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Abstract

The G7/G8 group of nations dominate the world political and economic order. This article reports selected

results from an investigation of the health implications of commitments made at the 1999, 2000 and 2001

Summits of the G7/G8, with special reference to the developing world. We emphasize commitments that relate

to the socioeconomic determinants of health (primarily to reducing poverty and economic insecurity) and to

the ability of national governments to make necessary basic investments in health systems, education and nutrition.

We conclude that without a stronger commitment to redistributive policy measures on the part of the G7/G8,

historic commitments on the part of the international community to providing health for all are likely not to be

fulfilled.

r 2004 Elsevier Ltd. All rights reserved.
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Introduction and rationale

In 1978, building on the 1948 Universal Declaration of

Human Rights, a United Nations conference proposed the

goal of health for all by the year 2000 (WHO, 1978). In

2003, only limited progress has been made toward that

goal. This article assesses the reasons for that lack of

progress, with specific reference to the dominant role

played by the G8 (Group of 8) nations in the interna-

tional economic and political order. In other words, it

provides a ‘‘report card’’ on key health impacts and

implications of G8 policies, with particular reference to

effects in countries outside the industrialized world that

account for roughly five-sixths of the world’s population.

The G8 was formed in 1975 after the ‘‘oil crisis’’

provided an early warning of the dangers of economic

interconnectedness. The six countries originally included

were France, the United States, Britain, Germany, Italy

and Japan. Canada joined in 1976; the European

Community (now the European Union) joined in
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1977, but does not have the same status as national

governments. Russia achieved partial membership in the

group in 1998, and full membership as of 2003; thus, the

G7 is now the G8. The G8 account for 46.6 percent of

global GDP and 46.8 percent of global exports (Interna-

tional Monetary Fund, 2003, Table A). Perhaps more

importantly, the G7 countries dominate World Bank and

IMF decision making, and wield considerable power in

the World Trade Organization (WTO) because the size of

their markets and access to specialized expertise provide

them with formidable bargaining advantages with respect

to countries of the developing world.

Access to health care is only one factor amongst many

affecting the health status of a population (Evans and

Stoddart, 1990; Diderichsen, Evans, & Whitehead,

2001). For much of the world’s population, ability

to lead a healthy life is limited by direct and indirect

effects of poverty. Almost half the world’s people live

on an income of $2 per day or less (World Bank, 2001,

pp. 36–38). This figure has been criticized on methodo-

logical grounds as a substantial underestimate of the

extent of absolute poverty (Reddy & Pogge, 2003), but

clearly it describes complex and health-destructive

vulnerabilities (Narayan, Chambers, Shah, & Petesch,

2000; Diderichsen, Evans, & Whitehead, 2001). Ill
d.
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health not only results from poverty, but also can

limit the ability of individuals, households and entire

societies to escape from poverty. ‘‘[F]or the poor

their body is often their only asset, and when the

body is weakened through hunger, illness and accidents,

an entire family can plunge into destitution’’ (Narayan,

2001, p. 15; see generally Narayan, Chambers, Shah, &

Petesch, 2000). The potential contribution to economic

development of low-cost interventions to improve

health was a central theme of the work of the World

Health Organization’s Commission on Macroeconomics

and Health (2001). Conversely, the impacts of HIV/

AIDS and malaria provide especially dramatic, large-

scale illustrations of the economic damage that can

result from poor health (Haacker, 2002; Sachs &

Malaney, 2002).

‘‘Globalization’’ adds a further dimension to the

challenge of providing health for all. The term is a

convenient way of describing the growing interconnect-

edness of the world’s economies and societies. Some

observers regard globalization as a ‘‘process of closer

interaction of human activities across a range of spheres

including economic, political, social and culturaly[and]

occurring along three dimensions: spatial, temporal and

cognitive’’ (Lee, 2000, p. 30). Such broad descriptive

definitions, while accurate, fail to take into account the

fact that the primary influences of globalization on the

social determinants of health are changes in patterns of

international trade and investment, along with the

underlying technological developments (Labonte &

Torgerson, 2003). The economic manifestations of

globalization, defined in this way, affect health by

changing exposures to health risks, by changing the

characteristics of health systems, and by affecting the

structure of household, community and national econo-

mies (Zielinski Guti!errez, & Kendall, 2000; Butler,

Douglas, & McMichael, 2001; Woodward, Drager,

Beaglehole, & Lipson, 2001; Labonte & Torgerson,

2003). Perhaps most dramatically, financial crises arising

from the rapid flow of capital across national borders can

plunge millions of people into poverty, while health and

social service spending decreases (Hotchkiss & Jacobalis,

1999; Chavez & Cordero, 2001; O’Brien, 2002; Kim et al.,

2003). Over a longer time scale, technological and

institutional change have resulted in the emergence of a

genuinely global labour market, within which there are

clear winners and losers (World Bank, 1995).
Methodology

In preparing the ‘‘report card’’, we pursued two lines

of inquiry. First, we considered the extent to which G7

countries have lived up to their Summit commit-

ments. Second, we considered the adequacy of

those commitments when measured against relevant
population health challenges. In other words, we

were concerned both with the policy effectiveness of

the G7, when assessed with reference to their stated

intentions, and with the substantive impact of their

policies, when assessed with reference to a large and

growing body of research on the determinants of health

in the developing world (for overviews see Evans,

Whitehead, Diderichsen, Bhuiya, & Wirth, 2001;

WHO, 2002c).

These lines of inquiry are analytically distinct, but

also related. Notably, in 2000 the G7 committed

themselves ‘‘to the agreed international development

goals (IDGs), including the overarching objective of

reducing the share of the world’s population living in

extreme poverty to half its 1990 level by 2015’’ (G8,

2000, p. 13). These IDGs were published in 2000 as a

joint effort of the UN, the OECD, the World Bank and

the International Monetary Fund (2001), with the

comment that: ‘‘Each of the seven goals addresses an

aspect of poverty. They should be viewed together

because they are mutually reinforcing’’ (International

Monetary Fund, OECD, United Nations & World Bank

Group, 2000, p. 4). A resolution (A/RES/55/2) of the

UN General Assembly in 2000 incorporated several of

the IDGs, as well as other objectives that are equally

ambitious, and also directly related to health (Table 1),

to generate a list that is now widely referred to as the

Millennium Development Goals (MDGs). Because the

G7 countries, both individually (the MDGs) and

collectively (the IDGs), have committed themselves to

support a range of goals that are related to improving

global health, it is appropriate to assess their Summit

undertakings in light of that position.

We analysed commitments made at the three Summits

preceding the start of our research: Cologne (1999),

Okinawa (2000) and Genoa (2001). In addition, we

limited our focus to the G7 countries, given Russia’s

newer membership and transitional situation. Early on,

we confronted a fundamental choice. We could restrict

our assessment of G7 performance to a few narrowly

specific commitments, ideally involving dichotomous

end points. Alternatively, we could err on the side of

inclusiveness, starting from an inventory of statements

many of which were not readily amenable to quantita-

tive assessment of subsequent performance. We followed

the latter course, for two reasons. First, the complexity

of the determinants of health and the long period of time

that sometimes elapses between policy change and

health impact mean that it is necessary to assess patterns

of policy commitment and implementation over time.

Second, as we have noted, the fact that the G7 countries

have lived up to the specific terms of a commitment

made at the Summits says nothing about the adequacy

of the response described in that commitment, or about

its consistency with other policy objectives such as those

embodied in the IDGs/MDGs.
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Table 1

The international development goals and the millennium development goals compared

International development goals Millennium development goals (Goals 1–7)

1 Reduce the proportion of people living in extreme poverty (less

than US $1/day) by 2015

Goal 1: Eradicate extreme poverty and hunger

Target 1: Halve, between 1990 and 2015, the proportion of

people whose income is less than 1$ a day

Target 2: Halve, between 1990 and 2015, the proportion of

people who suffer from hunger

2 Enrol all children in primary school by 2015 Goal 2: Achieve universal primary education

Target 3: Ensure that, by 2015, children everywhere, boys and

girls alike, will be able to complete a full course of primary

education

3 Eliminate gender disparities in primary and secondary

education by 2005

Goal 3: Promote gender equality and empower women

Target 4: Eliminate gender disparity in primary and secondary

education preferably by 2005 and to all levels of education no

later than 2015

4 Reduce infant and child (under-5) mortality rates by two-thirds

between 1990 and 2015

Goal 4: Reduce child mortality

Target 5: Reduce by two-thirds, between 1990 and 2015, the

under-5 mortality rate

5 Reduce maternal mortality ratios by three-quarters between

1990 and 2015

Goal 5: Improve maternal health

Target 6: Reduce by three-quarters, between 1990 and 2015, the

maternal mortality ratio

6 Provide access for all who need reproductive health services by

2015

Goal 6: Combat HIV/AIDS, malaria and other diseases

Target 7: Have halted by 2015, and begun to reverse, the spread

of HIV/AIDS

Target 8: Have halted by 2015, and begun to reverse, the

incidence of malaria and other major diseases

7 Implement national strategies for sustainable development by

2005 so as to reverse the loss of environmental resources by

2015

Goal 7: Ensure environmental sustainability

Target 9: Integrate the principles of sustainable development

into country policies and programs and reverse the loss of

environmental resources

Target 10: Halve, by 2015, the proportion of people without

sustainable access to safe drinking water

Target 11: By 2020, to have achieved a significant improvement

in the lives of at least 100 million slum dwellers

Sources: International Monetary Fund, OECD, United Nations and World Bank Group (2000) for International Development Goals;

Devarajan, Miller and Swanson (2002, pp. 34-35) for Millennium Development Goals.

(footnote continued)

toronto.ca. It must be emphasized that the commitments made

at Summits represent the carefully choreographed end points of

R. Labonte, T. Schrecker / Social Science & Medicine 59 (2004) 1661–1676 1663
We began with key texts from the 1999–2001

Summits, primarily the formal statements issued at the

start of Summits and the Communiqu!es issued at their

conclusion.1 Three individuals, each familiar with
1An electronic archive of these texts is maintained by the

University of Toronto G8 Research Centre at http://www.g8.u-

a long process of networking and negotiation by officials of

member governments; by no stretch of the imagination can they

be considered ‘‘off the cuff’’ utterances.

http://www.g8.utoronto.ca
http://www.g8.utoronto.ca
http://www.g8.utoronto.ca
http://www.g8.utoronto.ca
http://www.g8.utoronto.ca
http://www.g8.utoronto.ca
http://www.g8.utoronto.ca
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population health determinants (the two social scientist

authors of this article and a post-doctoral researcher

with training in health sociology) read these texts and

independently identified statements with potential sig-

nificance for population health using 13 subject matter

headings. Summit commitments were then classified into

one (or, sometimes, more) of three columns in a matrix:

1. Commitments that could be assessed in quantitative

or dichotomous terms (e.g. expenditure figures,

actions taken or not).

2. Commitments about which data exist, but where

assessment would be primarily qualitative or narra-

tive (e.g. commitments using language such as

‘‘improve’’ or ‘‘increase’’).

3. Commitments reflecting a pre-existing, but contest-

able or problematic position on appropriate social

and economic policies (e.g. the presumption that

integrating developing countries into the global

economy represents the only appropriate develop-

ment strategy).

The matrix is available in full on the

Internet (http://www.spheru.ca/www/html/Research/

Research globalization.htm). Many commitments

spanned more than one column; some also related to

more than one subject matter heading. This article

summarizes our findings with respect to health systems

and to three other areas that are especially important

influences on determinants of health: macroeconomic

policy, nutrition, and education.

We then surveyed what turned out to be a massive

literature in order to assess G7 performance with respect

to Summit commitments, and the health implications of

the policies reflected by those commitments. The

literature comprised: quantitative data assembled by

organizations including the World Bank, OECD, and

several United Nations agencies; an extensive body of

research by civil society organizations (CSOs) such as

Oxfam and Jubilee Research; and an expanding research

literature on determinants of population health in the

developing world. These categories tend to overlap, in

particular as the work of key CSO-affiliated researchers

is published by ‘‘mainstream’’ agencies (Third World

Network, 2001; Pettifor & Greenhill, 2002; Watkins,

2003). We carried out our own calculations and policy

evaluations using these data, but did not check on their

accuracy beyond the identification of clear inadequacies

in the data as published. It must be noted that at least as

many questions have been raised about the accuracy of

data generated by agencies such as the World Bank and

the World Health Organization (e.g. Musgrove, 2003;

Reddy & Pogge, 2003) as about the research and policy

recommendations of CSOs.

Table 2 shows in extremely condensed form our

inventory of ‘‘promises kept, promises broken’’ with

respect to the subject areas included in this article, along
with a one-sentence commentary. We explain these

findings in the sections that follow, after which we

discuss the links between the policies that they document

and a more general conception of the development

process that appears to underpin and unify the positions

taken by the G7. That development model incorporates

a powerful presumption against substantial interna-

tional redistribution of resources, but our findings

indicate that genuinely redistributive policies are im-

perative in order to improve the health of populations in

the developing world.
Macroeconomic policy, structural adjustment and debt

relief

Because of the numerous causal pathways and feed-

back loops linking poverty and ill health (Narayan,

Chambers, Shah, & Petesch, 2000; Commission on

Macroeconomics and Health, 2001; Diderichsen, Evans,

& Whitehead, 2001), we emphasize in this article the

impacts of G7 commitments that operate on domestic

macroeconomic and social policy. Those commitments,

in turn, must be analysed with reference to the issue of

developing country debt because, ‘‘despite repeated

rescheduling of debt by creditor countries, developing

countries continue[d] to pay out more each year in debt

service than the actual amounts they receive in official

development assistance—ODA’’ between 1986 and 1996

(Cheru, 1999, z 10). The net outflow of funds became
even more significant in the years that followed, as a

result of the financial crisis in south Asia (Pettifor &

Greenhill, 2002; United Nations, 2002). Debt service

obligations represent the most fundamental constraint

on many developing countries’ ability to meet basic

health-related needs—a constraint the significance of

which has been recognized at least since the mid-1980s

(World Commission on Environment and Development,

1987, pp. 67–75; Ramphal, 1999).

The Heavily Indebted Poor Countries (HIPC) initia-

tive, announced by the World Bank and IMF in 1996

and ‘‘enhanced’’ in 1999, has become the centrepiece of

G7 debt relief efforts (G8, 2001, z 7,15). This is true even
though the 41 HIPC-eligible countries, 33 of which are

in sub-Saharan Africa, account for only 10 percent of

the developing world’s debt (UNRISD, 2000, p. 22), and

HIPC’s value in terms of poverty reduction is limited

because a clear majority of the world’s poor people live

in countries that are not eligible for HIPC (Table 3). As

of January 2003, 26 countries had reached their

‘‘decision point’’—the point at which debt relief is

approved—and were receiving debt service relief that

will amount to $40.4 billion (World Bank, 2003a, Table

2). This is more than 70 percent of the total debt relief

anticipated under the Initiative (World Bank, 2002b,

http://www.spheru.ca/www/html/Research/Research_globalization.htm
http://www.spheru.ca/www/html/Research/Research_globalization.htm
http://www.spheru.ca/www/html/Research/Research_globalization.htm


ARTICLE IN PRESS

Table 2

‘Promises kept (|), promises broken (� )

Commitment Assessment

Support for international development goals, ‘‘including

the overarching objective of reducing the share of the

world’s population living in extreme poverty to half its

1990 level by 2015’’

� Many IDG targets for 2015 will almost certainly not be

achieved

Provision of debt relief under Heavily Indebted Poor

Countries (HIPC) initiative

| Debt relief now being provided, but amount is often

inadequate; Poverty Reduction Strategy Paper process

seriously flawed; many heavily indebted countries not

covered

Create the Global Fund to Fight AIDS, Tuberculosis and

Malaria

| Current financial pledges far below need identified by

Commission on Macroeconomics and Health

By 2010: reducing the number of HIV/AIDS-infected

young people by 25 percent, reducing TB deaths and

prevalence of the disease by 50 percent, and reducing the

burden of disease associated with malaria by 50 percent

� Resources almost certainly inadequate

Non-specific commitment to strong national health

systems

� Official development assistance (ODA) for health from all

industrialized countries: $6 billion/year (less than one-

quarter the needed amount as identified by Commission

on Macroeconomics and Health); during three Summit

years of study, ODA from G7 countries actually declined

slightly

Recognize need for ‘‘flexibility’’ with respect to

intellectual property protection in order to ensure

availability of essential drugs

| Agreement now reached on interpretation of intellectual

property provisions of WTO Agreement, but its

significance remains uncertain

Non-specific commitments to supporting agriculture

through ODA as an element of poverty reduction, to

‘‘target the most food-insecure regions, particularly Sub-

Saharan Africa and South Asia’’

� Few specifics, and no clear commitment to IDG of

reducing underweight among children; recent slow

progress in reducing undernutrition now reversed

Heavy emphasis on promoting biotechnology to increase

agricultural productivity

| Appropriateness of such ‘solutions’ questionable

Clear support for Dakar Framework goals re: improving

access to education by 2015

� Strong evidence that these goals will not be achieved
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p. 1). The G7, in other words, have lived up to their debt

relief commitments as stated at the Summits.

However, such commitments may not be adequate

when measured against the resources that will be

required to achieve such objectives as the IDGs. Oxfam

(2001, Fig. 1) has calculated that in 14 HIPC countries,

annual debt servicing costs will exceed combined public

spending on health and primary education even after the

maximum debt relief available under HIPC is obtained.

This is because the value of debt relief available under

HIPC is currently determined based on a ratio of debt

service costs to anticipated future export revenues; a

country’s debt load is considered ‘‘sustainable’’ if its net

present value is less than 150 percent of annual export

revenues. A more appropriate criterion for assessing

sustainability would ensure that debt service costs did

not compromise a country’s ability to meet such

objectives as the IDGs/MDGs (Greenhill, 2002; Green-

hill & Sisti, 2003). Hanlon (2000), working backward

from estimates of the expenditure that would be

required to meet a list of targets similar to the MDGs,
estimated that approximately US$600 billion (at current

value) in debt cancellation would be necessary to ensure

that debt repayment did not occur at the expense of

essential social spending. This is an order of magnitude

greater than the value of all debt relief to be provided

under enhanced HIPC. Hanlon’s estimates consider not

only the HIPC countries, which he estimates will require

debt relief worth $180 billion, but also many others. His

calculations imply, for instance, debt relief of $24 billion

for now-beleaguered Argentina (for which national

poverty data are not even available), $116 billion for

Indonesia, and $98 billion for India. A more cautious set

of calculations, restricted to the HIPC countries, never-

theless reached the conclusion that meeting the MDGs

in many countries would require not only complete

cancellation of external debt but also substantial

increases in revenues from ODA (Greenhill & Sisti,

2003).

Further problems arise because eligibility for HIPC is

contingent on the recipient government’s completion of

a Poverty Reduction Strategy Paper (PRSP). PRSPs
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Table 3

Poverty in non-HIPC countries

Population

(million)

Number of

people living

on o$1/day
(million)

Number of

people living

on o$2/day
(million)

Bangladesh 133.4 38.8 103.8

Brazil 172.6 20.0 45.7

China 1271.9 239.1 669.0

India 1033.4 456.8 890.7

Indonesia 213.6 27.6 139.9

Mexico 99.4 15.8 37.5

Nigeria 129.9 91.2 117.9

Pakistan 141.5 43.9 119.9

These 8

(non-HIPC)

countries

933.2 2124.4

Entire world 1198.9 2801.0

Sources: World Bank, 2001; World Bank, 2003b.
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were launched by the World Bank and IMF in

December 1999, as ‘‘a new approach to the challenge

of reducing poverty in low-income countries based on

country-owned poverty reduction strategies that would

serve as a framework for development assistance’’

(International Development Association/IMF, 2002, p.

5). Although PRSPs ostensibly place poverty reduction

at the centre of their analysis, direct parallels exist

between the process of qualifying for debt relief through

the preparation of a PRSP and earlier forms of

conditionality (Cheru, 2001; International Monetary

Fund, 2001, pp. 50–52; UNCTAD, 2002a, p. 191). In

order to understand the significance of these parallels,

some historical background is needed. In 1980, the

World Bank initiated structural adjustment loans to

help heavily indebted poor countries cope with the

impact of the 1979–80 recession on their ability to

service external debt. Structural adjustment became far

more important after 1982, when the government of

Mexico announced that it was prepared to default on

billions of dollars in loans, primarily made by major US

banks. The result was the first of a series of ‘‘debt

crises’’. Apprehensions about the stability of major

banks in the industrialized world in the event of

coordinated default led industrialized country govern-

ments, bilaterally and through the World Bank and the

IMF, to provide new money for debt rescheduling.

However, the new money came with strings attached

(conditionality): funds were made available only if the

debtor country agreed to a relatively standard package

of macroeconomic policies including reduced subsidies

for basic items of consumption, the removal of trade and

investment controls, and privatization of state-owned

enterprises (Sparr, 1994; Dixon, Simon, & N.arman,

1995; Milward, 2000). As early as 1987, a UNICEF-
sponsored study indicated that a combination of global

recession and the austerity measures adopted by

national governments as the price of debt relief had

the effect of reducing such basic indicators of child

welfare as nutrition, immunization levels and education

(Cornia, Jolly, & Stewart, 1987, 1988; see also Stewart,

1991). By the end of the 1980s, ‘‘cross-conditionality’’

that involved both the World Bank and the IMF

(Walton, Sedden et al., 1994, p. 19) further ensured

subordination of domestic policy goals to the imperative

of fiscal restraint and the generation of export revenues

sufficient to meet debt obligations. Among the con-

sequences was reduced access to such services as health

care and education as public expenditures were cut and

user charges introduced (see e.g. Cheru, 1999; Cornia,

Jolly, & Stewart, 1987, 1988; Schoepf, Schoepf, &

Millen, 2000; Walton, Sedden et al., 1994; Yong Kim,

Shakow, Bayona, Rhatigan, & Rub!ın de Celis, 2000).

The United Nations Development Program, in its

assessment of the PRSP process, notes that advice on the

requirement for a macroeconomic framework identify-

ing fiscal and financing policies for poverty reduction is

weak, contains many unexamined assumptions and does

not adequately emphasize distributional impacts of

macroeconomic policies (UNDP, 2002). The United

Nations Conference on Trade and Development (UN-

CTAD, 2002b, p. 197) links the PRSP process with the

inadequacy of overall levels of debt relief, noting that in

order to ensure that a PRSP is perceived as ‘‘realistic’’,

countries like Uganda and Tanzania are still investing

far less than the minimum amounts required for health

and social programs. The World Health Organization

goes further in analysing serious gaps in existing PRSPs

with respect to health (WHO, 2002a). Among its major

criticisms: PRSPs deal with ill health as a consequence of

poverty, but do not reflect an understanding of its role

as a cause of poverty, and thus are too willing to

recommend cost recovery as a way of financing health

care services for the poor. In addition, PRSPs do not

deal with such important health system issues as

expenditure levels well below the minimum needed to

provide basic primary health care. As the next section of

the article shows, this has been another neglected area in

terms of G7 commitments.
Health and health systems

In 2000, the G7 committed themselves to an

‘‘ambitious agenda’’ of ‘‘deliver[ing] three critical UN

targets’’ by 2010: reducing the number of HIV/AIDS-

infected young people by 25 percent, reducing TB deaths

and prevalence of the disease by 50 percent, and

reducing the burden of disease associated with malaria

by 50 percent (G8, 2000, z 29). However, without major
increases in the resources available for health care
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expenditure, it is unlikely that these targets can be met.

Much the same is true for the health-related components

of the IDGs and MDGs, even though major improve-

ments in health could be achieved by way of relatively

low-cost, low-technology interventions to prevent the

spread of infectious disease and reduce the toll from

diarrheal disease and childbirth (Spinaci & Heymann,

2001). The World Bank recently concluded, based on a

scenario of 3.6 percent annual per capita income growth

in the developing countries between 2005 and 2015

(which may well be optimistic) that South Asia was the

only region likely to achieve the infant and child

mortality reduction target specified in the IDGs (World

Bank, 2002a, pp. 31–33).

The world’s Least Developed Countries (LDCs)2

spend an average of just $11 per capita annually on

health, including both public and private expenditures.

For other low-income countries, average per capita

expenditure on health is $25 (Global Forum on Health,

2002, p. 5). The Commission on Macroeconomics and

Health (2001, p. 11) estimated the cost of a ‘‘set of

essential interventions’’, which would not need to be the

same for each country, at $34 per capita per year. The

report warned that: ‘‘If anything, we are on the low end

of the range of estimates of the cost of such essential

interventions.’’ As if to corroborate this observation,

according to the former Director-General of the World

Health Organization: ‘‘It is becoming clear that health

systems which spend less than $60 or so per capita are

not able to even deliver a reasonable minimum of

services, even through extensive internal reform’’

(Brundtland, 2000).

The Commission on Macroeconomics and Health

identified the need for ‘‘an additional $22 billion per

year by 2007 and $31 billion per year by 2015’’ in grant

financing for country-specific interventions against

infectious diseases and nutritional deficiencies. Above

and beyond these country-specific interventions, it called

for additional grant funding of $5 billion by 2007 and $7

billion by 2015 for research and development on diseases

of the poor and other public goods like epidemiological

surveillance, for a total of $27 billion in 2007, rising to

$38 billion in 2015. This estimate must be compared

with total ODA for health that is now ‘‘on the order of
2The United Nations Economic and Social Council classifies

countries with fewer than 75 million people as LDCs if they are

characterized by low GDP (currently US $900 or less per

capita), weak human assets, and a high level of vulnerability.

Forty-nine countries are now classified as LDCs (UNCTAD,

2002b). The upper population threshold means the LDC

category excludes countries that may actually have larger

number of people than the entire population of ‘‘official’’ LDCs

living in comparable privation and insecurity, and only 450

million of the more than 2.5 billion people worldwide estimated

to be living on $2 per day or less live in LDCs (UNCTAD,

2002b, p. 59).
$6 billion’’ (Commission on Macroeconomics and

Health, 2001, p. 11).

In 2001, the G7 addressed three infectious diseases

that are major killers in the developing world by

establishing the Global Fund to Fight AIDS, Tubercu-

losis and Malaria (GFATM). They described its creation

as fulfilling a pledge from the preceding year ‘‘to make a

quantum leap in the fight against infectious diseases and

to break the vicious cycle between disease and poverty’’

(G8, 2001, z 15). Financial commitments from govern-
ments to date amount to $4.68 billion, with $1.6 billion

paid to date and the balance payable at various dates as

far away as 2008 (http://www.theglobalfund.org/en/

funds raised/pledges/, accessed November 27, 2003).

Since pledges do not all cover the same period, direct

comparisons must be made with caution. However, the

gap between the lowest per capita contribution among

the G7 ($1.57, from Japan) and the highest ($10.80 from

France) indicates varying levels of enthusiasm for the

Fund’s activities.3 More importantly, financial commit-

ments made to date are far below the amounts

recommended by the Commission on Macroeconomics

and Health (2001), which argued that GFATM will

require $8 billion per year by 2007, and $12 billion per

year by 2015, in order to provide adequate support for

prevention and treatment. To put these amounts into

perspective, $8 billion is about as much as Americans

spend per year on cosmetics or bathroom renovations,

and about one-sixth as much as Europeans spend on

cigarettes (Scott, 2002; UNDP, 1998, p. 37). It is easy to

dismiss such comparisons as polemical, but they serve a

critically important purpose in comparing the discre-

tionary consumption of the global few with the low cost

of health improvements for the many.

The Commission on Macroeconomics and Health

estimates assume that developing countries have func-

tioning health care systems. However, in many coun-

tries, the more immediate problem is how to avoid

collapse of existing health infrastructure because of such

factors as constraints on government expenditure, the

impact of HIV/AIDS and the emigration of health

professionals (see e.g. Sanders, Dovlo, Meeus, &

Lehmann, 2003) . Although the G8 stated in 2001 that

‘‘[s]trong national health systems will continue to play a

key role in the delivery of effective prevention, treatment

and care and in improving access to essential health

services and commodities without discrimination’’

([24]G8, 2001, z 17), aid for all aspects of health system
development accounts for just over 4 percent of total G7

ODA expenditure. To the extent that available data

permit the calculation of trends, this proportion was
3Calculated from contribution figures posted on the Global

Fund web site /http://www.globalfundatm.orgS (last visited

November 27, 2003) and national population figures from

UNDP (2003).

http://www.theglobalfund.org/en/funds_raised/pledges/
http://www.theglobalfund.org/en/funds_raised/pledges/
http://www.theglobalfund.org/en/funds_raised/pledges/
http://www.globalfundatm.org
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Table 4

Trends in aid to health as percentage of total G7 ODA

1990/92 averagea 1996/98 averagea 1999b 2000b 2001b

Canada 3 3 1.8 2.6 4.3

France 3 4 4.5 4.4 6.0

Germany 1 5 4.0 3.2 3.3

Italy 5 4 7.2 7.7 4.7

Japan 1 2 2.7 2.9 2.8

UK 9 10 6.8 9.6 5.9

US 5 17 4.4 4.1 4.7

G7 average 4.3 4.3

Source: OECD, 2001, Table 2 (1990/92 and 1996/98 data); OECD, 2002, Tables 14 and 19 (2000 data); OECD, 2003, Tables 13, 15 and

19 (2001 data).
aBecause of data limitations, includes only bilateral aid.
b Includes both bilateral and multilateral aid (contributions made by donor countries to the European Commission, the World Bank

and regional development banks). Published data on the sectoral distribution of individual countries’ multilateral aid contributions are

not available. Instead, we attributed multilateral aid contributions to specific sectors based on the following calculation: country

specific percentage of total aid contributed through each of the three multilateral agencies (Regional Development Banks, World Bank,

European Commission)� the percentage of aid provided to the specific sector by each of the multilateral agencies. The sum of these
calculations was then added to that country’s sector-specific bilateral contribution. There may be small margins of error; the OECD

report from which our data were drawn (OECD, 2002) itself cautions that figures for the European Commission are ‘‘approximate.’’

Total 2001 ODA contributions are based on the same calculations, using data from OECD (2003). An even greater note of caution is

expressed for 1999 multilateral estimates. We applied the same formula as for 2000 and 2001, but the percentage of European

Commission aid contributions by sector is not available for 1999. We therefore used the percentages for 2000 as a rough

approximation, but calculated G7 averages only in years for which data are more reliable (2000, 2001).
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stable or even declined during the 1990s (Table 4), albeit

with wide variations between years and countries.4

Declining child vaccination coverage in all developing

areas during the 1990s may illustrate the consequences.

The decline in Africa is particularly troubling since

almost 50 percent of African children are now not

adequately vaccinated (Simms, Rowson, & Peattie,

2001; UNICEF, 2001, p. 89; WHO, 2002b). In addition,

when governments lack the funds for minimally

adequate health infrastructure, privatization of health

services and the adoption of cost recovery measures tend

to emerge as a superficially attractive, but highly

inequitable alternative (Arhin-Tenkorang, 2000; Melgar,

1999; Schoepf, Schoepf, & Millen, 2000; Whitehead,

Dahlgren, & Evans, 2001; Yong Kim, Shakow, Bayona,

Rhatigan, & Rub!ın de Celis, 2000). The resulting

‘‘medical poverty trap’’ (Whitehead, Dahlgren, & Evans,

2001) may actually undermine the potential for future

economic growth.
4The precipitous increase in US health ODA in 1996–98 may

be an artifact of changes in how the US categorized its

development assistance (OECD, 2000: 6). This only underscores

its subsequent dramatic declines in 1999 and 2000, although we

note that in 2001 the US portioned more of its health aid to

‘‘basic health’’ (primary health care) than did other G7

countries and provides more development assistance to

‘‘population and reproductive health’’ programs than it does

to health systems ([49]OECD, 2003, Tables 13, 15 and 19).
By 2001, controversy over the pricing of antiretroviral

drugs for HIV/AIDS in southern Africa had demon-

strated the potential constraint on health services in

developing countries created by harmonized patent

protection under the Trade-Related Intellectual Prop-

erty Rights (TRIPs) component of the WTO Agreement

(’t Hoen, 1999; M!edecins sans Fronti"eres, 2001). The

authors of the year 2000 United Nations Human

Development Report took the problem seriously enough

to warn that TRIPs may conflict with international

human rights agreements that recognize the right to

share in scientific progress, because it ‘‘dramatically

reduces the possibilities for local companies to produce

cheaper versions of important life-saving drugs’’

(UNDP, 2000, p. 84; see also Mayne & Bailey, 2002;

M!edecins sans Fronti"eres, 2001; Watkins 2002, pp. 208–

224). Although patents are only part of the problem,

since effective administration of antiretrovirals is among

many therapeutic interventions that require adequate

health care infrastructure (Attaran and Gillespie-White,

2001; see also Attaran & Sachs, 2001), they are not

irrelevant.

In 2001, the G7 stated: ‘‘We welcome ongoing

discussion in the WTO on the use of relevant provisions

in the TRIPs Rights agreement. We recognize the

appropriateness of affected countries using the flexibility

afforded by that agreement to ensure that drugs are

available to their citizens who need them, particularly

those who are unable to afford basic medical care.’’ (G8,
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2001, z 17). Subsequently, the November 2001 WTO
Ministerial Conference at Doha acknowledged the need

for ‘‘flexibility’’ when public health is at issue (WTO,

2001), and stated that TRIPs ‘‘does not and should not

prevent Members from taking measures to protect

public health’’. It took until August, 2003, however,

for the General Council of the WTO to agree on an

interpretation of TRIPs that reflected this position

(WTO, 2003),5 and concern persists about its true

effectiveness because of the limited circumstances under

which a ‘‘public health emergency’’ can be invoked by

developing country governments (Pollock & Price,

2003).
6With some reservations, notably the United States’ insis-
Nutrition and education

The pairing of nutrition and education may at first

seem surprising, but is logical because each is an

indispensable prerequisite for protecting and enhancing

health; access to each is closely related to economic

variables, and in particular adversely affected by

poverty; and each has been the focus of commitments

by the G7 nations either as members of the Group or as

part of the broader international community. Nutri-

tional deficiencies represent an adverse health outcome

in themselves, and increase vulnerability to other

stressors such as infectious disease (see e.g. Rice, Sacco,

Hyder, & Black, 2000). The World Health Organization

(2002c, pp. 49–56) has estimated that 15.8 percent of the

global burden of disease (GBD) is attributable to

childhood and maternal undernutrition—an underesti-

mate of the full significance of nutritional factors, since

it does not take into account, e.g. the relation between

adult nonmaternal undernutrition and infectious dis-

ease. A strong correlation exists between poverty and

childhood underweight, which alone accounts for 9.5

percent of the GBD.

At the 2001 Summit, G7 leaders made vague

commitments to supporting agriculture through ODA

as an element of poverty reduction (G8, 2001, z 20) and
to ‘‘target the most food-insecure regions, particularly

Sub-Saharan Africa and South Asia’’—apparently,

given the context of the statement, for food relief. In

addition, one of the key IDGs involves reducing the

proportion of children under five who are underweight,

but the G7 made no specific commitments related to

achieving this goal. Notably absent at the Summits we

studied was any commitment to the goal endorsed by the
5This delay was caused by several G7 countries (notably the

United States but also, initially, Canada), which objected to

proposals to the WTO TRIPs Council from developing

countries to operationalize this ‘‘flexibility’’ and attempted to

restrict interpretation of the agreement reached at the WTO

Doha ministerial (Inside US Trade, 2002).
World Food Summit (WFS) in 19966 of halving the

number of undernourished people in developing coun-

tries by 2015, with ‘‘a mid-term review to ascertain

whether it is possible to achieve this target by 2010’’

(World Food Summit, 1996).

Instead, the 1999–2001 Summits addressed issues of

nutrition primarily by emphasizing the need to promote

applications of biotechnology. The biotechnology in-

dustry is actively supported by some G7 governments as

an element of their strategies for the knowledge

economy, but its relevance to nutrition and food security

is highly controversial (Crouch, 2001; Persley & Lantin,

2000; Serageldin, 1999; Tilman et al., 2001). Part of the

dispute is about whether the problem should be defined

with reference to resource scarcity (with the corollary

being that it can be ‘‘solved’’ by improving agricultural

productivity through, e.g. the diffusion of genetically

modified crops) or resource distribution. Amartya Sen

(1981, 1982, 1989)’s path-breaking work on the political

economy of famine showed that famines are not

‘‘natural’’ phenomena, and that access to nutrition and

food security are directly related either to purchasing

power or to the availability of some other entitlement to

food. This may explain the absence of specific G7

commitments on the topic. It could be argued that they

are addressing the issues instead by way of economic

development and poverty reduction, but the adequacy of

their commitments in this area is itself open to question.

So, too—as we note later in the article—is the

appropriateness of the underlying presumptions about

economic development.

What is beyond dispute is the slow pace of worldwide

progress toward improving nutrition, perhaps because

of the marginal political status of food security issues

and the associated international institutions (Amalric

et al., 2001; UNFAO, 2001). According to the UN Food

and Agriculture Organization (UNFAO, 2003, p. 30),

‘‘[t]he number of undernourished people in the devel-

oping world decreased by less than 20 million since the

1990–1992 period used as the baseline at the WFS.

Worse yet, over the most recent 4 years for which data

are available, the number of chronically hungry people

actually increased at a rate of almost 5 million a year.’’

These figures actually understate the extent of under-

nutrition, and its potential health consequences, since

they refer only to insufficient caloric intake and not to
tence that the reference to a right to food in the Declaration

issued by the Summit ‘‘is a goal or aspiration to be realized

progressively that does not give rise to any international

obligations’’ (United Nations Food and Agriculture Organiza-

tion (UNFAO), 1996, Annex II). The United States was the

only industrialized country to declare such a reservation—

which it repeated at the successor World Food Summit in 2002.



ARTICLE IN PRESS
R. Labonte, T. Schrecker / Social Science & Medicine 59 (2004) 1661–16761670
micronutrient deficiencies that affect much larger

numbers of people.

Connections between education and health are harder

to quantify than those involving nutrition, but it is

known that education operates to reduce health risk

both directly and through such intervening variables as

economic growth and gender equity. Income and health

gains are more dramatic as education levels for women

rise, and ‘‘societies that limit girls’ access to education

pay a price in poorer health, and thereby in poorer

economic growth’’ (WHO, 2001, p. 75). Education also

reduces HIV risk (World Bank, 2002c), particularly for

girls and women. Those countries showing the greatest

lack of knowledge about HIV/AIDS (primarily in Sub-

Saharan Africa and several of the former Soviet

republics) are also ones with very low and in some cases

rapidly declining rates of education spending and

participation (Canadian International Development

Agency, 2002; World Bank, 2002c).

In contrast to the situation with respect to nutrition,

the G7 have clearly stated support for numerical targets

in the field of education. The Dakar Framework for

Action, which emerged from multilateral meetings in

2000, identified several goals for the developing world,

including ‘‘ensuring that by 2015 all children, particu-

larly girls, children in difficult circumstances and those

belonging to ethnic minorities, have access to and

complete free and compulsory primary education of

good quality’’ and ‘‘eliminating gender disparities in

primary and secondary education by 2005, and

achieving gender equality in education by 2015’’

(UNESCO 2000). Support for the Dakar Framework

was clearly expressed at the 2000 Summit, and

restated in 2001 (G8, 2000, z 33–34; G8, 2001, z 18),
although without identifying the resources that would be

made available. Enrolling all children in primary school

by 2015 and eliminating gender disparities in primary

and secondary education by 2005 are also among the

IDGs.

UNESCO’s 2002 Monitoring Report on progress

toward the Dakar goals warned that 37 countries will

probably not meet the universal primary education

(UPE) target by 2015, with another 20 countries noted

as requiring ‘‘renewed efforts’’ (UNESCO, 2002b, p. 17).

Only 21 countries remained on target. Estimating

progress toward the Dakar goals using school comple-

tion figures, rather than enrolment figures, the World

Bank has arrived at an even more pessimistic assess-

ment: this technique ‘‘raises the number [unlikely to

meet the UPE goal] to 88 countries, out of the total 155

for which data were established. Some 35 countries are

unlikely to meet the goal of eliminating gender

disparities at the primary level by 2005, even when

the goal is simply universal primary education and

not universal primary completion’’ (World Bank, 2002d,

p. 3).
As with health systems, the amounts of additional

financing that would be needed to achieve major

improvements are small in the global scheme of things.

UNESCO (2002b, p. 75), noting that documentation

from G7 bilateral aid agencies makes it difficult to sum

up their new education commitments, estimates them at

about US $1billion annually, of which US $0.3 billion

will probably go to basic education—less than 10

percent of UNESCO’s estimate of the new annual

contributions that will be needed to meet the goals of

universal primary education and eliminating gender

disparity. Further, although in 2001 the G7 committed

its members to ‘‘support UNESCO in its key role for

universal education’’ (G8, 2001, z 18), UNESCO’s

Director-General subsequently warned that budget

constraints mean ‘‘the Organization cannot afford to

remain on such a path of continuous belt-tightening lest

it be depleted of its vitality and ability to respond to new

challenges’’ (UNESCO, 2002a, p. ix). Here, again, we

see the theme of rhetoric unmatched by necessary

financial commitments.
Discussion: health, development and redistribution

Other things being equal, richer is healthier. Over the

long term, the evidence for this proposition is over-

whelming, both within and among nations (World

Bank, 1992, pp. 10–12, 50–55; World Bank, 1993, pp.

7, 34, 39–42; Sieswerda, Soskolne, Newman, Schop-

flocher, & Smoyer, 2001), but how long is the long term?

And how much longer may the poor be asked to wait for

improvements in access to health care and in the basic

determinants of health? The question is not just a

rhetorical one, because contemporary development

policy appears implicitly to accept a trade-off of short-

term health deterioration for the prospect of eventual

improvement. That acceptance was made explicit by a

team of World Bank researchers studying dramatic

declines in health status in Central Europe and the

former Soviet Union: ‘‘In the long run, the transition

towards a market economy and adoption of democratic

forms of government should ultimately lead to improve-

ments in health statusy. In the short run, however, one

could expect that health status would deteriorate’’ as

incomes drop, inequalities widen, stress increases, basic

health services break down and already inadequate

regulation of environmental and workplace hazards

deteriorate (Adeyi, Chellaraj, Goldstein, Preker, &

Ringold, 1997, p. 133). The G7 have not directly

addressed this issue, but analysis of the health implica-

tions of commitments made at the 1999–2001 G7

Summits, informed by the history of the last few decades

of development policy and by an expanding literature on

the connections between social and economic policy and

population health, leads us to question the seriousness
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of the G7 commitment ‘‘to make globalization work for

all [their] citizens and especially the world’s poor’’ (G8,

2001, z 3).
This conclusion is strengthened by observations of G7

policies in two other policy fields: ODA and trade. In

Agenda 21, the document that emerged from the Earth

Summit, developed countries as a whole ‘‘reaffirm[ed]

their commitments to reach the accepted United Nations

target of 0.7 percent of GDP for ODA’’, first proposed

in 1969, and ‘‘to augment their aid programmes in order

to reach that target as soon as possible’’ (United

Nations, 1992, p. 33). In 1999, the G7 committed

themselves gradually to increase the volume of ODA,

and to put special emphasis on countries best positioned

to use it effectively (G8, 1999, z 27). At the 2000 and
2001 Summits, emphasis shifted instead to the ‘‘effec-

tiveness’’ of ODA (G8, 2000, z 20; G8, 2001, z 14).
Today, none of the G7 countries approaches the 0.7

percent target and, in contrast to the performance of

some industrialized countries outside the G7, the trend

has been one of declining G7 commitments to ODA

over the past 15 years (Table 5), during the very period

of growth that has produced, for those countries,

unprecedented prosperity. Table 5 shows that some

other industrialized countries have met and exceeded the

target, so it is not inherently implausible. Table 6 breaks

down the costs for each G7 country of moving to the 0.7

percent figure, in terms of one of the most familiar

international commodities: the Big Mac.

As for market access, Oxfam (Watkins, 2002) and the

World Bank (2002a) alike have noted that the indus-

trialized world continues to restrict access to its markets

to the products of the developing world, even though

unrestricted market access might generate more
Table 5

Trends in G7 ODA as a percentage of gross national income

(GNI)

1984–85 1989–90 2001

Canada 0.50 0.44 0.22

France 0.62 0.60 0.32

Germany 0.46 0.42 0.27

Italy 0.27 0.36 0.15

Japan 0.31 0.31 0.23

United Kingdom 0.33 0.29 0.32

United States 0.24 0.18 0.11

And for comparison y

Denmark 0.83 0.94 1.03

Netherlands 0.97 0.93 0.82

Norway 1.02 1.11 0.83

Sweden 0.83 0.93 0.81

Includes both bilateral aid and commitments to multilateral

institutions.

Source: OECD, 2002, Table 4; OECD, 2003, Table 4. T
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substantial benefits to developing economies than the

current combined value of ODA and debt relief.

Agricultural subsidies in the industrialized world, which

simultaneously limit developing countries’ market access

and offer domestic producers an incentive to generate

surpluses that are dumped on international markets,

represent an especially intractable problem. It is difficult

to disagree with economist Ha-Joon Chang (2002)

description of the growth strategy now being urged on

the developing world by the G7, the World Bank and the

IMF as ‘‘kicking the ladder away’’: the strategy is one

that no G7 country followed on its own path to

industrialization and wealth creation—with the partial

exception of England after the repeal of the Corn Laws,

which had the advantage of empire as a captive market

as well as a source of raw materials. Thus, not only the

ethical defensibility of contemporary neoliberal pre-

scriptions for health through wealth through growth,

but also their empirical plausibility, is called into

question.

Population health measures, including infection con-

trol and some forms of environmental protection, may

represent genuine ‘‘public goods’’ that the rich world

cannot feasibly purchase for itself while excluding others

(Chen, Evans, & Cash, 1999). On this line of reasoning,

population health represents an investment in global

security, and the economic costs associated with the

recent outbreak of Severe Acute Respiratory Syndrome

show the value of infection control as a public good. A

more expansive economic argument is exemplified by the

work of the Commission on Macroeconomics and

Health, for which ‘‘investment in health’’ represented

an investment in future development, because it can

initiate virtuous cycles of human capital formation and

growth. The approach is empirically well grounded, yet

without further elaboration it invites a form of triage in

which the countries, regions and populations that

receive investments in health will primarily be those

where ‘‘development’’ offers the greatest promise of

economic returns, e.g. because of the availability of

expanding consumer markets or the availability of

healthy and relatively skilled, yet low-cost labour.

John Williamson, who coined the term ‘‘Washington

consensus’’ to describe official wisdom on development

policy circa 1989 (Williamson, 1990), has noted that in

codifying the consensus he ‘‘deliberately excluded from

the list anything which was primarily redistributive, as

opposed to having equitable consequences as a by-

product of seeking efficiency objectives, because [he] felt

the Washington of the 1980s to be a city that was

essentially contemptuous of equity concerns’’ (William-

son, 1993, p. 1329). Our analysis suggests that with some

important exceptions, the attitude to which Williamson

referred appears to have diffused throughout the official

levels of the G7. It is stronger than ever in today’s

Washington. Our analysis also suggests that in the
absence of more extensive redistribution of wealth

across national borders, progress toward improving

health for all will be slow at best, and may not be

possible at all in some situations. Future research must

not only investigate in greater detail the health

consequences of contemporary development policy as

promoted by the G7 and the international financial

institutions, but also undertake explicit ethical analysis

of the health consequences of current G7 development

policies.
Acknowledgements

Research for this article was funded by the Interna-

tional Development Research Centre (Canada). We are

grateful for the research assistance of Jennifer Cushon

and Ren!ee Torgerson, and for the comments of two

referees. All views expressed are exclusively those of the

authors.
References

Adeyi, O., Chellaraj, G., Goldstein, E., Preker, A., & Ringold,

D. (1997). Health status during the transition in central and

eastern Europe: Development in reverse? Health Policy and

Planning, 12, 132–145.

Amalric, F. (2001). Strategically speaking: The World Food

Summit, five years later (with responses by commentators).

Development, 44 (no. 4, December), 6–16.

Arhin-Tenkorang, D. (2000). Mobilizing resources for health:

The case for user fees revisited. Cambridge, MA: WHO

commission on macroeconomics and health (CMH) work-

ing paper series, paper no. WG3: 6, November, http://

www.cmhealth.org/docs/wg3 paper6.pdf, last visited May

27, 2003.

Attaran, A., & Gillespie-White, L. (2001,). Do patents for

antiretroviral drugs constrain access to AIDS treatment in

Africa? JAMA, 286, 1886–1892.

Attaran, A., & Sachs, J. (2001,). Defining and refining

international donor support for combating the AIDS

pandemic. Lancet, 357, 57–61.

Brundtland, G. (2000). [Speech to] Winterthur massive effort

advocacy meeting. Geneva: World Health Organization, 3

October, http://www.who.int/directorgeneral/speeches/

2000/english/20001003 massive effort.html, last visited Feb-

ruary 1, 2003.

Butler, C., Douglas, R., & McMichael, A. J. (2001). Globalisa-

tion and environmental change: Implications for health and

health inequalities. In R. Eckersley, J. Dixon, & R. Douglas

(Eds.), The social origins of health and well-being (pp. 34–

50). Melbourne: Cambridge University Press.

Canadian International Development Agency (2002). CIDA’s

Action Plan on Basic Education. Ottawa: CIDA; http://www.

acdi-cida.gc.ca/cida ind.nsf/b2a5f300880e7192852567450078b

4cb/e4fc8a9ac2b9b129852569ba005550bc/$FILE/ATT14SUO/

BEActionPlan.pdf, last visited May 27, 2003.

http://www.cmhealth.org/docs/wg3_paper6.pdf
http://www.cmhealth.org/docs/wg3_paper6.pdf
http://www.cmhealth.org/docs/wg3_paper6.pdf
http://www.who.int/directorgeneral/speeches/2000/english/20001003_massive_effort.html
http://www.who.int/directorgeneral/speeches/2000/english/20001003_massive_effort.html
http://www.who.int/directorgeneral/speeches/2000/english/20001003_massive_effort.html
http://www.who.int/directorgeneral/speeches/2000/english/20001003_massive_effort.html
http://Ottawa:CIDA;http://www.acdi-cida.gc.ca/cida_ind.nsf/b2a5f300880e7192852567450078b4cb/e4fc8a9ac2b9b2985269ba005550bc/FILE/ATT14SUO/BEActionplan.pdf
http://Ottawa:CIDA;http://www.acdi-cida.gc.ca/cida_ind.nsf/b2a5f300880e7192852567450078b4cb/e4fc8a9ac2b9b2985269ba005550bc/FILE/ATT14SUO/BEActionplan.pdf
http://Ottawa:CIDA;http://www.acdi-cida.gc.ca/cida_ind.nsf/b2a5f300880e7192852567450078b4cb/e4fc8a9ac2b9b2985269ba005550bc/FILE/ATT14SUO/BEActionplan.pdf
http://Ottawa:CIDA;http://www.acdi-cida.gc.ca/cida_ind.nsf/b2a5f300880e7192852567450078b4cb/e4fc8a9ac2b9b2985269ba005550bc/FILE/ATT14SUO/BEActionplan.pdf
http://Ottawa:CIDA;http://www.acdi-cida.gc.ca/cida_ind.nsf/b2a5f300880e7192852567450078b4cb/e4fc8a9ac2b9b2985269ba005550bc/FILE/ATT14SUO/BEActionplan.pdf


ARTICLE IN PRESS
R. Labonte, T. Schrecker / Social Science & Medicine 59 (2004) 1661–1676 1673
Chang, H-J. (2002). Kicking away the ladder: Development

strategy in historical perspective. London: Anthem Press.

Chavez, J. J., & Cordero, R. D. (2001). The Asian financial crisis

and Filipino households: Impacts on women and children.

London: Focus on the Global South/Save the Children UK,

http://www.focusweb.org/publications/Books/women%

20and%20children.pdf.

Chen, L., Evans, T., & Cash, R. (1999). Health as a global

public good. In I. Kaul, I. Grunberg, & M. Stern

(Eds.), Global public goods: International cooperation

in the 21st century (pp. 184–204). New York: Oxford

University Press (for the United Nations Development

Programme).

Cheru, F. (1999). Effects of structural adjustment policies on the

full enjoyment of human rights: Report by the independent

expert submitted in accordance with commission decisions

1998/102 and 1997/103, E/CN.4/1999/50. New York:

Economic and Social Council, United Nations Commission

on Human Rights, February 24, /http://www.unhchr.ch/
Huridocda/Huridoca.nsf/TestFrame/f991c6c62457a

2858025675100348aef?OpendocumentS, last visited May

27, 2003.

Cheru, F. (2001). The highly indebted poor countries (HIPC)

initiative: A human rights assessment of the Poverty

Reduction Strategy Papers (PRSP), Report submitted to

the United Nations Economic and Social Council, E/CN.4/

2001/56. New York: United Nations, 18 January, http://

www.hri.ca/fortherecord2001/documentation/commission/

e-cn4-2001-56.htm, last visited May 27, 2003.

Commission on Macroeconomics and Health (CMH). (2001).

Macroeconomics and health: Investing in health for economic

development. Geneva: WHO, December, http://

www3.who.int/whosis/cmh/cmh report/report.cfm?-

path=cmh,cmh report&language=english, last visited

May 27, 2003.

Cornia, G., Jolly, R., & Stewart, F. (Eds.). (1987). Adjustment

with a human face: Protecting the vulnerable and promoting

growth, Vol. 1. Oxford: Clarendon Press.

Cornia, G., Jolly, R., & Stewart, F. (Eds.). (1988). Adjustment

with a human face: Ten country case studies, Vol. 2. Oxford:

Claredon Press.

Crouch, M. L. (2001). From golden rice to terminator

technology: Agricultural technology will not feed the world

or save the environment. In B. Tokar (Ed.), Redesigning life?

The worldwide challenge to genetic engineering (pp. 22–39).

Montreal: McGill-Queen’s University Press.

Devarajan, S., Miller, M., & Swanson, E. (2002). Goals for

development: History, prospects and costs. Washington, DC:

World Bank, http://econ.worldbank.org/files/13269

wps2819.pdf, last visited May 30, 2002.

Diderichsen, F., Evans, T., & Whitehead, M. (2001). The social

basis of disparities in health. In T. Evans, M. Whitehead, F.

Diderichsen, A. Bhuiya, & M. Wirth (Eds.), Challenging

inequities in health: From ethics to action (pp. 12–23).

Oxford: Oxford University Press.

Dixon, C., Simon, D., & N.arman, A. (1995). Introduction: The

nature of structural adjustment. In D. Simon, W. van

Spengen, C. Dixon, & A. N.arman (Eds.), Structurally

adjusted Africa (pp. 1–14). London: Pluto Press.

Evans, R., & Stoddart, G. (1990). Producing health, consuming

health care. Social Science & Medicine, 31, 1347–1363.
Evans, T., Whitehead, M., Diderichsen, F., Bhuiya, A., &

Wirth, M. (Eds.). (2001). Challenging inequities in health:

From ethics to action. Oxford: Oxford University Press.

G8 (Group of 8 Nations). (1999). G8 Communiqu!e K .oln 1999.

Cologne, June 20, http://www.g8.utoronto.ca/summit/

1999koln/finalcom.htm, last visited December 17, 2003.

G8 (Group of 8 Nations). (2000). G8 Communiqu!e Okinawa

2000. Okinawa, July 23, http://www.g8.utoronto.ca/sum-

mit/2000okinawa/finalcom.htm, last visited December 17,

2003.

G8 (Group of 8 Nations). (2001). Communiqu!e. Genoa, July 22,

http://www.library.utoronto.ca/g7/summit/2001genoa/final-

communique.html, last visited December 17, 2003.

Global Forum on Health. (2002). The 10/90 report on health

research 2001–2002. Geneva: Global Forum on Health,

April, /http://www.globalforumhealth.org/pages/index.-
aspS, last visited December 17, 2003.

Greenhill, R. (2002). The unbreakable link: Debt relief and the

millennium development goals. London: Jubilee Research,

February, http://www.jubilee2000uk.org/analysis/reports/

unbreakable link.pdf, last visited May 27, 2003.

Greenhill, R., & Sisti, E. (2003). Real progress report on HIPC.

London: Jubilee Research at the New Economics Founda-

tion, September, http://www.jubileeplus.org/analysis/re-

ports/realprogressHIPC.pdf, last visited December 17, 2003.

Haacker, M. (2002). The economic consequences of HIV/AIDS

in Southern Africa, WP02/38. Washington, DC: Interna-

tional Monetary Fund, February, http://ideas.repec.org/p/

imf/imfwpa/0238.html, last visited December 22, 2002.

Hanlon, M. (2000). How much debt must be cancelled? Journal

of International Development, 12, 877–901.

Hotchkiss, D. R., & Jacobalis, S. (1999,). Indonesian heath care

and the economic crisis: Is managed care the needed reform?

Health Policy, 46, 195–216.

Inside US Trade. (2002). EU and US split over scope of TRIPS

exception for public health. March 8, http://lists.essentia-

l.org/pipermail/ip-health/2002-March/002756.html, last vis-

ited May 27, 2003.

International Development Association, International Mone-

tary Fund. (2002). Review of the Poverty Reduction Strategy

Paper (PRSP) approach: Early experience with interim

PRSPs and full PRSPs. Washington, DC: World Bank,

March 26, http://www.imf.org/External/NP/prspgen/re-

view/2002/032602a.pdf, last visited July 9, 2003.

International Monetary Fund (IMF). (2001). Structural con-

ditionality in fund-supported programs. Washington, DC:

Policy Development and Review Department, IMF, Feb-

ruary 16, http://www.imf.org/External/NP/prspgen/review/

2002/031502a.pdf, last visited March 15, 2003.

International Monetary Fund (IMF). (2003). World economic

outlook, September 2003. Washington, DC: Author.

International Monetary Fund (IMF), OECD, United Nations,

World Bank Group. (2000). 2000—A better world for all:

Progress towards the international development goals. Paris:

OECD, http://www.paris21.org/betterworld, last visited

January 12, 2003.

Kim, H., Chung, W. J., Song, Y. J., Kang, D. R., Yi, J. J., &

Nam, C. M. (2003,). Changes in morbidity and medical

care utilization after the recent economic crisis in the

Republic of Korea. Bulletin of the World Health Organiza-

tion, 81, 567–572.

http://www.focusweb.org/publications/Books/women%20and%20children.pdf
http://www.focusweb.org/publications/Books/women%20and%20children.pdf
http://www.unhchr.ch/Huridocda/Huridoca.nsf/TestFrame/f991c6c62457a2858025675100348aef?Opendocument
http://www.unhchr.ch/Huridocda/Huridoca.nsf/TestFrame/f991c6c62457a2858025675100348aef?Opendocument
http://www.unhchr.ch/Huridocda/Huridoca.nsf/TestFrame/f991c6c62457a2858025675100348aef?Opendocument
http://www.hri.ca/fortherecord2001/documentation/commission/e-cn4-2001-56.htm
http://www.hri.ca/fortherecord2001/documentation/commission/e-cn4-2001-56.htm
http://www.hri.ca/fortherecord2001/documentation/commission/e-cn4-2001-56.htm
http://www3.who.int/whosis/cmh/cmh_report/report.cfm?path=cmhcmh_report&amp;language=english
http://www3.who.int/whosis/cmh/cmh_report/report.cfm?path=cmhcmh_report&amp;language=english
http://www3.who.int/whosis/cmh/cmh_report/report.cfm?path=cmhcmh_report&amp;language=english
http://www3.who.int/whosis/cmh/cmh_report/report.cfm?path=cmhcmh_report&amp;language=english
http://www3.who.int/whosis/cmh/cmh_report/report.cfm?path=cmhcmh_report&amp;language=english
http://www3.who.int/whosis/cmh/cmh_report/report.cfm?path=cmhcmh_report&amp;language=english
http://econ.worldbank.org/files/13269_wps2819.pdf
http://econ.worldbank.org/files/13269_wps2819.pdf
http://www.g8.utoronto.ca/summit/1999koln/finalcom.htm
http://www.g8.utoronto.ca/summit/1999koln/finalcom.htm
http://www.g8.utoronto.ca/summit/2000okinawa/finalcom.htm
http://www.g8.utoronto.ca/summit/2000okinawa/finalcom.htm
http://www.library.utoronto.ca/g7/summit/2001genoa/finalcommunique.html
http://www.library.utoronto.ca/g7/summit/2001genoa/finalcommunique.html
http://www.globalforumhealth.org/pages/index.asp
http://www.globalforumhealth.org/pages/index.asp
http://www.jubilee2000uk.org/analysis/reports/unbreakable_link.pdf
http://www.jubilee2000uk.org/analysis/reports/unbreakable_link.pdf
http://www.jubilee2000uk.org/analysis/reports/unbreakable_link.pdf
http://www.jubileeplus.org/analysis/reports/realprogressHIPC.pdf
http://www.jubileeplus.org/analysis/reports/realprogressHIPC.pdf
http://ideas.repec.org/p/imf/imfwpa/0238.html
http://ideas.repec.org/p/imf/imfwpa/0238.html
http://lists.essential.org/pipermail/ip-health/2002-March/002756.html
http://lists.essential.org/pipermail/ip-health/2002-March/002756.html
http://www.imf.org/External/NP/prspgen/review/2002/032602a.pdf
http://www.imf.org/External/NP/prspgen/review/2002/032602a.pdf
http://www.paris21.org/betterworld


ARTICLE IN PRESS
R. Labonte, T. Schrecker / Social Science & Medicine 59 (2004) 1661–16761674
Labonte, R., Torgerson, R. (2003). Frameworks for analyzing

the links between globalization and health, STU/H&T/

2003.2. Geneva: World Health Organization.

Lee, K. (2000). Globalization and health policy: A review of the

literature and proposed research and policy agenda. In A.

Bambas, J. A. Casas, H. A. Drayton, & A. Vald!es (Eds.),

Health human development in the new global economy: The

contributions and perspectives of civil society in the Americas

(pp. 15–41). Washington: Pan American Health Organiza-

tion.

Mayne, R., & Bailey, M. (2002). TRIPs and public health: The

next battle. Briefing Paper 15. Washington, DC: Oxfam

International, March 2002, http://www.oxfam.org.uk/

what we do/issues/health/downloads/bp15 trips.rtf, last vis-

ited December 17, 2003.

M!edecins sans Fronti"eres. (2001). A matter of life and death:

The role of patents in access to essential medicines. Geneva:

Campaign for Access to Essential Medicines, MSF,

November, http://www.msf.org/countries/page.cfm?arti-

cleid=47871B51-83A7-4960-BDD40D60958FC49F, last

visited May 27, 2003.

Melgar, J. (1999). Ailing Philippine health: Proof of market

failings. Development, 42 (no. 4, December), 138–141.

Milward, B. (2000). What is structural adjustment? In G.

Mohan, E. Brown, B. Milward, & A. B. Zack-Williams

(Eds.), Structural adjustment: Theory, practice and impacts

(pp. 24–38). London: Routledge.

Musgrove, P. (2003). Judging health systems: Reflections on

WHO’s methods. The Lancet, 361, 1817–1820.

Narayan, D. (2001). ‘Consultations with the poor’ from a

health perspective. Development, 44(no. 1, March), 15–21.

Narayan, D., Chambers, R., Shah, M., & Petesch, P. (2000).

Voices of the poor: Crying out for change. New York: Oxford

University Press for the World Bank.

O’Brien, R. (2002,). Organizational politics, multilateral eco-

nomic organizations and social policy. Global Social Policy,

2, 141–162.

Organization for Economic Cooperation and Development

(OECD). (2001). Development co-operation: 2000 report.

DAC Journal, 2(1) (entire issue). Paris: Author.

Organization for Economic Cooperation and Development

(OECD). (2002). Development co-operation: 2001 report.

DAC Journal, 3(1) (entire issue). Paris: Author.

Organization for Economic Cooperation and Development

(OECD). (2003). Development co-operation: 2002 report.

DAC Journal, 4(1) (entire issue). Paris: Author.

Oxfam (2001). G8: Failing the World’s Children. Washington

DC: Oxfam International, July; www.oxfam.org/eng/pdfs/

pp0107 G8 Failing the worlds children.pdf, last visited

May 27, 2003.

Persley, G. J., & Lantin, M. M. (Eds.). (2000). Agricultural

biotechnology and the poor: Proceedings of an international

conference, Washington, DC, 21–22 October 1999. Wa-

shington, DC: Consultative Group on International Agri-

cultural Research, http://www.cgiar.org/biotech/rep0100/

contents.htm, last visited May 27, 2003.

Pettifor, A., & Greenhill, R. (2002). Debt relief and the

millennium development goals, background paper for human

development report 2003. New York: Human Development

Report Office, United Nations Human Development

Programme, December.
Pollock, A., & Price, D. (2003). New deal from the World Trade

Organisation: May not provide essential medicines for poor

countries. British Medical Journal, 327, 571–572.

Ramphal, S. (1999). Debt has a child’s face. In UNICEF, The

progress of nations 1999 (pp. 27–29). New York: UNICEF,

http://www.unicef.org/pon99/pdf.htm, last visited Decem-

ber 2, 2003.

Reddy, S. G., & Pogge, T. W. (2003).How not to count the poor.

New York: Columbia University, March 26, http://www.co-

lumbia.edu/Bsr793/count.pdf, accessed December 2, 2003.
Rice, A., Sacco, L., Hyder, A., & Black, R. (2000,). Malnutri-

tion as an underlying cause of childhood deaths associated

with infectious diseases in developing countries. Bulletin of

the World Health Organization, 78, 1207–1221.

Sachs, J., & Malaney, P. (2002,). The economic and social

burden of malaria. Nature, 415, 680–685.

Sanders, D., Dovlo, D., Meeus, W., & Lehmann, U. (2003).

Public health in Africa. In R. Beaglehole (Ed.), Global public

health: A new era (pp. 135–155). Oxford: Oxford University

Press.

Schoepf, B., Schoepf, C., & Millen, J. (2000). Theoretical

therapies, remote remedies: SAPS and the political ecology

of poverty and health in Africa. In J. Yong Kim, et al. (Ed.),

Dying for growth: Global inequality and the health of the poor

(pp. 91–126). Monroe, ME: Common Courage Press.

Scott, A. (2002). Interior Life. The New York Times Magazine,

December 1, 19–20.

Sen, A. (1981). Poverty and famines: An essay on entitlement and

deprivation. New York: Oxford University Press.

Sen, A. (1982,). The food problem: Theory and policy. Third

World Quarterly, 4, 447–459.

Sen, A. (1989,). Food and freedom. World Development, 17,

769–781.

Serageldin, I. (1999,). Biotechnology and food security in the

21st century. Science, 285, 386–388.

Sieswerda, L., Soskolne, C., Newman, S., Schopflocher, D., &

Smoyer, K. (2001). Toward measuring the impact of

ecological disintegrity on human health. Epidemiology, 12,

28–32.

Simms, C., Rowson, M., & Peattie, S. (2001). The bitterest pill

of all: The collapse of Africa’s health systems. London:

Medact/Save the Children, http://193.129.255.93/pressrels/

PDFS/Bitterpill.pdf, last visited November 23, 2002.

Sparr, P. (1994). What is structural adjustment? In P. Sparr

(Ed.), Mortgaging women’s lives: Feminist critiques of

structural adjustment (pp. 1–12). London: Zed Books.

Spinaci, S., & Heymann, D. (2001). Communicable disease

and disability of the poor. Development, 44(no. 1, March),

66–72.

Stewart, F. (1991). The many faces of adjustment. World

Development, 19, 1847–1864.

Third World Network. (2001). The multilateral trading system:

A development perspective. New York: Bureau for Devel-

opment Policy, United Nations Development Programme,

December, http://www.undp.org/mainundp/propoor/docs/

multitradesystem.pdf, accessed May 27, 2003.

’t Hoen, E. (1999). Access to essential drugs and globalization.

Development, 42(no. 4, December), 87–91.

Tilman, D., Fargione, J., Wolff, B., D’Antonio, C., Dobson,

A., Howarth, R., Schindler, D., Schlesinger, W. H.,

Simberloff, D., & Swackhamer, D. (2001). Forecasting

http://www.oxfam.org.uk/what_we_do/issues/health/downloads/bp15_trips.rtf
http://www.oxfam.org.uk/what_we_do/issues/health/downloads/bp15_trips.rtf
http://www.oxfam.org.uk/what_we_do/issues/health/downloads/bp15_trips.rtf
http://www.oxfam.org.uk/what_we_do/issues/health/downloads/bp15_trips.rtf
http://www.oxfam.org.uk/what_we_do/issues/health/downloads/bp15_trips.rtf
http://www.msf.org/countries/page.cfm?articleid=47871B51-83A7-4960-BDD40D60958FC49F
http://www.msf.org/countries/page.cfm?articleid=47871B51-83A7-4960-BDD40D60958FC49F
http://www.cgiar.org/biotech/rep0100/contents.htm
http://www.cgiar.org/biotech/rep0100/contents.htm
http://www.unicef.org/pon99/pdf.htm
http://www.columbia.edu/~sr793/count.pdf
http://www.columbia.edu/~sr793/count.pdf
http://193.129.255.93/pressrels/PDFS/Bitterpill.pdf
http://193.129.255.93/pressrels/PDFS/Bitterpill.pdf
http://www.undp.org/mainundp/propoor/docs/multitradesystem.pdf
http://www.undp.org/mainundp/propoor/docs/multitradesystem.pdf


ARTICLE IN PRESS
R. Labonte, T. Schrecker / Social Science & Medicine 59 (2004) 1661–1676 1675
agriculturally driven global environmental change. Science,

292, 281–284.

UNESCO. (2000). The Dakar framework for action. Paris:

World Education Forum, http://www2.unesco.org/wef/en-

conf/dakframeng.shtm, last visited May 27, 2003.

UNESCO. (2002a). Approved programme and budget, 2002–

2003, 31C/5. Paris: Author, March, http://unesdoc.unes-

co.org/images/0012/001253/125343e.pdf, last visited May

27, 2003.

UNESCO. (2002b). EFA global monitoring report, 2002: Is the

world on track? Paris: Author, November, http://www.

unesco.org/education/efa/global co/policy group/hlg 2002

monitoring complete.pdf, last visited May 27, 2003.

UNICEF. (2001). The state of the world’s children 2001. Oxford:

Oxford University Press.

United Nations. (1992). Agenda 21. New York: United Nations

Division for Sustainable Development, http://www.un.org/

esa/sustdev/documents/agenda21/english/agenda21toc.htm,

last visited November 28, 2002.

United Nations. (2002). International financial system and

development: Report of the Secretary-General, A/57/151.

New York: Author, http://ods-dds-ny.un.org/doc/UN-

DOC/GEN/N02/469/61/PDF/N0246961.pdf?OpenElement,

last visited May 27, 2003.

United Nations Conference on Trade and Development

(UNCTAD). (2002a). The PRSP approach and poverty

reduction in the least developed countries. In IMF, World

Bank, External comments and contributions on the joint bank/

fund staff review of the PRSP approach, Vol. I: Bilateral

agencies and multilateral institutions (pp. 187–196). Wa-

shington, DC: IMF, February, http://www.imf.org/exter-

nal/np/prspgen/review/2002/comm/v1.pdf.

United Nations Conference on Trade and Development

(UNCTAD). (2002b). Escaping the poverty trap: The least

developed countries report 2002. New York: United Nations,

http://www.unctad.org/Templates/webflyer.asp?do-

cid=2026&intItemID=1397&lang=1&mode=downloads.

United Nations Development Programme (UNDP). (1998).

Human development report 1998. New York: Oxford

University Press.

United Nations Development Programme (UNDP). (2000).

Human development report 2000: Human rights

and human development. New York: Oxford University

Press.

United Nations Development Programme (UNDP). (2002).

UNDP review of the poverty reduction strategy paper. Iin

IMF, World Bank, External comments and contributions on

the joint bank/fund staff review of the PRSP approach, Vol. I:

Bilateral agencies and multilateral institutions (pp. 201–216).

Washington, DC: IMF, February, http://www.imf.org/

external/np/prspgen/review/2002/comm/v1.pdf, last visited

May 27, 2003.

United Nations Food and Agriculture Organization (UNFAO).

(1996). Report of the world food summit, WFS 96/REP.

Geneva: UNFAO, http://www.fao.org/wfs/index en.htm,

last visited December 2, 2003.

United Nations Food and Agriculture Organization (UNFAO).

(2001). The state of food insecurity in the world 2001.

Rome: UNFAO, http://www.fao.org/docrep/003/y1500e/

y1500e00.htm, last visited May 27, 2003.
United Nations Food and Agriculture Organization (UNFAO).

(2003). The state of food insecurity in the world 2003.

Rome: UNFAO, ftp://ftp.fao.org/docrep/fao/006/j0083e/

j0083e00.pdf, last visited December 17, 2003.

United Nations Research Institute for Social Development

(UNRISD). (2000). Visible hands: Taking responsibility for

social development. Geneva: Author, http://www.unrisd.org/

80256B3C005BCCF9/(httpPublications)/FE9C9439D82

B525480256B670065EFA1?OpenDocument&panel=addi-

8panel ¼ additional; lastvisitedMay27; 2003:
Walton, J., Seddon, D. et al. (1994). Free markets and food

riots: The politics of global adjustment. Cambridge, Massa-

chusetts: Blackwell.

Watkins, K. (2002). Rigged rules and double standards: Trade,

globalisation, and the fight against poverty. Washington, DC:

Oxfam International, http://www.maketradefair.com/style-

sheet.asp?file=03042002121618&cat=2&subcat=

6&select=1, last visited January 12, 2003.

Watkins, K. (2003). Northern agricultural policies and world

poverty: Will the Doha ‘development round’ make a

difference? Presented at the annual world bank conference

of development economics, May 15–16, London: Oxfam,

http://wbln0018.worldbank.org/eurvp/web.nsf/Pages/Pa-

per+by+Watkins/$File/WATKINS.PDF, last visited Jan-

uary 9, 2004.

Whitehead, M., Dahlgren, G., & Evans, T. (2001,). Equity and

health sector reforms: Can low-income countries escape the

medical poverty trap? Lancet, 358, 833–836.

Williamson, J. (1990). What Washington means by policy

reform. In J. Williamson (Ed.), Latin American adjustment:

How much has happened? (pp. 7–38). Washington, DC:

Institute for International Economics.

Williamson, J. (1993). Democracy and the ‘Washington

consensus’. World Development, 21, 1329–1336.

Woodward, D., Drager, N., Beaglehole, R., & Lipson, D.

(2001,). Globalization and health: A framework for analysis

and action. Bulletin of the World Health Organization, 79,

875–881.

World Bank. (1992). World development report 1992: Develop-

ment and the environment. New York: Oxford University

Press.

World Bank. (1993). World development report 1993: Investing

in health. New York: Oxford University Press.

World Bank. (1995). World development report 1995: Workers

in an integrating world. New York: Oxford University

Press.

World Bank. (2001). Global economic prospects and

the developing countries 2001. Washington, DC:

World Bank.

World Bank. (2002a). Global economic prospects and the

developing countries 2002: Making trade work for the world’s

poor. Washington, DC: World Bank.

World Bank. (2002b). Financial impact of the HIPC initiative:

First 25 country cases. Washington, DC: HIPC Unit, World

Bank, March.

World Bank. (2002c). Education and HIV/AIDS: A window of

hope. Washington, DC: World Bank, http://www1.world-

bank.org/education/pdf/Ed%20&%20HIV AIDS%20

cover%20print.pdf, last visited July 9, 2003.

World Bank. (2002d). Education for dynamic economies: Action

plan to accelerate progress towards education for all,

http://www2.unesco.org/wef/en-conf/dakframeng.shtm
http://www2.unesco.org/wef/en-conf/dakframeng.shtm
http://www.unesco.org/education/efa/global_co/policy_group/hlg_2002_monitoring_complete.pdf
http://www.unesco.org/education/efa/global_co/policy_group/hlg_2002_monitoring_complete.pdf
http://www.unesco.org/education/efa/global_co/policy_group/hlg_2002_monitoring_complete.pdf
http://www.unesco.org/education/efa/global_co/policy_group/hlg_2002_monitoring_complete.pdf
http://www.unesco.org/education/efa/global_co/policy_group/hlg_2002_monitoring_complete.pdf
http://www.unesco.org/education/efa/global_co/policy_group/hlg_2002_monitoring_complete.pdf
http://www.unesco.org/education/efa/global_co/policy_group/hlg_2002_monitoring_complete.pdf
http://www.un.org/esa/sustdev/documents/agenda21/english/agenda21toc.htm
http://www.un.org/esa/sustdev/documents/agenda21/english/agenda21toc.htm
http://ods-dds-ny.un.org/doc/UNDOC/GEN/N02/469/61/PDF/N0246961.pdf?OpenElement
http://ods-dds-ny.un.org/doc/UNDOC/GEN/N02/469/61/PDF/N0246961.pdf?OpenElement
http://www.imf.org/external/np/prspgen/review/2002/comm/v1.pdf
http://www.imf.org/external/np/prspgen/review/2002/comm/v1.pdf
http://www.unctad.org/Templates/webflyer.asp?docid=2026&amp;intItemID=1397&amp;lang=1&amp;mode=downloads
http://www.unctad.org/Templates/webflyer.asp?docid=2026&amp;intItemID=1397&amp;lang=1&amp;mode=downloads
http://www.unctad.org/Templates/webflyer.asp?docid=2026&amp;intItemID=1397&amp;lang=1&amp;mode=downloads
http://www.unctad.org/Templates/webflyer.asp?docid=2026&amp;intItemID=1397&amp;lang=1&amp;mode=downloads
http://www.unctad.org/Templates/webflyer.asp?docid=2026&amp;intItemID=1397&amp;lang=1&amp;mode=downloads
http://www.imf.org/external/np/prspgen/review/2002/comm/v1.pdf
http://www.imf.org/external/np/prspgen/review/2002/comm/v1.pdf
http://www.fao.org/wfs/index_en.htm
http://www.fao.org/wfs/index_en.htm
http://www.fao.org/docrep/003/y1500e/y1500e00.htm
http://www.fao.org/docrep/003/y1500e/y1500e00.htm
ftp://ftp.fao.org/docrep/fao/006/j0083e/j0083e00.pdf
ftp://ftp.fao.org/docrep/fao/006/j0083e/j0083e00.pdf
http://www.unrisd.org/80256B3C005BCCF9/(httpPublications)/FE9C9439D82B525480256B670065EFA1?OpenDocument&amp;panel=additional
http://www.unrisd.org/80256B3C005BCCF9/(httpPublications)/FE9C9439D82B525480256B670065EFA1?OpenDocument&amp;panel=additional
http://www.unrisd.org/80256B3C005BCCF9/(httpPublications)/FE9C9439D82B525480256B670065EFA1?OpenDocument&amp;panel=additional
http://www.unrisd.org/80256B3C005BCCF9/(httpPublications)/FE9C9439D82B525480256B670065EFA1?OpenDocument&amp;panel=additional
http://www.unrisd.org/80256B3C005BCCF9/(httpPublications)/FE9C9439D82B525480256B670065EFA1?OpenDocument&amp;panel=additional
http://wbln0018.worldbank.org/eurvp/web.nsf/Pages/Paper+by+Watkins/File/WATKINS.PDF
http://wbln0018.worldbank.org/eurvp/web.nsf/Pages/Paper+by+Watkins/File/WATKINS.PDF
http://www1.worldbank.org/education/pdf/Ed%20&amp;%20HIV_AIDS%20cover%20print.pdf
http://www1.worldbank.org/education/pdf/Ed%20&amp;%20HIV_AIDS%20cover%20print.pdf
http://www1.worldbank.org/education/pdf/Ed%20&amp;%20HIV_AIDS%20cover%20print.pdf
http://www1.worldbank.org/education/pdf/Ed%20&amp;%20HIV_AIDS%20cover%20print.pdf
http://www1.worldbank.org/education/pdf/Ed%20&amp;%20HIV_AIDS%20cover%20print.pdf


ARTICLE IN PRESS
R. Labonte, T. Schrecker / Social Science & Medicine 59 (2004) 1661–16761676
DC2002-0005/Rev1. Prepared for joint ministerial commit-

tee of the boards of governors of the world bank and the

international monetary fund on the transfer of real

resources to developing countries. Washington, DC:

Author, April 9, http://lnweb18.worldbank.org/DCS/

devcom.nsf/9dfe2a10d8acb5df852567ec00544e90/b90050b

78fbc831685256b8f00729cde/$FILE/DC2002-0005-1.pdf,

last visited May 27, 2003.

World Bank. (2003a). Heavily indebted poor countries (HIPC)

initiative—Statistical update, IDA/R2003-0042/2. Washing-

ton, DC: Author, April 11, www.worldbank.org/hipc/

progress-to-date/StatUpdate April03.pdf, last visited No-

vember 27, 2003.

World Bank. (2003b). World development report 2003: Sustain-

able development in a dynamic world. New York: Oxford

University Press.

World Commission on Environment and Development. (1987)

Our common future. New York: Oxford University Press.

World Food Summit. (1996). World food summit plan of action.

Rome: UNFAO, http://www.fao.org/docrep/003//w3613e/

w3613e00.htm, last visited December 2, 2003.

World Health Organization. (1978). Declaration of Alma-Ata.

International conference on primary health care, Alma-Ata,

USSR, 6–12 September, Geneva: Author, http://

www.who.int/hpr/archive/docs/almaata.html, last visited

January 12, 2003.

World Health Organization. (2002a). Health in PRSPs: WHO

submission to world bank/IMF review of PRSPs. Geneva:

Author, http://www.worldbank.org./poverty/strategies/re-

view/index.htm, last visited January 25th, 2002; also in

IMF, World Bank, External comments and contributions on

the joint bank/fund staff review of the PRSP approach, Vol. I:

Bilateral agencies and multilateral institutions (pp. 217–246).
Washington, DC: IMF, February, http://www.imf.org/

external/np/prspgen/review/2002/comm/v1.pdf, last visited

January 12, 2003.

World Health Organization. (2002b). State of the world’s

vaccines and immunization. Geneva: Department of Vaccines

and Biologicals, WHO, October, http://lnweb18.worldban-

k.org/DCS/devcom.nsf/9dfe2a10d8acb5d-

f852567ec00544e90/b90050b78fbc831685256b8f00729cde/

$FILE/DC2002-0005-1.pdf, last visited May 27, 2003.

World Health Organization. (2002c). World health report 2002:

Reducing risks, promoting healthy life. Geneva: Author.

World Trade Organization. (2001). Declaration on the TRIPs

agreement and public health, WT/MIN(01)/DEC/2. Geneva:

WTO, November 20, /http://www.wto.org/english/
thewto e/minist e/min01 e/mindecl trips e.htmS, last vis-
ited September 18, 2002.

World Trade Organization. (2003) Implementation of paragraph

6 of the Doha declaration on the TRIPS agreement and public

health, Decision of the General Council of 30 August

2003, WT/L/540. Geneva: Author, September, http://

www.wto.org/english/tratop e/trips e/implem para6 e.htm,

last visited October 27, 2003.

Yong Kim, J., Shakow, A., Bayona, J., Rhatigan, J., & Rub!ın

de Celis, E. (2000). Sickness amidst recovery: public debt

and private suffering in Peru. In J. Yong Kim, J. Millen, A.

Irwin, & J. Gershman (Eds.), Dying for growth: Global

inequality and the health of the poor (pp. 127–154). Monroe,

Maine: Common Courage Press.

Zielinski Guti!errez, E., & Kendall, C. (2000). The globalization

of health and disease: The health transition and global

change. In G. Albrecht, R. Fitzpatrick, & S. Scrimshaw

(Eds.), The handbook of social studies in health & medicine

(pp. 84–99). London: Sage.

http://lnweb18.worldbank.org/DCS/devcom.nsf/9dfe2a10d8acb5df852567ec00544e90/b90050b78fbc831685256b8f00729cde/FILE/DC2002-0005-1.pdf
http://lnweb18.worldbank.org/DCS/devcom.nsf/9dfe2a10d8acb5df852567ec00544e90/b90050b78fbc831685256b8f00729cde/FILE/DC2002-0005-1.pdf
http://lnweb18.worldbank.org/DCS/devcom.nsf/9dfe2a10d8acb5df852567ec00544e90/b90050b78fbc831685256b8f00729cde/FILE/DC2002-0005-1.pdf
http://www.worldbank.org/hipc/progress-to-date/StatUpdate_April03.pdf
http://www.worldbank.org/hipc/progress-to-date/StatUpdate_April03.pdf
http://www.worldbank.org/hipc/progress-to-date/StatUpdate_April03.pdf
http://www.fao.org/docrep/003//w3613e/w3613e00.htm
http://www.fao.org/docrep/003//w3613e/w3613e00.htm
http://www.who.int/hpr/archive/docs/almaata.html
http://www.who.int/hpr/archive/docs/almaata.html
http://www.worldbank.org./poverty/strategies/review/index.htm
http://www.worldbank.org./poverty/strategies/review/index.htm
http://www.imf.org/external/np/prspgen/review/2002/comm/v1.pdf
http://www.imf.org/external/np/prspgen/review/2002/comm/v1.pdf
http://lnweb18.worldbank.org/DCS/devcom.nsf/9dfe2a10d8acb5df852567ec00544e90/b90050b78fbc831685256b8f00729cde/FILE/DC2002-0005-1.pdf
http://lnweb18.worldbank.org/DCS/devcom.nsf/9dfe2a10d8acb5df852567ec00544e90/b90050b78fbc831685256b8f00729cde/FILE/DC2002-0005-1.pdf
http://lnweb18.worldbank.org/DCS/devcom.nsf/9dfe2a10d8acb5df852567ec00544e90/b90050b78fbc831685256b8f00729cde/FILE/DC2002-0005-1.pdf
http://lnweb18.worldbank.org/DCS/devcom.nsf/9dfe2a10d8acb5df852567ec00544e90/b90050b78fbc831685256b8f00729cde/FILE/DC2002-0005-1.pdf
http://www.wto.org/english/thewto_e/minist_e/min01_e/mindecl_trips_e.htm
http://www.wto.org/english/thewto_e/minist_e/min01_e/mindecl_trips_e.htm
http://www.wto.org/english/thewto_e/minist_e/min01_e/mindecl_trips_e.htm
http://www.wto.org/english/thewto_e/minist_e/min01_e/mindecl_trips_e.htm
http://www.wto.org/english/thewto_e/minist_e/min01_e/mindecl_trips_e.htm
http://www.wto.org/english/thewto_e/minist_e/min01_e/mindecl_trips_e.htm
http://www.wto.org/english/thewto_e/minist_e/min01_e/mindecl_trips_e.htm
http://www.wto.org/english/tratop_e/trips_e/implem_para6_e.htm
http://www.wto.org/english/tratop_e/trips_e/implem_para6_e.htm
http://www.wto.org/english/tratop_e/trips_e/implem_para6_e.htm
http://www.wto.org/english/tratop_e/trips_e/implem_para6_e.htm
http://www.wto.org/english/tratop_e/trips_e/implem_para6_e.htm
http://www.wto.org/english/tratop_e/trips_e/implem_para6_e.htm

	Committed to health for all? How the G7/G8 rate
	Introduction and rationale
	Methodology
	Macroeconomic policy, structural adjustment and debt relief
	Health and health systems
	Nutrition and education
	Discussion: health, development and redistribution
	Acknowledgements
	References


