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In May 2009, President Obama announced that the Administration is developing a new, 
comprehensive global health strategy for “saving lives, reducing suffering, and supporting the 
health and dignity of people everywhere.”1  The President aims to have the United States “lead 
an effort to solve some of the most serious problems facing the world’s poorest people.”2  To 
truly lead the world in addressing the health needs of even – and especially –the world’s poorest 
people, and to support the dignity of people everywhere, the Global Health Initiative will need to 
be grounded in human rights, help countries develop rights-based health systems, and give 
special emphasis to the heartbeat of the health system, the health workforce. 
 
By the very nature of human rights, including the right to the highest attainable standard of 
health,3 such an approach will require a more integrated health system and will link to and 
reinforce other development goals.  This will contribute to the Administration’s desire to better 
harmonize and coordinate the various streams of U.S. development assistance.  It will empower 
civil society and women, and it will enhance communities’ ability to hold their governments 
accountable in ways that can contribute to additional foreign policy goals in such areas as 
democratization and governance.  A well-funded, rights-based, strategic approach to global 
health will contribute to saving millions of lives, a progressive agenda that by its humanitarian 
magnitude would surely become one of the Administration’s greatest achievements.   
 
This policy brief proposes policies, priorities, and investments to be included in the U.S. Global 
Health Initiative.  Adopting these proposals could have a transformative impact on health 
systems, complementing and linking to investments in other development sectors, building 
critical capacities, and making them more equitable, effective, and efficient, leading to improved 
health outcomes.  

                                                 
1 White House press release, Statement by the President on Global Health Initiative, May 5, 2009.  Available at: 
http://www.whitehouse.gov/the_press_office/Statement-by-the-President-on-Global-Health-Initiative/. 
2 White House press release, Statement by the President on Global Health Initiative, May 5, 2009.  Available at: 
http://www.whitehouse.gov/the_press_office/Statement-by-the-President-on-Global-Health-Initiative/. 
3 This paper will use “the right to health” or “the right to the highest attainable standard of health” as shorthand for 
the full wording of this right as contained in article 12 of the International Covenant on Economic, Social and 
Cultural Rights, “the right to the highest attainable standard of physical and mental health.” International Covenant 
on Economic, Social and Cultural Rights, G.A. res. 2200A (XXI), 21 U.N.GAOR Supp. (No. 16) at 49, U.N. Doc. 
A/6316 (1966), 993 U.N.T.S. 3, entered into force Jan. 3, 1976, at art. 12.  Available at: 
http://www1.umn.edu/humanrts/instree/b2esc.htm. 
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I. Global Health Initiative Goals 
 
The goals of the Global Health Initiative should be rooted in international and regional 
agreements, national health plans, and right to health obligations: 
 

1. Achieve Millennium Development Goals (MDGs) with special focus on poorest 
segments of population: The Global Health Initiative should aim to enable developing 
countries to achieve the health-related (MDGs).  Where these goals look at averages 
across populations, including MDGs 4 and 5 on child and maternal health, respectively, 
the GHI should include as specific goals achieving these MDG targets for the poorest 
income quintile and for specific marginalized populations (e.g., ethnic minorities) as 
identified in a particular country.  This will ensure that the most disadvantaged 
populations fully benefit from these health gains.  The MDGs now incorporate the 2005 
G8 commitment to universal access to AIDS treatment by 2010,4 a commitment that the 
G8 and the United Nations have since expanded to also cover universal access to HIV 
prevention, care, and support by 2010.5  They also incorporate a commitment to universal 
access to reproductive health by 2015.6  Given the linkages between health and the 
MDGs (including those that are not explicitly health goals),7 the GHI will be most 
successful as part of a renewed commitment – backed by sufficient resources and a clear 
strategy – to achieve all of the MDGs. 

 
2. Essential health care for all, and beyond: The GHI should aim to enable countries to 

provide universal access to a robust set of essential health services by not later than 2015 
and universal access to health services overall (primary, secondary, and tertiary) by 2020.  
The exact composition of essential health services will vary by country and should be 
determined through a transparent, participatory process that reflects health needs and 
people’s priorities.  At a minimum, this set of health services should include “essential 
food to ensure freedom from hunger, basic sanitation and adequate water, essential 
medicines, immunization against the community’s major infectious diseases, and sexual 
and reproductive health services including information, family planning, prenatal and 
post-natal services, and emergency obstetric care,”8 “measures to prevent, treat and 
control epidemic and endemic diseases [and] education and access to information 
concerning the main health problems in the community, including methods of preventing 

                                                 
4 UNDP, Millennium Development Goals – Goal 6: Combat HIV/AIDS, malaria and other diseases, 
http://www.undp.org/mdg/goal6.shtml, accessed Feb. 9, 2009.  
5 Group of Eight, Growth and Responsibility in Africa, Summit Declaration, Heiligendamm, Germany, June 8, 
2007, at para. 48.  Available at: http://www.g7.utoronto.ca/summit/2007heiligendamm/g8-2007-africa.html; 
Political Declaration on HIV/AIDS, UN Doc A/Res/60/262, adopted by the UN General Assembly, June 15, 2006, 
at para. 20.  Available at: 
http://data.unaids.org/pub/Report/2006/20060615_HLM_PoliticalDeclaration_ARES60262_en.pdf. 
6 UNDP, Millennium Development Goals – Goal 5: Improve maternal health, 
http://www.undp.org/mdg/goal5.shtml, accessed Feb. 9, 2009. 
7 For example, achieving MDG 2 on universal primary education and achieving MDG 3 on empowering women will 
help reduce maternal mortality (MDG 5), while reducing maternal mortality will itself improve child survival (MDG 
4).  
8 UN Special Rapporteur on the right to health, Report on health systems and the right to the highest attainable 
standard of health, UN Doc. A/HRC/7/11, Jan. 31, 2008, at para. 52.  Available at: 
http://www2.essex.ac.uk/human_rights_centre/rth/docs/G0810503.pdf.   
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9 and “appropriate treatment of common diseases and injuries.”10  
This set of health services is drawn primarily from the core obligations of the right to 
health, which themselves reflect the 1978 Declaration of Alma-Ata on primary health 
care.11 
 
Furthermore, the GHI should aim to enable countries to secure for their populations 
universal access to health services overall (primary, secondary, and tertiary) by 2020.  
While different countries will be able to achieve universal access to health services at 
different points, a 2020 goal will help drive this progress, much as the 2010 goal for 
universal access for AIDS treatment has driven progress on that front.  These goals 
collectively require that as the health system is developed to enable everyone to access 
these essential health services, the system is designed as part of a strategy to create an 
integrated, unitary health system, not one health system for the poor that will provide 
only minimal services, and another for the rich.   
 
Moreover, the level of essential services that everyone can access should not be static, but 
rather should be an evolving set of services that increasingly meet the totality of people’s 
health needs.12 This is consistent with the right to health requirement that states spend the 
maximum of their available resources towards fulfilling this and other rights, as well as 
the requirement to progressively realize the right to health.13 

                                                 
9 Committee on Economic, Social and Cultural Rights, General Comment 14, The right to the highest attainable 
standard of health, U.N. Doc. E/C.12/2000/4 (2000), at para. 44(c), 44(d).  Available at: 
http://www1.umn.edu/humanrts/gencomm/escgencom14.htm. 
10 Declaration of Alma-Ata, adopted at the International Conference on Primary Health Care, Alma-Ata, USSR, 
September 6-12, 1978, at para. VII(3). Available at: http://www.who.int/hpr/NPH/docs/declaration_almaata.pdf. 
11 Common injuries are included as part of the minimum set of services and other interventions that are part of 
primary health care in the Declaration of Alma-Ata, but are not specified among the core obligations of General 
Comment 14 on the right to health. They are among the medical services that are to be available to all (along with 
other services, such as mental health services) under paragraph 12(d) of International Covenant on Economic, Social 
and Cultural Rights.  Committee on Economic, Social and Cultural Rights, General Comment 14, The right to the 
highest attainable standard of health, U.N. Doc. E/C.12/2000/4 (2000), at para. 17.  Available at: 
http://www1.umn.edu/humanrts/gencomm/escgencom14.htm; International Covenant on Economic, Social and 
Cultural Rights, G.A. res. 2200A (XXI), 21 U.N.GAOR Supp. (No. 16) at 49, U.N. Doc. A/6316 (1966), 993 
U.N.T.S. 3, entered into force Jan. 3, 1976, at art. 12(d).  Available at: 
http://www1.umn.edu/humanrts/instree/b2esc.htm.   
12 WHO, World Health Report 2008: Primary Health Care – Now More Than Ever (2008), at 26.  Available at: 
http://www.who.int/whr/2008/en/index.html.  
13 International Covenant on Economic, Social and Cultural Rights, G.A. res. 2200A (XXI), 21 U.N.GAOR Supp. 
(No. 16) at 49, U.N. Doc. A/6316 (1966), 993 U.N.T.S. 3, entered into force Jan. 3, 1976, at art. 2(1).  Available at: 
http://www1.umn.edu/humanrts/instree/b2esc.htm.  The Committee for Economic, Social and Cultural Rights, 
which monitors this treaty, has further explained these features of the right to health and other economic, social, and 
cultural rights.  The maximum resources requirement means that if a state cannot fully meet the obligations under 
the Covenant, the state “has the burden of justifying that every effort has nevertheless been made to use all available 
resources at its disposal in order to satisfy, as a matter of priority, the obligations.”  Committee on Economic, Social 
and Cultural Rights, General Comment 14, The right to the highest attainable standard of health, U.N. Doc. 
E/C.12/2000/4 (2000), at para. 47.  Available at: http://www1.umn.edu/humanrts/gencomm/escgencom14.htm.  And 
the progressive realization requirement obliges states “to move as expeditiously and effectively as possible towards 
the full realization of” the right to health. Committee on Economic, Social and Cultural Rights, General Comment 
14, The right to the highest attainable standard of health, U.N. Doc. E/C.12/2000/4 (2000), at para. 31.  Available 
at: http://www1.umn.edu/humanrts/gencomm/escgencom14.htm. 
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Both components of this goal are rooted in requirements under the right to health.  Access 
for all to these essential health services incorporate many of the core obligations of the 
right to health, those most essential minimum levels of the right that must be achieved, 
and without which the right would have little meaning.14  Achieving these core 
obligations is a priority for health-related development assistance.15 And equitable access 
to quality health services is a key component of the right to health.16  The 2015 date for 
universal access to an expansive core of services is consistent with the African Union’s 
2005 commitment to “Universal Access to Prevention, Treatment and Care by 2015 
through the development of an integrated health care delivery system based on essential 
health package delivery close-to-client.”17   
 
Significantly, at the 2009 G8 summit, the United States and other G8 countries stated 
their “goal of universal access to health services, especially primary health care.”18  
Indeed, one of the four pillars of primary health care reforms that WHO has identified are 
reforms that move towards universal access and social health protection.19  The primary 
health care approach aims to enable everyone to access quality health care that responds 
to people’s needs and secures for all “a level of health that will permit them to lead a 
socially and economically productive life.”20   
 
Universal access goals and this primary health care approach will promote health system 
that comprehensively meet people’s health needs, rather than only select – however 

                                                 
14 Committee on Economic, Social and Cultural Rights, General Comment 14, The right to the highest attainable 
standard of health, U.N. Doc. E/C.12/2000/4 (2000), at para. 43.  Available at: 
http://www1.umn.edu/humanrts/gencomm/escgencom14.htm; Committee on Economic, Social and Cultural Rights, 
General Comment 3, The nature of States parties' obligations, U.N. Doc. E/1991/23 (1991), at para. 10.  Available 
at: http://www1.umn.edu/humanrts/gencomm/epcomm3.htm. 
15 Committee on Economic, Social and Cultural Rights, General Comment 14, The right to the highest attainable 
standard of health, U.N. Doc. E/C.12/2000/4 (2000), at para. 45.  Available at: 
http://www1.umn.edu/humanrts/gencomm/escgencom14.htm.  
16 Committee on Economic, Social and Cultural Rights, General Comment 14, The right to the highest attainable 
standard of health, U.N. Doc. E/C.12/2000/4 (2000), at para. 12.  Available at: 
http://www1.umn.edu/humanrts/gencomm/escgencom14.htm. See also Gunilla Backman, Paul Hunt, Rajat Khosla, 
et al., “Health systems and the right to health: an assessment of 194 countries.”  Lancet (Dec. 13, 2008) 372: 2047-
2085, at 2061 (“We asked whether the national health plan includes an explicit commitment to universal access to 
health services, defined as access to primary, secondary, and tertiary physical and mental care…. We regarded a 
commitment to basic or essential care as inadequate. A low-income country might not be in a position to deliver 
universal access to health services, but a comprehensive national health plan should include a commitment to reach 
this aim. Such a commitment is the minimum expected from all countries, whatever their stage of economic 
development.”). 
17 Gaborone Declaration on a Roadmap Towards Universal Access to Prevention, Treatment and Care, Second 
Ordinary Session of the Conference of African Ministers of Health, Gaborone, Botswana, 10-14 October 2005, at 
para. 2, available at http://www.africa-
union.org/root/au/Conferences/Past/2006/March/SA/Mar6/GABORONE_DECLARATION.pdf. 
18 Group of Eight, Responsible Leadership for a Sustainable Future, Summit Declaration, L'Aquila, Italy, July 8, 
2009, at para. 121. Available at: http://www.g7.utoronto.ca/summit/2009laquila/2009-declaration.html. 
19 WHO, World Health Report 2008: Primary Health Care – Now More Than Ever (2008), at xvi.  Available at: 
http://www.who.int/whr/2008/en/index.html. 
20 Declaration of Alma-Ata, adopted at the International Conference on Primary Health Care, Alma-Ata, USSR, 
September 6-12, 1978. Available at: http://www.who.int/hpr/NPH/docs/declaration_almaata.pdf. 
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vitally important – aspects of their health and health needs.  This is consistent with the 
Administration’s goal of an integrated approach to meeting people’s health needs, as well 
as to better integrating health and other development assistance. 
 
Universal access entails developing health systems out of systems that are presently 
highly inequitable.  Therefore, as part of these universal access goals, the GHI should 
give special emphasis to vulnerable and marginalized groups who would otherwise be 
least likely to access these services.   
 

II. Framing Principles 
 
In recent years, two of the most significant conceptual developments to inform the values and 
principles that should infuse the health system are the maturing of the human right to the highest 
attainable standard of health and the revitalization of the primary health care movement.  The 
right to health – a human right that must command respect and adherence like any other human 
right – has benefited from an authoritative elaboration of this right by a UN treaty body,21 its 
increasing incorporation into national constitutions,22 a UN special rapporteur on the right to 
health, a growing number of court cases addressing the right to health,23 and increasing civil 
society mobilization around the right to health.  Meanwhile, the thirtieth anniversary of the 
Declaration of Alma-Alta24 and a major 2008 World Health Organization report on primary 
health care25 have moved primary health care, updated for the twenty-first century, back into the 
international global health spotlight. 
 
The values and approaches of health and human rights, including the right to health, and primary 
health care should infuse all aspects of the Global Health Initiative.  Among their principles are: 

 
1. Equity, non-discrimination, and prioritization of marginalized populations: Closely linked 

to the concept of universal access is equity.  Equity requires that people should have 

                                                 
21 Committee on Economic, Social and Cultural Rights, General Comment 14, The right to the highest attainable 
standard of health, U.N. Doc. E/C.12/2000/4 (2000).  Available at: 
http://www1.umn.edu/humanrts/gencomm/escgencom14.htm. 
22 More than 60 countries had constitutional provisions on the right to health or the right to health care, while there 
are more than 40 constitutional provisions that include health-related rights.  Paul Hunt, The right of everyone to the 
enjoyment of the highest attainable standard of physical and mental health, Report of the Special Rapporteur, Paul 
Hunt, submitted in accordance with Commission resolution 2002/31, U.N. Doc. E/CN.4/2003/58 (Feb. 13, 2003), at 
para. 20.  Available at: 
http://www.unhchr.ch/Huridocda/Huridoca.nsf/e06a5300f90fa0238025668700518ca4/9854302995c2c86fc1256cec0
05a18d7/$FILE/G0310979.doc. 
23 One review found that 71 court cases had addressed one element of the right to health alone, access to essential 
medicines, with individuals or groups claiming these rights winning in 59 of these cases.  Hans V Hogerzeil et al., 
“Is access to essential medicines as part of the fulfilment of the right to health enforceable through the courts?” 
Lancet (2006) 368: 305–11. Available at: http://www.who.int/medicines/news/Lancet_EssMedHumanRight.pdf. 
24 Declaration of Alma-Ata, adopted at the International Conference on Primary Health Care, Alma-Ata, USSR, 
September 6-12, 1978. Available at: http://www.who.int/hpr/NPH/docs/declaration_almaata.pdf. 
25 WHO, World Health Report 2008: Primary Health Care – Now More Than Ever (2008).  Available at: 
http://www.who.int/whr/2008/en/index.html.  See also  
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equal access to health care and services.26  Achieving equity requires special emphasis on 
meeting the needs of marginalized and vulnerable groups, as well as ensuring their 
participation in developing, implementing, and monitoring and evaluating health plans, 
policies, and services.27  The Global Health Initiative should also work for non-
discrimination, meaning that that there must be no discrimination in health care or the 
underlying determinants of health based on a wide range of impermissible grounds, such 
as race, ethnicity, gender, sexual orientation, physical or mental disability, social status, 
or health status.  This will require work both within and beyond the health sector. 

 
2. Participatory, accountable health systems: People have the right to be involved in the 

decisions that will affect their health.28  This entails being actively and meaningfully 
involved throughout the health care process, including in developing national and local 
health plans, monitoring and evaluating their implementation, and having input into the 
priorities and functioning of local health services.  Put another way, health systems must 
be accountable to and reflect the needs and experiences of the people they serve.  
Accountability is also a process where governments build upon successes, revise 
unsuccessful approaches, and provide redress where people have been wronged in the 
health system.29 

 
In its own processes, and in the health systems that the United States helps countries 
develop through the GHI, the United States should consistently ensure and promote the 
engagement of communities – including disadvantaged members of those communities – 
in developing, implementing, and monitoring programs.  This is a key step to ensuring 
their effectiveness and to identifying and overcoming problems that might otherwise have 
remained out of view.30 

 
Alignment with national health plans:  In general, GHI funding should be based on and 
aligned with national health plans.  This will ensure that the United States supports 
national policies and directions and, as these plans should be developed in a participatory 
manner, people’s own expressed needs and priorities.  Alignment with national plans is 

                                                 
26 Committee on Economic, Social and Cultural Rights, General Comment 14, The right to the highest attainable 
standard of health, U.N. Doc. E/C.12/2000/4 (2000), at para. 12(b), 19.  Available at: 
http://www1.umn.edu/humanrts/gencomm/escgencom14.htm. 
27 Its focus on equity is also “one of [primary health care’s] boldest features.” WHO, World Health Report 2008: 
Primary Health Care – Now More Than Ever (2008), at 24.  Available at: 
http://www.who.int/whr/2008/en/index.html.And as WHO notes, “it is necessary to embed universal coverage in 
wider social protection schemes and to complement it with specially designed, targeted forms of outreach to 
vulnerable and exclude groups.” Id. at 33. 
28 Committee on Economic, Social and Cultural Rights, General Comment 14, The right to the highest attainable 
standard of health, U.N. Doc. E/C.12/2000/4 (2000), at para. 11.  Available at: 
http://www1.umn.edu/humanrts/gencomm/escgencom14.htm. 
29 Helen Potts, Accountability and the Right to the Highest Attainable Standard of Health (2008), at 7.  Available at: 
http://www2.essex.ac.uk/human_rights_centre/rth/docs/HRC_Accountability_Mar08.pdf. 
30 For example, women in Peru regularly monitor twelve health facilities, interviewing health workers and patients 
and observing health facility practices.  They have identified such problems as reduced hours to deter women from 
using health services and charging for medicines that should be free. The quality of health services has improved 
during the monitoring period, such as better explanations by health workers of people’s condition and the treatment 
being provided.  Helen Potts, Accountability and the Right to the Highest Attainable Standard of Health (2008), at 
35-36.  Available at: http://www2.essex.ac.uk/human_rights_centre/rth/docs/HRC_Accountability_Mar08.pdf. 
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also a central direction of global health aid, as reflected, for example, in the Paris 
Declaration on Aid Effectiveness.  Where the United States supports the development of 
these plans, the United States should help ensure that they follow the principles in the 
next section. 31 

 
Furthermore, the national health plans should identify the health sector’s role in 
addressing social determinants of health.  In general, this will include public education; 
training and capacity-building for health workers to better understand and respond to 
these social determinants, and; cross-sector collaboration, including integrating and 
coordinating health services with programs and services that address social determinants, 
ensuring that strategies are in place to address these underlying determinants, and 
incorporating health-promoting policies in other sectors.  The national health plan, 
directly or in coordination with other aspects of national development strategies driven by 
other sectors, should also promote legal and policy reforms needed to address these social 
determinants to ensure an integrated, coherent government-wide approach.  

 
Some funding may well be provided outside these plans.  For example, the United States 
should fund civil society organizations for advocacy and as appropriate other purposes, 
such as training health workers on human rights, which might not be incorporated into 
these plans.32  And there might be funding, such as for NGOs or faith-based 
organizations, that is consistent with national policy directions even if the plan does not 
cover these sectors.  Such funding should be coordinated with the government, though 
there may be cases when funding is provided outside the government framework or even 
desires (particularly if the government framework or preferences are inconsistent with 
human rights, such as by failing to include adequate and equal health services in areas 
where disfavored minorities live).  Funding might also be used to strengthen partnerships 
among the government, NGOs, and not-for-profit organizations providing health services, 
enabling increased collaboration in the health sector and enhancing civil society’s role in 
national (and sub-national) health policies.  Funding should emphasize strengthening the 
public health system. 
 
Some flexibility will be needed, including the possibility for providing some funding 
outside of normal channels or beyond the plan, to respond to newly emerging health 
funding needs, or for cases where existing modalities for channeling resources are 
proving too slow or otherwise ineffective in disbursing funds.  It will also be important to 
monitor the governments’ own contribution to funding national health plans, so that U.S. 

                                                 
31 See pages 13-14, below. 
32 While support for civil society advocacy may be unlikely to appear in national health strategies, African 
governments have recognized its importance.  The African Health Strategy 2007-2015, developed by African health 
ministers, states: “Health ministries will therefore need to create an enabling environment for responsible and 
constructive community involvement, facilitate the emergence of local NGOs and CBOs and provide funding to 
initiate and facilitate efforts in underserved areas. However, such support should not detract from the independence 
and vibrancy of community involvement and there should be space for advocacy, which might coincide with or 
confront government efforts and also challenge other sectors to be supportive.” Africa Health Strategy 2007-2015, at 
para. 75. Adopted at the Third Session of the African Union Conference of Ministers of Health, Johannesburg, South 
Africa, April 9-13, 2007.  Available at: http://www.africa-union.org/root/UA/Conferences/2007/avril/SA/9-
13%20avr/doc/en/SA/AFRICA_HEALTH_STRATEGY_FINAL.doc. 
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support is adding to rather than simply displacing the government’s own investments in 
health. 

 
3. People-centered: U.S. global health investments and policy support should be aimed at 

developing people-centered health systems, ones that address the totality of people’s 
health needs.  This is one of the pillars of primary health care reforms33 as well as a 
rights-based approach to health system development.34  In practice, this means taking 
into account patients’ values, beliefs, lifestyles, and perspectives; developing 
comprehensive and integrated responses; providing for continuity of care over the cou
of people’s lifetimes; bringing health care close to the people; empowering health 
workers to meet the needs of a defined population and not only those who actively seek 
health services, and; linking patients’ to services to meet the full range of their health-
related needs.

rse 

 
at the GHI supports. 

35  Developing a health system that incorporates these features has 
implications for health worker training, the structure of U.S.-supported health programs,
and activities th

 
4. Addressing the underlying determinants of health and “health in all policies”: The right to 

health encompasses the underlying determinants, including “access to safe and potable 
water and adequate sanitation, an adequate supply of safe food, nutrition and housing, 
healthy occupational and environmental conditions, and access to health-related 
education and information, including on sexual and reproductive health.”36  A related 
concept and pillar of primary health care is “health in all policies,”37 meaning policy 
reforms within and beyond the health sector that will improve health.  Whether as part of 
the GHI itself or as a coordinated and simultaneous part of U.S. development policy, the 
United States should significantly scale-up investments to address these underlying 
determinants.  The food security initiative announced at the 2009 G8 is an important start.  

                                                 
33 WHO, World Health Report 2008: Primary Health Care – Now More Than Ever (2008), at xvi.  Available at: 
http://www.who.int/whr/2008/en/index.html. 
34 UN Special Rapporteur on the right to health, Report on health systems and the right to the highest attainable 
standard of health, UN Doc. A/HRC/7/11, Jan. 31, 2008, at para. 38.  Available at: 
http://www2.essex.ac.uk/human_rights_centre/rth/docs/G0810503.pdf. 
35 WHO, World Health Report 2008: Primary Health Care – Now More Than Ever (2008), at 46-49, 53, 55.  
Available at: http://www.who.int/whr/2008/en/index.html.  Such people-centered approaches have measurable and 
significant impact on improving health outcomes.  See, e.g., id. at 48, 50, 52.  For example, mobilizing certain 
communities in Nepal to seek maternal and neonatal care – so attending to a defined population, and not only people 
who show up at the clinic – contributed to 80% reduction in maternal mortality and 29% reduction in neonatal 
mortality compared to control communities. Id. at 54.  Addressing lifestyle is critical to helping people prevent and 
control numerous diseases such as diabetes, heart disease, and HIV/AIDS.  Comprehensive care means that a health 
visit will attend to the full range in a person’s health needs, rather than attending to one health need while others 
fester and a disease that might have been cured easily instead advances and becomes more difficult and expensive to 
treat.  Just as a people-centered approach leads to improved outcomes, the failure to this approach leads to worse 
outcomes.  For example, mothers not attending antenatal care, poor communication, and inadequate follow-up were 
among the chief reasons that a study in Cote d’Ivoire found that only 12 of 462 potential incidents of vertical HIV 
transmission were prevented. Id. at 45. 
36 Committee on Economic, Social and Cultural Rights, General Comment 14, The right to the highest attainable 
standard of health, U.N. Doc. E/C.12/2000/4 (2000), at para. 11.  Available at: 
http://www1.umn.edu/humanrts/gencomm/escgencom14.htm. 
37 WHO, World Health Report 2008: Primary Health Care – Now More Than Ever (2008), at 69.  Available at: 
http://www.who.int/whr/2008/en/index.html. 
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5. Ensuring sustained and significant progress: The right to health is to be realized 

progressively, meaning movement “as expeditiously and effectively as possible towards” 
towards enabling everyone to achieve the highest attainable standard of health.38  This 
has numerous implications, including:  

 
o Strengthening local and national systems and capacities to develop well-functioning 

public health systems. 
o Strengthening local and national health leadership capacities to ensure continued and 

increased prioritization of health within national and local budgets, strategies, and 
processes. 

o Providing long-term funding commitments. As much as possible, the GHI should 
provide individual countries with firm, multi-year commitments, with the 
Administration using its budget requests and leadership with Congress to ensure that 
these commitments can be kept. 

o Recognizing need for long-term financial support.  Even as country capacities grow, 
enabling them to increasingly own their own and run their own health systems, long-
term external financial support will be required for health systems in many if not most 
low-income countries, as well as some lower-middle income countries.  The GHI 
should explicitly recognize this so that countries do not scale back their programs, 
and slow progress, for fear that in several years, funding will dry up. 

 
6. Sufficient funding: The GHI funding should be sufficient to achieving its goals, in 

concert with funding from other development partners and increased domestic financing, 
as well as innovative financing mechanisms.  The right to health includes an obligation 
for wealthier nations to provide international assistance.39  This obligation also arises as 
part of the commitments of all UN members, through the UN Charter, to act to achieve 
“universal respect for, and observance of, human rights and fundamental freedoms for 
all,”40 human rights that include the right to health.41 

 

                                                 
38 Committee on Economic, Social and Cultural Rights, General Comment 14, The right to the highest attainable 
standard of health, U.N. Doc. E/C.12/2000/4 (2000), at para. 31.  Available at: 
http://www1.umn.edu/humanrts/gencomm/escgencom14.htm. 
39 International Covenant on Economic, Social and Cultural Rights, G.A. res. 2200A (XXI), 21 U.N.GAOR Supp. 
(No. 16) at 49, U.N. Doc. A/6316 (1966), 993 U.N.T.S. 3, entered into force Jan. 3, 1976, at art. 2(1).  Available at: 
http://www1.umn.edu/humanrts/instree/b2esc.htm; Committee on Economic, Social and Cultural Rights, General 
Comment 14, The right to the highest attainable standard of health, U.N. Doc. E/C.12/2000/4 (2000), at para. 39.  
Available at: http://www1.umn.edu/humanrts/gencomm/escgencom14.htm. 
40 UN Charter, arts. 55-56. 
41 These “human rights and fundamental freedoms” are set out in the Universal Declaration of Human Rights, which 
includes “the right to a standard of living adequate for the health and well-being of himself and of his family, 
including food, clothing, housing and medical care and necessary social services.”  Universal Declaration of Human 
Rights, G.A. res. 217A (III), U.N. Doc A/810 at 71 (1948), at art. 25.  Available at: 
http://www1.umn.edu/humanrts/instree/b1udhr.htm; Henry J. Steiner & Philip Alston, International Human Rights 
in Context (1996), at 143-144 (quoting Louis Sohn).  They also gain meaning from other human rights law, such as 
the International Covenant on Economic, Social and Cultural Rights and its right to health guarantee. 
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Drawing on data from WHO, UNAIDS, and other sources, Physicians for Human Rights 
estimates a U.S. six-year (2009-2014) share of at least $95-100 billion, and possibly 
significantly more.42  This does not include the increased investments required in other 
health-related areas, such as food, water, and sanitation, or other development areas that 
impact health, such as education, which also required additional funding.  The Institute of 
Medicine recommended that U.S. global health spending should reach $15 billion 
annually by 2012.43  Other calculations also point to the need for significant increased 
global health financing to achieve international health commitments.44 
 

                                                 
42 This estimate is derived from a variety of sources, including WHO, the WHO-hosted Roll Back Malaria 
Partnership, the WHO-hosted Stop TB Partnership, UNAIDS, the Norwegian government-initiated Global 
Campaign for the Health MDGs, the Institute of Medicine, the New England Journal of Medicine, and the 
recommendations of the 2008 Global Ministerial Forum on Research for Health.  The U.S. portion of the total 
funding requirements is based primarily on the U.S. share of the global economy.  See also Brook Baker, The Long 
and Tortured Road to Adequate, Sustained, and Spendable Domestic and Donor Financing for Health (2009).  
Available at: 
http://www.pih.org/inforesources/IHSJ_Stony_Point_Conference_2009/The_Long_and_Tortured_Road_to_Adequa
te_Sustained_and_Spendable_Financing_for_Health_B.Baker.pdf.   
 
A coalition of civil society organizations focused on global health and particular aspects, such as HIV/AIDS and 
maternal and child health, are in the process of developing recommendations on Global Health Initiative targets and 
funding levels, which will be based on the best available estimates of funding needs.  This process is not yet 
complete at the time of this writing. 
43 Institute of Medicine, The U.S. Commitment to Global Health: Recommendations for the Public and Private 
Sectors (2009), at 5-7, 5-8, 5-10.  Available through: http://www.nap.edu/catalog.php?record_id=12642. 
44 The High Level Taskforce on Innovative International Financing for Health Systems has estimated the total 
additional costs “to ensure rapid progress towards” meeting MDGs 4, 5, and 6 at an additional $36-45 billion 
annually from all sources by 2015 in the 49 low-income countries.  Working Group 1 (Constraints to Scaling Up and 
Costs), High Level Taskforce on International Innovative Financing for Health Systems, Working Group 1 
Technical Report Version 6, final draft (May 20, 2009), at 5.  Available at: 
http://www.internationalhealthpartnership.net/pdf/IHP%20Update%2013/Taskforce/Johansbourg/WG1%20Report%
2020%20May.pdf.   A significant proportion of this could, potentially, come from domestic resources.  This is on 
top of $31 billion current spent in low-income countries.  Id.  Other countries, particularly lower-middle income 
countries, will also require increased health spending, including from development partners.  Civil society has 
criticized the $36 billion estimate and cautioned that the $45 billion estimate might also be too low. 
 
Another estimate comes from the MDG Africa Steering Group, comprised of major multilateral and inter-
governmental organizations, estimated that Africa will require additional external public investments of $72 billion 
per year by 2010 to achieve the MDGs, including $62 billion from OECD DAC members (the major donors); of the 
$72 billion, $28 billion would be for health (excluding other health-related investments, such in clean water and 
adequate sanitation. MDG Africa Steering Group, Achieving the Millennium Development Goals in Africa (June 
2008), at 30-32.  Available at: 
http://www.mdgafrica.org/pdf/MDG%20Africa%20Steering%20Group%20Recommendations%20-
%20English%20-%20HighRes.pdf.  The group estimated the total additional annual investments needed in water 
and sanitation at $5.8 billion, and $4 billion for nutrition and school feeding programs, with additional investments 
in improving agricultural productivity.  Id.  In 2005, the Commission for Africa, established by United Kingdom 
Prime Minister Tony Blair, estimated that donors would need to invest an additional $10 billion in health in Africa 
annually immediately and an additional $20 billion annually by 2015.  This would be in addition to increased 
funding for AIDS, as well as water and sanitation.  Commission for Africa, Our Common Interest: Report of the 
Commission for Africa, at 195.  Available at:  
http://www.commissionforafrica.org/english/report/thereport/english/11-03-05_cr_chapter_6.pdf.  
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Providing sufficient funding will very likely require additional sources of global health 
financing beyond domestic financing and increased official development assistance.  To 
supplement these sources, the United States should support innovative financing 
approaches, including the Currency Transaction Tax (CTT), one of the proposals 
examined by the High Level Taskforce on Innovative International Financing for Health 
Systems.45  Since the U.S. dollar is the world’s most traded currency, the Obama 
Administration’s support for the CTT will be particularly critical.  Even a very small tax 
(0.005%) could raise at least $33 billion annually for global health and other global 
development priorities.46   
 
The mechanism through which global health money from the CTT is distributed must be 
based on the recognition that health is indivisible and additional funding is required 
across the range of global health commitments and needs; must be transparent and 
participatory, involving civil society including affected populations, and; should not be 
channeled through international financial institutions.  The decision to move forward on 
the CTT should occur in concert with these understandings as to the mechanism, and the 
mechanism itself should be jointly designed and decided upon by both governments and 
civil society in the global North and South. 
 

III. Programmatic and Policy Implications 
 
The above principles have numerous implications for the Global Health Initiative’s policies and 
specific activities that it will support.  This remainder of this paper will describe some of these 
implications, which PHR respectfully urges the Administration to incorporate into its Global 
Health Initiative.  
 
These policies and interventions should contribute to significant, sustained improvements in 
health outcomes, making U.S. global health assistance more effective.  They will encouraged 
increased linkages among various global health programs and frequently link to or contribute to 
broader development efforts, contributing to the Administration’s desire for a more coherent, 
integrated approach to development.  And they will help build local capacities, another goal of 
the Global Health Initiative.  
 

1. Supporting national health plans, policies, processes and programs that are 
grounded in human rights  

 

                                                 
45 The CTT has also raised interest among government minister and senior development ministers.  See Tamora 
Vidaillet, “Paris development meet considers currency tax to aid poor.” Reuters, May 29, 2009. 
46 Rodney Schmidt (The North-South Institute, Canada), Innovative sources of financing for development: The 
Currency Transaction Tax (Oct. 2007).  Available at: 
http://www.un.org/esa/ffd/civilsociety/2007hearings/Schmidt_CurrencyTransTax.pdf.  See also High-Level Task 
Force on Innovative International Financing for Health Systems, Working Group 2, Working Group 2: Raising and 
Channelling Funds Progress report to Taskforce, March 13, 2009, at 3 (“it has been estimated that a currency 
transfer tax of 0.005% would have the potential to generate revenues of US$33-60 billion per year”).  Available at: 
http://www.internationalhealthpartnership.net/pdf/IHP%20Update%2013/Taskforce/london%20meeting/new/Worki
ng%20Group%202%20First%20Report%20090311.pdf. 

 12



The Global Health Initiative should use a range of funding and other policy levers to encourage 
countries to ground their own health plans, policies, processes, and programs in human rights, 
conforming to the principles above.  These policy directions that the United States should 
encourage include, but are not limited to: 
 

o Ambitious strategies aimed at meeting health need and meeting national, regional, and 
international commitments and agreements on improved health outcomes. 

o Promoting equity and giving special priority to disadvantaged populations throughout the 
health system, including in setting its goals and targets, developing the health workforce, 
constructing and rehabilitating health infrastructure, mobilizing and disbursing health 
funding (including the elimination of health user fees), capturing relevant information in 
health information systems, and distributing drugs and commodities. 

o Supporting the full engagement of civil society and communities, including members of 
marginalized populations, in planning, implementing, and monitoring and evaluating 
health services at national and local levels, including participating in formal decision-
making structures. 

o Providing comprehensive health services at the local level, integrated as appropriate. 
o Coordinating and as appropriate integrating health services with community-based social 

services and other services and programs that address the underlying determinants of 
health, including legal services and programs addressing food and nutrition, water and 
sanitation, gender-based violence, economic development, and psychosocial support.  

o Ensuring the sound medical and public health basis of policies. 
o Addressing stigma and discrimination in or as they affect the health sector, including 

discrimination against and mistreatment of women and girls, indigenous populations and 
disfavored minorities, sexual minorities, refugees or stateless people, people with 
disabilities, people living with HIV/AIDS and other stigmatized diseases, injecting drug 
users, and commercial sex workers. 

o Protecting and promoting patients’ rights, including rights to confidentiality, privacy, 
informed consent, nonjudgmental and respectful treatment, and safety. 

o Protecting and promoting health workers’ rights, including to safe working conditions 
and confidential HIV and other health services. 

o Supporting improved health literacy. 
 
The Global HEALTH Act, legislation being drafted by Representative Barbara Lee, has 
important policy in this regard.  PHR urges the Administration to actively support the swift 
passage of and full funding for this legislation. 
 
Specific strategies that the Global Health Initiative should incorporate to advance the above and 
related policies include: 
 
1. Civil society support: The United States should significantly increase its support for 
indigenous civil society organizations that seek to improve health conditions in their country 
through policy analysis and engagement, monitoring and evaluating their national and local 
health policies and budgets, and related analysis and advocacy that supports the development of 
well-functioning, equitable, rights-based health systems. 
 

 13



This should include, where local civil society expresses an interest, assistance to civil society to 
develop and run (including with communications and transportation assistance) national civil 
society health platforms, organized and inclusive networks of health civil society within a 
country that enhance their collective capacity to effectively engage with each other and with 
government, including support to facilitate their engagement in local and national health-related 
policy dialogues.  The Global Health Initiative should also fund and help build the capacity of 
national health civil society networks that already exist.  While the structures and nature of such 
networks will be determined locally, the United States can encourage and provide support that 
can enable them to be widely inclusive, including civil society working on food, water and 
sanitation, women’s rights, and other development issues that affect health. 
 
Support to civil society organizations should include core support, capacity building, and 
programmatic support.  The Global Health Initiative can include a variety of mechanisms of 
support for civil society, including through well-resourced small grants programs, umbrella 
grants to larger organizations that provide sub-grants to civil society organizations, and greatly 
increasing the funding to embassies for ambassadors’ community, human rights, and other small 
grant funds.  The Global Health Initiative could also create a new, dedicated fund to supporting 
local health civil society engaged in analysis and advocacy, or a similar fund that covers a range 
of civil society organizations, including but extending beyond health-focused organizations.47 
 
Civil society support should include using diplomatic and other levers to ensure that health (and 
other) civil society has space to operate independently, without being threatened or stifled by 
government, whether directly or through onerous registration or funding requirements.  Because 
government efforts to limit civil society advocacy typically will span across a range of NGOs, 
this is an area for the Global Health Initiative to be integrated into and coordinate with both 
broader U.S. development policy and foreign policy.  It is also an effort that stands to have 
impact that is much broader than health, and could affect such issues as equal rights for women, 
human rights more broadly (including but not limited to the right to health), governance, 
corruption, transparency, and democracy.   
 
As PHR has found, because governments might not view health civil society as presenting 
political threats, even in countries governed by repressive regimes it may be possible to help civil 
society organizations function and hold their government accountable, even as more overtly 
political organizations are suppressed.48  Health (and possibly other development-related) civil 
society – and U.S. efforts to build civil society capacity to participate in policy-making, hold 
governments accountable, and emphasize the rights of poor and marginalized populations – 
could therefore have a special role in promoting accountability, better governance, and 
transparency. 
 

                                                 
47 See, for example, the UK Department for International Development’s Civil Society Challenge Fund: 
http://www.dfid.gov.uk/Working-with-DFID/Funding-Schemes/Funding-for-not-for-profit-
organisations/CSCF/Civil-Society-Challenge-Fund-Application-Guidelines/. 
48 During a visit to Zimbabwe in November 2006, PHR was told that for this reason, the Zimbabwe Association of 
Doctors for Human Rights could continue to function with little interference from the government, even as the 
government had already begun a harsh crackdown on the opposition. 
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In addition to supporting individual civil society organizations and the development of national 
health civil society networks, the Global Health Initiative should support coordination and 
lesson-sharing across countries so that civil society organizations are able to learn about and 
undertake effective strategies, engage in South-South civil society skills building efforts, and 
coordinate their interaction at regional and global levels. 
 
2. Technical support: The United States should provide technical support for countries that are 
developing or updating their national health strategies to assist and encourage them to include the 
above policies.  In addition, the United States should encourage countries to incorporate these 
policies into health and policies whenever U.S. officials have the opportunity to provide input 
into them. 
 
This technical support and policy engagement should extend beyond national health strategies 
and policies.  The United States should provide similar support at more local levels (such as 
provincial and district levels).  And this support and engagement should extend to disease 
policies and programs.  For example, the United States should support countries in incorporating 
into their national AIDS plans rigorous, benchmarked strategies to address discrimination against 
people living with HIV/AIDS and stigmatized groups at heightened risk of contracting HIV, 
support health worker curriculum reforms that address stigma and discrimination, and facilitate 
the engagement of marginalized populations in national AIDS strategy development and 
planning.  Where the United States is supporting countries in developing strategies to address 
maternal mortality, it should encourage exempting maternal and child health services (at the 
least) from user fees, outreach strategies for poor and other marginalized populations, and 
training and sensitization programs and other strategies to ensure that health workers behave 
respectfully towards women, including the poorest women and indigenous women.  
 
Whenever the United States is contracting out technical support, for these purposes or otherwise, 
the United States should use local providers of technical support wherever possible.  This will be 
considerably less expensive than U.S.-based technical support and may be more effective, as the 
technical support providers will be especially well-versed in the local context and will have a 
long-term and continuing relationship with the country. 
 
3. Human rights education for health workers: The Global Health Initiative should include 
training health workers in human rights.  This should further incorporation of the above policies 
in countries’ health policies and practices in at least three ways.  First, many government 
officials who design health policies are themselves health workers.  Enhanced health worker 
understanding of human rights, including the right to health, therefore, can help develop 
policymakers who are knowledgeable about the right to health and other rights, and will work to 
incorporate human rights into policy.49  Second, health professionals can become powerful 
health and rights advocates. 
                                                 
49 “Health professionals can use health-related rights to help them devise more equitable policies and programmes; 
to place important health issues higher up national and international agendas; to secure better coordination across 
health-related sectors; to raise more funds from the Treasury; to leverage more funds from developed countries to 
developing countries; in some countries, to improve the terms and conditions of those working in the health sector; 
and so on. It is crucial that many more health professionals come to appreciate that the right to the highest attainable 
standard of health is not just a rhetorical device, but also a tool that can save lives and reduce suffering, especially 
among the most disadvantaged.”  Paul Hunt, Implementation of General Assembly Resolution 60/251 of 15 March 

 15



 
And third, such education would better enable health workers themselves to influence their own 
practice in ways that will advance the above policies.  For example, training health workers in 
human rights, including addressing stigma and discrimination, as well as rights to respect, 
confidentiality, informed consent, and privacy, can reduce health workers’ discrimination and 
mistreatment of patients.  Human rights training might influence health workers’ practice in 
other ways as well, such as by encouraging them to choose to serve in a rural area and work with 
disadvantaged populations.50 
  
The Global Health Initiative should therefore incorporate human rights training of health workers 
in the in-service training that the United States provides and in the pre-service training curricula 
that the United States helps develop.  The United States should also work with ministries of 
health and education, civil society, health professional associations, and relevant parliamentary 
committees to reform pre-service training curricula, including as needed by developing the legal 
and regulatory framework, to incorporate human rights, including the right to health, into health 
worker pre-service training curricula. 
 
4. Human rights education for patients (health system users): Members of the public, using 
political, legal, media, and other channels, can have a central role in holding the government 
accountable to its obligations and in promoting the types of rights-based policies that will enable 
the health system to most effectively respond to their needs.  This will require people to know 
their rights, including how to engage the government.  The Global Health Initiative should 
support both government and civil society efforts to educate people on their health-related rights, 
including on the right to health itself and on specific entitlements, such as how they can expected 
to be treated, what they can expect to pay (including what services are free), and when health 
workers should be available at their local health facilities.  The GHI should also support the 
development and implementation of policies to inform people of their rights (such as requiring 
health facilities to prominently post a list of patients’ rights) and to enable them to secure these 
rights (including facilitating access to legal services). 
 
5. PEPFAR Partnership Framework and other bilateral agreements: When developing health or 
other relevant agreements with countries, including PEPFAR Partnership Framework 
agreements, the United States should include commitments and policy directions as described 
above.  To the extent possible, agreements should include strong and specific language 
committing to repealing or reforming discriminatory legislation, and to enacting and 
implementing laws and regulations that protect the rights of populations at risk of discrimination 
and mistreatment.  These populations include people living with HIV/AIDS, women and girls, 

                                                                                                                                                             
2006 Entitled “Human Rights Council,” Report of the Special Rapporteur on the right of everyone to the enjoyment 
of the highest attainable standard of physical and mental health. U.N. Doc. A/HRC/4/28 (Jan. 11, 2007), at para. 44. 
Available at: http://www2.essex.ac.uk/human%5Frights%5Fcentre/rth/docs/council.pdf. 
50 Dr. Chukwumuanya Igboekwu , a practicing doctor in rural Nigeria who is also with Physicians for Social Justice, 
told Physicians for Human Rights: “A deep understanding of human rights compels one to stand in solidarity with 
marginalized groups who suffer discrimination in terms of access to healthcare service delivery.” Physicians for 
Human Rights, The Right to Health and Health Workforce Planning: A Guide for Government Officials, NGOs, 
Health Workers and Development Partners (2008), at  62. Available at: 
http://physiciansforhumanrights.org/library/documents/reports/health-workforce-planning-guide-2.pdf. 

 16

http://www2.essex.ac.uk/human_rights_centre/rth/docs/council.pdf
http://physiciansforhumanrights.org/library/documents/reports/health-workforce-planning-guide-2.pdf


injecting drug users, men who have sex with men and other sexual minorities, sex workers, 
indigenous populations, and people with disabilities. 
 
Notably, UNAIDS has found that HIV prevention services were significantly more likely to 
reach most-at-risk populations in countries with non-discrimination laws or regulations 
protecting those populations than in countries that did not have such laws or regulations.51  
Along with protecting their own health, reducing HIV levels among most-at-risk populations will 
also slow the transmission from these groups into the general population.  Moreover, by working 
to enhance the legal protections for and rights of presently discriminated against populations, the 
United States will be supporting the rule of law (in which equal treatment under the law is a 
central principle), will improve the lives of these populations well beyond the health sector and, 
where, these reforms enable people to engage more fully in the economic life of their nation, 
should also contribute to economic growth and development. 
 
Where it is not possible to include such commitments, the agreements should, at the least, create 
the policy space for dialogues on these issues – involving the U.S. government and local civil 
society – that have real potential for leading to these reforms in the near term. 
 
In all cases, the United States should collaborate closely with local civil society on how best to 
incorporate these issues into the agreements, as well as what if any consequences or measures are 
appropriate where governments refuse to do so, or fail to follow through on these commitments.  
To build the national support for what may be deep rooted stigma and discrimination, significant 
U.S. support for local civil society organizations that are working to create changes in attitudes 
and norms – and laws – will often be critical. 
 

Civil society consultation and bilateral agreements: The United States should work 
closely with civil society advocates for women’s rights and the rights of other 
marginalized populations, as well as health civil society, in developing strategies to most 
effectively advance rights of women and marginalized populations, the right to health 
including the policies above, and including the levels of domestic health financing.  
These discussions should address, among other things, how to most effectively advance 
these issues through bilateral agreements, and whether and to what extent increases in 
health foreign assistance should in any way be conditioned on progress on these rights 
and policies. 

 
6. Diplomatic and consular missions: The United States should support repealing discriminatory 
laws and establishing laws and regulations that protect marginalized populations – necessary to 
ensuring their access to health services, but with many other benefits as well for their full 
participation in society – through its diplomatic and consular missions, including through high 
level (country ambassador and high-level State Department officials) engagement.  This would 
reflect and expand to other populations a directive in H.R. 2410, the Foreign Relations 
Authorization Act, Fiscal Years 2010 and 2011, that “the Secretary of State shall work though 
appropriate United States Government employees at United States diplomatic and consular 
missions to encourage the governments of other countries to reform or repeal laws of such 

                                                 
51 UNAIDS, 2008 report on the Global AIDS Epidemic (2008), at 84. Available through: 
http://www.unaids.org/en/KnowledgeCentre/HIVData/GlobalReport/2008/2008_Global_report.asp. 
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countries criminalizing homosexuality or consensual homosexual conduct, or restricting the 
enjoyment of fundamental freedoms, consistent with United States law, by homosexual 
individuals or organizations.”52 
 
7. Right to health units: The Global Health Initiative should support countries in establishing 
right to health units within their governments that can be an internal government advocate on 
incorporating the various elements of the right to health into the health system, including 
supporting systems that are accountable to the people that they serve and that promote the 
linkages within the health system and to other development programs that are also be central to 
the Global Health Initiative.  In Uganda, with UNDP support, the Uganda Human Rights 
Commission established a health rights unit to help “people realise what they are entitled to in 
the health units and empower them to demand…the services” and offer legal aid to people’s 
whose health rights are violated.53  Also in Uganda, WHO and SIDA are supporting a right to 
health desk in the health ministry.  This position seeks to build capacity among health 
professionals on the right to health, mainstream the right to health in the health sector, and 
advocate for incorporating right to health-based policies in other sectors, including through 
partnerships that create a multi-sector approach to addressing the right to health.54  
 
8. Health ministry capacity: It is important that health ministries understand the importance of 
rights-based policies, and have the capacity to develop and implement them, including through 
partnerships with civil society at both national and sub-national levels.  This may require 
capacity building of health ministries and more local health departments, which the Global 
Health Initiative should provide.  Human resources for health departments, for example, are 
often understaffed or staffed with poorly qualified managers,55 meaning that their focus must be 
largely on day-to-day business rather than developing and implementing innovative policies.  
Targeted technical assistance, including temporary secondments, can increase immediate 
capacity as longer term capacity is developed.   
 
9. Parliamentary engagement: The Global Health Initiative should recognize the value of 
engaging members of Parliament in partner countries, especially members of relevant 
committees, such as health, education, HIV/AIDS, human rights, gender, social welfare, and 
finance.  In many countries, they represent an under-recognized set of potential internal 
government advocates for improved health policies and increased domestic health financing.  
The United States should explore ways in which to build the capacity of parliamentarians in 
these areas. 
 
10. U.S. State Department reports: One tool that the Obama Administration could use to support 
rights-based health policies is to integrate right to health considerations into the annual State 
Department country human rights reports.  Indeed, the reports could (and should) be expanded to 

                                                 
52 Whether and how this will be reflected in the final legislation is not known as of the time of this writing. 
53 Conan Businge, “Health Rights Unit Launched.” New Vision (Uganda), Sept. 30, 2008. Available at: 
http://allafrica.com/stories/200810010018.html. 
54 The information on the right to health desk in Uganda is based on an interview PHR conducted with Dr. Faustine 
Maiso, Right to Health Officer, Uganda Ministry of Health / World Health Organization, July 28, 2009. 
55 Ummuro Adano & James McCaffery, Global Fund Round 9 Opportunity to Build Human Resource Management 
Capacity: the central pillar in health systems strengthening initiatives (Oct. 2008).  Available at: 
http://physiciansforhumanrights.org/library/documents/reports/round-9-hrm-capacity.pdf. 
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address the full range of economic, social, and cultural rights issues.  At present, they address 
civil and political rights and only one aspect of economic, social, and cultural rights: workers’ 
rights.  As described above, the right to health has received considerable attention recently, 
leading to a solid framework to enable the right to be effectively monitored, and making it a 
prime candidate to be included in the State Department reports. 
 
The process of developing the human rights reports, which includes in-depth information 
gathering from a wide range of sources by U.S. missions, can help advance these rights through 
increasing the understanding that U.S. officials have of these rights, which can make them more 
effective advocates for these rights.  They will also interact with local civil society organizations 
addressing these rights that the United States could support (financially and through other forms 
of partnership).  The U.S. missions’ findings could inform U.S. programming, such as through 
identifying issues and organizations that require support.  Highlighting ways in which the 
observance of these rights needs to be improved can contribute to countries changing policies or 
taking other actions to more fully realize these rights.  Uganda, for example, has increased its 
attention to neglected tropical diseases and public education on the right to health following a 
report by the UN Special Rapporteur on the right to health in Uganda.   
 

2. Cross-cutting themes: Supporting equity, civil society participation, integration, 
and health and development linkages in U.S. global health programs 

 
As the United States develops and implements a strategy to support equitable health systems, 
civil society participation in national health planning and monitoring processes, and so forth, the 
United States should incorporate these policies and principles into its own policies and 
programmatic support.  The Global Health Initiative should therefore incorporate the following 
cross-cutting themes throughout U.S. global health programs. 
  
1. Equity: Overcoming barriers to access and focus on marginalized populations: The Global 
Health Initiative should place special emphasis on enabling people, particularly poor and other 
marginalized or vulnerable populations, to overcome barriers to accessing quality health 
services.  Such access is a cornerstone of achieving the proposed Global Health Initiative goals 
of universal access and of achieving the MDGs not only at a country-wide level, but also for the 
poorest quintile and specific marginalized populations.   
 
Under the right to health, access has four components,56 all of which the Global Health Initiative 
should address: 

 
One is physical access.  People must be able to reach health facilities.  This may require such 
measures as rehabilitating health facilities in rural areas and constructing new ones (which would 
require additional authorizations), and in some cases residential quarters for health workers to 
attract and retain health workers in these regions.  Other strategies will also be needed to enable 
remote populations to reach health facilities, such as using mobile clinics and other forms of 
direct outreach to remote and other underserved populations, purchasing and maintaining 

                                                 
56 Committee on Economic, Social and Cultural Rights, General Comment 14, The right to the highest attainable 
standard of health, U.N. Doc. E/C.12/2000/4 (2000), at para. 12.  Available at: 
http://www1.umn.edu/humanrts/gencomm/escgencom14.htm. 
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ambulances (to enable people to reach first-level facilities and higher-level facilities), and 
supporting community health workers and other community-based health workers (such as 
nurses based in the communities they serve).  It will also require rehabilitating facilities and 
supporting transportation to enable disabled people to access health care.  Since health facility 
construction (and rehabilitation) is a potentially expensive venture, the Global Health Initiative 
should ensure that such activities are undertaken through a competitive, open bidding process 
using local contractors. 
 
Another aspect of access is financial access.  Health services “must be affordable for all,” and 
“poorer households should not be disproportionately burdened with health expenses as compared 
to richer households.”57  Financing systems will have to address both formal payments (e.g., 
through social insurance systems) and informal payments (e.g., transportation costs) to ensure 
that neither serves as a barrier to access for disadvantaged portions of the population.  Among 
other things, this entails abolishing health user fees and replacing them with equitable financing 
systems that will ensure that money is not an obstacle to health care for even the poorest 
members of society. 
 
Besides assisting countries to develop such systems, the Global Health Initiative should help 
countries fund them (which to some extent will be the case already through other U.S. global 
health funding), including funding to address transportation and other informal costs.  The 
Global Health Initiative should also promote and help fund policies that ensure that people know 
the health charges they are – and are not – responsible for, including any fee waiver policies.  
This would entail, for example, clearly posting signs in health facilities with this information, 
and working with local media to educate people.58  The United States should also use its 
diplomatic levers to end practices of detaining indigent patients who are unable to pay fees, a 
practice that violates various human rights and can be used by abusive husbands as a way to 
control their wives.59 

 
A third aspect of access is non-discrimination, requiring special measures to ensure access for 
vulnerable and marginalized populations, including by removing stigma and discrimination from 
the health sector.  People are discouraged from seeking health services if they are discriminated 
against or otherwise mistreated.60 
 
The Global Health Initiative should support policy reforms and provide funding and technical 
advice to facilitate countries in taking a comprehensive approach to addressing health sector 
stigma and discrimination.  The GHI should establish a policy that all health worker training that 

                                                 
57 Id. at para. 12(b).  
58 Personal communication with Elisa Slattery, Regional Manager and Legal Adviser for Africa, Center for 
Reproductive Rights, Aug. 3, 2009. 
59 Id.; Edmund Sanders, “In Kenya, patients held hostage to medical bills.” Los Angeles Times, June 27, 2009. 
60 See, e.g., Joyce Namutebi, “Guards treating patients, say MPs.” New Vision, Dec. 17, 2008 (“Dr. Anthony 
Mbonye, an assistant commissioner at the health ministry [in Uganda], said the mistreatment of expectant mothers 
by midwives was discouraging women from delivering at health centres.”).  Available at: 
http://www.newvision.co.ug/detail.php?newsCategoryId=12&newsId=665165; Center for Reproductive Rights & 
Federation of Women Lawyers – Kenya, At Risk: Rights Violations of HIV-Positive Women in Kenyan Health 
Facilities (2008), at 12-13, 50.  Available at: 
http://reproductiverights.org/sites/default/files/documents/At%20Risk.pdf.   
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the United States provides or supports will includes modules (developed based on the particular 
context) that address stigma and discrimination, including by incorporating such modules into 
U.S.-supported HIV/AIDS and other pre-service curricula.  Further, the United States should 
work with health workers, health and education ministries, civil society, and relevant 
parliamentary committees to incorporate such material into countries’ standard curricula; support 
national laws and regulations that prohibit discrimination in the health sector (and other sectors) 
and establish procedures to address cases of health sector discrimination; support strategies to 
educate patients on their rights, and; strengthen the capacity of health professional associations to 
address stigma and discrimination.  
 
The fourth dimension of access is access for all to health information, “the right to seek, receive, 
and impart information and ideas concerning health issues.”61  Along with various training 
activities to ensure that health workers have and therefore can impart information, including 
through distance learning to help provide information to remotely located health providers, the 
Global Health Initiative should support strategies to improve the health literacy of the 
population.62  Community health workers can be an important piece of such strategies, as can be 
the media.  The United States should also support the development of community health 
information centers, such as those opened in Kenya with U.S. National Institutes of Health 
support, which are a powerful model for enabling people to access a wide range of health 
information, including through group discussions, outreach, and a CD-ROM collection.63 
 
Along with addressing the various dimensions of access directly, prioritizing efforts to meet the 
health needs of marginalized populations, and ensuring that these populations can participate in 
health planning and monitoring processes, the focus on equity will also impact what entities 
receive U.S. global health support.  A strong public health system, with its scale and with the 
government responsibility to ensure that everyone can access health services, will be critical to 
ensuring the universal reach of the health system, including to poor and remote segments of the 
population.  The Global Health Initiative should place special emphasis on strengthening public 
health systems, including directly funding governments for this purpose.  It should also fund not-
for-profit providers, including NGOs (where possible, indigenous NGOs) and faith-based 
providers (again, indigenous whenever possible) to help reach rural and marginalized 
populations.  In some countries, faith-based health networks have a particularly strong presence 
in rural areas.  Trust that NGOs have built with communities, including marginalized populations 

                                                 
61 Committee on Economic, Social and Cultural Rights, General Comment 14, The right to the highest attainable 
standard of health, U.N. Doc. E/C.12/2000/4 (2000), at para. 12(b).  Available at: 
http://www1.umn.edu/humanrts/gencomm/escgencom14.htm. 
62 Improved health literacy can have a large health impact, including better hygiene, increased health service 
utilization, and lifestyle changes. To take one example, WHO reports that at 15% reduction in dietary salt intake in 
23 countries with 80% of the global disease burden, accomplished through a combination of changed manufacturing 
practices and mass-media campaigns, could save 8.5 million lives over a decade.  WHO, World Health Report 2008: 
Primary Health Care – Now More Than Ever (2008), at 65.  Available at: 
http://www.who.int/whr/2008/en/index.html.    
63 WiRED International, U.S. National Institutes of Health, Office of AIDS Research Renews Funding for WiRED's 
HIV/AIDS Prevention Programs in Kenya, July 2004, 
http://www.wiredinternational.org/kenya/kenya_renewedFunding.html, accessed Aug. 5, 2009; Luke Thuo (client, 
Mombasa, Kenya), “A Community Health Information Center which Made an Impact in My Life.” WiRED 
International, http://www.wiredinternational.org/kenya/kenya_luke.html, accessed Aug. 5, 2009. 
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such as injecting drug users and sexual minorities, may enable them to provide health services to 
people whom the government health services have difficulty reaching. 

 
Where the United States engages the private health sector,64 seeking to harness its often 
considerable resources and direct them towards public health goals, including universal access, 
the United States must ensure that its private sector support is consistent with and promotes 
equity and other human rights principles, and does not divert resources from poorer segments of 
the population.  While in some countries neither the public nor private sectors reach the poorest 
part of the population, where health services do reach the very poor, they do so through a pro-
poor public sector.65  Hence the importance of the Global Health Initiative explicitly recognizing 
the importance of a robust public health system and a public sector-led health sector.   
 
2. Health, development, and respecting rights: Addressing the underlying determinants of health: 
The Obama Administration has made clear its desire to support integrated health systems and, 
indeed, to have greater collaboration and synergies between health programs and other 
development efforts, breaking down silos within the health sector and between health and other 
sectors.  The proposed goals of the Global Health Initiative, including universal access to 
essential health services – including the underlying determinants of health – and the rights-based 
approach would both require collaboration between health and other sectors, as well as increased 
investments beyond the health sector.  This will require that in concert with a fully funded 
Global Health Initiative, the Administration and Congress would significantly increase funding 
for other health-related development programs, including water and sanitation, food security 
(with the Administration’s food security initiative being an important start), and shelter. 
 
In addition to significant increased investments in the underlying determinants of health, ways in 
which the Global Health Initiative should address these underlying determinants of health 
include: 
 
 Supporting multi-sectoral collaboration: The GHI should look to opportunities to 

facilitate multi-sectoral collaboration at various levels of government and among civil 
society.  This could include providing funding, skills-building and mentoring, and policy 
support to health ministry officials to engage with other ministries that address health-

                                                 
64 Such engagement could include, for example, ensuring that the private sector, as well as other non-public sectors 
(NGO, faith-based) are incorporated in the national planning process and captured in information systems, and 
supporting the government’s capacity to regulate and ensure the quality of the private sector. 
65 An examination of six countries in Asia found that while in some cases neither the public nor private sector 
reached the poorest segment of the population, in the countries where the poorest segment of the population was 
able to access health care (particularly Hong Kong, Malaysia, and Sri Lanka), it was through the public, and not 
private, sector.  Ravi P. Rannan-Eliya, Director, Institute of Health Policy (Sri Lanka), presentation on Private 
Provision in Health: Comments on Blind Optimism, at the World Bank, Washington, DC, Feb. 11, 2009, at slide 5.  
A World Bank analysis of skilled birth attendant coverage for the poorest quintile of the population found that an 
extremely low percentage of births were covered by private sector providers, whereas coverage for public sector 
providers varied considerably, and was associated with the overall level of coverage in the country.   For example, in 
countries where 20-39.9% of all births were attended by a skilled health worker, only 3% of births among the 
poorest quintile were covered by a private health provider, while 23% of births in this quintile were covered by a 
public sector skilled birth attendant.  The corresponding figures for countries with at least 40% skilled birth 
attendant coverage were a mere 4% of births among the poorest quintile being attended by private sector skilled 
health personnel compared to 65% coverage of public sector providers.  Id. at slide 6. 
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related issues (e.g., gender, water, education); ensuring multi-sectoral participation in 
U.S.-sponsored meetings and conferences; engaging health as well as other parliamentary 
committees on health issues; supporting health civil society networks that include civil 
society organizations focused on issues such as food, water and sanitation, and gender; 
supporting country efforts to develop, through inclusive, participatory processes, 
strategies that address health-related challenges and needs beyond the health sector, and 
helping mobilize the resources and political will to implement them; supporting the 
development and implementation of social protection schemes or cross-cutting strategies 
that address both health services and the underlying determinants of health,66 and; 
sharing examples of successful collaborations. 

 
 Multi-sectoral involvement in U.S. health planning: The Global Health Initiative should 

ensure that education, gender, food, and other sectors are part of the teams and 
consultation processes when the United States develops its health-related programs and 
strategies at country level.  

 
 Support of women’s and other grassroots organizations: Various structural and legal 

inequalities that discriminate against women, and lack of respect for women and their 
rights, are significant drivers of such health problems as HIV/AIDS, maternal mortality, 
and gender-based violence.  Efforts to change laws and practices that fail to recognize 
and respect the equality of women must be integrated into the Global Health Initiative.  
Such changes will have an impact well beyond health, also affecting women’s education 
and overall life prospects, contributing to economic growth, improving the lives of their 
children, and very likely having broader benefits to government and governance. 

 
No one is better positioned than local women advocates themselves to engender 
fundamental changes in gender norms, to press for enacting and implementing laws 
rooted in gender equality, to challenge health systems that do not meet the needs of 
women, and to otherwise respond to the gender inequalities that harms the health of 
women and girls.67  They can promote gender norm change, support livelihood and 
education for women and girls, address violence against women, advocate and litigate on 
behalf of women’s legal rights and support legal changes to advance the rights of women, 
and support women living with HIV/AIDS and other diseases.  Yet the small, grassroots, 

                                                 
66 For example, a social insurance scheme in Chile, targeted at families in extreme poverty, includes psycho-social 
support, financial support, and “preferential access to pre-school programmes, adult literacy courses, employment 
programmes and preventive health visits for women and children.” WHO, World Health Report 2008: Primary 
Health Care – Now More Than Ever (2008), at 33.  Available at: http://www.who.int/whr/2008/en/index.html.   The 
Oportunidades program in Mexico provides cash transfers linked to school attendance, cash grants for nutrition, and 
preventative health services.  See World Bank, Shanghai Poverty Conference: Case Study Summary: Mexico’s 
Oportunidades Program (c. 2003).  Available at:  
http://info.worldbank.org/etools/docs/reducingpoverty/case/119/summary/Mexico-Oportunidades%20Summary.pdf.  
The program benefits about one-quarter of the country’s population.  World Bank, The South Teaches the North 
How to Break Poverty Cycle (Feb. 11, 2008).  Available at:   
http://web.worldbank.org/WBSITE/EXTERNAL/NEWS/0,,contentMDK:21642718~pagePK:64257043~piPK:4373
76~theSitePK:4607,00.html. 
67 See, e.g., Helen Epstein, The Invisible Cure: Africa, the West, and the Fight Against HIV/AIDS (2007). 
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community-based women’s organizations that have such potential to create change have 
particular difficulty accessing funds.68   
 
The Global Health Initiative should help change this dynamic by providing significant 
levels of core funding, capacity-building funds and assistance, and programmatic support 
to women’s grassroots organizations, as well as to networks and organizations of people 
living with HIV/AIDS, sexual minorities, people with disabilities, injecting drug users, 
and other populations that are victims of stigma and discrimination that negatively 
impacts their health.  As suggested above, this could happen through several 
mechanisms, including through expanded small grants programs, umbrella grants, 
ambassador funds, or a new fund for civil society.  

 
The Global Health Initiative could require an assessment and strategy to determine the 
best way to significantly scale up support to these grassroots organizations; to monitor 
the assistance recognizing that the impact on health indicators often will take some time 
to appear and often occur indirectly; to guide country-level U.S. strategies and targets on 
support for these organizations; to ensure these organizations’ participation developing, 
implementing, and monitoring in U.S. country-level health strategies, and; to facilitate 
sharing lessons and experiencing among women’s grassroots organizations and other 
organizations of groups advocating for equal rights and respect. 

 
 Integration: The Global Health Initiative should direct that U.S. global health aid be 

designed and programmed so as to support the development of integrated health systems, 
including by integrating U.S. HIV/AIDS and other health programs with the broader 
health systems.  This integration should cover not only health services but also social 
services and other services and programs that can reduce their vulnerability to disease or 
otherwise benefit their health, including legal services, food and nutrition programs, 
economic empowerment programs, psychosocial support programs, and programs 
addressing gender-based violence. 

 
The GHI should support countries in developing a well-connected web of services where 
patients have ready access, whether through direct integration or as part of well-
functioning referral systems, to the full range of health services that they require and to 
community-based services to meet their other health-related needs.  This web of services 
should include community-based health services to help support and monitor people’s 
health between visits to health facilities, and to refer people to health facilities as needed.  
The United States should assist in providing health workers the skills and information 

                                                 
68 UNIFEM and the ATHENA Network recommend the need to “[s]implify funding mechanisms so as to facilitate 
grater access to resources by women’s organizations, especially community-based women’s organizations, and 
target resources to these organizations.” UNIFEM & ATHENA Network, The Power of Participation: Women 
Leaders Speak (executive summary from a forthcoming review) (2008), at 3.  Available at: 
http://www.unifem.org/attachments/stories/ThePowerOfParticipation_ExecutiveSummary_SinglePages_200808.pdf
.  UNAIDS reports that “in only 20% of countries do nongovernmental respondents indicate that civil society 
organizations have meaningful access to financial support.”  UNAIDS, 2008 report on the Global AIDS Epidemic 
(2008), at 82. Available through: 
http://www.unaids.org/en/KnowledgeCentre/HIVData/GlobalReport/2008/2008_Global_report.asp. 
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required to make appropriate referrals, facilitate establishing partnerships between health 
facilities and community-based services, and through a coordinated development 
approach, helping fund the development of community-based services where they are 
weak or nonexistent. 

 
In general and as appropriate, the GHI should support integration at the point-of-service, 
co-locating services to enable patients to have as many of their needs met as possible 
during a single visit to a health facility after queuing on no more than one line.69  This 
can have a number of benefits.  This is more convenient for patients – a significant 
consideration when the costs in time and money of visiting to multiple locations may 
prevent a patient from following up on a referral – and contributes to efficient use of 
limited human and other resources.  Integration can help overcome stigma, when stand-
alone facilitate (such as for AIDS) can mark a patient as having a stigmatized disease, 
deterring the patient from seeking those services.  And integrating HIV and family 
planning services can also engage men in discussions of reproductive health, HIV 
prevention, testing, and counseling, and related topics – one of the major benefits of 
integration, according to key stakeholders in Kenya.70  
 
At the same time, development partners and host countries must take into account local 
realities, including health system capacities and the desires of the population.  These may 
militate against immediately integrating certain health system functions if the public 
system is too weak; in such cases, investments are required to strengthen the public 
system to enable integration in the medium or longer-term.71  Similarly, if health workers 
are unprepared for integration – for example, they have not been trained and are not being 
provided supervision on new services that they would provide – integration could have 
negative consequences.  Significant care must be taken in moving away from disease-
focused programs towards a more integrated approach to ensure that the transition does 
not lead to effective strategies being dismantled and needed resources and support being 
lost.  Experience has shown that ending disease-focused programs without ensuring that 
the integrated approach accounts for the particular technical support, financial, 

                                                 
69 For example, at a large provincial hospital in Kenya, until special measures were implemented to redress the 
problem, only 50% of people diagnosed with HIV at various outpatient or inpatient departments went to the 
hospital’s HIV clinic, in large part because of very time-consuming lines. Personal communication with Kelly 
Curran, Director of HIV/AIDS and Infectious Diseases, JHPIEGO, Aug. 10, 2009. 
70 Based on conversations PHR staff members Amanda Cary and Lissy DeSantis had with health workers and 
community members in Kenya in December 2008. 
71 At a May 2006 meeting in Cape Town, South Africa, a meeting of AIDS advocates, health systems experts, health 
officials and workers, and people living with HIV/AIDS agreed that countries should undertake “an explicit 
assessment and evaluation of which components…can be integrated into general health systems and which require 
vertical implementation in the short to medium term.”  If a vertical approach is chosen for the short-term (perhaps 
because of urgency combined with the serious weaknesses of existing systems), specific plans should be made – and 
the necessary measures taken – “for integrating all vertical components into the general health system in the medium 
and long term.”  Finally, program planners should consider possible unforeseen consequences of their approach and 
“include contingency strategies to address potential problems.” Communiqué from Moving towards Universal 
Access: Identifying Public Policies for Scaling Up AIDS Treatment and Strengthening Health Systems in 
Developing Countries, a workshop sponsored by Gay Men’s Health Crisis with support from The Rockefeller 
Foundation, May 4-5, 2006, Cape Town, South Africa. 
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informational, and other needs for successfully controlling and treating the disease(s) at 
issue can have tragic consequences.72   
 
Furthermore, expected benefits of may not materialize.  For example, in general, 
integrating HIV programs with reproductive health and other health services enables 
people to avoid the potentially stigmatizing mark of stand-alone HIV/AIDS facilities, 
thus increasing uptake to HIV programs.73  However, the recent closing of specialized 
HIV centers in Mozambique and instead integrating AIDS treatment into the broader 
health services has led to reduced compliance, people abandoning treatment, and 
increased stigma.  This appears to be due at least in part due to the privacy and level of 
attention the separate facilities afforded, as well as flaws in the integration effort such as 
lost medical records and readily identifiable insurance cards for people on HIV/AIDS 
treatment, thus nullifying (or worse) the effort to address stigma through integration.74  
These types of risks can be mitigated by ensuring that patients and health workers are 
fully involved in developing policies on and procedures for integration. 

 
3. Civil society participation in U.S. programming: The Global Health Initiative should establish 
processes to ensure that civil society, community members – including members of marginalized 
populations – and health workers all have genuine and continuing input into every stage of 
designing, implementing, and monitoring and evaluating U.S. global health programs at country 
level.  This will help ensure that these programs are most effective in meeting the needs of 
communities, while incorporating health workers’ insights and ensuring health worker buy-in 
and support for ways in which these programs affect their activities.  
 
Part of these procedures could include regular, public meetings with community members, civil 
society, U.S. government officials, development partners, and implementing organizations to 
assess U.S. health programs, help set their priorities, and discuss shortcomings and solutions. 
These meetings might be at district level or at appropriate regional population centers. 
 

3. At the core of health system functioning: Supporting the health workforce 
 
As the Global Health Initiative works to strengthen health systems, it should give particular 
focus to the health workforce.  The workforce has properly been called “the ultimate resource in 

                                                 
72 When Zambia’s National Tuberculosis Program ceased to exist in the end of 1997, tuberculosis control and 
treatment efforts suffered a serious setback as there was no longer adequate funding for TB drugs, leading to drug 
stock-outs; technical support to districts was no longer available, and; districts ceased to collect sufficient 
information for routine evaluation and surveillance needed for tuberculosis control.  See M.C.J. Bosman, “Health 
sector reform and tuberculosis control: the case of Zambia.” International Journal of Tuberculosis and Lung 
Disease (2000) 4 (7): 606-614, at 611-612. 
73 See, e.g., CARE, Maximizing HIV Prevention: Building the Case for Social and Economic Vaccines (2008), at 5.  
Available at: http://www.care.org/careswork/whatwedo/aids/20080813_iac_report.pdf; Janet Fleishman, Integrating 
Reproductive Health and HIV/AIDS Programs: Strategic Opportunities for PEPFAR: A Report of the CSIS Task 
Force on HIV/AIDS (2007), at 5, 14. Available at: http://csis.org/files/media/csis/pubs/060712_hivaids.pdf. 
74 “Mozambique: HIV/Aids Activists March to Health Ministry.” AllAfrica.com (Aug. 3, 2009). Available at: 
http://allafrica.com/stories/200908031502.html; “Mozambicans protest overhaul of HIV care.” AFP (Aug. 3, 2009). 
Available at: http://health.yahoo.com/news/afp/mozambiquehealthaids_20090803152236.html. 
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health” as they “manage and synchronize all other health resources.”75 President Obama has 
recognized the centrality of the health workforce to strengthening health systems,76 and pledged 
during the presidential campaign to “increase the number of health workers by at least one 
million.”77 
 
A global consensus has developed that critical shortages of health workers in many developing 
countries – a shortfall of some 4.3 million health workers78 – along with other workforce 
problems, such as uneven distribution of health workers within countries, are central obstacles to 
scaling up quality health services.79  Yet funding needed to strengthen the health workforce has 
not followed.  While the PEPFAR reauthorization legislation’s objective of training and 
supporting the retention of at least new 140,000 health professionals and paraprofessionals is the 
largest commitment of any development partner to-date to health workforce strengthening,80 the 
United States must not only achieve this objective, but do considerably more still to help fill the 
gap of millions of health workers, and to improve the effectiveness and distribution of the health 
workforce.  The Global Health Initiative should build on the PEPFAR commitment and on 
measures U.S. global health programs have begun to take to strengthen the health workforce. 
 
1. Fully fund robust plans: The Global Health Initiative should commit significant resources to 
funding robust health workforce plans, which should be aimed at achieving health needs, and 
should be evidence-based, comprehensive, fully costed, and grounded in human rights, including 
being gender sensitive, driven by equity concerns, developed and monitored in a participatory 
manner, and incorporating accountability mechanisms.81  Where countries to not yet have such 
plans, the United States should provide assistance to help countries develop them.  This support 
to countries for developing and implementing national health workforce plans should be an 
explicit priority of the Global Health Initiative.  
 

                                                 
75 Joint Learning Initiative, Human Resources for Health: Overcoming the Crisis (2004), at 22. Available at: 
http://www.who.int/hrh/documents/JLi_hrh_report.pdf. 
76 When then-Senator Obama proposed a G8 health initiative called Health Infrastructure 2020 during his 
presidential campaign, he stated that “[a] key part of this initiative will be an effort to address the health care brain 
drain from the world’s poorest countries by training new professionals who commit to sustained service in their 
home countries and by providing incentives for professionals already trained to stay in their home countries.” 
Obama/Biden Presidential Campaign, Barack Obama: A Pledge to End Malaria Deaths by 2015 (2008), at 3-4.  
Available at: http://obama.3cdn.net/c66c9bcf20c49ee2ce_h6ynmvjq8.pdf. 
77 Presidential Pledge for Leadership on Global AIDS and Poverty, signed by Barack Obama on Oct. 29, 2007. 
78 World Health Organization, World Health Report 2006 (2006), at 11-13.  Available at: 
http://www.who.int/whr/2006/chapter1/en/index.html. 
79 Group of Eight, Responsible Leadership for a Sustainable Future, Summit Declaration, L'Aquila, Italy, July 8, 
2009, at para. 121. Available at: http://www.g7.utoronto.ca/summit/2009laquila/2009-declaration.html. 
80 In addition, USAID’s maternal and child health program plans, by 2013, to “increase by at least 100,000 the 
number of trained, equipped, and supervised community health workers and volunteers serving at the primary care 
and community levels” to improve child survival and maternal health. Testimony by Kent Hill, Assistant 
Administrator for Global Health, USAID, before the Subcommittee on Africa and Global Health, House Committee 
on Foreign Affairs, March 13, 2008. Available at: http://kosovo.info.usaid.gov/press/speeches/2008/ty080313.html.  
Community health workers should receive fair compensation. 
81 This builds on PEPFAR’s requirement to support countries to develop and implement national health workforce 
strategies and a 2008 G8 commitment to support countries to develop robust health workforce plans.  Group of 
Eight, Development and Africa, Hokkaido Toyako, Japan, July 8, 2008, at para. 46(b). Available at: 
http://www.g7.utoronto.ca/summit/2008hokkaido/2008-africa.html. 
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This support will cover a range of investments, including a massive expansion of pre-service 
training capacity, a wide range of retention measures, support for recurrent salary costs, 
incentives and other measures to improve equity including “rural pipeline strategies” through 
health worker education,82 investments in creating good working conditions, improved health 
workforce management, supportive supervision, task-shifting polices, and more. 
 
Such plans should be linked to the goals and strategies of broader national health plans, which 
would cover other health inputs required for an effective health system, such as health facilities, 
medicines, supplies, equipment, and information.  Investments in these other areas are also 
critical for health workers to be effective and for people to be able to access quality health 
services.  
 
The Global Health Initiative should also include U.S. government efforts to ensure that the plan 
is fully funded through resources from the host country government, the U.S. government, and 
other bilateral and multilateral donors.  The host country government should lead this process.  
Where limited government capacity and lack of sufficient political strength may limit its ability 
to do so, however, the United States should assume a leadership role in partnering with and 
supporting the government to mobilize the needed funding (unless another partner is successfully 
fulfilling this function).  The United States’ own funding should be aimed at achieving the 
President’s campaign pledge, supporting measures to ensure that most new health workers serve 
in the rural and other underserved communities where they are most needed, and supporting 
other national health workforce priorities. 
 
Besides funding the plan itself and working with the government to mobilize resources from 
other development partners (and helping to break down external barriers that may exist through 
international financial institution policies), the United States should take additional measures to 
support funding for the plan.  These measures include supporting the development of Global 
Fund proposals that will help fund the plan; building the health ministry capacity to negotiate 
with the finance ministry, the civil service commission, and other ministries, as well as donors, 
and; supporting civil society efforts to engage in monitoring and accountability efforts that can 
contribute to mobilizing new resources the health workforce and making better use of existing 
resources. 
 
2. New policies on health worker health and safety: In some countries, particularly those most 
heavily affected by HIV/AIDS, death is a major cause of health worker attrition.  Dangerous 
working conditions, meanwhile, contribute to low morale and the decision of many health 
workers to migrate.83  Along with supporting country efforts to provide for health workers’ 

                                                 
82 These strategies include admission policies that give preference to or allot a certain number of slots to students 
from rural regions, locating health training institutions in rural areas, emphasizing community medicine in the 
curriculum, rural internships, scholarships for rural students, and mentoring programs.  See Christophe Lemiere et 
al. (World Bank), Reducing Geographical Imbalances of Health Worker Distribution: What Works, What Does Not 
and Why? A Labor Market Perspective of Urban-Rural Health Workforce Disparities, Policy Solutions and 
Experiences in Sub-Saharan Africa (2009), at 23-25. 
83 In Swaziland, where a Wellness Centre provides confidential HIV, TB, reproductive and other health services to 
health workers and supports infection prevention and control, nurse attrition has fall from 169 nurses lost in 2004 
due to death or migration to 40 nurses in 2007. Fatu Yumkella, “Worker Retention in Human Resources for Health: 
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health and safety, the Global Health Initiative should institute two new policies.  One policy 
should ensure safe working conditions for all health workers who participate in U.S. global 
health programs, including ensuring that they have the training required to implement universal 
precautions and other forms of infection control and prevention, and ensuring that they and the 
facilities at which they work have adequate supplies of protective equipment such as gloves and 
non-reusable syringes, particularly those with safety features.  The second policy should ensure 
access to confidential health services, including HIV prevention, care, and treatment, for all 
health workers who are part of U.S.-supported global health programs.  Special measures may be 
necessary due to unique access challenges health workers face in the context of continued 
stigmatization of HIV/AIDS, including the possibilities of health workers being treated by their 
own co-workers and queuing in the same lines as their patients.  
 
3. Community health worker systems of support including compensation: Community health 
workers are an important part of the health workforce, as U.S. global health programs have 
already recognized.  They can help expand health services to rural areas, accelerate roll-out of 
health services, and strengthen the linkages between communities and health systems, which can 
enable regular monitoring of patients, improve treatment adherence, contribute to disease 
prevention, improve community-based care, build demand for health services, and facilitate 
patient follow-up.  Supporting community health workers is also consistent with the Global 
Health Initiative’s focus on women, as community health workers are often impoverished 
women.  The status, income, and education that can come to them through community health 
worker programs can have impacts well beyond the health sector.  
 
The Global Health Initiative should ensure that community health workers who are part of or 
supported by U.S. global health programs have the support they require to do their job.84  This 
includes ensuring that they have regular and proper supervision, adequate initial and on-going 
training, necessary supplies and other materials, and integration with the formal health system, 
including capacity to effectively refer patients to health facilities.  Communities should be 
involved in selecting their community health workers, and community health workers should 
have the opportunity for advancement, including through defined career paths.   
 
Furthermore, a consensus has emerged community health workers should be compensated, that 
“essential health services cannot be provided by people working on a voluntary basis if they are 
to be sustainable.”85  The Global Health Initiative should reflect this insight. 
 

                                                                                                                                                             
Catalyzing and Tracking Change.” Capacity Project, Technical Brief 15 (March 2009), at 2. Available at: 
http://www.capacityproject.org/images/stories/files/techbrief_15.pdf. 
84 For more on the systems of support for community health workers, see Brook Baker et al. (Health Workforce 
Advocacy Initiative), Systems Support for Task-Shifting to Community Health Workers (Oct. 2007). Available at: 
http://www.healthworkforce.info/advocacy/Task_Shifting.pdf. 
85 “Countries should recognize that essential health services cannot be provided by people working on a voluntary 
basis if they are to be sustainable. While volunteers can make a valuable contribution on a short term or part time 
basis, trained health workers who are providing essential health services, including community health workers, 
should receive adequate wages and/or other appropriate and commensurate incentives.” WHO, PEPFAR & 
UNAIDS, Task Shifting: Rational Redistribution of Tasks Among Health Workforce Teams: Global 
Recommendations and Guidelines (2008), at 35 (recommendation 14). Available at: 
http://www.who.int/healthsystems/TTR-TaskShifting.pdf. 
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4. In-service training good practices: Traditional in-service health worker training has been 
dubbed “hotel training,” with health workers removed from their posts to receive training in a 
hotel that might not be relevant to their realities, that contributes significantly to absenteeism, 
that is not part of a thoughtful approach to professional development, that is not fairly distributed 
among health workers, and that health workers are motivated to participate in because of the 
associated per diems that will complement their meager salaries.  The Global Health Initiative 
should make clear that this is not the approach that the United States will take. 
 
Instead, the United States should support approaches to health worker training that are most 
effective and do not draw health workers away from their service provision responsibilities any 
more than is absolutely necessary, such as by supporting distance-learning (where appropriate) 
and other on-site training, coaching and mentoring approaches, and rationalizing who receives 
what training to support professional development and to ensure that people have the skills they 
require to do their jobs.   
 
Also, to the full extent possible, in-service training should utilize local experts (including local 
universities) to provide the in-service training.  Where local expertise is not possible, to United 
States should facilitate South-South knowledge transfers.  This will be less expensive than using 
U.S.-based experts, help ensure that the training is relevant to the local context, and increase 
opportunities for follow-up. 
 
As indicated above, continued support for in-service training must be complemented by greatly 
increased support for pre-service training.  Along with enabling countries to training many more 
health workers, the United States should support countries in updating pre-service training 
curricula. 
 
5. Address U.S. health worker needs responsibly: The United States is on track to have a 
shortfall of at least 340,000 and as many as one million nurses by 2020,86 and the shortage of 
primary care physicians has been highlighted in recent discussions on domestic health reform.  
These shortages, as well as the number of health workers who serve in rural areas and inner 
cities, must be addressed, and addressed responsibly.  Otherwise the health worker shortage in 
the United States will continue and even increasingly contribute to a harmful “brain drain” of 
health professionals from developing countries, including ones suffering severe health worker 
shortages.  Indeed, legislation that has been introduced in Congress could accelerate brain drain 
by increasing the number of residency slots without commensurate increases in U.S. medical 
training and by creating tens of thousands of extra visas for nurses and physical therapists. 
 
Therefore, the Global Health Initiative should address steps that the United States will take to 
address U.S. health workforce needs responsibly, including promoting ethical recruitment 

                                                 
86 In April 2006, the Health Resources and Services Administration of the Department of Health and Human 
Services projected a shortage of one million nurses by 2020.  HRSA, What is behind HRSA’s projected supply, 
demand, and shortage of registered nurses? (2006), at 26.  Available at: 
ftp://ftp.hrsa.gov/bhpr/workforce/behindshortage.pdf.  Another estimate placed the shortage at 340,000 nurses by 
2020.  David I. Auerbach, Peter I. Buerhaus & Douglas O. Staiger, “Better Late Than Never: Workforce Supply 
Implications of Late Entry into Nursing.” Health Affairs (Jan./Feb. 2007) 26: 178-185. 
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practices by U.S. health employers and globally, and contributing to better U.S. and global 
management of health professional migration. 
 
 The United States should develop a national health workforce plan aimed at greater 

health workforce self-sufficiency by giving high priority and funding to training, 
recruiting, and retaining sufficient numbers of domestically-trained health workers. 

 The United States should promulgate laws and regulations that will curtail recruitment 
from developing countries that are themselves suffering health worker shortages,87 except 
as may be permitted through mutually beneficial agreements that the United States 
develops with these countries, and should not enact policies that would accelerate health 
worker migration to the United States from developing countries suffering health worker 
shortages.  Such harmful policies include creating extra visas for nurses and physical 
therapists and creating additional medical residency slots without commensurate 
increases in the number of U.S. medical graduates. 

 Where developing countries are interested, the United States should if possible enter into 
mutually beneficial agreements on health worker migration and recruitment.  These can 
respond to the different health worker situations in developing countries and facilitate the 
potential benefits of managed migration (e.g., health workers gaining skills abroad that 
they bring back home).  The United States should ensure that developing countries have 
accurate information and understanding with which to develop these agreements, which 
will need to be carefully assessed and monitored to ensure that they are genuinely 
beneficial.  

 The United States should monitor health worker flows into and out of the United States 
and should make this information publically available, while supporting developing 
countries in capturing such information as well.   

 The United States should help build health ministry capacity to manage migration, 
including through effectively engaging governments of countries to which their health 
workers are migrating. 

 The United States should support the development of, and implement domestically, a 
WHO code of practice on the international recruitment of health personnel that 
effectively addresses ethical recruitment, including by restricting active recruitment from 
developing countries suffering health worker shortages and promoting strategies to 
mitigate negative health impacts of recruitment. 

 When issuing contracts to U.S. institutions that employ health professionals, the United 
States should condition these contracts on, or at the least give preference to, those 
institutions that follow ethical recruitment practices, including by adhering to the 
Voluntary Code of Ethical Conduct for the Recruitment of Foreign-Educated Nurses to 
the United States, including to the best practice section of the Code.  These best practices 
include not actively recruiting nurses from countries suffering chronic health worker 
shortages and taking measures “to ameliorate the impact of recruitment to local health 
care organizations and ensure the sustainability of qualified healthcare professionals in 
those communities.”  The Code was launched in 2008 by organizations such as the 

                                                 
87 In general, such recruitment is a breach of human rights obligations of developed countries. See Paul Hunt, Report 
of the Special Rapporteur on the right of everyone to the enjoyment of the highest attainable standard of physical 
and mental health, UN Doc. A/60/348, Sept, 12, 2005, at paras. 61-62. Available at: 
http://www2.essex.ac.uk/human_rights_centre/rth/docs/GA%202005.pdf. 
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American Nurses Association, the American Hospital Association, and the American 
Association of Colleges of Nursing.88 

 The United States should ensure that health workers and governments in partner countries 
are aware of the Voluntary Code of Ethical Conduct for the Recruitment of Foreign-
Educated Nurses to the United States. 

 
4. Supporting partner countries to increase their domestic health financing 

 
While development partner support will be required for many countries – and must be 
forthcoming – for decades to come, the goal of sustainability will be furthered by helping enable 
developing countries to increase their own domestic health financing.  This will also reduce the 
levels of development assistance required and demonstrate partner countries’ political 
commitment to health.  The Global Health Initiative should therefore incorporate steps to help 
countries mobilize increased domestic resources for health. 
 
1. Capacity building and support for health civil society, community members, health workers, 
health ministries, members of Parliament, and media: Many groups within a country can 
advocate for increased domestic health financing while ensuring that existing resources are being 
properly spent. 
 
 Civil society advocacy: Civil society advocacy can mobilize public and political support 

for domestic health financing and provide information and analysis that supports 
increased domestic health spending.  Civil society organizations can hold their 
governments accountable to health financing related obligations and commitments, 
engage in the budget-making process, conduct health financing related research and 
analysis, and monitor and disseminate information on the health budget.  The Global 
Health Initiative should provide significant support to civil society organizations working 
in these areas.  The GHI should also build civil society capacity to engage multilateral 
donors and partnerships, including the Global Fund and the International Health 
Partnership. 

 
 Community education and the media: Members of the public can pressure on their 

elected representatives to increase health funding.  The Global Health Initiative should 
support local initiatives that raise the profile of health funding issues, including 
commitments their governments are under through their own laws, human rights 
obligations, and regional and international commitments, including the Abuja Declaration 
commitment of African governments to spend at least 15% of their budgets on the health 
sector.89  These initiatives could include supporting local media in addressing issues 
related to health funding, such as publicizing what funding the government is allocating 
to health compared to other areas, and highlighting gaps between government health 
commitments and stated priorities on the one hand, and the realities on the ground on the 
other.  

                                                 
88 More information is available at: http://www.fairinternationalrecruitment.org/. 
89 Abuja Declaration on HIV/AIDS, Tuberculosis and Other Related Infectious Diseases, Organization of African 
Unity summit, adopted April 27, 2001, Abuja, Nigeria, at para. 26.  Available at: 
http://www.uneca.org/adf2000/Abuja%20Declaration.htm. 
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 Ministry of health capacity: The Global Health Initiative should include activities to build 

skills within health ministries to negotiate with other ministries that have significant roles 
in determining health funding, as well as policies (such as human resource policies) that 
have funding implications.  Particularly important will be the ability of health ministries, 
including the minister and other top officials, to successfully engage with the finance 
ministry and public service administration (which oversees the civil service, which 
generally includes the health workforce). Along with supporting these negotiation skills, 
the Global Health Initiative can support health ministries in developing data (such solid 
costing information and data on the effectiveness of health interventions) and good 
practices (such as overcoming whatever obstacles may preclude them from fully 
disbursing the funds that they are allocated) that will help them secure more funding for 
health. 

 
 Members of Parliament: The Global Health Initiative should engage members of 

Parliament to explore what support that the U.S. government could provide to enhance 
their capacity to support higher health budgets including, in the case of parliamentarians 
in Africa, to hold their governments accountable to the Abuja Declaration target. 

 
 Health workers human rights education and advocacy skills building: Health 

professionals are a largely untapped resource of potentially strong and effective 
advocates for increased health financing as demonstrated, for example, by the successes 
of PHR’s partner in Uganda, the Action Group for Health, Human Rights and HIV/AIDS 
(AGHA).90  As recommended above, the Global Health Initiative should support human 
rights education for health workers, as well as training health workers in advocacy skills 
and supporting health professional advocacy organizations.  

 
2. Improving health funding disbursement: The Global Health Initiative should support 
countries in developing systems and strategies to ensure that when governments budget funds 
to the health sector, they do so equitably, that the health sector is able to spend the funds, and 
that the funds budgeted are fully allocated and effectively disbursed to health facilities and 
health workers.  These strategies could include improving financial management systems; 
using data to more equitably allocate resources; promoting transparency in health sector 
budget allocations (such as publishing and publicizing allocated funds, including the level of 
funding that should reach particular communities and facilities); 91 auditing and other 

                                                 
90 AGHA, an organization of health professional advocates, has researched stock-outs of essential medicines and 
health supplies, providing concrete and well-publicized information on the inadequacy of health sector financing 
(including drawing 13 members of Parliament to the launch of its report); studied how actual disbursements to 
health facilities compare to their budget allocations, and; met with members of Parliament, including its Speaker to 
discuss the stock-out survey and health budgeting.  That meeting appears to have made an impact, as Uganda 
increased its health budgets, after have released an initial budget that caused grave concern among health advocates.  
The previous year, AGHA and other civil society advocates helped turn a planned health budget cut into a small 
increase.   
91 For example, in the mid-1990s the permanent secretary of the Ministry of Finance and Planning in Uganda began 
to inform the media whenever the Ministry released money to primary schools, and sent a poster to the schools 
informing each what funds it should be receiving.  Before this strategy, only 20% of funds (other than salaries) that 
the media released to the schools were reaching them. Three years later, this figure had increased to 90%.  Paul 
Collier, The Bottom Billion (2007), at 150. 
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mechanisms to ensure that funds have been properly spent; and; as noted above, supporting 
health advocacy NGOs, and; supporting government, NGO, and media initiatives to educate 
people on the right to health and the mechanisms through which they can assert these rights.  
One innovative approach that the Global Health Initiative may support is community 
accountancy.92 
 
3. Expanding funds available for public investments: There are several steps that the U.S. 
government should take to increase the domestic resources that developing countries have 
available for public social expenditures, including for health.  Because some of these funds 
would in all probability be used for other development purposes – being invested in such 
sectors as education, water and sanitation, social welfare, and agricultural – these efforts will 
have a development impact well beyond the health sector, while helping to address the 
underlying determinants of health.  
 
 Debt cancellation: Despite initiatives in the 1990s and most recently the 2005 G8 summit 

to reduce debt burdens of heavily indebted poor countries, many poor countries still have 
large debt service obligations that constrain social spending.93  For example, even after 
these debt relief initiatives, 9.0% of Tanzania’s annual budget went to debt service in 
2007/8, nearly as much as Tanzania spent on health (9.8% of the budget).94  The Obama 
Administration should mobilize a new multilateral effort to re-prioritize the issue of debt 
cancellation. This would include expanding the number of countries eligible for full debt 
cancellation and speeding the cancellation process, preventing “private investors from 
profiting from buying low-income country debts at market value and attempting to 
recover their original value or more”95 (vulture funds), and creating an international legal 
framework to prevent re-accumulation of heavy debt burdens.96 President Obama should 
support the re-introduction and passage of the Jubilee Act for Responsible Lending and 
Expanded Debt Cancellation,97 which he had co-sponsored as a Senator. 

 
 Increasing domestic tax revenue: The United States should provide technical and 

financial assistance to supporting countries to increase domestic tax revenue,98 and 
should explore international measures and mechanisms that will bolster this effort.  In 

                                                 
92 For more information on community accountancy, see Tr-Ac-Net: The Transparency and Accountability Network, 
http://www.tr-ac-net.org/ .   
93 Rene Loewenson & Di McIntyre, opinion article, “Meeting the Abuja Promise Goes Beyond the 15 Percent 
Target.” Fahmu (Oxford) (July 11, 2008). Available at: http://allafrica.com/stories/200807110718.html. 
94 Personal communication with Peter Bujari, Executive Director, Human Development Trust (Tanzania), Aug. 8, 
2009.  Notably in the context of the above recommendation on supporting civil society to engage in domestic health 
funding advocacy, Dr. Bujari reports that Human Development Trust might not have funds next year to continue its 
budget analysis work. Id. 
95 S. 2611, Jubilee Act for Responsible Lending and Expanded Debt Cancellation of 2007 (110th Sess.) (introduced 
by Sen. Casey, Oct. 16, 2007), at sec. 3. 
96 Neil Watkins, “Africa: President Bush and Continent's Debt - Who Owes Whom?” Pambazuka News, Feb. 19, 
2008.  Available at: http://allafrica.com/stories/200802210835.html. Debt relief stands to benefit many aspects of 
development, having been used in the past for such purposes as expanding primary education and supporting health 
and agricultural initiatives. Id. 
97 S. 2611, Jubilee Act for Responsible Lending and Expanded Debt Cancellation of 2007 (110th Sess.) (introduced 
by Sen. Casey, Oct. 16, 2007). 
98 See generally the Tax Justice Network at http://www.taxjustice.net/cms/front_content.php?idcatart=2. 
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99 which often presently enjoy unnecessarily low tax rates 
or tax exemptions, and may avoid taxes through “creative” accounting strategies, such as 
establishing off-shore accounts.   

 
 International Monetary Fund (IMF): The United States should address restrictive IMF 

policies, such as promoting deficit targets that may be unnecessarily low and therefore 
limit public expenditures, including on health.  The United States, coordinating with 
other countries, should use its power on the IMF Executive Board to support greater 
flexibility in IMF programs, including with respect to inflation and deficit spending 
targets; to promote a policy of exempting health and education spending from restrictive 
policies (for example, by not counting increases in health and education spending against 
fiscal deficit limitations), or otherwise protecting these and other social sectors, and; to 
ensure that IMF missions to countries engage not only ministries of finance and central 
banks, but also civil society, line ministries, and members of Parliament.   

 
The United States should also seek to require the IMF to develop an independent human 
rights office within the IMF.  The office would be responsible for evaluating the IMF’s 
compliance with human rights principles and for making recommendations to improve 
IMF compliance with human rights.  It would also address specific instances where 
interested or other knowledgeable parties (for example, local civil society organizations) 
believe that the IMF’s policies or procedures conflict with human rights principles.  
Activities could include helping the IMF develop guidelines on how to ensure civil 
society participation in IMF missions and monitoring such participation and the extent to 
which a range of macroeconomic scenarios and policies are discussed at country-level. 

 
4. Using agreements and other diplomatic means to secure commitments to increased 
domestic health funding: The Global Health Initiative should use available diplomatic 
channels to encourage countries to increase their domestic health financing, collaborating 
closely with local civil society in these efforts.  For example, the Global Health Initiative can 
use PEPFAR Partnership Framework agreements or other agreements to encourage countries 
to increase the proportion of the government budget that goes to health, including 
encouraging African governments to meet their Abuja Declaration commitment and, in 
collaboration with civil society, to establish timelines on scaling up health spending to meet 
Abuja or other funding targets.  The Global Health Initiative should coordinate with other 

                                                 
99 See, e.g., “Breaking the Resource Curse.” Affiliated Network for Social Accountability – Africa, April 29, 2009 
(summarizing new report analyzing and offering recommendations to address subsidies and concessions to the 
mining industry in Africa, and tax avoidance structures of the industry, that have significantly reduced funds 
available to African governments).   Available at: http://www.ansa-
africa.net/index.php/views/news_view/breaking_the_resource_curse/; Chris Hufstader (Oxfam), “Resource 
Revenues Elusive in Peru.” Oxfam, Aug. 6, 2008 (supporting the Extractive Industry Transparency Initiative) 
http://www.oxfamamerica.org/whatwedo/where_we_work/south_america/news_publications/resource-revenues-
elusive-in-peru. 
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development partners, including the International Health Partnership, to similarly collaborate 
and support local civil society efforts to increase their governments’ own priority to health.   

 
IV. Conclusion 
 
The Global Health Initiative has transformative potential.  It could lead to dramatic 
improvements in health outcomes, millions of lives saved, and strengthened health workforces 
and systems that will enable these gains to be sustained.  Through the types of measures 
discussed in this policy paper – by helping develop integrated and equitable health systems, 
empowered civil society, and engaged communities – it will have a broader, positive impact on 
development and government accountability to its people.  In this time of global distress, the 
Administration should seize this opportunity to create a new sense of certainty in the lives of 
countless people around the world that they and their families will live to see – and help to create 
– a brighter tomorrow. 
 
 


