Editorial

Gets AIDS und Survive?
The "Perverse” Effects of Aid:

Addressing the Sociul und Environmental Determinunts of
Hedlth, Promoting Sustdindble Primary Care, and Rethinking

Globul Heulth Aid

DAVID EGILMAN, TESS BIRD, FERNANDO MORA, NICHOLAS DRUAR

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

—Paul Farmer, MD, PhD!

here are Haitians who see a
T positive HIV test as the easi-

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

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

*While beyond the scope of this paper, the
same holds true for “health interventions”
in developed countries.

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

The Declaration of Alma-Ata,
adopted at the International Con-
ference on Primary Health Care in
1978, articulated a competing
vision of medicine that emphasized
the importance of social condi-
tions, human rights, and equality in
achieving health for all people of
the world. Subsequently, a number
of critiques have urged closer atten-
tion to the social conditions that
foster ill health. These critiques—
which range from independent
articles by health care workers and
academics to the World Health
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Organization’s 2008 papers on the
social determinants of health and
primary health care—have not
been adopted by aid decision-
makers.*® This paper takes a closer
look at the efficiency of our aid
practices, arguing that vertical,
technical approaches are not cost-
effective when compared to other
alternatives. We advocate radical
change to the way funding deci-
sions are made and a shift from dis-
ease-specific projects to projects
that target the root causes of dis-
ease, including addressing the dis-
tribution of power and resources
between rich and poor countries
and within low-income countries.
In a world of limited resources,
more funds and energy need to be
allocated toward efforts that will
address the environmental, social,
and economic determinants of
health—including water, sanita-
tion, food, women’s empowerment,
and education. These efforts will
also help countries strengthen their
health workforce, health systems, and
communities from the bottom up.

SOCIAL VERSUS TECHNICAL
APPROACHES TO DISEASE

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

—Journal of the American Medical
Association, 19116

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

In 1882, Koch, a student of Vir-
chow’s, helped radically alter the
direction of medicine when he dis-
covered the tuberculosis bacillus,
and asserted that the bacillus (“a
germ”) was the actual cause of
tuberculosis (TB).? The ascendance
of germ theory in the latter half of
the 19th century brought with it a
shift in attention from social and
environmental causes of disease
toward narrowly focused, technical
approaches to disease treatment.
More than 50 years after Koch’s dis-

covery, researchers developed anti-
bacterial treatment and a tuberculo-
sis vaccine. The idea that treatment
of the biological cause of disease is
the best way to fight diseases such as
tuberculosis came to define Western
medicine.' In 1910, the Flexner
Report, which proposed standards
for medical education in the United
States, was based on the belief that
“scientific medicine” practiced on
individuals was superior to other
approaches, including public health
efforts.!1? Despite the dominance
of “scientific medicine,” some
groups and individuals continued to
espouse a social perspective. In the
1940s, Sidney Kark developed the
successful Community Oriented Pri-
mary Care (COPC) approach to
health interventions, a philosophy
that incorporated cultural and
social belief systems as well as the
local environment of a patient and
their family.!® In the 1970s, social
turmoil again stimulated physicians
to challenge Koch’s simple explana-
tion of disease causation. Upon
assuming the Presidency of the Soci-
ety of Microbiology, Edward Kass,
one of the most prominent vaccine
and antibiotic researchers of the
20th century, reported that tubercu-
losis and other infectious disease
rates declined at a constant rate
from 1845 to the 1970s and demon-
strated that “the overall decline in
deaths from tuberculosis was not
altered measurably by the discovery
of the tubercle bacillus, the advent
of the tuberculin test, the appear-
ance of BCC vaccination, the wide-
spread use of mass screening, the
intensive anti tuberculosis cam-
paigns, or the discovery of strepto-
mycin” (italics added).” Instead, he
concluded that social change in the
form of improved housing, sanita-
tion, and living standards had
caused the disease rates to decline.
In 1979, Dr. Thomas McKeown, a
well-known critic of curative and sci-
entific medicine, showed that
“improved nutrition, better hygiene,
and contraception” were the pri-
mary factors that advanced health
historically. He observed that “it is
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Major causes of death in children younger than 5 years of age
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unlikely that medical intervention
would have been effective if the
other advances had not occurred.”*

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

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

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

—Salvador Allende

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

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

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

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

The world produces enough food
to feed everyone. However, the
means of production and the means
of delivery of food and farming
products (seeds, fertilizer) from
donor-countries into impoverished
areas can have severe unintended
consequences for both recipient
countries and the environment.?
For example, a 2009 diarrhea out-
break in Nepal was linked to food
distributed by the UN’s World Food
Programme (WFP) by numerous
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human rights organizations claim-
ing that the WFP rice had become
stale after being left in the open air
for months.?*?6 Within the vertical
model, preference is given to mass-
distribution of food stock to impov-
erished areas, mass-produced agri-
culture, and genetically modified
organisms (GMOs), all components
that lead to the destruction of local
food systems, put small farmers out
of business and don’t take into
account greater structural ineffi-
ciencies, such as irrigation sys-
tems.?%  Interestingly, ~WHO
reports on the 2009 Nepal outbreak
concluded that the major risk fac-
tors were poor sanitation, hygiene,
and water, (and not the WFP). Their
report showcases the important
links between these environmental
determinants of health and dis-
ease.! In all likelihood, there were
several socioeconomic and environ-
mental causes of the outbreak.

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

Many prominent global health
workers recognize that female
empowerment and literacy are
major determinants of health
status.?53%-12 However, the general

intestinal nematode
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protein-energy

' malnutrition, 7%
Schistosomiasis, 2%

Trachoma, 2%

Lymphatic
filariasis, 4%

Figure 2—DALYs und diseuse burden'®

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

WHAT GETS FUNDED,
AND WHY

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

**The Bill & Melinda Gates Foundation
does donate a significant amount of money
to education in the United States.

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

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

in technomedical, rather than
social/environmental, solutions.
Funders and their consultants

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

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

gular child with an easily fixable
deformity or an identified disease.
The use of identifiable victims make
vertical approaches more visible in
the mainstream media while system-
atic structures that need massive
attention (e.g., primary health
care) are easily overlooked. Further,
as Hemenway notes, “the benefici-
aries of public health measures are
generally unknown. Whereas medi-
cine typically deals with identifiable
people (patients), public health typ-
ically deals with statistical lives.™7
Ideological “medical” invest-
ments in identifiable diseases and
technical solutions are accompa-
nied by material interest. In analyz-
ing the ongoing battle to promote
primary care after the declaration of
Alma Ata, Evelyne Hong wrote, “the
emphasis on addressing the root
causes of poor health and the efforts
to put health in the hands of the
people posed a threat to entrenched
economic interests, namely the
medical and nursing establishment,
the elites, and the governments that
claimed a monopoly on knowledge
and the power of healing.”® Half-
dan Mabhler, the head of WHO in
1978, and the architect of the Alma-
Ata, noted that promoters of global-
ization and free trade recognized
that the primary-care approach con-
stituted a political threat to their
power. He recently explained the
demise of the primary health care
movement: “We were crushed by the
IMF. The hammer that was used to
crush us was the vertical interven-
tion—"‘selective primary care.””*
The current system also yields
financial benefits. More than 80% of
US aid is given to US companies,
funding nonprofit and for-profit
“beltway bandits.”™® These institu-
tions and the academic and private
“consultants” who charge hundreds
of dollars per day are the unques-
tioned beneficiaries of aid pro-
grams. Running global health non-
profits and consulting on global
health is such big business that the
State of Washington developed a
plan to increase their share of global
health funding (see Appendix 2).%!

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

Gates’s and others’ belief that
high-tech solutions are the answer
to global health is a significant
driver of vertical interventions. Due
to his visibility as one of the most
successful men in the world, Gates’s
endorsement of these interven-
tions reinforces the belief in the
value of vertical interventions and
focus on three singular diseases
(HIV, malaria, and TB). The power
of this technology-oriented belief-
system is evident in the fact that,
even though the Gates founda-
tion’s global health program gives
some attention to important under-
lying causes of death (i.e., diarrheal
disease) and preventive care, the
foundation’s emphasis remains
focused on vaccines and treatment
drugs for specific diseases. Primary
care is mentioned once in their
Global Health Program Overview
and only in connection to vaccines
and maternal and child health
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(Figure 3).%® Water, sanitation,
poverty, and hunger are addressed
by their global development pro-
gram, which receives a significantly
smaller portion of the total budget:
From 1994 to 2010, 12.8% was
given to global development while
57.8% went to global health.>* The
Gates Foundation’s total budget is
greater than that of the WHO and,
as a result, has significant power to
influence the direction of health
aid funding.5?

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

donors fail to listen to experts from
developing countries. The neocolo-
nial approach is well known to the
recipients. A dean at a school of
medicine in Kenya stated that fund-
ing “should be decided bilaterally

. not unilaterally from the
funder, because if you come, for
example, directly to where I work, I
should be able to say what are pri-
ority health areas” and the funding
and resources can be directed
accordingly.”’

THE UNINTENDED
CONSEQUENCES OF
“VERTICAL” AID

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

period] Haiti actually went back-
ward on every other health indica-
tor” other than HIV, perhaps shed-
ding light on the question of why
one might try to “get AIDS to sur-
vive.” Paul Farmer, co-founder of
Partners in Health (PIH), noted
while critiquing Garrett that “the
influx of AIDS funding can indeed
strangle primary care, distort public
health budgets, and contribute to
brain drain.” He claimed “these
untoward or ‘perverse’ effects are
not inevitable; they occur only when
programs are poorly designed.”
However, we argue that the
system of vertical aid is problematic
by design. Vertical programs waste
resources because they generate
inefficient delivery structures,
impose a foreign model on aid
recipients, and divert qualified
local health care practitioners from
more efficient intervention and
delivery settings, as demonstrated
by AIDS programs in Haiti. As a
result, programs that focus atten-
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tion on preventing and treating a
single disease may actually worsen
overall health conditions for the
whole population even when they
successfully impact on a particular
disease; this is what economists call
“opportunity cost.”® Opportunity
costs are the benefits that would
have accrued if alternative pro-
grams and approaches were
funded—in other words, the cost of
the road not taken. Opportunity
cost is assessed not only in mone-
tary or material terms, but also in
terms of anything that is of value,
such as the displacement of pri-
mary health care by large-scale, dis-
ease-specific interventions. (See
Appendix 1 for a more comprehen-
sive list of articles on vertical
approaches to aid.)

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

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

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

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

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

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

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

“Salaries of healthcare providers work-
ing for donor funded vertical programs
are often more than double those of
equally trained government workers in
the fragile public health sector. This
lures government workers to the higher
paying vertical programs and creates
an internal ‘brain drain.’ But it is the
underfunded primary care clinics and
health centers that care for all diseases,
including common illnesses such as
diarrhea, malnutrition, and respira-
tory tract infections, which take many
more lives than HIV, tuberculosis, and
malaria.”%
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In 2000, the Gates Foundation and
Merck pharmaceutical company set
out to show that “mass AIDS treat-
ment and prevention could suc-
ceed in Africa,” using Botswana as a
testing site and spending US$100
million. The LA Times reported:

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

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

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

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

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

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

Aid not only affects health care
at a micro level (internal brain
drain) but also has counter-produc-
tive macro effects on health organi-
zation and spending. For every US
dollar given to developing coun-
tries, governments decreased their
own health spending by 43 cents to
$1.14.% In addition to reducing the
total amount of money that is spent
on health, foreign aid shifts funding
from more effective public health
measures to less effective interven-
tions. As the majority of foreign aid
is designated (to specific diseases,
hospitals, or programs) the result of
the decline of in-country health
spending can be devastating.”’

Programs Are Implemented without
Recipient Input. In most cases, verti-
cal programs are implemented
without consulting with local popu-
lations regarding the health serv-
ices they feel are most needed. This
means that such programs inter-
vene at the price of community and
cultural knowledge. As discussed
earlier, the delivery is often based
on “Western” ideas about medi-
cine, hierarchy, and economics. We

will revisit this topic later in this
article.

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

One example of a usually unmea-
sured negative consequence of aid is
the increase in nosocomial infec-
tions that can accompany immuniza-
tion programs. Contaminated injec-
tions in health care settings are a
problem in many developing coun-
tries.®*’" Deuchert and Brody’s
“findings suggest that unsafe health
care is an important factor in the
spread of HIV in lower-income coun-
tries. Across multivariate models and
specifications, the lack of auto-dis-
able syringe use is associated robustly
and powerfully with greater HIV
prevalence.” Another study, con-
ducted for WHO, noted that “39.3%
of [injections] were given with
reused equipment. In 2000, contam-
inated injections caused an esti-
mated 21 million HBV infections,
two million HCV infections and
260,000 HIV infections, accounting
for 32%, 40%, and 5%.”® The real
difficulty is that many programs do
not measure the adverse side effects
of interventions. Vertical-aid pro-
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Figure 5—Adverse impact of structural adjustment programs on hedlth. IMF
= Internutiondl Monetary Fund (Figure: “Trends in Tuberculosis Mortdlity Rates
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grams’ failure to provide sufficient
needles for safe, single-use needs
contributed to this disaster. For
example, evaluations of immuniza-
tion programs are limited to count-
ing the number of immunizations
provided. A birth control program in
Mexico provides an example of
externalities related to depo provera
injections. The traditional birth
attendant administering the shots
received only two new needles every
two months—and stored them by
sticking the needles into her ply-
wood wall.”! Her work was evaluated
by counting the number of shots
administered but did not include an
evaluation of resultant HIV or hepa-
titis C infections. Separate vertical
programs count the HIV and hepati-
tis C rates but fail to consider the
negative impact of the immunization
programs in another office.
Evaluations of vertical programs
can also fail to assess positive exter-
nalities (unexpected and unmea-
sured benefits). Banerjee and
Duflo have promoted the use of
randomized control trials (RCTs)
of health interventions comparing
communities where interventions
are implemented with control com-
munities that are left “untreated.””

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

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

RETHINKING HEALTH “AID”/
REFRAMING THE PROBLEM

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

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

As discussed previously, the root
of the problem with “health aid” lies
in the fact that “medical and health”
interventions, defined primarily by
US and European doctors and med-
ical institutions, have been restricted
to medical tools: drugs and surgery.
To rethink health aid, we must first
examine our construct of medicine
and health, emphasizing the social
model embraced by Virchow,
McKeown, and the Alma-Ata signa-
tories. As many public health profes-
sionals have argued, water, sanita-
tion, hygiene, food production,
education, women’s empowerment,
and poverty are clearly linked to
overall health and must come to be
seen as integral aspects of medical
intervention.'$-2037.75

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

fThe World Health Organization (WHO)
defines health as “a state of complete physi-
cal, mental and social well-being and not
merely the absence of disease or infirmity.””
'The definition of meaningful should be
determined by the patient and/or his or her
family.
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The Cuba Example

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

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

Cuba is now the leading exporter of physicians to developing countries, col-
laborating with 68 countries.®’It is also the single largest trainer of physicians
Jfrom developing countries with over 10,661 foreign students from 27 countries
enrolled in the Latin American Medical School (ELAM) in Havana, which was
established in 1998 to train physicians from poor countries in Africa and Latin
America; in exchange for full scholarships, physicians promised to practice in

low-income areas in their home countries for five years.®

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

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

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

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

Community Empowerment to
Advance Health and Promote
Sustainability

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

—A female Egyptian doctor®!

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

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

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

COPC has been successful in
improving general health indica-
tors. For example, the program ini-
tiated by Kark in South Africa
resulted in a decline of scabies or
impetigo prevalence in school-
children (from 82% in 1942 to
7.8% in 1950) as well as a dramatic
reduction in infant mortality (from
270 to 100 per 1,000 live births).
Using a series of articles and case
studies, Jaime and Rosa Gofin’s
“The Essentials of Global Commu-
nity Health” record how more
recent COPC approaches have
been molded to address the health
issues of particular communities,
prioritizing locally articulated

VOL 17/NO 4, OCT/DEC 2011 e www.jjoeh.com

Gets AIDS and Survive? The “Perverse” Effects of Aid « 373



Jack Geiger MD, who co-founded the first
community health center in the United
States, demonstrated the breadth of the

physician job description. When a
regulator in Mississippi questioned why
Dr. Geiger wrote a prescription for food
Jfor one child, he said, “The last time |

checked, the specific therapy for
malnutrition was food.”

Figure 6—The Physician’s Job Whatever it takes’”

needs over Western impositions.®®
COPC’s successes include reducing
child trafficking, diabetes, and
improving maternal and child
health while strengthening primary
care systems and local expertise.®®

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

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

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

resources are often doomed to fail-
ure. For example, vertical interven-
tions to reduce hunger, such as the
new “Alliance for a Green Revolu-
tion in Africa,” (AGRA) led by the
Gates and Rockefeller Foundations,
overlook basic necessities of nutri-
tion and community knowledge
through their massive-farming ini-
tiatives, promotion of chemicals,
monocultures of hybrid seeds, and
concentration on genetically-modi-
fied organisms (GMOs).§2-% Sev-
enty African Civil Society Organiza-
tions signed a statement opposing
AGRA in 2007.%° According to their
statement: “The push for a corpo-
rate-controlled chemical system of
agriculture is parasitic on Africa’s
biodiversity, food sovereignty, seed
and small-scale farmers.”® Such
massive farming initiatives are not
as effective as “biodiversity-based
organic agriculture” and the state-
ment proclaims: “We reject these
new foreign systems that will
encourage Africa’s land and water
to be privatized for growing inap-
propriate export crops, biofuels
and carbon sinks, instead of food
for our own people.” Communi-
ties must be empowered to take
control of their indigenous knowl-
edge systems surrounding food pro-
duction and foreign initiatives must
incorporate this knowledge in
efforts to help. Further, the medical

SFor further reading, the Seattle-based cam-
paign, AGRA-Watch, keeps a website with
resources on this issue: http://www.seattle
globaljustice.org/agra-watch

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

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

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

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