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KEY MESSAGES 
 
If universal health coverage can be described as a limited set of options to finance essential 
health goods (“appropriate promotive, preventive, curative and rehabilitative health care”) to 
make them affordable to all, little research has been done about how international health 
financing can best be linked with national health financing to attain this goal. Universal health 
coverage is—often implicitly—viewed as a strategy to make international health financing 
redundant. This is at odds with cost estimates used by the WHO for essential health goods: 
evidence suggests that domestic financing of US$40 per person per year is unfeasible for 
countries with an average Gross Domestic Product of $995 or less (the World Bank’s definition 
of low-income countries). We therefore distinguish between global universal health coverage—
which assumes international health financing integrated with national health financing for 
essential health goods—and national universal health coverage—which assumes that 
international health financing is temporary. We focus on global universal health coverage 
because we believe it could be feasible before 2020, at least mathematically, while national 
universal health coverage appears unrealistic for low-income countries in the short to medium 
term. 
 
Global universal health coverage would entail national universal health coverage with an 
additional integrated international dimension (co-financing the national tax-based or social 
health insurance based financing). It would require international health financing to use the 
chosen national financing mechanisms as entry points, and to be sufficient, additional and 
reliable in the long run. 
 
Political economy aims to answer the question why policy-makers adopt the policies they adopt. 
Mainstream literature on international political economy assumes that countries are mostly self-
interested. Why would self-interested countries become involved in concerted global health 
action, and perhaps in global universal health coverage? Several arguments have been raised; we 
try to summarize them and assess their validity. We conclude that the most convincing 
arguments (from a narrow self-interest angle) are: 

• Concerted global health action can help contain communicable diseases; 

• Concerted global health action can strengthen national social cohesion; 

• Concerted global health action promotes economic growth; 

• Concerted global health action can help reduce desired fertility rates and in the long term 
contribute to slowing climate change. 

Taken together, rather than separately, they appear to build a solid case for global universal 
health coverage, but they require additional research (a lot of which goes beyond conventional 
health systems research). 
 
If, as we argue, the case for global universal coverage is strong, why might it not be pursued? 
There may be a problem of ‘free riders’ (countries hoping that other countries will pay for a 
global public good), but the main obstacle would be that global universal health coverage 
reduces country autonomy and embraces a paradigm of managing mutual dependence. Even if 
mutual dependence in health is a reality, countries nonetheless try to preserve their autonomy: 
richer countries require assurances regarding how the assistance they provide will be used (in a 
manner that serves their interests too); poorer countries want to have the freedom to address 
their own health priorities. Recent paradigm shifts in the practice of international health 
financing can be seen as attempts to manage mutual dependence in health while trying to 
preserve country autonomy. Over the past decades, these attempts to better manage mutual 
dependence in health have led to increasingly sophisticated governance mechanisms. We 
suggest that a combination of the best elements of these mechanisms could help progress the 
world towards global universal health coverage. 
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EXECUTIVE SUMMARY 
 
1. International financing for universal health coverage in developing countries: an 

unexplored field of research 

 
If universal health coverage can be described as a limited set of options to finance essential 
health goods (“appropriate promotive, preventive, curative and rehabilitative health care”) to 
make them affordable to all, little research has been done about how international health 
financing can best be linked with national health financing to attain this goal. Universal health 
coverage is—often implicitly—viewed as a strategy to make international health financing 
redundant. For example, the consortium on social health protection in developing countries of 
the Deutsche Gesellschaft für Technische Zusammenarbeit (GTZ), the International Labour Office 
(ILO) and the World Health Organization (WHO), mentions that “[i]n the long term, all schemes 
should become as financially independent of external funding as possible”. If international health 
assistance is intended to be temporary then its integration with national universal health 
coverage efforts would imply the failure of both: international health financing would become 
open-ended and universal health coverage would not achieve its implicit goal of ending 
dependence on external funding.    
 
While understandable, this reluctance to consider international health financing as a sustained 
source of financing for universal health coverage, it is at odds with cost estimates used by the 
WHO for essential health goods: evidence suggests that US$40 per person per year is unfeasible 
for countries with an average Gross Domestic Product of $995 or less (the World Bank’s 
definition of low-income countries), no matter which combination of taxes and insurance fees 
one may try. We therefore distinguish between global universal health coverage—which 
assumes international health financing integrated with national health financing for essential 
health goods—and national universal health coverage—which assumes that international health 
financing is a temporary aid to national efforts. This paper focuses on global universal health 
coverage because we believe it could be feasible before 2020, at least mathematically, while 
national universal health coverage seems unrealistic for low-income countries in the short to 
medium term.  
 
 
2. Global universal health coverage: what is required? 

 
Global universal health coverage would entail all elements of national universal health coverage, 
but with an integrated international dimension which co-finances the national tax-based or 
social health insurance based financing. It would require international health financing to use 
the national financing mechanisms as entry points, and to be sufficient, additional and reliable in 
the long run. In recent years, a few conceptual approaches to global health that could lead to 
global universal health coverage have been floated. However, additional research seems to be 
needed to clarify a few essential elements: 

• If WHO defines universal health coverage as a financing mechanism based on taxes, social 
health insurance or a mixture of both, sufficient to finance “appropriate promotive, 
preventive, curative and rehabilitative health care when [people] need it and at an affordable 
cost”, the question of how we define  ‘appropriate’ remains unanswered; 

• If the international financing dimension is open-ended but nonetheless complementary, it 
raises the following questions:  what amount can countries reasonably finance themselves;  
how much assistance would be needed and how long would the assistance be needed? 
 
      

3. Why would countries undertake concerted global health action and perhaps global 

universal health coverage?  
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Political economy aims to answer the question why policy-makers adopt the policies they adopt. 
Mainstream literature on international political economy assumes that countries are mostly self-
interested. Why would self-interested countries become involved in concerted global health 
action, and perhaps in global universal health coverage? From four key documents written to 
highlight how concerted global health action also benefits those countries providing the 
required assistance, we extracted ten arguments and assessed their relative merits. 
 
Concerted global health action helps reduce the risk of communicable diseases spreading. This 
argument seems undisputed. The controversy that surrounds it focuses on the risk that the 
argument may lead to the wrong kind of global concerted health action.   
  
Concerted global health action can improve social cohesion and reduce the risk of political 
instability and armed conflict. This argument needs to be unpacked: armed conflicts provide 
sanctuaries for terrorist groups; stronger health services help reduce the risk of armed conflicts. 
The evidence for this argument appears weak, but that could be due to insufficiently refined 
methodologies; in recent years new research approaches have been developed and they seem to 
confirm the argument.           
 
Concerted global health action creates diplomatic goodwill. While this argument seems self-
evident, we found it too vague—in terms of the benefits for countries providing the assistance—
to assess.    
 
Concerted global health action can ease undesired pressure for migration. We found no evidence 
for this argument, except indirectly: if concerted global health action contributes to economic 
growth, economic growth reduces intention to migrate.    
 
Concerted global health action contributes to economic growth. A lot of research has been 
produced to verify this argument; the evidence is mixed but overall affirmative.  
 
Concerted global health action creates a market for health goods and services. This argument 
has not been deeply researched, perhaps because it would lead to the wrong kind of concerted 
global health action. There is evidence that a substantial share of international health financing 
is used for the purchase of commodities and services from richer countries; however, if the 
intention were to stimulate the domestic economy, richer countries would rather invest in 
domestic stimulus efforts.       
  
Concerted global health action can have a positive impact on the environment. The argument 
that concerted global health action—through its impact on infant mortality and thus on desired 
fertility rates—can in the long run help to protect the environment seems solid. It could be a 
very convincing argument, given the cost estimates for other ways of reducing greenhouse-gas 
emissions.   
  
Concerted global health action is needed to realize the human right to health. It is not easy to 
understand this argument as one that affirms the interests of countries providing the assistance. 
Conceptually, one could argue that present efforts to promote some human rights—the civil and 
political human rights—would become a lot more credible if they were accompanied by serious 
efforts to also realize economic, social and cultural human rights, including the right to health. 
     
Concerted global health action is needed for human security. The human security concept 
intrinsically links security threats of all kinds and argues that human security can no longer be 
guaranteed by countries acting individually. From its inception it thus appeals to countries’ self-
interests and more generous motives. Rather than as a stand-alone argument, the human 
security concept provides an analytical framework that allows for the combining of different 
arguments. 
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Concerted global health action is needed because health is a global public good. The global public 
goods concept, like the human security concept, emphasizes interconnectedness beyond 
borders: some public goods can best be obtained through concerted global action, and health is 
one of them. While there is a consensus that the containment of communicable diseases is a 
global public good, the question as to whether other elements of global health can also be 
considered as global public goods remains controversial. Like the human security concept, the 
global public goods concept provides an analytical framework that allows for the combining of 
different arguments. It also entails a warning about ‘free rider’ behavior: some countries may try 
to benefit from health as a global public good, while letting other countries pay for it.       
 
 
4. How? Looking for a balance between managing mutual dependence and preserving 

country autonomy 
  
The Declaration of Alma Ata contains a tension: on the one hand it affirms health as a 
“fundamental human right” and a “world-wide social goal”, and that “existing gross inequality in 
the health status of the people” is a “common concern to all countries”; on the other hand it 
promotes health care at a “cost that the community and country can afford to maintain at every 
stage of their development in the spirit of self-reliance and self-determination.” Thus to 
reconcile both, international assistance should aim for the economic growth of poorer countries, 
so they would be able to provide better health care while preserving country autonomy. This 
interpretation may have paved the way for selective primary health care as a temporary 
solution: encouraging only the health interventions considered as most cost-effective, while 
waiting for the poorest countries to become less poor. 
 
All subsequent major paradigm shifts in international health financing can be seen as 
increasingly sophisticated attempts to find a balance between managing mutual dependence and 
preserving the autonomy of the countries providing the assistance and of the countries receiving 
the assistance: 

• Project financing allowed donor countries to maintain direct control over the use of the 
assistance they provided, while recipient countries were—in principle, at least—allowed to 
refuse projects; project funding also maintained the illusion that national financing would 
eventually replace international assistance; 

• Under Sector-Wide Approaches, donor countries abandoned direct control but became 
involved in the management of the entire health sector of recipient countries; 

• Public-Private Partnerships for health allowed donor countries to earmark the financing 
they provide to specific purposes, yet these Partnerships created governance bodies in 
which recipient countries—and representatives of their civil society—have a stronger voice; 

• The World Bank provides a channel for international health financing that is controlled by 
donor countries (because of the ‘one dollar, one vote’ principle of World Bank governance), 
but recipient countries can—again, in principle—refuse World Bank financing; it should be 
noted that the ‘replenishment’ mechanism of the World Bank has been exceptionally stable 
for several decades. 

 
A combination of the most promising elements of all these attempts to manage mutual 
dependence, while preserving country autonomy, could be used to help achieve global universal 
health coverage. 
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GENERAL INTRODUCTION 

Framing the subject and methodology  
 
Framing the subject 
 
The original title of this background paper was “Review paper on the political economy of 
transnational dynamics on universal health coverage”. We were asked to focus on the role of 
transnational or international dynamics on universal health coverage, as the national dynamics 
are the subject of a different background paper. In particular, we were asked to: 
1. Synthesize state-of-the-art knowledge on accelerating progress towards universal health 

coverage generated through Health Systems Research (HSR); 
2. Review state-of-the-art methods used in HSR; 
3. Explore how research in HSR can be strengthened—i.e. methods, human resources, the 

knowledge generated, and the evidence-to-policy linkages—can be strengthened; 
4. Suggest where resources should be directed. 
 
We found very little research on how transnational or international dynamics affect progress 
towards universal health coverage. In contrast, extensive research has been done on how 
international dynamics affect the health of people (in particular about international health 
financing), but not systematically on how these dynamics affect progress towards universal 
health coverage. Likewise, a substantial body of research has been produced on universal health 
coverage—what it means, why it should be promoted, how it can be promoted—but most of this 
research is focused on national dynamics and national financing in particular.  
 
If the key to universal health coverage is tax-based financing, social health insurance or a mix of 
both,1 there are examples of international financing for universal health coverage. A well-known 
example is the support the Global Fund to fight AIDS, Tuberculosis and Malaria (Global Fund) 
gives to Rwanda’s mutual health insurance scheme.2 While Samb and colleagues observe that 
Global Health Initiatives (GHIs) like the Global Fund have, in contrast to the Rwanda example, 
not invested systematically in the development or extension of prepayment health financing 
mechanisms,3 something similar can be said about health systems research: the potential of 
complementing tax-based financing or social health insurance with international health 
financing has not been systematically investigated. Kalk and colleagues suggest that the same 
Global Fund grant to Rwanda might “become a strong argument for broadening the Fund’s 
mandate and for subsequently transforming it into a ‘Global Fund for International Health 
Promotion’”,4 but we did not find research papers that explored this suggestion further. 
Likewise, health sector budget support—in the form of Sector-Wide Approaches (SWAps) or 
otherwise—could be seen as international financing for universal health coverage: health sector 
budget support complementing tax-based financing, pooled within a single budget. However, we 
found no research investigating the potential of health sector budget support complementing 
tax-based financing to achieve universal health coverage. For example, Schieber and colleagues 
mention SWAps as an increasingly important health financing tool for low-income countries, and 
universal health coverage as a health financing method for middle-income countries, but they do 
not link both.5 As it seems, never the twain shall meet…                 
 
This is the first and probably foremost observation of this paper: research about international 
health financing and research about universal health coverage seem to be two quite distinct 
fields of research, with the first focusing on international dynamics and the latter on national 
dynamics. 
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We could have focused on this point, and completed our review with this observation: there is 
no systematic research about international health financing for universal health coverage, there 
is nothing to be written about research methods, there is only a vacuum waiting to be filled.  
Instead, we chose to use this observation as a starting point. Based on reactions to our own 
papers, in which we proposed a ‘World Social Health Insurance’,6’7 or a ‘Global Health Fund’,8 we 
suspect that the vacuum is neither a coincidence, nor an accidental omission. We posit that 
universal health coverage is, often implicitly, proposed as a means of ending the dependence of 
poorer countries on international health financing and thus achieving self-sufficiency in health 
financing. For example, the consortium on social health protection in developing countries of the 
Deutsche Gesellschaft für Technische Zusammenarbeit (GTZ), the International Labour Office 
(ILO) and the World Health Organization (WHO), embraced the ‘Berlin Recommendations for 
Action’, which mention: “In the long term, all schemes should become as financially independent 
of external funding as possible”.9 International health financing is thus viewed as a temporary 
phenomenon—a temporary problem, perhaps—waiting for and encouraging national health 
financing capacity to ramp up and take over. Based on this understanding, combining 
international health financing with national universal health coverage efforts, or considering 
international health financing as an essential element of universal health coverage, would 
institutionalize the failure of both: universal health coverage would not mean independence 
from external funding, and international health financing would become perennial—or at least 
open-ended.  
 
Whether it is desirable to aim for autonomous self-sufficient countries, or more desirable to 
acknowledge mutual dependence between countries—and to manage this mutual dependence, 
in health and other fields—is a question that goes far beyond health systems research. It is a 
philosophical question about the relations between people living within the borders of the same 
state and about relations between people living in different states (or about relations between 
states). Without exploring this question in depth, we do assume that the aim of realizing 
universal health coverage within a reasonable time frame is not compatible with the aim of 
autonomous self-sufficient states: 

• Adopting the assumptions of Carrin and colleagues, we assume—at least temporarily—that 
the basic set of health goods and services that qualify as universal health coverage costs at 
least US$40 per person per year;10 

• Basing our assumptions on the findings of Schieber and colleagues, we assume that taxation 
efforts in developing countries can realistically aim for government revenue of 20% of their 
Gross Domestic Product (GDP);11 and referring to the Abuja Declaration, we assume that 
developing countries can allocate 15% of government revenue to health.12 The combination 
of the latter two assumptions leads to the assumption that developing countries can at best 
allocate the equivalent of 3% of GDP to tax-based financing of universal health coverage, 
which is also the target used by Global Health Watch;13 

• Finally, we assume that mandatory social health insurance fees, to guarantee “solidarity 
between the healthy and the sick, and between population groups in all income classes”,10 
are on a par with income taxes, in the sense that any increase in mandatory social health 
insurance fees leads to a decrease in potential income taxes, and vice versa. 

 
Using these assumptions, we conclude that only countries with an average GDP per person per 
year of $1,333 or more might have the financial potential, domestically, to provide country-wide 
health coverage. According to the ‘World Economic Outlook’ data of the International Monetary 
Fund (IMF), there are 59 countries with an average GDP per person per year of less than 
US$1,333, and they have a total population of 2.5 billion people. There are 37 countries with an 
average GDP per person per year of less than $666, and they have a total population of 760 
million people; these countries would have to at least double their GDP before they can provide 
universal health coverage at $40 per person per year (Annex 1). Thus, even without answering 
the question as to whether it is desirable to acknowledge and manage the inter-dependence of 
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countries, we assume that universal health coverage at a cost of $40 per person per year without 
international health financing before the year 2020 is not a realistic perspective. 
 
Universal health coverage coupled with an open-ended international financing dimension—or 
‘global universal health coverage’ as we shall term it—is thus not a matter of choice: it is the only 
way to realize universal health coverage before the year 2020. Universal health coverage 
without an open-ended international financing dimension—or ‘national universal health 
coverage’—may represent the conventional understanding of universal health coverage, but it is 
not a realistic endeavour (for at least 37 countries, with 760 million people). The difference 
between these approaches is that global universal health coverage would aim for international 
health financing that is in all aspects complementary to national efforts towards universal health 
coverage: 

• Using the entry points for international health financing that reinforce the country’s plan for 
achieving universal health coverage (tax-based, social health insurance based, or a mixture 
of both), rather than financing disease-specific programs through a wide variety of 
initiatives; 

• Sufficient to complement national efforts, without aiming for self-reliance, but in a manner 
that ensures additional funds, and which requires firm commitments from both sides; 

• As reliable as national health financing sources.    
 
Following our initial research we decided to focus on global universal health coverage, knowing 
our approach would displease all those who prefer to keep international health financing and 
universal health coverage separate.  
  
While health systems research cannot answer the general question as to whether it is desirable 
to aim for autonomous self-sufficient countries or more desirable to acknowledge and manage 
the increasing inter-dependence of countries, it can provide answers to some of the more 
specific questions. If global universal health coverage is a new approach, that does not mean that 
all the questions it raises are new. For example, the question of why richer countries would co-
finance universal health coverage in poorer countries is not fundamentally different from the 
question of why richer countries would participate in concerted global health action. 
Disaggregating the more specific questions allows us to examine the extent to which they have 
been researched, or not.      
 

 

Methodology 
 
The first section of this paper is about the ‘what?’ question. It aims to set the stage for global 
universal health coverage. What would it entail? What would it aim for? These are relatively new 
questions, and as mentioned above, they are at odds with the conventional understanding of 
(national) universal health coverage. We presume that we have been invited to write this paper 
because of our previous conceptual work on these questions, and therefore we did not 
undertake a systematic review of the literature on this question (we relied on our knowledge). 
One could term it the definitional section of this paper, and, given the lack of a widely accepted 
definition of global universal health coverage, we took the liberty of defining it. That does not 
mean we started from scratch. Our definition is based on assumptions that have been 
researched and where appropriate, we highlight the strengths and weaknesses of existing 
research.  
 
The second section of this paper is about the ‘why?’ question. Why would some (richer) 
countries participate in global universal health coverage, assisting other (poorer) countries? 
This question is new too, but not fundamentally different from the older question about why 
richer countries participate in concerted global health action. The second section is the central 
piece of the paper and it reflects the specific research we did for this paper. Political economy is 
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about “understanding choices about policy and the factors that influence the adoption, 
implementation, and consolidation of policy reform initiatives”,14 and this section aims to 
capture why countries would participate in global universal health coverage. As the mainstream 
literature about the international political economy seems to adopt, as Martin phrased it, “fairly 
pessimistic assumptions about state interests and intentions”,15 we adopted these assumptions 
too—at least for this background paper—even if such an approach conflicts with our personal 
opinion that health is a human right, to be realized whether or not it serves the interests of 
states contributing to its realization. We frame our discussion around four key documents that 
attempt to provide an exhaustive list of arguments for richer countries to co-finance efforts to 
improve health in poorer countries, in the self-interest of the richer countries (altruistic motives 
not included). From these documents, we distilled a list of 10 arguments, and for each of those 
we assessed the strength of the supporting evidence and where necessary highlighted areas 
requiring additional research. As some of these arguments are beyond the scope of health 
systems research or even beyond the scope of public health research, we used Google Scholar 
instead of medical search engines to research each of the arguments. 
 
The third section of this paper is about the ‘how?’ question, which is essentially the discussion 
section. How can global universal health coverage be achieved, if states are presumed to be self-
interested? Are recent trends in international health financing moving towards or away from 
global universal health coverage? As global universal health coverage is a new concept, one 
cannot infer intent from the trends in international health financing. However, the crucial 
challenge of global universal health coverage, as we will explain, seems to be a challenge of 
managing mutual dependence or inter-dependence between countries, while trying to preserve 
country autonomy. We will analyze recent trends in international health financing from this 
angle, to conclude that several attempts have been made to manage mutual dependence, and 
that taking the most promising elements of these attempts could pave the way for global 
universal health coverage.   
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Section I. What would global universal health coverage 
entail? 
 

I.1.  Introduction 
 
Global universal health coverage, as we define it, is national universal health coverage with an 
integrated international financing dimension, the international dimension being in all aspects 
complementary to national efforts. We refer to Carrin and colleagues for a definition and 
description of national universal health coverage.1 As illustrated by figure 1 below, universal 
health coverage is achieved when tax-based financing, social health insurance or a mixture of 
both finance “appropriate promotive, preventive, curative and rehabilitative health care when 
[people] need it and at an affordable cost”. These financing mechanisms are viewed as 
appropriate for ensuring “equity in financing, i.e. that people contribute on the basis of ability to 
pay rather than according to whether they fall ill”. 
 
Figure 1. “The transition to universal coverage” 

 
Copied from Carrin et al., 2005 
 
This provides two entry points for the international financing dimension: either the health 
sector budget (where international financing complements tax-based financing), or social health 
insurance institutions, or a mixture of both. 
 
Global universal health coverage would require more than simply shifting current international 
health financing streams to those entry points. International health financing would have to be: 

• Sufficient; 

• Additional to national efforts, and; 

• Equally reliable as domestic efforts.  
 
What would be a sufficient level of international health financing? We have used the $40 per 
person per year figure provided by Carrin and colleagues,10 in combination with the target for 
national health financing efforts used for example by Global Health Watch: “All countries to set a 
target to raise at least 20% of their GDP as tax revenue, and to allocate at least 15% of total 
government expenditure to health”.13 Combining these estimates with present levels of GDP (as 
we did in Annex 1) results in a total of about $50 billion per year as the sufficient level of 
international health financing. However, both the $40 figure—which is derived from the work of 
the Commission on Macroeconomics and Health, which assumed that presently available health 
care would continue and added a limited list of additional priority interventions16—and the 3% 
of GDP target are rough estimates; further research is required to refine them. 
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International health financing should be additional to national efforts for obvious reasons: if 
international health financing simply displaces national efforts, universal health coverage will 
not be achieved. ‘Additionality’, however, should not be taken for granted. Farag and colleagues 
estimate that in low-income countries “a one-dollar increase in donor funding is associated with 
a reduction in government funding of twenty-seven cents”; that in middle-income countries “a 
one-dollar increase in donor funding is associated with a reduction in government funding of 
sixty-three cents”.17 Lu and colleagues estimate that “[f]or all developing countries in the WHO 
dataset, the coefficient suggested that for every $1 of [Development Assistance for Health] to 
government, the government reduced spending from its own sources by $0.46”, and add that 
this is probably an underestimation.18 In commenting on Lu and colleagues’ paper, we suggested 
that the ‘crowding out’ phenomenon might be caused by the long-term unpredictability of 
international health financing: countries that are strongly reliant on international health 
financing will be reluctant to increase total government health expenditure (domestic and 
international) if they are uncertain about the reliability of the international component.19 Rather 
than refusing international health financing, they will reduce domestic health financing. Our 
hypothesis is based on research by Foster.20 Nonetheless, this question requires additional 
research. 
 
Finally, international health financing should be reliable in the long run, as reliable as national 
financing sources, to allow the recurrent expenditure needed for universal health coverage. 
Would this be at odds with the principle of democracy, according to which governments should 
not bind future governments to set allocations? As a matter of principle, this challenge is not 
fundamentally different from the challenge of planning domestic government health expenditure 
in richer countries. As figure 2 below illustrates, all members of the G7 (the seven largest 
economies) have managed to keep their domestic health financing stable and steadily increasing 
between 1998 and 2007. If the same level of reliability could be achieved for international health 
financing, it would contribute to the realization of global universal health coverage.  
 
Figure 2: Domestic government expenditure on health  

  
Source: WHO, National Health Accounts  
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Additional research 
 
At this point, we would suggest that there is a need for additional research around trying to 
define or describe what “appropriate promotive, preventive, curative and rehabilitative health 
care” is or should be, adapted to national needs and priorities. The word “appropriate” contains 
a normative element: from which perspective should appropriateness be defined? From the 
perspective of the people who need it or from the perspective of all the people and states co-
financing it? There are no simple answers to this question. We believe this kind of research 
should be truly multi-disciplinary, involving communities, health professionals, health 
economists, human rights lawyers and political scientists. 
 
Likewise, it seems necessary to provide a more refined national health financing target than 3% 
of GDP: for some countries this may be excessive, for others rather modest. Here again, multi-
disciplinary research will be needed, looking at recent trends but including a normative element.        
 
The phenomenon of international health financing ‘crowding out’ national government health 
financing is not sufficiently understood, and crucial to an understanding of several related 
obstacles to global universal health coverage. The statistical approaches used so far by Farag and 
colleagues and Lu and colleagues mentioned above give us an idea of the magnitude of the 
problem, but do not explain why ‘crowding out’ happens. And here again, there is a normative 
element: are countries supposed to match increased international health financing with 
increased national efforts, or is it only reasonable that some of them shift national resources to 
other priorities, less favored by the international community? Using global universal health 
coverage as the starting point of additional research could help to improve our understanding of 
what is needed to ensure additionality.     
 

 
           

I.2. Emerging concepts of global universal health coverage 
 
In our earlier work, we have suggested that the current Global Fund could serve as a broad 
template on which to move towards a ‘World Social Health Insurance’,6’7 or a ‘Global Health 
Fund’.8 The ‘essential health goods’—from here on, used as shorthand for “appropriate 
promotive, preventive, curative and rehabilitative health care when they need it and at an 
affordable cost”—to be co-financed internationally would be those that fall under the 
description of ‘core obligations’ arising from the human right to health,21 and are provisionally 
presumed to cost $40 per person per year. Countries would have to demonstrate that they have 
exhausted their domestic financing capacity, provisionally estimated at the equivalent of 3% of 
GDP, and would have to submit a comprehensive plan to the Global Fund (with a broader 
mandate), to be reviewed by a technical panel. The burden would be shared among all countries 
that are donors to the International Development Association (IDA) of the World Bank. Thus 
countries would ‘graduate’ from being eligible for co-financing to non-eligible as soon as 3% of 
their GDP exceeds the financing required for the agreed essential health goods, and graduate to 
become co-financers in accordance with the rules of the IDA.           
 
Deacon adopts a similar approach when he argues that “some of the technical allocation 
mechanisms used by the Global Fund might be built upon by a democratised and strengthened 
global social governance system within the context of the sustainable resources available from a 
global levy based on global taxation with funds flowing through normal government budgets”.22  
 
In recent months, several global health leaders have expressed their support for expanding the 
mandate of the Global Fund,23’24’25 including Minister Tedros Adhanom Ghebreyesus, the present 
chair of the board of the Global Fund.26  
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Van Ginneken of the International Labor Office (ILO) argues that there is “need to start thinking 
about the global financing of basic social security”, and mentions the idea of a ‘Global Trust 
Fund’, financed by “voluntary social security contributions from wealthier countries”, financing 
programs “run by existing social administration institutions in the recipient countries”.27  
 
Milanovic of the World Bank proposes “creating a global body (Agency) that would be financed 
by a tax raised from the rich in rich countries (that is, a tax on goods or activities with very high 
income elasticity) and which would transfer these funds to poor individuals in poor countries”.28  
 
Faux proposes that “nations whose per capita income is above the median would contribute a 
certain share of their GDP to an international fund that would distribute it on a per capita basis 
to those below the median for education, health and other investments”, and that these funds 
“would constitute an entitlement, but would bring with it strict requirements for transparent 
reporting, and the protection of human and labor rights”.29 
 
This overview is not intended to be exhaustive; it only tries to illustrate that there are many 
diverse emerging ideas about redistribution of wealth beyond borders, which could be used to 
realize global universal health coverage could be realized.  
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Section II. Why would countries participate in global 
universal health coverage?  
 

II.1. Introduction  
 
This section is the central piece of the paper. Political economy is about “understanding choices 
about policy and the factors that influence the adoption, implementation, and consolidation of 
policy reform initiatives”,14 and this section tries to capture why countries would participate in 
global universal health coverage. 
 
There are different ways to approach the question as to why countries would participate in 
global universal health coverage. Some of them are ‘prescriptive’: they prescribe what countries 
should do, from a moral, ethical or legal perspective. Some of them are ‘descriptive’: they 
describe what countries are likely to do, based on recent experience. 
 
Two of us are human rights lawyers: we are inclined to use the prescriptive approach. But the 
task we were given—to review the political economy of transnational dynamics on universal 
health coverage—appears to require a descriptive approach. “Why should countries participate 
in global universal health coverage?” is not the correct question here; “Why would they?” is the 
right question.       
 
Martin argues that “modern literature on international cooperation departed from earlier 
liberal, or “idealist”, conceptions of cooperation”, and “attempted to show that, even making 
fairly pessimistic assumptions about state interests and intentions, we could identify conditions 
under which states would find it beneficial and possible to cooperate with one another”. 
“Theories of international cooperation”, so argues Martin, “made a big leap forward by accepting 
the assumption that states are self-interested and have conflicts of interest with one another.”15 
Embracing Martin’s theory of international cooperation, which draws on Keohane,30 and Oye,31 
our answers to why countries would participate in global universal health coverage are guided 
by the assumption that they are all motivated by self-interest. 
 
 

II.2. Provisional inventory of arguments as to why countries would 

participate in global universal health coverage 
 
Our provisional inventory is based on four key documents: 
1. The 1997 report of the Board on International Health of the Institute of Medicine of the USA, 

‘America’s Vital Interest In Global Health: Protecting Our People, Enhancing Our Economy, 
and Advancing Our International Interests’;32 

2. The Oslo Ministerial Declaration by the Ministers of Foreign Affairs of Brazil, France, 
Indonesia, Senegal, South Africa, and Thailand;33 

3. A strategy paper by the Government of the United Kingdom, Health is global: a UK 
Government strategy 2008–13 (HM Government, 2008);34   

4. A paper by Jones of the United States Department of State, ‘New Complexities and 
Approaches to Global Health Diplomacy: View from the U.S. Department of State’.35       

 
As mentioned above, we assumed that states will only engage in global universal health coverage 
if it serves their own interests. That was an essential criterion for the selection of the four key 
documents: they provide arguments for concerted global action for health in poorer countries 
that appeal to the self-interest of the countries potentially providing it: the richer countries. We 
are aware of the fact that this approach is somewhat reductionist. It excludes at least one 
political economy argument: that policy-makers are influenced by the expressed opinions of 
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their constituencies—the people who will re-elect them or not—and these people may be 
motivated by things other than pure self-interest. For the sake of methodological consistency, we 
limited our research to the arguments made in these documents, and we tried to validate or 
invalidate the underlying claims. This approach has the additional advantage of providing a kind 
of ‘worst case’ point of departure: if based on the assumption of self-interested states a case can 
be made for global universal health coverage, that case will only become stronger when more 
ethical values are added to it. We should add here that at least three of the arguments made in 
the four key documents cannot be reduced to the pure self-interest of states.            
 
These four documents do not use exactly the same terminology, so we formulated a common 
terminology that captures the key ideas behind the arguments advanced. Some considerations 
are used as a single consideration in one document, and disaggregated into two or three 
separate (narrower) considerations in another document. For the sake of precision, we used the 
narrowest descriptions, even if that creates overlaps and some redundancy. Table 1 below lists 
10 arguments for concerted global health action that is in the interest of countries potentially 
providing the required assistance, and indicates from which of the four documents they were 
extracted (the numbered columns refer to the documents mentioned at the beginning of this 
sub-section). 
 
Table 1. Arguments for concerted global health action in the interest of the countries providing the 
required assistance: 

Arguments 
 

1 2 3 4 

Concerted global health action helps reducing the risk of communicable diseases 
spreading 

X X X X 

Concerted global health action can improve social cohesion and reduce the risk of 
political instability and armed conflict 

 X X X 

Concerted global health action creates diplomatic goodwill 
 

X X  X 

Concerted global health action can ease undesired pressure for migration 
 

   X 

Concerted global health action contributes to economic growth 
 

X X X X 

Concerted global health action creates a market for health goods and services 
 

X    

Concerted global health action can have a positive impact on the environment 
 

 X   

Concerted global health action is needed to realize the human right to health 
 

 X X  

Concerted global health action is needed for human security 
 

 X X X 

Concerted global health action is needed because health is a global public good 
 

X    

 
In the remaining part of this section, we will analyze these arguments, and investigate whether 
they are supported by scientific evidence.  
 
 

II.3. Discussion of arguments for concerted global health action (in the 

interest of countries providing the required assistance) 
 

II.3.1. Can concerted global health action reduce the risk of communicable diseases spreading?    
 
The claim that concerted global health action can be an effective way for richer countries to 
protect their citizens against communicable diseases spreading from other countries seems 
undisputed. There is a long history of international cooperation, driven by the objective of 
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controlling communicable diseases. The World Health Report 2007, ‘A Safer Future: Global 
Public Health Security’, explores this consideration in depth and at length.36 
 
The acknowledgment of this consideration is one of the reasons why, according to Fidler, we are 
witnessing “a political revolution—the political revolution that has occurred in the area of health 
as an issue in international relations.”37 Wilson uses a sharp metaphor: “Canada should 
formulate a foreign and domestic policy focused on establishing health security at national and 
international levels. Like the mission in Afghanistan this policy will involve taking action abroad 
to tackle security risks at their source.”38  
 
The undisputed character of this claim does not mean that it is uncontroversial. Concerns about 
communicable diseases may lead to global health action focused on protecting the inhabitants of 
rich countries. Labonté argues: “Health as national security is consistent with nation-states’ 
often explicit duties to protect their citizens from foreign risk by guarding their borders, 
whether the ‘invaders’ are pathogens or people. It has also, post-SARS, given long-neglected 
public health measures more political clout and fiscal resources, at least in many high-income 
countries. (Public health systems in many low-income countries continue to languish.) But it has 
also led to a distortion in global health risk and response and elides dangerously with repressive 
political measures in the ‘war on terror’.”39 
 
Concerted global health action as a means of protecting inhabitants of richer countries against 
communicable diseases may not only lead to a focus on communicable diseases, but also to a 
focus on surveillance and perhaps containment measures, without treating the people already 
infected. 
 
If this claim is to be used as an argument for global universal health coverage, it would require 
evidence that investing in robust health systems is more effective in containing disease than 
waiting for new epidemics and then launching surveillance and containment measures. That is 
what the World Health Report 2007 suggests: “These 57 countries, most of them in sub-Saharan 
Africa and South-East Asia, [facing a dramatic shortage of health workers] where are struggling 
to provide even basic health security to their populations. How, then, can they be expected to 
become a part of an unbroken line of defence, employing the most up-to-date technologies, upon 
which global public health security depends?”36 It seems self-evident, but can it be backed by 
evidence? 
 

Additional research 
 
It may be possible to develop a model that allows a comprehensive comparison of the cost of an 
intervention following the outbreak of a new epidemic with the cost of permanently upgrading 
and supporting health systems.   
 

 
 
II.3.2. Can concerted global health action enhance national and global social cohesion? 
 
Could global universal health coverage be a “neglected counterterrorist measure”, as Horton 
implies?40 The High-level Panel on Threats, Challenges and Change explains one element of this 
argument: “International terrorist groups prey on weak States for sanctuary. Their recruitment 
is aided by grievances nurtured by poverty, foreign occupation and the absence of human rights 
and democracy; by religious and other intolerance; and by civil violence—a witch’s brew 
common to those areas where civil war and regional conflict intersect.”41 
 
McInnes and Lee explain the other element: “Poor health provision may contribute to social 
disorder by highlighting inequalities; but it may also present a government as ineffective 
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regardless of whether it has the resources to deal with vital health issues. Poor health may also 
contribute to economic decline, fuelling discontent, by: forcing increased government spending 
on health as a percentage of GDP; reducing productivity due to worker absenteeism and the loss 
of skilled personnel; reducing investment (internal and external) because of a lack of business 
confidence; and by raising insurance costs for health provision.”42 
 
The preeminent example of an international effort to improve health that seems partly inspired 
by a desire to contain terrorism is the American President’s Emergency Plan for AIDS Relief 
(PEPFAR). Several scholars assert that PEPFAR was, at least to a certain extent, a reaction to the 
September 11, 2001, terrorist attacks against the U.S.A. and the fear that the AIDS epidemic 
would destabilize countries and create breeding pools for terrorism.43’44 Dietrich, however, 
disagrees with this analysis and argues that “as AIDS gained prominence on the U.S. agenda, 
President Bush moved away from the formula of AIDS as a security problem”, and “[i]n Bush’s 
eyes, AIDS relief is tied to a religious obligation to help the suffering because all humans are 
God’s creations”.45 
 
In any case, in a synthesis paper of the AIDS, Security and Conflict Initiative (ASCI), Barnett 
concludes that “the evidence for any clear relationship between state fragility and HIV is thin to 
nonexistent”.46 But he also concludes that all studies on which the ASCI synthesis was based 
“point towards a conclusion in a different direction, which is that the governance response to 
HIV/AIDS epidemics has the greatest potential to have an impact on state fragility, either by 
strengthening governmental institutions or by undermining them”. As de Waal writes: “Those 
normative frameworks and intellectual paradigms [about “emergent infectious disease 
epidemics, several state collapses in Africa, and the collapse of the USSR”] drove global 
responses, and in turn influenced the trajectory of the HIV/AIDS pandemic and shaped the 
landscapes of international security and governance”.47 
 
Another body of evidence in support of the claim that global universal health coverage would 
enhance national and global social cohesion, can be found in critical assessments of the ‘Health 
as a Bridge to Peace’ approach.48 Freedman argues that core social institutions, like health 
systems, help define how people experience poverty.49  If promoting health helps countries to 
emerge from conflict, or to stabilize peace, then logically efforts to improve health can help to 
avoid countries sliding towards conflict. What is the evidence? 
 
Ranson and colleagues argue that “there is no robust evidence to support the assertions that 
equitable [health] service delivery can stabilize states, and much more research on this topic is 
needed”.50 Grove and Zwi argue that the lack of robust evidence could be due to shortcomings 
with the present tools to examine the impact of health improvement efforts on stability, and 
propose a ‘Health and Peace Building’ filter: “a tool can help to move us beyond inputs and 
outputs to examining processes, relationships, and the indirect consequences of aid 
programmes.” Piloting the Health and Peace Building filter within projects in the Solomon 
Islands, Sri Lanka, and Timor Leste “reinforced the importance of focusing attention on the 
nexus between health and peacebuilding: there appeared to be definite scope for enhanced 
understanding and practice”.51 
 
Country case studies suggest that improving health services can promote social cohesion in post-
conflict countries. Commenting on post-conflict recovery in Sierra Leone and Liberia, 
Humphreys and Richard mention: “A willingness to be identified as a citizen in return for access 
to (say) basic health or education would help convey to the larger mass of vagrant civilian youth 
a similar sense of belonging.”52 The UNDP report on ‘Post-Conflict Economic Recovery: Enabling 
Local Ingenuity’ emphasizes the importance of reinvesting in human capital and, in doing so, “to 
take into account and address the inequities in societies that may have contributed to conflict 
dynamics in the first place”, citing Mozambique as an example: “In Mozambique, for instance, the 
distribution of food and the provision of health services to previously inaccessible areas played 
an important role in decreasing tensions and restoring freedom of movement. In an attempt to 
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tackle historical imbalances in service provision, initial reconstruction was focused on rural 
areas and less privileged communities.”53      
 
Could the conflicts in Liberia, Mozambique, and Sierra Leone have been avoided, if international 
cooperation had realized universal health coverage? That question is impossible to answer. 
However, in an overview of the available evidence about improving health and state building, 
Kruk and colleagues argue that “Trust (and distrust) operate at many levels, from the 
microdynamics of the provider-patient interaction, to the overall relationship between a health 
facility and the community in its catchment area, to a citizenry’s general perception of the 
trustworthiness of government in fulfilling its obligations”.54  
 
If it could be demonstrated that concerted global health action can reduce the risk of armed 
conflicts, it would provide a strong argument for concerted global health action. But would it be 
an argument for global universal health coverage, or would it lead to a focus on so-called ‘fragile 
states’? The Center for Strategic & International Studies argues that from a security perspective, 
“any increase in assistance levels ought to be spread more purposefully throughout the world, 
rather than merely in three strategic countries or one strategic region”, because “[w]hat is 
paramount is the signal America sends globally—that we want the world to share in our 
prosperity, and we want our aid to address local aspirations”.55  
 

Additional research 
 
Almost all studies mentioned in this point highlight the lack of robust evidence. If the argument 
that concerted global health action can improve national and global social cohesion is to be used 
as an argument for global universal health coverage, more research is needed. The ‘Health and 
Peace Building Filter’ used by Grove and Zwi appears to be adapted to the complexity of the 
argument.51   
  

            
 
II.3.3. Can concerted global health action create diplomatic goodwill?  
 
Health diplomacy is an emerging field of science, combining public health and international 
relations. Scholars working in this field highlight its potential for improving global 
health,56’57’58’59’60’61 but also warn against exaggerated optimism: “Some events seemingly 
bolster this view that global health has triumphed over foreign policy considerations. … 
However, far from demonstrating a health-centric move ‘‘away from interests towards global 
altruism’’, we argue that these examples actually demonstrate the enduring relevance of foreign 
policy interests to health diplomacy”.56 

 
As most health diplomacy literature draws on arguments mentioned above and hereafter, we 
hesitated about including it as a disaggregated argument. However, it provides links with the 
more conceptual arguments developed later in the paper, and it advances a particular argument 
that is difficult to assess. 
 
Let us first briefly explain the link with the conceptual arguments. Feldbaum and Michaud argue: 
“Countries are increasingly using health initiatives as a means to improve security, project 
power and influence, improve their international image, or support other traditional foreign 
policy objectives”.56 Brainard argues: “Foreign assistance variously serves to advance national 
security, national interests, and national values”.43 In as much as human rights, human security 
and global public goods represent values shared by many countries, it could be a foreign policy 
objective of these countries to make sure these values are broadly shared. Leading by example 
would then be a matter of ‘enlightened self-interest’. 
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Several elements of the particular argument that we find difficult to assess are mentioned in the 
above quote from Feldbaum and Michaud.56 What does it mean for countries to “improve their 
international image”? Is it a stand-alone good, driven by the pride of constituencies, who would 
rather belong to a nation or state that is appreciated in the rest of the world, or is it something 
that can and is intended to be used for other purposes? What are the “foreign policy interests”? 
Are they the ones pursued through a better international image? What are they worth? 
 
Armitage and Nye argue—about the USA, but many countries could make the same reflection—
that: “America should have higher ambitions than being popular, but foreign opinion matters to 
U.S. decisionmaking. A good reputation fosters goodwill and brings acceptance for unpopular 
ventures. Helping other nations and individuals achieve their aspirations is the best way to 
strengthen America’s reputation abroad.”55                    
 
Surely, global universal health coverage would be highly appreciated by millions of people who 
currently have no access to basic health goods and services, and consequently improve the 
image of the countries participating in international cooperation for global universal health 
coverage. However, without more explicit assumptions about the benefits from, for example, 
“unpopular ventures” that could be accepted,55 it is difficult to assess to what extent this 
argument outweighs the cost of engaging in global universal health coverage.       
 
 
II.3.4. Can concerted global health action ease undesired pressure for migration?  
  
Jones briefly mentions that one of the objectives that could be achieved through improving 
global health would be to “ease pressure for migration”.35 There seems to be “rising concern 
about a potential flood of African migrants bridging Europe’s southern moat and washing under 
America’s door”.62 In keeping with the ethos of this paper, we will not discuss whether this 
argument is ethically objectionable or not, but restrict ourselves to suggesting that if concerted 
global health action could decrease pressure for migration, many richer countries would be 
interested in supporting it. 
 
How would concerted global health action ease pressure for migration? The most obvious 
hypothesis would be that some migrants are motivated by seeking better health care than they 
can obtain in their home countries. But this hypothesis is not supported by evidence. On the 
contrary, several studies report a so-called ‘healthy migrant’ or ‘healthy immigrant’ effect: 
healthier people are more likely to migrate than people struggling with their health.63’64 This 
refutation is in line with the findings of Hatton and Williamson, that “emigration rates out of 
really poor countries are very low, while they are much higher out of moderately poor 
countries”, and one of the explanations they provide is that extreme poverty constrains 
migration since financing investment in a long-distance move is difficult for the very poor.65 
Likewise, poor health may constrain migration. One could therefore cynically conclude that in as 
much as they want to ease pressure for migration, richer countries should not engage in 
concerted global health action. 
 
According to Hatton and Williamson, the two main factors driving emigration from Africa are the 
same that drove emigration from Europe in the nineteenth century: “real wage gaps between 
sending and receiving regions and demographic booms in the low-wage sending regions”.62 
Extreme poverty constrains migration only temporarily; eventually migration takes off—as the 
first successful adventurers send remittances home to support family members and friends to 
join them—and decreases when the wage gaps between sending and receiving regions 
decreases. Demographic booms fuel the process, as they lead to large numbers of available 
workers unable to find a job. As we will discuss further below, concerted global health action 
seems to have the potential to encourage economic growth—and thus reduce the wage gaps—
and the potential to stabilize population growth. So indirectly, concerted global health action 
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could ease migration pressure, that is: if the arguments that concerted global health action can 
increase prosperity and contribute to the stabilization of population growth are valid. 
 
 
II.3.5. Can concerted global health action contribute to economic growth? 
 
The World Bank’s World Development Report 1993, ‘Investing in Health’, made the case that 
increased health expenditure in developing countries could contribute to faster economic 
growth.66 It marked the beginning of a paradigm shift, described by Mills and colleagues: “In 
recent years there has been a significant shift in the attention being paid to health within 
development policies. Once seen as a ‘non-productive sector’, to be given resources only to the 
extent permitted by economic growth, it is now viewed as an important driver of economic 
growth.”67 
 
What is the evidence? Rivera and Currais, in 1999, provided empirical evidence in support of the 
paradigm shift, showing a positive effect of improved health on economic growth, not merely a 
‘reverse causation’ (economic growth having a positive effect on health).68 The claim that 
international health financing would yield a substantial return on investment for all countries 
was forcefully made by the WHO Commission on Macroeconomics and Health. The Commission 
estimated that a sustained investment of US$66 billion per year in priority health interventions 
in the poorer countries of the world would yield direct benefits exceeding US$500 billion per 
year.16 

  
Not everyone agrees with the analysis of the WHO Commission. Acemoglu and colleagues argue 
that “investments [in the health of less-developed populations] are highly desirable on 
humanitarian and social grounds, but the evidence that these investments will lead to rapid 
economic development is weak”.69 They offer an alternative hypothesis for the finding that 
improved health predicts economic growth: European migrants were reluctant to settle where 
the health environment was poor, and settlement by European migrants caused economic 
growth: hence poor health environments lead to poor economic growth, through less significant 
settlement by European migrants. Apart from the fact that this hypothesis might overestimate 
the positive impact of settlement by European migrants on economic growth, it does not refute 
the hypothesis that improved health leads to economic growth, it only provides an additional 
causation: it could be that poor health works as a disincentive for foreign investment 
(accompanied by migration or not) and that improved health attracts foreign investment.  
 
Acemoglu and Jones also found that the economic growth resulting from increasing life 
expectancy is offset by population growth: wealth per capita decreases.70 Bloom and Canning 
argue that the initial population growth is usually short lived, as “[f]alling infant mortality 
usually leads to a fall in fertility, which stabilizes population numbers and generates a 
demographic dividend through a very low level of youth dependency”.71 They conclude that 
“[m]acroeconomic evidence for an effect on growth is mixed, with evidence of a large effect in 
some studies”, and further highlight three mechanisms through which “health may be not only a 
consequence but also a cause of high income”: 

• “Healthy workers lose less time from work due to ill health and are more productive when 
working”; 

• “Childhood health can have a direct effect on cognitive development and the ability to learn 
as well as school attendance”; 

• “A longer prospective lifespan can increase the incentive to save for retirement, generating 
higher levels of saving and wealth”.71  

 
We would add two mechanisms: 

• A poor health environment can be a disincentive for foreign investment;69 
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• Social health protection, knowing that health care will be available and affordable when 
needed, may increase risk-taking entrepreneurial behavior.72 

 

Additional research 
 
The evidence for the claim that international health financing can contribute to economic growth 
seems quite compelling. However, the research remains somewhat fragmented (different 
causational links are investigated separately); more comprehensive research approaches would 
be useful. 
  

            
 
II.3.6. Can concerted global health action create a market for health goods and services? 
 
The report of the Board on International Health considers health in developing countries as “a 
market with an unfulfilled potential”.32 Could this be an argument for richer countries to 
contribute to global universal health coverage, expecting the return on investment to be the 
export of health goods and services? 
  
Examining recent international health financing, McCoy and colleagues found that: “a large 
amount of other global health spending is directed at the purchase of medicines and other 
commodities from private companies.”73 That does not mean, however, that the private 
companies benefiting from this financing are from the countries providing the financing. In a 
2001 paper arguing that patents did not constrain the provision of antiretroviral treatment in 
Africa, pharmaceutical companies declared which patents they claimed to possess on 
antiretroviral medicines.74 By comparing only the purchases of the fixed dose combination of 
lamivudine-stavudine-nevirapine—which became one of the most popular treatment regimes—
as declared by the Global Fund’s online purchase price reports, we can easily identify 19 
countries in Africa that purchase or purchased generic versions of this medicine, although the 
originator companies had claimed to have a patent on at least one of the components (see Annex 
2). This analysis suggests that a kind of informal compulsory license regime emerged. 
 
We cannot exclude the possibility that the interests of pharmaceutical companies influence 
choices about the use of international health financing. The Council of Europe recently launched 
an investigation into the way WHO managed the H1N1 influenza, suspecting that its approach 
was influenced by pharmaceutical companies.75 However, as a potential argument for global 
universal health coverage, the claim that the investment would return via profits of 
pharmaceutical companies seems rather weak: not only would seeking this return distort the 
objective of universal health coverage, it would at best succeed in returning a fraction of the 
investment. If the motivation for richer countries providing the required assistance for global 
universal health coverage were to stimulate their domestic economies, domestic stimulus efforts 
would seem a wiser choice.      
 
 
II.3.7. Can concerted global health action contribute to protecting the environment? 
 
This argument is mentioned in a hypothetical manner in the Oslo Ministerial Declaration: 
“Human health and the environment are both outcomes of complex systems that exist in 
dynamic balance. Given the severity of health threats related to climate change, biosecurity, and 
biosafety, the linkage between global health and environment should be considered”.33 If it 
seems clear that a degrading environment has negative impacts on health, it highlights the 
importance of measures to slow environmental degradation. Can an argument be made that 
international health financing might have a positive impact on the environment?  
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The Millennium Ecosystem  Assessment points at the inverse relation, albeit in passing (and 
surprisingly under the heading education, not health): “A better-educated population is likely to 
be in a stronger position to protect, preserve and restore essential ecosystem services, including 
by accelerating the demographic transition in countries where fertility rates remain high or 
above replacement level”.76 
 
Our research suggests that even the scholars concerned with the health impacts of climate 
change have so far only superficially examined the potential climate change impacts of improved 
health. McMichael and Butler, for example, briefly mention that “Good health and social 
development slows population growth” in an illustration accompanying their paper, but not in 
the text.77 This is surprising as the evidence that desired fertility levels are strongly influenced 
by perceived infant mortality levels seems undisputed.78’79’80’81  This phenomenon is known as 
the ‘demographic transition’: when infant mortality goes down, the population starts to grow 
rapidly, but after a while it stabilizes because parents choose to have fewer children. Global 
universal health coverage could have a double impact on fertility rates: reducing desired fertility 
rates and providing the birth control methods needed to act upon such desire. Lee cautions 
about heightened expectations: “The causal implication of such statistical associations is far 
from obvious, however, particularly because there is no straightforward mechanical relationship 
between mortality decline and a fertility response. For instance, in the last 40 years the onset of 
fertility transition has occurred in settings where infant mortality is 150 per thousand live births 
and survival at older ages is correspondingly low. In other settings, birth rates have remained 
unchanged until infant mortality dropped to 50 per thousand”.79  
 
To put this in perspective, according to the latest WHO estimates, in 2008 there were 52 
countries with an infant mortality level above 50 per thousand live births, and in 10 of those 
infant mortality was higher than 100 per thousand life births (Annex 3). Even the lower pivotal 
point is not entirely out of reach for most countries. The comment by Haines and colleagues that 
“policies to accelerate the demographic transition and thus reduce population growth can have a 
major effect on greenhouse-gas emissions in the long term”82 thus seems warranted.  
 
Estimates about the costs of compliance with the Kyoto Protocol on greenhouse gas emissions 
vary enormously—between 0.5% and 5% of de GDP of high-income countries.83 Even when 
considering only the lower estimates, there seems to be a very strong case for global concerted 
health action, on the basis of its potential to contain the future ecological footprint of the global 
population.  
 

Additional research 
 
Multi-disciplinary research combining the latest knowledge on demographic transition with the 
latest knowledge on the long-term cost and benefits of containing climate change might 
strengthen this argument as a solid argument for global universal health coverage. 
   

 
 
II.3.8. Is concerted global health action is essential to realize the right to health? 
 
The argument that concerted global health action is required to realize the right to health might 
seem somewhat out of place in a list of claims referring to the self-interests of countries that 
would provide international health financing. Surely, realizing the right to health in poorer 
countries would be in the interest of the people living there. But would it serve the interests of 
the countries providing the required assistance, in a way that is different from the arguments 
above? 
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As mentioned above (point II.3.3.): “Foreign assistance variously serves to advance national 
security, national interests, and national values”.43 It would serve the interests of all countries if 
all other countries were compliant with the entire body of human rights law. It would mean a 
world where freedom of thought and expression, and other civil and political human rights 
would be guaranteed to all, and where health, education and other economic, social and cultural 
human right would be fulfilled as well. However, the human rights discourse of richer countries 
is often met with skepticism in poorer countries. Mahbubani, for example, compares the focus on 
civil and political rights in present human rights advocacy and the relative neglect of economic, 
social and cultural rights—including the right to health—with “affluent, well-fed, and well-
intentioned onlookers”, criticizing the captain of a boat overcrowded with hungry and diseased 
passengers for not respecting freedom of speech, but refusing to help provide food and health 
care.84 If richer countries judge it to be in their self-interest to promote human rights, it would 
be in their self-interest to promote all human rights, including the ones to which they would 
have to contribute financially or through other means of international cooperation. 
 
We find it problematic to reduce the right to health to an argument for concerted global health 
action serving the interests of countries that would provide assistance, but would argue that 
even from such a narrow perspective, the argument remains valid. 
 

Additional research 
 
Sen became famous for his work on the relationship between democracy and famine. In short, he 
argued that major famines do not occur in democratic countries, where freedom of speech is 
guaranteed and decision makers are held accountable: civil and political human rights thus lead 
to the realization of economic, social and cultural human rights.85 
 
The ‘capability’ approach he uses also implies causation in the opposite direction: poverty and 
poor health reduce the capability of individuals take part in the ‘public life’, which is essential for 
democracy. It would be interesting to study countries where major public health progress 
occurred to assess whether that progress went hand-in-hand with progress in the realization of 
civil and political human rights, and to which extent both processes were mutually reinforcing. 
Historical research may provide the best tools to answer a question like this. 
 

 
 
II.3.9. Is concerted global health action essential for human security? 
 
The Commission on Human Security defines human security—or its objective—as “to protect 
the vital core of all human lives in ways that enhance human freedoms and human fulfillment”.86  
 
Most proponents of human security trace its roots back to the UNDP Human Development 
Report 1994, ‘New dimensions of human security’, which mentions: “In the final analysis, human 
security is a child who did not die, a disease that did not spread, a job that was not cut, an ethnic 
tension that did not explode in violence, a dissident who was not silenced”.87 From its 
conception, the use of a broad human security argument to validate concerted global health 
action appealed to a combination of countries’ self-interest—containing disease, avoiding 
conflict—and more altruistic values. ‘Health security’ seems to have emerged, in recent years, as 
specific objective of human security.88’89 Frenk argues: “Beyond immediate response to the 
crisis, health security must be grounded on a truly universal package of guaranteed benefits or 
entitlements, comprising a set of essential services applied to all in the world”.89 

 
This broad definition of security is not uncontroversial. The Human Security Centre of the 
University of British Columbia issues its own Human Security Reports, in which it deliberately 
adopts a narrower definition of human security that focuses on “violent threats to individuals”, 
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not the broader definition of “hunger, disease and natural disasters”.90 While the authors 
contend that “the two approaches to human security are complementary rather than 
contradictory”, they lash out at the broader approach: “A concept that lumps together threats as 
diverse as genocide and affronts to personal dignity may be useful for advocacy, but it has 
limited utility for policy analysis. It is no accident that the broad conception of human security 
articulated by the UN Development Programme in its much-cited 1994 Human Development 
Report has rarely been used to guide research programs.”90         
 
This is a serious critique. On the other hand, we would argue that the tension created by the 
broader human security approach constitutes its added value, by emphasizing the connections 
between different elements of human security and between different parts of the world. For 
example, connecting the dots between child mortality in one part of the world, desired fertility, 
overpopulation, climate change and floods in a different part of the world, is an exercise that 
would fit well in a human security approach.       
 

Additional research 
 
There is a lot of research that would fit within the human security paradigm, but that is not at 
present framed as such. For example, we noted above (point II.3.7.) that the evidence about 
perceived child mortality as influencing fertility seems rather compelling, and that the 
observation that policies to reduce child mortality could have a major impact on greenhouse-gas 
emissions therefore seems warranted, but that the connection between both is not often made. 
 
Rather than being a stand-alone argument of which the validity could be verified, the human 
security argument seems to provide a useful framework under which the validity of other 
arguments can be verified, and their relevance highlighted. 
  

 
 
II.3.10. Is concerted global health action needed because health is a global public good?  
 
The report of the Board on International Health argues that: “The basic medical knowledge 
being accrued by the National Institutes of Health and the expertise in disease surveillance and 
prevention of the U.S. Centers for Disease Control and Prevention are unique national resources 
that help to create and sustain the international public good.”32 
 
This statement may reflect a somewhat narrow vision of what international public goods or 
global public goods are; nonetheless it advances the claim that health is a global public good, 
which provides an argument for global universal health coverage. 
 
The 2006 report of the International Task Force on Global Public Goods was entitled ‘Meeting 
Global Challenges: International Cooperation in the National Interest’.91 Therefore, like the 
human security approach, the global public goods approach intends to appeal to a combination 
of national self-interest and more generous intentions: it advocates cooperation for the common 
good. However, although the report dedicates a chapter to health, it is entirely about 
communicable diseases. When judged by this report alone, the global public good argument adds 
nothing to the claim that concerted global health action can be a smart way for countries to 
protect their inhabitants from communicable diseases by fighting them abroad.  
 
Before jumping to that conclusion, let us first try to explain what public goods are, in the area of 
health. Dunn and Ross identify two frequently used criteria, and a third less frequently used 
criterion: 

• “non-rivalness, which means that once a good is supplied to one person, it can also be 
supplied to all other persons at no extra cost”; 
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• “non-excludability, whereby having provided the good to one person it is impossible to 
exclude any other person from its benefits”; 

• “non-rejectability, which means that once a good is supplied it must be consumed equally by 
all”.92         

 
The containment of SARS is an example of a public good. From the perspective of the inhabitants 
of a country where SARS never occurred (because of particular interventions), the absence of 
SARS is: 

• A non-rival good: the interventions necessary to protect a single inhabitant from SARS are 
automatically protecting every other inhabitant at no extra cost; 

• A non-excludable good: no inhabitant can be excluded from the benefit of the absence of 
SARS; 

• A non-rejectable good: even the inhabitants who do not want to be protected against SARS 
are protected anyhow.       

 
Long and Woolley argue that “In the economics literature, public goods are significant because 
they lead to market failures and so justify the government's role in addressing that failure”.93 
Most inhabitants of a country would be willing to pay something to keep SARS out, but nobody 
would be willing to pay the entire bill, knowing that everyone else would automatically be 
protected and would therefore no longer have an incentive to pay a contribution: this is the 
problem known as ‘free riding’. Hence, the government intervenes and through taxation makes 
everyone contribute.   
 
Would health (beyond containment of communicable diseases) qualify as a global public good?  
Long and Woolley argue it would not: “We wait (or pay) for surgeries precisely because health 
care is rival (a surgeon cannot operate on two people simultaneously) and excludable (a hospital 
can choose whom to admit)”.93        
 
Chen and colleagues acknowledge that “[b]ecause of externalities, the control of communicable 
diseases is a public good, but treatment for noncommunicable diseases and injury is mostly 
private”.94 However, they argue that “this rigid divide appears to oversimplify a more complex 
situation”. By focusing their attention to causes of non-communicable diseases—unhealthy 
habits like tobacco consumption and excessive alcohol consumption, spreading like infectious 
diseases—they make the case for a broader interpretation of health as a global public good. An 
international ban on publicity for tobacco would be a non-rival and non-excludable good: as 
soon as it protects some, it protects all, at no extra cost. Arhin-Tenkoran and Conceição also 
make the case for a broader view on health as a global public good, by focusing on the 
externalities of poor health in poorer countries; including not only the risk of communicable 
diseases spreading, but also: 

• “Large disease burdens harm economic growth and increase poverty. … These effects also limit 
investment and trade opportunities for firms in industrial countries”; 

• “Large burdens of disease also threaten political stability and foster social unrest, with 
possible global consequences”; 

• “Globalization risks losing its legitimacy, because disease-stricken people in developing 
countries are likely to feel disenfranchised and abandoned”.95 

Avoiding these externalities would be a global public good: once avoided for some, they are 
avoided for all.   
 
As such, the health as a global public good argument draws on the particular arguments above: 
concerted global health action can avoid the externalities of poor health, like the spread of 
communicable diseases, social and political instability, overpopulation… But it adds a particular 
challenge, as it highlights the problem of free riders. All countries may want to contribute to 
concerted global health action, because of its expected externalities, for their own interest. But 
all countries will be tempted to let others pay for it. 
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Additional research 
 
Long and Woolley comment on the use of the broader application of the global public goods 
concept that “such banalities belong in a political manifesto, not a piece of analytical research.”93 
We are not convinced, we think the broader application of the global public goods concept does 
belong in analytical research, but we found very little global public goods research that goes 
beyond conceptualization. 
 
In ways very similar to the human security argument, the health as a global public good 
argument might be more useful as a framework to examine the validity of other arguments and 
to highlight their relevance. 
   

 
 

II.4. Conclusion  
 
Using the four key documents mentioned above (point II.2.) we extracted 10 arguments for 
concerted global health action that is in the interest of countries providing the required 
assistance. Seven of them can be qualified as distinct stand-alone arguments; three are more 
conceptual arguments (building on the distinct arguments, while adding a specific dimension). 
 
Out of the seven distinct arguments, we feel that five are compelling (even if additional research 
could make some of them stronger, or reveal that they are not as compelling as their proponents 
claim): 

• Concerted global health action can help to protect the inhabitants of countries providing the 
required assistance from communicable diseases; 

• Concerted global health action can help to protect inhabitants of countries providing the 
required assistance from the spillover effects of political and social instability elsewhere; 

• Concerted global health action can “ease pressure for migration”, although indirectly, 
through its potential impact on economic growth; 

• Concerted global health action can encourage economic growth; 

• Concerted global health action can contribute to protection of the environment, but only in 
the long run, by reducing child mortality levels and desired fertility. 

 
There is one argument that we found difficult to assess (concerted global health action creates 
diplomatic goodwill towards the countries providing the assistance), and one we found rather 
unconvincing (concerted global health action creates a market for companies based in the 
countries providing the assistance). 
 
Do these arguments constitute a solid case for global universal health coverage? Not if one 
considers them separately. In trying to protect their inhabitants from communicable diseases, 
richer countries would be willing to co-finance particular interventions, not all universal health 
coverage. In trying to protect their inhabitants from the spillover effects of social and political 
instability, richer countries would be willing to assist fragile states, not states where the risk is 
limited. In trying to offer their inhabitants the benefits of economic growth elsewhere, richer 
countries would focus on poorer countries perceived as having the biggest growth potential; and 
in trying to protect the global environment for their own inhabitants, richer countries would 
focus on poorer countries where the demographic transition has not yet been completed. 
 
However, we believe that when taken together all of these arguments appear to make a strong 
case for global universal health coverage. Rather than pursuing each distinct benefit separately, 
it might be a lot more efficient to pursue them together. Thus even from the national self-
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interest perspective, excluding altruistic motives, supporting global universal health coverage 
seems to make sense for wealthier countries.     
 
The three more conceptual arguments help to combine the distinct ones. 

• Approaching health as a human right links global universal health coverage with the entire 
body of human rights. As rights are mutually reinforcing, the promotion of each right serves 
to reinforce the others. But approaching human rights in a more limited way that does not 
include health among those rights, (for example, promoting democracy without helping to 
provide education and health care,) lacks credibility and provides limited benefits. 

• Approaching health as a human security issue helps explain how not addressing health 
insecurity in one part of the world may ultimately undermine human security in a different 
part of the world. 

• Approaching health as a global public good improves our understanding of how all people 
would benefit from the externalities of improved global health, or from avoiding the present 
negative externalities of poor health.                    

   
If the case for global universal health insurance seems strong, why has it not become a reality? 
Obviously, the methodology we used—looking for arguments for concerted global health action, 
and trying to verify their validity—does not provide the answers to that question. The obvious 
answer would be that richer countries have other priorities, but given the rather modest level of 
assistance required, according to available estimates (see Annex 1) we do not find this answer 
convincing.  
 
Approaching health as a global public good may provide the beginnings of an answer. The 
concept of public goods was elaborated to identify goods for which everyone would be willing to 
pay, in principle, but for which most people would be reluctant to pay because they would rely 
on others (free riding behavior). Hence, a public good calls for government intervention in the 
market, to ensure that everyone contributes. At the national level, there are governments that 
can do exactly that. At the global level, there is no government. As Collier argues: “The absence of 
a world government hugely constrains the scope for using the normal instruments of political 
power: public goods provision, taxation and regulation.”96 
 
Would global universal health coverage require a global government? The very idea may scare 
away people who are otherwise convinced about the need for global universal health coverage. 
In the third and final section of this paper, we will argue that global universal health coverage 
does not require a global government, but that it requires the management of health inter-
dependence between countries, while trying to preserve country autonomy as much as possible. 
We will also argue that this challenge is not new, and that most of the paradigm shifts in 
international health financing practices can be understood as attempts to manage health inter-
dependence between countries while trying to preserve country autonomy.            
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Section III. How could global universal health coverage be 
achieved—managing mutual dependence while trying to 
preserve country autonomy? 
 

III.1. Introduction 
 
The arguments reviewed under the second section of this paper, when taken together, seem to 
provide a strong case for global universal health coverage, as we defined it in the first section of 
the paper. The 1978 Declaration of Alma Ata, which recognized health as a human right but also 
as a worldwide social goal,97 could have paved the way for global universal health coverage, and 
global universal health coverage might have become a reality by the year 2000. This did not 
happen. 
 
Proponents of the Declaration of Alma Ata will argue that the concept of ‘selective primary 
health care’ undermined the ideals of the Declaration of Alma Ata.97’98 We would argue that the 
Declaration of Alma Ata itself contains an ambiguity that may have paved the way for selective 
primary health care. While Baum argues that the Declaration of Alma Ata was based on several 
understandings including the “acceptance of the inter-dependence between countries”,97 the 
Declaration also mentions that health care should be made accessible at “a cost that the 
community and country can afford to maintain at every stage of their development in the spirit of 

self-reliance and self-determination.”99 
 
There is a tension between inter-dependence and autonomy (autonomy used here as shorthand 
for “the spirit of self-reliance and self-determination”): if one aims for autonomy, international 
health financing is undesirable; acknowledging inter-dependence opens the door for 
international health financing but creates challenges of country ownership and accountability.       
 
One could argue that the proponents of selective primary health care emphasized autonomy 
over inter-dependence—albeit a rather paternalistic approach to country autonomy: telling 
poorer countries what to do to become autonomous—as they calculated that “total primary 
health care” was “unattainable in terms of its prohibitive cost and the numbers of trained 
personnel required”, implicitly excluding the option of open-ended international health 
financing.100 
 
What is so important about country autonomy that it may cause countries to reject reliance on 
other countries, even if the consequence of that rejection is otherwise preventable death? We 
would argue that true individual self-reliance is an illusion; in reality everyone relies on others 
at some point in their life. Within the context of a country, mutual reliance on ones fellow 
residents is acceptable. Mutual reliance between people living in different countries, however, 
seems deeply problematic.          
 
In this section, we will first explore why mutual reliance within borders of a state or nation or 
country is fundamentally different from mutual reliance beyond borders. Referring to the theory 
of states as social contracts, we will explain why mutual reliance beyond borders requires giving 
up more individual autonomy than mutual reliance within borders requires. 
 
Then we will explore how the recent practice of international health financing and its many 
paradigm shifts since the Declaration of Alma Ata can be understood in light of the quest for a 
balance between country autonomy and health inter-dependence between countries. 
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Finally, we will argue that global universal health protection requires a global social contract, 
which does entail a partial abandonment of national autonomy, for a benefit that eclipses the 
cost.         
  
        

III.2. States seen as social contracts, and the desirability of country 

autonomy: theory 
 
States can be seen as social contracts—as individuals agreeing to support an authority that 
collects contributions from all to provide goods and services to all: 

• An army to provide protection against external enemies; 

• Police and judicial systems to provide protection against enemies from within; 

• Water, sanitation, roads, and other infrastructure beneficial to all; 

• Education, health care, pensions, and other social services, to provide protection against the 
hazards of life and the hazards of the market.   

 
Rawls’ book “A Theory of Justice” is a well-known recent example of ‘contractarianism’ (the 
philosophical school of thought that embraces the concept of states as social contract). Rawls 
argues that if representatives of civil society groups, under a “veil of ignorance” (without 
knowing which group they represent), were to elaborate a social contract, that contract would 
include respect of essential freedoms and a minimum level of “distributive justice”. In a Rawlsian 
society, all would contribute to efforts that guarantee equal opportunity to all, as a condition for 
a stable society.101 
 
Some of Rawls’ intellectual heirs extended his arguments to the global level. A global society, 
they argued, would also require respect for essential freedoms, and a minimum level of 
distributive justice. Rawls dismissed these ideas in his “Law of Peoples”.102 At the core of his 
rejection lies contractarianism: all peoples have a right to negotiate their own social contract; no 
people should be obliged to assist another people dealing with the consequences of the social 
contract it has chosen. 
 
From the contractarian perspective, mutual reliance for health protection within the borders of 
a country requires giving up some individual autonomy. The authority will decide, to a certain 
extent, how much each individual contributes for health protection, and the authority will 
decide, to a certain extent, which health goods an individual will receive. (Only to a certain 
extent, as the public provision of health goods does not exclude the possibility that individuals 
choose to buy additional health goods privately.) But this abandonment of individual autonomy 
is—at least in principle—compensated for by participation in the decision making process. 
 
Mutual reliance for health protection beyond borders of states requires giving up individual 
autonomy as well. Somewhere, a committee decides on a contribution from one country to be 
allocated to health goods provided to inhabitants of a different country. In the absence of a 
global government, an individual will—at least in principle—not participate in this process. 
 
That is why the idea of a world composed of autonomous countries seems highly desirable: in 
the absence of a world government, it seems the only way to ensure that the individual can 
participate in the decisions that concern them. 
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III.3. The desirability of autonomous countries and its impact on 

international health financing: managing mutual dependence, while 

preserving country autonomy 
 
The idea of a world composed of autonomous and democratically governed countries may be 
attractive, but when it comes to health it contains two flaws: 

• Some countries are simply too poor to protect the health of their inhabitants without 
external assistance; 

• Health inter-dependence between countries is real in both directions; even the richest 
countries cannot protect the health of their inhabitants without enabling other countries to 
protect the health of their inhabitants. 

 
Therefore some countries seek assistance, but try to preserve their autonomy: they want to 
decide how the assistance will be used. Other countries are willing to provide assistance, but 
they want to preserve their autonomy too: they want to decide how the assistance will be used. 
   
Ever since the Declaration of Alma Ata, the international community has tried to manage health 
inter-dependence between countries, without sacrificing country autonomy.  
 

• The selective primary health care strategy pushed hard for country autonomy. It assumed 
that international health financing would decrease and promoted solutions that were 
considered affordable, even for the poorest countries.100 

 

• Although the selective primary health care strategy was embraced by many richer countries, 
they continued to finance projects within and outside the remit of selective primary health 
care. Project financing is a simple (or primitive?) way to manage health inter-dependence: in 
essence they are short-term contracts with a precise objective; both the donor and recipient 
country have to agree. According to LaFond, project funding also preserves the “myth of 
sustainability”; it is assumed that after the project funding term is completed, the project will 
continue but will now be domestically financed.103 In that sense, project funding continued to 
aim for country autonomy, in the long run. 

 

• Under project funding, country autonomy proved an illusion for countries at the receiving 
end (countries at the contributing end kept direct control). Poorer countries were not in a 
position to refuse projects, and some did not have the capacity to coordinate the many 
ongoing projects. During the nineties, sector-wide approaches or SWAps were introduced. 
The SWAp strategy intended to provide “increased health sector coordination, stronger 
national leadership and ownership, and strengthened countrywide management and 
delivery systems”.104 SWAps can be seen as more sophisticated tools to manage mutual 
dependence. “Donors gain influence by participating in the SWAp, but sacrifice direct 
control.”105 Richer countries no longer know exactly what purposes their assistance is used 
for (because it is pooled with contributions from other countries, and—under some SWAp 
arrangements—with domestic financing as well), but in return they participate in the 
decisions impacting the entire health sector of countries at the receiving end. It is not clear 
to what extent SWAp arrangements still aim for country autonomy, or accept health inter-
dependence over a longer period. Given the fact that—according to World Bank estimates—
34 countries rely for more than 20% of total health expenditure on external resources 
(Annex 4), we can assume a tacit agreement on continued mutual dependence.     

 

• The nineties also saw the emergence of Public-Private Partnerships (PPPs) for health. By 
2004, Buse and Harmer identified 23 “Global Public-Private Health Partnerships”; far less 
than the “100+” estimate advanced by some, but nonetheless an impressive list.106 The 
narrow mandate of PPPs allows richer countries to finance exactly what they consider to be 
priorities, which seems to be an effective way of mobilizing international health financing, 
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but in doing so PPPs may “skew national priorities of recipient countries by imposing those 
of donor partners”.106 PPPs adopted different forms of governance mechanisms, and each of 
them can be seen as an experiment in managing health inter-dependence. It is difficult to 
judge whether these governance mechanisms constitute an improved way of managing 
inter-dependence, as there is no ideal standard. For example, while Buse and Harmer note 
with concern the relatively limited representation of non-governmental organizations 
(NGOs) on PPP boards, one should also note that as far as we can tell NGOs are not included 
in SWAp governance mechanisms—and some may argue that is all the better as the 
government representatives are supposed to represent the people. But even without an ideal 
standard, the governance mechanisms adopted by some PPPs seem particularly interesting. 
The Global Fund’s grant-making mechanism is based on proposals elaborated by country 
coordination mechanisms (including a multitude of stakeholders), an independent technical 
review panel (judging proposals on their technical merits), and a board where ‘contributors’ 
and ‘implementers’ have an equal number of votes (and where technically sound proposals 
are approved for a financing agreement).107    

 

• The World Bank too can be seen as a tool to manage global health inter-dependence. 
Although not created for that purpose, since the end of the nineties “the World Bank has 
assumed the role of lead agency in the health sector, with WHO providing medical expertise 
or “technical support.””108 The World Bank—in particular its ‘soft loan arm’, the IDA—has 
become one of the most important channels of international health financing. It has no 
particular governance body for the loans and grants it provides for health; therefore the 
general governance mechanism of the World Bank is one under which countries at the 
contributing end have a say in how contributions are raised and allocated. (Countries at the 
receiving end have an additional opportunity for influencing the allocations: at least in 
principle they can refuse a grant or loan.) As the boards of the World Bank—plural, because 
the International Bank for Reconstruction and Development (IBRD), the International 
Finance Corporation (IFC), and the IDA are different legal entities; in reality there is only one 
board—meet only once per year (World Bank, 2010) and have many issues to discuss.109  
Thus, one would not expect many countries to consider the World Bank as an international 
health financing channel where they can preserve country autonomy. Yet the IDA has a 
remarkably strong track record when it comes to burden-sharing between richer countries 
and long-term predictability of financing. (International Development Association, 2007) 
Perhaps this is due to the fact that on the boards of the World Bank, countries have voting 
rights in accordance with their shares: richer countries thus have a feeling of controlling the 
World Bank, even if most decisions are taken by World Bank staff. This reality may be 
displeasing to those who would like a fairer decision-making process; but it may also reflect 
the reality of the international political economy.             

 

• Last but not least, the International Health Partnership, launched in 2007 and embracing 
other initiatives to become the IHP+, promotes “a single plan articulated by each developing 
country’s government”, intended “to ensure government ownership and decrease the 
potential for conflict between different actors.”110 The IHP+ was never intended to be a 
channel of international health financing, yet can be seen as an attempt to manage health 
inter-dependence. Although ensuring country ownership was the main objective, the IHP+ 
proposes “a consultative process involving the donors in the formulation of these plans.”110 
Ideally, the IHP+ would provide an additional platform, where countries providing 
international health financing and countries receiving international health financing would 
agree on priorities, which would then simplify all the existing processes to manage inter-
dependence, like SWAps, PPPs, and the World Bank. Three years down the road, the results 
of the IHP+ are disappointing.111 Perhaps this disappointment can be attributed to the fact 
that the ‘single plan’ promoted by the IHP+ is inevitably based on the ‘greatest common 
denominator’ of all international health financing channels: pursuing each channel 
separately may allow poorer countries to get a little bit more out of each channel. An 



31 
 

alternative explanation is that the richer countries feel that they do not have a sufficient say 
in IHP+ processes, and therefore do not feel bound by their outcomes.          

 
This overview is incomplete; it was not intended to be exhaustive, it was intended to be 
illustrative.   
 
 

III.4. Conclusion 
 
If the idea of global universal health coverage, as defined it in the first section of this paper, 
appears unorthodox, because of its intended reliance on international health financing and thus 
on an acceptance of mutual dependence and a willingness to manage it, this section 
demonstrates that managing mutual dependence in health is not a new challenge. In fact, ever 
since the Declaration of Alma Ata, the international community has struggled to manage health 
inter-dependence, while preserving country autonomy, through projects, SWAps, PPPs, the 
World Bank and the IHP+. 
 
And the international community may well continue its struggle. Hill understands global health 
governance as a “complex adaptive system”, and argues: “The ‘lesson’ of complexity theory is 
that change will continue, but that within that change, structures will emerge to meet new 
challenges, and, over time, be shaped by their interface with the system. Coalitions will continue 
to form to address perceived ‘gaps’ in the global health fabric—health systems’ constraints to 
achieving goals, inadequate representation of partner countries, unrealised financial 
commitments, policy misalignment, and neglected diseases.”112 
 
Perhaps it is time to take stock of what has worked and what has failed, to combine the most 
promising elements of what has worked and to learn lessons from what has failed. The new 
momentum for national universal health coverage looks promising, but may be doomed to fail if 
it does not acknowledge that at least some countries will have to rely on international health 
financing; in other words, if it rejects global universal health coverage. Global universal health 
coverage can be managed, if everyone is willing to accept that for countries at the contributing 
and receiving ends, country autonomy is a political economy objective. 
 
In a different background paper, one of us listed ten pragmatic arguments why a Global Health 
Fund—based on the existing Global Fund, with an expanded mandate—could be the best 
solution:113 
1. Pooling international health financing allows more ambitious national health plans; 
2. Pooling international health financing reduces the administrative burden for countries 
receiving the assistance; 
3. Pooling international health financing encourages alignment with national priorities; 
4. Pooling international health financing through something like the present Global Fund allows 
meaningful civil society participation; 
5. Pooling international health financing increases the long-term predictability of international 
health financing; 
6. Increasing the long-term predictability of international health financing encourages countries 
to increase total government health expenditure; 
7. Increase total government health expenditure entails increasing domestic government health 
expenditure; 
8. Pooling international health financing allows burden-sharing between richer countries (as a 
matter of discharging their international obligations arising from the human right to health); 
9. Pooling international health financing reduces the possibility for richer countries to attach 
political strings to their co-financing; 
10. Pooling international health financing helps richer countries to react to corruption or other 
forms of abuse of international health financing. 
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At least one of these arguments has been researched, specifically argument five relating to long-
term predictability. Dodd and Lance found “increasing evidence of long-term commitments of 
aid for health in each of the seven agencies [reviewed]”, and that “[Global Health Partnerships] 
and their funders have been at the forefront of this trend, pioneering many of the new 
approaches”.114  
 
However, we acknowledge that other attempts to manage health inter-dependence contain 
promising features as well. Each of these attempts to manage health inter-dependence has been 
well-researched. What seems to be missing is comparative research. How have PPPs performed 
in terms of enabling more ambitious health plans, when compared with SWAps or World Bank 
grants or loans? How have PPPs performed in terms of allowing meaningful civil society 
participation, when compared with SWAps or World Bank grants or loans? It may sound like a 
beauty contest or pageant, but such a comparative exercise may be what we need to extract the 
most promising elements of all existing attempts to manage health inter-dependence between 
countries.   
 

Additional research 
 
We recommend comparative research, in low-income countries that have been successful in 
obtaining Global Fund grants, in establishing a health sector SWAp, and in obtaining grants or 
loans from the World Bank, to assess how these mechanisms have performed so far, using a 
global universal health coverage perspective. We believe it would be useful to disaggregate 
between so-called ‘fragile states’ and others.  
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GENERAL CONCLUSION  
 
In a recent report, taking stock of progress towards the health-related Millennium Development 
Goals (MDGs) and proposing principles for goal setting after 2015, Waage and colleagues 
conclude: “To escape this dichotomy [of disease-specific programs in tension with broader 
system-wide strengthening], we need to move the debate beyond the financial sustainability of 
individual countries’ health budgets. Sustainability has to be linked to global obligation and 
solidarity that allows rational planning with the assumption that funding will be predictable, 
reliable, and increasing every year.”115  
 
The first section of this paper provides an overview of how this could happen. We argued that 
international health financing would ideally be linked to the national financing mechanisms 
chosen by countries among the options available to enable progress towards national universal 
health coverage: social health insurance or tax-based financing of the health sector. We also 
argued that, based on present estimates, one should expect international health co-financing to 
be required for several decades. Because long-term international co-financing is not foreseen in 
current research about universal health coverage, we defined global universal health coverage, 
as distinct from national universal health coverage.     
 
The second and central section of this paper reviews the arguments for concerted global health 
action from the perspective of countries providing it, assuming they are self-interested. Even 
under these narrow assumptions, there seems to be a case for moving in the direction suggested 
by Waage and colleagues—which assumes acceptance of health inter-dependence between 
countries and a willingness to manage it. 
 
The third section of this paper, however, suggests that such an intention is easier to express than 
to realize. In the absence of a world government, all countries try to preserve their autonomy. 
Countries providing international health co-financing will always want to make sure that their 
contributions finance what serves the interests of their inhabitants; countries receiving 
international health co-financing will want to provide the health goods their inhabitants want. 
To address this inevitable challenge, a governance mechanism will be needed that strikes the 
balance between the interests of all countries, in a manageable way. A combination of the most 
promising elements of recent attempts to manage health inter-dependence between countries 
might be the way forward. 
 
We identified several areas for additional research. In broad lines, they can be separated in two 
groups: the first would contain additional research into the expected impact of global universal 
health coverage, and to which extent it would benefit the countries providing the required 
assistance; the second would contain additional research into the essential features of global 
universal health coverage. Although health systems research could perhaps provide beginnings 
of answers to some of these questions, our overview suggest that many scientists from different 
disciplines will have to come on board, to give more meaning to the promising idea that health is 
indeed a global affair.    
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ANNEX 1 
 

Assumptions: 

• The minimum cost of essential health goods is $40 per person per year; 

• The maximum domestic contribution is the equivalent of 3% of GDP. 
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ANNEX 2 
 

This table is a selective combination of purchase price reports of the Global Fund, illustrating 
that most of the antiretroviral medicines are generics purchased in India, even in countries 
where some components are allegedly protected by patents.   
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ANNEX 3 

 
 
 



42 
 

ANNEX 4 
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“It may be concluded that in the first years of the twenty-first century, 
the world is stumbling towards articulating a global social policy of 
global redistribution, global social regulation, and global social rights, 
and creating the instruments necessary for the realization of such  
policies in practice.”

Bob Deacon, Global Social Policy & Governance, 2007




