of their funds pay for pro-
grams that focus on these problems.
Instead, “vertical” programs nar-
rowly focused on just three diseases
received the lion’s share of global
health funding. A 2009 survey of
global spending (including private-
sector investment) on neglected dis-
eases, funded by the Gates Founda-
tion, found that “funding was highly
concentrated, with HIV/AIDS, TB,
and malaria receiving 80% of the
total.”3 Of the money given to
HIV/AIDS, 63.9% was given to vac-
cine research, and labeled “preven-
tative”; no money was listed under
basic preventive measures, such as
education or woman’s empower-
ment.3 Furthermore, WHO has
little flexibility to allocate resources
because 80% of its funding is
already designated either by donors
or donor countries to fund specific
disease interventions.3,45

Why is there such a disconnect
between funding and the most cost-
effect socioeconomic interventions?
Clearly the focus on three diseases
with identifiable causal microorgan-
isms—and the concomitant neglect
of problems with more diffuse

education of girls is not considered
a health intervention and receives
little funding from traditional
health funders. For example, edu-
cation** and empowerment are
not mentioned in the “Gates Foun-
dation’s strategy document on
Maternal, Neonatal, and Child
Health,” which instead focuses on
technical solutions.43 Some organi-
zations focusing on educating
women utilize methods to circum-
vent illiteracy, such as using draw-
ings to describe the issues associ-
ated with HIV, instead of funding
literacy programs directly.44 Why
isn’t basic education, the most
effective means of improving over-
all health, a priority for all health-
related aid organizations?

WHAT GETS FUNDED,
AND WHY 

While there is a rich history of dia-
logue and extensive data about the
importance of environmental, eco-
nomic, and social determinants of
health, global aid continues to fall
short of implementing effective
programs to address these issues.

Figure 2—DALYs and disease burden18

**The Bill & Melinda Gates Foundation
does donate a significant amount of money
to education in the United States.
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causes—reflects hegemonic beliefs
in technomedical, rather than
social/environmental, solutions.
Funders and their consultants
(physicians who often have pharma-
ceutical experience) are attracted to
technical solutions based on their
own experience in health and non-
health arenas. They fit within the
current popular definition of medi-
cine in the United States and
Europe; supplying a country with a
drug for a specific ailment is a
believable solution because it is how
we approach health in donor coun-
tries, where basic public health ini-
tiatives (water, sanitation, education,
housing, and food) are often taken
for granted. Further, donors have a
need to document successes of their
programs; the impact of specific-dis-
ease interventions are easily evalu-
ated through process (e.g., number
of vaccinations) and outcome meas-
ures (e.g., number of new cases of
malaria) over a relatively brief inter-
val (weeks or months). 

Vertical initiatives for specific dis-
eases are also “identifiable.” In his
research on decision making and
genocide, Paul Slovic explains the
identifiable victim effect: “people
are much more willing to aid identi-
fied individuals than unidentified
or statistical victims.”46 Donating to
an identifiable victim (particularly
those with a name) or singular
cause (particularly of a well-adver-
tised disease) is more personal and
is less overwhelming than the
bigger picture (as noted by Mother
Theresa: “If I look at the mass I will
never act. If I look at the one, I
will”).46 Specific interventions also
allow people to donate based on
personal experience with a disease
or on a whim, without much
thought for long-term involvement.
As vertical programs focus on spe-
cific problems they can use (often
exploitative) images of identifiable
victims and garner emotional sup-
port. Images of large stretches of
inadequate housing with poor sani-
tation are far more overwhelming
and are less likely to attract emo-
tional appeal than an image of a sin-

gular child with an easily fixable
deformity or an identified disease.
The use of identifiable victims make
vertical approaches more visible in
the mainstream media while system-
atic structures that need massive
attention (e.g., primary health
care) are easily overlooked. Further,
as Hemenway notes, “the benefici-
aries of public health measures are
generally unknown. Whereas medi-
cine typically deals with identifiable
people (patients), public health typ-
ically deals with statistical lives.”47

Ideological “medical” invest-
ments in identifiable diseases and
technical solutions are accompa-
nied by material interest. In analyz-
ing the ongoing battle to promote
primary care after the declaration of
Alma Ata, Evelyne Hong wrote, “the
emphasis on addressing the root
causes of poor health and the efforts
to put health in the hands of the
people posed a threat to entrenched
economic interests, namely the
medical and nursing establishment,
the elites, and the governments that
claimed a monopoly on knowledge
and the power of healing.”48 Half-
dan Mahler, the head of WHO in
1978, and the architect of the Alma-
Ata, noted that promoters of global-
ization and free trade recognized
that the primary-care approach con-
stituted a political threat to their
power. He recently explained the
demise of the primary health care
movement: “We were crushed by the
IMF. The hammer that was used to
crush us was the vertical interven-
tion—‘selective primary care.’”49

The current system also yields
financial benefits. More than 80% of
US aid is given to US companies,
funding nonprofit and for-profit
“beltway bandits.”50 These institu-
tions and the academic and private
“consultants” who charge hundreds
of dollars per day are the unques-
tioned beneficiaries of aid pro-
grams. Running global health non-
profits and consulting on global
health is such big business that the
State of Washington developed a
plan to increase their share of global
health funding (see Appendix 2).51

Current global health funding
priorities can also be linked to the
economic interests of the major
private philanthropic organizations
that invest in global health. A 2011
report by Stuckler et al. reveals
extensive conflicts of interest
between philanthropic work and
private corporations. Vertical inter-
ventions validate large expendi-
tures on pharmaceuticals and med-
ical equipment. Unsurprisingly, the
Gates Foundation is heavily
invested in GMOs (e.g., Monsanto)
and pharmaceutical corporations
and its leadership overlaps with var-
ious corporations who will benefit
from spending on technical disease-
specific interventions. This net-
work results in a hidden sphere of
influence on global health aid that
escapes significant public critique
and lacks transparency.52 For exam-
ple, “the Bill and Melinda Gates
Foundation held stock in Merck at
a time when it developed partner-
ships . . . with the Merck Company
Foundation to test Merck prod-
ucts.”52 Partnering with large for-
profit drug and device manufactur-
ers blocks critical analysis of
hegemonic technical interventions. 

Gates’s and others’ belief that
high-tech solutions are the answer
to global health is a significant
driver of vertical interventions. Due
to his visibility as one of the most
successful men in the world, Gates’s
endorsement of these interven-
tions reinforces the belief in the
value of vertical interventions and
focus on three singular diseases
(HIV, malaria, and TB). The power
of this technology-oriented belief-
system is evident in the fact that,
even though the Gates founda-
tion’s global health program gives
some attention to important under-
lying causes of death (i.e., diarrheal
disease) and preventive care, the
foundation’s emphasis remains
focused on vaccines and treatment
drugs for specific diseases. Primary
care is mentioned once in their
Global Health Program Overview
and only in connection to vaccines
and maternal and child health
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(Figure 3).53 Water, sanitation,
poverty, and hunger are addressed
by their global development pro-
gram, which receives a significantly
smaller portion of the total budget:
From 1994 to 2010, 12.8% was
given to global development while
57.8% went to global health.54 The
Gates Foundation’s total budget is
greater than that of the WHO and,
as a result, has significant power to
influence the direction of health
aid funding.52

The sheer spending power of
foundations and large NGOs based
in the United States and Europe
sculpts funding to assuage donors,
not recipients. For example, the
Gates Foundation’s first “guiding
principle” reads: “This is a family
foundation driven by the interests
and passions of the Gates family,”
revealing a focus on personal inter-
est and beliefs regarding global
health.56 In this way, the majority of
global health spending follows a
neocolonial model and many

period] Haiti actually went back-
ward on every other health indica-
tor” other than HIV, perhaps shed-
ding light on the question of why
one might try to “get AIDS to sur-
vive.”59 Paul Farmer, co-founder of
Partners in Health (PIH), noted
while critiquing Garrett that “the
influx of AIDS funding can indeed
strangle primary care, distort public
health budgets, and contribute to
brain drain.” He claimed “these
untoward or ‘perverse’ effects are
not inevitable; they occur only when
programs are poorly designed.”1

However, we argue that the
system of vertical aid is problematic
by design. Vertical programs waste
resources because they generate
inefficient delivery structures,
impose a foreign model on aid
recipients, and divert qualified
local health care practitioners from
more efficient intervention and
delivery settings, as demonstrated
by AIDS programs in Haiti. As a
result, programs that focus atten-

donors fail to listen to experts from
developing countries. The neocolo-
nial approach is well known to the
recipients. A dean at a school of
medicine in Kenya stated that fund-
ing “should be decided bilaterally
. . . not unilaterally from the
funder, because if you come, for
example, directly to where I work, I
should be able to say what are pri-
ority health areas” and the funding
and resources can be directed
accordingly.57

THE UNINTENDED 
CONSEQUENCES OF 
“VERTICAL” AID

Unfortunately, the vertical aid
model has repeatedly adversely
impacted on global health. Laurie
Garrett of the Council on Foreign
Affairs noted that as a result of mas-
sive funding of HIV interventions,
between 2002–2006 HIV prevalence
in Haiti plummeted from 6% to 3%.
However, “during the [2002–2006

Figure 3—Adapted from “Allocation of grants from the Bill and Melinda Gates Foundation during 1998–2007 by dis-
ease or health issue”58 [DLC1]
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tion on preventing and treating a
single disease may actually worsen
overall health conditions for the
whole population even when they
successfully impact on a particular
disease; this is what economists call
“opportunity cost.”60 Opportunity
costs are the benefits that would
have accrued if alternative pro-
grams and approaches were
funded—in other words, the cost of
the road not taken. Opportunity
cost is assessed not only in mone-
tary or material terms, but also in
terms of anything that is of value,
such as the displacement of pri-
mary health care by large-scale, dis-
ease-specific interventions. (See
Appendix 1 for a more comprehen-
sive list of articles on vertical
approaches to aid.) 

Inefficient Structures. Vertical pro-
grams duplicate infrastructure and
underutilize human resources
because each disease control pro-
gram develops its own bureaucracy,
buildings, and staff. In 1993, the
World Bank called for public poli-
cies, which promoted diversity and
competition in health care provi-
sion, particularly through the use
of NGOs as health care providers.
The World Bank “experts” believed
that profit-driven interventions
were always more efficient and
effective. These expert recommen-
dations are unfortunately based on

beliefs but not on facts; the United
States has one of the most profit-
driven health systems in the world,
yet this system is the least cost-effec-
tive in the world and hardly serves
as a model for efficient delivery.
Uganda has so many “independ-
ent” AIDS NGOs that it has an
NGO whose sole mission is to
organize other AIDS NGOs.61 In
October 2010, its membership
included over 1,600 organizations
and 44 district networks. 

As noted in the introduction,
resources offered by various NGOS
may be exclusionary—offering
services only to people affected by a
given vertical initiative’s disease.
Disease-specific aid interventions,
like PEPFAR, allow some countries
in Africa to dedicate entire hospi-
tals—including MRI, CAT scan,
and echo equipment, laboratories
and computers—to the treatment
of a single disease: HIV. This leads
to inefficient facility utilization and
gaps in care. For example, patients
with co-morbidities (such as con-
current TB and HIV infections)
may have to visit several clinics/
providers to meet their multiple
needs (see Figure 4).

Not only is this a waste of
resources, but it can lead to prob-
lems in patient care. For example, a
colleague in Uganda visited a patient
who had TB, malaria, and HIV.61 He
received treatment for each disease

at different clinics, which were
located miles from each other and
lacked communication. There were
no common medical records. The
patient kept his medication for all
three diseases in a large bowl. He
took blue pills when he felt “warm,”
red pills when he felt “cold,” and
yellow pills when he felt “nauseous.”
He took all medication on an “as
needed” basis. He was not informed
of what medications might be dan-
gerous to mix with others.62

While on rare occasions, Western
nations have sufficient resources to
dedicate entire hospitals to the
treatment of specific diseases (i.e.,
cancer), many countries in the
developing world stand to gain
more by strengthening their health
systems and investing in primary
care than by investing in specialized
facilities. Funding general hospitals
and community-based clinics, which
often lack basic equipment as well
as an adequate health workforce,
would permit countries to effi-
ciently treat their populations for a
variety of ailments including those
that make the greatest contribution
to death and disability rather than
only HIV, TB, and malaria. 

Brain Drain. One of the major
opportunity costs associated with
vertical programs is the promotion
of internal brain drain, occurring
when donor-funded projects entice
health care workers from the pri-
mary health care sector and rural
locations with better pay and work-
ing conditions.63 De Maeseneer et
al. found that:

“Salaries of healthcare providers work-
ing for donor funded vertical programs
are often more than double those of
equally trained government workers in
the fragile public health sector. This
lures government workers to the higher
paying vertical programs and creates
an internal ‘brain drain.’ But it is the
underfunded primary care clinics and
health centers that care for all diseases,
including common illnesses such as
diarrhea, malnutrition, and respira-
tory tract infections, which take many
more lives than HIV, tuberculosis, and
malaria.” 63

Figure 4—Vertical model disease-specific delivery, multiple locations vs. hor-
izontal model, holistic care, single location
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In 2000, the Gates Foundation and
Merck pharmaceutical company set
out to show that “mass AIDS treat-
ment and prevention could suc-
ceed in Africa,” using Botswana as a
testing site and spending US$100
million. The LA Times reported:

“While deaths from AIDS fell sharply .
. . HIV continued to spread at an
alarming pace. Meanwhile, the rate of
pregnancy-related maternal deaths
nearly quadrupled and the child mor-
tality rate rose dramatically. Despite
improvements in AIDS treatment, life
expectancy in Botswana rose just mar-
ginally, from 41.1 years in 2000 to
41.5 years in 2005. Dean Jamison, a
health economist who was editor of Dis-
ease Control Priorities in Developing
Countries, a Gates Foundation-
funded reference book, blamed the
pressing needs of Botswana’s AIDS
patients. But he added that the Gates
Foundation effort, with its tight focus
on the epidemic, may have contributed
to the broader health crisis by drawing
the nation’s top clinicians away from
primary care and child health.” 38

In another example: In the 60-plus
years that the United Kingdom’s
Medical Research Council (MRC)
has been involved in Gambia, many
valuable health professionals
moved from the Gambian health
service to the MRC. In 2008, “28 of
the 96 nurses and midwives in the
poorest Upper River Region (serv-
ing a population of over 250,000)
and trained by the government
were working for the MRC.”64

A primary-care doctor, born in
the United Kingdom and working
in Nepal for over 14 years,
described a man who was very sick
in a rural village—the people there
assumed it was AIDS and told him
that there was nothing he could do
about it. “Any competent doctor
could have told him he had a com-
pletely treatable disease”—if a
doctor had been present.65 She
continued to explain how UNICEF
and other training programs have
contributed to doctor shortages:

“One of the biggest problems is that
there are constant training programs,
and . . . the doctors are called to these

will revisit this topic later in this
article.

Unmeasured Impacts. Evaluations of
vertical interventions typically
emphasize process, participation
rates, and disease-specific outcomes
rather than their impact on the
entire disease burden or overall
health of a country. For example,
the effectiveness of cleft palate
interventions is measured against
locations where there are no such
interventions and are not meas-
ured against the incidence of other
diseases. What is surgical treatment
of a cleft palate worth if the patient
dies of malnutrition within
months? Within this narrow evalua-
tion frame, unintended negative
(or even positive) consequences of
programs are usually overlooked.
To an extent, unintended conse-
quences are inevitable and working
in global health requires constant
checks and balances, but there are
methods that programs and indi-
viduals can use to reduce adverse
side effects and improve outcomes
(as we will discuss later). 

One example of a usually unmea-
sured negative consequence of aid is
the increase in nosocomial infec-
tions that can accompany immuniza-
tion programs. Contaminated injec-
tions in health care settings are a
problem in many developing coun-
tries.68–70 Deuchert and Brody’s
“findings suggest that unsafe health
care is an important factor in the
spread of HIV in lower-income coun-
tries. Across multivariate models and
specifications, the lack of auto-dis-
able syringe use is associated robustly
and powerfully with greater HIV
prevalence.”68 Another study, con-
ducted for WHO, noted that “39.3%
of [injections] were given with
reused equipment. In 2000, contam-
inated injections caused an esti-
mated 21 million HBV infections,
two million HCV infections and
260,000 HIV infections, accounting
for 32%, 40%, and 5%.”69 The real
difficulty is that many programs do
not measure the adverse side effects
of interventions. Vertical-aid pro-

training programs—and they’re paid
to go, so they like to go there . . . but
that means that those doctors aren’t
present in rural areas. It often takes
three to four days to get from where
they’re supposed to be working to the
city where the training is being held.
And then they’d spend a few days with
the family and then they go back. So
even in places where there are officially
doctors posted . . . they’re not able to do
their work. . . . It’s not just one train-
ing they go to, it’s multiple trainings
by multiple different donors . . . there is
no time to implement any of the train-
ing that they’re given, and that isn’t
the point of going anyway, the point of
going is to sit there and get some
money, for sitting there. And in the
meantime patients, like my patient, are
dying . . . of very treatable diseases.”65

She explained that although some
of the independently run trainings
are relevant; they have an adverse
impact on health because they are
not integrated into the health
system.

Aid not only affects health care
at a micro level (internal brain
drain) but also has counter-produc-
tive macro effects on health organi-
zation and spending. For every US
dollar given to developing coun-
tries, governments decreased their
own health spending by 43 cents to
$1.14.66 In addition to reducing the
total amount of money that is spent
on health, foreign aid shifts funding
from more effective public health
measures to less effective interven-
tions. As the majority of foreign aid
is designated (to specific diseases,
hospitals, or programs) the result of
the decline of in-country health
spending can be devastating.67

Programs Are Implemented without
Recipient Input. In most cases, verti-
cal programs are implemented
without consulting with local popu-
lations regarding the health serv-
ices they feel are most needed. This
means that such programs inter-
vene at the price of community and
cultural knowledge. As discussed
earlier, the delivery is often based
on “Western” ideas about medi-
cine, hierarchy, and economics. We
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grams’ failure to provide sufficient
needles for safe, single-use needs
contributed to this disaster. For
example, evaluations of immuniza-
tion programs are limited to count-
ing the number of immunizations
provided. A birth control program in
Mexico provides an example of
externalities related to depo provera
injections. The traditional birth
attendant administering the shots
received only two new needles every
two months—and stored them by
sticking the needles into her ply-
wood wall.71 Her work was evaluated
by counting the number of shots
administered but did not include an
evaluation of resultant HIV or hepa-
titis C infections. Separate vertical
programs count the HIV and hepati-
tis C rates but fail to consider the
negative impact of the immunization
programs in another office.

Evaluations of vertical programs
can also fail to assess positive exter-
nalities (unexpected and unmea-
sured benefits). Banerjee and
Duflo have promoted the use of
randomized control trials (RCTs)
of health interventions comparing
communities where interventions
are implemented with control com-
munities that are left “untreated.”72

RCTs are akin to drug and medical
device evaluations; unfortunately,
Banerjee and Duflo do not com-
pare various interventions with
each other but instead compare
interventions to an untreated, con-
trol village or population (without
a placebo component). Like drug
trials, their RCTs often do not
examine the side effects (negative
externalities) of so-called “silo” or
vertical interventions on other
health indicators. Such (micro)
evaluations often ignore less-meas-
urable, long-term (macro) effects
such as women’s empowerment, lit-
eracy, and community engagement
in health. The education of girls
improves health outcomes so dra-
matically because it inspires social,
economic, and political change.
Unfortunately, aid organizations
focus on programs and outcome
measures (such as RCTs) that do
not address social, economic, or
political barriers to health. 

In the following section, we will
show how cultural changes (at home
and abroad) are necessary for
rethinking how we distribute global
health aid to limit harmful vertical
initiatives and place more power in
the hands of the recipients.

RETHINKING HEALTH “AID”/
REFRAMING THE PROBLEM

“Public health is not a branch of med-
icine. Rather, medicine is a branch of
public health. There is overwhelming
scientific evidence that the public’s
health depends primarily on political,
economic, social, and cultural factors.
Medical care, as its name suggests,
takes care of people when they are ill or
injured, but it does not do much
curing”

—Vincent Navarro74

Given the various failures of vertical
aid initiatives, it is essential to rede-
fine the role of medicine in health
aid, with the goal of supporting
horizontal initiatives. Horizontal
initiatives focus on the socioeco-
nomic and environmental determi-
nants of health and are driven by
community-professional partner-
ships, utilize local expertise, maxi-
mize the impact of limited
resources, and adequately address
negative side effects.

As discussed previously, the root
of the problem with “health aid” lies
in the fact that “medical and health”
interventions, defined primarily by
US and European doctors and med-
ical institutions, have been restricted
to medical tools: drugs and surgery.
To rethink health aid, we must first
examine our construct of medicine
and health, emphasizing the social
model embraced by Virchow,
McKeown, and the Alma-Ata signa-
tories. As many public health profes-
sionals have argued, water, sanita-
tion, hygiene, food production,
education, women’s empowerment,
and poverty are clearly linked to
overall health and must come to be
seen as integral aspects of medical
intervention.18–20,37,75

If the purpose of medicine is to
reduce suffering and prolong
meaningful life,†‡ the tools of med-

Figure 5—Adverse impact of structural adjustment programs on health. IMF
= International Monetary Fund (Figure: “Trends in Tuberculosis Mortality Rates
in Post-Communist European Countries, By Region” from Stuckler, et al.,
International Monetary Fund Programs and Tuberculosis Outcomes in Post-
Communist Countries, PLoS Medicine)73

†The World Health Organization (WHO)
defines health as “a state of complete physi-
cal, mental and social well-being and not
merely the absence of disease or infirmity.”73

‡The definition of meaningful should be
determined by the patient and/or his or her
family.
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icine should include whatever
interventions are required to
accomplish these purposes in the
most effective manner possible.
The job description for health
workers should include the imple-
mentation of all interventions that
achieve these objects, such as
encouraging changes to the socioe-
conomic status of a population and
the environment in which they live.
The job description for health
workers should include the imple-
mentation of all interventions that
will achieve these objectives.  

In addition to recognizing that
the primary determinants of health
of any population are the living
conditions that they experience, we
must also recognize that aid inter-
ventions are not sustainable unless
people at a community level are
empowered and physicians are
encouraged—and expected—to
find the most efficient ways to
reduce suffering and prolong
meaningful life. 

Horizontal initiatives can only be
implemented through the develop-
ment of health systems that maxi-
mize efficiency of resource distribu-

munity Oriented Primary Care
(COPC) approach to health inter-
ventions. COPC integrates epidemi-
ology into the work of family physi-
cians, effectively making local
public health issues part of health
service delivery. COPC systems
incorporate the community as a
whole into the practice of medicine,
through research, intervention pro-
grams in hygiene, sanitation, and
nutrition; and health trainings that
were based on the needs articulated
by the community.13 The practice of
COPC emphasizes the integration
of cultural and social belief systems
and the local environment of a
patient and their family into health
care delivery.13,82

The COPC approach is based in
the premise that communities have
valuable knowledge about their
own health issues—both on an indi-
vidual and community level. Effec-
tive approaches to health should
create space for communities to
articulate their own needs and pri-
orities, rather than imposing a set
of preordained interventions.
Communities and health profes-
sionals can work together to iden-
tify and address issues together in a
joint partnership that is based on
multidirectional learning. Partici-
pants from developed, donor-coun-
tries can deliver what is needed
based on the needs articulated by
the community and not based on
the priorities of donors. 

COPC has been successful in
improving general health indica-
tors. For example, the program ini-
tiated by Kark in South Africa
resulted in a decline of scabies or
impetigo prevalence in school-
children (from 82% in 1942 to
7.8% in 1950) as well as a dramatic
reduction in infant mortality (from
270 to 100 per 1,000 live births).82

Using a series of articles and case
studies, Jaime and Rosa Gofin’s
“The Essentials of Global Commu-
nity Health” record how more
recent COPC approaches have
been molded to address the health
issues of particular communities,
prioritizing locally articulated

tion and allocation. Strengthening
health systems and global health
aid can begin with the implementa-
tion of three strategies: promotion
of community empowerment to
advance health; incorporation of
the most cost-effective health inter-
ventions into individual country
health plans; and encouragement
of rethinking of health aid within
donor countries.

Community Empowerment to
Advance Health and Promote 
Sustainability

[Health initiatives need] real empower-
ment and development of these commu-
nities . . . integrated health improve-
ment and health promotion of the
community, increasing their awareness,
increasing their empowerment—and
[external donors need to] let them par-
ticipate for their own health, and help
them to have the decisions to integrate
their lives in a more healthy way. . . . 

—A female Egyptian doctor81

An early leader in combining
empowerment with medicine and
primary care was Sidney Kark. In
the 1940s, Kark developed the Com-

The Cuba Example

Three thousand (about one-half) of Cuban physicians left Cuba between 1959
and 1961, following the Cuban revolution. Most affected was the medical fac-
ulty. By 1961, only approximately 16 out of about 400 physician faculty mem-
bers remained.78,79 In the following decades, Castro made the development of
health resources a national priority to meet domestic needs and as a tool for global
diplomacy. 

Castro was directly involved in the expansion of the medical education system.
He assembled a small group of foreign volunteers and domestic academics. One
of the authors (FM) was involved in the development of the medical curriculum.
According to FM, Cuba would need about 7,000–8,000 physicians to have the
then WHO “magic ratio” of one physician per 1,000 people. This could be
achieved in about 15 years. All these figures were challenged by Castro, who
believed that Cuba was capable of providing thousands of physicians to Cuba
and the world. By 2005, Cuba had one doctor per 156 people.80

Cuba is now the leading exporter of physicians to developing countries, col-
laborating with 68 countries.80It is also the single largest trainer of physicians
from developing countries with over 10,661 foreign students from 27 countries
enrolled in the Latin American Medical School (ELAM) in Havana, which was
established in 1998 to train physicians from poor countries in Africa and Latin
America; in exchange for full scholarships, physicians promised to practice in
low-income areas in their home countries for five years.80
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needs over Western impositions.83

COPC’s successes include reducing
child trafficking, diabetes, and
improving maternal and child
health while strengthening primary
care systems and local expertise.83

Community-oriented approaches
should ensure that a multiplicity of
voices are included and expand
beyond traditional leaders to
include marginalized populations
and progressive individuals. In par-
ticular, women’s voices should be
prioritized. General health out-
comes can also be improved by
focusing on programs that empower
women. This empowerment can
only be achieved through political
work at the grassroots level through
programs that are run by indige-
nous women, and supported but not
controlled by donor-countries. Liter-
acy is perhaps the most important
factor in empowering women lead-
ers; thus funding literacy programs
as a health intervention is one of the
most important assets that the
donor-countries can offer.

The same need for grassroots
organizing, education, and limited
donor intervention apply to sanita-
tion, water, and nutrition initiatives.
The community-led total sanitation
(CLTS), which was developed in
Bangladesh, relies on the indigenous
population to raise “community
awareness” and encourage “a coop-
erative, participatory approach” to
improve sanitation is an example of
the COPC approach.19

On the other hand, donor initia-
tives that ignore local values and

resources are often doomed to fail-
ure. For example, vertical interven-
tions to reduce hunger, such as the
new “Alliance for a Green Revolu-
tion in Africa,” (AGRA) led by the
Gates and Rockefeller Foundations,
overlook basic necessities of nutri-
tion and community knowledge
through their massive-farming ini-
tiatives, promotion of chemicals,
monocultures of hybrid seeds, and
concentration on genetically-modi-
fied organisms (GMOs).§27–30 Sev-
enty African Civil Society Organiza-
tions signed a statement opposing
AGRA in 2007.30 According to their
statement: “The push for a corpo-
rate-controlled chemical system of
agriculture is parasitic on Africa’s
biodiversity, food sovereignty, seed
and small-scale farmers.”30 Such
massive farming initiatives are not
as effective as “biodiversity-based
organic agriculture” and the state-
ment proclaims: “We reject these
new foreign systems that will
encourage Africa’s land and water
to be privatized for growing inap-
propriate export crops, biofuels
and carbon sinks, instead of food
for our own people.”30 Communi-
ties must be empowered to take
control of their indigenous knowl-
edge systems surrounding food pro-
duction and foreign initiatives must
incorporate this knowledge in
efforts to help. Further, the medical

community should be educated on
the benefits of traditional, locally
produced food, viewing food secu-
rity as a key medical intervention.

The most valuable lesson of
COPC is the incorporation of local
leadership into the health system.
Physicians and international aid
professionals must be prepared to
work with communities when their
articulated health needs do not
match donor expectations. This
work requires a commitment to
process and communication rather
than simply an eye on what are tra-
ditionally considered measurable
outcomes.

Advocate that All Aid Fit Within
Local Health Plans and Be 
Monitored by Health Systems
Impact Assessments

A comprehensive global health
monitoring system, which addresses
the primary determinants of health
and strengthens indigenous leader-
ship, is necessary to limit the prolif-
eration of NGOs, misdistribution of
funding, and governmental corrup-
tion.¶ There are several components
to such a model. The first step is the
creation of viable health planning
organizations, including representa-
tion from NGOs, large multina-
tional aid programs (WHO,
UNICEF), indigenous health care
providers, and national govern-
ments. A coordinating council, com-
posed of representation from vari-
ous sectors, would serve to limit
donor power and governmental cor-
ruption, while supporting health sys-
tems. The Global Business Plan,
announced in 2007 by the Prime
Minister of Norway, called for each
country to develop its own national
plan to achieve Millennium Devel-
opment Goals 4, 5, and 6 (child

Figure 6—The Physician’s Job Whatever it takes77

¶Corruption is a problem in many coun-
tries. For example, the massive theft of med-
icine and money from international donors
caused Uganda to set up a unit to monitor
the supply chain. However, governments
and leaders themselves are a major part of
the problem.84

§For further reading, the Seattle-based cam-
paign, AGRA-Watch, keeps a website with
resources on this issue: http://www.seattle
globaljustice.org/agra-watch
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health, maternal health, and
combat HIV/AIDS). Norway and
the Netherlands offered 1.25 billion
dollars to begin the program.85 The
program was designed to promote
the “channeling of funds through
existing mechanisms to support the
delivery of essential health services,
rather than earmark support for
specific interventions.” The Global
Business Plan proposed that low-
income countries submit one
national health plan to “a consoli-
dated group of bilateral and multi-
lateral funders” for review, rather
than searching for funding from
multiple sources.86 Donors would be
required to make their funding and
projects fit the recipient countries’
priorities and plans. Just after this
program began it was subsumed by
the UK- and German-led Interna-
tional Health Partnership (IHP+).
IHP+ “seeks to achieve better health
results by mobilizing donor coun-
tries and other development part-
ners around a single country-led
national health strategy.”87 Canada,
Australia, and the majority of West-
ern European countries, have
joined this partnership.87 The
United States has not. 

An important element that is not
presently provided for in the IHP+
program is robust community
involvement. Such involvement is a
significant component in limiting
national government corruption
and neocolonial systems of aid.
National health plans need to be
built from the community level up
and focus on primary care models
that support the wide variety of
health needs of local communities.
Ideally, communities would partici-
pate in setting health priorities and
program budgets (akin to the
South African peoples’ budget
process), a process that would
begin with community meetings
where the national health plan and
budget would be discussed and
amended.85 This would be followed
by regional and national level meet-
ings where each level would elect
representatives to the next level,
ultimately electing civil sector rep-

should drive global health, we real-
ize that resources from developed
countries are often needed to facili-
tate and fund interventions. Unfor-
tunately, medical interventionists
too often provide advice and direc-
tion based on a limited medicotech-
nical approach to disease rather
than on broad health indicators
and community input. Community
input is the key to the creation of
cost-effective, sustainable health sys-
tems. How can donor-countries best
contribute to this process? 

“Western” medical schools and
physicians serve as a valuable plat-
form to discuss the need for public
health (socioeconomic and environ-
mental concerns) in “medical”
interventions. While some world-
renowned global health profession-
als have stressed the importance of
education and/or water and sanita-
tion in improving health in develop-
ing countries, none have classified
these as medical interventions. For
better or worse, physicians, interna-
tional organizations, and powerful
NGOs propagate their limited view
of “medicine” as treatment with pills
or surgery when they set funding
priorities and design programs for
developing countries. 

Many physicians shy away from
social interventions because they
are viewed as political. Similarly,
vertical programs are not perceived
by the public to be political because
the physicians and NGOs that pro-
mote them are viewed as neutral
authorities. However, the promo-
tion of vertical programs instead of
public health is itself a political
decision imbued with cultural
values. If medical authorities define
jobs and education as medical
interventions, physicians will not
squander their apolitical credibil-
ity; rather, their credibility will
boost these initiatives. To accom-
plish this and effect change we
must redefine medicine to include
a wide variety of initiatives that
impact on health. If we continue to
limit our tools to hammers (drugs,
surgery, and devices) then all prob-
lems will look like nails. 

resentatives to become members of
the national planning counsel
along with government, NGO, and
international organization repre-
sentatives. This system encourages
a broader conceptualization of
health, integrates civil sector input,
and makes the decision-making
process transparent. All resources
(national and foreign) would then
be distributed based on each indi-
vidual country’s health care plan. 

The third component to a com-
prehensive global health monitor-
ing system involves national and
international program evaluations.
As we have shown, many disease-spe-
cific health interventions negatively
impact health status, often making
conditions worse and, thus, violating
the first rule of medicine, “Do no
harm.” Recently, several authors
have suggested that health interven-
tions should be evaluated prior to
and after implementation to deter-
mine if they cause unforeseen detri-
mental externalities like internal
brain drain.89 Known as Health Sys-
tems Impact Assessments (HSIAs)
(akin to environmental impact
assessments), these evaluations will
help ensure that programs follow
and fit within national plans.89

These assessments should be made
by the same planning agencies that
develop the national health plans,
functioning to limit unintended
negative consequences on national
health systems, as well as an interna-
tional body, functioning to monitor
government corruption (such as the
theft of medical supplies and
money). Community voices must be
integrated into these assessments
and, as Swanson et al. write, “global
health organizations should not wait
for their development before think-
ing about the effect of their activity
on future health systems.”89

What Is the Role of the “West”?
Rethinking Health Aid within 
US and European Medical Schools
and Health Systems

Although we feel strongly that
south-south exchanges and voices
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We propose that medical, nurs-
ing, and allied health professional
students take the lead in changing
our approach to aid, adopting an
approach that more directly
reflects the needs of those in low-
income countries. Medical students
are often idealistic, motivated,
desiring of responsibility, and in
the process of educating them-
selves on health issues. Many want
to serve the poor and the sick in
developing countries. Educating
students about these issues can
create the framework for a massive
shift in global health.

We also call on academics to
reflect on the course of health aid
and act to change the direction of
aid. Part of the solution is political;
we must organize to change the
dominant vertical aid paradigm.
Academics, doctors, health profes-
sionals, and students must engage
in a public discourse on the direc-
tion of aid and serve as advocates
for change. This discourse can and
should involve meetings, publica-
tions, speaking arrangements, lob-
bying, and simply talking about the
issue and telling stories from the
front lines of global health care.††

CONCLUSION: 
REKINDLING THE DEBATE

Prior to answers there must be ques-
tions. In the questions raised, the
viewpoint has (already) been chosen
and the valuations implied. 

—Gunnar Myrdal

Those who profess to favor freedom,
and yet depreciate agitation, are men
who want crops without plowing up
the ground. Without a struggle, there
can be no progress. . . .

—Frederick Douglass

The current model of health aid
follows a hegemonic belief system
regarding health and medicine.
Further, aid is often distributed
based on popularity of specific
health issues or images. This com-
bination leads to overwhelming
investment in specific diseases and
technical solutions, leaving the
socioeconomic and environmental
determinants of health vastly
underfunded. Because of the cur-
rent aid practices, health systems
are in ruins, primary care is usually
unavailable, and the lack of basic
public health measures fuels the
spread of disease. Within the cur-
rent system, when one disease
becomes notable, the donor-world
leaps to the rescue, shifting
resources away from the necessary
building blocks of sustainable
health care: water, education, sani-
tation, food security, and commu-
nity empowerment. 

To improve health we must affect
social change on a global scale.
Physicians and other health leaders
in the United States must reframe
the hegemonic construct of contem-
porary biomedicine that dominates
foreign health aid and our own failed
health system. If we are to progress
we must rekindle the debate on
social medicine and re-legitimize
physicians and other health workers
as “lawyers to the poor.” We must
treat health as a social problem that is
properly addressed by sociopolitical
initiatives.

Purveyors of aid must collaborate
and communicate with experts and
communities in host countries to
encourage change that will posi-
tively influence health outcomes.
When world health is at stake, both
cultural sensitivity and an eye for
positive cultural change are neces-
sary to achieve holistic health
improvements. Purveyors of aid
must not force their models on
others, but rather seek partnerships
with groups in low-income countries
to promote health more effectively.

Medical intervention must
include community initiatives cen-
tered on COPC that target the envi-

ronmental, social, and economic
determinants of health.7,14 If pro-
grams are implemented at the com-
munity level with local leaders, they
become a sustainable and efficient
foundation for national health sys-
tems. These programs are more cost-
effective than programs that single
out diseases or health problems
because they address the root causes
of many different problems affecting
health. The integration of knowl-
edge about sanitation, water, educa-
tion, and food into medical and
other health professions schools is
essential if we are to rewrite the
“medical” job description and add to
our toolbox more powerful tools for
improving health. Educational pro-
grams must emphasize the value of
empowering women in promoting
environmental and socioeconomic
determinants of health and strength-
ening the health care workforce.

Health programs that fit within
national health care plans or that
are developed with a “bottom-up”
approach will better support the
needs of people and communities
by taking into account the interests
of local stakeholders. By accepting
community knowledge and reject-
ing programs driven by donor pri-
orities, we can develop a global
health system that gives agency to
those who need it the most. 

In speaking against health sys-
tems funding, Jim Kim MD, co-
founder of Partners in Health,
asked, “My question to people argu-
ing for broad-based health systems
funding is, ‘What would you do
with the money next week?’”90

We would:

1. Develop a model emergency edu-
cation program (similar to Cuba’s
1961 program) to achieve 80–90%
literacy rates worldwide in 12 to 48
months.‡‡

2. Support massive expansion of
health training institutions and
exponentially expand the ranks of
physicians, nurses, paraprofession-
als, community health workers,

††Several organizations and many individu-
als have come together to create 15by2015.
org to advocate for change. We call on all
funders to contribute 15% of whatever they
spend on their particular program to health
systems infrastructure, training of commu-
nity-oriented health practitioners and
increasing salaries of local primary care
health workers. 

‡‡Fifteen countries were studying under the
Cuban program in 2007.91
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and health-development experts
in three to six years.

3. Seek real integration of health aid
into national health systems. 

4. Dramatically expand the COPC
model and encourage south-south
exchanges. 

5. Stop programs that worsen health
conditions based on HSIAs or
other evaluations.

Our question for Jim Kim is: “What
are we going to do with the people
next week, after the data is col-
lected and the large organizations
pack up and move on to another
country or disease?” As a primary-
care doctor explained regarding

wisely and we need you to think about
long-term implications and long-term
benefits to health, not just short-term
can-we-get-enough-on-our-piece-of-
paper to satisfy whoever is giving
money to us. . . . Donors should be
working through existing health care
systems, primary health care systems,
and building those up so that they will
be there for the long term, for the local
people. And that may not give instant
gratification but they . . . would be
saving lives now, and in the future.”65
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Nepal, the large donors leave after
they have collected their data,
often with unfulfilled promises and
angry communities in their wake.
She said: “What the people say to
me is ‘They’ve got the big cars, all
the money goes to the staff working
for the donors of the project, and
absolutely nothing comes to us.’”65

Her reflections of the people of
Nepal reveal a frustration echoed
in many parts of the world. 

This is her message to large
donors and NGOs: 

We appreciate your money and we need
your money but we need you to use it

APPENDIX 1: FURTHER READING
Some of the Important Articles Published on Underlying Causes of Disease, Distribution of Health Aid, 

and Health Systems and Health Workforce Strengthening

Article Date Summary

Black et al. “Accelerating the Health 2009 The Foundation needs to shift its funding balance toward 
Impact of the Gates Foundation” “low-risk, high-reward” funding and reevaluate measures to

reduce child deaths.

Black et al. “Maternal and Child Under- 2008 Maternal and child undernutrition is a significant factor in 
nutrition: Global and Regional Exposures child deaths, accounting for 35% of global child deaths. 
and Health Consequences” [first in series] Undernutrition is attributed to vitamin and mineral deficien-

cies and “sub-optimum breastfeeding.”

Bartram and Cairncross, “Hygiene, 2010 “A massive disease burden is associated with deficient 
Sanitation, and Water: Forgotten hygiene, sanitation, and water supply and is largely prevent-
Foundations of Health” [first in series] able with proven, cost-effective interventions,” but the value

and necessity of these interventions is often overlooked in
public health. 

Caulfield et al. “Undernutrition as an 2004 “Fifty-two and a half percent of all deaths in young children 
Underlying Cause of Child Deaths were attributed to undernutrition,” calculated by low weight-
Associated with Diarrhea, Pneumonia, for-age. “Efforts to reduce malnutrition should be a policy 
Malaria, and Measles” priority.”

WHO Maximizing Positive Synergies 2009 This article details how collaboration between global health 
Collaborative Group, “An Assessment of initiatives and country health systems can improve 
Interactions Between Global Health “efficiency, equity, value for money, and outcomes in global 
Initiatives and Country Health Systems” public health. . . .”

McCoy et al. “The Bill & Melinda Gates 2009 The Foundation’s focus on technology and vertical programs 
Foundation’s Grant-Making Programme Lancet detracts from the sustainability of health systems and 
for Global Health” “accentuates existing disparities between developed and 

developing countries.”

The Lancet Editorial, “What Has the Gates 2009 Makes “five modest proposals” to the Gates Foundation to 
Foundation Done for Global Health?” Lancet alter their structure

Southall, Cham, and Sey, “Health 2010 Illustrates how local medical professionals are recruited by
Workers Lost to International Bodies” Lancet international organizations, leaving the NHS of many 

countries in need for basic primary and emergency care
professionals

Moran et al. “Neglected Disease 2009 Uses DALYs to compare disease burden with distribution of 
Research and Development: How PLoS funds
Much Are We Really Spending?” Med



378 • Egilman et al. www.ijoeh.com • INT J OCCUP ENVIRON HEALTH

APPENDIX 2

Economic Impact Assessment of
Global Health on Washington
State’s Economy in 2005

• $4.1 billion of business activity
was generated by global health
activities

• Nearly 3,700 jobs involved global
health research and service
delivery directed at low-income
countries, at an average annual
salary of nearly $77,600

• More than 10,100 jobs address
the health needs of foreign-born
residents and sovereign Indian
nations living in Washington
State at an average annual salary
of more than $48,100

• The global health sector gener-
ated an additional 30,000 jobs
through its economic impact
resulting in more than 43,800
total jobs created or supported
by global health activities

• $143 million of Washington’s tax
revenue was generated by global
health activities

• More than 190 nonprofit organ-
izations promoted global health
through service delivery, re-
search, training, education and
public awareness, including the
Gates Foundation—the world’s
largest foundation

• $130.2 million in total business
activity was generated by global
health research and teaching at
the University of Washington
(UW) and Washington State Uni-

versity (WSU) (This activity is
expected to grow substantially as
a result of the recent $105 million
grant to the UW Institute for
Health Metrics and Evaluation.)51

APPENDIX 3

Vertical Case Study: Smile Train,
an Example of Lack of Efficiency
and Misdirected Funding

As one of the largest international
aid programs, endorsed by a wide
range of famous individuals includ-
ing Oprah, Cindy McCain, and
Freakonomics, Smile Train focuses on
the treatment of cleft lips and palates
using a “teach-a-man-to-fish” strategy.
Smile Train’s pre-surgery images of
children with facial abnormalities are
prominently placed on major news-
papers such as the New York Times, the
Boston Globe, and appear all over the
Internet; it has even funded an HBO
movie: “Smile Pinki.” Smile Train has
literally become the face of interna-
tional health aid to developing coun-
tries in the United States. Unfortu-
nately, its marketing dominance may
have distorted the public’s percep-
tion of the efficacy of various health
interventions. We use Smile Train as
an example to illustrate the problems
associated with vertical initiatives.
These include inefficient use of
resources, focus on treatment instead
of prevention, and misuse of funds.

Following Slovic’s model of the
identifiable victim, Smile Train’s
advertising uses “before” treatment

images of deformed children. Smile
Train explains that they do not show
“after pictures” because “We test the
results of all our advertising and our
research and analysis demonstrates
that advertisements that include
only before photos significantly
increases the amount of money we
raise to help these children.”92 The
images and statistical reports fulfill
Western donors’ ideas of philan-
thropy; donors feel like they are
making a difference because they
can see the problem and imagine
the improvement surgery can pro-
vide. Concurrent, life-threatening
problems of hygiene, sanitation, and
malnutrition, which remain the
main causes of death and disability
in this targeted population, are
invisible and vastly underfunded. 

In addition, Smile Train’s pro-
gram was generated by US person-
nel in response to their views of the
type of health intervention needed
in target countries. It never asked
the recipients for their opinion of
where scarce resources should be
spent to impact most efficiently on
the health of their populations. 

Evaluation of Program 
Effectiveness: What Is the Question?

Smile Train and Freakonomics
authors claim it is the most “cost-
effective” aid program “in the
world.”92,93 Smile Train defines
“cost-effective” in two different
ways: low administrative costs and
low-cost surgeries. These are not the

APPENDIX 1 (continued).

Article Date Summary

Maeseneer et al. “Strengthening 2008 Outlines vertical and horizontal initiatives and explains the 
Primary Care: Addressing the Disparity BJGP importance of community oriented primary care; introduces 
Between Vertical and Horizontal 15by2015.org campaign
Investment” 

Maeseneer et al. “Funding for primary 2008 Further details 15by2015.org; strengthening primary care
health care in developing countries”  BMJ

Swanson et al. “Call for global health- 2009 Outlines need for health-systems impact assessments (HSIA)
systems impact assessments” Lancet

Swanson et al. “Toward a Consensus  2010 Outlines ten guiding principles for health systems 
on Guiding Principles for Health PLoS Med strengthening from review of literature
Systems Strengthening” 
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correct measures of program effec-
tiveness because they do not com-
pare Smile Train’s interventions
with programs that target other dis-
eases, or general conditions (food,
education, etc.) or even alternative
interventions to prevent facial
deformities such as folic acid for
pregnant mothers. The Freakonomic
economists are not the first to rec-
ognize the price of interventions
while failing to assess their value. 

Low Administrative Costs. Smile Train
claims it has zero administrative
costs, “100% of your donation goes
to program—0% goes to overhead.”
Smile Train justifies this assertion:
“All non-program expenses, such as
overhead and fundraising, are paid
for with start-up grants from our
Founding Supporters.”94 Because
money is always fungible, most
NGOs could make a similar asser-
tion. Recently, Smile Train has
changed this data to say that only
20% of your first donation goes to
overhead costs and with any addi-
tional donation there is 0% over-
head taken. Smile Train’s real
expenditures tell a different tale.

Smile Train’s 2007 990 IRS form
indicates that it received $81.6 mil-
lion in contributions and controls
assets of $98 million. Smile Train
dispersed $59 million in 2007.
About one-quarter ($14.9 million)
went to fundraising compared to
$43.7 million on programs. Another
$25.6 million went unspent. During
one fiscal year, CEO Brian Mullaney
received more than $386,000 in
direct compensation plus $190,000
from a Smile Train subsidiary.95 He
received $656,254 in 2007.

Low-cost Surgeries. Smile Train pro-
vides two arguments to support its
claim that its programs are cost-
effective: They perform cleft surger-
ies for $250 apiece and their main
use of donations is to fund $250 sur-
geries.92 Steven Leavitt of Freako-
nomics writes, “The typical model
for cleft repair in developing coun-
tries has been to convince US doc-
tors and nurses to volunteer a

grams/day) during pregnancy to
help prevent neural tube defects
and reduce the risk for cleft lip and
palate.” Smile Train claims that it
encourages “public awareness and
advise[s] all pregnant mothers to
take folic acid,” but it does not
appear to provide any funding for
folic acid supplements or general
nutritional awareness programs.92

Smile Train’s current models of free
surgery services do not help to pre-
vent future clefts nor do they pro-
vide any change to the child’s over-
all living conditions. Other research
has shown that providing folic acid
would be a valuable contribution to
achieving Millenium goals in mater-
nal and child health.100 By adding
this simple measure, Smile Train
could help put itself out of business
as folic acid has been shown to
reduce the risk of cleft palates by
50–70%, as they claim in the fine-
print of a Smile Train advertise-
ment. No aid organization should
be called “cost-effective” if it fails to
implement low-cost preventive
interventions. Any “cure” that Smile
Train provides must be balanced by
an evaluation of the externalities
(brain drain) and opportunity costs
of other programs that address the
same problem (supplements).

In contrast to the Freakonomics
assessment, we believe the most cost-
effective programs are those that
save the most lives and improve the
quality of the most lives per dollar
spent. Given the fact that there is a
limited pool of money for improv-
ing health in developing countries it
is critical that money is targeted to
the interventions that efficiently
reduce mortality and morbidity. For
example, a population with a high
rate of cleft palates is likely to have
many other challenges, including
vitamin deficiencies. 

We suggest that a standard com-
parative measure of impact be used
to determine efficacy. In the 1970s,
Morris developed an objective
measure (equation) of this QOL
called the Physical Quality of Life
Index (PQLI), which measures
quality of life based on three,

week’s time, fly to a country, and do
80 surgeries. . . . Smile Train instead
partners with and trains local doc-
tors to do the surgeries, which turns
out to be far more efficient.”96

Smile Train’s actual finances are
not as straightforward as they would
appear nor is their impact on facial
abnormalities. Givewell, an organi-
zation that evaluates charities, exam-
ined these claims and found that
they were not supported by Smile
Train’s annual reports. Simple math
using Smile Train’s numbers reveals
that if they raised $100 million and
90,000–95,000 surgeries were pro-
vided in 2008, with an average cost
per surgery of over $1,000. Givewell
notes that “directly funding surger-
ies accounts for under half of Smile
Train’s expenses.”97 Nearly $1.5 mil-
lion goes to “mission groups” who
send US doctors and nurses over-
seas.97 Some of their funds go to US
organizations, not directly to the
low-cost surgeries.

In addition, their “teach-a-man-
to-fish” strategy is inappropriate
when the newly trained fishermen
are diverted to capturing tiny min-
nows instead of large haddock.
Some countries have less than one
doctor per 10,000 population
(Zambia, for instance, has approxi-
mately one doctor per 20,000).98 If
Smile Train diverts them from per-
forming life-saving breach deliver-
ies and appendectomies, death
rates will increase and the first rule
of medicine “do no harm” will be
violated. These are externalities
that Leavitt does not consider. 

Smile Train’s website states that
“once you cure a cleft it never
comes back!”92 Unfortunately, their
treatment overlooks a key compo-
nent: preventive care. Smile Train
contributes to cleft palate research
including “what causes clefts, ways
to prevent clefts and how to
improve the safety and quality of
cleft treatment.”99 In an advertise-
ment in TV Guide, they even pro-
vided conclusions of research done
by the US government that advises
that “women should take sufficient
levels of folic acid (400 micro-
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equally-weighted statistics: literacy
rate, infant mortality, and life
expectancy.101 Neither Smile Train
nor any similar NGO use PQLI to
determine “cost-effectiveness.” A
question any medical NGO should
ask to help evaluate the basic “cost-
effectiveness” of a program is how
does the intervention impact on
life expectancy—how many useful
years of life are saved per dollar spent?
Cost-effectiveness is a meaningless
and dangerous characterization
absent this or some similar analysis.

We are not trying to downplay the
seriousness of living with a cleft
palate. We are concerned that health
donor dollars should be spent on
truly cost-effective interventions. In a
world of limited resources, we must
emphasize programs that help the
most people at a reasonable cost. 

References

1.  Farmer P. Intelligent Design: From
“Marvelous Momentum” to Health Care
for All: Success Is Possible With the
Right Programs. Foreign Affairs. 2007.

2.  Lewis Judy (Department of Community
Medicine and Health Care, University
of Connecticut, Farmington, CT). Con-
verstation with: David Egilman (De-part-
ment of Family Medicine, Brown Uni-
versity, Providence, RI). 2010 April 20.

3.  Moran M, Guzman J, Ropars AL, et al.
Neglected Disease Research and Devel-
opment: How Much Are We Really
Spending? PLoS Medicine. 2009;
6(2):137–46.

4.  WHO. Primary Health Care: Now
More Than Ever [Internet]. Geneva:
World Health Organization, 2008
[cited 2011 June 25]. Available from:
http://www.who.int/whr/2008/en/
index.html

5.  CSDH. Closing the Gap in a Genera-
tion: Health Equity through Action on
the Social Determinants of Health
[Internet]. Final Report of the Com-
mission on the Social Determinants of
Health (2008) [cited 2011 June 25].
Geneva: World Health Organization.
Available from: http://www.who.int/
social_determinants/thecommission/
finalreport/en/index.html

6.  American Medical Association. Sociol-
ogy and Medicine. JAMA. 1911;56(15):
1111–2.

7.  Kass E. Infectious Diseases and Social
Change. The Journal of Infectious Dis-
eases.1971;123(1):110–114.

8.  Virchow RC. Report on the Typhus Epi-
demic in Upper Silesia. American Jour-
nal of Public Health. 2006;96(12):
2102–5.

9.  Murray JF. Mycobacterium tuberculosis
and the Cause of Consumption: From

Discovery to Fact. American Journal of
Respiratory and Critical Care Medi-
cine. 2004;169:1086–8.

10.  Starr P. The Social Transformation of
American Medicine: The Rise of a Sov-
ereign Profession and the Making of a
Vast Industry. New York: Basic Books;
1982.

11.  Beck A. The Flexner Report and the
Standardization of American Medical
Education. JAMA. 2004;291(17):
2139–40.

12.  Barkin SL, Fuentes-Afflick E, Brosco J,
Tuchman A. Unintended Consequences
of the Flexner Report: Women in Pedi-
atrics. Pediatrics. 2010;126:1055–57.

13.  Gofin J. On “A Practice of Social Medi-
cine” by Sidney and Emily Kark. Social
Medicine. 2006;1(2):107–115.

14.  McKeown T. The Role of Medicine:
Dream, Mirage, or Nemesis. Princeton:
Princeton University Press; 1979.

15.  Wilkinson R, Marmot M, editors. The
Social Determinants of Health: The
Solid Facts (Second Edition). Copen-
hagen: World Health Organization;
2003.

16.  Caulfield LE, Onis Md, Blössner M,
Black RE. Undernutrition as an under-
lying cause of child deaths associated
with diarrhea, pneumonia, malaria,
and measles. Am J Clin Nutr. 2004;80:
193–8.

17.  WHO. Haiti Profile [Internet].
Geneva: World Health Organization;
2008 June 23 [cited 2011 January 20,
Available from: http://www.who.int/
countries/hti/en/

18.  Bartram J, Cairncross S. Hygiene, Sani-
tation, and Water: Forgotten Founda-
tions of Health. PLoS Med. 2010;7(11).

19.  Mara D, Lane J, Scott B, Trouba D. San-
itation and Health. PloS Med. 2010;
7(11):1–7.

20.  Hunter PR, MacDonald AM, Carter
RC. Water Supply and Health. PloS
Med. 2010;7(11):1–9.

21.  WHO. Food Security [Internet].
Geneva: World Health Organization;
2011 [cited 2011 June 8]. Available
from: http://www.who.int/trade/glos
sary/story028/en/

22.  WHES. World Hunger and Poverty
Facts and Statistics [Internet]. World
Hunger Education Service; 2011 [cited
2011 June 10]. Available from: http://
www.worldhunger.org/articles/Learn/
world%20hunger%20facts%202002.
htm

23.  WFP. How WFP Fights Malnutrition.
Rome: United Nations World Food
Programme; 2011 [cited 2011 June 8].
Available from: http://www.wfp.org/
nutrition/how-wfp-fights-malnutrition

24.  WFP. Report on Rapid Emergency
Food Security Assessment (EFSA) Far
and Mid West Hills and Mountains,
Nepal [internet]. Ministry of Agricul-
ture and Cooperatives/Government of
Nepal and UN World Food Pro-
gramme; 2008 July [cited 2011 June 8].
Available from: http://home.wfp.org/
stellent/groups/public/documents/
ena/wfp185147.pdf 

25.  Staff Reporter. WFP Food Responsible
for Diarrhea Epidemic. Kathmandu:

Kathmandu Metro; 2009 August 9.
www.kathmandumetro.com

26.  Basel L. Experts to probe into causes of
diarrhoea outbreak [Internet]. Kath-
mandu: Gorkhapatra Sansthan; 2009
[cited 2011 June 14].Available from:
http://www.gorkhapatra.org.np/detail
.php?article_id=22362&cat_id=4

27.  Against-the-grain. Another silver bullet
for Africa?: Bill Gates to resurrect the
Rockefeller Foundation’s decaying
Green Revolution [Internet]. Against-
the-Grain; September 2006 [cited 2011
June 14]. Available from: http://www.
grain.org/articles/?id=19

28.  Holt-Gimenez E, Altieri MA, Rosset P.
Food First Policy Brief No.12: Ten Rea-
sons Why the Rockefeller and the Bill
and Melinda Gates Foundations’
Alliance for Another Green Revolution
Will Not Solve the Problems of Poverty
and Hunger in Sub-Saharan Africa
[Internet]. Oakland, CA: Food First
Institute for Food and Development
Policy; 2006 [cited 2011 June 14].
Available from: http://www.foodfirst.
org/files/pdf/policybriefs/pb12.pdf

29.  Mittal A, Moore M, editors. Voices from
Africa: African Farmers and Environ-
mentalists Speak Out Against a New
Green Revolution in Africa. Oakland,
CA: The Oakland Institute; 2009 [cited
2011 June 14]. Available from: http://
www.oaklandinstitute.org/voicesfrom
africa/pdfs/voicesfromafrica_full.pdf

30.  Africa’s Wealth of Seed Diversity and
Farmer Knowledge Under Threat from
teh Gates/Rockefeller “Green Revolu-
tion” Initiative (Statement from
African civil society organizations at
the World Social Forum, Nairobi,
Kenya, 2007) Oakland, CA: Food First
Institute for Food and Development
Policy; 2007 Jan 25 [cited 2011 June
14]. Available from: http://www.food
first.org/node/1610

31.  Pinto A, Landel N, Kim H-J. Outbreak
Situation Report [Internet]. WHO
South East Asia Regional Office and
WHO Nepal, 21 July 2009 [cited 2011
June 14]. Available from: http://www.
nep.searo.who.int/LinkFiles/Out
breaks_diarrhea_210709.pdf

32.  Bryce J, Boschi-Pinto C, Shibuya K,
Black RE, WHO Child Health Epi-
demiology Reference Group. WHO
estimates of the causes of death in chil-
dren. The Lancet. 2005;365:1147–52.

33.  WHO. The global burden of disease:
2004 update [Internet]. Geneva: The
World Health Organization; 2008
[cited 2011 May 2]. Available from:
http://www.who.int/healthinfo/global
_burden_disease/2004_report_update
/en/ 

34.  Herz B, Sperling GB. What Works in
Girls’ Education: Evidence and Policies
from the Developing World. New York:
The Council on Foreign Relations;
2004.

35.  Shields L. Girls’ Education Key to
Global Wealth, Health, New Council
Report Finds [Internet]. The Council
on Foreign Relations; 2004 Apr 20
[cited July 19 2011]. Available from:
http://www.cfr.org/education/girls-



VOL 17/NO 4, OCT/DEC 2011 • www.ijoeh.com Gets AIDS and Survive? The “Perverse” Effects of Aid • 381

education-key-global-wealth-health-
new-council-report-finds/p6950

36.  World Development Report 2006:
Equity and Development. Washington,
D.C.: The World Bank; 2005 Sept 20
[cited 2011 July 19]. Available from:
http://go.worldbank.org/UWYLBR
43C0

37.  Gakidou E, Cowling K, Lozano R,
Murray CJL. Increased educational
attainment and its effect on child mor-
tality in 175 countries between 1970
and 2009: A systematic analysis. The
Lancet 2010;376:959–74.

38.  Piller C, Smith D. Unintended victims
of Gates Foundation generosity [Inter-
net]. The Los Angeles Times. 2007
December 16 [cited 2011 Jan 20].
Available from: http://www.latimes.
com/news/nationworld/nation/la-na-
gates16dec16,0,6256166,full.story

39.  Chan M. Health promises and perils in
an interdependent world: breaking the
cycle of poverty, misery, and illness.
Address delivered at Tokyo Women’s
Medical University, Tokyo, Japan; 2010
Nov 18. From the World Health Orga-
nization. Available from: http://www.
who.int/dg/speeches/2010/tokyo_
20101118/en/index.html

40.  Kahl P. Investing in Women and Girls—
Access to Rights and Resources [Inter-
net]. Global Washington; 2010 Nov 15
[cited 2011 May 16]. Available from:
http://globalwa.org/tag/bill-melinda-
gates-foundation/ 

41.  Lederer EM. World Economic Forum:
Invest in girls to combat poverty. Seat-
tle: The Seattle Times; 2009 Feb 1.

42.  Education [Internet]. UNICEF, New
York; [updated 2011 July 12, cited 2011
July 20]. Available from: http://www.
unicef.org/education/

43.  Maternal, Neonatal, and Child Health
Strategy Overview [Internet]. The Bill
& Melinda Gates Foundation; 2009
Nov [cited 2011 July 20]. Available
from: http://www.gatesfoundation.org
/global-health/Documents/maternal-
neonatal-strategy.pdf

44.  Durrani N. HIV/AIDS education for
illiterate women in a rural district of
Pakistan. International AIDS Confer-
ence; 2000 July 9–14; Durban, South
Africa 2000. From: National Library of
Medicine Gateway. 

45.  Mara K. Panel Dissects Future Chal-
lenges of WHO Budget, Administra-
tion [Internet]. Intellectual Property
Watch; 2010 Apr 21 [cited 2011 June
13]. Available from: http://www.ip-
watch.org/weblog/2010/04/21/panel
-dissects-future-challenges-of-who-
budget-administration/

46.  Slovic P. “If I look at the mass I will
never act”: Psychic numbing and geno-
cide. Judgment and Decision Making.
2007;2(2):79–95.

47.  Hemenway D. Why We Don’t Spend
Enough on Public Health. NEJM. 2010;
362:1657–1658.

48.  Hong E. The Primary Health Care
Movement Meets Free Market. In: Fort
M, Mercer MA, Gish O, editors. Sick-
ness and Wealth: The Corporate
Assault on Global Health. Cambridge:

Mfenyana K, Kaufman A, Sewankambo
N, Flinkenflögel M. Funding for pri-
mary health care in developing coun-
tries. BMJ. 2008;336(7643):536–8.

64.  Southall D, Cham M, Sey O. Health
Workers Lost to International Bodies.
The Lancet 2010;376.

65.  Egilman D, Bird T. (Global Health
Through Education, Training, and Ser-
vice). Video interview: Doctor in
Nepal, anonymous, taken at The Net-
work: Towards Unity for Health Con-
ference, Kathmandu, Nepal. 2010
November 15.

66.  Financing Global Health in 2010:
Development Assistance and Country
Spending in Economic Uncertainty.
Institute for Human Metrics and Evalu-
ation. Seattle: University of Washing-
ton; 2010.

67.  Dugger CW. Maternal Deaths Focus
Harsh Light on Uganda. New York:
The New York Times; 2011 July 30.

68.  Deuchert E, Brody S. Lack of Autodis-
able Syringe Use and Health Care Indi-
cators Are Associated With High HIV
Prevalence. Ann Epidemiology. 2007;
17:199–207.

69.  Hauri AM, Armstrong G, Hutin Y. The
Global Burden of Disease Attributed to
Contaminated Injections Given in
Health Care Settings. International
Journal of STD & AIDS 2004;15(1):
7–16(0).

70.  Miller M, Pisani E. The cost of unsafe in-
jections. Bulletin of the World Health
Organization. 2009;77(10):808–11.

71.  Jessica Greenberg Cowan. (Global
Health Through Education, Training
and Service) Conversation with David
Egilman (Global Health Through Edu-
cation, Training and Service). 2003
October.

72.  Banerjee, AV and Duflo, E. Poor Eco-
nomics: A Radical Rethinking of the
Way to Fight Global Poverty. New York:
Public Affairs; 2011.

73.  Stuckler D, King L, Basu S. Interna-
tional Monetary Fund Programs and
Tuberculosis Outcomes in Post-Com-
munist Countries. PLoS Med 2008;
5(7):1–12.

74.  Navarro V. Why we don’t spend
enough on public health: an alternate
view. International Journal of Health
Services. 2011;41(1):117–20.

75.  Cairncross S, Bartram J, Cumming O,
Brocklehurst C. Hygiene, Sanitation,
and Water: What Needs to Be Done?
PLoS Med. 2010;7(11):1–7.

76.  Constitution of the World Health Orga-
nization as adopted by the Interna-
tional Health Conference. Preamble.
New York: Official Records of the
World Health Organization; 1946.

77.  Mock G. Health Care as Human Rights
[Internet]. Duke Today; 2010 March 3
[cited on 2011 May 14] Available from:
http://www.dukenews.duke.edu/2010
/03/gooddoctors.html 

78.  Danielson R. Cuban Medicine. New
Brunswick: Transaction Books; 1979.

79.  Claudio L. The Challenge for Cuba.
Evironmental Health Perspectives.
1999;107(5):256–51.

80.  Feinsilver JM. Cuban Medical Diplo-

South End Press; 2004. p. 27–41.
49.  Cueto M. The Origins of Primary

Health Care and Selective Primary
Health Care. Am J Public Health.
2004;94(11):1864–74.

50.  Lancaster C. Transforming Foreign
Aid: United States Assistance in the
21st Century. Washington, D.C.: Insti-
tute for International Economics;
2000. Chapter 3, The Politics of US
Foreign Aid; p. 35–56.

51.  Beyers B, Devine J, Weatherford S,
Hagopian A. Economic Impact Assess-
ment of Global Health on Washington
State’s Economy [Internet]. University
of Washington, Office of Global Affairs;
2007 [cited 2011 May 20]. Available
from: http://www.washington.edu/
globalaffairs/pdf/wastateglobal_eco
nomicimpact.pdf

52.  Stuckler D, Basu S, McKee M. Global
Health Philanthropy and Institutional
Relationships: How Should Conflicts of
Interest Be Addressed? PLoS Med.
2011;8(4):1–10.

53.  Global Health Program Overview
[Internet]. The Bill & Melinda Gates
Foundation; 2011[cited 2011 July 20].
Available from: http://www.gatesfoun
dation.org/global-health/Pages/over
view.aspx 

54.  Foundation Fact Sheet. [Internet].
The Bill & Melinda Gates Foundation;
2011[cited 2011 July 20]. Available
from: http://www.gatesfoundation.org
/about/Pages/foundation-fact-sheet.
aspx

55.  Starfield B. Politics, primary healthcare
and health: was Virchow right? Journal
of Epidemiology and Community
Health. 2011;65(8):653–5.

56.  Guiding Principles. [Internet]. The
Bill & Melinda Gates Foundation; 2011
[cited 2011 June 15]. Available from:
http://www.gatesfoundation.org/about
/Pages/guiding-principles.aspx

57.  Bird T, Dettinger J (Global Health
Through Education, Training, and Ser-
vice). Video interview with: Dean,
anonymous.The Network: Towards
Unity for Health Conference, Kath-
mandu, Nepal, 2010 November 15.

58.  McCoy D, Kembhavi G, Patel J, Luintel
A. The Bill & Melinda Gates Founda-
tion’s Grant-making Programme for
Global Health. The Lancet. 2009;373:
1645–53.

59.  Garrett L. The Challenge of Global
Health. Foreign Affairs 2007;Jan/Feb:
14–38.

60.  Shelton JD, Halperin DT, Wilson D.
Has global HIV incidence peaked? The
Lancet. 2006;367(9517):1120–2.

61.  Uganda Network of AIDS Service
Organisations [Internet]. 2008 [cited
2011 May 14]. Available from: http://
www.unaso.or.ug

62.  De Maeseneer J (Department of Family
Medicine and Primary Health Care
Ghent University). Conversation with:
David Egilman (Department of Family
Medicine, Brown University, Provi-
dence, RI) at The Network: Towards
Unity for Health Conference, Kam-
pala, Uganda. 2007 September.

63.  De Maeseneer J, Weel C, Egilman D,



382 • Egilman et al. www.ijoeh.com • INT J OCCUP ENVIRON HEALTH

mancy: When the Left Has Got It Right
[Internet]. Council on Hemispheric
Affairs (COHA) 2006 Oct 30 [cited
2011 June 20] Available from: http:
//www.coha.org/cuban-medical-diplo
macy-when-the-left-has-got-it-right/

81.  Egilman D, Bird T. (Global Health
Through Education, Training, and Ser-
vice). Video interview: Female Doctor
in Egypt, anonymous, taken at The
Network: Towards Unity for Health
Conference Kathmandu, Nepal. 2010
November 15.

82.  Yach D, Tollman SM. Public Health Ini-
tiatives in South Africa in the 1940s and
1950s: Lessons for a Post-Apartheid
Era. American Journal of Public Health
1993;83(7).

83.  Gofin J, Gofin R. The Essentials of
Global Community Health. Sudbury,
MA: Jones and Bartlett Learning, LLC;
2011.

84.  Epstein H. Bad Air: The Politics of
Malaria. Harper’s 2011; March: 74–78.

85.  Global campaign for the health MDGs
[Internet]. Global Forum for Health
Research; 2008 [cited 2011 June 20];
Available from: http://www.globalfo-
rumhealth.org/layout/set/print/Medi
a-Publications/Archive-RealHealth-
News/News-analysis/Global-campaign-
for-the-health-MDGs 

86.  Godal T. Concept paper in relation to
the development of the Global Busi-
ness Plan to accelerate progress
towards MDG 4 and 5 [Internet]. 2007

[cited 2011 June 20]; Available from:
http://www.who.int/pmnch/events/
2007/gbpconceptpaper.pdf

87.  International Health Partnership +
related initiatives (IHP+). Available
from: http://www.internationalhealth
partnership.net/en/home 

88.  Thompson T. People’s Budgets in
South Africa [Internet]. Open Society
Initiative for Southern Africa; 2009
[cited 2011 July 19]; Available from:
http://test.osisa.org/resources/docs
/PDFs/OpenSpace-May2009/2_4_
economic_injustice_p109-113_tiny_
thompson_peoples_budgets.pdf 

89.  Swanson C, Henry Mosley, David
Sanders, David Egilman, Maeseneer
JD, Mushtaque Chowdhury, Claudio F
Lanata, and KD, Bryanth M. Call for
global health-systems impact assess-
ments. The Lancet. 2009;374(9688):
433–5.

90.  Jack A. Symptom to system: How aid
skews health services [Internet]. Finan-
cial Times 2007 Sept 27 [cited 2011
June 20]. Available from: http://www.
ft.com/intl/cms/s/0/67c56088-6d26-
11dc-ab19-0000779fd2ac.html

91. LaBash C. Cuba teaches the world to
read [internet]. Workers World. 2007
Jan 7 [cited 2011 June 20]; Available
from: http://www.workers.org/2007/
world/cuba-0111/

92. Smile Train “Change the World, One
Smile at a Time.” Available from: http:
//www.smiletrain.org.

93. Dubner SJ, Levitt SD. Freakonomics:
Bottom-Line Philanthropy: The “Soccer
Boy” Effect. The New York Times Mag-
azine. 2008 March 19. Available from:
http://www.nytimes.com/2008/03/09
/magazine/09WWLN-freakonomics-t.
html

94. The Smile Train Anual Report 2007.
Available from: http://www.smiletrain.
org/assets/pdfs/2007-annual-report.
pdf

95. Skogsberg LA. Smile Train’s tactics
with Oprah, financials raise serious
questions [Internet]. 25 June 2009
[cited 2011 May 19]; Available from:
http://www.examiner.com/nonprofit-
business-strategies-in-aurora/smile-
train-s-tactics-with-oprah-financials-
raise-serious-questions 

96. Levitt SD. Smile Train. In: Times TNY,
editor. Freakonomics: The Hidden
Side of Everything. 2006.

97. Holden. Smile Train. The GiveWell
Blog. 2009.

98. WHO. Human Resources for Health
Strategic Plan (2006–2010). 2005.

99. SmileTrain.org. Cleft Research Offers
Hope For A Long Term Solution.

100. Sanghvi T, Harvey P, Wainwright E.
Maternal iron-folic acid supplementa-
tion programs: evidence of impact and
implementation. Food Nutrition Bul-
letin. 2010;31(2):100–7.

101. Morris D. The Physical Quality of Life
Index (PQLI). Development Digest.
1980 January 1980;1:95–109.




