
may be more willing to seek legislation regulating the indus-
try, suchas theFamilySmokingPreventionandTobaccoCon-
trol Act now pending in Congress.22 Similarly, the public may
be more willing to support restrictions on smoking including
efforts to ban smoking in indoor public places. In this chang-
inglitigationandregulatoryenvironment,EngleandPhilipMor-
riscanhaveagreaterpublichealth impact thanprior litigation.

Ultimately, the tobacco industry may experience an in-
creased cost of doing business as a result of Engle, Philip Mor-
ris, and litigation and/or regulation likely to follow. Costs
of litigation and regulation are generally passed on to con-
sumers in the form of higher prices. Research indicates that
higher prices can result in less cigarette consumption, es-
pecially among more price-sensitive young people.23,24 There-
fore, if future lawsuits are more likely to be brought and to
succeed as a result of Engle and Philip Morris, some of the
more than 400 000 smoking-related deaths in the United
States each year might be prevented.25
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Why Rich Countries Should Care
About the World’s Least Healthy People
Lawrence O. Gostin, JD

WHY SHOULD RICH COUNTRIES CARE ABOUT THE

world’s least healthy people? The subject is so
important that it affects the fate of millions of
individuals and has international economic, po-

litical, and security ramifications. Rich countries should care
because global health serves their national interests, and help-
ing the most disadvantaged is ethically the right thing to do.
If international health assistance were structured in a way that
was scalable (sufficient to meet deep needs) and sustainable
(to create enduring solution), it would have a dramatic influ-
ence on the life prospects of the world’s poorest populations.

National Interests in Global Health
It is axiomatic that infectious diseases do not respect na-
tional borders. But this simple truth does not convey the
degree to which pathogens migrate great distances to pose
health hazards everywhere. Human beings congregate and
travel, live in close proximity to animals, pollute the envi-
ronment, and rely on overtaxed health systems. This con-
stant cycle of congregation, consumption, and movement
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allows infectious diseases to mutate and spread across popu-
lations and boundaries. These human activities have pro-
found health consequences for people in all parts of the world,
and no country can insulate itself from their effects. The
world’s communities are interdependent and reliant on one
another for health security.

Governments have no choice but to pay close attention
to health hazards beyond their borders. DNA fingerprint-
ing has provided conclusive evidence of the migration of
pathogens from less to more developed countries.1 More than
30 infectious diseases have emerged during the last 2 to 3
decades, ranging from hemorrhagic fevers, legionnaires dis-
ease, and hantavirus to West Nile virus and monkeypox.
Vastly increased international trade in fruits, vegetables,
meats, and eggs has resulted in major outbreaks of food-
borne infections. Wealthy countries, moreover, are less able
to ameliorate these harms because many resurgent dis-
eases have developed resistance to frontline medications.

Beyond narrow self-interest, are there broader, “enlight-
ened” interests in global health?2 There is a strong case that a
forward-looking foreign policy would seek to redress ex-
tremely poor health in the world’s most impoverished re-
gions. Epidemic disease dampens tourism, trade, and com-
merce, as the 2003 severe acute respiratory syndrome outbreaks
demonstrated. Animal diseases, such as foot and mouth dis-
ease, bovine spongiform encephalopathy, and avian influ-
enza, similarly had severe economic repercussions such as mass
cullings of animals and trade bans. Massive economic disrup-
tion would ensue from a pandemic of human influenza, with
a projected loss of 3% to 6% in global gross domestic product.3

In regions with extremely poor health, economic decline
is almost inevitable. Human immunodeficiency virus (HIV)/
AIDS in sub-Saharan Africa accounts for 72% of global AIDS
deaths.4 Average life expectancy in this region is just 47 years,
when it would have been 62 years without AIDS.4 Most of the
excess mortality is among young adults aged 15 to 49 years,
leaving the country without a skilled workforce, parents, teach-
ers, entrepreneurs, and political leaders. The World Bank es-
timates that AIDS has reduced gross domestic product nearly
20% in the most affected countries.5 AIDS, of course, is only
1 disease in countries experiencing multiple epidemics, star-
vation and poverty, and regional conflicts.

Countries with extremely poor health become unreli-
able trading partners without the capacity to develop and
export products and natural resources, pay for essential vac-
cines and medicines, and repay debt. Countries with un-
healthy populations require increased financial aid and hu-
manitarian assistance. In short, a foreign policy that seeks
to ameliorate health threats in poor countries can benefit
the public and private sectors in developed as well as de-
veloping countries.

Extremely poor health in other parts of the world can also
affect the security of the United States and its allies. Research
shows a correlation between health and the effective func-
tioning of government and civil society. In a 1998 report, the

Central Intelligence Agency noted that high infant mortality
was a leading predictor of state failure,6 and in 2000, the US
State Department suggested that AIDS was a national secu-
rity threat.7 States with exceptionally unhealthy populations
are often in crisis, fragmented, and governed poorly. In its most
extreme form, poor health can contribute to political insta-
bility, civil unrest, mass migrations, and human rights abuses.
In these states, there is greater opportunity to harbor terror-
ists or recruit disaffected individuals or groups to join armed
struggles. Politically unstable states require heightened diplo-
macy, create political entanglements, and sometimes pro-
voke military responses.

Diseases of poverty overwhelmingly are concentrated in
sub-Saharan Africa, and it is no surprise that many of these
social and political problems occur in that region. But much
of Africa has weak political, military, and economic power,
so it can too easily be ignored. The same cannot be said about
the burgeoning health crises emerging in pivotal countries
in Eurasia, such as China, India, and Russia.

Eurasia has more than 60% of the world’s inhabitants; one
of the highest combined gross national products; and at least
4 massive armed forces with nuclear capabilities.8 These
countries are in the midst of a “second wave” of HIV/AIDS,
with prevalence rates increasing 20-fold in less than a de-
cade. Russia’s reported infant mortality rate, which is a prime
predictor of state instability,6 is 3 to 4 times higher than in
North America and western Europe. Nearly two thirds of
children born in Russia will be unhealthy, and many will
have lifelong illness and disability.9 Due to extreme health
hazards, Eurasia most likely will experience economic, po-
litical, and military decline. Political instability in a region
with such geostrategic importance will have major interna-
tional ramifications.

Governments, therefore, have powerful reasons based on
narrow, as well as enlightened, self-interest to ameliorate ex-
treme health hazards beyond their borders. To their credit,
rich countries, philanthropists, and celebrities have an-
nounced breathtaking gifts to poor countries. Developed coun-
tries have increased annual global health assistance, from $2
billion in 1990 to $12 billion in 2004.10 The Gates Founda-
tion alone will donate up to $3 billion per year.11 This devel-
opment assistance may appear substantial but is modest com-
pared with the annual $1 trillion spent globally on military
expenditures and $300 billion on agricultural subsidies.12

The increase in development assistance, moreover, is
largely attributable to extensive resources devoted to a few
high-profile problems, such as AIDS, pandemic influenza,
and the Asian tsunami. Even factoring in these new invest-
ments, most Organisation for Economic Cooperation and
Development countries have not come close to fulfilling their
pledges to donate 0.7% of gross national income per year.13

Developed countries would have to invest an additional $100
billion by 2015 to close the vast investment gap. The World
Health Organization projects that these additional expen-
ditures would save millions of lives every year.14
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Profound Health Inequalities Are Unethical
Perhaps it does not, or should not, matter if global health
serves the interests of the richest countries. After all, there
are powerful humanitarian reasons to help the world’s least
healthy people. But ethical arguments have failed to cap-
ture the full attention of political leaders and the public.

It is well known that the poor experience extreme hard-
ship, certainly much more than the rich. Unfortunately, this
is also true with respect to global health. What is less often
known is the degree to which the poor unnecessarily have
increased morbidity and mortality. The global burden of dis-
ease is shouldered by the poor disproportionately, such that
health disparities across continents render a person’s like-
lihood of survival drastically different based on where he
or she is born. These inequalities have become so extreme
and the resultant effects on the poor so dire that health dis-
parities have become a defining issue of modern society.15

The current global distribution of disease has led to radi-
cally different health outcomes across the globe. Dispari-
ties in life expectancy among rich and poor countries are
vast. Average life expectancy in Africa is nearly 30 years
shorter than in the Americas or Europe. Life expectancy in
Zimbabwe or Swaziland is less than half that in Japan,16 a
child born in Angola is 73 times more likely to die in the
first few years of life than a child born in Norway,17 and a
woman giving birth in sub-Saharan Africa is 100 times more
likely to die in labor than a woman in a rich country. Al-
though life expectancy in the developed world increased
throughout the 20th century, it actually decreased in the
least developed countries and in transitional states such as
Russia. One somber example offers a sense of perspective
on the global health gap. In 1 year alone, an estimated 14
million of the poorest people in the world died, although
only an estimated 4 million would have died if this popu-
lation had the same death rate as the global rich.18

The diseases of poverty are endemic in the world’s poor-
est regions but are barely noticed among the wealthy. Dis-
eases such as elephantiasis, guinea worm, malaria, river blind-
ness, schistosomiasis, and trachoma are common in poor
countries but are largely unheard of in rich countries. Be-
yond morbidity and premature mortality, the diseases of pov-
erty cause physical and mental anguish, such as when a
2-foot-long guinea worm parasite emerges from the geni-
tals, extremities, or torso with excruciating pain; or filarial
worms cause disfiguring enlargement of the arms, legs,
breasts, and genitals; or river blindness leads to unbearable
itching and loss of eyesight.

Human instinct suggests it is unjust for large popula-
tions to have such poor prospects for good health and long
life simply by happenstance of where they live. Although
almost everyone believes it is unfair that the poor live mis-
erable and short lives, there is little consensus about whether
there is an ethical, let alone legal, obligation to help the down-
trodden. What do wealthier societies owe as a matter of jus-
tice to the poor in other parts of the world?19

Perhaps the strongest claim that health disparities are un-
ethical is based on what can be called a theory of human
functioning. Health, among all other forms of disadvan-
tage, is special and foundational, in that its effects on hu-
man capacities profoundly impact an individual’s opportu-
nities in the world. Health is necessary for much of the joy,
creativity, and productivity that a person derives from life.
Individuals with physical and mental health recreate, so-
cialize, work, and engage in family and social activities that
bring meaning and happiness to their lives. Perhaps not as
obvious, health also is essential for the functioning of civil
societies. Without minimum levels of health, people can-
not fully engage in social interactions, participate in the po-
litical process, exercise rights of citizenship, generate wealth,
create art, and provide for the common security.

The capability to avoid starvation, preventable morbid-
ity, and early mortality is a quality that enriches human life.
Depriving individuals of this capability strips them of their
freedom to pursue their lives as they wish.20 Under a theory
of human functioning, health deprivations are unethical be-
cause they unnecessarily reduce a person’s ability to func-
tion and the capacity for human agency.

But a theory of human functioning does not answer the
more difficult question about who has the corresponding
obligation to do something about global inequalities. Even
scholars who believe in just distribution of resources frame
their claims narrowly and rarely extend them to interna-
tional obligations of justice.21 Their theories of justice are
“relational” and apply to a fundamental social structure that
people share. States may owe their citizens basic health pro-
tection by reason of a social compact. However, positing such
a relationship among different countries and regions is much
more complex.

Increasingly, the global community is sharing a com-
mon social, political, and economic structure. Interna-
tional law has established norms in areas ranging from in-
fectious diseases and tobacco use to access to essential
vaccines and medicines.22 This body of law has similarly cre-
ated a network of international organizations, ranging from
the World Health Assembly, World Trade Organization, and
World Bank to the Group of Eight (G8) and North Atlantic
Treaty Organisation (NATO).23 Perhaps the international
community is moving toward a “global compact on health”
in which wealthier countries have an ethical responsibility
to serve other countries according to their resources, and
poorer countries have expectations to receive help accord-
ing to their needs.

Political leaders have recognized the world’s interconnect-
edness in matters of disease and health. Consequently, they
have made numerous pledges of international development
assistance, including substantial commitments to the Millen-
nium Development Goals and the Global Fund to Fight AIDS,
Tuberculosis, and Malaria. As mentioned above, many gov-
ernments also have agreed to spend a certain proportion of
theirgrossnationalproducton foreignassistance.Thesepledges
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appear sincere and very specific. For example, in addition to
citing national security, trade, and humanitarian justifica-
tions for the President’s Emergency Plan for AIDS Relief
(PEPFAR), the United States noted that it “has the capacity”
to lead an international response to global AIDS, and that “in
an age of miraculous medicines,” no person should go with-
out treatment.24 In the Gleneagles Agreement to double in-
ternational aid to Africa by 2010, the G8 expressed a sense of
obligation to further African development and achieve the Mil-
lennium Development Goals.25

These promises to help others have moral force. Politi-
cal leaders ought to follow through on their commitments.
They appear to be made in good faith, and poor countries
rely on the promised assistance for the health and well-
being of their populations.

A Tipping Point
Politically and economically powerful countries should care
about the world’s least healthy people. It may be a matter
of national interest, so helping the poor makes everyone safer
and more secure. Or, global health assistance simply may
be ethically the right thing to do to avert an unfolding hu-
manitarian catastrophe. Although no single argument may
be definitive in itself, the cumulative weight of the evi-
dence is now overwhelmingly persuasive. Whatever the rea-
sons, perhaps global society is coming to a tipping point
where the status quo is no longer acceptable and it is time
to take bold action. Global health, like global climate change,
may soon become a matter so important to the world’s fu-
ture that it demands international attention, and no state
can escape the responsibility to act.
Financial Disclosures: None reported.
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