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We are regularly told that the 20th century brought unprecedented gains to global health – and this is undoubtedly true. But what is less often acknowledged is the pattern of changes during the second half of the century, which tells a very different story.

The period after 1945 was indeed a period of unprecedented progress on health and social indicators. Reacting to the economic disaster of the 1930s, and its massive social costs, and inspired by the opportunity to create a new order following the destruction and sacrifices of the Second World War, the developed countries adopted economic policies designed to maintain full employment and rising living standards, and developed social protection and publicly financed health and education systems. They also initiated, led and dominated international discussions leading to the development of new global institutions for political and economic cooperation – the United Nations, the International Monetary Fund, the International Bank for Reconstruction and Development (the World Bank), the General Agreement on Tariffs and Trade, the World Health Organisation, etc.

From the late 1940s to the mid-1970s, they also finally acceded (though often grudgingly) to the demands of countries across Africa, Asia and the Caribbean for independence from colonial rule. These countries, too – as well as those which had not been colonised, and those which had received independence previously – joined in the process of rapid development and improving living standards.
The result was an extraordinary rate of improvement in health indicators. The global average life expectancy increased by an average of eight months every year throughout the 1960s and 1970s. (See Figure 1.) This – and particularly the extraordinary feat of increasing life expectancy by more than 12 months every year in the 1960s – was largely a result of major reductions in child mortality (See Figure 2.).

Since 1980, however, the picture has been very different. The increase in average global life expectancy has slowed to just two months every year. Neither has this been a result of life expectancy reaching a ceiling level. On the contrary, the slowdown has occurred entirely in the developing world, where the greatest room for further improvement exists, while life expectancy in the developed world has continued to improve at an only slightly slower pace – even when improvement came to a complete halt in the developing world after 2000. (See Figure 3.) The rate of improvement of child mortality has plummeted since 1985 in both developed and developing countries, with only a partial recovery in the latter since 1990.
Figure 1: 
Rate of Reduction in Global Average Life Expectancy, 1960-2005
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Figure 2: 
Rate of Reduction in Child Mortality in OECD and Developing Countries, 1960-2005
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Figure 3: 
Rate of Reduction in Child Mortality in OECD and Developing Countries, 1960-2005
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Why did this dramatic slowdown in the rate of improvement of health occur, especially in the very countries where it was most needed, even as the world moved into a period of unprecedented prosperity, and technological progress accelerated to a pace unimaginable even in the 1960s and 1970s? The slowdown is even more surprising in light of a number of changes within the health sector – the shift towards primary health care in the late 1970s and early 1980s, the widespread application of oral rehydration, and mass vaccination campaigns – which would be expected to lead to a major acceleration in the rate of improvement.
The shift coincided with a fundamental shift in the orientation of the global economy. The late 1970s saw a number of debt crises in the poorest countries in the developing world; and in the early 1980s, their incidence accelerated dramatically to almost the entire of Sub-Saharan Africa and Latin America, and many countries in other regions. Countries suffering debt crises had no choice but call on the International Monetary Fund (IMF) for assistance; and the structural adjustment loans developed for the purpose by the World Bank. Other sources of financing, and even rescheduling of existing debt-servicing obligations, were directly or indirectly conditional on these loans.
Structural adjustment loans were conditional on specific economic policy measures, geared to a particular economic model very different from that which most countries had followed previously – and increasing numbers of conditions were attached to IMF lending, linking them to the same policies. These policies were oriented towards shifting economies towards the ideals of free market economics: reducing government intervention and the role of the state, deregulating markets, privatising productive industries and public services, removing trade restrictions, opening economies to foreign investment, and promoting exports rather than production for the local market.

In 1994, this was further reinforced by the conclusion of the Uruguay Round of world trade negotiations. This established the World Trade Organisation (WTO) as a successor to the more informal GATT (General Agreement on Tariffs and Trade) process which had been in place since 1947. It also included a number of substantive agreements on a wide range of issues which both entrenched the trade liberalisation which had already been undertaken in many developing countries and extended the reach of global trade rules, not only into agriculture and cross-border trade in services, but also into areas which had not previously even been considered as trade, such as foreign investment, temporary migration and “intellectual property rights”. Unlike other international instruments (eg on health, human rights and the environment), these agreements were ultimately backed by trade sanctions (though with relatively limited effectiveness in the case of developed countries).
1993-4 also saw the first “new” financial crisis, in Mexico – a precursor of another swathe of financial crises, which started in East Asia in 1997 and spread through various “contagion” effects to middle-income countries elsewhere, from Brazil to Russia. Again, the only recourse available to the countries concerned was to go to the IMF and World Bank for support; and their support was conditional on the same package of structural economic measures as before.

This constant succession of financial crises, from the debt crisis of the early 1980s, through the Mexican crisis of 1993-4 and the Asian crisis of the late 1990s to the “credit crunch” today, is historically unprecedented. Until the 1980s, global financial crises occurred on a remarkably regular 50-year cycle, in the 1830s, the 1880s, the 1930s and then the 1980s. Since the 1980s – now that we have a global institution responsible for maintaining the stability of the international financial system – they have occurred evry 5-10 years. Moreover, a strong case can be made that this increasing frequency of financial crises is a result of the approach very policy measures that have been promoted since 1980, particularly deregulation of the financial sector and opening economies to foreign capital flows, compounded (in the countries affected) by the approach global institutions adopted to the 1980s debt crises, delaying and limiting the extent of debt cancellation.
There can be little question that these crises have had major adverse effects on health. There is also a widespread view (outside the IMF, the World Bank, and those developed country governments which promoted them) that the free-market policies on which financial support was critical have also had substantial negative effects on health. Some aspects of the WTO agreements have also been widely and strongly criticised as having impacted on health and its social determinants, or having the potential for such impacts in the future – most notably the Agreement on Agriculture (through its effects on food security) and the General Agreement on Trade in Services (particularly through its potential effects on health professional migration and commercialisation of health services) – as well as undermining development more broadly.

While it is difficult to prove direct causation, the available evidence on the individual issues suggests the likelihood of a marked slowdown in the rate of health improvement around 1980 as a result of the shift in global economic policies; and the trajectory of health indicators, as shown above, when other factors should have led to a major acceleration, clearly confirms that this occurred at the expected time. In the absence of an alternative hypothesis, this would appear to provide a strong prima facie case for the proposition that developments in the global economy since 1980 have at least contributed substantially to the observed slowdown in health improvement in the developing world. Given the extraordinary scale of this slowdown, this suggests that a very considerable part of the global burden of disease is attributable to the global economic model of neoliberalism and commercial globalisation which has predominated since 1980.
This association of the currently dominant economic model with adverse effects on health and health equity, particularly in developing countries comes across clearly in three authoritative international reports on global health published in 2008. 
· The Commission on Social Determinants of Health (CSDH, 2008), established under by the World Health Organisation brought together a group of 19 eminent figures in global health, from all sectors and all continents. Its report drew on the findings of nine global “Knowledge Networks”, each comprising leading experts in a particular aspect of SDH, each of which conducted a comprehensive review of the available evidence in its particular field.
· The Globalisation and Health Knowledge Network (GHKN, 2007), established under the auspices of the CSDH, was a global network of leading experts in different aspects of globalisation and health, from academia, international organisations and think tanks around the world.
· Global Health Watch is an “Alternative World Health Report” produced collectively by a broad coalition of civil society organisations, academics, practitioners, activists and community groups active in health and related fields. Each of the two Global Health Watch reports (GHW, 2005; 2008), was the product of a collaboration among some 70-80 organisations and academic institutions and 120-130 individuals.

Together these three reports can be seen as a convergence of expert, official and civil society perspectives on globalisation and health, backed by a wealth of evidence. As can be seen from the excerpts quoted here (??add url), these four reports are united in their criticism, and often condemnation, of the impacts of the global economy on health in recent decades. They clearly identify adverse effects on health and health equity arising from debt and financial crises arising from debt and financial crises (through effects on incomes and resources for public services), volatile and perverse (South-North) capital flows, structural adjustment and other IMF and World Bank programmes, health sector “reform”, trade liberalisation and trade agreements (through impacts on public revenues, health systems, incomes, employment conditions, behavioural risk factors, etc), tax havens and tax competition, etc, etc. They are also highly critical of the effectiveness of measures which have been advanced as ameliorating these impacts, for example debt cancelation, aid, poverty reduction strategy papers (PRSPs) and public private partnerships.

The shift in the orientation of the global economy after 1980 was neither an accident nor an inevitable historical process. Rather, it was the product of a series of deliberate policy decisions taken through global economic institutions – the IMF, the World Bank, the GATT and the WTO. Like any such decisions, they were a product of the particular decision-making mechanisms in each of these institutions.
In this context, the negative impacts of these decisions on developing countries can be attributed to the very  limited influence of these countries in the governance structures of global economic institutions, and their dominance by the governments of developed countries, who have shown themselves all too willing to use this position to promote their own ideological agendas and commercial and geopolitical agendas.
The mechanisms of this dominance differ between institutions. In the IMF and World Bank, the dominance of rich countries is institutionalised through an “economically weighted” voting system which systematically increases their voting power while reducing that of the poorest countries. This gives the developed countries (Western Europe, the US, Canada, Japan, Australia and New Zealand), which account for just 12.3% of the membership and 13.4% of the world population, 59.1% of the votes in the IMF. Low- and lower-middle income countries are a majority (54%) of the membership and together account for 71% of the world population; but they have just 18.5% of the votes. The US alone – a single member with 4.6% of the world population – has 16.8% of the votes, enough to veto major policy decisions. By contrast, even if all 48 low-income countries voted unanimously, they could muster less than a third of the votes required for such a veto (4.74%), although they represent more than a quarter (25.7%) of the membership and nearly a fifth (19.6%) of the world population .
In the WTO, the formal voting structure is more democratic, being based on the same “one-country-one-vote” principle as the United Nations. However, the structure of the WTO, where highly complex formal negotiations take place in parallel committees for a plethora of very diverse and specialised work areas, on which all countries are represented, makes this impossibly cumbersome. In consequence, the real negotiations take place behind closed doors in a complex system of “Green Room”, “Mini-Ministerial” and so-called “confessional” meetings, none of which has any formal status, and which in consequence are neither covered by the WTO’s rules or open to any kind of scrutiny. The result is the worst kind of “dirty politics”, in which developing country representatives and governments are regularly brow-beaten by their developed country counterparts, and offered rewards or threatened with reprisals in terms of aid, debt reduction and bilateral trade concessions.
Clearly, neither of these systems would be considered remotely acceptable by contemporary standards of governance in any institution at the national level – and the developed country governments who profit from and defend the system at the global level would be the first to condemn them. The results of an equivalent system at the national level would be entirely predictable, and exactly in line with what has been observed globally over the last 30 years: unmitigated dominance of decision-making by the rich, used by the rich to benefit themselves at the expense of the poor, and constrained only by their own self-interest in protecting themselves against the threat of violence on a scale beyond that which their financial resources could protect them against.
Politics and policies are inseparable. As the CSDH report emphasises in its second paragraph:
This unequal distribution of health-damaging experiences is not in any sense a ‘natural’ phenomenon but is the result of a toxic combination of poor social policies and programmes, unfair economic arrangements, and bad politics.
(CSDH, 2008, p1)
Even the World Bank (2005) in its flagship publication The World Development Report recognises that
When developing countries have little or no voice in global governance, the rules can be [sic] inappropriate and costly to poorer countries.

(World Bank, 2005, p2)

While it predictable focuses primarily on the national level, the Bank highlights the resulting vicious circle of political and economic inequality.

high levels of economic and political inequality tend to lead to economic institutions and social arrangements that systematically favor the interests of those with more influence.
(World Bank, 2005, p2)

As a result

Economic, political and social inequalities tend to reproduce themselves over time and across generations.
(World Bank, 2005, pp2-3)

As has been highlighted at greater length elsewhere (Jubilee Research, 2005), exactly the same dynamics underlie the system of global economic governance. The developed countries have political and economic power within the global economic system, which they use primarily to advance their own interests; and this in turn entrenches their power still further. Thus globally as well as nationally,
Overlapping political, social, cultural and economic inequalities... are perpetuated by the elite.

(World Bank, 2005, pp2-3)

Nowhere is this problem more entrenched than in the IMF and the World Bank, where the economically-weighted voting system institutionalizes the link between economic and political power. Far from off-setting underlying inequalities of power, it thus intensifies them.
In this context, it is unsurprising that both the (official) CSDH report and the (civil society) Global Health Watch 2 come to the same conclusion: that global health can be only be tackled effectively only if global economic governance is brought into line with generally accepted democratic principles.

it is imperative that the international community re-commits to a multilateral system in which all countries, rich and poor, engage with an equitable voice. It is only through such a system of global governance, placing fairness in health at the heart of the development agenda and genuine equality of influence at the heart of its decision-making, that coherent attention to global health equity is possible. 
(CSDH p19)

Global Health Watch 2 calls for a new paradigm of economic development
built upon… an effective system of global governance, capable of ensuring democratic decision-making in the collective interest, with a long time horizon.

(GHW2, p15)

However, while achieving such a system is essential to addressing global health issues effectively, this is far from simple. As the World Bank (2005) notes, 

When policies challenge privileges, powerful groups may seek to block reforms.

(World Bank, 2005, p3)

Again, this applies at least as much at the global level as nationally – and nowhere is there a greater incentive for the powerful to block change than where it will reduce their power. Moreover, if this is problematic where there is “unequal capacity to influence the

policy agenda”, as the World Bank (2005, p3) contends, the problem is much more intractable when political inequality is institutionalised through a weighted voting system, as it is in the IMF and World Bank.

Thus, as GHW2 observes:

A key obstacle to global governance reform is the need to secure changes through the very decision-making processes that need to be reformed: as long as Northern governments continue to dominate decisions on governance reform, they will continue to use their dominance to protect their privileges. It is therefore essential to take the process out of these decision-making structures into a separate process akin to the Bretton Woods Conference – but one which reflects the current standards of democracy (inclusiveness, equality of voice, transparency and accountability) rather than those of the colonial era.
(GHW2, p31)

In principle, the current discussions on global financial reform could and should present an opportunity to do just this. However, this opportunity will arise only if the discussions are taken out of the forum of the G20, in which the developed countries remain grossly over-represented, and from which low-income countries are excluded entirely. We can only hope for a genuinely democratic system if it is developed through a genuinely democratic process.
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