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ABSTRACT In recent years the Bill and
Melinda Gates Foundation has emerged
as this era’s most renowned, and argu-
ably its most influential, global health
player. A century ago, the Rockefeller
Foundation—likewise founded by the
richest, most ruthless and innovative
capitalist of his day—was an even more
powerful international health actor. This

article reflects critically on the roots,
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exigencies, and reach of global health
philanthropy, comparing the goals, para-
digms, principles, modus operandi, and
agenda-setting roles of the Rockefeller
and Gates Foundations in their historical
contexts. It proposes that the Rockefeller
Foundation’s early 20th century initia-
tives had a greater bearing on interna-
tional health when the field was wide
open—in a world order characterized
by forceful European and ascendant
U.S. imperialism—than do the Gates
Foundation’s current global health efforts
amidst neoliberal globalization and fad-
ing U.S. hegemony. It concludes that the
Gates Foundation’s pervasive influence
is nonetheless of grave concern both to
democratic global health governance
and to scientific independence—and
urges scientists to play a role in contest-
ing and identifying alternatives to global
health philanthrocapitalism.

INTRODUCTION
philanthropy, American-style,

health
is back.
the
Rockefeller Foundation began to use

International

Almost exactly a century after

John D. Rockefeller's colossal oil profits
to stake a preeminent role in shaping
the institutions, ideologies, and practices
of international health (as well as medi-
cine, education, social sciences, agri-
the Bill

Melinda Gates Foundation has emerged

culture, and science), and

as the current era’s most influential
global health (and education, develop-
ment, and agriculture) agenda-setter.
The high profile of its eponymous soft-
ware magnate founder and his wife, cou-
pled with the Foundation’s big-stakes ap-
proach to grant-making and “partnering,”
has made it a de factoleader in the global
health field.
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Each of these two Uber-powerful foun-
dations emerged at a critical juncture in
the history of international/global health.
Each was started by the richest, most
ruthless and innovative capitalist of his
day'?. Rockefeller and Gates alike fended
off public opprobrium for their cutthroat
monopolistic business practices®¢, and
both have been subject to uneven doses
of adulation (for example on the cover
of Time magazine) and skepticism re-
garding their philanthropic motives®®.
Both foundations have focused on gen-
erating and applying new knowledge.
One appeared when the international
health field was in gestation; the other
as it faced midlife crisis. One sought to
establish health cooperation as a legiti-
mate sphere for (inter)governmental ac-
tion, creating, largely from scratch, the
principles, practices, and key institutions
of the international health field®; the other
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challenges the leadership and capacity
of public multilateral agencies, pushing
ahead an overlapping global health gov-
ernance arrangement with a huge role
allotted for the private sector®. Both
foundations (and their founders) were/
are deeply political animals, all the while
claiming the technical and purportedly
neutral scientific bases of their efforts'*.

Given the confluence of largesse and
leadership at distinct historical moments,
various questions come to the fore: How
and why have U.S. philanthropies played
such an important role in the produc-
tion and shaping of international/global
health knowledge, organizations, and
strategies? What are the ideological,
institutional, and human welfare implica-
tions? Have these foundations marked
a singular, unimpeachable path in this
field or are there meaningful alternative

approaches towards achieving global
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health equity? What are the continuities
and what has changed in the philanthro-
pists’ prerogatives?

Such questions are particularly salient
in an era in which “philanthrocapitalism”
has been cited not as a venal endeavor—
through which profits amassed via
the exploitation of workers and natural
resources are then harnessed through
the very same exploitative business
approaches in the name of improving
human welfare—but hailed unabashedly
as a means to “save the world"*®accord-

ing to “big business-style strategies™".

Of note, over recent decades, business
models have proliferated in the (global)
public health field, with Gates Foundation
efforts emblematic of an overall trend to-
wards for-profit style management, lead-
ership training, and goal-setting, as
well as the privatizing of public health

activities.

At the outset it is crucial to stress that un-
like government entities, which are sub-
ject to public scrutiny, private philanthro-
pies are accountable only to their own
self-selected boards, and decision mak-
ing is usually in the hands of just a few
executives. In North America and certain
other settings, philanthropic foundations
are exempt from paying most taxes, and
contributions to philanthropies benefit

from tax deductions (both individual and
corporate donations are tax-deductible’,
a practice that itself removes billions from
the public coffers). Up to a third or more,
depending on the tax rate, of the endow-
ment monies of private philanthropies
are thus subsidized by the public, which
has no role in how priorities are set or

how monies are spent.

This article compares the goals, para-
digms, principles, modus operandi, and
agenda-setting roles of the Rockefeller
and Gates Foundations in their historical
contexts (albeit in the case of the Gates
Foundation bound by events that are
still

Rockefeller Foundation’s early 20th cen-

unfolding). It proposes that the
tury initiatives had a greater bearing on
international health when the field was
wide open—in a world order charac-
terized by vigorous European and as-
cendant U.S. imperialism—than do the
Gates Foundation’s current global health
efforts in today’s age of neoliberal global-
ization and fading U.S. hegemony. And
yet the pervasive influence of the Gates
Foundation should be of grave concern
both to democratic global health gover-
nance and to scientific independence.

The ultimate aim of this comparison is
to reflect critically on the roots, exigen-
cies, and reach of contemporary global
health philanthropy, as well as to identify

its limits and the ways in which it might
be contested.

THEBIRTHOF MODERN INTERNATIONAL
HEALTH The rise of modern international
health is typically traced to the first
International Sanitary Conference held
in Paris in 1851, viewed as the begin-
ning of steady progress in international
surveillance and infectious disease re-
porting in the name of epidemic secu-
rity’”. But the (mostly European) par-
ties were so suspicious of one another
that it took 11 conferences and over 50
years to set up a full-time agency—the
Office International d’Hygiene Publique
(OIHP)—established in Paris in 1907.
The political and economic rivalries
among the participants delayed the sign-
ing of accords, limited their enforcement,
and resulted in a contentious “Britain ver-
sus France and everybody else” stance
at most of the meetings®.

Meanwhile, some countries, notably the
United States and Mexico, developed
their own systems of epidemic surveil-
lance through sanitary consuls, paid
informants, and, later on, public health
officers stationed in key ports worldwide
in order to inspect outgoing migrants and
merchandise®. Indeed, reaching agree-
ment in Europe took so long that the
Americas prefigured European efforts by

founding an International Sanitary Bureau

(later Pan American Sanitary Bureau
[PASB]) in December 1902, based in
Washington D.C. under the aegis of the
U.S. Public Health Service?. In their early
both the OIHP and PASB

remained focused on establishing and

decades,

monitoring sanitary conventions and col-
lecting disease statistics. Another early
agency was the International Committee
of the Red Cross, founded in Geneva in
1863 to provide aid to the victims of war.
These organizations joined longstanding
intra-imperial health activities carried out
by colonial administrators, military forces,
and missionaries, all with the aim of pro-
tecting troops, high-yielding colonial pro-
duction and trade, and colonial settlers,
at the same time as staving off unrest

among the colonized?'.

ENTER THE ROCKEFELLER FOUNDA-
TION Just as these institutions were
being created, a new player emerged
on the scene, one that would go be-
yond political and economic self-
interest, war relief, and information ex-
change to fundamentally transform
health field.

The Rockefeller Foundation (RF) was

the nascent international

established in 1913 by oil mogul-cum-
philanthropist John D. Rockefeller “to
promote the well-being of mankind
throughout the world.” Not only did the

RF virtually single-handedly popularize

the concept of international health, it
was the major influence upon the field’s
20th century agenda, approaches, and
actions?%,

Rockefeller's efforts were part of a new

American movement—"“scientific  phi-
lanthropy.” Launched by Scottish-born,
rags-to-riches steel magnate Andrew
Carnegie in an 1889 essay, “The Gospel
of Wealth,” in The North

American Review, this approach called

published

for the wealthy to channel their fortunes
to the societal good by supporting sys-
tematic social investments rather than
haphazard forms of charity*?®. The re-
nowned Carnegie left a legacy of thou-
sands of public libraries and bathhouses
along with donations to higher education,
the arts, and peace studies, an example

heeded by various fellow millionaires.

Notwithstanding the benign fashion with
which this early philanthropy is now re-
garded, the philanthropist-“robber bar-
ons” of the day were reviled for the prov-
enance of their philanthro-profits: the
exploitation and repression of workers.
Philanthropy was regarded by many con-
temporaries as a cynical way to counter
working class unrest, growing political
radicalism, and claims on the state and
as a means of tempering threats to busi-
ness interests, and to capitalism itself, in
the tumultuous late 19th and early 20th
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century Progressive Era?. Domestically
in this period, philanthropy played an
ambiguous role in struggles around gov-
ernment-guaranteed social protections
by promoting “voluntary” efforts in place
of citizen entitlements; since then, com-
pared to most European and many Latin
American countries, the private and phil-
anthropic sectors in the United States
have played a large part in the provision
of social services—both curbing the
size and scope of the U.S. welfare state
and giving private interests undemocrat-

ic purview over social welfare®2,

John D. Rockefeller (JDR) expanded on
Carnegie’s ideas—building from the for-
mer’s initial eleemosynary donations to
hospitals, churches, and universities to
support public education, science, and
medicine—funding both research and
large-scale campaigns aimed at social
melioration. Public health became the
ideal vehicle through which Rockefeller
philanthropy could apply expert find-
ings to the public well-being. This was a
prescient choice, for public health was a
nascent field in the United States, begin-
ning to professionalize but with a limited
government foothold, giving Rockefeller
interests considerable room to test out
ideas and practices®34,

The question of which public health
problem to tackle and where, amidst
such need, was settled by a troika of
Rockefeller advisors: Frederick T. Gates
(a Baptist preacher and JDR’s right-
hand man [no relation to Bill Gates]),
Charles Wardell Stiles (a medical zool-
ogist), and Wickliffe Rose (a Southern
educator), who perceived anemia-pro-
voking hookworm disease to be a cen-
tral factor underpinning the economic
“backwardness” of the U.S. South and an
important obstacle to its industrialization
and economic growth®. That hookworm
could be diagnosed easily through ob-
servation of a fecal sample under a mi-
croscope and that it had a quick-fix treat-
ment (initially thymol crystals coupled
with a purgative) to reduce dramatically
worm burden and anemia—techniques
that had been used in campaigns in
Costa Rica and U.S.-occupied Puerto
Rico—sealed their decision. The fact
that hookworm was not a leading cause
of death, or that treatment occasionally
provoked fatalities, was immaterial.

These three and other advisors helped
orchestrate the Rockefeller Sanitary

Commission for the Eradication of

Hookworm Disease, an enormous,
handsomely-funded campaign against
hookworm that lasted from 1910 to 1914.

Teams of physicians, sanitary inspectors,

and laboratory technicians fanned out
across 11 Southern U.S. states and
worked with churches and agricultural
clubs (though few health departments,
given the reluctance of local doctors and
the paucity of public health infrastruc-
ture) to eliminate the disease through:
administration of an anti-helminthic drug;
promotion of shoe-wearing and latrines;
and dissemination of public health pro-
paganda (in terms of both public health
education and positive publicity for the
Rockefeller effort—until the spread of
a groundless yet widely believed rumor
that the Rockefellers were trying to sell
shoes, after which time the Rockefeller
name remained mostly in the back-
ground)®. Following the success—in
terms of igniting popular interest in pub-
lic health, not eradication per se—of the
hookworm campaign, the RF swiftly cre-
ated an International Health Board (IHB,
reorganized as the International Health
Division [IHD] in 1927).

The choice of international public
health seemed safe given the larger
environment, especially the harsh work-
ing conditions and militant activism
surrounding  Rockefeller's  domestic
business interests. Negative publicity
for the Rockefeller family (which rose
with the breakup of its oil monopoly,

mandated by the Sherman Antitrust Act

of 1890) reached a climax in the after-
math of the Ludlow Massacre of 1914,
during which two dozen striking min-
ers and their families were killed at a
Colorado mine owned by a Rockefeller-
controlled coal producer. Journalists,
muckrakers, laborers, and the popula-
tion at large readily linked Rockefeller
business and philanthropic interests,
seeking to delegitimize the latter and
motivating the Rockefeller family to pur-
sue what it perceived as neutral, un-
objectionable spheres of philanthropic
action, such as health, medicine, and

education?.

As a result, over the course of some four
decades, the RF was at the fulcrum of
international health activity. From their
perch in the heart of New York City’s
business district, the RF’'s profession-
al executive staff, advised by an ac-
tive board of trustees, oversaw a global
enterprise of health cooperation orga-
nized through regional field offices in
Paris, New Delhi, Cali (Colombia), and
Mexico, and country-based public
health work led by hundreds of RF of-
ficers stationed around the world®. By
the time of its disbandment in 1951,
the IHB/D had spent the current day
equivalent of billions of dollars to carry
out scores of hookworm, yellow fever,

and malaria campaigns (as well as more

delimited programs to control yaws, ra-
bies, influenza, schistosomiasis, mal-
nutrition, and other health problems) in
almost 100 countries and colonies (see
Figure 1). It also founded 25 schools of
public health in North America, Europe,
Asia, and South America and spon-
sored 2,500 public health professionals
to pursue graduate study, mostly in the
U'S'9,34‘36'

Interestingly, the IHB/D itself identified
its most significant international contri-
bution to be “aid to official public health
organizations in the development of
administrative measures suited to local
customs, needs, traditions, and con-
ditions” P33 Thus, while highly influ-
ential in shaping the enduring modus
operandi of international health through
technically-based disease campaigns
and transnational public health training,
the RF’s self-defined gauge of success
was its role in generating political and
popular support for public health, creat-
ing national public health departments
across the world, and advocating for and
sustaining the institutionalization of in-
ternational health. The associated local,
national, and multilateral institutions
came to embody the RF agenda in their

very structures.
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Figure 1 | Administering hookworm treatment at Karapa (India)
Source: Rockefeller Foundation, 700 Years: The Rockefeller Foundation,
accessed August 26, 2014, http:/rockefeller100.org/items/show/1681.
Courtesy of the Rockefeller Archive Center.

RF INTERNATIONAL HEALTH IN AN AGE
OF IMPERIALISM Through its interna-
tional health work, the RF courted politi-
cians and civil servants across the globe,
generated deep loyalty among health
professionals (and connected local elites
to prestigious international medical net-
works), instilled a belief in public health
among local populations throughout the
world, and helped to build and modern-
ize dozens of public health institutions.
Yet the RF's efforts went well beyond
health, stabilizing colonies and emerg-
ing nation-states by helping them meet
the social demands of their populations,
encouraging the transfer and internation-
alization of scientific, bureaucratic, and
cultural values, stimulating economic
development and growth, expanding
consumer markets, and preparing vast
regions for foreign investment, increased
productivity, and incorporation into the
expanding system of global capitalism.
Unlike international health’s prior asso-
ciation with aggressive military and colo-
nial power, RF international health sought
to generate goodwill and promised social
advancement in place of gunboat diplo-

macy and colonial repression?3-44,

All the same, RF international health
emerged at the height of U.S. imperial-
ism, enabling the IHB/D’s influence even
through a contrasting approach. Circa

1910 the U.S. was flexing its muscles as
an emerging world power through re-
gional economic penetration and com-
mercial ascendance, intertwined with
disease control and the safeguarding of
trade. The U.S. invasion of Cuba in 1898
(and repeated subsequent military oc-
cupations), a clear expansionist move,
had been justified as a means of stem-
ming the annual threat of yellow fever
outbreaks along the U.S’s Eastern
seaboard®.

The U.S. Army’s Cuban sanitary inter-
vention was also the precursor for its
massive ten-year mosquito-combating
endeavor that ultimately enabled the
long-awaited completion of the Panama
Canal in 1914: starting in the late 19th
century, tens of thousands of French
and Caribbean canal construction work-
ers had been felled by yellow fever and
malaria. The RF stepped into the yellow
fever fray in 1914, worried that the ca-
nal would hasten the spread of epidem-
ics from and to Asia and the Pacific and
convinced that Latin America (and busi-
nesses with ties to the region) could be
rid of yellow fever’s disruptive effects on
trade and people (due to the ability of its
vector, the Aedes aegypti mosquito, to
survive shipboard for days on end and

infect previously unexposed residents
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of receiving ports with the often lethal yel-

low fever virus).

Over three decades, the IHB/D con-
ducted major campaigns across Latin
America (and research in West Africa)
to reduce the presence of A. aegypti
mosquitoes through spraying of insec-
ticides, swamp drainage, and distribu-
tion of larvicidal fish, and it funded and
masterminded the decades-long devel-
opment of the Nobel-prize winning 17D
yellow fever vaccine (identified in 1936),
all showcasing growing U.S. scientific
expertise to European rivals. But while
yellow fever control ended costly com-
mercial interruptions, it, like hookworm,
was of minor epidemiological concern
to Latin America, where even during epi-
demics it killed a relatively small num-
ber of people, primarily newcomers?4:4’,
Nonetheless, given the U.S.'s growing
economic and political dominance of the
region, the RF was able to score a health
diplomacy coup, foreshadowing U.S.
President Franklin Roosevelt's “good
neighbor” policy towards Latin America
in the 1930s.

In short, Rockefeller international health
combined tropical medicine with geo-
economic concerns. The former involved
controlling so-called tropical diseases of
the colonized, tropical band—so-called,

because malaria and yellow fever his-
torically affected other climatic regions,
including those of Europe and North
America. The latter considered diseases
in terms of their role in emergent global
capitalism: while the hearty yellow fever
mosquito was a menace to commerce,
hookworm drained worker productivity in
profitable plantations and extractive in-
dustries, and malaria was considered a
hindrance to economic development*-",

The RF’s attention to malaria, then a major
disease priority across much of the world,
involved, for the most part, research on
technical magic bullets, or, paradoxically,
joint efforts in which technical strategies
were accompanied by large-scale gov-
ernment policies to address social con-
ditions. In the 1930s, the RF claimed
credit for eliminating Anopheles gambiae
from Brazil, responsible for an immense
outbreak of malignant tertian malaria,
with more than 100,000 cases and
14,000 deaths in 1938 alone. But this
was an ‘“introduced” African mosquito
rather than an endemic problem, and
RF involvement was backed by an ex-

tensive, years-long campaign under

the nation-building administration of
Brazilian strongman President Getulio
Vargas®. The RF’s DDT-based attempt
to repeat species eradication on the is-

land of Sardinia in the late 1940s was

not successful, however; malaria had
already been greatly reduced thanks to
prior Italian public health efforts, and anti-
malaria measures had to be continued
for decades afterwards®.

The RF was careful to avoid disease cam-
paigns that might be costly (other than
yellow fever control, which was regarded
an indispensable investment for U.S.
business interests and port dwellers),
overly complex and time-consuming,
or distracting to its technically-oriented
public health model: most campaigns
were narrowly construed and carried
out one by one, ensuring that targets (for
insecticide spraying, administration of
medicines, etc.) would be met accord-
ing to the quarterly reports employed by
the RF’s burgeoning bureaucracy (akin
to those used by Rockefeller-controlled
companies). This meant that even with
spectacular efforts against yellow fever,
the RF rarely addressed the most im-
portant causes of death, namely infantile
diarrhea and tuberculosis (TB) (the RF
campaign against TB in France dur-
ing WWI being a notable exception), as
at the time these ailments lacked read-
tools and

ily available technical re-

quired  socially-oriented  investments
over long periods. Moreover, the RF ap-
proach precluded employing measures

that might improve multiple diseases

simultaneously, such as clean water and

sanitation systems?.

Despite the need for—and ample evi-
dence of—local adaptation and nego-
tiation®%, the RF drove the agenda of
purportedly joint work with governments,
masterfully transforming disease cam-
paigns into permanent, national agen-
cies and locally-supported public health
offices. With its own field officers posted

“on the ground” to guide activities and

interact with politicians, health workers,
and the public, the RF could rely on
a committed staff to infuse its ideolo-
gies and practices into institutions and
policies. It trained thousands of public
health doctors, nurses, and engineers
as fellows in North America, Europe,
and at national training stations: molded
as a cadre of leaders, fellows served
as powerful interlocutors who were en-
couraged to bypass local healers and
knowledge and affiliate with international

colleagues?®,

To be sure, these efforts met with resis-
tance and reshaping®. In Mexico, for
example, venerated RF-trained public
health physician Miguel Bustamante,
who rose to become Mexico’'s deputy
health minister and Secretary-General
of the PASB, worked with the RF but re-

sented and withstood the imposition of

U.S.-style technical public health mod-
els, instead framing the expansion of lo-
cal health units in terms of broader soci-
etal health needs®. The RF, for its part,
was not a monolith: it changed over time,
and had to deal with shifting political pri-
orities at home and abroad.

In its early years, the RF—though legally
separate from the Standard Oil compa-
nies and other Rockefeller firms—shared
overlapping managers and trustees
who reflected the interests of the “cap-
tains of industry.” The RF’s first presi-
dent was JDR’s only son, JDR Junior,
who in 1917 moved from the presidency
to chair the RF Board of Trustees until
1940. The IHB/D’s board and advisors,
in turn, included RF trustees as well as
leading men from the worlds of medicine
(such as William Welch, first Dean of the
Johns Hopkins School of Medicine and
founder of the RF-funded Johns Hopkins
School of Hygiene and Public Health;
various U.S. Surgeon-Generals, etc.),
education (including the presidents of
Harvard and the University of Chicago),
and banking/finance (among others, the
president of Chase National Bank)?.
Though accused of protecting and pro-
moting Rockefeller oil interests in Mexico
and elsewhere—certainly a controver-
sial issue in the IHB’s yellow fever con-

trol activities in the Gulf of Mexico®—the
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productivity-related, market-opening,
and quarantine-busting benefits accrued
through RF international health efforts
were for the most part not geared directly
to growing and profiting Rockefeller busi-
nesses per se, but rather more broadly
aimed at foreign, and some domestic, in-

dustries and investors.

THE RF APPROACH AND ITS PERVASIVE
INFLUENCE Modern international health,
as pioneered by the RF, was neither nar-
rowly self-interested nor passively diffu-
sionist. Instead, the RF actively sought
national partnerships to spread its pub-
lic health gospel. The RF’s philanthropic
status, its purported independence from
both government and business interests,
its autonomy, and its limited accountabil-
ity enabled its success. Its work patterns
included rapid demonstration of specific
disease control methods based on prov-
en techniques and a missionary zeal in
its own officers. To ensure the endurance
of its approach, the RF marshaled nation-
al commitment to public health through
hefty national co-financing obligations
(budget “incentives”) that typically went
from 20% of the cost of a campaign to
100% over just a few years.

At the same time that the RF was in-
volved in country-by-country activities,
it was also mapping, directly and indi-

rectly, international health’s institutional

framework.

Its activities and organization provided
the groundwork for a new, legitimate in-
ternational health system featuring its
own bureaucracy and mode of conduct.
The League of Nations Health Organ-
isation (LNHO), founded after WWI, was
partially modeled onthe RF’s International
Health Board and shared many of its val-
ues, experts, and know-how in disease
control, institution-building, and edu-
cational and research work, even as it
challenged narrow, medicalized under-
standings of health. In spite of the capa-
ble direction of leftwing Polish hygienist
Ludwik Rajchman, the LNHO was mired
in League of Nations politics, and bud-
getary constraints meant that it could re-
alize only part of its ambitious agenda.
Rather than being supplanted by the
LNHO, the IHB/D became its major
patron and lifeline, funding study tours,
projects, and eventually much of its oper-
ating budget*¥. The IHD also took over
some of the LNHO's key activities during
WWIL.

The

and national public health presupposed

institutionalization of international
various political rationales, including left-
wing versions that emerged in the inter-
war years. The RF was thus compelled, in
this era of anti-fascist, labor, socialist and

other leftist activism, to draw on, listen to,
and even bankroll progressive political
perspectives, including those of often vo-
cal, avowed socialist and other leftwing
researchers and public health experts,
such as Rajchman, who constituted an
important contingent of health leaders
and prestigious scientists of the day®.
Although support for leftist approaches
was always subordinate to the dominant
RF model, IHD funding of prominent
health leftists, most notably famed Johns
Hopkins historian of medicine and na-
tional health insurance advocate Henry
Sigerist and socialist Yugoslav public
health leader Andrija Stampar, reveals
the RF’s ideological flexibility at certain
conjunctures®. Indeed, the RF remained
tolerant and even intellectually open to
alternatives to its techno-medical focus
and afforded long-time RF officers the
leeway and independence to pursue
these interests, albeit under financial,
time-horizon, and other constraints. As
well, the RF was involved in large-scale
intelligence gathering around science
and public health developments; what
was going on in leftwing efforts was ger-
mane to these activities.

The political economy-oriented social

medicine approach advocated by
Sigerist, Stampar, and other figures was

not new, having emerged in the 19th

century, when famed father of cellular
pathology Rudolf Virchow called for “full
and unlimited democracy,” not medical
intervention, to address Upper Silesia’s
1848 typhus outbreak (to the surprise of
the Prussian authorities who had com-
missioned his investigation). Social medi-
cine in the 20th century likewise aimed
to integrate attention to the socio-polit-
ical conditions underlying health with
overall public health efforts®®. The RF
was curious about, for example, how the
Soviet Union’s experiment in social medi-
cine was working in the 1930s, funding
Sigerist's research—though not that of
his Soviet counterparts—in this area®.

The RF also helped build the U.S's
“international health as foreign policy”
proficiency. When in the mid 1930s
Germany started to use medical aid
to befriend Mexico, Brazil, and other
countries in the region as it sought al-
lies and essential resources including
rubber, and minerals—and these
the

Angloamerican-German rivalry—the RF

oil,
countries began to play off
redoubled its public health efforts in
Latin America. This heightened RF in-
volvement, requested by the U.S. State
Department (which was enlisting phil-
anthropic foundations to stem German

intrusion in the region), was instrumen-

tal in convincing Latin Americans to side
with the Allies?816,

In a nutshell, what enabled this scope of
influence over agenda-setting and in-
stitution-building was the RF’s powerful
presence at the international level, com-
bined with its tentacles reaching into vir-
tually every kind of public health activity.
The RF’s public presence was bolstered
by behind-the-scenes involvement in
setting health priorities via its senior staff,
trained fellows, and the engagement of
IHB/D officers—not only with politicians
and leading physicians, but also with
traditional healers, townsfolk, and oth-
ers—as well as the RF’s requirement that
public health campaigns be increasingly
funded at the national (and regional) level.
But this was not a purely one-sided en-
deavor. The RF’s activities entailed ex-
tensive give and take, and were marked
by moments of negotiation, cooptation,
imposition, resentment, and outright
rejection, as well as productive coopera-
tion, and the RF responded dynamically
to shifting political, scientific, economic,
cultural, and professional terrains.
Uniquely for the era, it operated not only
as a philanthropy but also as, at one and
the same time, a national, bilateral, mul-
tilateral, international, and transnational

agency®.
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After the World Health Organization
(WHO) was established in 1948, the IHD
was closed down, with some of its func-
tions absorbed by the RF's new Division
of Medicine and Public Health®. Even
after the RF drew back from its lead role
in international health, it kept a hand in
various activities related to health and
international development—through
funding the “Green Revolution” (involv-
ing crop hybridization and other tech-
nological and agri-business approach-
es to increasing agricultural output), the
Population Council (aimed at curbing
population growth in “Third World” coun-
tries), and smaller-scale social science

and medical research®.

In the 1970s the RF re-materialized in
the international health sphere under
John Knowles, its first physician-presi-
dent, who was (in)famous both for de-
crying medical profiteering and for tout-
ing the notion of individual responsibility
for health. Still guided by trustees from
industry and academia, now joined by
(mostly) men from the worlds of politics
and civil society, the RF confined itself
to a few key international health pur-
suits: in the late 1970s it inaugurated the
Great Neglected Diseases of Mankind
Program and sought to circumscribe the
WHQO's shift to primary health care (see
ahead); in the 1980s the RF established

the International Clinical Epidemiology
Network and helped launch the Task
Force for Child Survival; and in the
1990s it established the Public Health
Schools Without Walls, started a Health
Equity Initiative, and was a co-founder
of the Children’s Vaccine Initiative and
AIDS Vaccine

Around this time, the RF, which also

International Initiative.
changed under Cold War pressures and
with the rise of neoliberal ideology, shift-
ed from its traditional support for the pub-
lic sector towards subsidizing the private
sector—amidst considerable internal de-
bate. In particular, the RF helped to in-
novate a new international health funding
modality—the  public-private  partner-
ship—to fund its vaccine initiatives®. And
yet even the RF’s role in this development
would be eclipsed by other players, and
the RF would not regain the internation-
al health pull it had in the first half of the

20th century.

THE RF LEGACY In a very tangible sense,
the IHD’s dismantling served as a self-
fulfilling prophecy of success: thanks to
its own efforts, it was no longer needed.
But Rockefeller international health did
not disappear. The principles that were
largely invented by the RF and that per-
meated the IHB/D’s country dealings, as
well as the international health field as

a whole, have left behind a powerful, if

problematic, legacy for global health.
These include: 1. Agenda-setting from
above: international health initiatives are
donor-driven, with the agenda of coop-
eration formulated and overseen by the
international agency, whether through
direct in-country activities or the award-
ing of grants; 2. Budget incentives: ac-
tivities are only partially funded by donor
agencies; matching fund mechanisms
require recipient entities to commit sub-
stantial financial, human, and material
resources to the cooperative endeavor;
3. A technobiological paradigm: ac-
tivities are structured in disease control
terms based upon: a) biological and in-
dividual behavioral understandings of
disease etiology; and b) technical tools
applied to a wide range of settings; 4. A
priori parameters of success: activities
are bound geographically, through time
constraints, by disease and interven-
tion, and/or according to clear exit strat-
egies, in order to demonstrate efficiency
and ensure visible, positive outcomes; 5.
Consensus via transnational profession-
als: activities depend on professionals
trained abroad (often alongside donor
agency staff) who are involved in inter-
national networks, easing the domestic
translation of donor initiatives and ap-
proaches; and 6. Adaptation to local
conditions: activities are afforded limited

flexibility, based on the local cultural and

moral economy and political context?*".

While these principles evolved generi-
cally, rather than as part of a master
scheme—and they certainly fed on
alignments between the RF and a
variety of national interests—their du-
rability reflects the “marked asymme-
tries in political and medical power”p?15%
that characterize most international and
global health interactions, then and now.

The RF at times seemed to part with
its own principles, for example, as dis-
cussed, by funding studies of national
health insurance and backing leftwing
scientific activists who advocated for
broad social medicine efforts rather than
the RF’s narrower take. Moreover, some
of the national and international public
health
fluenced by the RF transcended the

institutions supported and in-
principles outlined above to engage in
politically and socially grounded under-
standings and practices of public health.
But these were accompaniments to, rath-
er than at the heart of, the RF’s interna-
tional health approach.

The RF’s legacy would bear heavily on
the WHO¥. As Lewis Hackett, who over-
saw IHD programs in South America and
Italy for over thirty years, noted, “To a

greater or lesser degree, all the

international organizations have adopted
the policies and activities in which the
IHD has pioneered,” through inheri-
tance of personnel, fellows, practices,
and equipment®. The RF's most direct
imprint on the WHO took place through
Dr. Fred Soper, who had spent almost
two decades at the helm of the IHD’s
large-scale campaigns against malaria
and yellow fever in Brazil before becom-
ing head from 1947 to 1958 of the PASB
(as of 1949, WHOQO'’s regional office for
the Americas, changing its name to Pan
American Health Organization [PAHO] in
1958). According to RF President Chester
Barnard, the PASB was designed to “cov-
er most of the purposes which the IHD
pursued in Latin America. Under [Soper]
IHD policies and philosophies have been
adopted. The PASB will eventually take

over our functions”®.

The IHD model of international health

cooperation was further entrenched
in the WHO with the 1953 election of
Dr.

General, a post he held until

Marcolino Candau as its Director-
19783.
Candau, who had worked with Soper
in the IHD’s campaigns in Brazil, over-
saw the establishment of WHO'’s global
malaria and smallpox eradication cam-
paigns, among others, as well as a mas-
sive effort to provide public health train-
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ing fellowships to over 50,000 health per-

sonnel from across the world®70,

The longevity of the RF’s interlocking
principles of international health was,
however, more than a matter of brag-
gadocio and personal networks of in-
fluence. As we shall see, each of the
RF principles has continued ideological
salience and bureaucratic convenience,
as witnessed in the structure, strategies,
and tenets of the global health field today.

THE COLD WAR AND THE RISE OF NEO-
LIBERALISM In the decades following
WWII, a dizzying array of organizations
connected to international health were
founded or revamped, from bilateral
aid and development agencies, to the
World Bank and International Monetary
Fund (IMF), to United Nations (UN) agen-
cies including UNICEF, the Food and
Agriculture Organization and the United
Nations Development Program, to nu-
merous international and local nongov-
(NGOs), hu-

manitarian and advocacy movements,

ernmental organizations

research institutes, private founda-
tions, business groups, and so on. The
postwar liberation movements in Asia,
Africa, and (later) the Caribbean trans-
formed the prior purview of imperial
powers over their colonial holdings into
a more complex geopolitical dynamic,

in which multiple actors operated in

multiple settings, and dozens of newly
independent nations gained a voice, at
least nominally, at the international poli-
cy-making table®.

From 1946 through the early 1990s,
the
health field writ large—were shaped by

these actors—and international
two main factors: the Cold War and the
political and ideological rivalry between
American (Western bloc) capitalism and
Soviet (Eastern bloc) communism; and,
corollary to this, the paradigm of eco-
nomic development and modernization,
perceived by Western powers as the
sole path to progress for the de-
colonized Third World™. In this context,
Eastern and Western blocs deployed
international health initiatives—the for-
mer providing big ticket infrastructure in-
cluding hospitals, pharmaceutical plants,
and clinics; the latter, offering some of
the same plus RF-style disease cam-
paigns; and both sponsoring huge num-
bers of fellowships for advanced training
in the respective blocs—as a means of
forging alliances with (and seeking to po-

litically dominate) low-income countries.

By the 1950s it was clear that the recon-
figuration of world power brought few
benefits to the former colonies, and in
1964 the G-77 movement of non-aligned
(with either the Soviets or the Americans)
to confront

countries was founded

neocolonialism in development aid, de-
mand respect for sovereignty in decision
making, and denounce unfair internation-
al trade arrangements and the lack of de-
mocracy in UN agencies.

As international health became a pawn
in the Soviet-American competition for
power and influence (the Soviet bloc
pulled out of the WHO in 1949, returning
only in the mid 1950s), many countries
also learned to play the rivals against one
another, sometimes stimulating improved
social conditions, other times exacerbat-
ing unequal power and control over re-
sources™’. Under Indira Gandhi, for ex-
ample, India received as much or more
aid from Washington as from Moscow,
with both superpowers eager to accede
to New Delhi’s requests for foreign devel-

opment assistance™.

The WHO (largely controlled by Western
bloc interests) continued to operate in
the RF vein, characterized by profession-
alization and bureaucratic growth and
flagship technically-oriented global dis-
ease campaigns: first against yaws (with
penicillin) and TB (with BCG), then, fate-
fully and unsuccessfully, against malaria
(based on the insecticide DDT, following
its extensive use during World War I);
and culminating with an ambitious—if
divisive in some locales—technically fea-
sible, vaccine-based smallpox campaign

that resulted in a declaration of smallpox
eradication in 1980776-81),

But in the 1970s, the WHQO'’s disease-
focused, donor-driven approach began
to be challenged both by member coun-
tries—especially G-77 countries, which
were seeking cooperative efforts that ad-
dressed health in an intersectoral fash-
ion—and from within headquarters, un-
der the visionary leadership of its Danish
Director-General Halfdan Mahler (first
elected in 1973, holding this office until
1988). The primary health care movement,
as enshrined in the seminal 1978 WHO-
UNICEF Conference and Declaration of
Alma-Ata® and WHO’s accompanying
“Health for All” policy, called for health
to be addressed as a fundamental hu-
man right—through integrated social and
public health measures that recognize
the economic, political, and social con-
text of health, rather than through top-
down, techno-biological campaigns®#.

Social medicine’s resurrection in the
1970s in the guise of primary health care
created bitter divisions within and be-
tween WHO and UNICEF™. The RF re-
surfaced to play a small but instrumental
role in promoting selective primary health
care—a reduced, technical (and highly
contested) counterpart to Alma-Ata’s
broad social justice agenda for primary

health care. Selective primary health

care’s emphasis on “cost-effective” ap-
proaches, for example immunizations
and oral rehydration therapy, became
the main driver of UNICEF’s child sur-
vival campaigns of the 1980s, under its
director James Grant, the son of an emi-

nent IHD man®.

Just as WHO was trying to escape the
yoke of the RF’s international health
principles, it became mired in a set of
political, financial, and bureaucratic
crises that tested both its legitimacy
and its budget. The oil shocks and eco-
nomic crises of the late 1970s and 1980s
impeded many member countries from
paying their dues. As well, member
countries accused WHO of having too
many personnel at headquarters and not

enough in the field.

Around the same time, the rise of neo-

liberal political ideology lauding the
“free” market while denigrating the role
of government in redistributing wealth,
providing for social welfare, and regulat-
ing industrial and economic activity re-
sulted in a parting with the RF’s interwar
model of strong, publicly-supported inter-
national health institutions. The admin-
istration of conservative U.S. President
Ronald Reagan froze the U.S.’s financial
contribution in order to reprimand WHO
forits essential drugs program (which had

established a generic drug formulary)
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and for the 1981 International Code of
Marketing of Breast Milk Substitutes, both
perceived by U.S. business interests as
deliberate anti-corporate strategies®. By
the early 1990s less than half of WHO's
budget came from annual dues subject
to “democratic” World Health Assembly
decisions. Instead donors, who by now
included a variety of private entities in ad-
dition to member countries, increasingly
shifted WHO’s budget away from dues-
funded activities to a priori assignment
of funds to particular programs and ap-
proaches®. Today almost 80% of WHO’s
budget is earmarked, whereby donors
designate how their “voluntary” contribu-
tions are to be spent®.

Once the Cold War ended, the anti-
Communist rationale for Western bloc
support for WHO disappeared (WHO
faced unprecedented invective in a
1994 BMJ series penned by its now ed-
itor-in-chief)®¥', leaving in its wake the
promotion of trade, the commodifica-
tion of health, disease surveillance, and
health security as justifications for in-
ternational health®®. By this time, apart
from its health security role addressing
surveillance, notification, and control
of resurgent infectious diseases (such
as TB), and, especially, pandemics (for
example influenza), WHO was no lon-

ger at the heart of international health

activities, as had been stipulated in its
1946 Constitution. In this period, the
World Bank—pushing for efficiency re-
forms and privatization of health care
services—had a far larger health bud-
get than WHO, and many bilateral agen-
cies simply bypassed WHO in their in-
ternational health activities®. The WHO
hobbled along thanks to public-private
partnerships® (PPPs, discussed ahead),
which have provided business inter-
ests, such as pharmaceutical corpora-
tions, a major, arguably unjustified, role
in international public health policymak-
ing®. Throughout the 1990s internation-
al health spending was stagnating, and
the future of WHO and the entire field
seemed to be in question.

As these events were unfolding, interna-
tional health was renamed global health.
This new term has been adopted broadly
over the past two decades and is meant
to transcend past ideological uses of in-
ternational health as a “handmaiden” of
colonialism or a pawn of Cold War rival-
ries and development politics. Global
health “impl[ies] a shared global suscep-
tibility to, experience of, and responsi-
bility for health. ... In its more collective
guise, global health refers to health and
disease patterns in terms of the interac-
tion of global, national, and local forces,

processes, and conditions in political,

economic, social, and epidemiologic

domains™®*".  Notwithstanding the in-
voked distinctions—there is a muddled
understanding of the “global” in glob-
al health”® and considerable confla-
tion between international and global
health—the “new” definition of global
health bears many similarities to its inter-

national health predecessor®.

In sum, during the Cold War the RF was
far overshadowed by bigger players
in the ideological war of West vs. East,
and international health philanthropy (in
a new guise) would return in a signifi-
cant way only after the huge infusion of
resources seen as necessary to win the
Cold War began to dry up. The fact that
this reemergence coincided with the
rise of neoliberalism was pivotal: interna-
tional philanthropy would now operate in
a context attacking the role of the state
and favoring private sector, for-profit
approaches.

ENTER THE GATES FOUNDATION In
2000, into this crisis of authority, and
almost a century after the Rockefeller
Foundation filled the previous era’s vac-
uum, a new entity appeared that would
once again mold the international/global
health agenda. The Bill and Melinda
Gates Foundation (BMGF), established
by Bill Gates (Microsoft founder and
its first, longtime, CEO and the world’s

richest person from 1995-2007, and
again in 2009 and 2013)'" together with
his wife Melinda (and chaired by the
couple plus Bill Gates Senior), is by far
the largest philanthropic organization in-
volved in global health. The September
2013 endowment stood at US$40.2 bil-
lion, including 7 installments (ranging
from US$1.25 to 2.0 billion) of a US$31
billion donation made in 2006 by U.S.
mega-investor Buffett (also
a BMGF Trustee and advisor to the

Warren

foundation)''.

With total grants of US$28.3 billion
through 2013 and recent annual spend-
ing around US$3 billion (2012 grants to-
taled US$3.4 billion)"'—approximately
60% of which has gone to global health
efforts (the remainder to development,
agriculture, global advocacy, education,
libraries, and local initiatives in the U.S.
Northwest)?1%—the BMGF'’s
global health budget has surpassed the

Pacific

budget of the WHO in several recent
years'™1% |ts sheer size—and the celeb-
rity and active engagement of its found-
ers—turned the Gates Foundation into
a leading global health player virtually
overnight.

Publicly accessible sources of infor-
mation about the Seattle, Washington-
based BMGF are limited to its Web
site, which does not cover documents

related to internal decision-making and
operating practices, such as meeting
minutes, memos, and correspondence.
According to its global health division,
the BMGF’s primary aim in this area is
“harnessing advances in science and
technology to reduce health inequities”
through the innovation and application of
health technologies, encompassing both
treatment (via diagnostic tools and drug
development partnerships) and preven-
tion (through, for example, vaccines and
microbicides). Initially, the foundation
sought to avoid expanding its portfolio
too quickly, focusing on a few disease-
control programs mostly as a grant-mak-
ing agency. This has changed over the
past few years, with efforts reaching over
100 countries, the establishment of of-
fices in the United Kingdom, China, and
India, and the growth of its staff to more
than 1,100 people™™.

The BMGF, like the RF before it (noting
here thatthe RF’s pioneering international
health role is not acknowledged by the
BMGF, though the BMGF Web site does
cite the RF’s past expertise in upping ag-
ricultural productivity through its role in
the Green Revolution), operates accord-
ing to co-financing incentives. Echoing
the RF, the BMGF follows a technically-
oriented approach—with programs de-

signed to achieve positive evaluations
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through narrowly-defined goals—and
adheres to a business model emphasiz-

ing short term achievements.

Many global health agencies are keen
to join with the BMGF: indeed, it has an
extraordinary capacity to marshal other
donors to its efforts, including bilateral
donors, which collectively contribute ten
times more resources to global health
each year than does the BMGF itself!04108
but with considerably less recognition.
This extends to some organizations that
in the past took on social justice ap-
proaches, for instance Norway’s NORAD
developmentagency'®. Associations with
successful, high-profile activities that
show a “big bang for the buck”, poten-
tially within a single political cycle, are
pursued even if in the long term the tech-
nical bang may turn out to be far small-
er than it could have been through com-
bined social, political, and public health
measures, such as improving neighbor-
hood and working conditions, abolishing
the military, or building redistributive wel-

fare states™.

Money and the ability to mobilize it, grow
it, and showcase its effectiveness—
validated by BMGF-funded research
based on the dominant technoscien-
tific biomedical model"'—together with
founders Bill and Melinda Gates’s high-

visibility protagonism, are not the only

factors enabling the reach of the BMGF.
Its emergence on the scene precisely
at the apex of neoliberal globalization—
a moment when overall spending for
global health (counting WHO and other
multilateral as well as bilateral organiza-
tions) was stagnant, when suspicion by
political and economic elites (and, via
a hegemonic media, by voters in many
countries) of public and overseas de-
velopment assistance was at a near
all-time high, when many low- and mid-
dle-income countries were floundering
under the multiple burdens of HIV/AIDS,
re-emerging infectious diseases, and
soaring chronic ailments, compound-
ed by decades of World Bank and IMF-
imposed social expenditure cuts—has
exaggerated the BMGF’s renown as a

savior for global health"".

Without a doubt, the Gates Foundation
has been widely lauded for infusing
cash and life into the global health field
and encouraging participation of other
players (see Figure 2)31%16 But even
those who recognize this role decry the
Foundation’s lack of accountability and
real-time transparency (over what are,
after all, taxpayer-subsidized dollars)
and the undue power of the BMGF and
other private actors, including those en-

couraged under the Gates Foundation’s

Figure 2 | Bill Gates speaks about the European investments in global
health and development (here showing a slide of measures supported by
the Global Fund) that are saving lives at Living Proof campaign event at

the Museum Dapper. Paris, France. April 4, 2011.
Source: Flickr, accessed August 27, 2014
“Living Proof Paris”
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https://www.flickr.com/photos/gatesfoundation/5592533339/in/
photolist-8TYQMK-8NBcsS-9wfdTL-8JAyxu-9wvda8-8Ny7yZ-
9wcbYK-9uSeGu-9wechH-9wecjB-9wfdCC-9wech4-9T2L 8e-9vTvl7-
9vVgW5-9vVgRC-9vVgJu-9vVgFE-9vXoRE-9uyTSz-9vTvrd-91JQqW-
9T2Ucr-9usxEg-9uBTPh-9uBT8E-8JAyfs-9uyRM8-9uyT3Z-8JAyyq-
9d8Nhs-9BZWrX-9uyTDi-9uySnX-9T5yfm-9teffS-9C7EmC-9T2RAP-
bhnUXR-9T5Jed-9uyS5M-anHaYX-9uBUbh-9usyGH-8DFfgX-8GFGAr-
8DFfw4-8DFffP-8DJmXs-8GJSFj/

Courtesy of the Gates Foundation via Creative Commons License (no
changes were made to the image) https://creativecommons.org/licenses/
by-nc-nd/2.0/
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