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Meeting the Survival Needs
of the World’s Least Healthy People
A Proposed Model for Global Health Governance
Lawrence O. Gostin, JD

INTERNATIONAL HEALTH ASSISTANCE IS PROVIDED IN AN IN-
effective way that does not enhance the capability for
human functioning.1 Most funding is driven by emo-
tional, high-visibility events, including large-scale natu-

ral disasters such as the Asian tsunami; diseases that cap-
ture the public’s imagination such as the human
immunodeficiency virus and AIDS; or diseases with the po-
tential for rapid global transmission such as hemorrhagic
fever, severe acute respiratory syndrome, or pandemic in-
fluenza. These funding streams skew priorities and divert
resources from building stable local systems to meet every-
day health needs.

A relatively small number of wealthy donors currently
wield considerable influence in setting the global health
agenda. Although well intentioned, rich countries and phi-
lanthropists often set priorities that do not reflect local needs
and preferences. Sometimes donors exert control over the
use of funds that discourages local leaders from taking own-
ership over programs. Conditions attached to funding can
even be detrimental to the public’s health, such as the Presi-
dent’s Emergency Plan for AIDS Relief requirement that 33%
of prevention funds must be spent on chastity and fidelity,
whereas no funding can be used for clean needle pro-
grams.2 Similarly, for years, development banks have en-
couraged or required poor countries to cap internal spend-
ing on health as a condition of loans or debt relief.3

Donor countries often fund politically popular projects,
rather than what is most likely to improve global health, lead-
ing some experts to conclude, “ . . . funding is skewed to-
wards what people in the West want to deliver.”4 Interna-
tional health assistance, moreover, is fragmented and
uncoordinated. Nongovernmental organizations and relief
agencies often establish programs that compete with each
other and, still worse, compete with local government and
businesses. Rather than integrating policies and programs
within local hospitals, clinics, and health agencies, they set
up state-of-the-art facilities that overshadow and detract from
government and private efforts. Foreign philanthropists can
offer salaries and amenities that are far more generous than
those that can be offered locally. As a result, local innova-
tion and entrepreneurship are stifled; talented individuals
in business, health care, and community development mi-

grate to foreign-run programs; and the local health indus-
try cannot profit or easily survive.5

In addition, massive infusion of humanitarian assistance
into very poor countries can lead to reliance and depen-
dency. If charity is the main vehicle for health improve-
ment, local government and businesses lose the desire and
ability to solve problems on their own. When the infusion
of foreign cash, clinics, medicines, and aid workers ends,
the least healthy will be no better and perhaps worse off,
unless they gain the capacity to meet their own basic health
needs.

Host countries also bear responsibility for the failure of
international development assistance. Many poor coun-
tries spend a minute percentage of their gross domestic prod-
uct on health, preferring to spend on military or other per-
ceived needs. At the same time, some governments
misappropriate foreign health assistance, whether by ex-
cessive bureaucracy, incompetence, or corruption. The World
Bank estimates that roughly half of all foreign health funds
in sub-Saharan Africa are not used for health services, but
are spent on payments for nonexistent services, counter-
feit drugs, equipment diverted to the illicit market, or bribes.6

Basic Survival Needs
What is truly needed, and what richer countries instinc-
tively (although not always adequately) do for their own citi-
zens, is to meet what can be called “basic survival needs.”
Basic survival needs include sanitation and sewage, pest con-
trol, clean air and water, diet and nutrition, tobacco reduc-
tion, essential medicines and vaccines, and well-
functioning health systems. Survival needs are laid out in
the United Nations’ Millennium Development Goals, which
call for major improvements in maternal and child health,
and the prevention of AIDS, malaria, and other diseases.7

Meeting everyday survival needs may lack the glamour of
high-technology medicine or dramatic rescue, but what they
lack in excitement they gain in their potential impact on
health, precisely because they deal with the major causes
of common disease and disability across the globe.8 Mobi-
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lizing the public and private sectors to meet basic survival
needs, comparable to a Marshall Plan, could radically trans-
form prospects for improving health among the world’s poor-
est populations.

Meeting basic survival needs can be disarmingly simple
and inexpensive and should rise to the top of the the agenda
of the world’s most powerful countries. It does not take ad-
vanced biomedical research, huge financial investments, or
complex programs. Vast human benefits would accrue from
highly cost-effective interventions. For instance, vaccine-
preventable diseases are virtually extinct in developed coun-
tries but still account for millions of deaths annually in poorer
regions. Basic sanitation and water systems would vastly im-
prove global health at minimal cost, such as clean water kits
costing as little as $3.9 An insecticide-treated bed net, which
costs roughly $5, is highly effective in reducing malaria, river
blindness, elephantiasis, and other insectborne diseases
among children.10 But only about 1 in 7 children in Africa
sleep under a bed net,11 and only 3% of children in sub-
Saharan Africa use a net impregnated with insecticide.12

The single most important way to ensure basic survival
is to build enduring health systems in all countries. Health
systems include public health agencies with the capacity to
identify, prevent, and ameliorate health risks in the popu-
lation—disease surveillance, laboratories, data systems, and
a competent workforce. They also include primary health
care, bringing basic medical services (eg, maternal and child
health, family planning, and medical treatment) as close as
possible to where people live and work. Primary care pro-
motes individual and community self-reliance and partici-
pation in the planning, organization, operation, and con-
trol of health services, making fullest use of local and national
resources. What poor countries need is to gain the capacity
to provide essential health services.

Proposal for a Framework Convention
on Global Health
If meeting basic survival needs can truly make a difference
for the world’s population, and if this solution is preferable
to other paths, can international law structure legal obliga-
tions accordingly? Extant health governance has been la-
mentably deficient, and a fresh approach is badly needed.13,14

The World Health Organization [WHO] Constitution
grants the agency formidable powers, but its potential has
never been realized.15 In 60 years of existence, WHO has
enacted only 1 significant regulation (the International Health
Regulations)16 and 1 treaty (the Framework Convention on
Tobacco Control).17 There is, however, a much larger body
of international law that powerfully affects global health in
areas ranging from food safety, arms control, and the envi-
ronment to trade and human rights. The WHO should be a
leader in creating, or at least influencing, this body of in-
ternational law, but that has not happened.18,19 The agency
has shied away from rulemaking because it has seen itself
principally as a scientific, technical agency.

As a result, social activists increasingly have turned to the
language of human rights to articulate their aspirations for
global health. But recasting the problem of extremely poor
health as a human rights violation does not help.20 The le-
gal obligation to protect the public’s health falls primarily
on each state (ie, nation-state), but poor countries lack the
capacity to do so. Although the International Covenant on
Economic, Social, and Cultural Rights21 posits that all states
have duties to cooperate, there are no specific require-
ments for assisting other countries.

If law is to play a constructive role, new models will be
required. One model would be a Framework Convention
on Global Health (FCGH). An FCGH is a global health gov-
ernance scheme that incorporates a bottom-up strategy that
strives to do the following: build capacity, so that all coun-
tries have enduring and effective health systems; set priori-
ties, so that international assistance is directed to meeting
basic survival needs; engage stakeholders, so that a wide va-
riety of state and nonstate participants can contribute their
resources and expertise; coordinate activities, so that pro-
grams among the proliferating number of participants op-
erating around the world are harmonized; and evaluate and
monitor progress, to ensure that goals are met and prom-
ises kept.

The framework convention-protocol approach refers to
a process of incremental regime development. In the initial
stage, participating states would negotiate and agree to the
framework instrument, which would establish broad prin-
ciples for global health governance. In subsequent stages,
specific protocols would be developed to achieve the ob-
jectives set forth in the original framework. These proto-
cols, organized by key components of the global health strat-
egy, would create more detailed legal norms, structures, and
processes. The framework convention-protocol approach has
considerable flexibility, allowing participating states to de-
cide the level of specificity that is politically feasible now,
saving more complex or contentious issues to be built in
later protocols.

The framework convention-protocol approach is becom-
ing an essential strategy of powerful transnational social
movements to safeguard health and the environment. In ad-
dition to the Framework Convention on Tobacco Control,
a series of international environmental treaties serve as mod-
els for global health governance, such as the Vienna Con-
vention for the Protection of the Ozone Layer22 and the United
Nations Framework Convention on Climate Change.23 These
framework conventions recognize that a collective effort is
necessary to mitigate the threat that humans pose to health
and the environment. Although far from perfect, health and
environmental conventions offer inventive approaches to
global governance.

An FCGH would represent a historical shift in global
health, with broadly imagined global governance. The ini-
tial framework would establish the key modalities, with a
strategy for subsequent protocols on each of the most im-
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portant governance parameters. It is not necessary, or per-
haps even wise, to specify in detail the substance of an ini-
tial FCGH, but the broad principles might include:

• Statement of a mission—convention parties seek inno-
vative solutions for the most pressing health problems fac-
ing the world in partnership with nonstate actors and civil
society, with particular emphasis on disadvantaged popu-
lations;

• Development of objectives—create enduring health sys-
tem capacities, meet basic survival needs, and reduce global
health disparities;

• Engagement and coordination—find common pur-
poses among a variety of state and nonstate participants, set
priorities, and coordinate activities;

• State party and other stakeholder obligations—forms and
levels of assistance (eg, incentives, financial aid, debt re-
lief, and technical support);

• Empirical monitoring—data gathering, benchmarks, and
leading health indicators, such as maternal, infant, and child
survival;

• Enforcement mechanisms—inducements, sanctions, and
dispute resolution; and

• Ongoing scientific analysis—scientific research and evalu-
ation on cost-effective health interventions, such as the cre-
ation of an intergovernmental panel on global health, com-
prising prominent medical and public health experts.

The framework convention-protocol approach has a num-
ber of advantages. The incremental nature of the gover-
nance strategy allows the international community to fo-
cus on a problem in a stepwise manner, avoiding potential
political bottlenecks over contentious elements. The pro-
cess of creating international norms and institutions also pro-
vides an ongoing and structured forum for states and stake-
holders to develop a shared humanitarian instinct on global
health. A high-profile forum for normative discussion can
help educate and persuade participating states, and influ-
ence public opinion, in favor of decisive action. And it can
create internal pressure for governments and others to ac-
tively participate in the framework dialogue. The creation
of such a normative community, therefore, may be an es-
sential element of building an international consensus. The
imperatives of global health cannot be framed just as a se-
ries of isolated problems in far-off places, but rather as a com-
mon concern of humankind.

This approach, however, will not be a panacea and can-
not easily circumvent many of the seemingly intractable prob-
lems of global health governance including the domina-
tion of economically and politically powerful countries; the
deep resistance to creating obligations to expend, or trans-
fer, wealth; the lack of trust in international legal regimes;
and the vocal concerns about the integrity and compe-
tency of governments in many of the poorest regions.

But given the dismal nature of extant global health gov-
ernance, an FCGH is a risk worth taking. It will, at a mini-
mum, identify the genuinely important problems in global

health: targeting the major determinants of health, priori-
tizing and coordinating currently fragmented activities, and
engaging a broad range of stakeholders. It also will provide
a needed forum to raise visibility for one of the most press-
ing problems facing humankind.

Fair Terms of International Cooperation
on Global Health
If the international community wants to make a genuine dif-
ference in the lives of the world’s least healthy people, it needs
an innovative international mechanism to bind themselves
and others to take an effective course of action. Ameliora-
tion of the enduring and complex problems of global health
is virtually impossible without a collective response. No state
or stakeholder, acting alone, can avert the ubiquitous threats
of pathogens as they rapidly migrate and change forms. If
all states and stakeholders voluntarily accepted fair terms
of cooperation through an FCGH, then it could dramati-
cally improve life prospects for millions of people. But it
would do more than that. Cooperative action for global
health, like action to address global warming, benefits ev-
eryone by diminishing collective vulnerabilities.

The alternative to fair terms of cooperation through an
FCGH is that everyone would be worse off, particularly those
who have compounding disadvantages.24 Absent a binding
commitment to help, rich states might find it politically or
economically easier to withhold their fair share of global
health assistance, hoping that others will take up the slack.
Major outbreaks of infectious disease, including exten-
sively drug-resistant forms, would become increasingly more
likely. Even if the economically and politically powerful na-
tions escaped major health hazards, they would still have
to avert their eyes from the mounting hardships and health
problems among the poor. They would have to live with their
consciences knowing that much of this physical and men-
tal anguish is preventable.

If the global community does not accept fair terms of co-
operation on global health soon, there is every reason to be-
lieve that affluent states, philanthropists, and celebrities sim-
ply will move on to another cause. When they do, the vicious
cycle of poverty and endemic disease among the world’s least
healthy people will continue unabated. That is a conse-
quence that no one should be willing to tolerate.

Financial Disclosures: None reported.

REFERENCES

1. Gostin LO. Why rich countries should care about the world’s least healthy people.
JAMA. 2007;298(1):89-92.
2. Sepulveda J, Carpenter C, Curran J, et al. PEPFAR Implementation: Progress
and Promise. Washington, DC: National Academy Press; 2007.
3. Labonte R, Schrecker T. Foreign policy matters: a normative view of the G8
and population health. Bull World Health Organ. 2007;85(3):185-191.
4. Bate R, Boateng K. Honesty is a virtue. How to promote global health: a for-
eign affairs roundtable. January 24, 2007. http://www.foreignaffairs.org/special
/global_health/bate_boateng2. Accessed June 12, 2007.
5. Garrett L. The challenge of global health. Foreign Aff. 2007;86(1):14-38.
6. Transparency International. Global Corruption Report 2006: Special Focus: Cor-
ruption and Health. London, England: Pluto Press; 2006.

COMMENTARIES

©2007 American Medical Association. All rights reserved. (Reprinted) JAMA, July 11, 2007—Vol 298, No. 2 227

 at Lawrence Gostin Jd, on July 10, 2007 www.jama.comDownloaded from 

http://www.jama.com


7. UN Millennium Development Goals. http://www.un.org/millenniumgoals/. Ac-
cessed June 12, 2007.
8. Rose G. The Strategy of Preventive Medicine. Oxford, England: Oxford Uni-
versity Press; 1992.
9. Ram PK, Kelsey E, Rasoatiana R, et al. Bringing safe water to remote popula-
tions: an evaluation of a portable point-of-use intervention in rural Madagascar.
Am J Public Health. 2007;97(3):398-400.
10. Molyneux DH, Nantulya V. Linking disease control programmes in rural Africa:
a pro-poor strategy to reach Abuja targets and millennium development goals.
BMJ. 2004;328(7448):1129-1132.
11. Africa malaria report 2003. Resources required to roll back malaria. http:
//www.rbm.who.int/amd2003/amr2003/amr_toc.htm. Accessed June 12, 2007.
12. Miller JM, Korenromp EL, Nahlen BL, et al. Estimating the number of insecticide-
treated nets required by African households to reach continent-wide malaria cov-
erage targets. JAMA. 2007;297(20):2241-2250.
13. Aginam O. Global Health Governance: International Law and Public Health
in a Divided World. Toronto, Ontario, Canada: University of Toronto Press; 2005.
14. Burris S. Governance, microgovernance and health. Temple Law Rev. 2004;
77(2):335-361.
15. Burci GL, Vignes C-H. World Health Organization. Geneva, Switzerland: World
Health Organization; 2004.
16. Fidler DP, Gostin LO. The new International Health Regulations: an historic

development for international law and public health. J Law Med Ethics. 2006;34
(1):85-94.
17. Roemer R, Taylor AL, Lariviere J. Origins of the WHO Framework Conven-
tion on Tobacco Control. Am J Public Health. 2005;95(6):936-938.
18. Taylor AL. Making the World Health Organization work: a legal framework
for universal access to the conditions for health. Am J Law Med. 1992;18(4):301-
346.
19. Fidler DP. The future of the World Health Organization: what role for inter-
national law? Vanderbilt J Transnational Law. 1998;31(5):1079-1126.
20. Daniels N. Equity and population health: toward a broader bioethics agenda.
Hastings Cent Rep. 2006;36(4):22-35.
21. Office of the High Commissioner for Human Rights. International Covenant
on Economic, Social, and Cultural Rights. http://www.unhchr.ch/html/menu3/b
/a_cescr.htm. Accessed June 12, 2007.
22. United Nations Environment Programme. The Vienna Convention for
the Protection of the Ozone Layer. http://www.unep.org/ozone/pdfs
/viennaconvention2002.pdf. Accessed June 12, 2007.
23. United Nations Framework Convention on Climate Change. http://unfccc.int
/2860.php. Accessed June 12, 2007.
24. Gostin LO, Powers M. What does social justice require for the public’s health?
public health ethics and policy imperatives. Health Aff (Millwood). 2006;25(4):1053-
1060.

EDITORIAL Editorials represent the opinions
of the authors and JAMA and not those of

the American Medical Association.

Genetics and Genomics
A Call for Papers
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THE OCTOBER 15, 1997, ISSUE OF JAMA1 WAS DEVOTED

to genetics and featured articles on genomic screen-
ing in late-onset familial Alzheimer disease, BRCA1
sequence analysis, hereditary prostate cancer 1 lo-

cus, chromosome 19 single locus, and multilocus haplotype
associations with multiple sclerosis, cancer incidence after reti-
noblastoma, prenatal genetic carrier testing, molecular diag-
nosis and carrier screening for �-thalassemia, genetic test-
ing in hereditary colorectal cancer, molecular neurogenetics,
family history and genetic risk factors, and preparing health
professionals for the genetic revolution.

During the past decade, there has been an explosion of
progress in genetics and genomics including the sequencing
of the human genome.2,3 In March 2008, JAMA will devote an
entire theme issue to practical applications of genetics and ge-
nomics that are or might become clinically important. We in-
vite authors to submitmanuscripts reporting the resultsoforigi-
nal research, especially clinical trials; systematic reviews
including meta-analyses; special communications; and com-
mentaries. Evidence-based articles will be given priority.

Topics of particular interest include genetic diagnosis in-
cluding prenatal tests, genetic testing especially for ill-
nesses for which presymptomatic intervention is possible,

pharmacogenomics, gene therapy, evolutionary medicine
such as genotypes with proven adaptive responses to emerg-
ing infections, genetic counseling, and ethical issues sur-
rounding genetics.

Manuscripts received by November 1, 2007, will have the
best chance for consideration for this theme issue. All manu-
scripts will undergo our usual rigorous editorial review pro-
cess. High-quality submissions not accepted for the theme
issue may be considered for other issues of JAMA or, with
the authors’ permission, for consideration by one of our Ar-
chives specialty journals, which are also devoting a March
theme issue to this topic.

Authors are encouraged to consult the JAMA Instruc-
tions for Authors4 for guidelines on preparing and submit-
ting manuscripts.
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