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General introduction and overview
‘Global Health’ has recently become a fashionable term. New Global Health institutes have
been created, and new Global Health trainings organised. But what does the term Global
Health really mean? Perhaps it is best defined by the World Health Organization (WHO)’s
mandate: “health is a shared responsibility, involving equitable access to essential care and
collective defence against transnational threats”.2
There are two ‘global’ elements in this description: a globally shared responsibility for the
health of all people, and global threats posed by infectious diseases. However, these two
global elements of an emerging Global Health paradigm are not mutually exclusive. The fact
that viruses do not respect national borders contributes to an awareness of global
responsibility for the health of all people. Further, the risk of uncontrolled epidemics
proliferating from low-income to middle- and high-income countries motivates the more
wealthy to help poor people because the more wealthy do not want to get poor people’s
diseases. It is probably not a coincidence that Official Development Assistance (ODA) for
health seems to focus on infectious diseases disproportionately.3 However, a global
responsibility for the health of all people should extend beyond a willingness to tackle the
global threats posed by infectious diseases and ensure that there is equal attention and
solidarity for non-infectious diseases. In this discussion paper, I will examine the emerging
Global Health paradigm as one that addresses a global responsibility for the health of all
people.

The Global Health paradigm: does it exist already?
If Global Health in the sense of a globally shared responsibility for the health of all people is
broadly accepted as a concept, it is still in its infancy. There is some trans-national solidarity
to promote the health of all people, but it is limited and it is most often intended to be
temporary: the objective is to help other countries assume their responsibilities towards
their inhabitants, within a foreseeable future. The temporary nature of this solidarity reflects
– at least to a certain extent – a rejection of a globally shared responsibility for the health of
all people: it confirms that each country ultimately remains responsible for the health of its
own inhabitants.
There are indeed fundamental differences between the way people living in high-income
countries practice solidarity for health within the borders of their countries, and the way
those same people practice solidarity in health beyond the borders of the countries they live
in.
First of all, there is a huge difference in quantity. It is not uncommon for people in highincome countries to spend more than 10% of their Gross Domestic Product (GDP) on health.
In Germany, for example, people spent the equivalent of 10.7% of their GDP on health, in
2005.4 For the people living in France it was 11.2%, for the people living in the United
Kingdom (UK) it was 8.2%, and for the people living in the United States of America (USA) it
was an impressive 15.2% of GDP. Even if a lot of that health expenditure is private – and
therefore not an act of solidarity – a substantial part of it is public expenditure, raised and
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disbursed in accordance with the principles of solidarity or social protection: you contribute
what you can, and you receive what you need. In Germany, public health expenditure was
76.9% of total health expenditure in 2005. In France it was 79.9%, in the UK it was 87.1%,
and even in the USA – not known for the excellence of its social protection – public health
expenditure was substantial: 45.1%. If one combines those figures, it leads to the surprising
conclusion that public health expenditure in the UK was 7.1% of GDP, only a little bit higher
than the 6.9% of GDP of the USA.
Perhaps one should not expect a similar level of solidarity beyond borders. For most people,
it seems very natural and fair that one looks after one’s family first, one’s compatriots
second, and only then after people in need elsewhere. Only thoroughbred cosmopolitans
would argue that state borders are totally irrelevant, when it comes to mutual responsibility
or solidarity. However, while one might expect some difference, the scale of the difference
remains shocking.
If the inhabitants of France, Germany, the UK and the USA valued their responsibility
towards the lives and the health of their compatriots ten times higher than their
responsibility towards the lives and the health of people living in other counties, one would
expect the equivalent of 0.7% of GDP of high-income countries to be spent on health
promotion (prevention and treatment of health problems) for people living in low- and
middle-income countries. If they valued their responsibility towards the lives and the health
of their compatriots one hundred times higher than their responsibility towards the lives and
the health of people living in other counties, one would expect the equivalent of 0.07% of
GDP of high-income countries to be spent on health care for people living in low- and
middle-income countries. Notwithstanding a spectacular increase over the past five years –
from US$7 billion in 2001 to US$20 billion in 2006 – ODA for health was only 0.05% of the
US$40 trillion GDP of high-income countries. In fact, the inhabitants of high-income
countries seem to value their responsibilities towards the lives and the health of their
compatriots as more than one hundred times higher than their responsibilities towards the
lives and the health of people living in low- and middle-income countries.
The second and arguably even more important difference relates to the intention behind the
practice of solidarity. Within the borders of a country, solidarity in health does not aim to be
temporary; it aims for ongoing reciprocal solidarity. A person needing surgical care will not
be told: “We will pay for this once, then we will help you find a better job, and the next time
you need surgery you will be able to pay yourself”. Ending the solidarity is not the intention
behind the act of solidarity. The intention is that the beneficiary will get well soon and
become productive if possible, thus contributing to ongoing reciprocal solidarity. Beyond the
borders of a country, the intention behind solidarity changes fundamentally. The intention of
trans-national solidarity is not that the beneficiaries would become contributors to an
ongoing reciprocal solidarity mechanism between countries. The intention is that all the
beneficiaries will become self-reliant within a foreseeable future, and then trans-national
solidarity could end, as solidarity within countries would be sufficient. For some reason, we
can endorse the metaphor of a ‘single global market’, but not the metaphors of a ‘single
global hospital’ and a ‘single global school’.
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The consequences of temporary trans-national solidarity
The consequences of approaching trans-national health solidarity as a temporary issue can
be dramatic. Perhaps they are not for the majority of people living in developing countries:
namely the 4.3 billion people living in middle-income countries, according to the World
Bank’s classification. Perhaps these people could indeed help themselves. They might be
better off if a real Global Health paradigm were pursued, but if they organise themselves
well, they might be able to cope with their major health problems without the introduction
of a real Global Health paradigm.
It is for the 1.3 billion people living in low-income countries that the rejection of a Global
Health paradigm is dramatic.
In low-income countries, in which the total GDP in 2007 was US$810 billion for 1.3 billion
people, or US$600 per person per year, domestic public health expenditure of US$18 per
person year on health is a challenge. It requires government revenue (excluding grants) of
20% of GDP, and public health expenditure of 15% of government revenue. Both targets are
quite ambitious.
Providing universal access to primary health care at US$18 per person per year (15% of 20%
of US$600 per person per year) is more than a challenge, it is a ‘mission impossible’.
According to the findings of the Commission on Macroeconomics and Health (CMH),
governments need to spend at least US$40 per person per year on basic health, and that
does not fully cover comprehensive primary health care.5
ODA for health can complement domestic public health expenditure, but when ODA for
health is provided within the current development paradigm (that is, without a Global
Health paradigm), it can become problematic, mainly because ODA has been unreliable in
the past (which should not come as a surprise, as ODA is intended to be temporary and
therefore not reliable in the long run).
One consequence of the unreliability of ODA for health in the long run is that it is sometimes
spent badly, i.e. not where it is most needed or could give the biggest benefit, or even not
spent at all. For example, for a Minister of Health, it is less risky to use ODA for the purchase
of a few four-wheel-drive ambulances than for the recruitment of additional nurses. The
ambulances will not make any noise if they are left without fuel when donors decide it is
time to focus on something else; but nurses will make noise if they are left without salaries.
Furthermore, the International Monetary Fund (IMF) and the World Bank actively discourage
governments of low-income countries from increasing the levels of recurrent health
expenditure, e.g. salaries for health professionals, using ODA for health because ODA for
health is unreliable in the long run. According to the Independent Evaluation Office of the
IMF, more ODA is diverted to increase the foreign exchange reserves of low-income
countries, than is used for the purpose for which it was intended, which is to increase public
expenditure.6
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The global AIDS response creates an emerging Global Health paradigm, but requires a
conscious affirmation
Leaders of high-income countries have approached the fight against the Acquired Immune
Deficiency Syndrome (AIDS) epidemic in a way that is consistent with a real Global Health
paradigm: accepting a globally shared responsibility for the health of all people. It was
evident, from the beginning, that some of the highly affected countries would not be able to
finance AIDS treatment themselves, within the foreseeable future. Thus, if AIDS treatment
were to become available in low-income highly affected countries, then sustainability (in the
sense of self-reliance) had to be abandoned and replaced with the concept of globally
shared responsibility for the health of all people.
This paradigm shift emerged perhaps unconsciously and unwittingly. The global AIDS
response originated within the ‘medical relief’ paradigm: a paradigm for temporary
responses to temporary crises, under which self-sufficiency is side-lined as irrelevant.7
But how long will this last? How many years will it take, before donors and other actors grow
tired of ‘AIDS exceptionality’ and start squeezing the global AIDS response into the
conventional ‘health development’ paradigm, where it does not fit, because it is too
expensive for some of the worst affected countries? In fact, this might be happening already.
The global response to the AIDS crisis underlines the need for an alternative paradigm for
AIDS and other chronic crises, one that borrows elements from the medical relief paradigm
and from the health development paradigm, without being squeezed into the health
development paradigm.

Overview of this discussion paper
In the first section of this paper, I will argue how a Global Health paradigm – through the
global AIDS response – is emerging from a synthesis of the medical relief and health
development paradigms.
In the second section, I will discuss how the Global Health paradigm is promoting the
extension of social health protection, as intended by some of the major donor countries and
the International Labour Office (ILO).8 I will argue that if the extension of social health
protection is understood as the export of social health protection models – in the sense of
promoting national social health protection schemes as a strategy to achieve domestic selfreliance – it is doomed to fail, at least in the low-income countries. But I will also argue that
if the extension of social health protection is understood as the expansion of present
national social health protection schemes beyond their borders, it could become a real
Global Health paradigm.
In the third section, I will argue that a new philosophical, ethical or legal basis for a Global
Health paradigm is not needed. If we simply recognise and treat health as a human right, the
underlying conceptual framework of this approach encompasses trans-national obligations,
on which a Global Health paradigm can be built.
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In the fourth and final section of this paper, I will explain how the Global Fund to fight AIDS,
Tuberculosis and Malaria (Global Fund) can be used as a model or even foundation for a
Global Health Fund, which could turn a Global Health paradigm from an idea into a reality.

Good idea, bad timing?
Some people have told me lately that they like the concept of a Global Health paradigm (in
the sense of globally shared responsibility for the health of all people), but that the timing is
wrong. The present global financial crisis, they argue, does not leave any space for increased
global solidarity.
But I would argue that the present global financial crisis might also be an opportunity. This
financial crisis is affecting people living in all parts of the world. In the middle of the crisis,
the leaders of the twenty most powerful economies remained concordant on this: the global
economic interdependence is a given; and so is the world’s increasingly interdependent
financial architecture. Even if this financial architecture allowed overconfidence in the
market mechanism and deregulation in one country to create a global crisis, nobody is
seriously considering a return to closed autonomous economies.
Therefore, this may be just the right time to push the message that if the risk is global, the
insurance against the consequences of the risk should be global as well.
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Section 1. The global AIDS response: a synthesis of medical relief and health development
paradigms
1.1. Introduction
Resolution 46/182 of the General Assembly of the United Nations – which paved the way for
the United Nations Department of Humanitarian Affairs and later the Office for the
Coordination of Humanitarian Affairs (OCHA) – explicitly prescribes that “to ensure a smooth
transition from relief to rehabilitation and development, emergency assistance should be
provided in ways that will be supportive of recovery and long-term development. Thus,
emergency measures should be seen as a step towards long-term development.”9
This resolution seems to confirm the primacy of (health) development over (medical) relief,
and the exceptionality of relief. In short, if and only if the magnitude and duration of a crisis
is beyond the response capacity of the affected country, the relief response is appropriate,
and even then only in a manner that is supportive of future development efforts.
But how does one judge whether or not the magnitude and duration of a problematic
situation is significant enough to call it an emergency? And how does one determine what
the appropriate response would be, and whether or not it is within or beyond the capacity of
the affected country?
Could it be that the non-existence or inaccessibility of primary health care constitutes a crisis
in itself? And if countries are not wealthy enough to finance the US$40 per person per year
required for the equitable provision of a basic set of much needed health services10 – in
other words: if the adequate response is beyond their capacity – will they receive medical
relief for ever, or for as long as needed?
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1.2. The health development paradigm: aiming for sustainability, defined as selfsufficiency
As Pavignani and Colombo observe: “Sustainability is continuously invoked as a key criterion
to assess any aid-induced activity or initiative. Sometimes, the concept is given the weight of
a decisive argument. Thus, to declare something ‘unsustainable’ may sound as equivalent of
‘worthless’ or even ‘harmful’, in this way overruling any other consideration.”11
How does one define sustainability? According to Gottret and Schieber, in the World Bank’s
‘Health Financing Revisited: A Practitioner’s Guide’: “Sustainability has generally been
described in terms of self-sufficiency.”12
However, if US$40 per person per year is required for the equitable provision of a basic set
of much needed health services, then sustainability – in the sense of (financial) selfsufficiency – might not be realistic. First, let us assume that developing countries can
increase government revenue to the equivalent of 20% of the GDP and allocate 15% of
government revenue to health expenditure – both of which are quite optimistic. Second, if
one compares these assumptions with present levels of government revenue and allocation
to health expenditure – only countries with a GDP of US$1,333 per person can achieve
government revenue of US$266 per person per year and government health expenditure of
US$40 per person per year. By definition, low-income countries cannot achieve this, as they
are classified as such by the World Bank because their Gross National Income (GNI) is only
US$935 or less.13 (Even if GNI is not exactly the same as GDP – GNI includes income earned
by ‘nationals’ abroad – it will be hard to find a country with a GNI per person per year below
US$935 and at the same time a GDP per person per year above US$1,333.)
Therefore, for the 1.3 billion people living in low-income countries, sustainability in the
sense of self-sufficiency is not compatible with an equitable provision of a basic set of health
services. That makes it difficult to link medical relief to health development. As long as
international health aid is considered to be medical relief (and financed by specialised relief
sub-agencies of donors), self-sufficiency is not an issue and health budgets in the order of
US$40 per person per year are not perceived as problematic per se. However, as soon as
international health aid becomes health development, health budgets in the order of US$40
per person per year become problematic, because the recipient countries are unable to
sustain them from their own budgets in a foreseeable future.
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1.3. The medical relief paradigm: not aiming for sustainability
The medical relief paradigm was originally designed to respond to acute health crises. Until
recently, humanitarian organisations were guided by the concept of ‘temporary disruption of
a pre-existing equilibrium’, or, as one humanitarian aid critique describes, to “help
populations get back to where they were before disaster struck”.14 Therefore, the issue of
sustainability is not considered when determining the extent of the medical relief response.
One can use helicopters to rescue people after floods in countries that will not be able to
finance a helicopter fleet themselves; as the floods are exceptional, the response is not
supposed to be sustainable.
However, many humanitarian crises last for decades and some form of sustainability is
required: in these cases, the sustainability of medical relief relies on sustained international
aid as an alternative form of sustainability (as opposed to self-sufficiency).
Chronic health crises – mainly the epidemics of AIDS, tuberculosis and malaria, but also
recurring episodes of malnutrition, or even generalised lack of access to the most basic
forms of health care – shook up the medical relief paradigm. The World Disasters Report
2008 of the International Federation of Red Cross and Red Crescent Societies (IFRC) focuses
on the AIDS epidemic, as “a disaster in many ways.”15 There are more people dying today in
Mozambique due to these chronic crises than during 20 years of war: average life
expectancy has declined from 40 to 27 years.16 In parts of the Democratic Republic of Congo
not affected by conflict, mortality exceeds emergency thresholds.17 In these contexts, the
objective to “help populations get back to where they were before disaster struck” is
meaningless.
OCHA once defined ‘humanitarian crises’ or ‘emergencies’ as “any situation in which there is
an exceptional and widespread threat to life, health or basic subsistence, that is beyond the
capacity of individual and the community”.18 As explained above, if the incapacity of the
affected individuals, communities or countries to cope with a situation is what turns a
development challenge into a humanitarian crisis, then 1.3 billion people living in lowincome countries are facing a permanent humanitarian crisis as neither they nor their
communities are able to provide what it takes to cope.
This is not rhetoric: typical humanitarian actors and providers of medical relief like the IFRC
and Médecins Sans Frontières (MSF) have expanded their definitions of humanitarian crises
or disasters to intervene in the fight against AIDS, tuberculosis and malaria. Furthermore, if
the President’s Emergency Plan For AIDS Relief (PEPFAR), launched by the USA, contains
‘relief ‘ in its name, it is not merely because PEPFAR sounds better than PEPFADA – which
could have been the acronym of a President’s Emergency Plan For AIDS Development
Assistance – but because PEPFAR was conceived as a medical relief programme: not aiming
for self-reliance within a foreseeable future, but an emergency response to a crisis.
Not everyone is satisfied with this situation. First of all, this broader definition of
humanitarian crises creates a field of intervention that is too vast for humanitarian
organisations. As a result, intervention criteria inevitably include some arbitrary choices.
Whiteside blames humanitarian actors for failing “to provide clear guidelines as to when an
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event is severe enough to be declared an emergency”, for failing “to recognise change in the
nature of disasters”, and thus for not addressing the real crises.19 Perhaps more
fundamentally, humanitarian organisations were not created to respond to chronic crises
(and they never pretended they were): their reliance on expatriate implementers and
parallel management systems and their need to remain independent from governments – all
strategies designed for acute crises and interventions in armed conflicts in particular –
seriously limit their potential as a catalyser for improved primary health care for all.
The first hand experience of humanitarian organisations demonstrates the potential of
interventions that do not aim for sustainability (in the sense of financial self-sufficiency). But
the appropriate response cannot and will not come from endless medical relief. National and
international civil society actors, including humanitarian organisations, need to call upon
Ministries of Health to assume responsibility and replicate and expand those interventions,
and call upon donor countries to provide the much needed international health aid, for as
long as needed.
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1.4. The global AIDS response: technical sustainability at the national level, financial
sustainability at the international level
Pavignani and Colombo also observe: “Sustainability tends to be employed as an allencompassing term, but it seems useful to distinguish between technical sustainability,
which relates to the capacity to carry out certain functions, and financial sustainability,
which results from resource availability, fiscal capacity and the relative priority of health care
provision.”20
Distinguishing between technical sustainability and financial sustainability is key to creating
the foundations of a Global Health paradigm. This paradigm would aim for operational
sustainability in the conventional sense of self-sufficiency (like health development does),
but allow for open-ended reliance on international financial support (like medical relief
does). In doing so it would recognise a globally shared responsibility for the health of all
people and respond to the need for a new approach to providing basic health care to people
in middle-income and low-income countries.
health development paradigm

medical relief paradigm

Global Health paradigm

This is in fact what the Global Fund is already doing: it has abandoned financial sustainability
in the conventional sense as a condition for support, but unlike PEPFAR it does require
technical or operational sustainability of the interventions it supports. Hence, the Global
Fund did not abandon financial sustainability completely: it invented a new kind of
sustainability, sustainability at the international level, relying on sustained international
solidarity as well as on domestic resources. When countries use their Global Fund grants
wisely and effectively, they can count on continued support from the Global Fund.
As Michel Kazatchkine, the executive director of the Global Fund, explained in his speech
closing the XVII International AIDS Conference: “The Global Fund has helped to change the
development paradigm by introducing a new concept of sustainability. One that is not based
solely on achieving domestic self-reliance but on sustained international support as well.”21
The Global Fund did not invent this new concept of sustainability in isolation. While the
United Nations General Assembly Special Session on HIV/AIDS of June 2001 lead to a
declaration in which member states promised to “make every effort to provide progressively
and in a sustainable manner, the highest attainable standard of treatment for HIV/AIDS”
(emphasis added),22 the follow-up assembly of June 2006 lead to a declaration in which
member states committed themselves “to supporting and strengthening existing financial
mechanisms, including the Global Fund to Fight AIDS, Tuberculosis and Malaria, as well as
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relevant United Nations organizations, through the provision of funds in a sustained
manner” (emphasis added).23
The Global Fund thus created a Global Health paradigm, filling parts of the grey zone
between health development and medical relief paradigms. The Global Health paradigm
borrows the aim of operational sustainability at the national level from the health
development paradigm, and the aim of financial sustainability at international level from the
medical relief paradigm.
This emerging Global Health paradigm provides an answer to the challenge raised by Van
Damme et al. many years ago: “In other non-development non-emergency situations, the
objectives and the approach will also have to be adapted to the context. Creative
compromise strategies will have to be worked out, adapted to the local situation, and have
to be adjusted over time, with changes in the situation”.24
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1.5. The expanding mandate of the Global Fund
The Global Fund approach, unfortunately, contains a major limitation. Focused on the main
killer diseases in Sub-Saharan Africa, it supports only interventions to fight those diseases:
AIDS, tuberculosis and malaria. This does not have to be problematic for most middleincome countries, which can finance the ‘backbone’ of their health systems from domestic
funding, and use Global Fund grants for extra ‘muscle’. However, for low-income countries
the Global Fund’s limitation creates a two-tier system: the fight against AIDS, tuberculosis
and malaria is not hampered by the restriction of financial self-sufficiency, the fight for
primary health care in general is. The result is the current paradox; international health aid
to strengthen the backbone of health systems is much harder to find (because of the
financial self-sufficiency restriction) than international health aid for extra muscle to fight
AIDS, tuberculosis or malaria.
This two-tier system has produced a growing contrast between sufficiently funded muscle to
fight AIDS, tuberculosis and malaria, and grossly under-funded health systems’ backbone. It
has led to critiques of the Global Fund in articles in Foreign Affairs,25 the British Medical
Journal,26 the Financial Times,27 the Los Angeles Times,28 the New York Times,29 and many
others.
Unfortunately, while all of these critiques implicitly blame the Global Fund for having too
narrow a mandate, none of them blames the conventional health development approach
and its aim of financial self-sufficiency, which is in fact the heart of the problem. These
critiques are blaming the Global Fund for the successes of its exceptional approach in part
because their authors want this exceptional approach to exist for primary health care in
general. I would argue that instead of critiquing the Global Fund’s success they should be
pushing for its approach to be expanded.
The Global Fund is countering these critiques by taking on or re-affirming its responsibility in
financing the backbone of health systems. But this will require additional financing, which
will in turn only happen if donor countries fully support a broadened mandate for the Global
Fund.
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1.6. ‘Fiscal space’ and ‘fiscal sustainability’: a straitjacket to ensure self-sufficiency
For a number of years, the IMF has applied the concept of ‘fiscal space’ to health financing in
developing countries. Peter Heller of the IMF defines fiscal space as “room in a government’s
budget that allows it to provide resources for a desired purpose without jeopardizing the
sustainability of its financial position or the stability of the economy”.30 And he adds:
“Countries that receive significant flows of foreign resources for a specific sector (such as
health care) may, as a result of the associated expansion of the sector, face additional future
spending needs that may essentially preempt [sic] a share of the growth of future domestic
budgetary resources”.
The IMF assumes that aid-driven health sector expansion will inevitably pre-empt a share of
domestic resources. It is unwilling or unable to imagine that international health aid could
finance the expansion of the health sector in the long run. Therefore, it warns countries
against using too much international aid for expanding the health sector, a warning echoed
by the World Bank: “Obviously, then, it is not prudent for countries to commit to permanent
expenditures for such items as salaries for nurses and doctors on the basis of uncertain
financing flows from development assistance funds”.31
The IMF pushes its message on the unreliability of international solidarity with the goal of
making recipient governments fearful of increasing expenditures. It does this by repeating
the findings of Bulíř and Hamann – who found that international aid is “substantially more
volatile than domestic revenues” – over and over again.32 It chooses to ignore the work of
Collier33 – who found that international aid is, in fact, more reliable than domestic revenue –
and Celasun and Walliser34 – who found that while international aid is slightly less reliable
than domestic revenue, international aid shortfalls in the past did not force recipient
countries to reduce recurrent expenditure, as these shortfalls were compensated by reduced
investments.
A March 2007 report by the Independent Evaluation Office of the IMF revealed that only
27% of the additional international aid to sub-Saharan Africa from 1999 to 2006 was actually
allowed (or “programmed”) to be spent.35 The other 73% was put into savings. This practice
allows the IMF to impose compliance with fiscal space constraints: whenever a country is at
risk of exceeding fiscal space, the IMF can programme international aid to be saved by the
recipient nation instead of being spent, for example, to expand health services to vulnerable
groups. This is hardly an incentive for donors to increase international aid.
On this issue again, the global AIDS response found a path between the medical relief and
health development paradigms. International aid in the form of medical relief is not
hampered by fiscal space constraints. It is not a coincidence that Peter Piot, then the general
director of the United Nations Joint AIDS Programme (UNAIDS), explicitly compared
countries affected by AIDS with countries in or emerging from conflict, when he asked for a
general exemption for AIDS expenditure from fiscal space constraints.36
Nonetheless, the unpredictability of international aid in the long run is a problem. It is
difficult for health ministries to make long-term commitments to salaries for additional
health workers, for example, if those commitments are only backed by short-term

17

international health aid commitments. However, the practice of fiscal space austerity creates
a vicious circle: it is justified by the unreliability of international aid in the long run; it leads to
international aid being saved rather than being spent, thus creating frustration for donors
who do not see the expected results; which leads to a feeling that ‘all that aid is not helping
anyhow’ and thus increases the unreliability of international aid.
A Global Health paradigm – in the sense of a globally shared responsibility for the health of
all people – would solve this problem, or turn it into a merely technical matter. How can we
make international health aid predictable and reliable in the long run? We already have the
technical solutions: the ‘replenishments’ of the International Development Association (IDA)
– also known as the soft loan arm of the World Bank – are based on the principle of burdensharing between wealthy countries,37 and at least some of those countries consider them as
mandatory.38 If we could copy this practice of burden-sharing and mandatory contributions
to the financing of primary health care in low-income countries, we would not need to place
limits on increases in recurrent health expenditure in low-income countries that are funded
by increased international health aid.
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1.7. Conclusions of the first section
The global AIDS response did not fit within the then existing international health aid
paradigms. It was too expensive for the health development paradigm, which aims for
sustainability in the sense of financial self-reliance. It was too big, too huge, both
geographically and in time, to fit within the conventional medical relief paradigm; it had to
rely on domestic operational capacity. It therefore invented a new paradigm, which we could
call a Global Health paradigm: it assumes that there is a globally shared responsibility for the
health of all people, and that this globally shared responsibility is not limited in time and not
just applicable to temporary crises.
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Section 2. Global Health: moving towards global social health protection?
2.1. Introduction
“In the course of the 19th century, many governments in richer countries came to realise, or
were pressured to accept, that extreme social and economic inequities were unsustainable.
Political parties of the centre, left and right eventually accepted that governments had a
responsibility to ensure that people had basic education, sanitation and enough to eat, and
that workers’ rights to organise ought to be protected.” With this statement, Robert Archer
of the International Council on Human Rights Policy started exploring the existence of
international duties to realise essential social rights.39
Social protection mechanisms succeeded in reducing the extreme inequities that existed
within the borders of high-income countries. However, they did not reduce extreme
inequities at the global level. According to the Human Development Report 2007/2008 of
the United Nations Development Programme (UNDP), the average life expectancy for a girl
born in Japan today is 85 years, while the average life expectancy for a girl born in Zambia is
only 40 years.40
Social protection mechanisms were not designed to provide international solutions. Their
members – contributors and beneficiaries – typically live in the same state, which organises
and often supports the mechanisms. According to World Bank estimates for the year 2004,
the inhabitants of high-income countries spend 10% of their GDP on health and 66% of that
expenditure is public expenditure.41 Assuming those estimates remained valid in 2007, when
the combined GDP of high-income countries was US$40 trillion,42 the inhabitants of highincome countries spent US$4 trillion on health, and US$2.7 trillion of that was public health
expenditure. If only 1% of that were shared with low- and middle-income countries, it could
provide US$27 billion in ODA for health.
By comparison, the same inhabitants of high-income countries in 2006 collectively provided
US$20 billion in ODA for health.43 Even if ODA for health does not include all international
health aid – philanthropic contributions through medical Non-Governmental Organisations
(NGOs) are not included for example – the contrast remains stark. The international
solidarity in health of the inhabitants of high-income countries as expressed through ODA for
health represents less than 1% of their national solidarity in health.
In recent years, European high-income countries have expressed their intention to
encourage the development of social health protection in the poorest countries of the
world. In June 2007, at its summit in Heiligendamm, Germany, the ‘G8’ (the group of the
seven biggest economies and Russia) welcomed the German and French ‘Providing for
Health’ (P4H) initiative. The ‘Consortium on Social Health Protection in Developing
Countries’ – composed of the German development agency Gesellschaft für Technische
Zusammenarbeit (GTZ), the ILO, and the WHO – prepared this initiative, and was later joined
by France.44
P4H aims explicitly at extending social health protection to developing countries. The
‘International Health Partnership’ (IHP), announced in August 2007 by the UK’s Prime
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Minister Gordon Brown, in the presence of Germany’s Chancellor Angela Merkel,45 has a
similar objective. The IHP became the flagship of the ‘International Health Partnership Plus
Related Initiatives’ (IHP+), embracing Providing for Health (P4H) and other initiatives.46
According to its ‘Scaling Up for Better Health’ work plan, the IHP+ will “[u]se the Providing
for Health Initiative to increase attention on sustainable and equitable health financing”.47
Unfortunately, both P4H and the IHP+ consider international support to social health
protection in low- and middle-income countries as a temporary effort, intended to ‘develop’
the domestic financing capacity. The leaders behind the IHP+ and P4H seem to remain
convinced that low- and middle-income countries will have to, and will somehow be able to,
finance social health protection themselves in the foreseeable future.
They are not alone. For example, a May 2008 ILO briefing paper, making the case for a global
social security ‘floor’, mentions: “We know that the world can afford to make the right to
social security a reality not just a dream. According to ILO calculations, less than 2 percent of
the global Gross Domestic Product would be necessary to provide a basic set of social
security benefits to all of the world’s poor.”48 Yet it continues: “Most of the resources
needed will obviously have to come from national resources.”
Why is that so obvious? This myopic national approach becomes unsustainable within a
single global economy, in which the erosion of social protection in one country provides a
comparative economic advantage on global markets and thus creates pressure on other
countries to follow the downwards spiral. Furthermore, if extreme inequities within the
borders of states became ‘unsustainable’ in the course of the 19th century – meaning they
represented a threat to wealthy people, because poor people were no longer willing to
accept their fate – one should wonder how long the existing inequities at the global level will
remain ‘sustainable’, and when the world’s poor will challenge their fate, through massive
migration or otherwise.
Some experts in social security or social protection dare to think otherwise, and more
ambitiously. Van Langendonck, for example, argues:49 “The very notion of solidarity, on
which our social security systems are based, demands an universalisation of its extent. It is
contradictory to the idea of solidarity itself, to limit it to a certain group to which one
belongs. Solidarity within one occupational group, or within one nation, is limited solidarity.
It means the absence of solidarity with the others, who might need it more. When this
limited solidarity occurs among the rich, to the exclusion of the poor, it is not solidarity at all.
It is protectionism and collective selfishness, not deserving the name “social”.”
A Global Health paradigm would not assume that the resources needed to finance social
health protection have to be provided from national sources alone. On the contrary, a Global
Health paradigm would entail the extension of social health protection in the sense of
expansion, not export, of national social health protection mechanisms.
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2.2. A global social health protection floor: an inclusive and a minimalist design
A global social health protection floor would not replace national social health protection
mechanisms. It would indeed merely constitute a global social health protection floor, on
which national social health protection mechanisms can be built. Furthermore, a global floor
for social health protection would be based on burden-sharing between states, rather than
on burden-sharing between individuals.
This would allow a global floor for social health protection to be a lot less-detailed than one
would expect from national social health protection mechanisms because the fine-tuning –
both in terms of contributions from and distributions to individuals – would happen within
the national social health protection system built on the global floor. Nonetheless, there are
still choices to be made about the basic design of such a global floor.
An inclusive design would aim at including all people of the world in the global floor, both as
duty-bearers and rights-holders. If we assume that even the poorest countries of the world
can afford to raise US$10 per person per year for social health protection, they would need
an additional US$30 per person per year, at least, to achieve the US$40-50 needed. A total
of almost US$200 billion would be needed to finance that for the World’s 6.6 billion people.
To finance that, 0.37% of the combined US$54 trillion GDP of all countries would be needed:
• High-income countries, with their combined GDP of US$40 trillion for 1 billion people,
would contribute US$148 billion and receive US$30 billion.
• Middle-income countries, with their combined GDP of US$13 trillion for 4.3 billion
people, would contribute US$48 billion and receive US$130 billion.
• Low-income countries, with their combined GDP of less than US$1 trillion for 1.3 billion
people, would contribute US$4 billion, and receive US$40 billion.
In fact, all countries with an average GDP per person per year of US$8,100 or more would be
net contributors to a global floor for social health protection. All countries with an average
GDP per person per year of less than US$8,100 would be net recipients.
If we would allow all countries with an average GDP per person per year of US$8,100 or
more to waive their ‘entitlements’ by subtracting them from their ‘dues’; and if we would
allow all countries with an average GDP per person per year of less than US$8,100 to waive
their dues by subtracting them from their entitlements; we would have a yearly envelope of
more or less US$100 billion, contributed by high-income countries and some upper-middleincome countries, to low-income countries and some middle-income countries.
A minimalist design would be based on the assumptions that:
• Middle-income countries can take care of their own social health protection needs;
• Low-income countries should not contribute US$4 billion and receive US$40 billion, but
should only receive the net balance of US$36 billion;
• High-income countries should only contribute the US$36 billion needed by low-income
countries.
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Using the minimalist design, high-income countries should contribute US$36 billion per year
to a global social health protection floor. This is less than 15% of 0.7% of GDP – an old
promise, waiting to be fulfilled.
While the inclusive design would confirm the global social health protection vision best – all
countries contribute in accordance with their means and receive in accordance with their
needs – the minimalist design is probably more realistic. But even under the minimalist
design, it should be understood that low-income countries are not merely recipients. They
are contributors as well, but for merely pragmatic reasons, their contributions stay within
their borders. It would be essential, however, to formalise this as a condition: to be a
participant in the global social health protection mechanism, low-income countries must live
up to the Abuja Declaration50 commitment of 15% of their annual budget allocated to health
expenditure.
Is it realistic to expect high-income countries to allocate the equivalent of 15% of 0.7% of
their GDP – or, when combined, the equivalent of 0.1% of their GDP – to an emerging Global
Health paradigm? In June 2008, the UK’s Department for International Development (DfID)
published its revised ‘Strategy for halting and reversing the spread of HIV in the developing
world’.51 It includes a promise to spend UK£6 billion on health systems and services to 2015.
This commitment came in addition to a UK£1 billion commitment to finance the Global Fund.
When the declaration was made, UK£7 billion was worth US$14 billion, and spread over
seven years it meant US$2 billion per year. For a population of 60 million people, it meant
US$33 per inhabitant per year. If all governments of high-income countries would do the
same, US$33 billion per year would be available for a global social health protection floor.
This would be consistent with the purpose of a social health protection floor – a globally
shared responsibility for the health of all people. The only innovation would be that the top
billion people would share a percentage of their contribution to social health protection, not
with their top billion compatriots, but with the ‘bottom billion’ people on the other side of
the globe.
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2.3. The Global Fund, seen as an emerging global social health protection floor
When the first AIDS treatment medicines became available – not powerful enough to cure
AIDS, but powerful enough to turn AIDS into a manageable chronic disease – AIDS activists in
high-income countries did not just fight for access to those medicines for their own
constituencies. They fought for access to those medicines for all people living with AIDS,
wherever they were living. This fight was initially perceived as both a public health and a
development assistance heresy, because some of the most affected countries would never
be able to finance these treatments from domestic resources, within a foreseeable future.
But high-income countries succumbed to the pressure and agreed to create the Global Fund.
The Global Fund pioneered a new approach. It does not expect recipient countries to replace
international health aid with domestic funding within a foreseeable future. It expects
recipient countries to use international health aid wisely: as long as they demonstrate
tangible results, they can count on continued international health solidarity. The result is an
emerging global social health protection floor.
Although high-income countries never formally accepted the ‘Equitable Contributions
Framework’ proposed by AIDS activists,52 contributions to the Global Fund do reflect the
relative wealth of donor countries. Within high-income countries, taxes are used to raise the
funds needed for contributions to the Global Fund, and most high-income countries use
progressive taxation: the more one earns, the more one has to contribute. Thus what we
have on the contributors’ side of the Global Fund reflects the principles of social health
protection: the more one earns, the more one contributes.
On the recipients’ side, low- and middle-income countries propose interventions based on
real needs. The greater the need, the more expensive the proposals should be. If we can
assume that Global Fund grants are used in an equitable manner, the more a country needs
international health solidarity, the more this country receives international health solidarity.
Therefore, on the recipients’ side as well, the Global Fund reflects the principles of social
health protection.
One can argue that the same is valid for all international health aid. Most contributions to
international health aid are raised through progressive taxation, and – ideally – all
international health aid addresses the highest needs first. The difference is that most
international health aid is intended to be temporary, while the Global Fund accepts that its
solidarity is open-ended. It operates on the premise that as long as needed, wealthy people
living in wealthy countries will contribute in accordance with their means, while poor people
living in poor countries will receive in accordance with their needs.
In that sense, the Global Fund is an emerging global social health protection floor.
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2.4. Conclusions of the second section
To become a full-fledged global social health protection floor, the Global Fund should
gradually abandon its focus on three diseases. The Global Fund will have to expand its
mandate to become a Global Health Fund. At this stage in the ongoing debate about a Global
Health Fund I would support the idea that it is a concept, which could be realised through
the creation of a series of complementary global health funds: one focusing on AIDS,
tuberculosis and malaria (the Global Fund), another focusing on vaccines (the Global Alliance
on Vaccines and Immunizations, or GAVi), another focusing on reproductive health and
rights and another focusing on child mortality. (In the fourth section of this discussion paper,
I will argue why a single Global Health Fund might make even more sense.)
To become a Global Health Fund, contributions to the Global Fund should become
mandatory, based on an agreed burden sharing key (like national social health protection
mechanisms) and be sufficiently high to finance its broadened mandate.
This transformation is already taking place. In April 2007, the Board of the Global Fund
agreed to “establish new procedures that will allow applicants to submit national strategies
for HIV/AIDS, tuberculosis or malaria for Global Fund financing under conditions that differ
in some respects from existing application requirements (“National-Strategy
Applications”).”53 This new ‘funding window’ seems to be tailor-made for the national health
compacts, which should result from the IHP+.54
One of the major obstacles to a global social health protection floor is that donor countries
have very different opinions about how social health protection should be realised: France
and Germany are supportive of the Bismarckian model, which is based on membership fees
and benefits to members; the UK is supportive of the Beveridgean model, which is based on
taxation and benefits to all inhabitants (all are supposed to pay taxes). The Global Fund has
demonstrated its flexibility in supporting both ‘Bismarckian’ social health protection (in
Rwanda, the Global Fund finances social health insurance membership fees for orphans,
widows and people living with AIDS) and ‘Beveridgean’ social health protection (in Malawi,
the Global Fund finances increased salaries of all health workers), in each case reflecting the
countries’ own choices.
The stage is set for the Global Fund to become a global social health protection floor. There
is, however, one not so minor problem, a funding shortfall. Even with its currently projected
financial volume of US$8 billion per year – which is far away from present reality – the
Global Fund can never provide the additional US$30 per person per year of financing, badly
needed by at least 1.3 billion people living in low-income countries. And even if we consider
all of the present US$20 billion ODA for health as part of a virtual Global Health Fund, it
would still be only half of what is urgently needed.
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Section 3. Global Health: if health is a human right, there is a globally shared responsibility
for the health of all people
3.1. Introduction
Ethics and values lie at the heart of the formal framework of international human rights law.
In this section of the discussion paper I will explore the extent to which the formal
framework of international human rights law provides a foundation for an alternative aid
paradigm, specifically the Global Health paradigm, in which foreign assistance becomes a
duty, responding to an entitlement, and thus open-ended rather than temporary, under
certain conditions.
The 1948 Universal Declaration of Human Rights55 is the foundation of the modern human
rights movement, and although not a legally binding document in itself, later international
human rights treaties that are based on the values found in the Universal Declaration of
Human Rights do give rise to legally binding obligations on governments. As Gruskin and
Tarantola explain, “In practical terms, international human rights law is about defining what
governments can do to us, cannot do to us and should do for us.”56
Two key treaties arising from the Universal Declaration of Human rights, the International
Covenant on Civil and Political Rights57 and the International Covenant on Economic, Social
and Cultural Rights58 contain legally binding obligations for the states that ratify them. The
International Covenant on Economic, Social and Cultural Rights is of most relevance for this
paper as it defines states obligations with regard to the right to health. However it is
important to remember that human rights cannot be realised in isolation, which simply
means the right to health cannot be achieved without advances in the right to education and
respect for civil and political rights.
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3.2. Defining the right to health
Article 12 of the International Covenant on Economic, Social and Cultural Rights defines the
right to health as “the right to the highest attainable standard of physical and mental health”
and the related state obligations include the provision of medical services and the underlying
preconditions necessary to health, including things like clean water, sanitation, etc. This bare
bones definition has been affirmed and expanded on in later international conventions,
including the 1989 Convention on the Rights of the Child, and other national and
international legislation. In addition, several United Nations Committees have taken an
active role in further defining key elements of the right to health in their General Comments
and in reviews of States’ compliance with obligations under the International Covenant on
Economic, Social and Cultural Rights and other more recent treaties. Thus there is a dynamic
evolution of the understanding of the right to health in international law; it is not just frozen
in the bare bones definition from the mid 1960s.
The 1989 Convention on the Rights of the Child, which has been ratified by all States except
the USA and Somalia, can be viewed as an indicator of global intentions on the evolution of
understanding of the right to health and the obligations it entails. Article 24 of the
Convention on the Rights of the Child provides more guidance in understanding what the
right to health means as well as establishing norms for governments regarding the right to
health of children. An example of how these legal documents help shape government policy
comes from the UN Committee on the Rights of the Child which has interpreted Article 24 of
the Convention on the Rights of the Child as requiring governments to take some specific
actions to ensure the right to health of children. First, a government must provide certain
data on the health of children to the Committee on the Rights of the Child. Second, a
government must show that it is taking steps to ensure that it adequately invests in the
health of children. Third, a state must take steps to ensure that the health of all children is
respected. Individual government compliance with these actions and other obligations is
reviewed by the Committee on the Rights of the Child, when governments submit their
periodic reports.
A further important development occurred in 2000 when the Committee on Economic,
Social and Cultural Rights issued General Comment 14 on the Right to Health,59 addressing
implementation of the Covenant on Economic, Social and Cultural Rights, the scope of the
right to health and the importance of international cooperation in achieving the right to
health, which will be discussed below.
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3.3. Progressive Realisation: what it does and does not mean
A key element of economic and social rights like the right to health is that they can only be
realised in a progressive manner, overtime and not immediately, as is the case with many
civil and political rights.60 With regard to the right to health the Committee on Economic,
Social and Cultural Rights notes: “The concept of progressive realization constitutes a
recognition of the fact that full realization of all economic, social and cultural rights will
generally not be able to be achieved in a short period of time.” The principle of progressive
realization is “critical for resource-poor countries that are responsible for striving towards
human rights goals to the maximum extent possible.”61
The concept of progressive realisation, however, should not be misinterpreted as justifying
endless delays in the realization of economic, social, and cultural rights, while waiting for
economic growth and sufficient domestic resources to become available. It is not to be
viewed as “an escape hatch (for) recalcitrant states.”62 Such an interpretation would deprive
economic, social, and cultural rights of any meaningful value, especially for the
disadvantaged and vulnerable. Thus, the Committee on Economic, Social and Cultural Rights
noted that States parties have “an obligation to move as expeditiously and effectively as
possible.”63 Progressive realisation also applies to resource-rich countries.i
To counter interpretations of “progressive realisation” as implying “no immediate
obligations,” the Committee on Economic, Social and Cultural Rights emphasises a series of
principles that define the nature of States parties’ obligations: the principle of nonretrogression (a State should not take steps backwards), the obligation to provide
international assistance, the principle of core obligations. I have chosen to focus on the
principle of core obligations and the obligation to provide international assistance as they
provide us with useful concepts for advancing our thinking on a Global Health paradigm.

i

Articles 55 and 56 of the UN Charter provide that all states are obliged to cooperate in the
realization of universal respect for and observance of human rights and to further conditions of
economic and social progress and development. The international community recognized this
obligation in the Declaration on the Right to Development, adopted December 4, 1986, G.A. Res.
41/128, UN GAOR, 41st Sess., at 3.
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3.4. Core obligations and the obligation to provide assistance
In 1986, Esin Örücü elaborated the notion of the ‘core content’ of a human right: the
essential substance of a right, its raison d’être, without which it would have no meaning.64
The 1997 Maastricht Guidelines, drafted by international legal experts expanded further on
this idea. ii The concept of ‘core content’ was endorsed by the Committee on Economic,
Social and Cultural Rights’ 2000 General Comment which clarified that there are limits to the
compromises that states can make with regards to realising economic, social and cultural
rights by invoking the explicitly acknowledged impossibility of realising all of them
completely and at once. Further, there is a minimum threshold, a minimum essential level or
a core content, which must be realised without further delay. 65
The Committee on Economic, Social and Cultural Rights further clarified that neither
resource constraints nor progressive realisation can excuse non-compliance with the core
obligations noting that the burden rests with the State to demonstrate that it has used all
available resources to satisfy its core obligations, which are non-derogable.66
The Committee on Economic, Social and Cultural Rights defined the minimum essential level
of the right to health indirectly, through the definition of the core obligations of States
parties with regards to the right to health. The list includes an obligation to ensure access, to
health facilities, goods and services as well as basic shelter, housing, safe and potable water
and ensuring freedom from hunger through ensuring access to minimum essential food. The
core obligations also include the obligation to provide essential drugs, as from time to time
defined under the WHO Action Programme on Essential Drugs. The fundamental importance
of non-discrimination is emphasised throughout, as is the obligation for a state to pay
particular attention to vulnerable or marginalized groups. 67
For most health practitioners with experience in developing countries, this definition of the
minimum essential level of the right to health is a distant dream. In 37 of the world’s lowincome countries, public health expenditure was less than US$10 per person per year in
2004.68 The inadequacy of this level of spending is glaring when compared with the above
mentioned CMH estimate of US$40 per person per year needed for an adequate package of
healthcare interventions including AIDS treatment.
In light of this shortfall, at a May 2000 Committee on Economic, Social and Cultural Rights
session Paul Hunt remarked: “if the Committee decided to approve the list of core
obligations, it would be unfair not to insist also that richer countries fulfil their obligations
ii

With regard to core obligations, the Maastricht Guidelines state, “Violations of the Covenant occur
when a State fails to satisfy what the Committee on Economic, Social and Cultural Rights has referred
to as ‘a minimum core obligation to ensure the satisfaction of, at the very least, minimum essential
levels of each of the rights [...]. Thus, for example, a State party in which any significant number of
individuals is deprived of essential foodstuffs, of essential primary health care, of basic shelter and
housing, or of the most basic forms of education is, prima facie, violating the Covenant.’ Such
minimum core obligations apply irrespective of the availability of resources of the country concerned
or any other factors and difficulties.” The Maastricht Guidelines on Violations of Economic, Social and
Cultural Rights were adopted in January, 1997, and reprinted in Human Rights Quarterly 20 (1998):
pp. 691-704.
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relating to international cooperation under article 2, paragraph 1, of the Covenant. The two
sets of obligations should be seen as two halves of a package.” Later, in reporting on his
Mozambique mission Hunt re-emphasised this point stressing that financial and technical
assistance is an international responsibility under the International Covenant on Economic,
Social and Cultural Rights and the Convention on the Rights of the Child.69
The importance of international cooperation in helping all States to fulfil their obligations to
their citizens is recognised in Article 24(4) of the Convention on the Rights of the Child which
states: “States parties undertake to promote and encourage international cooperation with
a view to achieving progressively the full realization of the right recognized in the present
article. In this regard, particular account shall be taken of the needs of developing
countries.”
The principle of international cooperation is also a key feature of the founding documents of
several international bodies. For example, articles 55 and 56 of the Charter of the United
Nations (1945) affirm the principle of cooperation among states. The necessity of
international cooperation to realise the right to health in particular was confirmed in the
preamble to the Constitution of the WHO: “The enjoyment of the highest attainable
standard of health is one of the fundamental rights of every human being without distinction
of race, religion, political belief, economic or social condition. The health of all peoples is
fundamental to the attainment of peace and security and is dependent upon the fullest cooperation of individuals and States.”70 Also, Article 2(1) of the International Covenant on
Economic, Social and Cultural Rights creates an obligation on States parties to provide
international assistance and cooperation to the maximum of their available resources.
Further, in General Comment 3, the Committee on Economic, Social and Cultural Rights
clarified that the drafters of the treaty intended the phrased ’to the maximum of its available
resources’ to refer to both a State’s resources and those available through international
cooperation and assistance. 71
If the right to health is in itself meaningless without the realisation of at least the core
content, and if some countries lack the resources to realise the core content of the right to
health, then the right to health cannot be realised on a global scale without the obligation to
provide assistance. In turn, this legal obligation only takes effect when developing countries
have demonstrated their best efforts to comply with their obligations.
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3.5. Collective entitlement, collective obligation and ways to manage them
Even if all high-income countries were to accept that they have an obligation to contribute
to the health of all people – which we can argue all of them except the USA have done by
ratifying the Convention on the Rights of the Child – we would still face the challenge of
attribution. Which countries owe how much and to which countries do they owe it?
On the one hand, we seem to have a collective entitlement. As argued above, it seems
unrealistic to expect low-income countries to fulfil even their core obligations, if they cannot
claim foreign assistance. So we have a collective entitlement: at least 49 low-income
countries and a handful of lower-middle-income countries are entitled to assistance.
On the other hand, we seem to have a collective obligation. For the 65 countries or
economies presently classified as high-income, it would be difficult to argue that they are
not ‘in a position to assist’.
As Kenneth Roth of Human Rights Watch explained:72 “…the treaty assigns responsibility for
compliance more broadly – not only to the immediate national government, but also to the
international community as a whole, through the duty to provide international assistance.
This gradualism and shared responsibility make it much more difficult to shame a particular
national government for its poor state of health care or, for that matter, its inadequate
education or housing. Governments can deflect criticism by blaming others. There is no easy
way to move beyond this finger-pointing. Or governments can simply assert that their
current contributions, stingy as they might be, are all they owe to meet the AIDS challenge.
Again, there are no clear benchmarks by which to rebut these claims.”
Legal theory will not solve this problem. But some common sense pragmatism can, quite
easily in fact. Kenneth Roth suggested a pragmatic solution: “We need a series of World
Conferences in which all industrialized governments convene to consider a country in need,
the doors are locked, and no one leaves the room until the finger-pointing and evasions
stop, no one goes home until the resources are finally committed that are adequate to the
emergency at hand.”
In fact, much of what Roth proposed in 2000 has been accomplished since then, but not
through a ‘series of World Conferences’. The creation of the Global Fund allowed countries
in need of assistance to develop AIDS treatment plans, and created pressure on
governments of states in a position to assist to provide the needed assistance. Furthermore,
even if the outcomes of the Global Fund process of country proposals assessed by an
independent Technical Review Panel (TRP) does not lead to a perfect distribution of means
in accordance with needs, it probably comes close to being a needs-based distribution
approach. And last but not least, the present process of voluntary contributions to the
Global Fund is not a perfect burden-sharing mechanism, but it too moves towards meansbased contributions.
Therefore, the Global Fund is in itself a pragmatic solution to manage a collective
entitlement and a collective obligation. The main problem is the Global Fund’s focus on
three diseases: from a human rights point of view, this limitation cannot be justified.
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3.6. Conclusions of the third section
If we agree that health is a human right for all human beings, there must be a globally shared
responsibility for the health of all people.
This is not merely a truism. I discussed how the right to health is subject to progressive
realisation – countries must realise it step by step – but also to immediate realisation: there
is a minimum level, a core content that countries must realise immediately. Realising this
minimum level is too expensive for low-income countries. Therefore, the right to health can
only exist if low-income countries are entitled to assistance from high-income countries.
Thus, health can only be a human right for all human beings if there is a globally shared
responsibility for the health of all people.
We should take all donor agencies endorsing health as a human right at their word; if health
is a human right, there must be an international obligation responding to an international
entitlement.
The collective entitlement and collective obligation create a challenge, which cannot be
tackled with legal theory alone. We need a pragmatic solution. The Global Fund
demonstrates that a pragmatic solution is feasible. However, the Global Fund should
become a Global Health Fund in order to achieve this.
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Section 4. Global Health in practice: moving towards a single Global Health Fund?
4.1. Introduction
So far, I have used the idea of a Global Health Fund as a concept: something like the current
Global Fund, but supporting all primary health care needs (not merely AIDS, tuberculosis and
malaria responses), creating open-ended global responsibilities for the health of all people
rather than temporary charitable donations, but not necessarily a single organisation or
institution. A virtual Global Health Fund requires first and foremost a mental shift; if the
mental shift occurs, a patchwork of bilateral agreements between high-income countries,
low-income countries and a handful of lower-middle-income countries could be sufficient.
I have used the idea of a Global Health Fund as merely a concept for pragmatic and strategic
reasons. The pragmatic reasons are that it would be feasible to create a virtual Global Health
Fund without a real Global Health Fund. The strategic reasons are that hundreds of donor
agencies and global health initiatives have vested interests that are incompatible with a
single Global Health Fund. I would like the leaders of those organisations to be able to think
about a virtual Global Health Fund free from the distraction of thinking about their job
disappearing.
Nonetheless, in this fourth section of this discussion paper, I will argue that a single Global
Health Fund, or an architecture that comes as close as possible to a single Global Health
Fund, is preferable.
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4.2. From the global AIDS response to Global Health, through a single Global Health Fund?
Let us assume that the Global Health paradigm, as discussed above, will indeed become
broadly accepted. That would lead to a substantial increase in international aid for health. It
would also change the nature of international aid for health: it would change from
temporary to ongoing and from charity to a collective obligation corresponding to a
collective entitlement, or a global dimension to social protection. How should this
international health aid be delivered? The Global Fund provides a model for how
international health aid can be delivered according to ambitious country-defined responses
to real and urgent needs. The way the Global Fund operates is summarised in Panel 1,73
while Panel 2 outlines how the IHP+74 is already reshaping the Global Fund’s mandate. 75

Panel 1 – How the Global Fund works
The Global Fund is driven by countries’ demands. It does not propose interventions. Once or
twice per year, it launches a call for proposals, to which so-called Country Coordination
Mechanisms (CCMs) can apply. CCMs include a wide range of stakeholders including: the
Ministry of Health, the National AIDS Council, bilateral donors, United Nations agencies,
international and national NGOs, faith-based organisations, associations of people living with
AIDS, associations of health services users, and representatives of the private for-profit
sector. Proposals require the consensus of the entire CCM to be eligible.
A Technical Review Panel of the Global Fund, composed of independent experts, makes
recommendations for accepting, amending, or rejecting proposals. These recommendations
are confirmed by the Board of the Global Fund, comprising representatives from eight donor
countries, seven recipient countries, two NGOs (from the North and from the South), one
patient group, the private sector and a private foundation. The NGOs and the communities
are considered to be on the recipient countries’ side, while the private business sector
foundations are considered to be on the donor countries’ side, thus creating two blocks of
ten votes each.
Once approved by the Board, the proposal is transformed into a grant agreement between
the Global Fund and the Principal Recipient – often the Ministry of Health or the National
AIDS Council, although UN agencies and NGOs have also played this role. The grant
agreement is valid for two years, after which it can be continued for another three years
without a new proposal. After that, the same package of interventions can be considered for
two more three-year terms. The Global Fund thus creates an 11-year financing perspective,
which could become a 14-year, a 17-year, or a 20-year financing perspective, if the Board
decides to create third, fourth and fifth three-year terms. This approach is coming close to
the long-term perspective needed for ambitious national health plans, which other aid
mechanisms rarely offer.
Grant agreements appoint a Local Fund Agent, typically an international consultancy or
accounting agency selected through a competitive bidding process. The Local Fund Agent
does not judge grant agreements and their implementation on their intrinsic merits; it
simply verifies whether Principal Recipients did what was agreed.
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Panel 2 - National Strategy Applications and the International Health Partnership
The Global Fund was created in 2002 to accelerate the fight against the three main killer
diseases in the developing world: AIDS, Tuberculosis and Malaria. Although the Global Fund
accepts applications to strengthen general health systems and services, these should be
linked to the provision of treatment and prevention of the three diseases, which sometimes
requires an artificial demarcation. In April 2007, the Board of the Global Fund agreed to
create a separate window for ‘National Strategy Applications’. National Strategy
Applications, that have “undergone a rigorous technical certification by an independent
review mechanism”, will be eligible for Global Fund financing.
In September 2007, the International Health Partnership was launched, and soon became
the flagship of the ‘International Health Partnership and Related Initiatives’ (IHP+),
embracing initiatives by Canada, France, Germany, and Norway. The IHP+ encourages lowincome countries to develop national comprehensive and integrated long-term health plans
or ‘compacts’. These compacts seem to fit perfectly within the definition of National
Strategy Applications. One can expect the 13 ‘first wave’ countries of the IHP+ to submit
their health compacts to the Global Fund as early as 2009. The question will then be which
part of the compacts the Global Fund will finance: the entire compact or only the part that
can be linked with the fight against AIDS, tuberculosis and malaria?
It seems somewhat paradoxical to invite countries to develop comprehensive and integrated
compacts, and then to ask them to disaggregate them again, in order to submit one big piece
to the Global Fund, and other bits and pieces to other donors and funding channels. It would
be more logical if the Global Fund were encouraged and enabled to finance those compacts
integrally. In doing so, the Global Fund would become a Global Health Fund.
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4.3. Ten pragmatic reasons for a single Global Health Fund
4.3.1. Enabling robust and ambitious national health plans, aiming for truly comprehensive
primary health care for all
The subtitle of the Paris Declaration on Aid Effectiveness is: ‘Ownership, Harmonisation,
Alignment, Results and Mutual Accountability’.76 These objectives require robust and
ambitious national health plans, aiming for truly comprehensive primary health care for all,
as defined in the Alma Ata Declaration,77 and in conformity with the minimum essential level
of the right to health.
In the eighties, the original objective of the Alma Ata Declaration – to provide primary health
care for all, in a comprehensive manner – was abandoned because the costs were estimated
as too high.78 Selective primary health care was promoted as an ‘interim’ strategy. After
almost three decades of operating in a continual state of uncertainly about future resources,
it is not surprising that developing countries do not develop or ‘own’ national health plans
that aim for truly comprehensive primary health care for all. If uncertainty about future
resources obliges health ministries to develop selective national health compacts, prioritising
one urgent need above another, national ownership will always be questionable. Donors
may fully support these compacts by harmonising their procedures and aligning their
funding with them, but they will be supporting compacts born of impossible choices made
under the duress of artificial financial constraints and broken promises.
The CMH estimated that it would cost at least US$40 per capita per year to provide
comprehensive primary health care.79 Many developing countries that are at present
developing national health compacts for the ‘International Health Partnership Plus Related
Initiatives’ (IHP+) are working with much smaller health budgets: US$11 per person per year
in Kenya, US$9 per person per year in Mozambique, US$5 per person per year in Niger, to
name only a few.80 These countries certainly want to support comprehensive primary health
care, but in the absence of long-term funding commitments may be forced to opt for
cheaper and less ambitious national health plans, thus imposing selective primary health
care on themselves.
To enable true national ownership, a realistic prospect of obtaining sufficient long-term
funding is required. This can only happen if high-income countries deliver on their promises,
and clarify how additional long-term international health aid will be made accessible to
developing countries.

4.3.2. Simplifying the patchwork of bilateral aid relationships and global health initiatives
and promoting harmonisation
The World Bank’s classification of economies includes 65 high-income countries or
economies, 95 middle-income countries and 49 low-income countries.81 If all high-income
countries are considered as potential contributors to international health aid, and all lowand middle-income countries as potential recipients of international health aid, this creates
almost ten thousand possible bilateral relationships. In addition, estimates indicate that
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there are more than a hundred public-private partnerships supporting various health
interventions.82 A single Global Health Fund would provide a means to rationalise the
number of potential international health aid relationships and to harmonise procedures.

4.3.3. Increasing alignment of international health aid with national priorities
The current patchwork of thousands of potential international health aid relationships
allows individual donor countries to remain focused on their own priorities, and to assume
that someone else will take care of the rest. A single Global Health Fund, to which
developing countries would submit their health compacts, would be a way to reflect their
real priorities – adjusted and co-owned by civil society – and this is what high-income
countries would have to support.

4.3.4. Increasing the involvement of civil society: true national ownership and mutual
accountability
Although all international health initiatives involve civil society to a certain degree, no
international health initiative has taken it to the level of the Global Fund, where NGOs and
civil society organisations (CSOs) in recipient countries are co-owners of the interventions
they have helped to design, and play an important watchdog role in overseeing the
implementation of these interventions.
At the level of high-income countries, NGOs and CSOs feel responsible for making sure that
the Global Fund receives enough funding to finance the approved proposals. Campaigns are
launched to pressure governments of high-income countries into increasing their
contributions during each replenishment cycle.
This is a rare example of mutual accountability at the level of civil society: civil society of the
‘Global North’ mobilising to generate the international health aid needed; civil society of the
‘Global South’ mobilising to generate increased domestic health financing and to make sure
that all health financing is well spent.

4.3.5. Improving the long-term reliability of international health aid: pooling, burdensharing and monitoring
If all OECD members would follow the example of the UK, US$33 billion in international
health aid would be available per year, for seven years. But what happens after 2015? If
high-income countries accept mutual accountability for the health compacts they help
support, their solidarity will have to continue.
International health aid flows have not always been stable. Pooling international health aid
from many high-income countries creates a buffer against unexpected shortfalls, and would
allow for agreement on a burden-sharing mechanism between all high-income countries: the
level of contributions reflecting a high-income country’s capacity to contribute based on the
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relative wealth of its economy. This is how financing for the World Bank currently
operates.83
Finally, pooling all international health aid into a single Global Health Fund would also allow
for monitoring by civil society in the Global North of their governments’ contributions.

4.3.6. Expanding the new approach to financial sustainability, creating ‘fiscal space’ for
health
The conventional approach to financial sustainability aims for domestic financial selfreliance. The Global Fund has abandoned this approach, recognising that the poorest
countries, often hardest hit by the AIDS epidemic, will not be able to replace Global Fund
grants with domestic resources, and provides a financing horizon of up to 20 years.
This new approach to financial sustainability is what comprehensive primary healthcare for
all needs as well. The major bottleneck in low-income countries scaling up health services is
the shortage of health workers. To increase their health workforce, some low-income
countries have to increase training capacity (three to five years at least), train more people
(again three to five years minimum), then increase capacity to pay the salaries of additional
health workers for at least ten years. A 20 year financing horizon is needed at a minimum.
Furthermore, as discussed above in section 1.6, present International Monetary Fund (IMF)
policies hamper the full use of present international health aid,84 and the IMF justifies such
policies by referring to the long-term unpredictability of international aid. It links ‘fiscal
space’ (the maximum expenditure level, regardless of what donors are willing to provide) to
‘fiscal sustainability’ (the capacity of a government to finance its desired expenditure,
without relying on development assistance in the long run).85 In other words, fiscal space or
expenditure ceilings for the health sector are based on the assumption that, sooner or later,
international health aid will disappear.
The Independent Evaluation Office of the IMF estimated that only 27% of all additional aid to
sub-Saharan Africa between 2000-2006 was programmed to increase expenditure – the
other 73% was programmed to increase savings.86 These IMF policies could no longer be
justified if a Global Health Fund would provide a more predictable flow of international
health aid or solidarity.

4.3.7. Increasing domestic contributions for health
The essential counterpart of this new approach to financial sustainability is increased
domestic contributions for health. If sustained international health aid would lead to
stagnating or even decreasing domestic health financing, it would limit gains and undermine
high-income countries’ willingness to sustain international health solidarity.
If the Global Fund became a Global Health Fund, it could establish an agreed road map
towards allocating 15% of government revenue to healthcare as a condition for continued
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international health aid. This may sound like ‘patronising conditionality’, but it should be
understood as ‘emancipating conditionality’: a human rights approach, considering both
national and international responsibilities and duties, or simply mutual accountability.
Further it reflects the pledge made in the 2001Abuja Declaration. 87

4.3.8. Adding flesh to the bones of health as a human right
Health is a human right, and access to health care is an essential element of it. As the
Committee on Economic, Social and Cultural Rights explains, countries “have a core
obligation to ensure the satisfaction of, at the very least, minimum essential levels of each of
the rights … including essential primary health care.”88
But what if a country is too poor to ensure the satisfaction of comprehensive primary
healthcare? In that case, ‘states in a position to assist’ bear a duty to provide assistance.89
Currently, it is not clear where the duties lie: poor countries can blame rich countries for not
providing enough assistance and rich countries can blame each other, or the poor countries
for not trying hard enough.90
A Global Health Fund, based on agreed international and domestic contributions, would
create benchmarks. ‘Patronising conditionality’ would become ‘emancipating conditionality’:
as long as developing countries are fulfilling their conditions, Global Health Fund grants are
not charity; they are the fulfilment of corresponding international legal duties.

4.3.9. Avoiding political strings
Channelling donor funding through a Global Health Fund would prevent the attachment of
political strings. Proposals would be submitted to the independent Technical Review Panel,
and based on technical appraisal, approved or rejected by the Board, in which the ‘donors’
and the ‘recipients’ have an equal number of votes.
Using development assistance to cajole a recipient country into voting a particular way at
the United Nations,91 or providing favourable conditions for the exploitation of their natural
resources, would be avoided.

4.3.10. Fighting corruption and misuse of funding
Finally, a single Global Health Fund would be in a much stronger position to deal with
corruption and misuse of funding. Under the current system – with thousands of possible
donor funding channels – a new donor can replace a dissatisfied one. Furthermore, the
involvement of civil society as a watchdog would help detect corruption and misuse of
funding.
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4.4. Conclusions of the fourth section
When the Global Fund was created, it held the promise of becoming a US$10 billion per year
fund. The prospect of ‘unlimited’ funding encouraged many countries to develop ambitious
proposals to fight AIDS, tuberculosis and malaria, reflecting their countries true needs and
intentions. To achieve similar progress for comprehensive primary health care, the
expectation that sufficient long term funding could be available is needed. The principles of
the Paris Declaration on Aid Effectiveness – ownership, harmonisation, alignment, results
and mutual accountability – are meaningless if the point of departure is insufficiency of
financial resources. The Global Fund has demonstrated how all those principles can become
reality if they are backed by a real commitment from all stakeholders.
The transformation of the Global Fund into a Global Health Fund is not an idle wish or an
imaginary nightmare: it is already happening. At present, 13 countries are developing
national compacts and in 2009 they will probably submit applications based on these
compacts to the Global Fund. The question as to whether or not the Global Fund will be
enabled to finance those compacts integrally needs to be answered.
This perspective provides an opportunity and a threat. The opportunity is that
comprehensive primary health care will benefit from the innovations obtained in the fight
against AIDS, tuberculosis and malaria: the exceptional momentum will be broadened. The
threat is that interventions to fight AIDS, tuberculosis and malaria will again be forced to
comply with the rules of the ‘Ancien Régime’ of health development: preoccupations over
sustainability and fiscal space that perpetuate the under-funding of anything that requires
long-term external support, and no real involvement from civil society.
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Section 5. General conclusions
As this paper is a discussion paper, I believe that this section should remain empty, for the
time being. There are no general conclusions for the time being, there is the beginning of a
discussion.
I would like you to forward this discussion paper to as many people as possible, so we can
begin this important discussion.
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