
CHAPTER 2

Public Health in the Twenty-First
Century: Beyond the Multilateral

Institutions

This chapter discusses the processes through which a health issue comes
to be understood as global. It traces the evolution of international
institutional responses to three health issues that have attained global

status—tuberculosis, malaria, and HIV/AIDS—since their emergence. Sev-
eral factors play a role in determining the global status of these health issues.
These factors include the severity and distribution of the disease, the rapidity
of its spread, the societal groups it affects, and the availability of a cure. Once
a combination of these factors is present, global status can be conferred on the
basis of three categories that are seen as transcending national boundaries—
“biomedicine,” “human rights,” and “transnational nature.” Over time, these
three framings shaped, often in competition among each other, varying
approaches to the control of tuberculosis, malaria, and HIV/AIDS. In the
1980s and 1990s, all three were seen as intimately intertwined with global-
ization. The idea that partnerships between governments, intergovernmental
organizations, companies, and civil society were the best ways to address these
health issues became dominant in the public health community.

Until the 1980s, biomedicine and human rights were the two main frame-
works that served as the basis for the claim that a health issue was “global.”
When antibiotics and vaccines became available, tuberculosis and malaria
became represented as solvable biomedical problems. According to this view,
the afflicted patient becomes a citizen in a treatment regime that is seen
as easily traveling across national and cultural boundaries. Correspondingly,
institutional responses focus on the goal of delivering technologies to affected
individuals through specialized disease control structures. In contrast, the
framing of health and disease as a human rights issue puts at the center of its
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concern the healthy individual that needs protection from a variety of illnesses
throughout lifetime. Access to primary health care services is conceptualized
as a right that transcends culture and nationality. Institutional responses in
this framework focus mainly on the construction of health care infrastruc-
ture. Over time, the two competing framings of “disease as biomedicine” and
of “health as a human right” played a role in the institutionalization of all
three diseases. Both regard the nation-state as the principal provider of health
care to its citizens. By the end of the 1980s, the WHO’s efforts – under both
of these paradigms – had come to be regarded insufficient in their ability to
address local diversity and effectively reach the grassroots levels.

In the 1990s, another form of global status emerged. All three diseases
became seen as intimately intertwined with globalization, or as transnational.
In this model, the responsibility for providing health care is no longer solely
assigned to governments, but it rests on partnerships of state and non-
state actors. The patient becomes an agent in a system in which multiple
actors are connected across local, national, and supranational scales. The con-
cept of partnerships is thus conceived of as an institutional structure that
encompasses both the “transnational” and the “local.”

The Co-production of Public Health Issues and Public
Health Institutions

Public health is a field of political struggle that intrinsically centers on the
tension between individual liberties and the government’s right and obliga-
tion to protect the health of the community. When a disease or health hazard
appears, three fundamental issues must be negotiated before the hazard can
become the subject of public health policy. First, whose problem is it? Second,
how should the problem be brought under control? And third, whose respon-
sibility is it to do so? If the issue is recognized as a disease or health hazard that
affects the public, it can then move from the domain of individual respon-
sibility into the domain of collective responsibility. Finally, authorities come
to deal with it. The need to protect healthy individuals from the threat of
disease justifies public action.

In the process, a boundary is created between those affected and those
who are not affected by the disease (I will call this an “us/other boundary”).
Intimately intertwined with this is the question of how to deal with the dis-
eased “other.” Should that “other” be regarded as a potential threat, even a
transgressor, and dealt with using law enforcement techniques? Alternatively,
should the “other” be seen as a patient, as someone to empathize with? These
competing framings are illustrated in the 2007 international public health
scandal over the question of how to treat a U.S. citizen who had apparently
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traveled despite warnings from state health officials that he was infected with
tuberculosis—there was an intense debate over whether he had acted irre-
sponsibly and whether or not the authorities should have forcibly restricted
his movement (Schwartz 2007).1 This illustrates how, in one single case,
the two framings can compete, as the representatives of the state are caught
between two responsibilities: that of supporting a citizen with a health prob-
lem and of guaranteeing that the same individual does not endanger public
safety through a potential spread of his or her infection.

The STS idiom of co-production helps us to understand the processes
through which an issue becomes the subject of public policy. As discussed
in Chapter 1, co-production happens through the making of representations,
discourses, identities, and institutions (Jasanoff 2004, 39), which happen anew
for every policy issue that emerges in a society. As this chapter will illus-
trate, the processes of co-production not only operate at the national level,
but can also be equally observed at the global level. For a public health issue
to be regarded as “global,” a perceived mechanism must exist by which the
issue or some of its aspects travel across national boundaries such that the
creation and involvement of supranational actors are required to address it.
Before I discuss the specific cases of tuberculosis, malaria, and HIV/AIDS,
I will address a number of general trends that affected the way these diseases
became understood.

International Health Cooperation in the Twentieth Century

Until the 1980s, two mechanisms emerged by which health and disease could
become regarded as global. The first is biomedicine. Biomedical representa-
tions of a disease generally serve the purpose of identifying clear targets and
demonstrable results. At the center of this paradigm is the afflicted individual
that needs protection from a specific condition. Biomedicine is then seen as an
equalizing force yielding technologies that are effective regardless of the social,
cultural, or national context in which they are used—its concepts universalize
the status of the patient and decouple it from nationality or culture.

Based on this view of science and medicine, the increasing availability
of antibiotics and vaccines in the 1930s and 1940s generated great enthu-
siasm among international public health experts. Many infectious diseases
suddenly appeared preventable and/or curable, and public health suddenly
seemed to possess the power to eliminate tremendous levels of suffering and
death all over the world. Freedom from TB, malaria, and other infections, it
was hoped, would now be within everyone’s reach (Maher and Nunn 1998;
Raviglione and Pio 2002). This meant a redefinition of the purpose of inter-
national health cooperation, a shift away from Westphalian principles, which
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had been designed to enable disease control for the improvement of dealings
between sovereign states, toward the principle of furthering not just disease
control but also the provision of health care to all patients suffering from a
given illness.

In the first half of the twentieth century, the WHO built vertical dis-
ease control programs (Raviglione and Pio 2002). These programs were
designed to deliver newly available drugs and vaccines for a range of infectious
diseases—including malaria, tuberculosis, and leprosy—in a “single-purpose
machinery, independent of both the general health infrastructure and the
structure of other vertical programmes” (Raviglione and Pio 2002). Vertical
programs were designed and set up to run separately from national health
infrastructure. They reflect the view that specialized expertise and focus were
needed to make a dent in these infectious diseases, which were best delivered
through a targeted, centralized structure.

Throughout the twentieth century, these vertical approaches competed
with horizontal approaches, which sought to make primary health care avail-
able to all humans. At the center of this paradigm, which was also initiated
by the WHO, was the healthy individual in need of protection from a range
of diseases throughout lifetime. This required not single-focus interventions,
but rather a complicated system of prevention, treatment, and care. Under
the rubric “Health for All by 2000,” the WHO’s 1978 Alma-Ata Declara-
tion, defining health as a “state of complete wellbeing” (rather than as the
absence of disease), affirmed humanity’s right to basic health care services
(World Health Organization 1978). The idea that individuals have a “right to
health” universalizes the status of the patient and decouples it from nationality
and culture. In analogy to the idea that all patients with a given disease should
receive treatment, the construction of a right to primary health care is a depar-
ture from the Westphalian principle of noninterference. Yet similar to the
vertical approach, the horizontal model of supranational public health coop-
eration also conceptualized the nation-state as the main provider of health
care.2 In both cases, the WHO, through its legitimacy as a UN organization,
provides advice and technical assistance to governments of sovereign states to
improve the health of their populations.

(Re)Defining Health and Disease

In the second half of the twentieth century, that idea changed radically,
when health and disease were fundamentally reconceptualized. The existing
representation of health and disease changed in four major ways. First, the
biomedical view of health and disease was increasingly challenged. Today,
most health issues are conceptualized as complex and cross-cutting economic,
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social, behavioral, and political issues that require broad approaches and
thinking beyond biomedicine. This has been true for infectious diseases for
a while, as the remainder of the chapter will show, and increasingly also
for noncommunicable diseases. However, and more surprisingly, the same
thinking is being applied more and more frequently even to problems that
were not commonly seen as belonging to the core of international public
health policy—the most recent, prominent examples of such issues include
smoking and tobacco-related illnesses (Davis et al. 2007; Ebrahim et al.
2007), obesity (Chopra, Galbraith, and Darnton-Hill 2002; Chopra and
Darnton-Hill 2004; Ebrahim et al. 2007), road traffic accidents (Mathers
and Loncar 2006), and violence (Rutherford et al. 2007). WHO’s Frame-
work Convention on Tobacco Control (FCTC) is an example of emerging
global health governance to address one of these new types of public health
issues (tobacco-related illnesses) (Satcher 1999).

Second, the representation of the way health and disease are distributed in
the world has changed. The concept of the epidemiological transition, orig-
inally proposed by Omran in 1971 (Omran 2005), gained currency. His
proposition that with rising economic status the epidemiological profile of
the diseases affecting populations in developing countries would also change,
with an expected rise in noncommunicable diseases like cardiovascular prob-
lems, cancer, and tobacco-related illnesses, has come to be widely accepted
and used (see, for example, Yusuf, Ounpuu, and Anand 2002; Kanavos 2006;
Davis et al. 2007). The 1996 Global Burden of Disease Study, carried out by
health and development experts at Harvard, at the WHO, and at the World
Bank, marked the beginning of systematic cross-national assessment of health
and disease by the UN bodies and placed noncommunicable diseases among
the top health problems in the world (Murray and Lopez 1990; Lopez et al.
2006; Mathers and Loncar 2006).

Third, the relation between health and economic development has been
reconceptualized. Health is increasingly seen as a means rather than purely
as a consequence of production. Consequently, health policy was increas-
ingly presented as a pillar of successful economic policy rather than as its
automatic by-product. The 1993 World Bank Report entitled “Investing
in Health” made the argument that developing countries need to actively
invest in improving the health of their populations as part of their economic
development (World Bank 1993). Later efforts of WHO under Gro Harlem
Brundtland worked to strengthen and refine the evidence for this argument
(Commission on Macroeconomics and Health 2001). The increased impor-
tance that health care has since been given on the development agenda is also
illustrated by the fact that 4 of the 10 Millennium Development Goals are
related to health.3
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Disease are increasingly understood as transnational. The spread of dis-
eases is perceived as more threatening in a world that is becoming more
and more connected. In the 1980s, the rapid spread of HIV/AIDS epidemic
throughout the globe forcefully drove home the point that infectious dis-
eases do not stop at national boundaries. Antibiotic-resistant malaria and
tuberculosis, SARS, anthrax, and bird flu have since followed to strengthen
that conviction. Fittingly, SARS has been labeled the “first post-Westphalian
pathogen” (Fidler 2003).

Not only infections but also behavior is increasingly conceptualized as
transcending national boundaries. Recently, the argument has been made that
“behavioral risks” that lead to health problems such as obesity and tobacco-
related illnesses are in the process of becoming global (Ebrahim et al. 2007).
Similarly, with scientists applying new approaches like social network theory
to the problem of obesity (Christakis and Fowler 2007), being overweight
has been conceptualized as sharing aspects of contagion (“Obesity ‘conta-
gious’, experts say” 2007). The fast food and tobacco industries are accused of
causing or at least substantially contributing to the spread of these problems
(Chopra and Darnton-Hill 2004). New forms of international treaties and
regulations are being instituted at the supranational level, such as the FCTC
(Satcher 1999), which need to reflect the multifactorial, cross-disciplinary
nature of the problems they have been designed to tackle.

(Re)Defining Responsibility

Co-production allows us to see that the changes in the way health and dis-
ease are represented have come hand-in-hand with propositions to change
the ways in which we address them. When international health coopera-
tion started in the mid-nineteenth century, it came out of the experience
of two cholera epidemics in 1830 and 1847, which had killed tens of thou-
sands of Europeans (McCarthy 2002). It had the primary goal of containing
the spread of infectious diseases so that travel and trade between sovereign
states would be enhanced (McCarthy 2002; Fidler 2003). No assumption
was made that international institutions would in any way interfere with the
internal workings of sovereign states. As I argued earlier, the WHO’s initi-
ation of vertical and horizontal programs represents a step away from that
original concept. Both the biomedical framework and the human rights view
of health assume that governments will work to improve their populations’
health under the leadership of the WHO.

In the latter half of the 1990s, a fundamental change occurred, a shift
away from the UN-centered—and, in the case of health, WHO-centered—
landscape to a landscape in which both state and nonstate actors play a role.
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Health, environmental protection, and security have increasingly become
conceptualized as “global public goods” (Reinicke 1997) that require the par-
ticipation of multiple actors in the production and distribution to humanity
independent of national boundaries. In the health sector, more than 100
new “global public—private partnerships” have emerged in the 1990s (World
Health Organization 2001; Widdus 2005). They differ substantially in terms
of size, mission, activities, and players involved (Widdus 2001). Some focus
on the production of new knowledge and tools for combating diseases that
mainly affect patients in developing countries, like the Medicines for Malaria
Venture and the Global Alliance for TB Drug Development; others aim to
make prevention and treatment available to patients in developing coun-
tries, like the Global Fund to Fight Aids, Tuberculosis and Malaria or the
partnership between the pharmaceutical company Merck, the UN agencies,
and developing country governments, which has made a cure for river blind-
ness available for millions of patients (Thylefors, Alleman, and Twum-Danso
2008). The common thing between them is that they draw on public and
private sector partners and that they are not affiliated with governmental or
intergovernmental agencies.

This trend toward partnerships is new. Until the late 1970s, there was very
little cooperation between private and public sectors in the area of interna-
tional development (Buse and Walt 2000a, 2000b). A variety of explanations
can be given for this change. Thus, some explain it to be the result of a change
in the way the state’s role in the provision of public services is conceptualized,
with an increasing emphasis on engaging markets and increasing efficiency
(Poku and Whiteside 2002). Others see a general loss of faith in the capa-
bility of national governments and the multilateral institutions to solve the
problems commonly associated with globalization at the origin of recent calls
for “post-Westphalian public health governance” (Aginam 2006).

However, the overall significance of the trends I have outlined in the pre-
ceding section, including that toward “partnerships,” is the fact that they
imply a fundamental reassignment of responsibilities, at least in theory, away
from the nation-states and multilateral institutions onto a larger, more diverse
array of players. The argument is that if a disease is not simply biomedical but
rather a matter of society, economics, culture, and behavior, and if it does not
halt on national borders, then surely governments and the multilateral insti-
tutions can no longer be expected to provide solutions on their own. At stake
is a fundamental question: as markets expand, GDPs grow, and patterns of
health and disease change, who has the responsibility for providing health
care in developing countries?

The WHO has been an active driver of this evolution. As the follow-
ing chapters will show, Gro Harlem Brundtland, who took office as WHO’s



18 ● The Making of Global Health Governance

Director-General in 1998, restructured large parts of WHO’s work on
tuberculosis and malaria from WHO-driven efforts to more loose, cross-
sectoral partnerships. Her speech, at the 55th World Health Assembly in
2002, emphasizing the need for this new governance model, expresses the
notion that in today’s globalizing world, effective policy can no longer
come from single bodies or institutions acting according to Westphalian
principles:

In a world filled with complex health problems, the WHO can not solve them
alone. Governments cannot solve them all. Non-governmental organizations,
the private sector and foundations cannot solve them. Only the new partner-
ships can make a difference and the evidence shows we are. Whether we like it
or not, we are dependent on the partners, the resources and the energy neces-
sary for at least a 30-fold scale-up in an effort—to bridge the gap and achieve
health for all.

(Brundtland 2002)

Two prominent examples of the new approach she introduced to interna-
tional public health are the multilateral partnerships “Stop TB” and “Roll
Back Malaria.”

In some instances, “post-Westphalian” approaches taken by the WHO
have triggered a direct reaction from its member states. In 2001, the World
Health Report published a ranking of 191 national health systems accord-
ing to various indicators of the overall quality of their performance (World
Health Organization 2000b), which generated a lot of attention in both sci-
entific and nonscientific press. A discussion quickly emerged on whether or
not the methodology of the study had been adept to adequately reflect what it
purported to measure and to what extend that was even measurable (Gravelle
et al. 2003; Hollingsworth and Wildman 2003; Nolte and McKee 2003).
These controversies illustrate the friction that can occur with the change
in role that the WHO was effectively assuming with the publishing of this
assessment—that of a public arbitrator of the quality of national govern-
ments’ efforts to protect the health of their citizens, rather than that of a
pure knowledge broker and technical advisor to support whichever strategies
its member states chose to pursue.

Tuberculosis: From Sanatoria to “Stop TB”

Humanity has struggled with tuberculosis for thousands of years. It is believed
to have been the leading cause of death in the history of the industrialized
world (Bloom and Murray 1992). The disease is present in every region
of the world and affects adults and children, men and women, alike. Over
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time, it has come to be seen as intimately intertwined with poverty and social
inequality.

International approaches to tuberculosis gained momentum when antibi-
otics became available. Over the course of the twentieth century, the interna-
tional tuberculosis control paradigm shifted back and forth between vertical
and horizontal approaches; neither was regarded as particularly successful, as
both were seen as unable to adequately address the specificities of varying local
context. As the following sections will show, the representation of tuberculo-
sis shifted over time, from a biomedical problem requiring antibiotics and
vaccines to a multifactorial problem requiring an organizational solution to
the intricacies of large-scale distribution of medical treatment.

Sanatoria Versus Primary Health Care

TB first attained priority status on the international public health agenda
in the 1940s, when streptomycin, the first antibiotic shown to be effective
against it, was discovered. As Raviglione and Pio discuss in their excellent
review of the history of tuberculosis control in the second half of the twenti-
eth century, a centralized TB unit was established at the WHO in 1947—the
increasing availability after World War II of chemotherapy against infectious
diseases and of insecticides for vector elimination had triggered the creation
of so-called vertical programs within the WHO, each reaching from the cen-
ter to the periphery, but with little direct connection to existing national
health structures or to other WHO disease control programs (Raviglione and
Pio 2002). At the time, TB was the leading infectious killer in developing
countries, and it was hoped that the combination of antibiotics and mass
vaccination with the BCG vaccine could make prevention and treatment
available to many (Maher and Nunn 1998; Raviglione and Pio 2002).

The WHO’s vertical control programs were successful in industrialized
countries. Starting in the 1950s, the discovery and use of other TB drugs
including isoniazid in 1952, p-amino salicylic acid, and pyrazinamide led to a
continued reduction of TB mortality in the industrialized world (Bloom and
Murray 1992). By that time, TB could be prevented with isoniazid in people
who were exposed to it; infected individuals could be rendered noncontagious
with combinations of available antibiotics and then cured (Verhoef 1994).
The combination of case-finding and treatment of infectious cases in special-
ized TB sanatoria with mass vaccination at birth led to declines in tuberculosis
rates by 10–15 percent annually, an important improvement compared to
the earlier 4–5 percent that sanatoria alone had been able to achieve (Kochi
1991). BCG became the most widely used vaccine in the world (Bloom and
Murray 1992).4
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These successes, however, could not be replicated in developing countries.
According to Raviglione and Pio, it became clear in the late 1950s that the
strategy was not working in the same way. The reasons for this were seen in
the difficulties of implementing vertical strategies in the developing country
context—thus, they argue that the detection strategies used by industrial-
ized countries to quickly identify TB cases in large numbers did not work
in the same way in developing countries, that vertical TB control programs
could not easily be extended to whole countries due to their specialized struc-
ture, and that the cost of the programs was too high, especially when it came
to the deployment of newer TB drugs like rifampicin and pyrazinamide,
which were largely unaffordable in resource-poor settings (Raviglione and
Pio 2002). The vertical structure, it seems, did not lend itself to responding
to local specificities. TB continued to be the leading killer among infectious
diseases in developing countries (Bloom and Murray 1992).

In the early 1960s, this changed, after public health evidence from
the developing country context was mobilized to challenge the vertical
approach. The scientific basis for this change came at least in part out of pub-
lic health work in Asia. In this region of the world, tuberculosis was treated
in the ambulatory setting out of sheer necessity—infection rates were high,
and hospital beds could not be made available to all infected patients (see Fox
1958, 1962; Bayer and Wilkinson 1995). The Tuberculosis Chemotherapy
Centre in Madras, a research institution supported by the Indian government,
the WHO, and the British Medical Research Council, did important work in
the 1950 and 1960s, showing that TB control was feasible without sanatoria
and that most infections could be successfully detected through screening
programs in general health clinics (Banerji 1965; Kamat et al. 1966). Based
on this collaboration between local and international tuberculosis experts, it
was argued that TB control did not need vertical programs but could be done
in general health clinics (Kamat et al. 1966).

During the period 1964–1976, the vertical approach to TB was sub-
stituted with a horizontal one. Specialized tuberculosis programs were
integrated into the national health infrastructure, and TB clinics changed
to general health facilities (Raviglione and Pio 2002). A central element of
the new strategy was the supervised ambulatory treatment of TB patients,
based on experience from other infectious diseases (Raviglione and Pio 2002).
Tuberculosis was now being presented as a problem of “social planning”
(Banerji 1965), an “organizational exercise in the provision of ambulatory
care” (Maher and Nunn 1998). The efforts were reinforced by the grow-
ing influence of the primary health care movement as described in the
declaration of Alma-Ata in 1978 (World Health Organization 1978) and
continued throughout the 1970s as part of an ongoing “health sector reform,”
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comprised of the “decentralization of authority,” the “managerial integration
of programs,” and “public consultation” (Raviglione and Pio 2002).

But the outcome of the horizontal strategy was no more encouraging than
the vertical approach had been. The mortality toll that tuberculosis was taking
on developing country populations could not be substantially reduced—rates
of decline were less than 50 percent of those observed in industrialized coun-
tries (Raviglione and Pio 2002). The methods of TB case management—
detection, diagnosis, and chemotherapy—were apparently hard to apply in
developing countries (see, for example, Pio 1989). In 1976, Styblo et al.
showed that while the BCG vaccine effectively prevents childhood tubercu-
losis, it does not break the chain of TB transmission on the population level
and therefore does not show the epidemiological effects that had been hoped
for (Styblo and Meijer 1976). This further weakened the argument of those
who held that humanity had the tools necessary to stop TB.

By the early 1980s, the public health community’s attention for TB grad-
ually started to lessen. Raviglione and Pio note a decrease in the activity of
the key actors that had spearheaded international scientific and public health
work in the TB control domain: the Bulletin of the WHO ceased publishing
its special issues on TB; the International Tuberculosis Conference halved
its frequency to once every four years; in 1985, the British Medical Coun-
cil closed its TB unit, which had been key in driving scientific refinements
in TB control methodology; and even the WHO apparently downsized and
restructured its investments—by 1989, WHO Tuberculosis staff had been
reduced to two experts, and the formerly separate TB structures in WHO’s
regional offices had been integrated into existing infectious diseases entities
(Raviglione and Pio 2002). The realization that effective TB control or even
eradication were not within reach in developing countries, combined with the
absence of an acute TB threat in the industrialized world, had changed the
perception of TB as a scourge that could be tackled if only the international
community devoted enough attention to it.

DOTS: The Organizational Approach to TB

In the mid-1980s, TB reemerged in the industrialized world. In 1984, U.S.
TB notification rates went up instead of falling and increased throughout
the 1980s and 1990s (Bloom and Murray 1992; Neville et al. 1993), giving
rise to what was termed the “U-shaped curve of concern” (Reichman 1991).
Similar rises were observed in Western Europe (Raviglione et al. 1993) and
in the former Soviet Union (Raviglione 2003). In the United States, several
factors were thought to be responsible for this trend: the rise in HIV and in
urban poverty (Brudney and Dobkin 1991) and increasing levels of migration
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(McKenna, McCray, and Onorato 1995). Tuberculosis in the United States
came to be understood as interconnected with tuberculosis elsewhere. One
observer noted: “it will be difficult to eliminate tuberculosis without better
efforts to prevent and control it among immigrants and greater efforts to
control it in the countries from which they come” (McKenna, McCray, and
Onorato 1995).

This perception of interconnectedness, together with the resurgence
of incidence and prevalence, put TB back in the international spotlight.
In 1989/1990, WHO undertook a special study to assess the global burden
of TB (Kochi 1991; Sudre, Tendam, and Kochi 1992). The study estimated
that one-third of the world’s population was infected with TB and that in
1990, 2.9 million died of the disease (Sudre, Tendam, and Kochi 1992).
In the decade preceding 1990, 2.5–3.2 million cases of TB had been reported
to the WHO annually, most of them in Asia (Sudre, Tendam, and Kochi
1992). It was estimated that in developing countries, more than 80 percent
of tuberculosis incidence and mortality occurred in TB-affected individuals
in the prime of their productivity, a pattern very different to that observed
in industrialized countries, where tuberculosis mainly occurred in the elderly,
and usually as a consequence of reactivation of an existing dormant infection
(Kochi 1991).

Based on this report, Arata Kochi, head of the new WHO Global Program
on Tuberculosis (GPT), presented a new global control strategy that later
became famous as “DOTS,” or Directly Observed Treatment Short-Course
(Kochi 1991). Still at the center of this strategy was the direct supervi-
sion of patient medication. However, it now came with a shortened course
of TB chemotherapy, which represented a substantial simplification of the
treatment regimen. Again, the scientific evidence for the strategy came from
research conducted in developing countries. Based on a number of national
TB programs run at the International Union Against Tuberculosis and Lung
Disease (IUATLD), a scientist named Karel Styblo had reported cure rates of
80 percent in Tanzania, Malawi, and Mozambique with a directly supervised,
short-course drug regimen (Raviglione and Pio 2002). The method was not
entirely new (it was taken from a 1973 report of the WHO Expert Commit-
tee on TB), but Styblo had refined it with a more rigorous way of analyzing
program outcomes (cohort analysis) (Raviglione 2003).

DOTS was believed to be able to better address earlier failures to address
local-level specificities. It is worth taking a look at the reasons that were
given for these failures. Arata Kochi’s account from the time foreshadow
many of the arguments that dominated the discussion, about a decade later,
about whether or not antiretroviral therapy should be provided to patients in
developing countries:
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“1. Technical policies are largely concentrated on ‘what should and could be
done’ in relatively well-developed health service systems . . . and often lack the
component of ‘how to do it’ under different settings. 2. Some of the interven-
tion technologies, which are effective, simple and affordable in well-developed
health service systems, are not necessarily effective, simple and affordable in
poorly developed health service systems. 3. Some of the technical policies
appear to have been taken as dogma . . . so that there has been a tendency to
discourage result-orientated and local innovative approaches”.

(Kochi 1991)

In Kochi’s argument, an inability or unwillingness to adapt to local circum-
stances and to foster local ideas, knowledge, and innovation was at the heart
of pre-DOTS failures.

DOTS quickly came to be seen as a breakthrough in international health.
Kochi’s 1990 publication (Kochi 1991) had generated attention in the pub-
lic health community (Sbarbaro 2001). Through DOTS, WHO wanted to
achieve an overall reduction in the annual death rate from TB by 40 percent
and “an 85 percent cure rate of all sputum-positive patients under treatment”
as well as “70 percent case detection” by the year 2000 (Kochi 1991). These
targets were adopted in a resolution of the 44th World Health Assembly in
1991 (Raviglione 2003). The enthusiasm continued throughout the 1990s.
The 1993 World Bank Report declared tuberculosis control “one of the most
cost-effective of all interventions” in primary health care of the time (World
Bank 1993). In 1997, WHO’s Director-General referred to DOTS as the
leading advancement in international health of the decade (Smith 1999).

Yet DOTS was not able to stem the tide, either. HIV continued to play a
major role in the renewed spread of tuberculosis worldwide (World Health
Organization 1989).5 And in the early 1990s, outbreaks of multi-drug-
resistant tuberculosis (MDR-TB) occurred in the United States (Centers for
Disease Control and Prevention 1990a, 1990b) and some locations in Europe
(Iseman 1998).6 A 1991 TB report by the United States Centers for Disease
Control found that 13.3 percent of TB cases were resistant to at least one
anti-tuberculosis drug, and 3 percent were resistant to both isoniazid and
rifampicin (Villarino, Geiter, and Simone 1992). Some called MDR-TB the
“third epidemic” (with HIV being the first and HIV/TB the second) (Neville
et al. 1993), and experts warned that unless the spread was halted, the world
was going to be left with old-fashioned tools common before the advent of
antibiotics—as one commentator put it, describing that scenario, “it is back
to sanatoria, surgery and cod-liver oil” (Veen 1995).

In 1993, the WHO declared TB a global emergency (“Tuberculosis: a
global emergency” 1993). But while the United States successfully contained
its TB resurgence—albeit at a cost exceeding US$ 400 million in New York
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City alone (Frieden et al. 1995)—there was, at first, no agreement about
what was to be done about rising MDR-TB rates in developing countries.7

MDR-TB warnings from developing countries had first appeared in the mid-
1980s (Iseman 1985). For example, reports from Peru’s national TB program
showed low treatment success rates (Hopewell et al. 1984) and later primary
drug resistance rates of 25 percent (Hopewell et al. 1985), even though the
program had been considered successful (Farmer et al. 1998).

However, there was disagreement over whether MDR-TB was really a
global problem. Some argued, notwithstanding its presence in a large number
of countries, that the disease was really focal in nature, with local, cir-
cumscribed outbreaks in Nepal (48 percent), the Indian State of Gujarat
(33.8 percent), New York City (30.1 percent), Bolivia (15.3 percent), and
Korea (14.5 percent) (Cohn, Bustreo, and Raviglione 1997). Others, citing
evidence from a joint survey by the WHO and the IUATLD showing that
MDR-TB was present in all of the 35 countries and regions that had been
investigated, argued it was global in nature (Pablos-Mendez et al. 1998).

Again, the arguments parallel those of the controversies regarding the pro-
vision of antiretroviral treatment. Was treating MDR-TB all over the world
the right approach? Was it feasible? In 1998, Harvard’s Paul Farmer and a
group of colleagues made the argument that specialized treatment of MDR-
TB needed to be made available to all affected patients, pointing to the
“transnational nature of the modern TB pandemic” (Farmer et al. 1998).
Critical voices held that global expansion of treatment for MDR-TB was too
complicated and simply not cost-effective (Espinal et al. 1999; Smith 1999)
and warned that focusing on MDR-TB would draw away resources from
treating patients with nonresistant TB (Smith 1999).

In 1998 the WHO finally issued the DOTS Plus strategy, adding special-
ized treatment facilities and programs for MDR-TB to the existing DOTS
programs (Iseman 1998). To address the cost of second-line TB drugs, one of
the major constraints to MDR-TB control, the WHO established the Green
Light Committee Initiative (GLC) with the aim to develop solutions (such as
special price arrangements with pharmaceutical companies) that would lower
the prices of certain TB drugs (Raviglione and Pio 2002).

“Stop TB”: The Era of Partnerships

By the late 1990s, it had become clear that DOTS could not reach the
needed coverage. Raviglione and Pio argue that the main challenge was not
the adoption of DOTS at the national level but the scaling up of functioning
pilot programs to the whole country, especially in the 22 countries that had
80 percent of the global TB burden (Raviglione and Pio 2002; Raviglione
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2003)—even after its adoption in 127 countries by 1999 (as a consequence
of increased funding8), DOTS reached only about 20 percent of all TB cases
at that time (Raviglione and Pio 2002). Clearly, adoption at the government
level did not automatically guarantee success at the local level.

WHO’s new Director-General Gro Harlem Brundtland convened the
“Ad-hoc Committee on the TB Epidemic” in March 1998 in London to
discuss the world TB situation (World Health Organization 1998b). The
committee issued an influential report that noted the lack of progress, iden-
tified major constraints to the success of DOTS,9 and recommended a more
comprehensive and multisectoral approach to addressing it (World Health
Organization 1998b, 2006; Raviglione 2003).

Under Brundtland’s leadership, the TB landscape was fundamentally
restructured at the end of the 1990s. In 1998, the Global TB Program
was closed and replaced with the Stop TB Partnership (Raviglione 2003).
It was formed as a public–private partnership, a coalition of governments,
nongovernmental organizations, donors, and other TB-related organizations.
Some even argued it had “evolved from a partnership of international orga-
nizations into a global social movement” (Lee, Loevinsohn, and Kumaresan
2002).

As was the case for earlier approaches, the aim of the new program was to
eliminate tuberculosis as a public health problem, with the mission to ensure
that every TB patient gained access to effective diagnosis, treatment, and cure
(Kumaresan et al. 2004).10 However, in addition to DOTS expansion through
national health structures, it previewed the construction of three new global
research and development partnerships for new TB tools (drugs, diagnostics,
and vaccines).11,12 One of these initiatives, the Global Alliance on TB Drug
Development, has created a tuberculosis drug discovery program (“Tubercu-
losis: GlaxoSmithKline and TB Alliance Renew Tuberculosis Drug Discovery
Program” 2008).

Thus, the representation of tuberculosis had shifted over time, and with
it, the approaches proposed to address the disease. First, it was seen as a
biomedical problem that could be tackled with defined, globally applicable
tools, like vaccines and antibiotics; that representation changed later to one
that presented tuberculosis as a matter of the right organizational skills and
systems, which the state, with the support from WHO’s programs, could
deploy, together with biomedical tools, to reach patients in its realm; finally,
after efforts to control tuberculosis in the developing world had failed and
MDR-TB had appeared and risen instead, tuberculosis came to be repre-
sented as a transnational problem that governments and the WHO could no
longer solve on their own. For example, the high cost of certain tuberculosis
drugs, which had been seen to be governed by the markets and thus as lying
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outside of the direct public health “jurisdiction” of national governments and
the WHO, was included in the problem definition. In line with this view,
a partnership was created that brought together a wide variety of state and
nonstate actors, including the private sector.

Malaria: From Control to Eradication and Back

Forty percent of all human beings live with a continuous threat of contract-
ing malaria, a diseases thought to kill about 1 million people and to cause
500 million severe infections annually (World Health Organization 2007).
As is the case for tuberculosis, malaria has been present for thousands of years.
Malaria is different from tuberculosis in that it has distinct environmental and
geographic components. Malaria is a classic “tropical disease,” and its agent,
a parasite called plasmodium, is transmitted through the anopheles mosquito,
which needs a certain climate to thrive, limiting the distribution of malaria
to hot and humid geographic zones. The way malaria afflicts human beings
is intimately connected with the patients’ previous immunological exposure
to it. Its fatal form disproportionately affects small children who have not
been exposed to the disease (or, by the same token, travelers to malarious
regions), whereas adults in endemic reasons usually experience comparatively
milder symptoms due to their having acquired partial immunity (Carter and
Mendis 2002).13,14

As the following section will show, institutional approaches to malaria have
cycled back and forth between efforts at control and attempts at eradica-
tion. Before the discovery of the malaria cycle in 1880, by French military
physician Alphonse Laveran, public health intervention against malaria con-
sisted mainly of swamp draining. The discovery of the cycle put a number
of concrete targets within reach: the adult mosquito in the environment;
its larvae, which dwell in standing waters; and the parasite plasmodium in
its different developmental stages inside the human body. The newly gained
knowledge of the different components of this system suggested to many that
it could be disrupted. Italian malariologist Battista Grassi famously referred
to malaria as a “giant with feet of clay” (Coluzzi 1999), suggesting that if
humanity was able to successfully target a fragile spot in this cycle, malaria
would crumble at once.

Over time, this representation of malaria as a biomedical problem with
defined technical solutions was replaced by an image of malaria as a biological
system in which three entities—human, parasite, and mosquito—have been
co-evolving for centuries. Generally, the stated goal of international efforts
to combat malaria has moved from eradication to minimizing its impact,
even though the idea that eradication may be within reach has started to gain
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currency again (Bill and Melinda Gates Foundation 2007). Concomitantly,
propositions on how to address malaria changed from approaches that rely
on single biomedical tools to those that rely on a combination of measures,
and engage a variety of different actors.

As the following section will show, the evolution of international
approaches to malaria control can be divided into three phases and shows
important similarities to the evolution of responses to tuberculosis described
in the previous section. Thus, first approaches to malaria control were vertical
in structure and relied on newly discovered scientific tools and knowl-
edge that were thought to be effective in controlling or even eradicating
it. After these efforts had failed, a phase followed during which attention
to malaria decreased, until it was perceived as resurging and represented as
being transnational in nature. A period followed during which horizontal
approaches, delivered through the state with support of the WHO, were
thought to be the right solution to the problem. And, finally, much as in
the case of tuberculosis, the international health community ended up con-
cluding that malaria could not be effectively addressed by a Westphalian
arrangement of national and international institutions, leading the way to
partnerships being advocated as the superior type of governance for malaria
control. The following section will trace in detail these changes in scientific
and public health thinking that happened through time.

1920s–1960s: Silver Bullets

Malaria came onto the agenda of international health cooperation in the early
1920s. At the time, it was still prevalent in some European countries, includ-
ing Italy, Greece, and the Balkans. The 1920s–1940s were marked by a public
health controversy over the right method to address the disease between the
League of Nation’s Malaria Commission and the mighty Rockefeller Foun-
dation, which Stapleton has described in detail.15 He points out that with
its far-reaching global activities,16 the Rockefeller Foundation was not just a
key driver of scientific developments at the time, but was at the core of a
“revolution in malaria control” happening at the time.

Essentially, the League of Nation’s Malaria Commission held that the
best way to control malaria was the combination of quinine with the spray-
ing of pyrethrum in houses, combined with social measures to improve
living conditions (Bruce-Chwatt and de Zulueta 1980, 169). In contrast,
the International Health Board (IHB) and later the Rockefeller Foundation
itself pioneered a new approach that was exclusively based on the killing of
mosquito larvae with a chemical named “Paris Green” (Stapleton 2004).17

These malaria programs required in-depth study of the local conditions
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of the vector—regarded as “scientific, experimental and temporary,” they
aimed at vector eradication (Stapleton 2004). Thus, the Rockefeller approach
promised a silver bullet to end an ancient scourge.

The controversy, which can be interpreted as a competition between a
vertical approach with the aim to eradicate and a horizontal approach with
the aim to control, was later won by the vertical fraction. In the course of
the 1930s and 1940s, the Rockefeller Foundation came to be seen as one
of the major contributors to successful malaria control all over the world,
and especially in Europe (Bruce-Chwatt and de Zulueta 1980, 171).18 The
foundation’s approach, with its focus on technical tools and its belief that
temporary, scientific intervention can solve the problem, is thought to have
helped pave the way for the later focus on eradication by the WHO (Stapleton
2004). However, according to Bruce-Chwatt and de Zulueta, it became clear
by the mid-1940s that this approach, which was based on decreasing or elimi-
nating mosquitoes, could not realistically be applied in vast malarious regions
of many developing countries (Bruce-Chwatt and de Zulueta 1980, 172).

It was the discovery, in 1948, of the inexpensive, synthetic insecticide
dichlorodiphenyltrichloroethane (DDT) that changed the pendulum toward
eradication. Evidence from Greece and Sardinia19 indicating that DDT was
effective for malaria control if sprayed indoors for a limited time period led
the WHO to announce a Global Malaria Eradication Campaign at the eighth
World Health Assembly in 1955 (Bruce-Chwatt and de Zulueta 1980).
As Trigg and Kondrachine point out, eradication, as a concept, “hinged
on the idea that the transmission of malaria in a community would be
interrupted if a sufficient number of adult mosquitoes were killed before
the parasite development in the vector was completed”; this thinking was
based on mathematical projections that suggested that the biological cycle
of plasmodium could be fully discontinued with the help of DDT and lar-
vicides (Trigg and Kondrachine 1998). It seems thus fair to say that it was,
in its structure and design, a “vertical” program, which relied on the idea
that biomedicine was transportable across national boundaries and applica-
ble regardless of geographic and cultural context. The very word “campaign”
suggests a time-limited effort.

Its title also suggested global reach, but in fact, that was misleading. The
global eradication machinery was never deployed in most of sub-Saharan
Africa, with few exceptions20—malaria experts believed that in those regions,
levels of malaria transmission were too high and health infrastructure too fee-
ble to make sufficient headway against the disease (Trigg and Kondrachine
1998).

By the end of the 1960s, malaria had been successfully eradicated in devel-
oped countries.21 However, reexamining the results of the overall effort, the
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22nd World Health Assembly in Boston came to the conclusion that the
goal of eradicating malaria was not attainable, mainly due to weak public
infrastructure in many regions (Trigg and Kondrachine 1998). The assem-
bly officially changed the focus of global malaria efforts to controlling its
transmission (Bruce-Chwatt and de Zulueta 1980).

1970s–1980s: Malaria “Resurgence”

In a pattern that reminds us of the tuberculosis case, the perceived fail-
ure of the eradication campaign first led to an apparent loss of interest on
the part of the international health community. Funding for antimalarial
programs dropped substantially, and the WHO drastically reduced its tech-
nical staff in affected countries, prompting the ironic comment “Since they
couldn’t eradicate malaria, they eradicated the [malaria researchers]” (Balter
2000). The economic crisis in the early 1970s led to increases in the price of
insecticides, antimalarial drugs, and shipping costs, which further hampered
malaria programs in many developing countries (Trigg and Kondrachine
1998).

After the end of the eradication campaign, malaria resurged in those
regions of Asia and South America where transmission had been success-
fully reduced (Nchinda 1998). In Africa, where eradication had never been
attempted, rates rose throughout the 1970 and 1980s, due to a number of
factors, including population movements, climatic changes, and resistance to
antimalarials and insecticides (Nchinda 1998). Chloroquine-resistant falci-
parum malaria had spread throughout the world (Wernsdorfer 1991). Malaria
came to be regarded as intimately linked with globalization. At the begin-
ning of the 1990s, it was estimated that there were 300–500 million cases of
malaria each year and that 1.5–2.7 million people died from it, with 90 per-
cent of its burden confined to sub-Saharan Africa (Rugemalila, Wanga, and
Wen 2006).

1990s: Control Through the Primary Health Care Approach

In the second half of the 1990s, malaria slowly regained its status as an
international priority. As the following paragraphs will show, the changed
representation of malaria combined with the perceived failure of the eradica-
tion campaign produced a paradigm change—international cooperation on
malaria, it was argued, cannot expect to conquer malaria with single tech-
nological fixes, but must combine a variety of tools, pay attention to local
ecological and socioeconomic conditions, and aim for control rather than
eradication.
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In 1992, a WHO-proposed Ministerial Conference on Malaria held in
Amsterdam adopted World Declaration on Malaria with a Global Malaria
Control Strategy (World Health Organization 1992). Efforts were made
to anchor the new strategy at all levels of existing national, regional, and
UN governance. Thus, both the Declaration and the Strategy were later
endorsed by World Health Assembly in 1993, by the United Nations Gen-
eral Assembly in 1994, and by the Organization of African Unity in 1997
(Trigg and Kondrachine 1998). In their analysis of malaria control in the
1990s, Trigg and Kondrachine made the argument that it differed substan-
tially from previous approaches in that it was a “change of emphasis from
highly prescriptive, centralized control programmes to flexible, cost-effective
and sustainable programmes adapted to local conditions and responding to
local needs” (Trigg and Kondrachine 1998). Among the different components
of the strategy (World Health Organization 1992), three stand out: first, the
new strategy was going to be implemented through primary health care sys-
tems; second, international and local research, both basic and applied, would
be central to its success—therefore, local research capabilities needed to be
strengthened and international research networks enhanced; third, malaria
control would have to be integrated with work in other sectors, such as edu-
cation and environment, and that it needed to actively engage communities
in the control efforts.

The idea that governments in the developing countries needed to lead
both malaria research and malaria control found additional institutional
expression in the second half of the 1990s. In 1995, the U.S. National
Institutes of Health Malaria convened major research institutions, includ-
ing France’s Institut Pasteur and the British Wellcome Trust and Medical
Research Council, to devise a strategy for invigorating and strengthening
cooperation on malaria research globally (Mons et al. 1998). This effort led
to the founding, in 1997, of the Multilateral Initiative on Malaria (MIM),
by a group of over 150 European and African scientists and representa-
tives of the world’s major funders of malaria research (Bruno et al. 1997;
Mons et al. 1998). The initiative was to build on existing global research
programs, including, for example, WHO’s Special Programme for Research
and Training in Tropical Diseases (TDR), to build “networks of excellence”
that would be “unrestricted by geography” (Mons et al. 1998); through it,
African malaria scientists were going to gain access to means and capabili-
ties for malaria research and collaboration with the North (and vice versa),
because “continuing dominance by Northern partners does not yield lasting
partnerships” (Mons et al. 1998). Thus, knowledge generation about malaria
was considered crucial to efforts at controlling the disease; it is also seen as
freely traveling across national boundaries.
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Overall, we can discern in these developments a shift from a top-down,
centralized way of controlling malaria to one that gives weight to local action,
and an increasing emphasis to invigorate and integrate local knowledge pro-
duction. Science and scientific activity are at the core of global malaria policy.
However, the overall approach to malaria control at that time was still clearly
“Westphalian” in the sense that national governments, with support from the
WHO and other UN agencies and from the international scientific establish-
ment, are conceptualized as the main actors through which malaria control is
delivered.

Roll Back Malaria: The Era of Partnerships

In July 1998, Gro Harlem Brundtland took office as the new Director-
General of the WHO. Brundtland is credited for moving malaria back to
the very top of the global health agenda (Balter 2000; “Reversing the failures
of Roll Back Malaria” 2005). In May 1998, she announced a new initiative
called “Roll Back Malaria” (RBM). Its goal was to reduce malaria-related mor-
tality worldwide by 50 percent over the coming decade, and then by another
50 percent by the year 2015 (Nabarro and Tayler 1998). In line with the
changed representation of malaria as a transnational issue, RBM was concep-
tualized as a global effort that would integrate in its strategy and workings the
adaptation to major emerging transnational trends. For example, it would
take into account climate change, human migration, and the emergence of
resistance to commonly used antimalarial tools (Nabarro and Tayler 1998).

The public image of malaria was now one of a disease intimately inter-
twined with globalization. In 1999, the BBC printed an article that cited the
WHO warning that, as a consequence of global warming, the disease was on
its way back to Great Britain and Europe (“Global warming disease warning”
1999). The conception of malaria as a force affecting society and impacting
economic development and social life had become more and more nuanced
with the economics profession having turned its eye to it in the context of
international development (see, for example, Sachs 1997, 2001; Sachs and
Malaney 2002). The representation of malaria as a disease affecting every
aspect of social life in Africa, from child and maternal mortality to adult well-
being and labor productivity, is illustrated in the following quote from a 2000
editorial in the Bulletin of the WHO:

Malaria kills a child somewhere in the world every 30 seconds. The majority of
the deaths it causes occur in Africa. Malaria is a major factor in Africa’s high rate
of infant and maternal mortality, of low birth weight, of school absenteeism,
and of low productivity in farming and other work. It afflicts primarily the
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poor, who tend to live in malaria-endemic areas and in dwellings that offer
little or no protection against mosquitoes. By sapping people’s health, strength
and productivity, malaria further marginalizes and impoverishes them.

(Alnwick 2000)

Like “Stop TB,” RBM was constructed as a horizontal program (Breman
2000), designed to strengthen national action (“Round Table Discussion:
Rolling back malaria: action or rhetoric?” 2000). Like “Stop TB,” it was
made up of over 90 entities. And like Stop TB, some of its proponents saw
it as the start of a “societal movement” with the aim to put a halt to the
disease (“Round Table Discussion: Rolling back malaria: action or rhetoric?”
2000). Commentaries from the time of its inception suggest that it was set
up to counteract all of the perceived mistakes of the past. An article in Science
Magazine explained in great detail the differences to previous WHO efforts.
For example, it would not be a separate entity, but would work from within
national health systems; it would combine social and biomedical research to
generate new antimalarial tools, and not make the mistake to over-depend on
any single malaria control instrument; maybe most importantly, it would not
be a one-time effort, but a sustained activity, global in reach, yet adapted to
regional necessities (Nabarro and Tayler 1998). Thus, as in the case of tuber-
culosis, the new partnership was presented as an institutional solution that
could address both the “transnational” and the “local” qualities of malaria.

Initial reactions to RBM were mixed. Optimists stressed that malaria was a
preventable and curable disease, and argued that, therefore, RBM could make
a dent in it (Nabarro and Mendis 2000). Optimists expected the program
to revolutionize malaria control and set an example for other complicated
health issues, such as TB control and health problems during motherhood,
and to set “new standards for partnership between the public and private sec-
tors” in the health domain (Nabarro and Tayler 1998). More skeptical voices
pointed to past failures and cautioned against high expectations (Druilhe
2000; Greenwood 2000; Kilama 2000). There were also reservations about
whether or not the tools necessary to make a dent in malaria were really
available, whether a horizontal partnership could strengthen malaria control,
whether it was possible to adequately assess its performance, and whether
or not the necessary funding would be made available (see, for example,
“Round Table Discussion: Rolling back malaria: action or rhetoric?” 2000).
But overall, leading experts argued that notwithstanding the perceived past
failures, the WHO was the agency that combined the needed “moral author-
ity” with the necessary “technical know-how” to lead the global fight against
malaria (Balter 2000). RBM was later credited for raising awareness and
political support for malaria and as having caused a substantial increase in
international spending (“Reversing the failures of Roll Back Malaria” 2005).
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As was the case for tuberculosis, international approaches to malaria con-
trol thus evolved over time from centralized, government-driven programs
(vertical and horizontal) with technical support from the WHO to a much
more loose notion of a global partnership between state and nonstate actors.

HIV/AIDS: The New Pandemic

This section focuses on the evolution of responses to HIV/AIDS before
the inception of the Global Fund. In contrast to tuberculosis and malaria,
which had been well known for centuries, HIV/AIDS was a new disease
that shocked and puzzled the Western world by appearing, out of nowhere
it seemed, at the end of the second millennium. It first needed to be
described, named, and understood. In the Western world, the initial image
of HIV/AIDS as a disease of homosexuals, hemophiliacs, and heroin users
changed to that of a condition that affected discrete, small subpopulation of
promiscuous individuals only, and was therefore not going to threaten the
stability of industrialized countries. The fact that developing countries, and
especially societies in sub-Saharan Africa, were experiencing an entirely dif-
ferent situation became evident in the mid-1990s, mainly through the work
of the international public health establishment.

With the changing representation of HIV/AIDS, approaches to addressing
it also changed. As in the cases of tuberculosis and malaria, there was a shift
from WHO-run organizational structure to a notion of cross-sectoral part-
nership. However, in 1996, WHO’s Global Programme on Aids was replaced
not with an equivalent WHO-led partnership like “Stop TB” or “Roll Back
Malaria,” but with its own, separate UN agency. HIV/AIDS had attained
global status on the basis of its rapid spread and the severity with which
it affected developing country populations. However, in the absence of an
affordable therapy for the disease, the aid community emphasized approaches
to halting its spread through multisectoral collaboration. Barton Gellman has
written in The Washington Post an excellent account of the emergence of
HIV/AIDS and the evolution in contemporary thinking about HIV/AIDS
at the WHO and in the aid community (Gellman 2000a, 2000b, 2000c,
2000d). This section as well as the next chapter relies on his account on
multiple occasions.

Beginnings: WHO’s Global Program on HIV/AIDS

The first WHO meeting to assess the global AIDS situation was held in
November 1983, and marked the start of global AIDS surveillance (World
Health Organization 1983a, 1983b, 1983c). Two years after the first cases
had appeared in different spots across the globe, the supranational public
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health establishment was turning an observing eye on the new disease. About
3,000 cases of AIDS (defined by the U.S. Centers for Disease Control as
a set of the disease’s hallmark clinical symptoms) had been detected mostly
in the United States and Western Europe, although—as the first December
issue of the WHO’s Weekly Epidemiological Record noted—“cases [of AIDS]
are now appearing in a number of developing countries and else-where”
(World Health Organization 1983a, 369). The origins of the disease were
still unknown—its viral origins were to be discovered only a year later—
and, needless to say, a treatment was not available. Thus, HIV/AIDS initially
received attention at the supranational level not on the basis of available
biomedical tools or pervasive presence in developing countries, but because
of its unknown origins, rapid spread, and fatal outcome—it was perceived as
a potential threat that needed to be monitored.

And indeed, the institutionalization of continuous surveillance at WHO-
level did not mean that HIV/AIDS was automatically considered a global
health priority. Global HIV infection rates were still overall low. Many
regarded the disease mainly as a threat to homosexuals, drug users, and sub-
populations of promiscuous individuals. Furthermore, an effective prevention
or therapy was unavailable. Halfdan Mahler, then Director-General of the
WHO, held that other diseases, like tuberculosis and malaria, were much
more pressing (Gellman 2000b).

Early hints that the disease was rapidly spreading through heterosexual
pathways in Africa existed, but were initially dismissed. Gellman describes
the efforts of a group of Western researchers to investigate an apparently het-
erosexual spread of the new disease in what was then Zaire (see Gellman
2000b). The team was led by the Belgian physician Peter Piot, one of the
co-discoverers of the Ebola virus in 1976 and later the first head of UNAIDS.
Gellman’s account shows that they had been alerted by a local medical
practitioner—Bila Kapita, who headed the internal medicine department at
Mama Yemo hospital in Kinshasa, was concerned about an increasing num-
ber of young men and women dying from a devastating immune deficiency
that was locally referred to as “slim disease”; he had read reports of a new fatal
immune disease observed in California in the scientific literature and wanted
to know whether he was seeing cases of it among his patients. According
to Gellman, Piot was shocked by the epidemiological pattern he was see-
ing: “There were so many women, it said to me it’s heterosexual . . . That
means everybody’s at risk . . . Until then I never thought a whole country,
a whole population, could be involved” (Gellman 2000b). It is interesting
to note that the initiative for this investigation came from a local medi-
cal expert, who was accessing knowledge in the global scientific literature.
The institutions of the international scientific establishment, including the
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publication of peer-reviewed studies, functioned as a pathway through which
the local and the global could be connected and could become the target of
international scientific work and collaboration.

However, the same pathways were not working when Piot and his col-
leagues wanted to transport to the global level the threatening scenario they
were seeing in Kinshasa. As Gellman (2000b) further describes, Piot and his
colleagues had immense difficulties in convincing their peers that HIV/AIDS
was a heterosexual disease—a paper they had written on the basis of about
40 male and female cases they had seen in Kinshasa was rejected by a series
of scientific journals; the reviewers insisted the authors had “overlooked an
alternate path of transmission.” And even at the first international AIDS
conference in Atlanta held in 1985, Gellman writes that there were mainly
negative reactions to the work: “people . . . said this is nonsense,” he quotes
Piot. Piot et al.’s evidence, made on the basis of a relatively small number of
closely observed cases, was apparently not sufficient proof to convince inter-
national experts of something the world absolutely did not want to believe:
that HIV can rapidly spread through heterosexual sex. More evidence, quan-
titative and qualitative, would be needed until their hypothesis could become
part of the global body of knowledge about HIV/AIDS that later became the
basis for public health action.

This changed only slowly, with the continued efforts of international pub-
lic health experts to make visible the African epidemic to the eye of the
supranational health institution in Geneva. According to Gellman, this was
achieved when, in 1986, the WHO’s chief of infectious diseases, Fakhry
Assaad, brought a young physician named Jonathan Mann to Geneva, who
had been leading follow-up work to Piot’s studies through Projet SIDA, a
joint U.S., Belgian, and Zairian project, and who was convinced that AIDS
was of “transcendental importance” (Gellman 2000b). Mann was to head
WHO’s first AIDS program and was arguably one of the most dedicated
and influential thinkers and activists in the history of the disease. Gellman
describes how, as early as 1986, Mann connected HIV’s rapid spread in
Kinshasa with certain social conditions—poverty, oppression, urban migra-
tion, and violence—and was convinced that HIV/AIDS was unamenable to
the prevalent biomedical disease control paradigm; he saw discrimination as
a primary cause of the epidemic and was convinced that HIV/AIDS would
spread rapidly; at a news conference at the United Nations headquarters in
November 1986, he declared: “We stand nakedly in front of a pandemic as
mortal as any pandemic there has ever been” (Gellman 2000b). By proposing
that discrimination was a cause (not just an effect) of HIV/AIDS, Mann was
proposing a representation of HIV/AIDS that was not purely biomedical in
nature.
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Mann was heard by Mahler and others at the WHO and the subsequent
years, 1986–1987, brought a significant increase in political attention and
funding for AIDS. Mahler instituted a new Global Program on AIDS (GPA),
which reported directly to him, thereby ignoring the hierarchical structures
of which other WHO programs were expected to be part of it and putting
Mann in the lead (Gellman 2000b), a signal that the disease was moving
up on the list of the health agency’s priorities. A session of the UN Gen-
eral Assembly was devoted to AIDS in 1987. At that meeting, AIDS was
not only declared to be “global,” but was also presented as a problem that
had important economic, social, cultural, and political dimensions (Mann
1987b).

Under Mann’s and Mahler’s leadership, the GPA retained political
momentum for a while. Based on its structure as the program of a UN agency,
a key role it took was to mobilize national health agencies in its member
states. In January 1988, the GPA convened 118 health ministers in London
to discuss a common strategy toward AIDS, which led to the London Decla-
ration on AIDS Prevention emphasizing education and human rights as key
factors to preventing an epidemic (Hadlington 1988). In May 1987, the 40th
World Health Assembly approved the new program’s first Global Strategy on
AIDS (Mann 1987a). By November of that year, more than 62,000 cases
of AIDS were reported to the WHO from 127 countries (Mann 1987b).
In the absence of a treatment, the program’s focus was on the prevention of
HIV, and its aim was to support national responses to AIDS and to coordi-
nate the international response. In 1988, World AIDS Day was introduced
(Goldsmith 1988; “World AIDS Day” 1988).

International scientific cooperation on HIV/AIDS also intensified.
In April 1985, the first International Conference on AIDS was held in
Atlanta, attended by over 3,000 people from over 50 nations (World Health
Organization 1985). The language of the memorandum that WHO pub-
lished on the basis of the meeting is instructive. It reports about 11,000
cases of HIV, predominantly in the industrialized world (of which more
than 80 percent were in the United States), and notes that “recent infor-
mation indicates that AIDS may be a serious public health problem in
tropical Africa,” with “estimated incidence rates in some central African
cities . . . comparable to those in New York or San Francisco” (World Health
Organization 1985). The idea that HIV/AIDS could spread heterosexually in
a major way was not widely accepted. A quote from The New York Times in
the same year also reflects a cautious assessment of the validity of that idea:

Some experts are skeptical that AIDS will spread as rapidly among heterosexu-
als as it has among homosexuals. Yet other experts, taking their cues from data
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emerging from preliminary studies from Africa showing equal sex distribution
among males and females, are less sure.

(Altman 1985)

In September 1986, a therapy for HIV/AIDS appeared on the horizon
with the discovery that azidothymidine (AZT) could decelerate the progres-
sion of AIDS (Yarchoan et al. 1986). This implied that science was starting to
yield tools to control the disease. But even before the discovery of AZT, based
on epidemiological observations, the view had been transported in the press
that the patterns of the spread of HIV differed substantially between certain
African nations and the Western world, with a large-scale heterosexual spread
of HIV/AIDS unlikely in the United States and Europe (see, for example,
Wade 1988; Gellman 2000b).

Mann and others had categorized the geographic spread in three pat-
terns (Von Reyn and Mann 1987), which supported this view: pattern I was
observed mainly in the United States and Europe, and was primarily char-
acterized by homosexual and bisexual intercourse, injection drug use, and,
to a small extent, contaminated blood supplies. Consequently, it showed low
infection rates among women, and therefore low mother-to-child transmis-
sion rates. Pattern II was prevalent in Africa and Haiti, and was mainly based
on heterosexual transmission. In this pattern, the seroprevalence was overall
elevated compared to in pattern I, the infection rates in men and women
were equal, and there were substantial amounts of mother-to-child transmis-
sion. Pattern III, prevalent in Asia and the Middle East, was mainly based on
injection drug use and prostitution. This classification of the epidemiological
patterns of HIV/AIDS was a way of creating order in the disorder that the
new disease had given rise to.

It is worth noting that this 1987 publication is already very close to the
way that HIV/AIDS was later represented and described in these regions.
However, to many of those shaping public health at the time, the evidence
was too scant to convince them that Mann et al.’s “pattern II” was the correct
representation of HIV/AIDS in Africa and should therefore form the basis
of international policy in that region. Thus, some internal experts at WHO
had started arguing that the size and importance of the GPA were out of
proportion compared to the few actually proven cases of AIDS at the time
(Hilts 1990; Gellman 2000b).

In the second half of the 1980s, the pendulum swung in the direction
of the skeptics, and as a result, support for the GPA decreased. A leadership
change at WHO withdrew from Mann the support he had previously had
from the top of the organization. Hiroshi Nakajima was elected Director-
General in 1998. When asked about HIV/AIDS, he famously said: “ah, don’t
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talk to me about AIDS. I have malaria, a much bigger killer of people, on
my hands” (Gellman 2000b). Their cooperation lasted only two years and,
according to contemporary accounts, ended in an outright clash: in 1990,
Mann resigned from GPA after openly accusing Nakajima of obstructing his
efforts in an interview with the French newspaper Le Monde (Hilts 1990;
Gellman 2000b). Nakajima appointed Michael Merson, formerly director of
the WHO program for diarrheal diseases control, as successor (“U.N. body
appoints new AIDS director” 1990).

The Creation of UNAIDS

In the late 1980s, HIV/AIDS coverage in the press became more and more
dramatic. For example, in 1988, an article in The New York Times reported
that 5 percent of Congo’s population was infected with HIV, painting grim
scenarios for the countries it labeled “Africa’s AIDS belt”—Zaire, Zambia,
and Tancan Republic (Brooke 1988). By the beginning of the 1990s, there
were news reports of infection rates among adults of up to 20 percent from
some large African cities (Eckholm and Tierney 1990). But key donors
and decision makers in the international community were not convinced
that a pandemic was about to decimate African populations. In 1991, an
Interagency Intelligence Memorandum with the stark title “The Global AIDS
Disaster” was distributed among classified channels in the U.S. adminis-
tration; its authors foresaw 45 million HIV infections by 2000, mostly in
the south of Africa, but did not receive any serious attention (Gellman
2000b). When a British scientist named Roy Anderson at the Imperial Col-
lege in London predicted, in 1992, that because of AIDS, certain African
populations would start declining within two decades, this was contrary to
projections of major agencies and donors of the time, who foresaw a slow-
down, but no decline, in population growth (Perlez 1992). In 1992, World
Bank review of its agenda on AIDS and other sexually transmitted infec-
tions declared that while AIDS was a serious threat to health, it “should not
dominate the Bank’s health agenda in Africa” (World Bank 2005).

With time, the representation of HIV/AIDS as a force affecting the soci-
etal fabric of African nations became more nuanced and explicit. A 1993
WHO study was reported in the press showing that 60 percent of new
infections in Africa were happening in individuals under age 25 (“U.N.
Agency Reports AIDS Virus Spreading Very Quickly in Africa” 1993). News
stories focused increasingly on the effects of HIV/AIDS on young people
(Altman 2000), teachers, doctors, and engineers (Eckholm and Tierney 1990)
as victims of HIV/AIDS. In their vignettes from African cities, journalists
described a situation where fear reigned and where recent deaths and funerals
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were the main topic of conversations at meetings among people (see, for
example, Eckholm 1990). As the head of the WHO’s regional office for
Africa, Ebrahim Samba put it to the Associated Press: “You go to parts of
Uganda now and see orphaned children and elderly people, and in between
there’s nothing. It doesn’t take a genius to see that’s a disaster for the economy
and for society” (Nullis 1995). Increasingly, the representation of HIV/AIDS
thus shifted from one that listed its statistics at the population level toward
one that mobilized existing evidence to emphasize social, economic, and
behavioral effects at the subnational and individual levels.

The WHO also made the argument for action. At the 1993 AIDS con-
ference in Berlin, Mann’s successor Michael Merson presented a first cost
estimate for global AIDS prevention: US$ 2.5 billion, or an equivalent of
about 20 times global spending on HIV/AIDS, would be needed in total
to prevent half of the 20 million new cases expected by the year 2000, he
said, quoting to Gellman, and added: “the world can find this kind of money
when it wants to” (Gellman 2000b). But with the argument that “health” was
too narrow an angle for addressing such a broad, multifactorial problem, also
came a perception that the institutional structure of the GPA was not apt to
addressing HIV/AIDS. Public health officials and donor governments started
to push for a joint UN program on AIDS to be instituted in its place. Accord-
ing to accounts from the period, the establishment of UNAIDS only came
about after heated struggle between the UN agencies, during which Michael
Merson’s program was accused of being too focused on the biomedical dimen-
sions of AIDS and inadequately capable of engaging at the grassroots levels
in affected countries (Nullis 1995). Administrative battles over responsibility
and funding lasted two years before the program was officially launched in
January 1996 (Gellman 2000b).

Thus, by the mid-1990s, HIV/AIDS had come to be seen as a heterosex-
ual epidemic with the potential to endanger the fabric of certain societies,
especially in sub-Saharan Africa. But in contrast to tuberculosis and malaria,
for which large, WHO-led multilateral partnerships were later instituted,
HIV/AIDS received its own UN agency to lead and coordinate a mul-
tisectoral approach that could draw on other UN agencies—for example,
the WHO; the UN Children’s Fund; the UN Population Fund; the UN
Educational, Scientific, and Cultural Organization (UNESCO); the UN
Development Program (UNDP); and the World Bank. Great emphasis was
laid on the importance of involving local communities and NGOs in the
response to the disease. UNAIDS was conceptualized as a “thin layer at
the top which can take innovative steps to reach the grassroots” (Awuonda
1995). It was hoped that the integration of the HIV/AIDS-related compo-
nents of these agencies would enable the United Nations to address some
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of the perceived gaps between the grassroots and government levels, for
example, on preventive measures such as condom distribution and education
(Nullis 1995).

However, while the creation of a separate UN agency for HIV/AIDS can
certainly be interpreted as an elevation in the importance of the disease on
the international agenda, UNAIDS hardly represented an overall progress in
terms of funding. Its proposed biennial budget was US$ 120–140 million for
1996–1997 (McGregor 1995), which represented no increase compared to
the US$ 130 the WHO had spent (Gellman 2000b). Moreover, the program’s
co-sponsors dramatically decreased the resources they spent on AIDS: the
United Nations Children’s Fund (UNICEF) lowered its investments from
US$ 45 million to US$ 10 million, and World Bank loans for HIV/AIDS-
related programs decreased from US$ 50 million to US$ 10 million (Gellman
2000b).

Most importantly, there were no plans to make HIV testing or treatment
widely available in developing countries. According to Gellman, many devel-
opment organizations attempted to shield their resources from the growing
AIDS epidemic throughout much of the 1990s (Gellman 2000b).22 Behind
this reluctance, he asserts, was the idea that since HIV testing could not be
followed up with an effective treatment, it would only create demand for
other services that neither local governments nor outside agencies could pay
for. Thus, he reports that Duff Gillespie, who was overseeing AIDS assis-
tance at the United States Agency for International Development at the
time, explained in a memorandum the lack of political will to fight AIDS in
the donor community at the time with three major factors: the epidemic’s
“important disadvantages,” including the lack of tools that “directly and
invariably” prevented transmission; the absence of a cure; and the lack of
“an inherently sympathetic victim” (Gellman 2000b).

Conclusion

In this chapter I have traced the institutionalization of responses to tuberculo-
sis, malaria, and HIV/AIDS at the supranational level in order to understand
how they came to be regarded as global. The chapter shows that a number of
different factors can play a role in determining global status. These include
the distribution and impact of a disease, the speed of its spread, the severity
of its outcome, and the availability of tools to prevent and/or cure it. When
combinations of these factors were present, “globalization” occurred on the
basis of biomedicine, on the basis of a postulated universal human right to
health, or on the basis of transnational spread (and, by extension, threat) of a
given disease. The biomedical framework provides a relatively straightforward
identity to the patient as a global citizen in a treatment regime, on the
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basis that biology is independent of nationality. However, as the example of
HIV/AIDS shows, the same process appears more difficult when no clear
cause and/or no defined intervention is available.

Tuberculosis and malaria are archetypical examples of twentieth-century
public health cooperation. When antibiotics and vaccines appeared, they were
part of a range of infectious diseases that were now regarded as preventable
and curable and were initially targeted in top-down vertical disease control
programs at the WHO. Over time, the representation of these two diseases
changed fundamentally as they became seen as not just biomedical issues but
also complex biomedical, social, economic, and cultural issues. Tuberculosis
came to be regarded as a matter of the successful organizational management
of large-scale programs (“scale-up”). Malaria came to be seen as a biologi-
cal system in which humans, parasites, and mosquitoes co-evolve. In both
cases, the WHO’s efforts to eliminate and/or control the diseases were seen as
hampered by an inability to account for local diversity and to connect to the
grassroots levels.

In contrast to tuberculosis and malaria, HIV/AIDS initially achieved
global status, in the absence of prevention or cure, purely on the basis of its
sudden emergence, rapid spread, and fatal outcome. A vertical program was
instituted at the WHO for the purpose of surveillance. HIV/AIDS moved
up on the list of global health priorities when its rapid heterosexual spread
in some regions of sub-Saharan Africa gave rise to the argument that it
was a threat to the stability of entire nation-states. In 1996, UNAIDS was
created, reflecting the belief that HIV/AIDS was not adequately addressed
as a biomedical issue, nor as a multifactorial health issue to be addressed
under the aegis of the WHO, but rather represented a cross-cutting devel-
opment problem requiring a coordinated response from all departments of
the United Nations. As a consequence, HIV/AIDS received its own UN
agency.

Over the course of the 1980s and 1990s, all three diseases came to be
regarded as transnational and as intimately intertwined with globalization.
With this new representation, the dominant paradigm of international health
cooperation shifted away from a division of responsibilities along the lines
of national governments toward the idea that partnerships between gov-
ernments, intergovernmental organizations, and a variety of nonstate actors
would yield superior solutions to these long-standing global health issues. The
partnership is presented not only as a response to the challenges posed by the
“transnationality” but also as a solution to the need to respond to local diver-
sity. This is evidenced in the fact that “Stop TB” and “Roll Back Malaria”
were conceptualized as “social movements.” The underlying assumption is
that the state is not always able to reach down to the grassroots level (that
is, the local communities and civil society organizations) of its own sovereign
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domain. The patient is transformed from a subject of health policy to whom
interventions are delivered through top-down national programs to an agent
that actively takes part in health improvement inside a system that is con-
nected across local, regional, and global levels. This represents a challenge to
the Westphalian principle of noninterference, which assumes the sovereignty
of national governments in all matters concerning their citizens.

By the end of the 1990s, both malaria and tuberculosis were instituted
in the form of partnerships, Stop TB and Roll Back Malaria. Their stated
goal was to make treatment available to patients in all afflicted countries.
HIV/AIDS had been given its own UN agency, but this elevation in terms
of importance on the international agenda was not matched with a declared
intent to treat patients in need with AZT, which was available at the time. The
therapy’s high price and lack of curative effect prevented global health actors
from promising antiretroviral therapy to all HIV/AIDS patients in the same
way. Evidently, when a treatment is considered too expensive, the biomedical
framework doesn’t suffice to confer global status, even when the severity and
distribution of a disease are not under question. As the next chapter will show,
fundamental changes in the scientific, political, and economic spheres were
necessary to change that.


