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The world is increasingly shaped by powerful global
forces, many of which have consequences for human
health and the social, economic, and environmental factors
that influence health are increasingly determined at a
supranational level. As a result, local or national level
efforts to influence health determinants can have only a
limited impact and it is all too easy for the individual public
health practitioner to feel powerless. Yet while public health
practitioners, on their own, may indeed be comparatively
powerless, together they can achieve a great deal. Part I of
this glossary explores a range of issues that arise as they
seek to make a difference.
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he tasks facing the global health community
as it responds to powerful global forces that
threaten health are twofold. Borrowing a
medical metaphor, the first task is to make a
diagnosis. Making a diagnosis often entails
making what is otherwise invisible visible. The
connection between global forces and individual
tragedies, such as a premature death, is often far
from clear. Yet the linkages can be found,
providing one takes a sufficiently broad perspective.1 Africa, tragically, provides all too many
examples. Children in Sierra Leone, struggling to
come to terms with having had their arms
hacked off in the civil war are victims of the
global trade in diamonds.2 Entire communities
massacred in the civil war that has waged in the
Democratic Republic of the Congo have died
primarily because they had the misfortune to live
above the world’s major source of tantalum, the
metal used to make chips in mobile phones.3 As
Collier has noted, in a detailed study of the
determinants of human wellbeing, living in a
country that is rich in primary resources is,
paradoxically, a major disadvantage.4 Research
on the health effects of climate change offer
many more examples, showing how events in
one place can lead to death and disease many
thousands of miles away, contributing to events
as diverse as floods, forest fires, landslides, and
changing distribution of communicable disease
vectors.5 Demonstrating these links demands
new skills, drawing on a wide range of
disciplines, many of which lie outside the
traditional public health portfolio.6 Thus,
international cooperation to diagnose the problems the world faces should cross not only
national frontiers but also disciplinary ones. It
needs to draw not only on an understanding of

epidemiology but also on such diverse issues
such as international law, patterns of trade,
meteorology, and basic science. The scale of
global phenomena means that prospective
experimentation will be rare; instead the investigator will require imagination to identify
natural experiments that can produce the necessary insights. As the issues often involve powerful interests that strive to conceal the evidence,
or worse, to distort it,7 the investigator will also
require the skills more often associated with
investigative journalism.
Crucially, this task can only succeed if there
has first been the international cooperation to
put in place the infrastructure that will permit
the diagnosis to be made. This includes establishing appropriate systems of surveillance and data
gathering that make visible the existence of the
many millions of the global population whose
entry to and departure from this world is
unrecorded and thus, essentially, invisible.8 It
also entails developing teams to undertake the
analysis in those parts of the world where the
populations are most vulnerable yet where the
research capacity is often weakest.9 The second
task is to develop an effective response to these
global threats; this too requires widespread
international cooperation.
This glossary seeks to provide a basic introduction to this complex global territory, looking
at some of the issues requiring a global response
and the means by which the public health
community can respond to them. It is important
to note that, given the enormous scope of the
subject, it cannot hope to be comprehensive but
instead reflects the issues felt to be important by
the authors and aims to provide some pointers to
ideas and resources that might otherwise be
overlooked by public health professionals. The
glossary is divided into two parts. The first,
published here, examines some of the concepts
and issues that are relevant to a consideration of
international cooperation and health; the second, to be published in a subsequent issue of the
journal, will examine the responses to this
changing environment.
It complements an earlier glossary in this
journal, by Bettcher and Lee,10 which examines
globalisation and public health, describing key
concepts such as global civil society, and global
governance. They dealt with the shift towards
global systems of governance (undertaken in the
health sector by WHO and others) as a result of
the decline in each country’s capacity to set
policy. In contrast, we focus on the ways in
which those people making up the international public health community can work
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collaboratively, highlighting where possible how the trends of
globalisation can be harnessed for public health benefit.
Many of our examples are drawn from tobacco control,
reflecting the attention given by the public health community
to this issue. However, the issues raised are applicable more
widely and, just as companies marketing weapons or junk
food or engaged in activities that damage the environment
are learning from the tactics used by the tobacco industry, it
is also possible from those engaged in promoting health to
learn from this comparatively well researched field.

BIOPIRACY
Biopiracy, or the patenting of biological materials including
plants, animals, and even elements of humans, is becoming a
key issue of contention between multinational companies
and health and other campaigners. The health implications
are complex and multifaceted. They include the acquisition of
monopolies on products used for diagnosis and treatment
(such as the patenting of the BRCA gene that causes some
breast cancers),11 the acquisition of rights over crops that
have been developed by generations of indigenous farmers
(such as the attempts by large corporations to patent basmati
rice and turmeric),12 the indirect effects of the entry of
biotechnology companies into agricultural production in
developing countries, commonly leading to consolidation of
power in the hands of a few and damaging the interests of
small producers, and the ecological implications that stem
from both the more intensive farming that often accompanies
patented products and the loss of biodiversity. There are,
however, increasing examples of global alliances that are
confronting this threat. One of the leading critics of the
multinational companies is Vandana Shiva, whose Research
Foundation for Science, Technology and Ecology (RFSTE),13
has successfully taken legal action against companies
involved in biopiracy.

CITIZENSHIP
While in theory, globalisation might be expected to entail the
lowering of barriers to all types of movement, in practice the
rich world has sought to maintain, and frequently to raise,
the barriers to free movement of people from the poor world.
The imbalance between free movement of capital and
services, with restricted movement of people, brings many
benefits for multinational companies who can exploit lower
wages and poorer employee protection in poor countries.
The companies can repatriate profits, often paying few if
any taxes, while the workers are unable to move to the
rich company to take advantage of its better conditions.
However, this can only work as long as governments in
industrialised countries maintain strict limits on the award of
citizenship.
Of course, increasing numbers of people do move from
poor to rich countries, but their inability to gain citizenship
can prove a barrier to obtaining essential services, including
health care.
In an age of increasing cross border migration, this can
prove counterproductive. Firstly, infectious diseases travel as
easily as migrant populations so that denying services to
recent arrivals places the indigenous population at risk.
Secondly, the conditions under which migrant populations
live are often conducive to poor health (crowding, lack of
ventilation, lack of sanitation), in effect making this group
the one most in need of proper health care. Thirdly, although
many countries deny non-citizens preventive services,
they are bound to provide emergency services, so that
they seek care only when the situation has become critical.
This proves considerably more expensive for state health
systems.
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DISINFORMATION
Just as information underpins international cooperation to
promote health, disinformation has often played a part in
obstructing effective action. In the past decade the ancient art
of propaganda has been refined extensively by an increasingly powerful public relations industry. Most often, these
activities are undertaken using third parties, or ‘‘front
organisations’’. Some are created by corporations and
agencies acting on their behalf; others begin as legitimate
pressure groups but are persuaded to shift their focus by
offers of funding. Typically these organisations have names
that suggest a serious scientific intent, such as the Centre for
Indoor Air Research, created by the tobacco industry,14 or
suggest grassroots activism, such as the Keep America
Beautiful campaign, whose refusal to campaign against the
major source of litter, discarded tobacco packaging and butts,
could only be explained when it was discovered that it was
receiving tobacco industry funding.15 Tactics include funding
questionable research designed to provide the results they
want, producing authoritative sounding, but highly biased
reports, and media placement of stories favouring their point
of view. Often what they publish is technically true, but is
only a very small and highly partial part of the truth. Many of
these organisations have explicitly set out to create the view
that ‘‘scientists cannot make up their minds’’ and that
evidence suggesting that their product might have harmful
effects is flawed. The web site of PR Watch is a key source of
information on the tactics used by these groups.16

FENCES AND WINDOWS
A term coined by the Canadian journalist Naomi Klein, this
refers to the way in which many things that were once public
are now being surrounded by fences and privatised so that
they can be exploited for profit. Examples include water and
education in many developing countries, but also the growth
in the concept of intellectual property, coupled with technical
advances in, for example, genomics, that allows large
corporations to expropriate ownership of crops that have
been developed by indigenous peoples over centuries. Most
literally, they include the fences erected around free trade
zones in developing countries in which multinational
corporations can operate free from taxes and unconstrained
by labour protection laws. Windows relate to the failure of
fences, however high, to keep out the dispossessed. Windows
are opened in fences in many ways, for example through
exposure of the activities of those building them via web
sites, consumer boycotts of branded goods, and in some
cases, literally tearing the fences down, as when peasant
farmers reclaim their traditional lands.

GLOBAL INFORMATION MANAGEMENT
The use of communication technologies, and the internet in
particular, to exchange information, expertise, and ideas
rapidly across national borders and simultaneously to link
policy makers, academics, and activists is key to attempts by
the public health community to work collaboratively. For
example, GLOBALink,17 an International Union Against
Cancer programme formed in 1993, is a key resource for
linking tobacco control researchers and advocates internationally, providing them with the opportunity to network,
exchange ideas, share and disseminate information. With a
worldwide membership of over 4000 tobacco control professionals, GLOBALink has become a recognised catalyst for
dialogue and collective action, facilitating the coordination of
global campaigns and petitions.
The internet is also an invaluable means of providing
access to continuing medical education and lifelong learning
far from well funded centres of excellence.18
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Improvements in communication and information technologies have enabled international responses to catastrophic
events that threaten health to be organised more rapidly and
facilitated the coordination of emergency situations, for
instance in the Maharashtra Emergency Earthquake
Rehabilitation Project in India.19 Imaginative exploitation of
geographical information systems can help in the investigation and control of infectious disease outbreaks that cross
borders (see also surveillance networks) and the forecasting
of epidemics that follow El Niño Southern Oscillation
events.5 18

GLOBAL PUBLIC GOODS FOR HEALTH
Public goods are characterised by two features. They are nonexcludable (once provided, their use cannot be restricted to
particular people) and they are non-rival in consumption
(one person’s consumption does not leave less for another).20
A classic example is street lighting. Global public goods are
those that confer benefits on a global scale. The problem with
public goods is that the inability to make a profit from them
means that, in a free market, there is no incentive for anyone
to produce them. As a consequence, within a country they are
typically produced, or paid for, by government. This is clearly
not possible on a global scale. Globally, there have been two
responses. The first, by many large corporations, is to seek to
convert public goods into private goods (see ‘‘Fences and
windows’’). The second is to stimulate debate on how global
public goods for health can be produced through concerted
global action, typically through international agencies. This
debate has extended the strict definition of public goods
given above to include all goods for which it makes sense for
countries collectively to produce for universal consumption
and where it would not make sense to exclude anyone from
consuming them.21 Examples include the generation of
knowledge or the creation of regulatory regimes. A related
concept is the access good, which is something that is
required to make use of a public good, such as a television set
to receive free to view television programmes. Increasingly,
effective health systems are viewed as an access good,
enabling people to benefit from knowledge.

NO LOGO
Another term coined by Naomi Klein, it has been adopted by
many in the worldwide struggle against the harmful activities
of global corporations,22 many of which have profound
implications for health. Klein contrasts the use of logos, or
brands, to convey a positive image of these corporations,
emphasising corporate social responsibility, with the reality
of their exploitation of workers, in particular those working
in sweatshops in developing countries and their disregard for
the environment.

PARTICIPATIVE DEMOCRACY
Although about two thirds of the countries in the world are
officially democratic,23 the extent to which civil society
participates in decision making varies greatly. Its involvement has often been especially limited in the health sector,
with health professionals often giving it little emphasis. The
HIV/AIDS pandemic and the demands to be heard by those
living with this disease has begun to change this paradigm,
showing the effectiveness of including affected communities
and users of services in decisions involving their health and
wellbeing. Such participation helps assure that programmes
are designed and implemented mindful of the needs of those
who will use them.

PROJECT FOR THE NEW AMERICAN CENTURY
In June 1997 a neoconservative policy group, the Project for
the New American Century, produced a statement of
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principles that they argued should underpin American
foreign and defence policy. Signatories to this statement of
principles included Dick Cheney, Donald Rumsfeld, Paul
Wolfowitz, and Jeb Bush. It emphasises the need for America
to assume a global leadership role, underpinned by a
significant increase in defence expenditure, a strengthening
of ties to America’s allies coupled with a challenge to regimes
hostile to American interests, and an acceptance of
‘‘America’s unique role in preserving and extending an
international order friendly to our security, our prosperity,
and our principles.’’ Most of the signatories have subsequently been given senior positions in the administration of
President George W Bush and the statement is widely seen as
an expression of what has become the Bush doctrine. This
doctrine views international relations as being based on
military and economic power rather than on international
law (see also International Law in Bettcher and Lee10). As a
consequence, as the largest economy and the greatest
military power, the USA should impose its values on the rest
of the world, values that are viewed as self evidently superior
to others because of the USA’s apparent economic success.
This has been the basis for the American government’s
opposition to many international agreements and policies
designed to promote health, such as the Kyoto Protocol on
greenhouse gases, the Landmine Treaty, and the World
Health Organisation’s Global strategy on diet, physical
activity24 and health and Framework Convention on
Tobacco Control.25 It also provides a backdrop for the growing
evidence of political interference in science under the Bush
administration.26

‘‘WHITE COATS’’
An important element of the tobacco industry’s strategy
against action on smoking has been to recruit ostensibly
independent scientists who will dispute the evidence on
the health effects of smoking, will write articles to this
effect in the popular press, and will appear as expert
witnesses in court cases. The original idea came from a
senior executive in R J Reynolds who, in 1974, devised a
scoring system for scientists working on tobacco to categorise
the extent to which they were supportive of the industry’s
position. However, it was not until the late 1980s that the
industry embraced it enthusiastically, when a senior executive from Philip Morris presented a strategy to the major
tobacco companies proposing that such scientists (whom
they termed ‘‘Whitecoats’’) be recruited actively, primarily
as a means of counteracting the growing evidence
linking second hand smoke to a range of diseases. This
activity was largely undertaken through front organisations
whose links with the tobacco industry were concealed,
but under the direction of law firms acting on behalf of
the tobacco industry, in particular Covington Burling and
Shook, Hardy and Bacon. While some of the scientists may
have been unaware of the origins of the extensive funding
they received, there is growing evidence that others were
actively involved in promoting the interests of the tobacco
industry.
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