


To date, geography has not yet carved out a discip lin ary niche within the diffuse 
domain that consti tutes global health. However, the compul sion to do and under
stand global health emerges largely from contexts that geography has long 
engaged with: urban isa tion, glob al isa tion, polit ical economy, risk, vulner ab il ity, 
life styles, geopol it ics, culture, governance, devel op ment and the envir on ment. 
Moreover, global health brings with it an innate, power ful and politi cising spatial 
logic that is only now start ing to emerge as an object of enquiry.

This book aims to draw atten tion to and show case the wealth of exist ing and 
emer gent geograph ical contri bu tions to what has recently been termed ‘crit ical 
global health studies’. Geographical perspect ives, this collec tion argues, are 
essen tial to bring ing new and crit ical perspect ives to bear on the inher ent complex
it ies and inter con nec ted ness of global health prob lems and purpor ted solu tions. 
Thus, rather than rehears ing the frequent critique that global health is more a ‘set 
of prob lems’ than a coher ent discip lin ary approach to ameli or at ing the health of 
all and redress ing global bio inequal it ies; this collec tion seeks to explore what 
these prob lems might repres ent and the geograph ical imagin ar ies inher ent in their 
consti tu tion.

This unique volume of geograph ical writ ings on global health not only deepens 
social scientific engage ments with health itself, but in so doing, brings forth a 
series of new concep tual, meth od o lo gical and empir ical contri bu tions to social 
scientific, multidiscip lin ary schol ar ship.

Clare Herrick is a Reader in human geography at King’s College London, UK. 
Her research crit ic ally explores the inter sec tions of beha vi oural risk factors with 
urban envir on ments across a variety of geographic settings.

David Reubi is a Wellcome Trust Fellow at the Department of Global Health 
& Social Medicine, King’s College London, UK. His research explores the 
knowledges, socialities and material forms that undergird the politics and practices 
of contemporary global health and medicine. He is currently working on the 
biopol it ics of the African smoking epidemic.
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As we write this intro duc tion, global health seems to be both every where and 
nowhere, some thing and nothing. To us, it is of course every where: TV; social 
media; news pa pers; in what we read, think about and write. Yet to most, global 
health really is nowhere. What to us is so self evid ently some thing was actu ally 
nothing to the colleague who asked ‘What’s that?’ when we told him about this 
book project over lunch. This perspectival disjunc ture is nothing specific to global 
health as we would simil arly not always be able to locate the signi fic ance of other 
colleagues’ research interests. However, what is partic u lar is that our colleague 
was actu ally still famil iar with many of the compon ents of the assemblage that 
composes global health: the Bill and Melinda Gates Foundation; the World Health 
Organisation; GAVI; Ebola, to name but a few. This encounter clearly echoes 
Didier Fassin’s argu ment that the ‘idea’ of global health has ‘gener ally been taken 
for granted as the best descriptor of contem por ary issues in world health, as if we 
all knew what it was’ (2012, 96). While we might not go so far as Theresa 
MacPhail (2014) in suggest ing that ‘global health doesn’t exist’, it is nonethe less 
the case that we cannot take it for granted that global health has ‘gener ally been 
taken for granted’. Yet, the march of global health programmes, projects and part
ner ships across univer sit ies of the global north contin ues. This is evid enced by the 
inex or able increase in the insti tu tional members of the Consortium of Universities 
for Global Health (CUGH), from 24 at its 2008 incep tion, to over 140 now. This 
growth has been driven by the dynam ics of student demand, inter cal ated degrees, 
inter univer sity compet i tion and the attrac tions of global health funding sources. 
And, as global health programmes in the Global North climb, so then do the 
number of ‘stra tegic part ner ships’ with insti tu tions in the Global South. The result 
has been an explo sion in a (very partic u lar form of) know ledge gener a tion and 
praxis, even if the very term used to describe it remains frus trat ingly ephem eral 
even to those famil iar with it (Crane, 2011).

The nature of this ephem er al ity has been aptly summed up by Arthur Kleinman 
in his asser tion that ‘global health is more a bunch of prob lems than a coher ent 
discip line’ (2010, 1518). It is thus often the prob lems that we are famil iar with – 
HIV/AIDS, malnu tri tion, TB, mater nal health, malaria – rather than any sense of 
a coher ent discip line capable of explor ing, explain ing and mitig at ing them. More 
than that, Kleinman argues, this ‘bunch of prob lems’ is desper ately in search of 
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theor ies that can ‘gener al ise find ings . . . into durable intel lec tual frame works that 
can be applied not only to distinct ive health prob lems, but to differ ent contexts 
and future scen arios’ (2010, 1518). Global heath’s biomed ical predilec tion to be 
‘evid ence based’ rather than ‘theory orient ated’ has argu ably and iron ic ally 
limited the ‘emer gence of an intel lec tu ally robust field’ (ibid.). As Paul Farmer 
and colleagues then argue, ‘the process of rigor ously analys ing these prob lems, 
working to solve them, and build ing the field of global health into a coher ent 
discip line demands an inter dis cip lin ary approach’ (Farmer et al., 2013, 2). This 
some what para dox ical point is worth dwell ing on, since it marks an area of 
(impli cit) debate within the burgeon ing global health field: namely is it or should 
it be a ‘discip line’ in its own right and, if so, what would it be and do? As a 
consequence, Farmer et al.’s conten tion that an inter dis cip lin ary approach is 
needed for the making of global health as a ‘coher ent discip line’ is both common
sensical and nonsensical. From a social scientific perspect ive, it is obvious that a 
field as complex as global health demands multiple, crit ical discip lin ary frame
works. However, the degree to which this aspir a tion is stymied by discip lin ary 
territ ori al ity as well as the loca tion of most academic programmes within either 
medical or public health schools also makes this prag mat ic ally nonsensical 
(Matheson et al., 2014). Kleinman (2010, 1519) draws further atten tion to the 
ways in which discip lin ary territ ori al ity plays out: ‘Social scient ists have at times 
used theor ies simply to attack medi cine, not to improve medical prac tice. That is 
a failure of social science every bit as damaging as the profes sion of medi cine’s 
failure to seri ously engage with social theor ies.’ He contin ues by implor ing that 
‘the time has long since come to super sede this unten able situ ation and to make 
social theory another instru ment of improv ing health and reform ing health care’ 
(ibid.). It is this ques tion of the appro pri ate role of discip lin ary perspect ives that 
has allowed some to carve out distinct ive analyt ical voices, while leaving others 
strug gling to gain trac tion.

With this context in mind and, as geograph ers, we continue to be struck by the 
degree to which the social scientific study of global health has been largely domin
ated by two discip lines: medical anthro po logy (Janes and Corbett, 2009; Pfeiffer 
and Nichter, 2008) and inter na tional rela tions (Davies et al., 2014; Elbe, 2010; 
McInnes and Lee, 2012). The emer gent field of ‘crit ical global health studies’ 
(Brown et al., 2012) is thus often far from the harmo ni ous inter dis cip lin ary pursuit 
envis aged by Farmer et al. (2013). In both cases, it is not actu ally that the discip
lines them selves have helped advance the enter prise of global health, but rather 
that the empir ical uptake of global health has provided the found a tion for chal len
ging and advan cing the discip lines them selves (Davies et al., 2014). For medical 
anthro po logy, the field has been both legit im ated and domin ated by the use of 
‘tools from medical anthro po logy to hone a vision of health equity and social 
justice’ (Farmer et al., 2013, 16). For ‘global apostles of health’ (Fassin, 2012, 
114) like Paul Farmer, VinhKim Nguyen and Salmaan Keshavajee, their commit
ments extend beyond academia and North American consult ing rooms to active 
service in the Global South. And, with their dual train ing confer ring upon them 
both a biomed ical author ity and an anthro po lo gical ability to compel lingly narrate 
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the lived exper i ences of indi vidu als, they have made a morally inar gu able case for 
the ‘vital ity of praxis’ (Farmer et al., 2013, 3), even if they have often and prob
lem at ic ally ‘situ ated whole communit ies within a discourse of victim iz a tion’ 
(PanterBrick, 2014, 439). International rela tions, through its concern with global 
health governance and diplomacy as well as the secur it isa tion of public health, 
has been instru mental in drawing atten tion to the recon fig ur a tion of the rela tion
ships between polit ics, policy and disease asso ci ated with the glob al isa tion of 
unhealthy life styles like smoking and the re emer gence of infec tious diseases, 
from HIV/AIDS and bird flu to Ebola (Elbe, 2010). Amid this and despite notable 
work by geograph ers within the field (Brown, 2011; Craddock, 2000, 2012; 
Ingram, 2005, 2009, 2013; Kearns and ReidHenry, 2009; Sparke and Anguelov, 
2012), geography seems to have allowed itself to be sidestepped in a way that may 
well say less about the discip line’s capa city to contrib ute to the inter dis cip lin ary 
making of global health and more about the relat ive paucity of those who self 
identify as health/medical geograph ers (Herrick, 2016a).

Indeed, and perhaps without real ising it, many geograph ers are actively engaged 
in global health research, espe cially in their analyses of the multiple upstream 
factors that affect the distri bu tion and differ en tial exper i ences of health and well 
being. Indeed, many of geography’s well estab lished sub discip lines – economic, 
cultural, polit ical, urban, devel op ment, histor ical, envir on mental – are actively 
engaged in explor ing the kinds of ques tions and prob lems that also preoc cupy 
crit ical schol ars of global health. These include, but are in no way limited to, the 
influ ence of polit ical economy, scientific know ledge, secur ity and vulner ab il ity, 
diplomacy, chan ging paradigms of aid and devel op ment assist ance, socioeco
nomic inequity, sustain ab il ity, embod i ment, social justice, governance, glob al isa
tion, rights and respons ib il it ies, risk, resi li ence, urban isa tion, socio natures and 
the dialect ical rela tion ships between people and places. This is far from an 
exhaust ive list, but gives a sense that in doing geography, many geograph ers are 
actu ally, already and inad vert ently making signi fic ant contri bu tions to the broad 
domain of global health. This collec tion thus aims to speak to two audi ences. 
First, geograph ers who do not neces sar ily work on global health, because we 
believe, follow ing Didier Fassin (2012, 103), that global health is a ‘power ful 
analyser of contem por ary soci et ies’. Second, anthro po lo gists, soci olo gists, polit
ical scient ists and public health experts with an interest in global health, to incite 
reflec tion on what geography can bring to their discus sions. We, however, need to 
be clear that we do not intend this collec tion to be a summary of exist ing geograph
ical contri bu tions to the study of global health, which has been ably done else
where (Brown, 2014; Brown et al., 2012; Brown and Moon, 2012; Herrick, 2014). 
Rather, we see the chapters that comprise this collec tion as opening up and devel
op ing three new lines of inquiry into global health to which geography is crucial. 
The first, which has tended to be ignored amid almost obsess ive attempts to come 
up with the perfect defin i tion of global health, is to explore the multiple imagin
ar ies that inform and make up the global health field. The second is to examine the 
power and polit ics of global health and to remem ber that these must be central 
objects of analysis for ‘crit ical studies of global health’. The third and last of these 
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lines of inquiry is to study how global health solu tions often presage the very 
prob lems they purport to address, often with dire mater ial consequences. In the 
remainder of this intro duc tion, we will briefly attend to each of these lines of 
inquiry before setting out the struc ture and content of the collec tion.

Global health imagin ar ies
The emer gence of global health has been accom pan ied by consid er able efforts to 
define this ‘linguistic novelty’ and to give it a clear and widely accep ted meaning 
(Fassin, 2012, 95). The CUGH has been at the fore front of these efforts. 
Complaining that while ‘global health is fash ion able’ and ‘frequently refer enced’, 
it is ‘rarely defined’ (Koplan et al., 2009, 1993), an inter na tional meeting was 
convened in 2008 to develop a defin i tion that was ‘short, sharp and widely 
accep ted, includ ing by the public’ (Beaglehole and Bonita, 2010, 1). The highly 
cited result from the meeting was the follow ing defin i tion:

Global health is an area for study, research, and prac tice that places a prior ity 
on improv ing health and achiev ing equity in health for all people world wide. 
Global health emphas ises transna tional health issues, determ in ants, and solu
tions; involves many discip lines within and beyond the health sciences and 
promotes inter dis cip lin ary collab or a tion; and is a synthesis of popu la tion 
based preven tion with indi vidual level clin ical care.

(Koplan et al., 2009, 1995)

These attempts at captur ing and affix ing the meaning of global health are highly 
prob lem atic. They fail to realise that the power of global health to mobil ise interest 
and resources lies precisely in the ‘poly semous’ nature of a concept that ‘makes 
intu it ive sense, but eludes a simple defin i tion’ (PanterBrick, 2014, 432). It is also 
some what naïve to believe that a defin i tion like the one drafted at the CUGH 
meeting can ever capture the ‘obscure object of global health’ (Fassin, 2012) or 
somehow order the ‘open source anarchy’ of over lap ping and compet ing agen
cies, research ers, person nel and object ives that make up global health ‘on the 
ground’ (Biehl and Petryna, 2013, 376). Furthermore, while a common defin i tion 
may well help coordin ate exist ing global health insti tu tions and efforts, it can also 
lead to the exclu sion and de legit im isa tion of those who believe in other mean ings 
and who, unlike the CUGH, do not have the power to voice their own views.

However, instead of continu ing the defin i tion debate, here we want to explore 
the multiple and often conflict ing imagin ar ies that inform and make up the field 
of global health. While the notion of imagin ar ies has been used widely in the 
polit ical and social sciences, from Edward Said’s (1977) imagined geograph ies of 
Empire, to Benedict Anderson’s (1983) national imagin a tions and Sheila 
Jasanoff’s (Jasanoff and SungHyun, 2015) soci o tech nical imagin ar ies, it has not 
yet been used in any system atic way to make sense of contem por ary global health 
efforts. By global health imagin ar ies, we under stand here the ‘norm at ively loaded’ 
and ‘often complex visions of the world’ that shape agendas, projects, policies 
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and beha viours in the field (Smith, 2009, 462; cf. also Gregory, 1994; Atkinson, 
Chapter 4, this volume; Kearns, Chapter 1, this volume). These visions bring 
together and exist, through intric ate constel la tions of moral narrat ives, scientific 
theor ies, admin is trat ive prac tices and archi tec tural spaces that both enable and 
constrain thought and action. Travelling along transna tional expert and advocacy 
networks and often informed by formal bodies of know ledge like epidemi ology, 
devel op ment econom ics and public health, these global health imagin ar ies are 
neces sar ily multiple, co constitutive but also often in conflict. Andrew Lakoff 
(2010), for example, iden ti fies two key imagin ar ies at work within contem por ary 
global health efforts: secur ity and human it ari an ism. In the secur it isa tion 
imagin ary, ‘emer ging infec tious diseases’ like bird flu and Ebola are ‘seen to 
threaten wealthy coun tries’ of the Global North (Lakoff, 2010, 59). To defend 
against these threats, multi lat eral health organ isa tions, national secur ity agen cies 
and refer ence labor at or ies have come together to set up global disease surveil
lance systems and prepare for the next emer gency with action plans, crisis centres 
and the stock pil ing of vaccines (Keck, 2010; Weir and Mykhalovskiy, 2010). The 
imagin ary of human it ari an ism centres on suffer ing in poorer coun tries where poor 
public health infra struc tures have left people exposed to diseases like malaria and 
AIDS (Fassin, 2007; Redfield, 2013). Here, we see human it arian organ isa tions, 
over seas devel op ment agen cies, phil an throp ists and local community groups 
collab or ate to alle vi ate this human suffer ing by ‘provid ing access to exist ing 
medical tech no lo gies and spur ring the devel op ment of new medic a tions addressed 
to neglected diseases’ (Lakoff, 2010, 60).

While Lakoff’s work offers a useful start into the explor a tion of the imagin ar ies 
of global health, it is not without its limit a tions. Thus, his iden ti fic a tion of secur ity 
and human it ari an ism as two distinct ways of envi sion ing global health fails to 
acknow ledge the complex ways in which these two imagin ar ies inter sect. An 
excel lent illus tra tion of such inter sec tions is the way in which phar ma ceut ic als – 
them selves an iconic object of global health imagin ar ies – traverse both the secur
it isa tion of health (where drugs like Tamiflu are stock piled by govern ments to 
guard against the next viral outbreak) and medical human it ari an ism (where NGOs 
like Médecins Sans Frontières campaign for access to essen tial medi cines for all) 
(Redfield, 2013; Elbe, 2014). Furthermore, as Lakoff (2010, 59) acknow ledges 
himself, the two imagin ar ies he iden ti fies do ‘by no means exhaust the expans ive 
field of global health’, where many other visions are at work. One of these visions 
is the imagin ar y of glob al isa tion, as Theodore Brown and others have shown (e.g. 
Brown et al., 2006; Reubi, 2016a; Jensen, Chapter 8, this volume). Influenced by 
the theor ies on glob al isa tion that had become so pervas ive by the late twen ti eth 
century, many global health experts believe that the world has become a ‘global 
health village’ (Yach and Bettcher, 2000, 736), with devel op ments in air travel 
leading to ‘the micro bial unific a tion of the world’ (Berlinguer, 1999, 18), and 
trade liber al isa tion allow ing the transna tional food, alcohol and tobacco indus tries 
to export unhealthy Western life styles around the world. For these experts, these 
new global health threats can only be addressed through new global forms of 
know ledge and action, from global epidemi olo gical data like the Global Burden 
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of Disease to global laws like the WHO Framework Convention on Tobacco 
Control (Reubi, 2016a; Reubi and Berridge, 2016). As contri bu tions in this 
volume show, this global imagin ar y with its allure of ‘world li ness [and] post mod
ern ity’ (Fassin, 2012, 101) stands in uneasy tension with older, uglier imper ial 
imagin ar ies of race and postwar imagin ar ies of modern isa tion and devel op ment 
(Brada, Chapter 3, this volume; Kearns, Chapter 1, this volume; Reubi, Chapter 2, 
this volume). At root, however, these imagin ar ies are spun together by the inher
ently geograph ical nature of their consti tu tion and deploy ment. It is this spatial 
axis that under pins this collec tion.

Global health, power and polit ics
The global health enter prise emerges from an assemblage of biomed ical know
ledge, tech no logy, agendas, initi at ives, object ives, data and polit ics. It is consti
tuted in and through a multi layered archi tec ture artic u lated through the 
inter con nec tions among nation states, inter na tional organ isa tions, NGOs, regional 
trade agree ments, local it ies, phil an throp ists, laypeople and experts, and through 
an array of projects, inter ven tions and surveil lance enter prises. Global health is 
thus a dynamic enter prise whose land scape and archi tec ture is constantly shift ing, 
but which hypo thet ic ally coalesces around the will to secure health for all, redress 
funda mental health inequit ies and tackle the mount ing economic burden posed by 
disease and suffer ing (Lakoff, 2010). How, why and where these compul sions 
should best be deployed are ques tions that comprise both some of global health’s 
most press ing concerns as well as provid ing the basis of its most ardent critiques 
(Biehl and Petryna, 2013; Nguyen and Peschard, 2003). These are also the found
a tions of the kinds of polit ical ques tions that the biomed ical framing of global 
health often evis cer ates (Clark, 2014). In a recent edit or ial, Shiffman (2014) thus 
makes a case for crit ical consid er a tion of the work ings of both struc tural (our 
rela tion ships with and to one another) and product ive (the processes whereby 
mean ings are created) power in global health. The former refer ences the body of 
anthro po lo gical writing on struc tural viol ence (Farmer, 2004; Farmer et al., 2006) 
and social suffer ing (Bourgois, 2003), while the latter speaks to a cadre of work 
within Science and Technology Studies (STS) that explores the power ful influ
ence of categor isa tion, naming and count ing in the context of (global) health (see 
MacPhail, 2015). The consid er a tion of power advoc ated by Shiffman (2014) 
consequently draws atten tion to the polit ics involved in the creation of legit im acy, 
the gener a tion of partic u lar forms of valid ated know ledge and, as a result, the 
creation of an evid ence base suit able for policy form a tion.

A major influ ence on the forms of legit im acy, know ledge and policies that 
domin ate the global health field has been the market based ideo logy of neolib er
al ism, as many schol ars have argued (e.g. Thomas and Weber, 2004; Keshavjee, 
2014; Battersby, Chapter 11, this volume; Jackson and Henry, Chapter 10, this 
volume). Specifically, these schol ars point out that struc tural adjust ment 
programmes (SAPs), which grew out of the neolib eral critique of the postwar 
state led model of devel op ment and which have domin ated inter na tional devel op
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ment from the early 1980s onwards, so often negat ively impact ing upon medical 
care and public health across the devel op ing world (Stuckler et al., 2008; Rowden, 
2009). Similarly, the neolib eral leit motiv of rolling back the state and opening up 
health care to market forces has led to the emer gence of new forms of governance 
and actors from private–public part ner ships and corpor ate social respons ib il ity to 
phil an throp ists and NGOs, leading to the concen tra tion of power in private hands 
and reduced levels of demo cratic account ab il ity (Rushton and Williams, 2011; 
McGoey, 2015; Herrick, 2016b). For many authors, there has been a hope that 
inter na tional human rights and, specific ally, the right to health can offer us a 
bulwark against neolib er al ism and its detri mental impact on human vital ity (e.g. 
Forman, 2008; Schrecker et al., 2010; cf. also Mold and Reubi, 2013). However, 
there are dangers in working with too simple a dicho tomy between a bad neolib
er al ism and good human rights. Indeed, as a growing number of authors show, 
human rights and the judi cial isa tion of global health is not without its prob lems, 
from the failure of human rights to recog nise transna tional corpor a tions like phar
ma ceut ical compan ies as oblig a tion holders, to the way in which the right to 
health is mostly used by middle class patients, thus widen ing inequal it ies (Petryna, 
2009; Biehl et al., 2009; Reubi, 2011). Furthermore, as other authors have shown, 
there is more to neolib er al ism than SAPs and more to the econom isa tion of life 
than neolib er al ism; with taxes on cigar ettes, alcohol and sugar being an example 
of how economic strategies can help improve health (Collier, 2011; Ferguson, 
2015; Reubi, 2013, 2016b).

When explor ing the polit ics of global health, one cannot fail to mention the 
post colo nial tensions and power imbal ances between North and South that inform 
the field. As Meyers and Hunt (2014) note, most global health initi at ives concern 
them selves with partic u lar regions of the global South (Anderson, 2014b; cf. also 
Brada, Chapter 3, this volume). Yet there are many spaces of exem plary health care 
facil it ies across the Global South, just as there are many spaces of abject neglect 
in the Global North (Meyers and Hunt, 2014; cf. also Jackson and Henry, 
Chapter 10, this volume). Furthermore, despite a pervas ive rhet oric of ‘collab or a
tion’, global health as a field and form of know ledge is produced through the stra
tegic cultiv a tion and uptake of certain types of ‘valu able inequal it ies’ (Crane, 
2013, 167). In this reading, certain geograph ies – real and imagined – become 
‘fodder for profound insti tu tional and intel lec tual oppor tun ity’ (ibid). In partic u lar, 
Crane shows how burgeon ing global health part ner ships are made possible only 
because ‘the very poverty and inequal ity [North American research ers] aspire to 
remedy is also what makes their global health programs both possible and popular’ 
(2013, 168). Global health is there fore, in Crane’s view, some thing that is made in 
and through new forms of scientific know ledge extrac ted from stra tegic sites of the 
Global South (often drawing upon the labour of south ern health sector employ ees). 
This then flows back to the publish ing houses, univer sit ies and funders of the 
North, whereupon the new know ledge becomes the basis for the further move ment 
of people and resources south. These new, post colo nial forms of ‘extrac tion’ are 
obvi ously and inher ently polit ical in their reli ance on the main ten ance of profound 
socio spatial differ ences (Horton, 2013, 2014a).
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As Rushton (2015, 313) contends, one crucial omis sion when examin ing power 
rela tions in global health is the ‘polit ical nature of our analyses and . . . our own 
schol arly activ ity’, espe cially given that ‘our discip lines them selves are often just 
as elitist, hier arch ical and non trans par ent as the global health insti tu tions we 
wish to criti cise’. This reflex iv ity is a partic u larly silent realm of global health 
governance, but one that is all too obvious in proclam a tions by medical anthro po
lo gists that ethno graphy is solely and ‘uniquely suited’ to the study of global 
health (Pigg, 2013; Storeng and Mishra, 2014) and, as such, a favoured method to 
rein vig or ate polit ical debate. While much anthro po lo gical work usually involves 
deep reflec tion on the power dynam ics at play in shaping the real it ies under study, 
these voices have little power and cred ib il ity in a field clearly domin ated by 
biomedi cine and public health. Indeed, the latter claim most of the funding and 
insti tu tional support avail able, and their methods and concepts domin ate the way 
in which prob lems are framed and addressed. Thus, as histor ian AnneEmmanuel 
Birn (2005, 515–517) has noted, key global health actors like the Gates Foundation 
tend to priv ilege narrow ‘medical/tech nical meas ures’ such as vaccines and phar
ma ceut ic als over ‘social’ solu tions that address the inequal it ies under pin ning ill 
health. Similarly, as Vincanne Adams (2013b, 2016) and others (e.g. Storeng and 
Behague, 2013) point out, global health’s infatu ation with the burden of disease 
and cost effect ive ness metrics has meant that other, non quant it at ive forms of 
research and advocacy like ethno graphy and social justice have little purchase. 
Many polit ical and social scient ists have reacted against the biomed ical and public 
health domin a tion of the field. Paul Farmer (Farmer et al., 2006; cf. also Gandy, 
2005), for example, has argued that global health must be a ‘bioso cial’ enter prise 
in which medical prob lems are always and at the same time under stood as prob
lems with social origins that emanate from multiple scales, and which, there fore, 
demand social and polit ical explan a tions and solu tions across discip lines. Such an 
approach demands a nuanced, contex tu al ised and situ ated series of analyt ical 
tools that are attuned to context, community and culture. It also ensures that 
narrat ives of blame are rendered visible, inequal it ies are not unin ten tion ally rein
forced through the activ it ies of public health and, finally, that power struc tures are 
examined and laid bare (Adams, 2013b). Such an approach echoes crit ical ethno
graphic inter ven tions which seek to provide an altern at ive evid ence base to that 
gener ated by a metri cised world view (Adams, 2013b), by ensur ing that the lives 
and voices of the people who are the subjects of these biomed ical and epidemi olo
gical inter ven tions are heard (Biehl and Petryna, 2014). This approach sits at a 
stra tegic nexus where geography so plainly matters and where global health, 
power and polit ics converge.

When solu tions make prob lems
If the global health enter prise aims to improve the health of those in the Global 
South, then it does so through a fascin a tion with metrics, surveil lance, surveys 
and trials that often unfold in universes distinct from those of national and local 
public health systems (MacPhail, 2015). For this reason, it should come as little 
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surprise that when global health emer gen cies such as Ebola strike, they become so 
largely because of the infra struc tural inad equa cies of the health care system (Kieny 
and Dovlo, 2015). They also become so because of the dispro por tion ate seques
ter ing of resources for HIV/AIDS which has created a two tier health system in 
many coun tries (De Cock and ElSadr, 2015). Indeed, as Storeng (2014) argues, 
one of the factors that limits global health’s ability to fulfil its own aims is its 
antag on istic rela tion ship with health systems strength en ing, an issue and weak
ness that the magnitude of Ebola has laid bare. One poten tial reason for this is 
global health’s tend ency to use its fixa tion with tech no cratic solu tions to guide the 
ways in which prob lems are framed, commu nic ated and under stood, rather than 
vice versa. In partic u lar, criti cism of the univer sal applic ab il ity of the ‘Gates 
approach’ (McGoey, 2012; Sridhar and Batniji, 2008) is mount ing, espe cially as 
a profound gap is emer ging between the funding prior it ies of ‘phil an thro cap it
al ism’ and the revised concerns of the Sustainable Development Goals (SDGs) 
(Yamey et al., 2014). The ‘vertical technicalfix approach’ (Biehl and Petryna, 
2013, 108) was well suited to the relat ively simple targets and metrics of the 
Millennium Development Goals that focused on child mortal ity, mater nal health, 
HIV/AIDS, malaria and TB (Kharas and Zhang, 2014). However, this ‘global 
report card’ approach is far less suited to the more complex inter sec tions of the 
‘triple bottom line’ of envir on ment, economy and society that make the initial 
concep tual start ing point for the SDGs (Sachs, 2012). It is also funda ment ally 
inad equate in the face of the global non commu nic able disease (NCD) burden, 
which now far outstrips that of the infec tious diseases that still account for an 
estim ated 97 per cent of global health funding (Marrero et al., 2012; Nugent and 
Feigl, 2010).

The hunt for solu tions to the ‘grand chal lenges’ of global health is of course 
laud able and the avalanche of funding from private phil an thropic donors such as 
Gates, Bloomberg and Rockefeller has not only completely changed the face of 
global health science but also and argu ably the contrac tual role of the state within 
this science (McGoey, 2014). However, and as Richard Horton contends, because 
‘the appro pri ation of human health by medical scient ists and the health profes sions 
has created a medi cine that claims its author ity through the ideo logy of techno 
evan gel ism’ (Horton, 2014b, 218), the prob lems that this evan gel ism purports to 
solve have been recon figured in ways that seem to sit uncom fort ably with the 
holistic discourse promul gated by the SDGs (Sachs, 2012). This is an argu ment 
that has been elab or ated in depth by Vincanne Adams (2013a, 2013b) in her 
concern that the type of evid ence favoured by this form of science has had the 
effect of trans form ing people into numbers, entries on a data base or points on a 
graph. And, while tech no lo gical efforts to find simple, low cost solu tions to major 
barri ers to health continue apace, the need for these innov a tions to demon strate 
evid ence of effic acy and cost effect ive ness can have the unin ten ded consequence 
of prob lem at ising those deemed in need of tech no lo gical inter ven tion: as victims, 
inef fi cient, uneducated or under developed. In turn, when global health is framed 
as a series of tech nical prob lems, these then offer up new market niches for bio 
scientific ingenu ity and public–private product devel op ment (Crane, 2013, 180). 
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What is clear is that ‘magic bullet approaches are increas ingly the norm in global 
health; that is, the deliv ery of health tech no lo gies (usually new drugs or devices) 
that target one specific disease regard less of myriad soci etal, polit ical or economic 
factors that influ ence health’ (Biehl and Petryna, 2013, 108). In reality and as the 
recent exper i ence of Ebola has shown, it is these distal social, economic and polit
ical factors that help magnify suffer ing (after all, where health care systems func
tioned, Ebola was quickly contained). Yet these ‘social determ in ants of health’ 
that are so crucial to driving and address ing the NCD burden (Alleyne et al., 2013) 
remain largely absent in the frame works and research prior it ies of global heath, 
even as their language permeates the emer gent SDG agenda. For the two to align, 
global health will have to undergo a profound ‘paradigm shift’ (Buse and Hawkes, 
2015).

This ‘paradigm shift’ means asking diffi cult and polit ic ally unpal at able ques
tions. As the stand alone SDG health goal is pinned to 13 targets, this will signi
fic antly expand the terrain of action beyond the far more constrained hori zons of 
the MDGs. Working towards the SDGs will consequently require a new ‘global 
health archi tec ture’ that is inter sectoral and cross minis terial, that builds local 
capa city in sustain able ways and that prior it ises preven tion over treat ment 
(Herrick, 2014; cf. also Battersby, Chapter 11, this volume). It will also neces
sit ate engage ment with the NCD risk factors of tobacco, alcohol and poor diet 
(Buse and Hawkes, 2015; Stuckler and Basu, 2013), which are amen able only to 
polit ical economic and regu lat ory action, as opposed to the indi vidual, tech no
cratic ‘fixes’ so often favoured by global health science. These are polit ical just as 
much as they are biomed ical or public health issues, espe cially as prevent ing 
further rises in the NCD burden will neces sit ate tack ling ‘corpor ate vectors of 
disease’ (Moodie et al., 2013). It is here that we wish to return to Fassin and his 
asser tion that, rather than a polit ics of health, what we need is a ‘polit ics of life’. 
When the neces sary ‘paradigm shift’ is cast in this way, ‘global health is less 
about new prob lems (or solu tions) than about new prob lem at isa tions . . . that is, 
new ways of describ ing and inter pret ing the world – and there fore of trans form ing 
it’ (Fassin, 2012, 113). This invokes Osborne’s (1997, 174) sugges tion that prob
lem at isa tions are ‘not modes of construct ing prob lems, but active ways of posit ing 
them and exper i en cing them’. And, as we know, global health has argu ably ‘more 
often been defined and illus trated than prob lem at ized’ (Fassin, 2012, 96); what 
we now need is a commit ment to ‘making intel li gible what often remains obscured, 
refor mu lat ing prob lems to allow altern at ive solu tions, resist ing indi vidu al istic 
and tech nical models to high light the social mech an isms and polit ical issues of 
global health’ (Fassin, 2012, 115). In doing so, it may then be possible to counter 
the biomed ical tend ency to ‘project cold ness and abstrac tion, face less publics 
[and] anonym ous popu la tions’ to develop a concept of health that ‘emphas ises the 
connec ted ness of each of us to each other, one that under stands how our future 
depends upon extraordin ary cooper a tion between us’ (Horton, 2014b, 218). This 
marks a social scientific search for anti dotes to those global health prob lem at isa
tions that work to ‘dimin ish complex ity’ to produce ‘a field of delim it a tion’ 
(Osborne, 1997, 175) over which science, tech no logy and policy can ration ally 
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act. Here, then, crit ical studies of global health must push to rean im ate the kinds 
of complex it ies that will so evid ently need to be worked with if the SDGs have a 
hope of succeed ing. This is the task of a truly inter dis cip lin ary global health, 
within which geograph ers clearly have the concep tual tools to stake a signi fic ant 
claim.

Themes and contri bu tions
This book is the result of giving geograph ers the chal lenge of rethink ing their 
research and praxis in ways that speak to contem por ary and histor ical global 
health debates, agendas, polit ics and prac tices. More than this, though, by bring ing 
together geograph ers actively engaged in issues that have been iden ti fied as some 
of global health’s new ‘exist en tial chal lenges’ (Garrett, 2013), this collec tion goes 
beyond what already exists in global health schol ar ship to enlarge the field beyond 
medical anthro po logy and inter na tional rela tions’ self imposed social scientific 
bound ar ies. This is import ant, if only to ensure that global health does not become 
overly self refer en tial in its search for an inter dis cip lin ary coher ence. This collec
tion thus has expan sion ist aspir a tions in the sense of opening up our hori zons to 
what may also be global health. Using the themes already explored here, the 
chapters sit alone and come together with metonym ical signi fic ance to enable and 
implore us to enlarge the current canon of global health research and writing to 
consider the sali ence of geograph ical perspect ives and agendas. To return then to 
the opening words of this chapter, this collec tion hopes to shift global health from 
being some thing that is both ‘every where and nowhere’ to instead being ‘some
where’. In locat ing global health – socially, polit ic ally, econom ic ally, prag mat ic
ally – this collec tion aims to forge new conver sa tions, new lines of inquiry and, in 
so doing, cement global health as a crucial domain of geograph ical inquiry.

Part I Global health Imaginaries

In ‘HIV, AIDS and the global imagin ary’, Gerry Kearns explores the sexual and 
racial imagin ar ies that informed the way in which epidemi olo gists first concep tu
al ised and organ ised data about the global AIDS epidemic. Analysing early 
epidemi olo gical writ ings on the AIDS epidemic, he shows how AIDS in black 
African popu la tions was construed as endemic and hetero sexual, in contrast to 
AIDS in North America and Europe which was viewed as a white homo sexual 
epidemic. Kearns further shows how this distinc tion was informed by colo nial 
imagin ar ies of racial contin ents and chimed with contem por ary racist read ings of 
AIDS as African and Africa as a diseased contin ent and a devel op ment basket 
case. He also exam ines how this early racial ised global imagin ary was chal lenged 
by African elites and intel lec tu als like Thabo Mbeki, who artic u lated an altern
at ive post colo nial imagin ary of AIDS as a disease of poverty that can be tackled 
through African tradi tional medi cine, with all the human costs that we know. 
David Reubi, in ‘Temporal and spatial imagin ar ies of global health: tobacco, non 
commu nic able diseases and modern ity’ very much builds on Kearns’ contri bu tion. 
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Examining the work of epidemi olo gists on the global smoking epidemic, he 
argues that epidemi olo gical models of the epidemic are informed by postwar 
modern isa tion theor ies and imagine the world as separ ate geograph ical regions 
char ac ter ised by differ ent smoking rates, cancer incid ence and devel op ment 
levels, and organ ised along an unilin ear axis of progress. As Reubi further points 
out, these spati al it ies and tempor al it ies of differ ence stand in stark contrast to the 
spatio temporal logics of same ness that often domin ate the global health field. 
Indeed, influ enced by theor ies of glob al isa tion and ideas of time–space compres
sion, many global health experts tend to see the world as a global village where 
disease patterns and biomed ical solu tions are the same for every one.

In her contri bu tion entitled ‘Exemplary or excep tional? The produc tion and 
dismant ling of global health in Botswana’, Betsey Brada comes back to and 
further unpacks the spatio temporal imagin ar ies of devel op ment and modern isa
tion discussed by Reubi. Her ethno graphic study of a large public hospital in 
Botswana explores the conflict ing under stand ings of global health among African 
and visit ing American clini cians and medical students. She shows the growing 
popular ity of place ments in clinics in low and middle income coun tries among 
American medical students, and the finan cial import ance of being able to offer 
these place ments for American medical schools and their African part ners. She 
also shows the often ambi val ent ways in which American students and their clin
ical super visors view Botswana and the hospital: from a quint es sen tial locus of 
global health and African health care with diseases of the past and decay ing infra
struc tures, to a place that was almost too soph ist ic ated and wealthy to offer a truly 
global health African exper i ence. With Sarah Atkinson’s chapter, ‘Mixing and 
fixing: managing and imagin ing the body in a global world’, we move from 
American doctors’ imagin a tions of Africa and global health to imagin ar ies of the 
global trade in human organ and other body parts in liter ary fiction and cinema. In 
partic u lar, Atkinson explores the differ ent notions of scarcity found in creat ive 
writ ings and films, from stories of illegal immig ra tion and coerced harvest ing of 
body parts, to tales of dona tions whereby donors continue to live through the 
recip i ents of their gifts. She also exam ines the various concepts of inter corpor
al ity found in novels and cine ma to graphic work, paying partic u lar atten tion to the 
ways in which medical tourism and global forms of organ trans plant may be read 
as an incor por a tion and suppres sion of the racial ised other.

Part II Global health, power and polit ics

Susan Craddock’s contri bu tion – ‘Making ties through making drugs: part ner
ships for tuber cu losis drug and vaccine devel op ment’ – offers an original take on 
the above mentioned critique that current global health inter ven tions are overly 
biomed ical or tech nical to the detrmin ant of the social, economic and polit ical. 
Drawing on quali tiave research on a number of inter na tional public–private part
ner ships aiming to develop new vaccines and drugs against tuber cu losis, she 
argues that even biomed ical or tech nical initi at ives like these part ner ships have 
social and economic bene fits. Specifically, Craddock shows how these partnerships 
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and their drug and vaccine devel op ment projects create complex ‘social 
econom ies’ in the low and middle income settings in which they work, build ing 
clin ical and labor at ory infra struc tures, provid ing train ing and employ ment for 
local drivers, clean ers, invest ig at ors, recruit ers and tech ni cians as well as offer ing 
health educa tion and engage ment programmes to the wider community. As with 
Craddock’s contri bu tion, Jamie Lorimer’s chapter, ‘Living well with para sitic 
worms: a more thanhuman geography of global health’, seeks to trouble and 
complic ate the accep ted geograph ical imagin ar ies that prevail in the global health 
field. Indeed, drawing upon insights from the animal studies liter at ure, Lorimer 
explores the paradox of making concur rent attempts to patho lo gise both the pres
ence and absence of the hook worm, a para sitic worm that inhab its the intest ines 
of human beings and some verteb rate animals. As he reminds us, campaigns to 
erad ic ate hook worms in poor coun tries of the Global South have, of course, a long 
history, from imper ial programmes to tackle what colo nial admin is trat ors 
described as the germ of lazi ness, to the Rockefeller Foundation’s efforts to 
modern ise the American deep south. More recently, however, there has been a 
move ment in the other direc tion, with attempts by small groups of scient ists and 
citizens in the Global North to re worm the world. As Lorimer shows, these indi
vidu als see the absence of worms in the human biome as the reason for the late 
twen ti eth century epidemic in NCDs and autoim mune diseases.

Like Lorimer, Uli Beisel’s contri bu tion ‘Resistant bodies, malaria and the 
ques tion of immunity’ seeks to chal lenge the imagin ar ies of erad ic a tion that shape 
global health experts’ under stand ings of the rela tion ship between humans and 
(para sitic) animals. Focusing on contem por ary global health efforts to erad ic ate 
malaria, Beisel argues that meta phors of entan gle ments may be better suited than 
meta phors of war and separ a tion when trying to make sense of our rela tion ship 
with mosqui toes. Drawing upon the science and tech no logy studies liter at ure on 
human–animal rela tion ships and upon new under stand ings of immun o logy as 
flex ible, complex and non linear inter ac tions, she explores failed efforts to 
produce a malaria vaccine, growing resist ance to artemisinin among Cambodian 
mosqui toes and African stories of acquired immunity to malaria to argue that the 
rela tion ship between human beings and mosqui toes is best conceived of as a 
multi species entan gle ment driven by symmet rical strategies of survival.

With Nele Jensen’s chapter ‘A gene a logy of evid ence at the WHO’, we leave 
imagin ar ies of erad ic a tion and animal–human binar ies and return to epidemi
ology and the polit ics of numbers in global health. Jensen explores the history of 
Chris Murray’s Global Burden of Disease (GBD) project at the WHO at the turn 
of the century. In Murray’s own version of this history, the GBD is an attempt to 
ration al ise global health governance and a natural evol u tion of the mottoes and 
prac tices of evid ence based medi cine into the realm of health policy. Jensen 
disrupts this natur al istic account by outlining the messy polit ical, concep tual and 
mater ial devel op ments – from docu ments and Gro Harlem Brundtland reform of 
the WHO to the elim in a tion of rival forms of evid ence making – that made the 
GBD project possible at all. She also argues that, rather than the GBD ration al
ising a pre exist ing field of global health, it is the global metrics calcu lated by 



xxii  Introduction

Murray and his team that have made the realm of global health visible, think able 
and amen able to inter ven tion.

Part III When solu tions make prob lems

In ‘More than one world, more than one health: re config ur ing inter species 
health’, Stephen Hinchliffe brings us back to both the human–animal and the 
medical–social binar ies already addressed in earlier contri bu tions to this volume, 
albeit from a differ ent angle. The focus of his chapter is the One World, One 
Health move ment – an attempt at over com ing discip lin ary and insti tu tional 
barri ers between public health, animal health and agri cul ture in an effort to 
address more effi ciently re emer ging infec tious diseases. Hinchliffe argues that, 
because this move ment is prin cip ally concerned with patho gens and their trans
mis sion, it fails to take into account the socioeco nomic dimen sions of infec tions 
and, there fore, offers only partial protec tion against them. He demon strates this 
through a series of ethno graphic vign ettes about animal live stock and zoonotic 
influ enza in the British food industry, showing how a One World, One Health 
approach cannot account for drivers of infec tions like precari ous working condi
tions and genet ic ally engin eered disease free animals with low immunity. Like 
Hinchliffe, the aim of Paul Jackson and Caitlin Henry’s chapter – ‘The needs of 
the “other” global health: the case of Remote Area Medical’ – is to prob lem at ise 
specific aspects of the domin ant global health imagin ar ies. Drawing upon their 
work with Remote Area Medical (RAM), a North American based charity 
provid ing medical assist ance, they start by ques tion ing the assump tion that global 
health is neces sar ily in the Global South. Indeed, while RAM began by provid ing 
medical relief in the Caribbean, East Africa and South Asia, it now carries out the 
major ity of its work in poor North American rural settings, thereby shift ing the 
meaning of the ‘remote’ in RAM from phys ical distance to socioeco nomic 
dispar ity. Pointing to the crit ical role played by volun teers in the work of RAM, 
Jackson and Henry also critique the exag ger ated emphasis placed on entre pren
eur ship and medical tech niques in contem por ary global health.

In ‘Eat your greens, buy some chips: contest ing artic u la tions of food and food 
secur ity in chil dren’s lives’, Jane Battersby offers a thor ough critique of both 
global and South African nutri tion policies today. She begins by outlining the 
prob lems inher ent to these policies, from the failure to recog nise that food secur ity 
is not just malnu tri tion but also bad nutri tion leading to obesity, to the dangers of 
allow ing the private sector like the food industry and super mar kets to influ ence 
health policies to their advant age. Drawing upon ethno graphic data with school
chil dren in Cape Town, Battersby further more shows the diffi culties of ensur ing 
they have access to good nutri tion, from them missing break fast because of their 
long journey to school, to the unhealthy food options sold by shops and street 
vendors around the school. Like Battersby’s contri bu tion, the final chapter in this 
edited collec tion, Clare Herrick’s ‘Structural viol ence, capab il it ies and the exper
i en tial polit ics of alcohol regu la tion’ is also located in South Africa and is set 
against the context of global health’s limited engage ment with NCDs and their 
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risk factors. Exploring the example of alcohol consump tion in Cape Town’s poor 
communit ies, the chapter uses the frame work of struc tural viol ence and Sen’s 
capab il it ies approach to trace the ways in which alcohol consump tion and its 
effects have so often been cast in the language of devi ance which, in turn, obscures 
the ways in which upstream factors contrib ute to the genesis of harms. Here, the 
‘problem’ of drink ers and their envir on ments becomes central to alcohol’s policy 
framing, guiding policy prescrip tions that too often act as another form of struc
tural viol ence, under min ing indi vidual capab il it ies and engen der ing the life condi
tions that perpetu ate drink ing as a form of coping. This is just one example of the 
type of ‘patho genic social spiral’ (Nguyen and Peschard, 2003, 464) to which 
geograph ers and a geography of global health must be crit ic ally and reflex ively 
attuned.
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HIV, AIDS and the global imagin ary
The syndrome that later received the name AIDS was first announced by a 
commu nic a tion published in the USA by the Centres for Disease Control (CDC): 
‘In the period October 1980–May 1981, 5 young men, all active homo sexu als, 
were treated for biopsy confirmed Pneumocystis carinii pneu mo nia [PCP]’ 
(CDC, 1981). Looking prin cip ally at the epidemi olo gical discus sion of AIDS 
within the USA, I have noted the persist ent homo sexu al isa tion of the condi tion 
and examined the spatial meta phors through which this preju dice was sustained 
(Kearns, 2016). In this chapter, I want instead to examine how AIDS has been 
concep tu al ised as an issue of global health. I will describe the geograph ical 
imagin ary of the first attempts to concep tu al ise AIDS as an issue of global health. 
I will outline some of the consequences of this global imagin ary for AIDS 
policies, both in the USA and in South Africa.

When David Stoddart (1986, 154) wrote about geography as a form of scientific 
predic tion based on obser va tions of spatial prox im ity, he claimed to be describ ing 
the geograph ical method of explor a tion. Yet explor a tion was not really like 
extend ing a jigsaw puzzle, piece by adja cent piece, but, rather, some concept of 
the overall picture, a global imagin ary, helped explorers inter pret the new data 
that they produced. I use the term ‘imagin ary’ in the sense inten ded by JeanPaul 
Sartre when he wrote of imagin ary objects that mani fest in the ‘synthetic acts of 
conscious ness [where] there appear at times certain struc tures that we call imaging 
conscious ness’ (Sartre, 2004[1940], 7). The imagin ary object helps us make sense 
of our percep tions and in this work of imagin a tion there is a norm at ive invest
ment. Webber remarks that, for Sartre, ‘the patterns of sali ence and signi fic ance 
in our surround ings that motiv ate our actions result partly from the ways we 
imagine the world could be’ (Webber, 2004, xxvi). Louis Althusser made a similar 
point when he sugges ted that ‘Ideology repres ents the imagin ary rela tion ship of 
indi vidu als to their real condi tions of exist ence’ (Althusser, 1971[1970], 162). A 
global imagin ary, then, may be an under stand ing of how the world is and works, 
and it can organ ise our apper cep tion of new data about the world.

In a thrill ing survey of what they call ‘the myth of contin ents’, Lewis and 
Wigen (1997) explic ate the Eurocentrism of the contin ental. The global imagin ary 

1 HIV, AIDS and the global 
imagin ary

Gerry Kearns



4  G. Kearns

of contin ents set up various oppos i tions between Europe and a series of others. 
Time and again, the discourse of contin ents legit im ated European colo ni al ism by 
present ing Africa as prim it ive (Mudimbé, 1988), Asia as ener vated (Said, 1978) 
and America as degen er ate (Pagden, 1982). Continental think ing is over determ
ined both by envir on ment al ism and by racism: other places were under stood as 
somehow less suit able than Europe as an ecumene for progress ive civil isa tion 
(Glacken, 1967) and peoples indi gen ous to places outside Europe were thought to 
be incap able of sustained progress, even if they may once have been (Carew, 
1988a, 1988b). This contin ental imagin ary and its asso ci ated racism were central 
to the early epidemi olo gical concepts of the global impact of AIDS.

Mapping global AIDS
Very soon after the first cases among, and early deaths from oppor tun istic infec
tions of, young gay men, phys i cians in the USA repor ted cases among people 
other than gay men. Within one month of its first report on PCP among young gay 
men, the CDC announced cases among hetero sexual inject ing drug users (Shilts, 
1987, 83) and, in January 1982, when it published a summary of the new epidemic 
detail ing 158 cases either of PCP or of another oppor tun istic infec tion, Kaposi’s 
Sarcoma (KS), the CDC iden ti fied 12 cases among men thought to be exclus ively 
hetero sexual (CDC, 1982a, 251). The epidemic in the USA was known to be 
diverse almost from its incep tion, and yet the earli est attempts to make sense of 
the epidemic at a global scale projec ted the space of the USA as sustain ing a 
homo sexual epidemic (Kearns, 2016). This was not simply a broad gener al isa
tion, since separ ate epidem ics were hypo thes ised and were assigned to distinct 
global spaces.

In one of a clutch of articles in which they announced their geograph ical model 
of AIDS, research ers from the Special Program on AIDS of the World Health 
Organisation (WHO), together with colleagues from Belgium, Canada, Tanzania, 
and from the World Bank, announced that:

The avail able data on repor ted AIDS cases and HIV1 sero preval ence 
provide a reas on able descrip tion of the current global patterns of infec tion 
and severe or fatal disease due to HIV1 infec tion. Three distinct epidemi
olo gic patterns of infec tion and disease can be distin guished.

(Piot et al., 1988, 574)

Epidemiological reas on ing is often spatial, infer ring process from patterns of 
preval ence, tracks of trans mis sion or clus ter ing of cases. The WHO epidemi olo
gists iden ti fied three groups of coun tries based, they argued, on the pattern of 
AIDS (Piot et al., 1988, 577; see Figure 1.1). Pattern I coun tries had an epidemic 
where ‘[h]omosexual/bisexual men and intra ven ous drug abusers [were] the 
major affected groups’ (Piot et al., 1988, 576). Since the ‘mid1970s or early 
1980s’ AIDS had been estab lished in the Pattern I coun tries of ‘Western Europe, 
North America, some areas in South America, Australia, [and] New Zealand’ 
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(Piot et al., 1988, 576). The Pattern 2 coun tries of ‘Africa, Caribbean, [and] some 
areas in South America’ had, from the ‘[e]arly to late 1970s’, an epidemic that 
was ‘[p]redom in antly hetero sexual’ (Piot et al., 1988, 576). In the rest of the 
world (‘Asia, the Pacific Region (minus Australia and New Zealand), the Middle 
East, Eastern Europe, and some rural areas of South America’), the epidemic had 
started a little later, the ‘[e]arly to mid1980s’, and there was a ‘[v]ery low preval
ance of HIV’ (Piot et al., 1988, 576). There are a number of prob lems with this 
iden ti fic a tion of distinct epidem ics in differ ent places, and in partic u lar with the 
contin ental basis of the clas si fic a tion of epidem ics.

In the first place, the data were so patchy that gener al ising to the level of indi
vidual contin ents was a heroic under tak ing. The epidemi olo gists at the WHO 
knew that their data were incom plete, partic u larly, they believed, in the case of the 
coun tries of Africa:

Reporting of AIDS cases from Africa has in general been delayed and incom
plete. The reasons for this include the limited access of large segments of the 
popu la tion to health care facil it ies where the diagnosis of AIDS can be estab
lished, the low effi ciency of surveil lance systems, the general lack of facil
it ies for the diagnosis of AIDS, and the reluct ance of some govern ments to 
offi cially acknow ledge the exist ence of AIDS until 1987.

(Piot et al., 1988, 573–574)

A great deal of effort was expen ded in cajol ing coun tries into admit ting the pres
ence of AIDS within their borders. Once a single AIDS case had been conceded, 

Figure 1.1 Patterns of HIV1 infec tion in the world.
Source: Piot et al. (1988).
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the WHO could follow up by asking for, and recom mend ing the form of, a 
national AIDS preven tion and treat ment strategy. As of early December 1987, the 
WHO had received noti fic a tion of AIDS in 129 of the 161 coun tries submit ting 
mortal ity reports. Thus, if similar coun tries were grouped together, the docu
mented exper i ence of some might serve as proxy for the profile of vulner ab il ity 
unac know ledged in others. In this first decade of the epidemic, global health data 
served advocacy rather than plan ning (Ghys et al., 2006). Projecting a global 
pandemic engaged the atten tion of multi lat eral agen cies, justi fy ing expendit ure 
and inter ven tion by the WHO, and later the World Bank and other agen cies of the 
United Nations (UN).

Interpolation and excep tions
To project a global epidemic, it would help if the map had no gaps. The maps 
produced by the epidemi olo gists were based, although with signi fic ant excep
tions, on coun tries grouped into contin ents. Thus, Asia was typi fied as having the 
Type III epidemic with low preval ence and an epidemic start ing in the mid1980s. 
Yet, in 1988, there had been no cases at all repor ted from Afghanistan, Bangladesh, 
Bhutan, Brunei, Dar esSalaam, Burma, Kampuchea, North Korea, Laos, 
Maldives, Mongolia or Vietnam, and only three each from China, Indonesia and 
Sri Lanka (Panos, 1989a). The map in the Science article of 1988 is less confid ent 
than the text, indic at ing only that for Asia, North Africa and Eastern Europe there 
was ‘Pattern 3 or unknown’ (Piot et al., 1988, 577), but in another article of the 
same year, the same region is given as ‘Pattern III’ without qual i fic a tion (Chin 
and Mann, 1988, s250). All of Western Europe was shown as having a Pattern 1 
epidemic, with predom in antly homosexual trans mis sion and an epidemic start ing 
in the period from the mid1970s to the early 1980s. Cumulative data repor ted for 
September 1989 showed that in several of the coun tries of Western Europe more 
than two thirds of the AIDS cases repor ted had indeed been for people identi
fy ing as homo sexual (ranging from 81 per cent in the United Kingdom down to 
67 per cent in Denmark, with the Netherlands, Finland, Iceland, Sweden, Norway, 
West Germany and Belgium falling in descend ing order between the two). 
However, in Austria, Portugal, Ireland, Malta, Spain and Italy, this group was not 
the major ity of the epidemic, making up only 16 per cent of the epidemic in Italy 
and 18 per cent in Spain (Panos, 1989b). Identifying the epidemic as primar ily 
about sexu al ity (homo sexual in Pattern I coun tries, hetero sexual in Pattern II) hid 
the vulner ab il ity of inject ing drug users (by September 1989, 66 per cent of cumu
lat ive AIDS cases in Italy, and 62 per cent in Spain; Panos, 1989b).

In an article of 1990, Chin gave HIV infec tion rates by gender for each 
contin ent. It can only have been inter pol a tion that produced for Europe and 
Australasia precisely the same estim ated rates; one in 200 for males and one in 
1400 for females (Chin, 1990, s280). It might appear at first blush that this is no 
more than the devel op mental logic that Reubi (2015) finds in the global epidemi
olo gical under stand ing of tobacco addic tion. However, I will suggest that this 
inter pol a tion was based on racial ised common sense about contin ents. A global 
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imagin ary of racial contin ents gave the general pattern; and the racial basis of this 
reas on ing is further indic ated by the distri bu tion of excep tions. The Americas, 
north, south and central, were shown as Pattern I, apart from a part of the Caribbean 
that included Haiti (Piot et al., 1988, 577). Paul Farmer (1992) has remarked upon 
Haiti’s status as the first black repub lic in the western hemi sphere (1804) and as 
thereby raising the ire of contem por ary white slave owning soci et ies, most 
notably the USA. Its status as a sort of speck of Africa in the back yard of the USA 
is a measure of the persist ent stigma attach ing to this small country (Potter, 2009). 
In 1988, there were several coun tries in the Caribbean which had yet to report 
even as many as ten cases of AIDS and the only coun tries report ing substan tial 
numbers of cases were Haiti and Puerto Rico; coin cid ent ally the places with 
perhaps the most intense inter ac tion with the USA (Panos, 1989a). At this time, 
the 5715 AIDS cases in the Caribbean (Panos, 1989a) were swamped by those  
of the USA (102,621 cases by August 1989; Panos, 1989b). Over its vast territ ory 
the cumu lat ive case preval ence in the USA was 407 cases repor ted per million 
people living in 1989, compared to 298 per million in Haiti, but 574 in Puerto 
Rico and 1345 in the Bahamas. To single out the Caribbean epidemic while 
treat ing as a single unit the contigu ous land mass of the Americas, north and 
south, follows a suggest ive racial histor ical geography.

The same logic extends to the prelim in ary mapping of Africa. Once more there 
was a very broad brush geography: North Africa as Pattern III and the rest of Africa 
Pattern II. But, again, there is a signi fic ant excep tion: South Africa. In an article of 
1988 this was the only country in the world shown as having a complex epidemic, 
a mix of Pattern I and Pattern II. We might ask why this one place was shown as 
having a mixed epidemic: both a hetero sexual and a homo sexual epidemic. This 
conclu sion was certainly not dictated by the data. In fact, in terms of cases repor ted, 
the AIDS epidemic in South Africa looked very like the so called Pattern 1 coun
tries. As of 19 April 1988: ‘A total of 98 cases had been noti fied and broken down 
into risk categor ies . . . – the major ity of cases (81%) falling into the male homo
sexual/bisexual category’ (Schoub et al., 1988, 153). In fact, 81 per cent was equal 
to the compar able figure for the United Kingdom, the European country with the 
highest propor tion of its cases repor ted for men iden ti fied as homo sexual.

On the face of it, it seems odd to have intro duced an excep tion for South Africa, 
high lighted as the only mixed epidemic in Africa, indeed anywhere in the  
world. The 98 cases in South Africa from an African total of 19,141 repor ted by 
31 October 1988 (Chinn and Mann, 1988, s249) hardly consti tuted a signi fic ant 
epidemi olo gical excep tion at the time. On purely numer ical grounds, it would 
have been more accur ate to say that the USA, rather than South Africa, was a mix 
of Pattern 1 and Pattern 2. It is tempt ing to conclude that South Africa was char
ac ter ised as a combin a tion of two patterns because, like oil and water, its black 
and white people were under stood as separ ate popu la tions, and with a major ity 
black popu la tion but a minor ity white govern ment at the time the char ac ter isa tion 
as South Africa as black and hence as likely to have a Pattern 2 epidemic was as 
ques tion able as the char ac ter isa tion of the country as white and thus to be included 
with the other white coun tries as having a Pattern 1 epidemic.
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African AIDS
The racial isa tion of epidemi olo gical reas on ing is clear in the way that being 
African was construc ted as itself predis pos ing people to contract ing AIDS. An 
early commu nic a tion in The Lancet about AIDS among people of African origin 
began by listing the known risk groups for AIDS, remark ing that the condi tion 
had been found in ‘homo sexual or bisexual men, in drug addicts, in haemo phil
i acs, and in Haitian immig rants’; but, the authors remarked: ‘To our know ledge 
there is no report of AIDS and oppor tun istic infec tions in previ ously healthy 
Black Africans with no history of homo sexu al ity or drug abuse’ (Clumeck et al., 
1983). Absent iden ti fic a tion as homo sexual, or as inject ing drug users, or haemo
phil i acs, then, the descrip tion of AIDS among black Africans hospit al ised in 
Belgium ‘suggests that Black Africans, immig rants or not, may be another group 
predis posed to AIDS’ (Clumeck et al., 1983). Jan Zita Grover (1987) care fully 
unpicked the dangers of focus ing upon risk groups rather than risk beha viours and 
here we can see very clearly that the risk group language stig mat ised iden tit ies or, 
in this case, the occu pants of a whole contin ent, or, rather, the black inhab it ants of 
that contin ent.

This had consequences for the ways in which AIDS was thought about in some 
African coun tries produ cing, for example, a strongly racial ised under stand ing of 
AIDS in South Africa. Schoub and co workers described the AIDS cases among 
79 homo sexual men as ‘a Western AIDS pattern occur ring mainly in the white 
popu la tion’, whereas the cases of ‘[seven] black patients’ repres en ted ‘the begin
nings of hetero sexu ally acquired African AIDS’ (Schoub et al., 1988, 153). The 
white men were described as Western, but the black people were African. This is 
the global imagin ary of early AIDS epidemi ology, wherein racial ised contin ents 
struc tured under stand ings about the devel op ment and expect a tions about the 
future traject ory of the epidemic. This imagin ary drew upon long stand ing notions 
of darkest Africa (Jarosz, 1992) but in devel op ing an idea of African AIDS, 
epidemi olo gists gave a new twist to the idea of Africa as a place where nature was 
just too strong for local culture, rein for cing a fatal istic view of Africa as natur ally 
a devel op ment basket case (Dada, 1990; Patton, 1990). AIDS became an index of 
an African fatal ity that clung both to the land and to its black people. Much the 
same may be said of the asso ci ation of AIDS with Haiti, in effect, ‘the stig mat iz
a tion of an entire nation’ (Pape and Johnson, 1993, s345):

Stigma stains the imagin ary and informs our under stand ing of Haiti. . . . 
Perhaps stigma is paired with AIDS even more frequently than the ubiquit ous 
phrase ‘the poorest country in the Western Hemisphere’ is yoked to Haiti. As 
Elizabeth Abbott has argued, ‘AIDS stamped Haiti’s inter na tional image as 
polit ical repres sion and intense poverty never had.’

(JeanCharles, 2011, 63, quoting Abbott, 1988, 255)

Alongside the treat ment of being African/black as a risk factor, much of the early 
epidemi ology also proposed that African AIDS was differ ent, and that African 
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AIDS included the AIDS among black Haitians. One early article, report ing on 
Uganda, sugges ted that there was infec tion with HIV (at the time called HTLV
III and LAV) but that the clin ical expres sion in Uganda sugges ted the pres ence 
of a distinct ive disease:

The first patients were seen in 1982 and new ones are being seen with 
increas ing frequency. Most patients present with fever, an itchy macu lo pap
u lar rash, general malaise, prolonged diarrhoea, occa sional respir at ory symp
toms, and oral candidi asis, but the most domin ant feature is extreme wasting 
and weight loss. Hence the syndrome is known locally as slim disease.

(Serwadda et al., 1985, 849)

In Uganda they observed that ‘[s]lim disease occurs predom in antly in the  
hetero sexu ally promis cu ous popu la tion’ (Serwadda et al., 1985, 849). In the Rakai 
district, border ing Tanzania, HTLVIII was endemic with 10 per cent of adults 
tested showing sero pos it iv ity. In this region the border was crossed repeatedly  
by traders, and, from 1980, by Tanzanian soldiers. Of 15 traders tested, ten were 
posit ive: ‘These traders admit ted to both hetero sexual and homo sexual casual 
contacts. Tanzanian soldiers . . . have had frequent hetero sexual contact with the 
local popu la tion’ (Serwadda et al., 1985, 852). Many of the early cases of 
AIDS among African people were repor ted by epidemi olo gists in Europe, partic u
larly Belgium and France which saw African patients who had either trav elled to 
Europe for treat ment or who fell ill while in Europe, as with: ‘A previ ously healthy, 
married 23year old black woman [who] left Zaire for Belgium in June 1981. 
Neither she nor her husband were drug abusers. Eight days after arriv ing in Belgium 
she was hospit al ized with fever, weak ness, subcla vicu lar aden o pathy, and splen o
meg aly’ (Offenstadt et al., 1983). She died in March 1982 after clin ical tests had 
already estab lished the collapse of her immune system in the manner diagnostic  
of AIDS.

Epidemiologists who had been working on AIDS among black African men 
treated in Belgium noted the epidemi olo gical and clin ical distinct ive ness of 
African AIDS: the sex ratio of patients was more even, and the oppor tun istic 
infec tions among cases from Africa were ‘quite similar to those repor ted among 
AIDS patients in Haiti, but [were] slightly differ ent from those in the USA’ 
(Colebunders et al., 1985, 10). Reporting on AIDS in the tropics, one early work 
by Belgian epidemi olo gists distin guished between an epidemic spread (‘un envoi 
épidémique’; Taelman and Piot, 1984, 331) of the disease in the USA on the one 
hand, and a disease that could be considered endemic in central Africa and in 
Haiti such that one might speak of these regions as hearths or at least focii of the 
disease: ‘[L]es méde cins haïtiens iden ti fi ent un foyer de SIDA en Haïti confirm ant 
ainsi l’endémicité du SIDA dans ce pays’ (ibid.). This distinc tion in epidemi olo
gical pattern separ ated the Western from the African/Haitian diseases, suggest ing 
that the rapid spread in the first was subsequent to the earlier undetec ted estab lish
ment of the second. Yet, neither of the works cited on AIDS in Haiti offered such 
a spec u la tion.
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One of the studies did indeed suggest that AIDS in Haiti, and among Haitians 
in the USA, had a distinct ive clin ical expres sion, prin cip ally ‘diarrhoea, fever, 
weight loss, and Candida oeso phagitis’ (Malebranche et al., 1983, 876), but the 
authors made no comment on the endem i city of AIDS in Haiti and did not propose 
that there was a differ ent type of AIDS in Haiti. On the contrary, they sugges ted 
that the gastro intest inal condi tions they observed were unlikely to be ‘directly 
related to the putat ive causal agent of AIDS’ but were prob ably ‘related to infec
tious complic a tions of the under ly ing immune disorder’ (Malebranche et al., 
1983, 877). In other words, the mix of oppor tun istic infec tions varied with context, 
climatic or social, but AIDS was funda ment ally the same disease. The other study 
from Haiti cited by Taelman and Piot, rather than identi fy ing differ ences between 
Haiti and the USA, in fact under lined the simil ar it ies both in the nature of the 
disease and in the moment of its appear ance:

The first cases of Kaposi’s sarcoma and oppor tun istic infec tions in homo
sexual men in the United States were docu mented in early 1978. We do not 
believe that AIDS was present in Haiti before 1978. This conten tion is 
suppor ted by the clin ical exper i ence of the prac ti cing patho lo gists and derma
to lo gists in Haiti and by our inab il ity to identify earlier cases through exam
in a tion of autopsy and biopsy records. It also seems likely that Haitians 
would have presen ted to U.S. hospit als sooner if AIDS had been occur ring in 
Haiti before 1978.

(Pape et al., 1983, 949)

In drawing a distinc tion between epidemic AIDS in the USA and endemic AIDS 
in Haiti, or in Africa, the epidemi olo gists were over reach ing the evid ence. There 
was a similar bias towards distin guish ing African/Haitian AIDS from US AIDS 
even in the discus sion of the sick ness among Haitian immig rants inside the USA. 
The first report from the CDC covered 34 cases, of which 30 were male, and in 
this respect very like the major ity of cases in the USA at that time. However, the 
CDC repor ted that ‘[n]one of the 23 Haitian males ques tioned repor ted homo
sexual activ ity, and only one gave a history of IV drug abuse’ (CDC, 1982b, 
360). Rather than ques tion ing the reli ab il ity of this testi mony, the CDC made 
Haitians a distinct risk group along side homo sexu als, intra ven ous drug users and 
haemo phil i acs. This construc tion of Haitian/African AIDS had serious 
consequences, and not only for Haiti where the collapse of tourism was imme
di ate: ‘[T]he Haitian Bureau of Tourism estim ated that tourism declined from 
75,000 visit ors in the winter of 1981–82 to under 10,000 the follow ing year’ 
(Farmer, 1992, 146).

Postcolonial AIDS
The epidemi olo gical construc tion of a distinct ively African AIDS was readily 
iden ti fied as racist by many cultural critics (Austin, 1990; Bass, 1998; Dada, 
1990; O’Malley, 1992; Patton, 1990; Treichler, 1989; Watney, 1989). A Canadian 
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journ al ist, Renée Sabatier (1988), cover ing the epidemic from a third world 
perspect ive, iden ti fied both the risks of the AIDS epidemic for devel op ing coun
tries and also docu mented the racism and preju dice that informed many AIDS 
policies. In 2001, contem plat ing the provi sion of expens ive combin a tion anti ret
ro viral (ARV) therapy in Africa, the head of the United States Agency for 
International Development was in despair. Africans, he said, ‘don’t know what 
watches and clocks are’, and thus could not be expec ted to stick to a treat ment 
regime that required time discip line in the ingest ing of medi cines (Attaran, 2007). 
AIDS was fated for Africa, both natural and untreat able. In fact, when effect ive 
ther apies were provided, compli ance among African people was found to be 
better than in North America itself (Attaran, 2007).

My argu ment thus far has been that the geograph ical imagin ary that shaped 
percep tions and repres ent a tions of AIDS in epidemi ology found it too easy to 
organ ise the world around racial ised contin ents. I have sugges ted that there was a 
policy inten tion behind inter pol a tion, with data being stretched to allow the 
concept of a global epidemic, present ing AIDS as a crisis to which every state 
must needs respond. I have also claimed that the treat ment of certain spaces as 
excep tions to the contin ental geography of AIDS under lined the essen tially racial 
basis of this geography. I have further proposed that in distin guish ing African 
from Western AIDS, epidemi olo gists often went further than the data dictated 
and certainly drew infer ences that were resisted by some scient ists from the coun
tries that were desig nated as Pattern II, the African AIDS.

Alongside the racial ised categor ies of some global epidemi olo gical models, 
there was certainly also expli citly racist comment ary in other quar ters. The 
scientific work was some times the occa sion or excuse for sensa tion al ist and 
offens ive comment ary in the mass media (Lupton, 1994). The link between 
science and tabloid journ al ism was a common sense global imagin ary of the West. 
It has two main parts. The first is that epidemic disease is natur ally local ised in 
certain deviant groups who are thereby a risk to the ‘general popu la tion’ (Grover, 
1987). The second is that epidemic disease comes from outside the West. Of 
course, this builds on a long history from the Asiatic cholera of the 1830s (Morris, 
1976) to the Asiatic flu of 1889 to 1890, ‘the first named flu pandemic’ (Ryan, 
2008, 16). In both respects, Western common sense is anim ated by disgust in 
precisely the way Nussbaum (2004, 14) indic ates: ‘its thought content is typic ally 
unreas on able, embody ing magical ideas of contam in a tion, and impossible aspir a
tions to purity, immor tal ity, and nonan im al ity.’ The black body was implic ated 
both socially and spatially in this geopol it ics of disgust, as the diseased ‘other’ 
both inside and outside the West.

This directly and indir ectly endangered black lives. With the disease incor por
ated into the general white disgust at black bodies, it became very diffi cult for 
people of colour to acknow ledge their own vulner ab il ity. Respectable black 
opinion distanced itself from the sorts of bodies stig mat ised by racist comment ary, 
bodies that injec ted drugs or had sexual rela tions outside hetero sexual marriage 
(Cohen, 1999). Needle exchange schemes were repres en ted as attempts to 
promote drug use among AfricanAmericans and on those grounds rejec ted, as 
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when New York City’s first AfricanAmerican mayor closed down one such 
programme (Anderson, 1991). In a study of sex educa tion and HIV preven tion in 
the USA, Patton (1996) noted that the repres ent a tion of AfricanAmerican males 
as deviant, as early and hyper sexu al ised, produced defeat ism, inval id at ing 
programmes that may other wise have addressed their needs. In broad terms, 
AfricanAmericans were ill served by what Geary (2014, 18) describes as ‘the 
discourse of queers’; that is, by their treat ment as devi ants.

Similar diffi culties atten ded the recep tion of African AIDS discourse in the 
African coun tries them selves. In reac tion to the stig mat ising of Africa as the 
source of AIDS, and in the mid1980s, the intro duc tion by Western coun tries of 
testing for students and other visit ors from certain African coun tries, comment
at ors in Africa chal lenged the Western science and the Western policies. At a time 
when there were more AIDS cases repor ted from many Western than from 
African coun tries, Ochieng (1987), for example, sugges ted that if the West were 
truly concerned to limit the spread of the disease it would screen its own resid ents 
before allow ing them to travel abroad, rather than impos ing restric tions upon 
visit ors from Africa. In a compre hens ive review of all the grounds for scep ti cism, 
Chirimuuta and Chirimuuta (1987, 3) asked: ‘How is it possible that this predom
in antly American disease has been attrib uted to the African contin ent?’ Their 
reply was unequi vocal: ‘[T]he medical “experts”, the media and the public at 
large are affected by the insi di ous and unre cog nised disease of racism’ (p. 136).

There was justi fied scep ti cism about claims that AIDS was wide spread and of 
long stand ing in Africa, and that AIDS in Africa and among people of African 
descent was very differ ent from Western AIDS. There was also justi fied anger 
that, in conclud ing so quickly that AIDS was best under stood as an African 
disease, Western scient ists and comment at ors were repeat ing the stereo types 
current during the colo nial era; that Africa was natur ally disease ridden, and that 
only Western tech no logy could mitig ate the impress of an unfa vour able African 
disease ecology. However, in react ing against the colo ni al ist construc tion of 
diseased Africa, African politi cians and scient ists ran the risk of viewing AIDS 
only as a Western projection lacking any other substance. As more African people 
became infected with the HIV virus, and later died from the oppor tun istic infec
tions, denying the reality of AIDS became ever more danger ous, reach ing its 
apogee in the argu ments of Thabo Mbeki when, as pres id ent of South Africa, he 
took direct control of his country’s antiHIV programmes. This new discourse on 
AIDS was an altern at ive global imagin ary and, in retain ing as an expli cit rejec
tion the earlier colo ni al ist discourses on diseased Africa, it deserves to be called 
post co lo nial.

Mbeki’s post co lo nial concept of AIDS chal lenged the Type I/Type II global 
imagin ary. Mbeki repu di ated what he called the ‘African excep tion al ism’ that 
presen ted African people as ‘a pecu liar species of human ity’ (Mbeki, 1998a). 
This excep tion al ism, he argued, was colo ni al ist:

To perpetu ate their imper ial domin a tion over the peoples of Africa, the colon
isers sought to enslave the African mind and to destroy the African soul. 
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They sought to oblige us to accept that as Africans we had contrib uted nothing 
to human civil iz a tion; except as beasts of burden. . . . In the end, they wanted 
us to despise ourselves, convinced that, if we were not sub human, we were, 
at least, not equal to the colo nial master and mistress.

(Mbeki, 1998b)

To repu di ate the neo colo nial hold of such ideo lo gies, African peoples must, he 
sugges ted, cultiv ate a profound autonomy:

[S]trength en ing the genuine inde pend ence of African coun tries and contin ent 
in their rela tions with the major powers and enhan cing their role in the 
determ in a tion of the global system of governance in all fields, includ ing 
polit ics, the economy, secur ity, inform a tion and intel lec tual prop erty, the 
envir on ment and science and tech no logy.

(Mbeki, 1999)

Autonomy would redress ‘the percep tion that as a contin ent we are condemned 
forever to depend on the merci ful charity which those who are kind are ready to 
put into our begging bowls’, and, in ‘a genuine liber a tion’, would put ‘an end to 
the tragic sight of the emaci ated child who dies because of hunger or is ravaged 
by curable diseases because their malnour ished bodies do not have the strength to 
resist any illness’ (Mbeki, 1998a). As Gevisser (2007) has shown, this vision of 
an African renais sance informed most aspects of Mbeki’s pres id ency (1999–
2008), includ ing its AIDS policies.

When the International AIDS Conference came to Durban in 2000, Mbeki, as 
pres id ent of South Africa, welcomed its deleg ates in a speech that reached back, 
beyond the intro duc tion of success ful anti retro viral ther apies in 1996, to the 
argu ments of the WHO in 1995, and quoted the opening of the report:

The world’s most ruth less killer and the greatest cause of suffer ing on earth 
is listed in the latest edition of WHO’s International Classification of 
Diseases, an A to Z of all ailments known to medical science, under the code 
Z59.5. It stands for extreme poverty.

(WHO, 1995, 1)

This code is part of Chapter 21 of the International Statistical Classification of 
Diseases and Related Health Problems (10th revi sion). This section concerns 
‘Factors influ en cing health status and contact with health services’, and supple
ments but does not replace the clas si fic a tion of diseases. The WHO clas si fic a tion 
iden ti fies the ‘under ly ing cause of death’, the ‘precip it at ing cause’ that is 
prevent able:

The most effect ive public health object ive is to prevent the precip it at ing 
cause from oper at ing. For this purpose the under ly ing cause has been defined 
as ‘(a) the disease or injury which initi ated the morbid events leading directly 
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to death, or (b) the circum stances of the acci dent or viol ence which produced 
the fatal injury.’

(WHO, 2004, 23)

The WHO specific ally coun sels that the codes in Chapter 21 should ‘not be used 
. . . for primary mortal ity coding’ and that they are to be under stood as record ing 
‘some circum stance or problem . . . which is not in itself a current illness or injury’ 
(WHO, 2008, 1091). Metaphorically, one might see poverty as a cause of death 
and, in the wake of the bacteri olo gical revolu tion, epidemi olo gists contin ued to 
speak of the ‘predis pos ing causes’ of sick ness, with the disease organ ism concep
tu al ised as the seed and the weak body or insa lu bri ous envir on ment under stood to 
be its recept ive soil (Warboys, 2000, 206). However, Mbeki presen ted HIV 
disease (B20–B24 in the ICD clas si fic a tion) and Extreme Poverty as altern at ive 
causes of death and in contem plat ing ‘the collapse of immune systems among 
millions of [African] people’ he concluded that with a crisis of this magnitude, 
‘we could not blame everything on a single virus’ (Mbeki, 2001[2000], 29).

In this, of course, Mbeki was drawing upon a scep ti cism about Western medi
cine stem ming in part from the work of Ivan Illich (1974). It was also rein forced 
by a New Public Health move ment that emphas ised the social determ in ants of 
health and the neces sity for prevent ive rather than curat ive approaches to sick ness 
(Ashton and Seymour, 1988). This culmin ated in the WHO’s adop tion of a 
posit ive concep tion of health with its Ottawa Charter for Health Promotion in 
1986 where health was described as not only the absence of disease but as a state 
of ‘complete phys ical, mental and social well being’ (WHO, 2009, 1). Mbeki 
held to an extreme version of this perspect ive, seeing Western medi cine as both 
iatro genic and as a conspir acy to defraud nonWestern coun tries.

Against the Western medi cine AZT (Azidothymidine), Mbeki, even before 
becom ing pres id ent, had cham pioned an African drug (Virodene), engin eer ing the 
removal of the people at the Medicines Control Council who considered the 
African drug inef fic a cious (Myburgh, 2009). In this respect, Mbeki drew upon  
the views of what Youde (2007) calls a ‘counter epistemic community’, a group 
of scient ists intensely scep tical of viral explan a tions of AIDS and suspi cious of 
the motives of other scient ists promot ing expens ive treat ments (AZT) for a condi
tion that they had them selves defined (HIV disease). Together with others, 
includ ing Peter Mokaba, a close adviser who subsequently died of AIDS, he 
wrote a long and rambling report on AIDS for the national exec ut ive commit tee 
of the African National Congress (Kenyon, 2008). After review ing the history of 
colo nial public health policies, and the racist epidemi olo gical writ ings iden ti fied 
by Chirimuuta and Chirimuuta, the ‘disser ta tion’ (Anon., 2002, 102) argued that 
HIV was only one of the threats to African immune systems; poverty and nutri
tion were more import ant. Furthermore, it asser ted that ‘anti retro viral drugs can 
neither cure AIDS nor destroy the HI virus’ (Anon., 2002, 7).

Acting on this belief, Mbeki pres sured his minis ter of health, Manto Tshabalala
Msimang, to promote African treat ments, includ ing garlic, beet root and lemon 
juice, for boost ing immune systems (Sidley, 2000). His admin is tra tion also advoc
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ated the trial of African phar ma ceut ic als rather than ARVs. As Nicoli Nattrass 
(2012) has argued, there were serious consequences to all this. In the first place, at 
a time when AZT was making inroads into mother tochild in utero trans mis sion, 
South African mothers were denied this medic a tion. Nattrass estim ated that 
300,000 lives could have been saved if such a prophy lactic measure had been insti
tuted. The inter na tional pres sure on Mbeki was formid able. Ironically, this very 
proud African was seen by colleagues as having brought shame upon Africa, and, 
moreover, as denying South Africa access to discoun ted drugs. In December 2007, 
he was replaced as head of the ANC by Jacob Zuma whom in 2005 he  
had dismissed from the post of deputy pres id ent follow ing a corrup tion scandal 
over arms sales. In September 2008 Zuma got the earlier convic tion over turned and 
a court decided that Mbeki had brought the case against Zuma on petty polit ical 
grounds (Shange, 2016). The National Executive Committee of the ANC censured 
Mbeki who imme di ately resigned as pres id ent (Lindow, 2008). Mbeki’s post co lo
nial reading of AIDS was directly respons ible for his losing both status and office.

A new global imagin ary
With time, the first global imagin ary of Type I/Type II coun tries was modi fied. 
Soon after the first maps (see Figure 1.1), the mixture of types was broadened out 
from South Africa, and in 1989 it was sugges ted that ‘Latin America is in evol u
tion from Pattern I to Pattern II epidemi ology and is now clas si fied separ ately as 
Pattern I/II’ (Sato et al., 1989, s304). By 1992, many ques tioned the utility of 
includ ing Asia, Eastern Europe, North Africa and the Middle East as a Type III 
pattern, char ac ter ised only by late onset. Jonathan Mann and co workers concluded 
in 1992 that: ‘As useful as the patterns were for devel op ing initial under stand ing 
of differ en ti ation within the global epidemic, the WHO nomen clature of 1987 
rapidly grew out of date and needed replace ment’ (Mann et al., 1992, 17).

Not only this increas ing complex ity but also a differ ent concep tion of disease 
ecology provoked a new global imagin ary. The new concep tu al isa tion of AIDS 
owed most to Mann’s own work. In 1984, Mann was appoin ted by the CDC to 
lead a research team invest ig at ing hetero sexual AIDS in Zaire. The team he 
joined was emphas ising the ‘differ ent and import ant pattern [in central Africa] 
compared with that of AIDS in other areas’ (Piot et al., 1984, 68) and Mann was 
a co author of the article in Science from which Figure 1.1 was taken (Piot et al., 
1988). In 1986, Mann went to the WHO and set up the WHO’s Global Programme 
for AIDS. In his 1987 briefi ng on AIDS to the UN General Assembly, Mann 
distin guished three epidem ics. The first was of the HIV virus and this would be 
followed after some years by cases of AIDS as the immune systems of the HIV
infec ted persons declined to the point where oppor tun istic infec tions would mani
fest. Alongside the epidem ics of HIV and later of AIDS, Mann iden ti fied a ‘third 
epidemic, of social, cultural, economic and polit ical reac tion to AIDS, [which] is 
also world wide and is as central to the global AIDS chal lenge as the disease 
itself’ (Mann, 1987, 1). This third epidemic would be intens i fied by ‘[f]ear and 
ignor ance’ (p. 3).
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Mann was devel op ing some of the ideas of the New Public Health that Mbeki 
had also been inspired by. In stress ing the social and polit ical determ in ants of 
health, Mann was also drawing upon the success of the capab il it ies approach as a 
new paradigm in global devel op ment think ing (Nussbaum, 2011). Mann inter
preted the idea that human rights were essen tial to human flour ish ing as also 
suggest ing that human rights were vital for organic integ rity and longev ity. This 
sugges ted, he argued, that female educa tion was as vital to health as others find it 
essen tial to economic growth (Klasen, 2002). His new geography high lighted the 
global differ ences in the Human Development Index (Wahlberg, 2007) and 
related these to contrast ing traject or ies in the HIV/AIDS pandemic.

In this context, Mann elab or ated a broad vision of the rela tions between health 
and human rights, suggest ing that the promo tion of human rights advanced health 
and that abridging those rights endangered health (Mann et al., 1994). This human 
rights agenda struc tured the new global imagin ary of Geographic Areas of Affinity 
(GAA) that Mann developed as an altern at ive to the Type I/Type II patterns for 
describ ing the global pandemic (Mann et al., 1992). Countering HIV infec tion by 
promot ing good educa tion, by limit ing AIDS sick nesses, by remov ing the stigma 
that preven ted people from seeking treat ment, and by coun ter ing social frag ment
a tion, by includ ing HIVposit ive people as full and equal members of society, 
effect ive human rights should be, argued Mann, at the heart of national and global 
AIDS policies. For this reason, the GAA were defined not only on the basis of 
epidemi ology but also as incor por at ing soci etal factors such as the Human 
Development Index, the Human Freedom Index, an indic ator of gender equal ity, 
and a measure of the under ly ing rate of urban isa tion. This new global imagin ary 
was not fully accep ted at the WHO, and in partic u lar by Director General Hiroshi 
Nakajima. Frustrated by a lead er ship that conceded too much to AIDS policies 
setting collect ive protec tion against indi vidual rights, Mann resigned in 1990 
(Hilts, 1990).

This is an altern at ive global imagin ary to the racial ised concep tion of the Type 
I/Type II, and while it shares some features with Mbeki’s post co lo nial inver sion 
of racial ised geograph ies, it artic u lates some thing quite differ ent. It does not treat 
colo ni al ism and its legacies as a central feature of the epidemic. It asserts an 
inverse correl a tion between female empower ment and HIV vulner ab il ity which is 
troubled by the evid ence that intense repres sion of extramar ital sexu al ity in some 
Islamic theo cra cies, or coer cive impris on ment of gay men in Cuba, do indeed 
reduce some forms of risky beha viour, but with consequences for civil liber ties 
that should be contested on their own terms. In other words, Mann’s epidemi olo
gical imagin ary is also ideo lo gical and empir ic ally vulner able but the full elab or
a tion of those dimen sions will require a further and longer paper.

The polit ical sali ence of global disease imagin ar ies could not be more clear 
than in the fates of Thabo Mbeki and of Jonathan Mann. How we under stand 
disease shapes how we config ure global geopol it ics, and, just as clearly, how we 
under stand global inter de pend ence affects the way we imagine our vulner ab il ity 
to disease. Mbeki respon ded in a post co lo nial register to the racial ised read ings in 
early AIDS epidemi ology, and Mann respon ded in a liberal manner to the burden 



HIV, AIDS and the global imaginary  17

of disease stigma like wise created by those racial ised read ings. Medical Geography 
is always also Geopolitics.
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2 Temporal and spatial imagin ar ies 
of global health
Tobacco, non commu nic able diseases 
and modern ity

David Reubi

Introduction
Influenced by the theor ies on glob al isa tion that became so pervas ive follow ing the 
end of the Cold War, many of those who have written on global health assume 
that the last decades of the twen ti eth century have been marked by an accel er ated 
compres sion of time and space (e.g. Beaglehole and McMichael, 1999; Walt, 
2000). For them, the world has become a global village char ac ter ised by polit ical, 
economic and social integ ra tion as well as temporal simul tan eity. This, they 
contend, is the consequence of trade liber al isa tion policies and tech no lo gical 
innov a tions like air travel and the Internet, which have brought about growing 
flows of people, know ledge, capital and goods around the world. Applying these 
ideas to public health and biomedi cine, these comment at ors explain that the world 
we now live in is char ac ter ised by a conver gence of disease patterns, biomed ical 
know ledge and public health strategies. Often these argu ments have been made in 
rela tion to infec tious diseases, as with the idea that air travel has allowed for the 
rapid spread of microbes around the global (e.g. Garrett, 1995; Youde, 2012). 
More import antly for us, similar ideas have also been artic u lated about non 
commu nic able diseases (NCDs) and their risk factors and, specific ally, the 
smoking epidemic and the chronic diseases to which it contrib utes (e.g. Yach and 
Bettcher, 1999; Lee, 2003). So, for example, many comment at ors have argued 
that smoking and lung cancer are a global epidemic caused by trade liber al isa tion 
and multina tional tobacco compan ies. Likewise, others have argued that ‘global 
advocacy’ in the field of tobacco control was made possible by the Internet, which 
allowed activ ists from around the world to ‘inter act simul tan eously’ (e.g. Yach 
and Bettcher, 2000; Lee and Collin, 2005).

There is little doubt that these tempor al it ies and spaces of glob al isa tion shape 
many theor ies, prac tices and mater i al it ies in today’s global health and chronic 
disease complex (McGoey et al., 2011); but, as an emer ging body of research 
suggests, there are other, often conflict ing spatio temporal logics at work within 
this complex (e.g. Tousignant, 2013; Beisel, 2014; cf. also Lakoff and Collier, 
2008; Fassin, 2012; Anderson, 2014). This chapter contrib utes to this research by 
arguing that there exists, within the contem por ary field of global tobacco control, 
what I term tempor al it ies and spaces of modern isa tion that have been extremely 
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influ en tial, and stand in stark contrast to the spatial and temporal logics of glob al
isa tion. To do so, I examine a stat ist ical model of the global smoking epidemic 
that has shaped the way tobacco control advoc ates have thought for the past 20 
years and which was elab or ated by epidemi olo gist Alan Lopez and his colleagues 
at the World Health Organisation (WHO) in the early 1990s. Specifically, drawing 
upon extens ive archival and ethno graphic research on the inter na tional tobacco 
control move ment,1 I unpack how this model links the differ ent temporal phases 
of the epidemic with partic u lar disease patterns, public health policies, geograph
ical regions and levels of devel op ment. I also show how many of its assump tions 
can be traced back to postwar modern isa tion and devel op ment theor ies. I conclude 
by explor ing what this may mean for our under stand ing of global health. However, 
before doing so, I examine the tempor al it ies and spaces of glob al isa tion that may 
be found in much of the liter at ure on global health.

Temporalities and spati al it ies of glob al isa tion
In The Condition of Postmodernity, geographer David Harvey argued that the 
world was exper i en cing a ‘time–space compres sion’:

As space appears to shrink to a ‘global village’ of tele com mu nic a tions . . . 
and as time hori zons shorten to the point where the present is all there is . . . 
so we have to learn to cope with an over whelm ing sense of compres sion of 
our spatial and temporal worlds.

(Harvey, 1989, p. 240)

Harvey further observed that this time–space compres sion, which had been 
ongoing since at least the mid nine teenth century, had recently accel er ated 
because of radical changes in the nature of capit al ism and revolu tions trans port 
and commu nic a tion tech no lo gies. While partic u larly influ en tial, Harvey was 
certainly not alone in artic u lat ing these ideas. Indeed, the last decades of the twen
ti eth century saw a growing number of public a tions and debates on this topic, so 
much so that ideas about time–space compres sion and glob al isa tion more gener
ally had gained wide spread accept ance by the late 1990s (May and Thrift, 2001; 
Scholte, 2005).

It is there fore no surprise that these ideas have been so influ en tial among many 
of those writing about global health over the past 15 years (e.g. Walt, 2000; Lee 
and Collin, 2005).2 Borrowing from the work of Marshall McLuhan, David 
Harvey, Anthony Giddens and others, these writers imagine that the postCold 
War period has been marked by ‘a process of increas ing economic, polit ical and 
social inter de pend ence and global integ ra tion’ (Yach and Bettcher, 1998, p. 735). 
‘Time and space’, they feel, is ‘collapsing’ (Yach and Bettcher, 2000, p. 206). The 
world is becom ing a ‘global village’ (Lee and Collin, 2005, p. 15) with ‘a sense of 
trans world simul tan eity and instant aneity’ (Lee, 2003, p. 105) and a ‘shared 
cosmo pol itan culture’ (Yach and Bettcher, 2000, p. 206). Following the liter at ure 
on glob al isa tion, these writers view this ‘process of closer integ ra tion’ as being 
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the result of two key factors (Walt, 2000, p. 1). The first is ‘neolib er al ism’ and, 
specific ally, ‘trade liber al isa tion’ (Lee, 2003, p. 65; Harman, 2012, p. 5). The 
second is the ‘revolu tion in commu nic a tions and trans port a tion tech no lo gies’ 
from the Internet to the aero plane (Daulaire, 1999, p. 22). These factors, they 
believe, enable the ever growing ‘flows of inform a tion, goods, capital and people 
across polit ical and geograph ical bound ar ies’ that bring about a global conver
gence of social, polit ical and economic life (ibid.).

What is innov at ive in these writ ings on global health is the way in which they 
perceive public health and biomedi cine through the lens of glob al isa tion and 
time–space compres sion (Brown et al., 2006; Fassin, 2012). Thus, for these 
writers, the world is ‘a global health village’ char ac ter ised by a conver gence of 
disease patterns, biomed ical expert ise and public health inter ven tions (Yach and 
Bettcher, 2000, p. 736). Often, these argu ments are made in rela tion to infec tious 
diseases (e.g. Garrett, 1995; Weinberg, 2005; Youde, 2012). Many of these 
writers argue, for example, that the devel op ment of air travel has led to ‘the micro
bial unific a tion of the world’ by allow ing for the rapid spread of patho genic 
micro organ isms (Berlinguer, 1999, p. 18). Another illus tra tion is the way in 
which the devel op ment of new Internet based, epidemi olo gical surveil lance 
systems allow public health author it ies across the globe to know about and guard 
against pandem ics ‘in real time’ as they unfold (e.g. Weir and Mykhalovskiy, 
2010; Caduff, 2014).

Importantly for us, many comment at ors writing on global health have applied 
ideas about glob al isa tion and time–space compres sion to their analysis of NCDs 
and their risk factors. Some of them have written about the rela tion ship between 
trade liber al isa tion in the food industry and the rise of unhealthy diets and NCDs 
like diabetes (e.g. Smith, 2003; Chopra, 2005). Others have explored the impact 
of glob al isa tion on the alcohol industry and the chronic disease burden (e.g. 
Gilmore, 2009; Collin et al., 2014). But most of these comment at ors have focused 
on smoking (e.g. Yach and Bettcher, 1999; Lee, 2003; Collin, 2005). The reasons 
for this are mainly histor ical: smoking was the first NCD risk factor to be 
addressed in global health with the adop tion of the WHO Framework Convention 
on Tobacco Control (FCTC) in the early 2000s and which now serves as a model 
for tack ling other key NCD risk factors (Yach et al., 2003; WHO, 2003; Casswell 
and Thamarangsi, 2009). For these comment at ors, smoking is perceived as a 
‘global epidemic’ defined by world wide mortal ity and morbid ity figures. One 
author, for example, argues that ‘the global tobacco epidemic’ killed an ‘estim
ated four million people’ per year around the world (Collin, 2003). ‘Transnational 
tobacco compan ies’, they suggest, are the main driver of this epidemic (Collin, 
2005, p. 114). Taking advant age of recent trade liber al isa tion efforts, these 
compan ies are expand ing their markets around the globe through soph ist ic ated 
advert ising and market ing campaigns purport ing to spread a ‘shared [smoking] 
culture’ artic u lated around ‘global [cigar ette] brands’ and the notion of ‘the global 
smoker’ (Yach and Bettcher, 1999; Collin, 2003). These differ ent comment at ors 
also draw upon ideas about glob al isa tion and time–space compres sion to rethink 
the public health strategies deployed to stop the smoking epidemic. To illus trate, 
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some argue that in order to ‘impact tobacco consump tion through out the world’ 
one needs ‘global norms and legal instru ments’ such as the FCTC (Yach and 
Bettcher, 1998, p. 740; Harman, 2012, p. 38). Similarly, others comment that new 
commu nic a tion tech no lo gies like the Internet have ‘profoundly improved’ the 
‘prospects for global advocacy’ by allow ing experts and activ ists every where to 
‘inter act simul tan eously’ (Yach and Bettcher, 1998, 2000).

Contextualising the Lopez model
There is no doubt that these tempor al it ies and spati al it ies of glob al isa tion play an 
import ant role within today’s global health field, but they are certainly not the 
only concepts of time and space to shape this field. The temporal and spatial forms 
asso ci ated with an influ en tial epidemi olo gical model of the smoking epidemic 
elab or ated by Alan Lopez and others are good examples of such altern at ive 
concepts of time and space.3 However, before we look at these forms in more 
detail, it is import ant that we discuss the context in which the model was developed. 
Lopez’s model – which outlines how the smoking epidemic devel ops in a popu la
tion over time by chart ing changes in preval ence, mortal ity, public atti tudes and 
policies – was designed in the early 1990s by three WHO experts: Lopez, an 
Australian demo grapher who worked as chief epidemi olo gist for the Geneva 
based organ isa tion’s Tobacco or Health Programme (THP); Neil Collishaw, a 
soci olo gist and long term anti smoking advoc ate from Canada also based at the 
THP; and Tapani Piha, a special ist in community medi cine from Finland who 
worked on tobacco control for the WHO’s Regional Office for Europe (WHO 
Europe). The three men outlined their epidemi olo gical model in an article entitled 
‘A Descriptive Model of the Cigarette Epidemic in Developed Countries’, which 
appeared in 1994 in Tobacco Control – the leading journal in the field of inter na
tional tobacco control (Lopez et al., 1994).

The Lopez model was part of growing inter na tional efforts to address the 
smoking epidemic at the time (Reubi and Berridge, 2016). The inter na tion al isa tion 
of tobacco control has a long history stretch ing back to the 1960s and the organ
isa tion of the World Conferences on Tobacco or Health every few years, but it is 
really from the 1980s onward that inter na tional efforts in the field really picked up. 
One import ant initi at ive, though prob ably not as influ en tial as the International 
Union against Cancer’s Smoking and Cancer Programme, was the THP where 
Lopez and Collishaw devised their model. As the WHO’s first perman ent 
programme on tobacco control, the THP was an under staffed and under fun ded 
oper a tion that, among others, developed stand ard isa tion proto cols for smoking 
preval ence surveys and carried out capa city build ing work shops in the devel op ing 
world (ChollatTraquet, 1990). Another, similar initi at ive, albeit a more regional 
one, was the Action Plan for a TobaccoFree Europe launched by WHO Europe 
and for which Piha was a consult ant (WHO Europe, 1993). An import ant aspect 
of inter na tional tobacco control efforts during this period was the prob lem at isa tion 
of smoking in what was then called ‘the Third World’ (Reubi, 2013). Up until the 
1980s, experts believed that chronic diseases and contrib ut ing risk factors such as 
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smoking were exclus ive to the rich, indus tri al ised nations of the North and that the 
devel op ing world was all about infec tious diseases, malnu tri tion and poverty. The 
public a tion of the WHO report on Smoking Control in Developing Countries in 
1983 marked a shift in think ing (WHO, 1983). Increasingly, there was a recog ni
tion that the smoking epidemic was spread ing to the Third World. This, it was 
imagined, was the result of raising dispos able incomes asso ci ated with success ful 
economic devel op ment and modern isa tion as well as the tobacco industry’s efforts 
to create new markets through out Latin America, Asia and Africa. It was to prevent 
devel op ing coun tries from facing the addi tional burden of smoking related 
diseases that inter na tional initi at ives like the THP sought to build tobacco control 
capa city in the Third World.

The Lopez model was also part of late twen ti eth century efforts by epidemi olo
gists to formu late cred ible, global estim ates for smoking preval ence and smoking 
attrib ut able mortal ity. At the time, there were a lot of doubts about the reli ab il ity 
of the numbers on smoking produced by the WHO. As an expert involved in 
inter na tional tobacco control efforts during this period remembered:

We always ques tioned smoking stat ist ics in those days. Especially those from 
the WHO, which we thought must simply be wrong.

These doubts were not limited to the data about smoking preval ence and smoking 
attrib ut able mortal ity but exten ded to the global mortal ity estim ates for most 
diseases and risk factors published by the WHO (Smith, 2013). The reasons for 
these doubts were multiple. First, in many coun tries – indeed, most devel op ing 
coun tries – there were no nation wide surveys on smoking habits and no national 
death registers from which to draw data on tobacco related mortal ity (Mackay 
and Crofton, 1996). Second, the epidemi olo gical models to estim ate smoking 
preval ence and smoking attrib ut able mortal ity when data were missing were 
often very crude (WHO, 1990). Third, there were many instances of double 
count ing within WHO, with all depart ments attrib ut ing deaths to the diseases for 
which they were respons ible to increase their funding (Smith, 2013). The 
increas ing numbers of epidemi olo gical invest ig a tions conduc ted around that time 
were often framed as a solu tion to these prob lems of reli ab il ity. Alan Lopez 
himself was closely asso ci ated with two of these invest ig a tions, which directly 
fed into and shaped the model of the smoking epidemic he developed with 
Collishaw and Piha. The first was a research project led by Oxford epidemi olo gist 
Richard Peto which computed more reli able, global figures for smoking attrib ut
able mortal ity using a novel estim a tion tech nique (Peto and Lopez, 1990; Peto 
et al., 1994). The second invest ig a tion was the Global Burden of Disease project 
led by Christopher Murray at Harvard which sought to estab lish global estim ates 
of mortal ity and disab il ity to allow for more rational policy making (Murray and 
Lopez, 1996).

The Lopez model has been and contin ues to be hugely influ en tial in the field of 
global tobacco control. The article in Tobacco Control where the model was 
outlined in 1994 has been cited more than 850 times accord ing to Google Scholar. 



Tobacco, disease and modernity  27

Unsurprisingly, most experts and activ ists in the field know and regu larly refer to 
it. As two high profile tobacco control experts observed:

The Lopez model has been incred ibly influ en tial. . . . It is still used as a frame 
of refer ence today even though it was published 20 years ago.

[The Lopez model] is still as valid today as it was twenty years ago. I still 
very much use it my work. For all its poten tial prob lems, it gener ally fits what 
is going on.

The import ance of the model in shaping the think ing of tobacco control advoc ates 
around the globe was also recently recog nised by the editors of the leading journal 
in the field: Tobacco Control. The journal’s 20year anniversary issue, which 
sought to review ‘the major achieve ments’ in the field, contained one article by 
Peto, Lopez and others in which they revis ited and, aside from a change to 
smoking and smoking attrib ut able mortal ity rates for women, confirmed the 
overall valid ity of their 1994 ‘land mark model’ in the light of new epidemi olo
gical data (Malone and Warner, 2012, pp. 72–73; Thun et al., 2012). The model 
was also very influ en tial for advocacy and policy making. Indeed, both tobacco 
control experts and histor i ans agree that, together with the new epidemi olo gical 
estim ates provided by Peto and his colleagues, it played a decis ive role in the 
adop tion of the FCTC in the early 2000s (Reynolds and Tansey, 2012). More 
recently, experts mandated by the Bill and Melinda Gates Foundation used the 
Lopez model to show the surpris ingly large number of lives that could be saved 
through the preven tion of the upcom ing smoking epidemic in subSaharan Africa, 
thereby legit im ising phil an thropy’s efforts to develop a tobacco control move
ment across the subcon tin ent (Blecher and Ross, 2014).

Of time and space in the Lopez model
To unpack the notions of time and space that under pin the Lopez model, one 
needs to examine the way in which the model imagines the smoking epidemic. As 
already mentioned, the model outlines how the epidemic devel ops in the popu la
tion of a country over a 100year time period. The model is based on stat ist ical 
data from a few Western coun tries and, in partic u lar, the USA and the UK, which 
were among the first to exper i ence the epidemic and where there has been the 
neces sary epidemi olo gical infra struc ture to record smoking preval ence and 
smoking related mortal ity (Berridge, 2007; Brandt, 2007). Many of the assump
tions around which the Lopez model is built, such as the 100year period over 
which the epidemic is repres en ted, derive from the partic u lar it ies of this data. The 
model iden ti fies four success ive, 25year long phases – which Lopez and his 
colleagues term Stage I, Stage II, Stage III and Stage IV – through which the 
epidemic unfolds. For all four stages, the epidemic is char ac ter ised along three 
expli cit vari ables. The first is smoking preval ence, under stood as ‘the percent age 
of the adult popu la tion who smoke regu larly’ (Lopez et al., 1994, p. 243). The 
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second is smoking related mortal ity, defined as the ‘numbers of deaths’ caused by 
smoking ‘through a variety of diseases, prin cip ally several sites of cancer, major 
vascu lar diseases and chronic lung diseases’ (ibid.). Given the differ ence in 
smoking patterns among men and women in the USA and the UK, the model 
further breaks down these first two vari ables by male and female. The third vari
able, which unlike the first two is not numer ical, is public atti tudes towards 
smoking and the state of tobacco control policies.

Lopez and his colleagues offer both a narrat ive and a graphic account of the four 
stages of the epidemic using these three vari ables (cf. Figure 2.1). Stage I describes 
the begin ning of the smoking epidemic: male preval ence starts rising reach ing 15 
per cent, while female preval ence remains low ‘because of socio cultural factors’ 
which discour age women from smoking; ‘death and disease due to smoking are not 
yet evident’; and ‘smoking becomes socially accept able and tobacco control 
strategies remain under developed, with prior ity being given to redu cing malnu tri
tion and the burden of infec tious diseases’ (Lopez et al., 1994, p. 244). Stage II sees 
the epidemic develop further: male preval ence contin ues to grow rapidly, peaking at 
60 per cent; female preval ence increases dramat ic ally to reach over 30 per cent; 
smoking related deaths among men start rising, typic ally mirror ing the rise in 
smoking preval ence with a 20year time lag because of the late onset of lung cancer, 
chronic obstruct ive pulmon ary disease and some cardio vascu lar diseases; and 
tobacco control policies remain weak, with ‘a lack of public and polit ical support, in 
part because of the risks of tobacco use may still not be widely under stood’ (ibid.).

Stage III seems to repres ents a turning point in the epidemic: ‘male preval ence 
begins to decline’ to around 40 per cent, while female preval ence plat eaus at 40 
per cent before decreas ing; smoking related mortal ity among men rises dramat ic
ally, account ing for 30 per cent of all deaths by the close of the period; smoking 
attrib ut able mortal ity among women also starts to grow; at the same time, public 
atti tudes towards smoking change, with ‘know ledge about the health hazards of 
tobacco [now] gener ally wide spread’ and smoking becom ing a ‘socially abnor mal 
beha viour’ leading to the imple ment a tion of tobacco control policies (Lopez et al., 
1994, pp. 244–245). Stage IV repres ents the tail end of the epidemic: ‘smoking 
preval ence for both sexes contin ues to decline’; smoking related mortal ity among 
men begins to slowly decrease, while mortal ity among women is still increas ing, 
reach ing 20 per cent by the end of the stage; and public atti tudes towards smoking 
harden and anti smoking policies become more compre hens ive (ibid., p. 245).

Crucially for the argu ment made here, there is a fourth, unspoken vari able along 
which Lopez and his colleagues char ac ter ise the smoking epidemic: the level of 
economic devel op ment of the country in which the epidemic is unfold ing. Indeed, 
they impli citly posit that the more developed a country is, the more it will have 
progressed through the stages of the smoking epidemic. Moreover, they tacitly asso
ci ate the level of devel op ment and stages of the epidemic with differ ent geograph ical 
regions. This is evident in the way Lopez and his colleagues relate partic u lar stages of 
the epidemic to partic u lar coun tries. Thus, they explain that ‘many devel op ing coun
tries, primary in subSaharan Africa, are currently in Stage I’, which is char ac ter ised 
by growing smoking preval ence rates among men and no tobacco control policies 
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owing to the prior it isa tion of malnu tri tion and infec tious diseases by govern ments and 
health experts (Lopez et al., 1994, p. 246). Similarly, they assert that coun tries that are 
further along in their economic devel op ment ‘such as China, Japan and other coun
tries of Asia, Latin America and North Africa’ are in Stage II, which is typi fied by 
dramatic increases in smoking preval ence, a lack of aware ness about the dangers of 
tobacco and weak tobacco control policies (ibid.). In contrast, they argue that most of 
the rich, indus tri al ised ‘coun tries of Western Europe, along with Australia, Canada 
and the US, are nearing the end of Stage III or [have passed] into Stage IV’, which are 
marked by a decline in smoking preval ence, public oppos i tion to smoking and 
compre hens ive tobacco control policies (Lopez et al., 1994, pp. 245–246).

By linking smoking with devel op ment and geography, Lopez and his colleagues 
were tapping into ideas about tobacco in the devel op ing world that had become 
common among public health experts after the early 1980s, when smoking was 
being iden ti fied as a problem for the Third World (Reubi, 2013). One such idea 
was the notion that developed and devel op ing coun tries were at oppos ite ends of 
the smoking epidemic (e.g. WHO, 1983; Peto et al., 1994). In the former, it was 
believed, the epidemic was subsid ing, while in the latter, the epidemic was only 
just begin ning. As a prom in ent tobacco control expert argued:

The differ ence between developed and devel op ing coun tries is one of timing. 
. . . A lot of what is going on right now in the devel op ing world is not dissim
ilar to what went on in the developed world, many, many decades ago.

Figure 2.1 The Lopez model of the smoking epidemic.
Source: Adapted from Lopez et al. (1994, p. 246).
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Closely related to this first idea was the view that ‘smoke andhealth conscious
ness in [devel op ing] soci et ies lags behind that of the developed world by two or 
three decades’ (Warner, 1984, p. 37). As one academic with an extens ive exper i
ence of the global tobacco control field noted:

In many devel op ing coun tries, you do not see any support for tobacco control 
at any level – no govern mental policies, no govern mental agen cies, no anti 
smoking move ment, no research. There is just not much of anything.

Another import ant idea about smoking and devel op ment that domin ated the 
global tobacco control field after the 1980s was the notion that the two major 
causes of the tobacco epidemic in the Third World were: (1) the success ful 
economic devel op ment of coun tries in the Global South, which meant that their 
citizens were getting richer and had more spend ing power for discre tion ary items 
like cigar ettes; and (2) the tobacco industry’s expan sion into the devel op ing world 
to take advant age of this new spend ing power and compensate their declin ing 
sales of cigar ettes in the North (e.g. WHO, 1983; Stebbins, 1990; Warner, 2000). 
Unsurprisingly perhaps, many inter na tional tobacco control advoc ates bemoaned 
the rela tion ship between success ful economic devel op ment and increas ing 
smoking rates, describ ing it as ‘defect ive modern iz a tion’ and an illus tra tion of 
‘the Third World modern iz ing all too quickly’ (Warner, 1984, p. 37; Stebbins, 
1990, p. 228).

The Lopez model did not only reit er ate these pre exist ing ideas about smoking 
and devel op ment; it elab or ated them further. To start with, the model made it 
clear that not all devel op ing coun tries were the same in terms of smoking patterns, 
public atti tudes to smoking and tobacco control policies. As mentioned above, it 
tacitly assumed that coun tries that were more developed were at a more advanced 
stage of the tobacco epidemic. And it correl ated these differ ences in smoking and 
devel op ment to partic u lar geograph ical regions, with Asian and Latin American 
nations asso ci ated with higher levels of devel op ment, greater smoking preval ence 
and super ior tobacco control programmes than African soci et ies. As one inter na
tional activ ist observed:

The model shows that you cannot lump all devel op ing coun tries together . . . 
there are Asian and Latin American coun tries that one might still refer to as 
devel op ing coun tries where there is heavy smoking by males, very low 
smoking by females . . . there are African coun tries where smoking is still 
relat ively novel, where smoking is still very much on the rise and very much 
at the begin ning of the epidemic.

Furthermore, the Lopez model also bestowed scientific legit im acy upon many of 
these pre exist ing ideas about devel op ment and smoking with scientific legit
im acy. It did so by trans lat ing these ideas into numbers and graphs, and by having 
them published in an inter na tion ally recog nised academic journal (Latour, 1990; 
Porter, 1995). This was import ant for global tobacco control activ ists, who had 
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come to view scientific truth as a marker of their moral integ rity and an advant age 
they had over the tobacco industry (Larsen, 2008).

It is import ant to note that the Lopez model’s rela tion ship with developed coun
tries is not the same as with devel op ing coun tries. For the former, the model is 
‘histor ical in nature’ in the sense that they are currently in Stage IV after having 
effect ively gone through the previ ous three stages (Lopez et al., 1994, p. 245). In 
contrast, for the latter the model is more dynamic. Indeed, while these coun tries 
are currently located in Stage I or Stage II, their future is still inde term in ate to a 
certain extent. One prospect is to do as developed soci et ies have done before and 
go through the next two or three stages of the epidemic as described in the Lopez 
model. That means letting the epidemic follow its course before tack ling it in 
Stage III and Stage IV. But, as Lopez and his colleagues point out, devel op ing 
coun tries ‘can prevent history repeat ing itself’ and chose for them selves a better, 
health ier future (ibid.). This neces sit ates them taking ‘strong public health meas
ures to arrest the growth of tobacco consump tion’ at ‘earlier stages of the epidemic’ 
and, specific ally, ‘during Stage I or Stage II’ (Lopez et al., 1990, pp. 245–246). 
This, of course, was possible because of the extens ive know ledge about smoking 
and how to tackle it accu mu lated by experts in the Global North. As Lopez and his 
colleagues explained, devel op ing coun tries ‘have the advant age of knowing the 
serious health consequences of smoking’ and have at their disposal an array of 
already exist ing ‘effect ive preven tion inter ven tions’ to address the problem 
(Lopez et al., 1990, p. 245).

Intriguingly, Lopez and his colleagues use the case of Singapore – the poster 
child of success ful economic devel op ment and modern isa tion – to illus trate  
their point (Reubi, 2010). As they explain, in the 1970s, the Southeast Asian 
Republic was both at the start of its devel op ment effort and ‘in the early part of 
Stage II of the cigar ette epidemic’, with smoking preval ence at about 42 per cent 
among men and 10 per cent among women and weak tobacco control policies 
(Lopez et al., 1994, p. 246). Twenty years later, in the 1990s, at a time when 
Singapore was close to becom ing a developed nation, it should, if it had let the 
epidemic run its course unchecked, have been enter ing Stage III, with smoking 
preval ence at 60 per cent among men and 40 per cent among women and still 
weak anti smoking policies. Instead, it had, in the 1970s, adopted compre hens ive 
tobacco control meas ures borrowed from Europe and North America, which had 
brought smoking preval ence rates down to 33 per cent among men and 3 per cent 
among women – figures that were more akin to the end of Stage IV than the start 
of Stage III. In other words, at the same time that the Asian city state was going 
through an accel er ated process of modern isa tion, it had also managed to progress 
through Stages II and III of the smoking epidemic at about two to three times the 
‘normal’ speed.

Temporalities and spaces of modern isa tion
Many of the spatio temporal notions that under pin the work of Lopez and his 
colleagues can be traced back to the modern isa tion and devel op ment theor ies that 
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domin ated the field of inter na tional polit ics after the Second World War (Escobar, 
1995; Ekbladh, 2011). As Wahlberg (2007) shows, these theor ies are built around 
a distinct ive concep tion of human progress centred on nation states and stages of 
devel op ment. For proponents of these theor ies, all states and their popu la tions go 
through the same sequence of stages as they progress from under devel op ment to 
devel op ment. Modelled on the history of the rich, indus tri al ised nations of North 
America and Europe, these stages are char ac ter ised by partic u lar social, polit ical, 
economic, demo graphic and epidemi olo gical condi tions. As Wahlberg (2007) 
further shows, there were many examples of this way of concep tu al ising and 
grading progress in the devel op ment liter at ure. An influ en tial one was the model 
outlined by Walt Rostow in The Stages of Economic Growth. At one end of the 
devel op ment continuum was ‘tradi tional society’, which, Rostow believed, was 
char ac ter ised by ‘preNewtonian science and tech no logy’, ‘family and clan 
connex ions’, ‘fatal ism’ and a reli ance on ‘agri cul ture’ (Rostow, 1960, pp. 4–5). 
At the other end was ‘the age of high mass consump tion’ typi fied by high 
‘income’, an ‘urban’ popu la tion ‘working in offices’ and ‘durable consumer 
goods’ such as ‘auto mo biles’ (ibid., pp. 10–11). In between these two poles, 
Rostow talked about ‘take off’ and ‘drive to matur ity’, which he asso ci ated with 
the ‘build ing of an effect ive cent ral ised national state’, the emer gence of ‘banks 
and insti tu tions for mobil ising capital’, a ‘new type of enter pris ing men’, ‘new 
indus tries’ and an embrace of ‘modern science’ (ibid., pp. 6–10).

Another influ en tial example of this way of concep tu al ising progress was Abdel 
Omran’s paper on ‘The Epidemiological Transition’. The distinct ive aspect of 
Omran’s work was the addi tion of demo graphic and epidemi olo gical dimen sions 
to the stages of devel op ment outlined by Rostow. Thus, accord ing to Omran 
(1971, pp. 533–534), tradi tional society, which he termed ‘the Age of Pestilence 
and Famine’, was not only defined by the social, polit ical and economic traits 
outlined by Rostow but also by high fertil ity, low life expect ancy, infec tious 
diseases and malnu tri tion. Likewise, Omran posited that Rostow’s age of mass 
consump tion, which he called ‘the Age of Degenerative and ManMade Disease’, 
was not only char ac ter ised by a central state, indus tri al isa tion and science, but 
also by low fertil ity, high life expect ancy, ageing popu la tions and chronic disease 
(ibid.). Most of these ideas developed by Rostow and Omran could be found in 
what was prob ably the most influ en tial postwar concep tu al isa tion of human 
progress: the categor ies of ‘Industrialised Countries’ (First World), ‘Centrally 
Planned Economies’ (Second World) and ‘Middle and Low Income Countries’ 
(Third World) outlined by the World Bank in its first World Development Report 
(World Bank, 1978, p. ix). Indeed, the Bank asso ci ated devel op ment not only 
with ‘economic growth’, indus tri al isa tion, ‘improve ments in trans port a tion, 
commu nic a tions and elec tric power’, a ‘dynamic entre pren eur ial class’ and ‘tech
no lo gical soph ist ic a tion’, but also with ‘a rapid expan sion of educa tion systems, 
growing liter acy, improve ments in nutri tion and health condi tions’, ‘greater 
urban isa tion’ and ‘reduced fertil ity’ (ibid., pp. 1–7).

These stages of devel op ment allowed experts in the field to judge the  
progress and devel op ment of nations by situ at ing them in both time and  
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space. Unsurprisingly, North American and European coun tries were deemed  
to be in the later stages of devel op ment and asso ci ated with progress and 
modern ity. To illus trate, Rostow linked his age of high mass consump tion with 
‘the United States’, ‘Western Europe and Japan’ (Rostow, 1960, p. 11). In 
contrast, the poor, devel op ing nations of the Global South were thought to be in 
the earlier stages of devel op ment and viewed as tradi tional and back ward. In its 
1978 report, for example, the Bank iden ti fied most coun tries in subSaharan 
Africa as Low Income while it described the major ity of nations in Southeast Asia 
and Latin America as Middle Income (World Bank, 1978). The loca tion of a 
country in time and space, however, was not immut able. Specifically, modern isa
tion theor ists believed that Third World coun tries could improve their levels of 
devel op ment and move to a more advanced stage, thus redu cing the spatio 
temporal gap that separ ated them from North America and Europe (Ekbladh, 
2011). Such efforts at accel er ated devel op ment were made possible by tech nical 
and finan cial assist ance from developed coun tries and gener ally involved the 
estab lish ment of a strong, cent ral ised state together with the creation of the phys
ical infra struc ture and human resources neces sary for rapid indus tri al isa tion 
(Reubi, 2010).

The paral lels between modern isa tion theor ies and the Lopez model are readily 
appar ent. To start with, both are artic u lated around the idea that all coun tries go 
through the same success ive stages – stages of devel op ment for modern isa tion 
theor ies; stages of the smoking epidemic for the Lopez model. Furthermore, in 
both cases, these stages are modelled on the history of Europe and America, 
assum ing thereby that all devel op ing coun tries should follow the same path as the 
rich, indus tri al ised nations of the Global North. This assump tion has, in the case 
of modern isa tion theor ies, been extens ively criti cised for fore clos ing altern at ive 
paths of devel op ment (Escobar, 1995). It has also been prob lem atic for the Lopez 
model, with, for example, women in most devel op ing coun tries not taking up 
smoking as the model predicted (Thun et al., 2012). Another paral lel between 
modern isa tion theor ies and the Lopez model is that they both char ac ter ise each of 
the stages a country goes through by an amalgam of economic, polit ical, social, 
demo graphic and epidemi olo gical features. Similarly, in both cases, the sequence 
of stages is used to posi tion a country in time and space, making it possible to 
group it with some nations and differ en ti ate it from others. Finally, both modern
isa tion theor ies and the Lopez model assume that a country in the early stages of 
devel op ment or the smoking epidemic can, by drawing on the know ledge accu
mu lated by experts in North America and Europe, choose to progress faster 
through the remain ing, success ive stages.

Conclusion
I have sought to draw atten tion to some of the temporal and spatial logics at work in 
the field of global health and chronic disease. As I have showed, many comment
at ors writing on global health have been strongly influ enced by glob al isa tion theor ies 
and notions of time–space compres sion. The world, they believe, is becom ing a 
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‘global village’ char ac ter ised by temporal simul tan eity and a conver gence of  
polit ical, economic and social life. This process of conver gence, they also believe,  
is the result of the ever growing global flows of inform a tion, capital and goods 
across polit ical and geograph ical bound ar ies made possible by trade liber al isa tion 
and revolu tions in commu nic a tion and trans port a tion. Applying these ideas to 
health, they argue that the world is increas ingly char ac ter ised by a global conver
gence of disease patterns, biomed ical know ledge and public health strategies.  
To valid ate their claims, these comment at ors point to a range of recent devel op
ments in global health. Some relate to infec tious diseases such as the rapid spread of 
microbes asso ci ated with air travel and Internet based epidemi olo gical surveil lance 
systems that allow public health author it ies to tackle epidem ics ‘in real time’. But 
many others relate to chronic diseases and the smoking epidemic in partic u lar, 
includ ing: the world wide dissem in a tion of unhealthy beha viours like smoking 
brought about by trade liber al isa tion and multina tional tobacco corpor a tions; 
transna tional anti smoking advocacy networks made possible by Internet based 
commu nic a tion tech no lo gies; and the adop tion of global public health norms like 
those of the FCTC.

There is little doubt that tempor al it ies and spati al it ies of glob al isa tion shape 
many of the insti tu tions, theor ies and prac tices that make up the contem por ary 
field of global health and chronic disease. But, as I have argued in this chapter, 
they are not the only notions of time and space at work within this field. Rather, 
they work along side many other, often contra dict ory spatio temporal logics. The 
tempor al it ies and spati al it ies under pin ning the Lopez model explored in this 
chapter are a case in point. Unlike the tempor al it ies and spati al it ies of same ness 
described in much of the liter at ure on global health, the Lopez model is artic u lated 
around tempor al it ies and spati al it ies of differ ence. This, of course, is not the 
differ ence celeb rated by post mod ern thinkers (e.g. Lyotard, 2004; Bauman, 
2005), but the differ ence of modern isa tion theor ies built around nation states, 
sequen tial stages and progress. Indeed, the Lopez model, in stark contrast to the 
‘one world, one time, one health’ mantra of glob al isa tion, divides the world into 
nation states and orders them along epidemi olo gical, geograph ical and devel op
ment lines.

More gener ally perhaps, this chapter also speaks and contrib utes to the growing 
body of crit ical studies in global health (e.g. Fassin, 2012; Biehl and Petryna, 
2013; Anderson, 2014). According to these schol ars, the field of global health is 
char ac ter ised by ‘tensions and contra dic tions’ as well as by ‘fail ures and resist
ances’ (Fassin, 2012, pp. 107 and 113). They encour age us to recog nise this 
‘uneven terrain’ and think of ‘the glob al isa tion of health . . . as a hetero gen eous 
and contested histor ical phenomenon’ (Fassin, 2012, p. 99; Anderson, 2014, 
p. 372). This article very much follows this lead, depict ing how differ ent, even 
contra dict ory, spatio temporal logics, each with their own strengths and weak
nesses, work along side each other within the global health field. Furthermore, it 
shows the import ance of know ledge and expert discourses such as glob al isa tion 
and modern isa tion theor ies in the making of the notions and prac tices that are part 
of and inform contem por ary global health, some thing also repeatedly emphas ised 
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in crit ical studies of global health (e.g. Lakoff and Collier, 2008; Reubi, 2013; 
Gaudillière, 2014).
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Notes
1 This research was artic u lated around three main data collec tion strategies: (1) articles 

were gathered from a liter at ure search on global tobacco control in major online data
bases and the British Library cata logue; (2) docu ments were obtained from organ isa
tions active in global tobacco control such as the WHO and the Framework Convention 
Alliance; and (3) over 100 semi struc tured inter views were conduc ted with tobacco 
control experts and advoc ates in accord ance with stand ard ethical prin ciples and 
proced ures (cf. Latour, 1993; Prainsack and Wahlberg, 2013). This corpus of texts and 
inter views was examined to identify the notions of tempor al ity and spati al ity around 
which the advoc ates and experts that make up the global tobacco control move ment 
concep tu al ise, narrate and exper i ence the smoking epidemic. Although these advoc ates 
and experts often come from differ ent socio economic and geograph ical back grounds, 
it is import ant to note that their styles of think ing and reas on ing are remark ably similar 
and consist ent over time (Fleck, 1979; Hass, 1992; Hacking, 2002).

2 While the liter at ure on glob al isa tion and health has been very influ en tial within the 
field of global health, it has existed along side two other bodies of work. The first is the 
research on cost effect ive ness and the global burden of disease carried out by epidemi
olo gists and econom ists like Dean Jamison, Christopher Murray and Alan Lopez. 
Concerned with health plan ning and finan cing in low and middle income coun tries, 
this work does not engage with theor ies of glob al isa tion and is, like the Lopez model, 
markedly influ enced by modern isa tion theor ies (e.g. Jamison et al., 1993; Murray and 
Lopez, 1996). The second is the anthro po lo gical and geograph ical research that is 
deeply scep tical of the global and celeb rates the local, emphas ising resist ance to, 
mistrans la tion and re appro pri ation of biomed ical and public health discourses by 
community leaders, doctors and patients in partic u lar places (e.g. Kelly and Beisel, 
2011; Livingstone, 2012; Lawhon and Herrick, 2013).

3 As science and tech no logy studies have sugges ted (e.g. Evans, 1999; Morgan and 
Morrison, 1999; Sismondo, 1999), scientific models like the epidemi olo gical model 
devised by Lopez and his colleagues are best under stood as hetero gen eous assemblages 
of scientific theory, math em at ical tech niques, moral values, social categor ies, graphic 
repres ent a tions, empir ical data and narrat ives. At once repres ent a tions, predic tions and 
tools for inter ven tion, they are crit ical in the produc tion of contem por ary scientific and 
polit ical truths.



36  D. Reubi

References
Anderson, W., 2014. Making Global Health History: The Postcolonial Worldliness of 

Biomedicine. Social History of Medicine 27(2): 372–384.
Bauman, Z., 2005. Liquid Life. Polity Press, Cambridge.
Beaglehole, R. and McMichael, A., 1999. The Future of Public Health in a Changing 

Global Context. Development 42(2): 12–16.
Beisel, U., 2014. On Gloves, Rubber and the SpatioTemporal Logics of Global Health. 

Available at soma to sphere.net (accessed 13 October 2014).
Berlinguer, G., 1999. Health and Equity as a Primary Global Goal. Development 42(2): 

17–21.
Berridge, V., 2007. Marketing Health Smoking and the Discourse of Public Health in 

Britain, 1945–2000. Oxford University Press, Oxford.
Biehl, J. and Petryna, A., eds, 2013. When People Come First: Critical Studies in Global 

Health. Princeton University Press, Princeton, NJ.
Blecher, E. and Ross, H., 2014. Tobacco Use in Africa: Tobacco Control Through 

Prevention. American Cancer Society, Atlanta.
Brandt, A., 2007. The Cigarette Century. Basic Books, New York.
Brown, T.M., Cueto, M. and Fee, E., 2006. The World Health Organization and the 

Transition from ‘International’ to ‘Global’ Public Health. American Journal of Public 
Health 96(1): 62–72.

Caduff, C., 2014. Sick Weather Ahead. Cambridge Anthropology 32(1): 32–46.
Casswell, S. and Thamarangsi, T., 2009. Reducing Harm from Alcohol: Call to Action. 

The Lancet 373: 2247–2257.
ChollatTraquet, C., 1990. WHO Tobacco or Health Programme. In Durston, B. and 

Jamrozik, K., eds, Tobacco and Health 1990. Health Department, Perth, Western 
Australia, pp. 314–316.

Chopra, M., 2005. The Impact of Globalization on Food. In Lee, K. and Collin, J., eds, 
Global Change and Health. Open University Press, Maidenhead, pp. 42–52.

Collin, J., 2003. Think Global, Smoke Local. In Lee, K., ed., Health Impacts of 
Globalization. Palgrave Macmillan, Basingstoke, pp. 61–85.

Collin, J., 2005. The Global Economy and the Tobacco Pandemic. In Lee, K. and Collin, 
J., eds, Global Change and Health. Open University Press, Maidenhead, pp. 111–125.

Collin, J., Johnson, E. and Hill, S., 2014. Government Support for Alcohol Industry: 
Promoting Exports, Jeopardising Global Health? British Medical Journal 348: g3648.

Daulaire, N., 1999. Globalization and Health. Development 42(2): 22–24.
Ekbladh, D., 2011. The Great American Mission. Princeton University Press, Princeton, 

NJ.
Escobar, A., 1995. Encountering Development. Princeton University Press, Princeton, NJ.
Evans, R., 1999. Economic Models and Policy Advice. Science in Context 12(2): 

351–376.
Fassin, D., 2012. The Obscure Object of Global Health. In Inhorn, M. and Wentzell, E., 

eds, Medical Anthropology at the Intersections. Duke University Press, Durham, NC, 
pp. 95–115.

Fleck, L., 1979. Genesis and Development of a Scientific Fact. University of Chicago 
Press, Chicago, IL.

Garrett, L., 1995. The Coming Plague. Penguin, New York.
Gaudillière, JP., 2014. De la santé publique inter na tionale à la santé globale. In Pestre, D., 

ed., Le gouverne ment des tech nos ciences. Editions La Découverte, Paris, pp. 65–96.



Tobacco, disease and modernity  37

Gilmore, A., 2009. Action Needed to Tackle a Global Drink Problem. The Lancet 
373(9682): 2174–2176.

Hacking, I., 2002. Historical Ontology. Harvard University Press, Cambridge, MA.
Harman, S., 2012. Global Health Governance. Routledge, Abingdon, Oxon.
Harvey, D., 1989. The Condition of Postmodernity. Blackwell, Cambridge.
Hass, P., 1992. Epistemic Communities and International Policy Coordination. 

International Organization 46(1): 1–35.
Jamison, D.T., Mosley, W.H., Measham, A.R. and Bobadilla, J.L., eds, 1993. Disease 

Control Priorities in Developing Countries. Oxford University Press, Oxford.
Kelly, A. and Beisel, U., 2011. Neglected Malarias: the Frontlines and Back Alleys of 

Global Health. Biosocieties 6(1): 71–87.
Lakoff, A. and Collier, S., eds, 2008. Biosecurity Interventions: Global Health and Security 

in Question. Columbia University Press, New York.
Larsen, L.T., 2008. The Political Impact of Science. Science and Public Policy 35(10): 

757–769.
Latour, B., 1990. Drawing Things Together. In Lynch, M. and Woolgar, S., eds, 

Representation in Scientific Practice. MIT Press, Cambridge, pp. 19–68.
Latour, B., 1993. The Pasteurization of France. Harvard University Press, Cambridge, 

MA.
Lawhon, M. and Herrick, C., 2013. Alcohol Control in the News: The Politics of Media 

Representations of Alcohol Policy in South Africa. Journal of Health, Politics, Policy 
and Law 38(5): 989–1025.

Lee, K., 2003. Globalization and Health. Palgrave Macmillan, Basingstoke.
Lee, K. and Collin, J., eds, 2005. Global Change and Health. Open University Press, 

Maidenhead.
Livingstone, J., 2012. Improvising Medicine: an African Oncology Ward in an Emerging 

Cancer Epidemic. Duke University Press, Durham, NC.
Lopez, A., Collishaw, N. and Piha, T., 1994. A Descriptive Model of the Cigarette 

Epidemic in Developed Countries. Tobacco Control 3(3): 242–247.
Lyotard, JF., 2004. The Postmodern Condition. Manchester University Press, Manchester.
Mackay, J. and Crofton, J., 1996. Tobacco and the Developing World. British Medical 

Bulletin 52(1): 206–222.
Malone, R.E. and Warner, K.E., 2012. Tobacco Control at Twenty. Tobacco Control 

21(2): 74–76.
May, J. and Thrift, N., 2001. TimeSpace: Geographies of Temporality. Routledge, 

London.
McGoey, L., Reiss, J. and Wahlberg, A., 2011. The Global Health Complex. BioSocieties 

6: 1–9.
Morgan, M. and Morrison, M., eds, 1999. Models as Mediators. Cambridge University 

Press, Cambridge.
Murray, C.J.L. and Lopez, A.D., eds, 1996. The Global Burden of Disease. Harvard 

University Press, Cambridge, MA.
Omran, A., 1971. The Epidemiologic Transition. Milbank Memorial Fund Quarterly 

49(4/1): 509–538.
Peto, R. and Lopez, A.D., 1990. The Future Worldwide Health Effects of Current Smoking 

Patterns. In Durston, B. and Jamrozik, K., eds, Tobacco and Health 1990. Health 
Department, Perth, Western Australia.

Peto, R., Lopez, A.D., Boreham, J., Thun, M. and Heath, C., 1994. Mortality from Smoking 
in Developed Countries, 1950–2000. Oxford University Press, Oxford.



38  D. Reubi

Porter, T., 1995. Trust in Numbers. Princeton University Press, Princeton, NJ.
Prainsack, B. and Wahlberg, A., 2013. Situated BioRegulation: Ethnographic Sensibility 

at the Interface of STS, Policy Studies and the Social Studies of Medicine. Biosocieties 
8: 336–359.

Reubi, D., 2010. The Will to Modernize. International Political Sociology 4: 142–158.
Reubi, D., 2013. Health Economists, Tobacco Control and International Development. 

Biosocieties 8(2): 205–228.
Reubi, D., & Berridge, V. (2016). The Internationalisation of Tobacco Control, 1950–

2010. Medical History, 60(4). 10.1017/mdh.2016.97.
Reynolds, L.A. and Tansey, T., eds, 2012. WHO Framework Convention on Tobacco 

Control. Wellcome Witnesses to Twentieth Century Medicine, Vol. 43. Queen Mary 
University of London, London.

Rostow, W.W., 1960. The Stages of Economic Growth. Cambridge University Press, 
Cambridge.

Scholte, J.A., 2005. Globalization: A Critical Introduction. Palgrave Macmillan, 
Basingstoke.

Sismondo, S., 1999. Models, Simulations and their Objects. Science in Context 12(2): 
247–260.

Smith, J.N., 2013. The New Book of Life. Available at www.jeremyn s mith.com (accessed 
15 September 2014).

Smith, R., 2003. The Impact of Globalization on Nutrition Patterns. In Lee, K., ed., Health 
Impacts of Globalization. Palgrave Macmillan, Basingstoke, pp. 86–104.

Stebbins, K.R., 1990. Transnational Tobacco Companies and Health in Underdeveloped 
Countries. Social Science and Medicine 30(2): 227–235.

Thun, M., Peto, R., Boreham, J. and Lopez, A.D., 2012. Stages of the Cigarette Epidemic 
on Entering its Second Century. Tobacco Control 21(2): 96–101.

Tousignant, N., 2013. Broken Tempos. Social Studies of Science 43(5): 729–753.
Wahlberg, A., 2007. Measuring Progress. Distinktion 14: 65–82.
Walt, G., 2000. Globalization and Health. Paper presen ted at Medact Meeting, 13 May, 

London.
Warner, K.E., 1984. Toward a Global Strategy to Combat Smoking. Journal of Public 

Health Policy 5(1): 28–39.
Warner, K.E., 2000. The Economics of Tobacco. Tobacco Control 9: 78–89.
Weinberg, J., 2005. The Impact of Globalization on Emerging Infectious Disease. In Lee, 

K. and Collin, J., eds, Global Change and Health. Open University Press, Maidenhead, 
pp. 53–62.

Weir, L. and Mykhalovskiy, E., 2010. Global Public Health Vigilance. Routledge, New 
York.

WHO, 1983. Smoking Control Strategies in Developing Countries. WHO, Geneva.
WHO, 1988. Smokeless Tobacco Control. WHO, Geneva.
WHO, 1990. Report of a WHO Consultation on Statistical Aspects of TobaccoRelated 

Mortality. WHO, Geneva.
WHO, 2003. WHO Framework Convention on Tobacco Control. WHO, Geneva.
WHO Europe, 1993. Action Plan for a TobaccoFree Europe. WHO Europe, Copenhagen.
World Bank, 1978. World Development Report, 1978. World Bank, Washington, DC.
Yach, D. and Bettcher, D., 1998. The Globalization of Public Health. American Journal of 

Public Health 88(5): 735–741.
Yach, D. and Bettcher, D., 1999. Globalization of Tobacco Marketing, Research and 

Industry Influence. Development 42(2): 25–30.

www.jeremynsmith.


Tobacco, disease and modernity  39

Yach, D. and Bettcher, D., 2000. Globalisation of the Tobacco Industry Influence and New 
Global Responses. Tobacco Control 9: 206–216.

Yach, D., Hawkes, C., EppingJordan, J. and Galbraith, S., 2003. The WHO’s Framework 
Convention on Tobacco Control: Implications for Global Epidemics of FoodRelated 
Deaths and Disease. Journal of Public Health Policy 24(3–4): 274–290.

Youde, J., 2012. Global Health Governance. Polity Press, Cambridge.



3 Exemplary or excep tional?
The produc tion and dismant ling of 
global health in Botswana

Betsey Behr Brada

Introduction
As the editors of this volume have observed, global health must be under stood as 
some thing emer gent, contex tual and contin gent. Rather than asking where it is, 
we must instead invest ig ate the condi tions under which global health seems self 
evident. Drawing upon ethno graphic obser va tions of inter ac tions among the staff 
of a large hospital in south ern Africa and visit ing American (i.e. US) clini cians 
and train ees, this chapter sheds light on the produc tion and dismant ling of global 
health as a pedago gic object.

The rise to prom in ence of global health as a key pedago gical object in contem
por ary US medical train ing over the past two decades cannot be over stated. With 
the increas ing politi cisa tion of the distri bu tion and quality of health care in the 
USA, more and more medical students and medical educat ors have found their 
moral compasses point ing over seas. With the meteoric rise in status among 
medical students of leaders such as Paul Farmer and organ isa tions such as Partners 
in Health and Médecins Sans Frontières/Doctors without Borders and the devel
op ment of new USdriven aid programmes such as the President’s Emergency 
Plan for AIDS Relief (PEPFAR), ‘global health’ has emerged as a primary site 
of moral profes sional prac tice for young Americans, some thing seem ingly less 
avail able in the USA. While direct ors of American global health train ing 
programmes at both under gradu ate and profes sional levels describe them selves as 
respond ing to this intense student interest, American medical educat ors also 
increas ingly regard global health as an indis pens able compon ent of contem por ary 
train ing (Drain et al., 2007; Fauci. 2007; Panosian and Coates, 2006).

In this context, short term rota tions, or clin ical elect ives, consist ing of six to 
eight weeks of clin ical prac tice in a so called ‘resource poor’ setting have become 
enorm ously popular across medical schools and special isa tions (Evert et al., 
2007; Grudzen and Legome, 2007; Haq et al., 2000; Houpt et al., 2007; Nelson 
et al., 2008; Thompson et al., 2003). These programmes are highly valued for 
offer ing contem por ary medical students a pedago gical exper i ence that is at once 
tech nical and moral. On the one hand, their import ance is shaped by complaints 
about laws and tech no lo gies that keep American train ees distant from patients’ 
bodies. American medical train ees visit ing Botswana complained that their 
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encoun ters with patients in the USA were governed by labor at ory tests and other 
diagnostic tech no lo gies, leaving students feeling as though decisions had been 
made for them. American medical educat ors found these encoun ters simil arly 
frus trat ing: medical prac tice requires a ‘feel’ that tech no lo gies could not provide, 
they told me, but students had few oppor tun it ies for the ‘hands on’ prac tice 
element ary to shaping a compet ent medical prac ti tioner.

On the other hand, for American educat ors and students alike, the most 
import ant facet of short term global health rota tions went beyond the acquis i tion 
of tech nical skill or manual dexter ity. They were prized instead for their capa city 
to cultiv ate a student’s moral orient a tion. Both educat ors and students feared the 
dehu man ising effects of contem por ary medical train ing and prac tice. One 
educator explained it this way: A ‘human it arian impulse’, he said, drew many 
students to medi cine but was lost in the course of medical train ing. By trading the 
trun cated and heavily tech ni cised inter ac tions of the USA for the seeming imme
di acy of a hospital in south east ern Botswana where they palp ated bodies and 
performed blood draws and lumbar punc tures, American students could recon nect 
to this senti ment. From this point of view, Referral Hospital offered a context 
wherein students could provide hands on care for a needy and under served popu
la tion, honing their tech nical skills while rekind ling a sense of empathy by inter
act ing with patients grate ful for the minis tra tions of even unli censed train ees. 
Even just a few weeks in south ern Africa seemed to hold the power to morally 
trans form students in ways that America’s quotidian racism, poverty and 
inequal ity did not seem to offer.

Global health rota tions, such as the one that is the focus of this chapter, prom
ised students the chance to recal ib rate their rela tion ship to their objects of work 
– that is, patients and patients’ bodies – and, in so doing, trans form them selves 
into humane novice prac ti tion ers (Shaywitz and Ausiello, 2002). The assump tion 
that travel holds the capa city to precip it ate such moral trans form a tions, Claire 
Wendland reminds us, is not limited to contem por ary medi cine: short stints in 
Paris offered early nine teenth century American medical train ees a plat form from 
which ‘to advoc ate for medical reforms that some char ac ter ized as returns to 
Hippocratic tradi tion’ (Wendland, 2012: 116). Biomedicine as a discip line faces 
an intract able problem: teach ing students the tech niques of deeply invas ive and 
dehu man ising bodily encoun ters while also cultiv at ing a proper affect ive orient a
tion towards the prac tice of medi cine (Becker et al., 1961; Bosk, 2002; Fox and 
Lief, 1963; Good, 1995). Global health rota tions are only the most recent response 
to this chal lenge (Fox, 1999; Wendland 2012), yet they serve as a key site for the 
cultiv a tion of a caring and empath etic dispos i tion among contem por ary novice 
prac ti tion ers.

Despite its prom ises, in every day prac tice global health is not nearly as self 
evident as its popular ity and trac tion as a constitu ent element of USbased medical 
train ing would suggest. Scholars have drawn atten tion to the unequal abil it ies of 
differ ent actors to clas sify them selves and their activ it ies and insti tu tions as parti
cip at ory in ‘global health’ (Brada, 2011; Crane, 2010, 2013; Wendland, 2012). 
This inequal ity is reflec ted both in the terms by which transna tional engage ments 
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are framed and the day today activ it ies that consti tute them. Even as ‘collab or a
tion’ and ‘part ner ship’ have emerged as the primary terms by which power ful 
Northern insti tu tions char ac ter ise their inter ven tions in the Global South, schol ars 
have pointed to the ways in which these projects them selves both gener ate and 
rely on the very inequal it ies they propose to address (Crane, 2013: 7; Kenworthy, 
2014), and that the inequal it ies that suffuse global health treat ment and research 
projects become unac know ledged public secrets (Geissler, 2013). Key to these 
dynam ics is the mutual consti tu tion of spaces and the subjects imagined to legit
im ately inhabit them, and the poli cing of these spaces and iden tit ies in order to 
main tain these distinc tions (Brada, 2016; Prince, 2014; Sullivan, 2011, 2012; 
Whyte et al., 2013).

If the where of global health is uncer tain and in need of main ten ance, so too is 
the when. As David Reubi (2015) argues, even as proponents of global health 
program ming assert the converge, simil ar ity and simul tan eity of disease patterns, 
they also retain a modern ist concep tu al isa tion of linear devel op ment wherein 
nations progress through sequen tial stages and wherein a national popu la tion’s 
responses to an epidemic may be modelled and predicted in advance. Even as the 
ideas of HIV as a global epidemic and the univer sal applic ab il ity of biomedi cine 
regard less of context under pinned American inter ven tions in Botswana, Referral 
Hospital also seemed to promise a glimpse into American medi cine’s imagined 
past: ther apies long since aban doned, drugs not yet rendered inef fect ive due to 
resist ance. The idea of Botswana as a place where medi cine was out of date 
offered even American train ees a super ior stand ing relat ive to local prac ti tion ers. 
Of course, the modern ist tend ency to view Africa as an iter a tion of Europe’s past 
is well docu mented (Fabian, 1983; Ferguson, 1999). Yet at times Referral 
Hospital’s ground ing in this tele ology unrav elled: Referral Hospital seemed too 
advanced, Botswana’s epidemic too well managed to illus trate the general features 
of ‘Africa’ and serve as a quint es sen tial site of global health. These uneven tempos 
(cf. Toussignant, 2013), the shift ing posi tion of Referral Hospital relat ive to other 
temporal frames, offered local prac ti tion ers oppor tun it ies to imagine a moment 
when Botswana might disen tangle itself from global engage ments and the traject
or ies they entail.

In what follows, I argue that the hospital’s self evid ence as a site of global 
health depends on claims regard ing the kinds of subjects and objects seen to 
inhabit it, claims that had to be main tained and could, in some circum stances, be 
under mined. ‘Global health’ is an argu ment, a posi tion, rather than a discrete 
activ ity defined by insti tu tional, geograph ical or moral para met ers (Brada, 2011). 
At stake in the stabil ity of these claims was the ability of visit ing students to 
consti tute them selves as novice experts who had, in fact, encountered global 
health, and the related problem for their medical school in estab lish ing itself as an 
insti tu tion capable of offer ing global health exper i ences to its students. My data 
are drawn from ethno graphic field work conduc ted at Referral Hospital, Botswana’s 
largest hospital, between 2006 and 2008. Specifically, my research focused on a 
part ner ship between the hospital and a private American medical school, Eastern 
University Medical School (EUMS). At times, EUMS person nel regarded the 
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hospital – and by exten sion, Botswana’s health care system, and the country at 
large – as repres ent at ive of an imagined Africa more gener ally, provid ing a 
glimpse of a quint es sen tially global health context. At other times, however, these 
visit ors saw the hospital and its staff and patients as excep tions to general rules 
thought to apply to both the African contin ent at large and to global health. These 
inter ac tions high light global health’s instabil ity as a pedago gic object: While the 
hospital’s presumed capa city to illus trate the general features of global health and 
Africa justi fied the pres ence of US actors and insti tu tions, its failure to adequately 
do so was always imman ent.

I begin with an exam in a tion of Botswana, and its HIV epidemic in partic u lar, 
as a site of global health. I then demon strate the ways in which EUMS visit ors 
made global health appar ent to one another at Referral Hospital and examine the 
ways in which Referral Hospital’s features were taken as epitomes of larger scale 
phenomenon: that is, how Referral Hospital stood in for Botswana, and even for 
the African contin ent as a whole. I then high light ways in which visit ing Americans 
inad vert ently disrup ted the stabil ity of Referral Hospital as a site of global health. 
I conclude by arguing that the contin gency of ‘global health’ illu min ates transna
tional subjects and engage ments that USdriven global health program ming tends 
to occlude, and opens up an oppor tun ity for Batswana prac ti tion ers to reflect on 
and to re imagine the terms by which they and their hospital engage ‘global 
health’.

Botswana’s epidemic as an ambi val ent site of global health
As I have argued else where, Botswana is both a highly likely and highly unlikely 
place in which to do ‘global health’ (2011). During the period of British colon iz
a tion from the late nine teenth century to the mid1960s, the Bechuanaland 
Protectorate, as it was called, remained an arid site of under devel op ment, its 
popu la tion largely signi fic ant to imper ial agendas only insofar as they provided a 
source of labour for South African industry (Livingston, 2005; Morapedi, 1999; 
Schapera, 1947). Shortly after inde pend ence in 1966, however, Batswana 
discovered extens ive diamond depos its, and entered into an arrange ment whereby 
the proceeds of mining were returned to the state (Gulbrandsen, 2012).1 This 
arrange ment gener ated one of the fastest growing econom ies in the world, and led 
to the rapid devel op ment of govern ment sponsored educa tion, health care and 
infra struc ture. Lauded as ‘an African success story’, a ‘miracle’ of stable demo
cratic governance, steady economic growth and invest ment in infra struc ture, 
Botswana has largely managed to avoid debt to inter na tional finan cial insti tu tions 
and the crip pling struc tural adjust ment programmes that have accom pan ied it, and 
is frequently regarded as an excep tion to the rules of poverty, corrup tion and 
warfare govern ing the rest of the contin ent (Acemoglu et al., 2003; Good, 1992, 
2008; Gulbrandsen, 2012; Maipose, 2009; Parsons, 1993; Samatar, 1999; 
Werbner, 2004).

Despite this aston ish ing rate of state sponsored devel op ment and the country’s 
repu ta tion for economic prosper ity and good governance, by 2001 Botswana had 



44  B.B. Brada

one of the highest HIV preval ence rates in the world. The number of deaths  
attrib uted to the virus contin ued to rise, peaking at more than 15,000 in 2003 
alone (UNAIDS, 2013). In addi tion, like other coun tries in the region, Botswana’s 
epidemic has wreaked havoc upon profes sional cadres, strik ing those who 
possessed the train ing and abil it ies most needed to manage the epidemic. 
Furthermore, Botswana’s relat ively robust public health infra struc ture, oriented 
towards decent ral ised prevent at ive public health services, was unpre pared for the 
burden of hospital based care and chronic debil ity to which the epidemic gave rise 
(Livingston, 2004, 2012). Until very recently, for example, the country lacked the 
capa city to train phys i cians within its borders. Nursing train ing has been avail able 
at mission ary insti tu tions since the days of the Protectorate and, more recently, at 
public educa tional insti tu tions, but the govern ment has histor ic ally relied on a 
mixture of foreign health profes sion als and foreign trained Batswana to fill other 
posi tions in public hospit als. While plans for a medical school have been under 
discus sion since the mid1990s, the University of Botswana’s Faculty of Medicine 
gradu ated its first class only in 2015.

These factors form the context in which then President Festus Mogae publicly 
declared in 2001 his fear that Botswana faced ‘extinc tion’ as a nation, his determ
in a tion to explore the feas ib il ity of free public treat ment with anti retro viral 
medic a tions (ARVs), and his appeals for inter na tional assist ance (Farley, 2001). 
While inter na tional policy circles contin ued to emphas ise preven tion and palli
at ive care, Botswana’s national lead er ship launched subSaharan Africa’s first 
free public HIV treat ment programme and began distrib ut ing ARVs. By 2004, 
more than 20,000 patients were receiv ing ARVs and the programme contin ued to 
expand as the Ministry of Health imple men ted routine HIV testing in health care 
settings (Ramiah and Reich, 2005). But the ambi tious programme taxed 
Botswana’s already over burdened public health sector. USbased private found a
tions and medical schools, eager to parti cip ate in the world wide expan sion of 
HIV treatment, began developing connections with Botswana in order to support 
the treatment programme, focusing primarily on training practitioners to manage 
patients on long term ARV treat ment and devel op ing the infra struc ture on which 
the treat ment programme relied.

All of this has added up to some thing of a conun drum. For one thing, as 
perplex ing as Botswana’s epidemic was to outsiders who regarded the country as 
a model of devel op ment in Africa, it was no less so for many Batswana, who did 
not recog nise in them selves the deviant sexu al it ies and general back ward ness 
they asso ci ated with the disease (Heald, 2005; MacDonald, 1996). While more 
than 300,000 of Botswana’s approx im ately two million citizens are living with 
HIV, descrip tions of Botswana as back ward, abject and ‘AIDSridden’ (Thomma, 
2003) can sit awkwardly against Batswana’s pride in their polit ical stabil ity, 
economic viab il ity and a peace ful post co lo nial trans ition in a region where these 
are rare, as well as their exper i ence of national lead er ship visà vis HIV. In addi
tion, Botswana’s govern ment was heavily involved in ARV treat ment from the 
very begin ning. In contrast to South Africa where polit ical battles have surroun ded 
HIV treat ment, forcing the citizenry to wrest a matter of life and death from a 
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recal cit rant state (Comaroff, 2007; Decoteau, 2013), Botswana’s ARV programme 
has served as a means by which the govern ment has shored up its legit im acy 
(Gulbrandsen, 2012). The stabil ity of diamond prices, too, has argu ably lent itself 
to the persist ence of modern ist tele olo gies of devel op ment perhaps longer than 
else where in Africa (Ferguson, 1999, 2006).

Notwithstanding the degree to which Botswana lives up to its repu ta tion for 
excep tion al ity, then, even in the midst of the epidemic indi vidual Batswana 
continue to feel the pres ence of the state in their every day lives in the form of 
schools, roads, clinics, bore holes and, more recently, ARVs. ‘Whatever else you 
can say about [former President] Mogae,’ I was told several times, ‘he brought us 
treat ment.’ In short, while Botswana possesses many features of a quint es sen tial 
site of ‘global health’ – a devast at ing epidemic, an over taxed public health  
infra struc ture, a popu la tion in need of complex forms of medical care – its  
polit ical and economic stabil ity cut both ways. They contrib ute to the ease and 
conveni ence with which US insti tu tions estab lish programmes in Botswana while 
also making it diffi cult to cast Botswana as a site of a generic ‘global health’ 
wherein transna tional inter ven tion is the sine qua non of health care.

‘Do all the proced ures you can’: producing global health
As the govern ment of Botswana began laying plans for the national ARV treat
ment programme in the early 2000s, infec tious disease special ists from EUMS 
were invited via a series of personal connec tions to help formu late the policies 
guiding the treat ment programme. These phys i cians began drop ping in on Referral 
Hospital’s adult medical wards, which bore the brunt of the epidemic and its asso
ci ated infec tions, such as tuber cu losis. EUMS students began finding their way to 
Gaborone for a few weeks at a time, and by 2004 EUMS had placed a few phys
i cians in Gaborone year round. This rather haphaz ard arrange ment evolved into a 
full EUMS firm, or medical team composed of special ists and train ees, that 
oversaw cases. Despite signi fic ant differ ences between medical systems and 
curricula, over the next few years EUMS form al ised its part ner ship with Referral 
Hospital around two object ives. First, EUMS offered to provide train ing and 
ment or ing for the junior phys i cians of the ward, known as medical officers  
(MOs). Many of these MOs were Batswana who had received govern ment  
spon sor ships to study medi cine over seas that required them to work in the public 
sector upon return ing home. While they were super vised by special ised  
phys i cians, or attend ings, there were no formal oppor tun it ies for advanced 
train ing, such as a resid ency, avail able to them in Botswana. To that end, there 
were always a few infec tious disease special ists from EUMS rotat ing through the 
ward for a few weeks or months at a time.

Second, EUMS estab lished a six week rota tion for its medical students that 
prom ised to expose them to ‘global health’. For EUMS educat ors and admin is
trat ors, the absence of a local medical school created the possib il ity that EUMS 
students could fill an unoc cu pied niche. This assump tion was further groun ded in 
a perceived congru ence between students’ need for clin ical exper i ence and 



46  B.B. Brada

patients’ need for care amid presum ably inad equate and incom pet ent local  
prac tice, a percep tion that allowed EUMS person nel to see the rela tion ship as at 
least mutu ally bene fi cial, even bene vol ent. The school’s invest ment in this aspect 
of the programme was consid er able: EUMS covered the cost of the flight and 
provided room and board in an expens ive set of apart ments near the hospital.

As discussed above, both students and educat ors prized the rota tion for its 
capa city to trans form students’ subjectiv it ies. But for EUMS students the most 
imme di ate value of this niche lay in the oppor tun ity to prac tise the blood draws, 
lumbar punc tures, and other invas ive proced ures used in the diagnosis and treat
ment of HIV as well as other condi tions. By restrict ing the programme to students 
in their fourth year of train ing, EUMS ensured they had some basic clin ical 
exper i ence, but their access to patients’ bodies in Botswana was far greater than 
in the USA. ‘We’ll be great resid ents’, one student explained to me, indic at ing the 
degree to which the oppor tun ity to perform invas ive proced ures on Batswana 
patients offered them a profes sional edge over their colleagues back home. ‘Do 
proced ures’, students leaving Gaborone at the end of their six weeks coun selled 
their incom ing class mates. ‘Do all the proced ures you can.’

Students’ access to patients’ bodies, then, often served for them as the most 
obvious sign of ‘global health’. This access, and the presumed congru ence of 
needs and defi cien cies that groun ded it, offered EUMS students a kind of circu lar 
reas on ing. This must be global health; why else would they, unli censed train ees, 
be doing it? To the extent that ‘global health’ emerged as a coher ent object of 
pedagogy between EUMS instruct ors and their students, then, it did so through a 
determ ined focus on what Referral Hospital lacked in compar ison to an imagined 
US coun ter part. These compar is ons frequently acquired a temporal dimen sion. 
‘Local’ drugs, treat ment proto cols and prac ti tion ers were obsol ete; visit ing 
Americans, even novices, could provide up todate medical care, almost as if by 
visit ing Botswana they trav elled into the past (Brada, 2011). Anxious to estab lish 
their cred ib il ity as novice ‘global’ prac ti tion ers, EUMS students vied with one 
another to deride ‘local’ resources, prac tices and person nel in their instruct ors’ 
pres ence. In this context ‘global health’ better captured the capa city for American 
medical students to inhabit and lay claim to a specific traject ory of moral and 
profes sional form a tion than it described either the geograph ical distri bu tion of 
threats to health or the distri bu tion of medical experts commit ted to remedy ing 
them.

‘Not bad for an African hospital’
While indi vidual students valued the rota tion for its ability to contrib ute to their 
indi vidual skill sets and careers, EUMS had a broader stake in the rota tion’s 
exist ence. Although the school’s repu ta tion as an elite insti tu tion increas ingly 
hinged upon its ability to incor por ate over seas travel into its curricula, EUMS had 
few other inter na tional programmes, and senior admin is trat ors placed ever more 
pres sure on the rota tion at Referral Hospital to illus trate EUMS’ engage ment in 
global health. To that end, EUMS instruct ors frequently spoke of Referral 
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Hospital as though it stood in for not just the entire country of Botswana but for 
the entire African contin ent. ‘Well, here in Africa, you’ll see that’, instruct ors 
might explain to students upon encoun ter ing unfa mil iar or even, to their eyes, 
inad equate or out ofdate ther apies. Indeed, at times students’ criti cisms and 
complaints reached such a pitch that EUMS instruct ors were forced to remind 
their students that, its myriad faults notwith stand ing, Referral Hospital was ‘not 
bad for an African hospital’.

As a quint es sen tial example of African health care, Referral Hospital was called 
upon to repres ent the fail ures and inad equa cies of a partic u larly African AIDS 
epidemic epitom ised not just by the absence of treat ments but by the absence of 
prac ti tion ers know ledge able about treat ment. This led to some strange and 
awkward encoun ters, as when Dr Sam, a retired American infec tious disease 
expert, was invited by EUMS to spend several weeks at Referral Hospital. At  
his lecture, which EUMS instruct ors had heavily encour aged both their own 
students and Referral Hospital’s MOs to attend, he began by talking about  
intest inal para sites, a condi tion of little concern in Botswana, observing that ‘the 
average Vietnamese person has three worms’. To the consterna tion of his 
American hosts, Dr Sam’s subsequent obser va tions miscon strued the basic 
epidemi ology of south ern Africa as he estim ated a much lower HIV preval ence 
rate and a much higher rate of para sites than was the case.

Through these contrasts, EUMS instruct ors and students mutu ally consti tuted 
‘global health’ as a prac tice that entailed visit ing Americans trav el ling to and 
return ing from sites that seemed to demand their expert ise, a prac tice from which 
African experts were largely excluded (cf. Crane, 2010, 2013). Here, ‘global health’ 
as an expert stance requires not a mastery of the context in which a medical profes
sional finds him or herself but the ability to move author it at ively from one context 
to another and the consti tu tion of these dispar ate situ ations as objects of expert 
inter ven tion, as reflec ted by Dr Sam’s frequent allu sions to Vietnamese para sitic 
infec tions (Carr, 2010). The specific features of a country seem almost incid ental. 
In addi tion, visit ing ‘Africa’ seemed to hold out to American experts an oppor tun ity 
to inter vene in an earlier phase of the epidemic, to redeem past mistakes and perhaps 
capture an elusive glory (cf. Crane, 2013; Reubi, 2015; Toussignant, 2013). For 
example, Dr Sam recalled with some nostal gia treat ing AIDS in San Francisco in 
the early 1980s: the virus had not yet been iden ti fied and both diagnosis and treat
ment posed formid able chal lenges. Such author it at ive move ment requires the 
consti tu tion of a hier archy of recog nis able categor ies – abject patients, ignor ant and 
help less local prac ti tion ers, visit ing experts – and their arrange ment in time. But as 
power ful as these categor isa tions may seem, they required main ten ance and were 
subject to contest a tion, re eval u ation and even, as the follow ing section illus trates, 
inad vert ent redefin i tion in the hands of those recruited to rein force them.

‘Anything this soph ist ic ated’: global health dismantled
Using Referral Hospital to show case global health’s quint es sen tial features was 
not nearly as straight for ward as EUMS instruct ors might have hoped. Students 
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expec ted to encounter a ‘resource poor setting’, but upon arrival many struggled 
to discern differ ences in prac tices, mater i als and approaches, and even termin o
logy from actual defi cien cies. Their efforts to consti tute them selves as experts 
were hampered by their unfa mili ar ity with the conven tions that governed Referral 
Hospital. While some of these forms of know ledge were local to Botswana’s 
health system, such as the highly regarded audi ology services at a smaller hospital 
in Ramotswa, some 35 km south of Gaborone, others were more ‘global’: terms 
such as FBC for ‘full blood count’ are used widely across the Commonwealth of 
Nations and beyond, but such terms flum moxed EUMS students accus tomed to 
order ing a CBC (complete blood count). While an encounter with these conven
tions might be regarded as the stuff of global health prac tice itself, EUMS students 
often met them with frus tra tion: this unfa mili ar ity threatened their primary goals; 
that is, it under mined their capa city to inter vene rapidly and effect ively in patients’ 
bodies, and to demon strate to their local colleagues what such rapid and effect ive 
inter ven tion looked like (cf. Cicourel, 1995; Macdonald, 2002).

Frustrated by an inab il ity to perform profi ciently in a new envir on ment, students 
tended to imagine that their mastery of global health depended on identi fy ing 
which of its novel char ac ter ist ics were, in fact, defi cien cies. They did not, then, 
respond posit ively to discus sions that emphas ised the soph ist ic a tion of Referral 
Hospital and its staff. In June 2007 Dr Paul, a senior infec tious disease special ist 
at a univer sity in the western USA, was invited to Referral Hospital for four 
weeks by the head of the EUMS’ divi sion of infec tious disease, with whom he 
had a long friend ship. Dr Paul had worked in North Africa in the early 1980s and 
his polite and affable manner distin guished him among visit ing Americans at 
Referral Hospital. One bright winter morning, he and I joined a team composed of 
Dr Adu, a Ghanaian special ist employed by Referral Hospital, Dr Moseki, a 
Motswana MO, and three EUMS students as they made their way down the long, 
narrow ward and stopped to examine a patient receiv ing treat ment for crypto
coc cal meningitis. As Dr Adu discussed the patient’s condi tion with a nurse, Dr 
Paul discovered that, rather than relying solely on India Ink for diagnosis, Referral 
Hospital’s lab had the capa city to culture cerebrospinal fluid (CSF) collec ted via 
lumbar punc ture and to test it for crypto coc cal anti gens. ‘I’m surprised to find 
anything this soph ist ic ated [in subSaharan Africa] outside South Africa,’ he 
remarked excitedly to the rest of us. ‘In south ern Sudan we tested for crypto using 
India Ink,’ he contin ued. ‘This patient would have died.’

Such compar is ons presen ted two prob lems to EUMS students. First, even if 
students were able to draw compar is ons from one ‘global health’ space to another 
(Brada, 2011), as train ees they were gener ally unable to draw them across time. 
Reminiscences such as Dr Paul’s reminded them of their status as noviti ates 
visà vis global health and conflic ted with the idea that Americans tempor ar ily 
inserted them selves into back ward and paro chial health systems where they prac
tised an advanced medi cine by virtue of being American, regard less of age or 
exper i ence. But more import antly, Dr Paul’s remark cast doubt on the capa city of 
Referral Hospital to serve as an exem plary space of global health. Instead, his 
compar ison emphas ised Referral Hospital’s excep tion al ity visà vis global health 
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and its idealized site in an undif fer en ti ated and gener ic ally abject ‘Africa’. If the 
legit im acy of their six week rota tion lay in an encounter with abject subjects  
and the iden ti fic a tion and correc tion of unsoph ist ic ated and obsol ete prac tices, 
then such assess ments of the diagnostic tech no lo gies and treat ments avail able in 
south east ern Botswana and the prac ti tion ers who wielded them could only  
under mine that legit im acy.

Likewise, even Dr Sam in his lecture, as he rehearsed an over view of HIV 
morbid ity and mortal ity in subSaharan Africa, conceded that it might not entirely 
apply to ‘this little para dise’. Surprised, perhaps even dismayed, that Botswana 
was not the ‘Africa’ he anti cip ated, Dr Sam also found Referral Hospital to be out 
of step tempor ally, inas much as its lack of excite ment stemmed from its failure to 
recapit u late the heady (and horri fy ing) early days of the epidemic in the USA. 
Local African prac ti tion ers, he concluded dubi ously, might learn to manage 
patients on long term ARV therapy, but the tedium of managing a chronic condi
tion that char ac ter ised Botswana’s treat ment era offered no chal lenge to an expert 
such as himself. ‘The excite ment [of the epidemic] is disap pear ing’, he concluded 
with obvious disap point ment.

A greener pasture
While Dr Paul’s and Dr Sam’s reac tions to the prac tices they encountered at 
Referral Hospital dismayed EUMS students, these reac tions were received with 
more ambi val ence by the ward’s MOs. On the one hand, these junior phys i cians 
grumbled about missing labs, drug stock outs and the other incon veni ences that 
coloured day today prac tice on the ward, and they could some times be found 
bemoan ing the unavail ab il ity of the MRI (magnetic reson ance imaging) scans 
they knew from their studies over seas. They drew compar is ons of their own from 
a wide range of exper i ences: Dr Moseki, for example, had done her medical 
train ing in the Caribbean and North America before return ing to Botswana. On 
the other hand, the MOs some times bristled when they sensed Botswana was 
being held up as the epitome of a poor, benighted African country. They resisted 
the gener al isa tions of ‘Africa’ offered by visit ing speak ers such as Dr Sam. One 
sees cases of leish mani asis in Mozambique, not Botswana, one MO politely 
objec ted; scabies is a press ing problem in East Africa, countered another. Wary of 
paint ing all EUMS person nel with the same brush, Dr Moseki never the less found 
EUMS students’ atti tudes consist ent enough to spec u late that the students were 
given expli cit instruc tions regard ing what they would find at Referral Hospital: 
‘They come here with the mental ity that they’re saviours of black people, as if 
they’ve been told, “You’re going there to save the Africans.”’

Here, Dr Moseki found herself in a double bind. To admit that Referral Hospital 
had any faults what so ever seemed to capit u late to the idea that Referral Hospital 
– and, by exten sion, Botswana as a whole, includ ing Dr Moseki herself – was 
nothing more than a token of a type, an instan ti ation of repres ent a tions of Africa 
promul gated in American global health train ing programmes: poor, diseased, 
incap able and in need of outside assist ance. But even posit ive assess ments of the 
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hospital and of health care in Botswana more broadly, such as those voiced by  
Dr Paul and Dr Sam, sat uneas ily with Dr Moseki and her colleagues insofar as 
they reflec ted a surprise that Botswana had somehow escaped the abject state in 
which Africa was presumed to lie. In these instances both Botswana’s status as an 
exem plary site of global health and as an excep tion to it were troub ling: taken 
together, they pointed to the contin gency of the spatial and temporal logics 
inform ing global health train ing programmes, such as EUMS’s programme at 
Referral Hospital, and to the power claimed by US insti tu tions in setting the terms 
by which global health is imagined. Dr Moseki put it this way:

Pretty soon . . . they [EUMS] are gonna find a greener pasture some where in 
some poor back ward African place and that’s where they’ll go because they 
need . . . to feel like they’re saviours. [And]. . . here [at Referral Hospital], 
we’ll be like, ‘You don’t really do much’, and they’ll go.

Here Dr Moseki imagines a moment when Referral Hospital cannot provide the 
context for EUMS students and prac ti tion ers to engage in global health. EUMS 
person nel them selves, upon encoun ter ing unex pec ted tech no lo gies, bureau cratic 
constraints on their activ it ies, and the banal routine of chronic disease main ten
ance, also some times imagined it, grumbling drily about ‘Africa lite’. This uncer
tainty reveals less about Botswana than it high lights the instabil ity of global health 
as a pedago gic object, a fantasy that demands a config ur a tion of a tech no lo gic ally 
defi cient health care system wherein American saviours act exped i tiously towards 
abject Africans. That this global health is a fantasy is made even more appar ent by 
the diffi culty of finding a place for someone like Dr Moseki, a Motswana with 
clin ical exper i ence in the West Indies, the north ern plains of the USA and south ern 
Africa, within it.

Conclusion
In an essay on inter ac tions between Malawian medical students and visit ing 
foreign ers at Malawi’s College of Medicine, Claire Wendland cautions us that 
‘depict ing clin ical tourism as invari ably extract ive, neoco lo nial, or exploit at ive 
would disreg ard many cases in which students’ travels lead to long lasting 
connec tions among Malawians and expat ri ates that appear to enrich all  
concerned’ (Wendland, 2012: 116). By high light ing the unequal terms by  
which global health is imagined and insti tu tion al ised, my object ive in this  
chapter has not been to place limits on the exper i ences of indi vidual Batswana  
and American medical person nel, either train ees or experts, or to suggest that  
this inequal ity precludes the mutu ally enrich ing engage ments Wendland  
describes. Instead, I have high lighted both the stakes for US medical educat ors 
and their train ees in stably locat ing ‘global health’ and the inab il ity of one hospital 
in south east ern Botswana – and argu ably, any one hospital – to consist ently 
embody the general features of global health and to repres ent ‘Africa’ in a generic 
sense.
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More import antly, the contin gency of global health and the ambi val ence with 
which Batswana medical profes sion als, such as Dr Moseki, engage it high light a 
deeper set of misgiv ings. Had Batswana, through part ner ships such as that between 
Referral Hospital and EUMS, commit ted them selves to being the ground upon 
which Americans produced know ledge and consti tuted them selves as experts in 
exchange for the resources that these part ner ships provided? Had enter ing into these 
rela tion ships given rise to a set of circum stances wherein Batswana could no longer 
dictate their terms? Had the act of request ing assist ance, while saving the nation from 
extinc tion, also deprived Batswana of the very control over their country and its 
destiny they had sought to preserve? These ques tions help us under stand the uncer
tain relief in Dr Moseki’s voice as she imagines a moment when Referral Hospital 
ceases to be suffi ciently a site of ‘global health’ in EUMS’ terms, a moment when 
the hospital’s soph ist ic ated lab tech niques and its stock outs, its ever shift ing self 
under stand ing as both a success story and a country where HIV/AIDS has left no 
one untouched, are simple matters of fact, not the contra dic tions of fantasy.

Note
1 The term Batswana (sing. Motswana) describes the citizenry of the Republic of 

Botswana; it may also desig nate member ship in a Tswana morafe (tribe or 
kingdom).

References
Acemoglu, D., S. Johnson and J.A. Robinson (2003) An African Success Story: Botswana 

in Search of Prosperity. In Analytic Narratives on Economic Growth, ed. Dani Rodrik, 
pp. 80–119. Princeton, NJ: Princeton University Press.

Becker, H.S., B. Geer, E.C. Hughes and A.L. Strauss (1961) Boys in White: Student Culture 
in Medical School. Chicago, IL: University of Chicago Press.

Bosk, C. (2002 [1979]) Forgive and Remember: Managing Medical Failure (2nd edn). 
Chicago, IL: University of Chicago Press.

Brada, B. (2011) ‘Not Here’: Making the Spaces and Subjects of ‘Global Health’ in 
Botswana. Culture, Medicine, and Psychiatry 35: 285–312.

Brada, B.B. (2016) The Contingency of Humanitarianism: Moral Authority in an African 
HIV Clinic. American Anthropologist 118(4): 755–771.

Carr, E.S. (2010) Enactments of Expertise. Annual Review of Anthropology 39: 17–32.
Cicourel, A. (1995) Medical Speech Events as Resources for Inferring Differences in 

ExpertNovice Diagnostic Reasoning. In Aspects of Oral Communication, ed. U.M. 
Quasthoff, pp. 364–387. Berlin: de Gruyter.

Comaroff, J. (2007) Beyond Bare Life: AIDS, (Bio)Politics, and the Neoliberal Order. 
Public Culture 19(1): 197–219.

Crane, J. (2010) Unequal ‘Partners’: AIDS, Academia, and the Rise of Global Health. 
Behemoth: A Journal on Civilisation 3: 78–97.

Crane, J. (2013) Scrambling for Africa: AIDS, Expertise, and the Rise of American Global 
Health Science. Ithaca, NY: Cornell University Press.

Decoteau, C.L. (2013) Ancestors and Antiretrovirals: The Biopolitics of HIV/AIDS in 
PostApartheid South Africa. Chicago, IL: University of Chicago Press.



52  B.B. Brada

Drain, P.K., D.A. Primack, D. Hunt, W.W. Fawzi, K.K. Holmes and P. Gardner (2007) 
Global Health in Medical Education: A Call for More Training and Opportunities. 
Academic Medicine 82(3): 226–230.

Evert, J., A. Bazemore, A. Hixon and K. Withy (2007) Going Global: Considerations for 
Introducing Global Health into Family Medicine Training Programs. Family Medicine 
39(9): 659–665.

Fabian, J. (1983) Time and the Other: How Anthropology Makes its Object. New York: 
Columbia University Press.

Farley, M. (2001) At AIDS Disaster’s Epicenter, Botswana is a Model of Action. Los 
Angeles Times, 27 June.

Fauci, A.S. (2007) The Expanding Global Health Agenda: A Welcome Development. 
Nature Medicine 13(10): 1169–1171.

Ferguson, J. (1999) Expectations of Modernity: Myths and Meanings of Urban Life on the 
Zambian Copperbelt. Berkeley: University of California Press.

Ferguson, J. (2006) Decomposing Modernity. In Global Shadows: Africa in the Neoliberal 
World Order, pp. 176–193. Durham, NC: Duke University Press.

Fox, R. (1999) Is Medical Education Asking Too Much of Bioethics? Daedalus 128(4): 1–25.
Fox, R. and H. Lief (1963) Training for ‘Detached Concern’. In The Psychological Basis 

of Medical Practice, ed. H. Lief, pp. 12–35. New York: Harper and Row.
Geissler, P.W. (2013) Public Secrets in Public Health: Knowing Not to Know while 

Making Scientific Knowledge. American Ethnologist 40(1): 13–34.
Good, K. (1992) Interpreting the Exceptionality of Botswana. Journal of Modern African 

Studies 30(1): 69–95.
Good, K. (2008) Diamonds, Dispossession and Democracy in Botswana. Rochester, NY: 

James Currey.
Good, M.D. (1995) American Medicine, The Quest for Competence. Berkeley: University 

of California Press.
Grudzen, C.R. and E. Legome (2007) Loss of International Medical Experiences: 

Knowledge, Attitudes and Skills at Risk. BMC Medical Education 7(47), doi: 
10.1186/14726920747.

Gulbrandsen, Ø. (2012) The State and the Social: State Formation in Botswana and its 
Precolonial and Colonial Genealogies. New York: Berghahn.

Haq, C., D. Rothenberg, C. Gjerde, J. Bobula, C. Wilson, L. Bickley, A. Cardelle and  
A. Joseph (2000) New World Views: Preparing Physicians in Training for Global Health 
Work. International Family Medicine 32(8): 566–572.

Heald, S. (2005) Abstain or Die: The Development of HIV/AIDS Policy in Botswana. 
Journal of Biosocial Science 38: 29–41.

Houpt, E.R., R.D. Pearson and T.L. Hall (2007) Three Domains of Competency in Global 
Health Education: Recommendations for All Medical Students. Academic Medicine 
82(3): 222–225.

Joint United Nations Programme on HIV/AIDS (UNAIDS) (2013) Epidemiological Fact 
Sheet on HIV/AIDS and Sexually Transmitted Diseases, 2004. Geneva: UNAIDS.

Kenworthy, N.J. (2014) Global Health: The Debts of Gratitude. Women’s Studies Quarterly 
42(1/2): 69–85.

Livingston, J. (2004) AIDS as Chronic Illness: Epidemiological Transition and Health 
Care in SouthEastern Botswana. African Journal of AIDS Research 3(1): 15–22.

Livingston, J. (2005) Debility and the Moral Imagination in Botswana. Bloomington, IN: 
Indiana University Press.

Livingston, J. (2012) Improvising Medicine: An African Oncology Ward in an Emerging 
Cancer Epidemic. Durham, NC: Duke University Press.



Global health in Botswana  53

MacDonald, D.S. (1996) Notes on the SocioEconomic and Cultural Factors Influencing 
the Transmission of HIV in Botswana. Social Science and Medicine 42(9): 
1325–1333.

Macdonald, M.N. (2002) Pedagogy, Pathology and Ideology: The Production, Transmission 
and Reproduction of Medical Discourse. Discourse and Society 13(4): 337–367.

Maipose, G. (2009) Botswana: The African Success Story. In The Politics of Aid: African 
Strategies for Dealing with Donors, ed. L. Whitfield, pp. 108–130. Oxford: Oxford 
University Press.

Morapedi, W.G. (1999) Migrant Labour and the Peasantry in the Bechuanaland Protectorate, 
1930–1965. Journal of Southern African Studies 25(2): 197–214.

Nelson, B.D., C.C. Anne, P.K. Lee, M. Newby, R. Chamberlin and C. Huang (2008) 
Global Health Training in Pediatric Residency Programs. Pediatrics 122(1): 28–33.

Panosian, C. and T.J. Coates (2006) The New Medical ‘’Missionaries” – Grooming the 
Next Generation of Global Health Workers. New England Journal of Medicine 354(17): 
1771–1773.

Parsons, N. (1993) Botswana: An End to Exceptionality? Round Table 325: 73–82.
Prince, R.J. (2014) Navigating ‘Global Health’ in an East African City. In Making and 

Unmaking Public Health in Africa: Ethnographic and Historical Perspectives, ed. R.J. 
Prince and R. Marsland, pp. 208–230. Athens: Ohio University Press.

Ramiah, I. and M. Reich (2005) Public–Private Partnerships and Antiretroviral Drugs for 
HIV/AIDS: Lessons from Botswana. Health Affairs 24(2): 545–551.

Reubi, D. (2015) Modernisation, Smoking and Chronic Disease: Of Temporality and 
Spatiality in Global Health. Health & Place 39: 188–195.

Samatar, A.I. (1999) An African Miracle: State and Class Leadership and Colonial Legacy 
in Botswana Development. Portsmouth: Heinemann.

Schapera, I. (1947) Migrant Labour and Tribal Life, a Study of Conditions in the 
Bechuanaland Protectorate. London: Oxford University Press.

Shaywitz, D.A., and D.A. Ausiello (2002) Global Health: A Chance for Western Physicians 
to Give and Receive. American Journal of Medicine 113(4): 354–357.

Sullivan, N. (2011) Mediating Abundance and Scarcity: Implementing an HIV/AIDS 
Targeted Project Within a Government Hospital in Tanzania. Medical Anthropology 
30(2): 202–221.

Sullivan, N. (2012) Enacting Spaces of Inequality Placing Global/State Governance Within 
a Tanzanian Hospital. Space and Culture 15(1): 57–67.

Thomma, S. (2003) Bush Pledges U.S. Support in AIDSRidden Botswana. Knight Ridder 
Tribune News Service, 10 July: 1.

Thompson, M.J., M.K. Huntington, D. Hunt, L.E. Pinsky and J.J. Brodie (2003) Educational 
Effects of International Health Electives on U.S. and Canadian Medical Students and 
Residents: A Literature Review. Academic Medicine 78(3): 342–347.

Toussignant, N. (2013) Broken Tempos: Of Means and Memory in a Senegalese University 
Laboratory. Social Studies of Science 43(5): 729–753.

Wendland, C. (2012) Moral Maps and Medical Imaginaries: Clinical Tourism at Malawi’s 
College of Medicine. American Anthropologist 114(1): 108–122.

Werbner, R. (2004) Reasonable Radicals and Citizenship in Botswana: The Public 
Anthropology of Kalanga Elites. Bloomington, IN: Indiana University Press.

Whyte, S.R., M.A. Whyte, L. Meinert and J. Twebaze (2013) Therapeutic Clientship: 
Belonging in Uganda’s Projectified Landscape of Care. In When People Come First: 
Critical Studies in Global Health, ed. J. Biehl and A. Petryna, pp. 140–165. Princeton, 
NJ: Princeton University Press.



4 Mixing and fixing
Managing and imagin ing the body in a 
global world

Sarah Atkinson

Introduction
A defin ing char ac ter istic of the glob al isa tion of health care provi sion has been the 
move ment of people for health related purposes involving both health person nel 
seeking improved terms of employ ment within a glob al ising labour market and 
health service users seeking improved access, quality or costs across a global 
market for major medical inter ven tions. This emer gence of new markets for 
medical care at a global scale reflects a combin a tion of the increas ing ease of 
travel, the devel op ment of biomed ical tech no lo gies for repro duc tion and recon
struc tion of the body and the liber al isa tion of cross border trade. As such, these 
new oppor tun it ies for medical travel involve multiple geograph ies of the body, 
includ ing concerns of borders and bound ar ies, ethics and inequal it ies, resource 
flows and the nature of care at a global scale. Geographers of health have begun to 
explore the issues that arise from this rapid growth in medical travel, but to date 
most have direc ted research atten tion to the chal lenges and oppor tun it ies for those 
coun tries provid ing services for medical tour ists (Johnston et al., 2015a, 2015b) 
and to the complex it ies of how the rela tions of neolib er al ism and the market unfold 
in differ ent settings (Parry et al., 2015). This chapter engages the prac tices of 
medical tourism involving the exchange of body parts through atten tion to scarcity 
and inter corpor eal ity in terms of their real and imagined rela tions and tensions. 
Scarcity is a funda mental rela tion under pin ning medical tourism in which not only 
timely and less costly care is sourced but also scarce and vital bodily mater ial. 
Inter corpor eal ity has received far less research atten tion in terms of how medical 
inter ven tion through sharing of body parts, fluids or repro duct ive processes 
confronts and reworks tradi tions of nation al ised and racial ised iden tit ies to enable 
prac tices that both revalue and re exploit other bodies. This atten tion to how 
various types of borders are dissolved, redrawn and policed as bodies are brought 
together, often liter ally, in contem por ary and future global health markets comple
ments exist ing geograph ical work on global health by explor ing how we do and 
might imagine, confront and nego ti ate the rela tions and tensions of scarcity and 
inter corpor eal ity arising in this kind of medical tourism. The chapter thus has as 
its primary focus the lived and imagined ways of framing the rela tions and tensions 
of scarcity and inter corpor eal ity in the case of trans plant tourism.
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Literary fiction and film are an import ant source to exploit for those inter ested  
in not only the lived exper i ences but also the imagin ar ies of scarcity and inter 
 corpor eal ity in rela tion to organ dona tion and procure ment. Such creat ive forms situ
ated in present and future fictional worlds afford nuanced, rich explor a tions of the 
multiple and complex ways of imagin ing, confront ing and nego ti at ing scarcity and 
inter corpor eal ity. These worlds, and the tales of events and lives within them, are 
here treated as comple ment ary empir ical resources to the narrat ive accounts of 
human exper i ence captured through inter view based or ethno graphic meth od o lo
gies. A novel or film gives the space for the char ac ters to tell their stories and display 
their emotions, situ ated in partic u lar times, places and rela tion ships, but these stories 
are also comple men ted with an authorial comment ary, verbal or visual obser va tions, 
as well as the oppor tun ity to make expli cit hidden values or unpre dict able reac tions. 
These are approaches that emphas ise how, in nego ti at ing our own values and prac
tices, we draw upon multiple options and resources, ‘cultur ally avail able narrat ives, 
stories, scripts, discourses, systems of know ledge or . . . ideo lo gies’ (Seale, 2003: 
514). Literary fiction and film offer us explor a tions of nego ti at ing such resources and 
exper i ences and as such consti tute a data source to be mined follow ing the tradi tions 
of early geograph ical engage ments with the human it ies (Marston and De Leeuw, 
2013). Drawing upon liter ary fiction and film in this way can open up a field of 
geohu man it ies and health within wider moves by the discip line to revisit our rela tion
ship with the arts and human it ies (Dear et al., 2011; Marston and De Leeuw, 2013).

Geographers working on health and medi cine have had some limited direct 
engage ment with this trend: drawing upon liter ary fiction in rela tion to how land
scapes and places relate to healing and health (Gesler, 2003; Tonnellier and Curtis, 
2005; Foley, 2015); engage ments with new health prac tices as a form of spir itu al ity 
(Philo et al., 2015); parti cip a tion in the creat ive arts as contrib ut ing to health or 
well being (Atkinson and Robson, 2012; Atkinson and Scott, 2015). Literary 
fiction and film also offer altern at ive engage ments and future imagin ings through 
which to expand our avail able options and resources and to explore their various 
implic a tions. In this sense, liter ary fiction and film not only provide a nuanced 
mirror to and explor a tion of exist ing discourses but exer cise their own agency in 
influ en cing how we engage, celeb rate or caution against altern at ive modes of prac
tice (Kitzinger, 2010). Literary fiction and film that have broached issues of trans
plant tech no lo gies and trade include, on the one hand, elab or a tions of exist ing 
discourses of scarcity and inter corpor eal ity and, on the other, science fiction 
explor a tions of new and differ ent responses to the chal lenges of organ procure ment 
and dona tion. Thus, the chapter, as a side effect, also makes a second ary contri bu
tion to the geograph ies of global health in the engage ment with the geohu man it ies, 
new sources of data and new modes of agency in how imagin ary worlds reflect and 
inform our prac tices at local and global scales (Atkinson, 2016).

Geographies of medical tourism
Movement from one country to another for the purposes of access ing medical care 
is not a new phenomenon; the elite of low and middle income coun tries have 
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always sought the most recent tech no lo gies and higher quality care that are 
unavail able locally from other coun tries with better resourced health services, a 
trend that contin ues (Snyder et al., 2015a). What is new is the rapid rise in the 
numbers of those seeking medical inter ven tion in coun tries other than their own 
and partic u larly the rise in the move ment of nation als from high income coun tries 
seeking expens ive medical inter ven tions at lower costs in middle and low income 
coun tries. In some cases, patients may be referred from their own health care 
system for treat ment in another country through a bilat eral agree ment between the 
coun tries concerned; some seek health care from a country other than their own as 
expat ri ates currently living there or as tour ists taken ill during their vaca tions and 
for whom health costs are likely to be covered by insur ance. However, the 
phenomenon of interest is the expan sion of a new health care sector cater ing to 
private patients who inten tion ally elect to self refer for medical inter ven tions 
across inter na tional borders and usually cover the costs for such services as an 
out ofpocket payment. This is the phenomenon referred to as medical tourism or 
health care export. For example, in Europe, several post social ist coun tries report 
relat ively large annual increases (4 to 5%) in the propor tion of total health 
expendit ure expor ted; that is, health services provided to people who are not 
resid ent in the nation. These include Hungary, the Czech Republic, Croatia and, 
most markedly, Slovenia, which showed a 20 per cent increase in health services 
export each year between 2007 and 2012 (OECD, 2014).This is partic u larly 
signi fic ant in terms of the poten tial impact on the National Health Service given 
that the demand is for more intens ive, costly and expert treat ments (NaRanong 
and NaRanong, 2011). For example, the Centers for Disease Control and 
Prevention (CDC) in the USA estim ate that up to 750,000 resid ents of the USA 
now travel abroad for care each year, a figure likely to be a conser vat ive estim ate, 
since much of the travel is likely to go undoc u mented (CDC, 2015); Thailand 
witnessed a growth in medical tourism over a decade, from almost none to 
approach ing half a million (NaRanong and NaRanong, 2011).

Motivations for trav el lers include much reduced costs, quicker treat ment given 
long waiting lists at home, avail ab il ity of the latest tech no lo gical expert ise or 
access to treat ments not permit ted in the home country (Petersen and Seear, 2011; 
Petersen et al., 2014; Snyder et al., 2014). The rise of medical tourism alters the 
global, regional and local land scapes of health care provi sion and inequal it ies in 
access to that provi sion. The industry has been char ac ter ised by the emer gence 
not only of new clinics and hospit als in provider coun tries but also by a range of 
asso ci ated indus tries that embed the central medical inter ven tion. Travellers need 
to be assured of high quality care and a new industry of facil it a tion compan ies 
serves to meet this demand (Hohm and Snyder, 2015). Some inter ven tions involve 
a recov ery period in a country which is suppor ted through an emer ging industry 
of small scale recov ery ‘care homes’ offer ing more personal care and an attract ive 
setting, reflect ing the ‘tourism’ part of the label (Ackerman, 2010). In terms of 
global health governance, regu lat ing cross border medical move ments and  
prac tices is partic u larly chal len ging in the absence of stand ard ised inter na tional 
defin i tions of the relev ant compon ents, the histor ical traject or ies and specificit ies 



Managing the body in a global world  57

of national regu la tion of medical prac tice, and the emer gence of an inter na tional 
market for the provi sion of health care in which compet i tion to attract foreign 
invest ment may promote dereg u la tion and a glob ally expressed ‘race to the 
bottom’ (Helble, 2011; Schneider, 2015; Whittaker, 2010).

Geographers have begun to engage the phenomenon of medical tourism through 
two broad approaches or fields of study: as part of health systems and health 
services research (e.g. Adams et al., 2015a) and as part of research on neolib er al
isa tion and glob al isa tion (e.g. Greenhough et al., 2015). These are, of course, not 
discrete categor ies of research and there is consid er able overlap, but they do 
reflect the primary focus and audi ences for the research under taken. The research 
group on medical tourism based at Simon Fraser University has produced a 
substan tial body of research since 2010 on a range of health care concerns, 
includ ing the motiv a tions to travel for health care (Cameron et al., 2014; Adams 
et al., 2015b), the poten tial bene fits and pitfalls of devel op ing a medical tourism 
sector for low and middle income coun tries (Adams et al., 2015a; Johnston 
et al., 2015a, 2015b), the implic a tions of outward bound medical tourism for the 
health systems of low and middle income coun tries (Snyder et al., 2015a), the 
patterns of health worker migra tions related to medical tourism (Crooks et al., 
2015; Snyder et al., 2015b), the implic a tions of medical tourism for family 
phys i cians in tour ists’ coun tries of origin (Snyder et al., 2013) and the ethical, 
legal and regu lat ory issues and choices to be nego ti ated (Adams et al., 2015a). 
This body of research emphas ises the need for atten tion to the socio spatial  
partic u lar it ies and vari ations of differ ent medical tourism settings. These studies 
clearly locate the emer ging markets for medical tourism within the context of 
glob al isa tion but predom in antly talk to the community concerned with health 
systems and asso ci ated policy issues (Adams et al., 2015a).

The second body of work takes the processes of glob al isa tion and neolib er al
isa tion and their varied and situ ated expres sions as the primary focus of their 
research. This work exam ines how glob al isa tion and the tenets of neolib eral 
polit ics combine with new tech no lo gies of commu nic a tion and biomedi cine to 
recon fig ure the provi sion and access of health care, includ ing the rapid increase in 
the move ment of medical patients and profes sion als, biomed ical services and 
medic ally relev ant body parts (Greenhough et al., 2015; Parry et al., 2015). 
Research has atten ded closely to the posi tion al ity of those involved in the markets 
for medical tourism to better under stand the differ en ti ated land scapes shaping 
their choices, decisions and exper i ences (Parry, 2008). The growth of medical 
tourism as a market reflects and exem pli fies the values of a neolib eral regime: the 
priv ileging of indi vidual autonomy as a policy goal; the cent ral ity of consumer 
choice within a free market economy; the slim ming down of state public service 
provi sion in favour of privat isa tion, fran chising, contract or outsourcing, includ ing 
offshore, of elements in service provi sion; and support for greater flex ib il ity of 
labour markets and labour provi sion (Greenhough et al., 2015). However, in the 
context of a glob al ising free market for health care, the oppor tun it ies to realise the 
claims made for autonomy and choice are unequally distrib uted and follow 
exist ing lines of inequal ity, includ ing gender, place and culture (England, 2015; 
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Greenhough et al., 2015; Holliday et al., 2015). This second strand of geograph
ical work on medical tourism is mirrored across the social sciences more widely 
(see e.g. work in anthro po logy by ScheperHughes, 2002, 2003, and in soci ology 
by Whittaker, 2008), and the domin ant analyt ical discourse has simil arly been 
that seeking medical care through a global market illu min ates how the processes 
of neolib er al isa tion play out in differ ent settings. Research across the social 
sciences has thus atten ded to the differ ent dimen sions of uneven ness in the 
dynam ics of global medical markets, thereby reaf firm ing the contin ued import
ance of context, history and embod i ment.

This uneven ness in new markets for medical tourism may also be expressed 
through vari ation across differ ent forms of medical inter ven tion. The specific 
prac tices of medi cine insist on fore ground ing the mater i al ity of bodies; when we 
engage the partic u lar medical tech no lo gies that involve the surgical trans fer of 
parts from one body to another in what Waldby termed ‘biomed ic ally engin eered 
inter corpor eal ity’ (Waldby, 2002), two further aspects of the uneven ness of new 
markets demand our analyt ical atten tion. Waldby (2002) specific ally emphas ises 
the ways in which embod ied iden tity is produced through social rela tions and, 
drawing on anthro po lo gical studies of tissue dona tions, critiques the over em
phasis on the visual in produ cing embod ied iden tit ies at the expense of what she 
calls intro cept ive data, and perhaps partic u larly those that become fore groun ded 
in the event of ill health exper i ences. Second, the avail ab il ity of such body matter 
for certain forms of dona tion, such as organ trans plants, is already signi fic antly 
behind demand, a short fall which will only increase in the future given ageing 
popu la tions and improved medical tech no lo gies. Taking these two aspects 
together, the new possib il it ies to rein vent and recycle ourselves through repla cing 
or donat ing body parts, and for fixing bodies through mixing bodies, are accom
pan ied not only by new tensions related to resource flows, inequal it ies and the 
nature of care at a global scale, but also by rework ing our under stand ings of same
ness and differ ence in bodily matter. The accom mod a tions made around such 
tensions are in turn under pinned by emer ging new and reworked rhet or ics and 
discourses that enable or block differ ent prac tices for the procure ment of scarce 
bodily matter through expli cit forms of argu ment a tion and impli cit or hidden 
assump tions.

Tensions of scarcity
The forms of discourse which domin ate in rela tion to organ procure ment and 
dona tion have a distinct pattern in terms of their social and spatial distri bu tion. 
The domin ant analyt ical discourse related to the global move ment of organs for 
trans plant reflects work on medical tourism more widely and contin ues the 
emphasis on the work ings of glob al isa tion, trade liber al isa tion and consumer 
choice. However, this discourse is infused with a far stronger moral reson ance 
than is gener ally the case in other areas of medical tourism, a moral infu sion that 
is largely condem nat ory, a matter for outrage and abhor rence. At its most extreme, 
the global move ments of organs for trans plant have been condemned as ‘new 
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forms of late modern canni bal ism’ (ScheperHughes, 2002: 1), reflect ing the 
marked tend ency for glob ally scarce organs to move along lines of inequal ity, 
from poor to rich, South to North, and to some extent women to men (Scheper
Hughes, 2003). This is a move ment that may be illegal and as such invis ible, 
informal or pursued through uneth ical proced ures without consent, or achieved 
through direct and indir ect coer cion within a context of struc tural viol ence 
(Galtung, 1969). In marked contrast, the analyt ical discourse that domin ates 
within high income coun tries, or those coun tries success ful in largely uphold ing 
regu la tion, is celeb rat ory through the language of the gift, offer ing life and hope 
(Svaenaeus, 2010). Those donat ing are posi tioned as gener ous, even heroic, and 
recip i ents as fortu nate and saved. These rhet or ics of the gift and volun tar ism have 
their roots in the postSecond World War move ment for social solid ar ity and 
welfare provi sions, which in rela tion to dona tion was mobil ised and theor ised as 
the ‘gift rela tion ship’ in the influ en tial work of Richard Titmuss (Titmuss, 1970; 
cf. Fontaine, 2002; Reubi, 2012). The discourse of the gener os ity or social 
citizenry of the gift as the basis for dona tion consti tutes the desir able form of 
organ trans plant programmes against which the coerced or commer cial ised 
procure ment of organs is juxta posed and against which such self interest, greed or 
exploit a tion appear partic u larly heinous.

Creative imagin ings through film or fiction offer us various entry points in 
devel op ing a global and crit ical engage ment with these discourses. As a form of 
know ledge, these media can bring their audi ences into close emotional engage
ment with the real it ies of living as others, in other bodies, in other social and 
economic spaces and in other encoun ters with the processes of glob al isa tion and 
neolib er al isa tion. Literature and film enable their audi ences to encounter the 
issues, to confront their own reac tions and to reflect on the implic a tions of the 
rhet oric for differ ent prac tices. As such, engage ment with the creat ive imagin ings 
of relat ively unfa mil iar aspects of contem por ary soci et ies can illu min ate the ways 
we do and might prac tice biomed ical tech no lo gies. Moreover, as the conduit for 
our reflec tions on differ ent prac tices, these creat ive imagin ings have their own 
agency as strategies them selves for how we encounter and engage other bodies. 
The exploit at ive element in the global organ trade has been drawn upon through 
the genres of the thriller or horror in film. Stephen Frears’ thriller Dirty, Pretty 
Things (2002), for example, accom pan ies the various vulner ab il it ies to exploit a
tion in the lives of undoc u mented immig rants in London, includ ing coer cion as 
donors in an illegal organ trade. The prot ag on ists escape, but only by exact ing the 
viol ence of forced kidney dona tion back onto the perpet rat ors of viol ence. This 
may make for a sense of satis fac tion in cine matic terms through the personal 
resol u tion of the prob lems faced by those char ac ters who have won our sympath ies, 
but only addresses the wider chal lenges of the under ground illegal trade through 
evoking audi ence abhor rence.

In a full horror genre, John Stockwell’s film Turistas (2006) draws upon global 
inequal it ies in the organ trade in a differ ent explor a tion of revenge. The tour ists of 
the title are young, middle class back pack ers from the USA who are kidnapped 
for the purpose of organ extrac tion from which one of them dies before they 
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manage to escape. However, in this film, the motiv a tion of the gang extract ing  
the organs is not one of self interest or finan cial profit but to redress inequal it ies 
in the global flow of organs for trans plant. They claim that organs have been 
stolen from the poor in Brazil for the benefit of rich foreign ers and it is time  
for those coun tries to pay back. The organs they extract will be taken for dona tion 
to the poor in Brazil and as such the viol ence is enacted in the pursuit of  
social justice. This inver sion of an argu ment for social justice into an act of  
viol ence and coer cion serves to under mine any audi ence sympath ies for those 
fight ing for human rights. While expos ing some of the issues of a clandes tine 
global trade in organs, both films in differ ent ways effect an import ant relo ca tion 
of exploit a tion, and respons ib il ity for exploit a tion, away from the wider context 
of global inequal it ies and down onto the more local ised activ it ies of a crim inal 
sub class.

Literary explor a tions of the gift of dona tion focus on the personal exper i en tial 
and emotional jour neys of those most closely involved. Two novels suggest the 
emer gence of a dona tion liter ary genre in that both follow the jour neys of several 
char ac ters connec ted either to a child who has suddenly and unex pec tedly died or 
to an ill child who bene fits from the subsequent act of dona tion (Snelling, 2008; 
Wolfson, 2011). The focus on chil dren, a category of person that is both vulner
able and inno cent of their ill health condi tion, under scores the loss and the benefit 
by maxim ising both in terms of the years of life that have been lost and the years 
of life that are regained in rela tion to what is considered a normal lifespan. The 
focus on chil dren thus effect ively promotes the gifting of organs to the reader by 
render ing both loss and benefit wholly unam bigu ous. At the same time, there is a 
further benefit in the sugges tion that the act of dona tion, in saving the life of 
another child, may afford the relat ives of the deceased some degree of comfort in 
the longer term. At the end of Jill Wolfson’s book Cold Hands, Warm Heart 
(2011), the mother of the deceased child lays her head against the chest of the 
recip i ent child to hear the beating heart of her daugh ter, the gift that has enabled 
another young life to be lived.

Part of the under ly ing differ ence in these two domin ant discourses relates to 
what may be considered a normal lifespan. While this clearly varies across time 
and space, the idea itself of ‘prema ture death’ is relat ively recent, having emerged 
together with the devel op ment of tech niques to assess popu la tion mortal ity and 
longev ity rates. As such, the percep tion of a ‘prema ture death’ is ‘intim ately 
bound to the spatial and temporal regu lar it ies of mortal ity’ (Tyner, 2015: 361). 
The threat of prema ture death can be resisted by some better than by others; that 
is, the resources to prevent prema ture death can be accessed by some better than 
by others in the context of scarcity (Kearns and ReidHenry, 2009). While atten
tion has been given to the illegal trade in organs, the growing market in medical 
tourism may in reality be the greater chal lenge to global inequal it ies in access to 
organs. Cohen (1999) argued that in the case of the market of live kidney dona tion 
in India, the problem for the market was less one of organ scarcity but rather one 
of recip i ent scarcity. Those willing to sell were many, given their condi tions of 
poverty and debt; those able to pay the costs of trans plant a tion were fewer. As 
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advances in the tech no lo gies of organ trans plant enable markets for organs to 
operate glob ally, the short age of local buyers becomes less of an issue.

The current debates on organ procure ment now centre on how to increase legal 
dona tion by moving beyond the rhet oric of the gift, and two possible policy routes 
attract the most atten tion: the opt out system and the legal sale of organs. A 
procure ment system based on an opt out register, rather than the more common 
volun tary opt in system, has been adopted by only a few coun tries to date, 
includ ing Spain and Finland (Lindberg, 2013). Similarly, only one country, Iran, 
has to date made it legal to sell a kidney, a permis sion that is actively encour aged 
through further state incent ives to the seller over and above the payment from the 
buyer. Iran argues that the policy has erad ic ated its long waiting lists; others argue 
that the legal ised trade does nothing to address the dispro por tion ate sale of kidneys 
by the same sub group of the poor and vulner able that char ac ter ise illegal markets 
(Alesi and Muzi, 2015). While legal systems, such as that of the United Kingdom, 
form ally deny prop erty rights over the human body, such debates broach related 
areas of contest a tion over who owns the body and who can exer cise consent: opt 
out systems effect ively posi tion by default the body as belong ing to the state after 
death, albeit with a recog ni tion of personal owner ship through a non consent 
option; in prac tice, the medical profes sion is sens it ive to the wishes of the deceased 
relat ives, even to the extent of over rul ing the deceased’s own wishes, at which 
point owner ship over the body is effect ively held by the exten ded kinship group 
(BBC, 2013; Guardian, 2015); by contrast, argu ments for a legal ised market for 
organs reas sert private owner ship of the body. The Internet also offers routes 
through which indi vidu als may reas sert the private owner ship of their body  
parts by provid ing virtual spaces in which would be donors and patients  
needing an organ, and partic u larly a kidney, can now meet. This not only moves 
the act of gifting onto an inter na tional scale, but perhaps more import antly permits 
donors to select the recip i ents of their body parts. This option to determ ine the 
recip i ent of a dona tion is impli citly explored in Gabriele Muccino’s film Seven 
Pounds (2008), Ben has iden ti fied seven strangers to benefit after his suicide, 
includ ing from his body parts. But first he wants to make sure they are worthy of 
his gift, invok ing a long tradi tion of judging who is and who is not deserving of 
charity. Moreover, Seven Pounds is an excel lent example of how imagin ary 
explor a tions have their own agency because the film priv ileges certain motiv a
tions for dona tion over others. Ben initially seeks redemp tion for his negli gent 
driving which was respons ible for seven deaths, but falls in love with one of his 
bene fi ciar ies and finally sacri fices himself for the sake of a loved and known 
other. This person al ised motive is posi tioned in the film as super ior to a motive of 
giving back, impli citly under min ing the value of donat ing to society or to 
human ity. This under min ing of a more social commit ment, of the giving over of 
the body through its excor por a tions to a social body (Cohen, 2013), aligns with 
the tenets of a neolib eral project while still adher ing to the rhet oric of the heroic 
gift, and, as such, repres ents a local accom mod a tion of the distinc tion between the 
two domin ant analyt ical discourses of global exploit a tion and national beatific 
gifting.



62  S. Atkinson

Tensions of Inter- corpor eal ity
Whether caution ary, condem nat ory or celeb rat ory, these discourses share two 
import ant and related features: first, they focus on the ‘dona tion’ (volun tary or 
coerced) as the crit ical moment in the trans plant a tion process; and second, the 
medical act is impli citly presen ted as a success, the desired route to the recov ery 
of health and of normal living, and the happy end point to the story. However, 
social scient ists need to pause and inter rog ate this happy ending and rein tro duce 
the role of biology into our accounts.

Body parts are not as easily inter change able as explor a tions of trans plants 
within either neolib er al isa tion or gifting accounts imply. The body has a fierce 
system for poli cing its bound ar ies through the immune system; the tech no lo gies 
for coin cid ing with or bypassing the processes of the immune system have been 
one of the major successes in trans plant medi cine. The successes of the earli est 
trans plants depended on a very close match ing of blood and human leuk o cyte 
anti gens, and it remains the case that a family member may be the optimal source 
for an organ. The expan sion of modern trans plant medi cine’s poten tial has come 
about through the devel op ment of phar ma co lo gical tech no lo gies that can effect a 
total suppres sion of the immune system, enabling the intro duced organ to pass by 
the body’s rigor ous border controls. The immune system and the immun osup
press ant drugs, such as cyclospor ine, are vital central actants within the processes 
of trans plant a tion but have received limited atten tion within social analyses 
compared with the procure ment of organs (for excep tions, see Cohen, 2001; 
Kierans, 2011). It is the power of the action of these immun osup press ant phar ma
ceut ic als that has widened the pool of poten tial organ donors for any given recip
i ent and, as such, under pins the possib il ity of the gift of life from unre lated 
strangers or the purchase of an organ from those living in poverty in distant coun
tries. Similarly, the organ trans plant a tion process does not end at the point of 
dona tion and trans fer to the recip i ent; recip i ents must continue to take immun
osup press ant drugs for the rest of their lives and these drugs not only suppress 
rejec tion of the intro duced organ, but also rejec tion of all other noxious entit ies, 
leaving trans plant recip i ents partic u larly vulner able to other causes of ill health 
(Cohen, 2001; Kierans, 2011). This depend ency on phar ma co lo gical tech no lo gies 
to avoid the rejec tion of the intro duced organ constantly reas serts and recon sti t
utes a corpor eal rela tion between the recip i ent and the organ donor in which the 
pres ence of the other some what para dox ic ally both enables and threatens life.

Despite the power of immun osup press ant tech no lo gies, phys i cians still match 
on various biomark ers to maxim ise the success of trans plant a tion. The relo ca tion 
of the medical gaze to the molecu lar scale of bodies is argued to be rework ing the 
forms of biopol it ics in the governance of life itself (Rose, 2007). The inter ac tions 
of molecu lar and genetic vari ations with exist ing socio polit ical categor ies of 
gender and race have gener ated debate as to whether this relo cated gaze may offer 
an eman cip at ory discourse in the face of racial ised bodies (Reardon, 2012; 
Skinner, 2006). The possib il ity to excor por ate body parts for the benefit of an 
unknown other and of incor por at ing part of the body of an unknown other 
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confronts poten tial donors and recip i ents with their own preju dices about differ ent, 
and partic u larly racial ised, bodies. While Waldby (2002) argued that inter  
corpor eal ity in organ exchange may some times gener ate feel ings of kinship or 
profound destabil isa tions of iden tity, the growing global market for organs 
through medical tourism, whether legal or illegal, suggests a detach ment or even 
disreg ard for the body of the donor.

The exploit a tion of one set of people by another is not a new phenomenon, but 
the emer gence of a justi fic a tion for such exploit a tion through a racial ised discourse 
emerged to resolve a tension between the univer sal human ism of the enlight en
ment and the inequal it ies gener ated by European imper i al ism and capit al ism 
(Kobayashi, 2004; Skinner, 2006). The construc tion of ‘race’ as a category predic
ated on biolo gical differ ence became natur al ised so as to construct the bodies of 
those colon ised as inferior and there fore justi fi ably subjug ated, governed or even 
enslaved (Kobayashi and Peake, 1994). The mixing of bodies through sexual 
repro duc tion within this discourse was often legally prohib ited and certainly 
socially condemned, but genomic projects have demon strated the high levels that 
nonethe less occurred and which give witness to the exploit a tion of women of 
colour by colo nial men (Skinner, 2006). This historic racial isa tion of bodies in 
social and polit ical life perpetu ates into the present through contin ued discrim in
a tion and result ant inequal it ies both within and between nation states. The prac
tice of blur ring the social and biolo gical contin ues within organ trans plant a tion 
through the reworked category of ‘ethni city’ in those coun tries, such as the United 
Kingdom, where the ethnic clas si fic a tion of persons is used as a proxy for the 
molecu lar specificit ies of tissue match ing. In other words, poten tial donors and 
recip i ents are matched by the social proxy of ‘ethni city’ rather than by the assess
ment of relev ant biolo gical meas ures (Kierans, 2013).

In medical tourism, the signi fic ance of a racial ised iden tity is reflec ted in how 
repro duct ive services are sought through the global market. Whereas new centres 
for medical tourism that cater for a range of surgical proced ures are being inten
tion ally developed in post co lo nial low and middle income coun tries, white 
Europeans seeking repro duct ive dona tions through the global market predom in
antly prefer services from other European coun tries (Gunnarson Payne, 2015). In 
this respect, although the main ten ance of a family line through genetic related ness 
is sidestepped, the main ten ance of the family gene a logy through racial ised affil i
ation remains signi fic ant. This is in strik ing contrast to the prac tice of those 
seeking organs to increase their surviv ab il ity who are willing to accept and incor
por ate an organ of a racial ised other in concert with the incor por a tion of immun
osup press ant drugs that may be seen as suppress ing the other ness of the trans plant 
organ. To a great extent, the ability to incor por ate an organ that origin ates from a 
body that is differ ent in molecu lar terms, whether or not it also differs cultur ally, 
ethnic ally and econom ic ally, relies on an under stand ing of the work ings of the 
body through a mech an ical meta phor. Whereas social scient ists have chal lenged 
biomedi cine for seeing bodies only in terms of their compon ent parts and for a 
binary distinc tion between body and mind, organ trans plant a tion reas serts these: 
body parts can func tion as spare parts, trans fer able from one setting to another; 
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iden tity is inde pend ent of the origin of bodily mater ial, although not of overall 
bodily health. Legal frame works that insist on the renun ci ation of owner ship of 
body matter once donated simil arly support an under stand ing of bodily matter as 
separ able from iden tity (Lock, 2002). The extent to which bodily matter may 
‘retain some of the values of person hood for many if not most donors and recip i
ents’ as argued by Waldby (2002: 240) may vary by type of dona tion and the 
partic u lar social role accor ded to that issue by society.

There are few accounts of medical tourism for trans plant a tion. Those that exist, 
as with much of contem por ary research, tend to end at the point that an organ has 
been sourced and the oper a tion under taken. The biography Larry’s Kidney (Rose, 
2009) follows the journey of US citizen Larry who travels with his cousin, the 
book’s narrator, to source a kidney and a trans plant a tion oper a tion illeg ally on the 
global market. The account follows their exper i ences and emotions in nego ti at ing 
the health system and culture of a differ ent country and the cousins’ rela tion ship 
with each other in this context. These aspects have been examined through a lens 
of emotional geograph ies in terms of confront ing other ness (Kingsbury et al., 
2012), but not in terms of incor por at ing other ness, which does not emerge as one 
of the signi fic ant emotional dimen sions in the account of Larry’s search for a 
kidney. Receiving and incor por at ing the organs of a nation ally differ ent other 
seems to involve less of Waldby’s ‘complex modi fic a tion of the recip i ent’s 
embod ied iden tity’ (2002: 241) than of the emotional and cross cultural journey 
that took Larry to the point of receiv ing a kidney trans plant in the first place. That 
said, Larry’s subsequent exper i ence as a post trans plant patient gets almost no 
atten tion and is noted only briefly in an epilogue, indic at ing his contin ued ill 
health and depend ency on immun osup press ants. There has simil arly been very 
little empir ical research on post trans plant a tion exper i ences that might elab or ate 
the complex it ies and vari ations of Waldby’s intro cept ive exper i ences of trans
plant incor por a tions. One of the few studies high lights the contin ued chal lenges 
for organ recip i ents; as one post trans plant a tion inform ant in Mexico states, ‘I 
thought I would be healthy again, and normal, but really I’m just a differ ent kind 
of patient now’ (CrowleyMatoka, 2005: 821).

There is then a bias in the analyt ical approaches to the global inequal it ies in 
organ trans plant a tion that priv ileges the suffer ing of donors and under plays that 
of recip i ents, and as such gener ates a further form of inequal ity, that of an 
inequal ity of concern (Kierans, 2011). The discourse of the gift as an altru istic act 
of bene fi cence was premised on select ive read ings of anthro po logy (Titmuss, 
1970; Fontaine, 2002) and is further comple men ted by anthro po lo gical under
stand ings of the gift as part of the social rela tions of recip rocal exchange, oblig a
tion and expect a tion (Sharp and Randhawa, 2014). The limited ethno graphic 
work that exists with trans plant recip i ents has been framed within the discourse of 
the gift to disclose the modes of reci pro city that emerge within kin networks and 
the sense of oblig a tion felt by recip i ents towards their donor and to the organ itself 
to follow healthy life style beha viours. Kierans (2011), drawing together anthro
po lo gical work under taken in Ireland, Mexico and the Philippines, emphas ises the 
chal lenges that face the recip i ents of organ trans plant a tion post oper a tion, the 
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lack of concern within some health care systems and the guilt that recip i ents feel 
in the face of expect a tions by others that they are now restored to health when in 
reality they are still quite unwell. As Kierans argues in summary, ‘Transplantation 
does extend life, but the lives so exten ded are radic ally altered in the process’ 
(2011: 1473).

Tensions of scarcity and inter- corpor eal ity
Improving organ trans plant a tion and improv ing lives post trans plant a tion will 
depend on improv ing the subtlety of immun osup press ant drug actions or, better 
still, remov ing the need for them alto gether. The perfect organ match is likely to 
remain the organ of the identical other, the identical twin or, since most people do 
not have identical twins, the identical clone. Creative imagin ings of future dystopic 
soci et ies have resolved the tensions of scarcity and inter corpor eal ity through the 
produc tion and medical exploit a tion of a paral lel, cloned sub class to main tain a 
popu la tion’s well being. The narrat ive of these imagin ings hangs on an unequi
vocal moral posi tion that these prac tices are to be condemned and the story line 
follows how human ity is restored to the exploited bodies. The insights for a crit ical 
engage ment with contem por ary prac tices of a global market for organ trans plant
a tion come not from the condem na tion but from the various discourses that are 
used to justify treat ing and categor ising their supplier popu la tion as non human.

Three examples illus trate this resol u tion of the tensions of scarcity and inter 
corpor eal ity through cloning in future dystopic soci et ies. In the New Earth of the 
BBC’s Dr Who (2002), the hospital is run by cat like nuns who have the know
ledge to cure all human ailments. However, the nuns’ healing expert ise reflects an 
accel er ated rate of know ledge acquis i tion brought about by exper i ment ing on 
thou sands of human clones which they secretly grow in vaults and infect with 
diseases. The actions of the sisters are illegal in New Earth but no one is looking 
too closely at the source of the evident gains. In Michael Bay’s The Island (2005), 
custom ers pay for the growth of custom ised organs but the scient ist busi ness man 
finds it more profi t able to produce whole body clones. Similar to New Earth, the 
exploit a tion of clones is illegal but again we intuit a society content not to look too 
closely, a suspi cion suppor ted when the non clone customer is confron ted with 
the reality of his clone double and finds himself unable to act ethic ally in the  
face of his poten tial mortal ity. By contrast, the society of Kazuo Ishiguro’s novel 
Never Let Me Go (2005) openly sanc tions cloning to provide a custom ised organ 
supply and, as such, requires differ ent and collect ive strategies to justify the 
clones’ subjug a tion to organ harvest ing. Although the clones are well cared for, 
espe cially as they grow up, society’s discourses and rhet oric must categor ise them 
as sub human, even for those most intim ately involved with their child hoods. 
Ishiguro displays the effect ive ness of such categor isa tion: a woman who collects 
their artwork displays her abhor rence; their headteacher admits that she always 
had to steel herself to face them.

For us as audi ence, the loca tion of these scen arios into ficti tious futures presents 
a series of possible, but improb able, undesir able outcomes that we need and 
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indeed will avoid; the audi ence agrees with the condem na tion and reaf firms a 
need for public debate around new tech no lo gies and effect ive regu la tion. But 
treat ing these examples of exploit a tion as improb ably caution ary tales may over
state both the extent of our condem na tion and the power of regu la tion. Even in the 
setting in which the clones are most abased, the moral ity is tinged with a troub ling 
ambi gu ity. The nuns in Dr Who do not act from self interest; they act from a 
profes sional commit ment and compas sion towards their human patients and 
justify their actions by arguing that more humane methods of research would have 
been too slow. This is not a form of argu ment a tion that is unfa mil iar to modern 
audi ences; recent scan dals of body mining and other misuses of bodily matter 
have exposed closet and illegal prac tices by health profes sion als who claim to be 
acting for the collect ive good (BBC, 2010; Dewar and Boddington, 2004).

In Never Let Me Go, the language and beha viour of those who care for the 
cloned chil dren make expli cit the ways in which discourse differ en ti ates bodies 
and under pins the power rela tions that enable the sustain able exploit a tion of some 
bodies by others. Here new rationales are needed; unlike exist ing discourses that 
support racism and slavery through biolo gical argu ments or bio logics (Tyner, 
2015), discrim in a tion against the corpor eal other cannot be groun ded in assumed 
asso ci ations and disas so ci ations of genet ics, geograph ical origin and person al ity 
defi cien cies; differ en ti ation is not based on outward signs of poten tial group 
other ness such as colour, dress or reli gion but on an inward or invis ible other ness 
defined by the personal proven ance of bodies. In the future dysto pias where two 
bodies inten tion ally share the same genetic make up through the tech no logy of 
cloning, superi or ity and domin ance are granted on the grounds of which body is 
authen tic ally human. This human authen ti city is granted to the body that was the 
original first and whose produc tion was resourced through the conven tion of two 
parents; identical ‘copies’ derived through tech no logy and resourced only by one 
‘parent’ do not count as authen tic ally human and, as such, are accor ded no claim 
to human rights.

The possib il it ies for full human cloning, on which such discrim in a tion would 
depend, still seem distant. By contrast, discrim in a tion direc ted to bodies that fail 
to accord with socially sanc tioned body forms or bodily beha viour is very much 
evident in the present. Lifestyle choices as a basis for discrimination, and bodily 
exploit a tion is a theme picked up in Ninni Holmqvist’s The Unit (2008), a novel 
which imagines a most plaus ible future society, a near future Sweden that has 
adapted its tradi tion of a strong collect ive commit ment to the welfare state to 
encom pass a collect ive response to the demand for scarce organs. At 50, those 
persons categor ised as non essen tial must move to the closed ‘Unit’ of the title 
from where they will be involved in drug tests and make dona tions up until their 
death. The Unit is luxuri ous, the inhab it ants well looked after; the crit ical aspect 
here is who counts as essen tial and who does not, and the Unit is thus popu lated 
by those without chil dren, without estab lished part ners or not in a valued occu pa
tion. This latter may easily be read as not in an econom ic ally product ive occu pa
tion given the dispro por tion ate repres ent a tion of artists in the Unit. Perhaps more 
import antly, this hier archy of value accor ded to life style beha viours trans forms 
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effort lessly into a hier archy that is under stood as an embod ied essen tial ism. When 
the main char ac ter falls in love and becomes preg nant in the Unit, she cannot be 
reclas si fied. As an artist and as a late parent, she is already fatally desig nated as 
unsuit able and her child will be adopted by a ‘norm al ised’ family.

These future imagined worlds in turn have their own futures hinted at. Both 
Holmqvist and Ishiguro indic ate the fragil ity of the good care offered to  
these donor bodies, hinting at a move towards harsher prac tices. Once bodies  
are cast as less valued, as amen able to exploit a tion to save more valued others, 
then they are already effect ively categor ised as lesser humans and the discourse 
that supports an invest ment in those bodies can be easily trans formed into the very 
differ ent justi fic a tions under pin ning dehu man ising atti tudes and prac tices of 
abjec tion.

This chapter has trav elled through lived and imagined engage ments with the 
tensions of scarcity and inter corpor eal ity in the global prac tices of organ trans
plant a tion to draw our atten tion to the import ance of the differ ent modes of argu
ment a tion through which partic u lar prac tices are justi fied. In partic u lar, the 
histor ical and the poten tial future blur ring of the social and the biolo gical in 
differ en ti at ing bodies as same or differ ent or as more and less valu able takes place 
within the context of such tensions and the context of increas ingly avail able 
global markets for medical care. The domin ant emphasis in social science analyses 
on neolib er al ism and glob al isa tion priv ileges the tensions of scarcity in our 
analyses of medical tourism, but our analyses need to include reflec tion on how 
exist ing modes of differ en ti ation and discrim in a tion might be reworked, rene go
ti ated or reima gined. Analytical work that can disclose the under ly ing forms of 
argu ment a tion that appar ently resolve or make invis ible the evident tensions of 
scarcity and inter corpor eal ity which confront the prac tices of global trans plant 
tourism is essen tial work within the processes of ongoing social delib er a tion 
about our modes of collect ive involve ment with new and emer gent medical tech
no lo gies. Literature and film afford an altern at ive and comple ment ary source of 
nuanced data on the range of possible exper i ences of those whose lives are directly 
affected by the accom mod a tions made around the tensions of scarcity and inter 
corpor eal ity, and which shape the prac tices of mixing and fixing bodies in the 
global market for health and medi cine.
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Introduction
In the past ten years or so, Product Development Partnerships (PDPs) consist ing 
of non profit organ isa tions, phar ma ceut ical compan ies, phil an throp ists and 
univer sit ies have formed to develop new vaccines and drugs for tuber cu losis and 
malaria for the first time in decades. Several new drug compounds and vaccine 
candid ates are already moving down the research and devel op ment pipeline, 
causing excite ment among research ers, activ ists and public health prac ti tion ers 
hoping finally to mitig ate these diseases in high burden regions. Yet there are also 
critiques of PDPs, one being that they focus too narrowly on tech no lo gical inter
ven tions such as drugs, diagnostics, vaccines, and other biomed ical tools designed 
to address specific diseases, to the detri ment of broader social and economic 
meas ures such as income gener at ing mech an isms, educa tional enhance ment 
programmes or nutri tion supple ment schemes. In so doing, they ignore the condi
tions in resource deprived popu la tions produ cing a range of health prob lems 
includ ing but not limited to infec tious diseases, even while they might succeed in 
curing some indi vidu als of specific diseases (Buse and Harmer, 2007; Buse and 
Walt, 2000). PDPs are also critiqued for divert ing limited national health budgets 
from other, equally trenchant public health issues, and taking their mandate from 
US, UK or European organ isa tions rather than from the popu la tions targeted for 
phar ma ceut ical rollout (Biehl, 2011, 2007). As Vincanne Adams further argues, 
phar ma ceut ical research and the scientific methods it relies upon has even caused 
a shift in the notion of what ‘health’ even means, in part because research focuses 
only on those diseases amen able to phar ma ceut ical poten tial (Adams, 2010).

These claims all warrant atten tion, yet what I want to do in this chapter is to 
complic ate the ‘either/or’ binar ies that these critiques estab lish between phar ma
ceut ical versus socio economic inter ven tions in global health. I want to do this by 
suggest ing that many inter ven tions encom pass within them elements that are both 
social and tech nical. This may be easier to see in programmes that are more social 
and economic in their remit: nutri tional supple ment programmes, for example, 
may include new agri cul tural tools and tech niques, and income gener at ing 
programmes may include new tech no lo gies for running small busi nesses. Yet 
even ‘tech nical’ inter ven tions such as those cham pioned by PDPs can include 

5 Making ties through making 
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social and economic facets. The approaches which four PDPs I high light in this 
chapter have to phar ma ceut ical research, devel op ment and dissem in a tion in many 
ways disrupt these binar ies by evid en cing social and economic bene fits that can 
accrue precisely through the process of phar ma ceut ical devel op ment. This is not 
to argue against the need for other economic, struc tural and social inter ven tions 
into the entrenched poverty and disease nexus, but rather to argue that these 
binar ies do not always exist as such, or are not uniformly displayed across 
geograph ies and inter ven tions. This leads to the second point, which is that it is 
ulti mately more product ive to move away from the categor isa tion of inter ven tions 
and towards a more specific exam in a tion of the polit ics and proced ures govern ing 
partic u lar inter ven tions. In the case of PDPs, it is construct ive to examine areas 
for improv ing upon, rather than dismiss ing, their approaches to phar ma ceut ical 
produc tion, and the scientific, govern mental and community exchanges they 
mobil ise.

Those PDPs I focus on in this chapter – namely TB Alliance, Aeras, PATH 
Malaria Vaccine Initiative (MVI) and the Drugs for Neglected Diseases Initiative 
(DNDi) – are united in mandat ing of all their part ners includ ing industry that any 
thera peut ics produced as a result of their collab or a tions must be made access ible 
and afford able to those who need them. That is, for the first time in decades, these 
PDPs are making serious attempts to shift propri et ary prac tices in drug and 
vaccine devel op ment to protect low rather than high prices, and to tether phar ma
ceut ical invest ment strategies to the social and medical needs of the global poor. 
By doing so, health and health care inequit ies are high lighted, but so too is the 
trav esty of ‘the unglam or ous misery of impov er ished people dying from curable 
disease’, to borrow a poignant phrase from Peter Redfield in his book Doctors 
Without Borders (2013, 107).1

Spearheading a diver gent model of thera peutic produc tion thus means revi
sion ing markets, patents and consumers. It also means expand ing the logic of 
respons ib il ity and community–govern ment rela tions typical of main stream 
commer cial phar ma ceut ical produc tion. Because the goal of PDPs is not only to 
develop new drugs and vaccines but also to get these to the people who need 
them, they see their oper a tions encom passing more than labor at or ies and produc
tion facil it ies to include the govern ments, scient ists and select communit ies of 
coun tries their tech no lo gies are designed to benefit. This, in turn, means that 
PDPs are not just engines of the tech nical fix. The broader collab or at ive insti tu
tional rela tions within which new tuber cu losis and malaria thera peut ics occur blur 
the bound ar ies between tech nical and nontech nical inter ven tions because PDP 
approaches encom pass, among other things, community outreach, infra struc tural 
devel op ment, job train ing, scientific network enhance ments and regu lat ory 
agency strength en ing, thereby expand ing consid er ably the social econom ies of 
biomed ical inter ven tion.

This does not mean, however, that PDPs neces sar ily tran scend inequit able 
social and polit ical rela tions that have long char ac ter ised scientific exchanges 
between Europe or the USA and lower income coun tries. Yet, even here, there are 
hopeful signs that the geopol it ics of exchange will be shift ing in the future towards 
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greater equity in how and what kinds of scientific know ledge produc tion and  
tech no logy devel op ment happen in these part ner ships. In the rest of this chapter, 
based on inter views, inter na tional confer ence proceed ings, phar ma ceut ical facil ity 
tours and a clin ical trial site visit, I elab or ate on the agglom er at ive effects of 
malaria and tuber cu losis vaccine and drug produc tion, arguing that these tech no
lo gies’ traces are multiple, highly vari able, yet product ive not just in poten tially 
dimin ish ing long stand ing burdens of disease, but in galvan ising broader social, 
economic and geopol it ical bene fits in targeted communit ies.

The economic and biomed ical milieux of malaria  
and tuber cu losis
Tuberculosis and malaria remain two of the most signi fic ant causes of global 
morbid ity and mortal ity in lower income coun tries. Tuberculosis kills close to one 
and a half million people a year, newly infects nine million, and costs the global 
economy an estim ated US$380 million a year in lost wages, treat ment and hospit
al isa tion (WHO, 2012a; TBVI, 2013). Malaria in turn caused an estim ated 
584,000 deaths with 198 million cases in 2013 (WHO, 2014). Both of these 
diseases dispro por tion ately affect poor people in low income coun tries, which 
means that phar ma ceut ical compan ies have not pursued vaccines or drug treat
ments for them because these would not be lucrat ive enough to warrant the 
millions of dollars it would take to develop them. Commercial phar ma ceut ical 
produc tion today is highly geared towards markets: what gets developed typic ally 
is what will earn robust returns on invest ment, not what will help the most people. 
This bottom line does not preclude the devel op ment of life saving vaccines and 
drugs when this matches up with a suffi cient, and suffi ciently financed, consumer 
base: the hyper ten sion, diabetes and cancer drugs developed in recent years are 
power ful test a ment to that. It is thus not inac cur ate to state, as one large phar ma
ceut ical company does on its website, that they ‘are dedic ated to improv ing the 
quality of human life by enabling people to do more, feel better, live longer’ (gsk.
com). The ques tion is: What constitu en cies are they aiming to make feel better 
and live longer? The London and New York Stock Exchange share prices listed 
on the same web page for their investors and ‘updated every 15 and 20 minutes, 
respect ively’ are a clue to answer ing that ques tion (ibid.). Publicly traded phar ma
ceut ical compan ies – which encom passes all of the major ones – are beholden first 
and fore most to their share hold ers and thus to a return on dollars inves ted. 
Consumers in higher income coun tries who have suffi cient insur ance or income to 
pay what the market can bear for drugs are the ones the phar ma ceut ical industry 
is making feel better and live longer, not the poor in low income coun tries 
(Kesselheim, 2011; GAO, 2006; Dumit, 2012).

Notwithstanding this reality, new treat ments are needed for tuber cu losis and 
malaria for multiple reasons. BCG, the current tuber cu losis vaccine, came into 
use in the 1920s and is still the most widely used vaccine in the world, yet this is 
despite its highly vari able effic acy. Although the vaccine confers some degree of 
protec tion against pulmon ary tuber cu losis (TB of the lungs) in infants, it confers 
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no protec tion against other forms of tuber cu losis, and no protec tion for pulmon ary 
TB in later child hood. How much protec tion the BCG vaccine confers varies 
widely, and seem ingly geograph ic ally, with rates ranging from zero to around 80 
per cent and which vari ab il ity is still inad equately under stood. Adults and adoles
cents are not protec ted at all (Dye, 2013). Although the BCG is still in wide use, 
then, it is widely acknow ledged that a much better vaccine is needed for the 
preven tion of infec tion or preven tion of disease. Vaccines also need to be found 
for those tens of thou sands co infec ted with HIV, since BCG cannot be used for 
those with HIV or AIDS, or with comprom ised immune systems (Global 
Vaccines Forum, 2013).

The primary tuber cu losis drugs in use today were developed 40 years ago. 
Nevertheless, the issue is not effect ive ness but the long dura tion of treat ment,  
and increas ing drug resist ance. For drug suscept ible tuber cu losis (DS TB) – 
tuber cu losis that is treat able by these primary or ‘first line’ drugs – the average 
length of treat ment is six to nine months using four differ ent drugs (Barry, 2011). 
Adherence can be arduous and all drugs are not always consist ently stocked. For 
these reasons and others, resist ance is occur ring to two primary drugs – isoniazid 
and rifampin – produ cing what is called multi drug resist ant tuber cu losis (MDR 
TB). MDR TB in turn can be trans mit ted directly to others, contrib ut ing to what 
many research ers fear is an explo sion of cases. While still tech nic ally treat able, it 
takes up to 24 months with multiple ‘second line’ drugs, includ ing one drug that 
typic ally has to be injec ted daily for six months. These second line drugs have 
severe side effects, includ ing hearing and renal impair ment, making them very 
chal len ging to adhere to. They are also exor bit antly expens ive, from US$5000 to 
US$53,300 for full treat ment (Marks et al., 2014; Motsoaledi, 2014), making 
tenuous at best an adequate and consist ent supply in the context of under fun ded 
national health budgets (Leinhardt, 2012; Barry, 2011). TB Alliance is thus 
attempt ing to research and develop better drugs that will shorten consid er ably the 
treat ment time for all tuber cu losis patients. As their website states, a two to four 
month drug regimen is in devel op ment, but their vision is a seven to ten day 
regimen for both DS and MDR TB patients (tbal li ance.org/about/mission). With 
enough new drugs that work differ ently on the tuber cu losis bacterium, TB 
Alliance and their part ners in fact hope to dissolve the distinc tion between drug 
sens it ive and drug resist ant tuber cu losis.

The need for new malaria treat ment stems primar ily from the fact that para site 
resist ance has occurred for each subsequent malaria treat ment intro duced – 
quinine, chloroquine and its deriv at ives, artemisinin and its synthetic deriv at ives, 
meflo quine, amodi a quine and others. Virtually every malaria drug avail able today 
has some resist ance to it in an endemic region of the world. Because of this, 
emphasis is now on combin a tion regi mens consist ing typic ally of two drugs, an 
approach that can hope fully curtail the rate at which resist ance devel ops, and can 
thus sustain decreases in malaria trans mis sion over a longer period of time. 
Malaria, more than tuber cu losis, also presents signi fic ant social and ecolo gical 
chal lenges in contain ment. Mosquito vectors spread ing malaria in endemic areas 
have highly differ en ti ated habits in terms of flight patterns, repro duc tion and 
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feeding. They multiply easily and spread quickly, making it diffi cult to sustain 
mosquito reduc tions. Yet reduc tion of mosquito popu la tions and the malaria  
para sites they harbour is an import ant partner to drug treat ment in order to stop 
persist ent para site rein fec tion. Most contain ment campaigns are thus multi 
pronged, includ ing facets of mosquito reduc tion (i.e. spray ing), protec tion from 
mosqui toes (i.e. treated bednets) and drug treat ment for those infec ted (Webb, 
2009; Packard, 2007; Carter, 2012).

A malaria vaccine has never been developed, in part because of the scientific 
complex ity involved in doing so. As Ashley Birkett, Director of PATH MVI, 
told me, viruses may have a dozen genes, whereas para sites have over 5000. 
Determining which of the 5000 genes to hone in on – that is, which of the para
site’s mech an isms of repro duc tion or infec tion a vaccine could most effect ively 
target – presents a huge logist ical, finan cial and temporal chal lenge (personal 
commu nic a tion, 2010). Until the Gates Foundation and USAID made serious 
funding commit ments to such an endeav our, research towards a malaria vaccine 
simply did not get very far.

PDPs and the social econom ies of drug produc tion
PDPs are part of a larger category called Public Private Partnerships for Global 
Health (PPPs), a rubric which as the name suggests encom passes collab or a tions 
of private entit ies and non profit or nongov ern mental agen cies working together 
usually to mitig ate infec tious diseases of the Global South. Under Gro Harlem 
Brundtland, the Director General of the WHO from 1998 to 2003, PPPs and their 
subunits, PDPs, came into favour in part because the WHO’s dimin ished budget 
neces sit ated creat ive arrange ments for address ing health prob lems, and PPPs 
‘could bring together dissim ilar part ners and stake hold ers . . . to find the most 
effect ive combin a tion of agents to address a partic u lar health problem’ (Cueto, 
2013, 39). Which agents consti tuted these combin a tions was not haphaz ard. The 
Bill and Melinda Gates Foundation by the early 2000s was pouring funding into 
vaccine and drug devel op ment for low income regions, launch ing and continu ing 
to sustain PDPs like the TB Alliance, MVI and Aeras. Private industry is another 
compon ent considered essen tial given the finan cial and infra struc tural resources 
phar ma ceut ical compan ies have to offer, and given that many compan ies have 
compounds in their pipelines, acquired often through mergers, that are poten tially 
effect ive against tuber cu losis or malaria.

The rise of PDPs also coin cides with a moment when much of the phar ma ceut
ical industry is rene go ti at ing busi ness models in a post block buster era when 
profits from the sale of new drugs alone is declin ing. Many compan ies are also 
avidly pursu ing good will endeav ours in efforts to combat increas ingly negat ive 
publi city from recent drug safety concerns, expos ure of uneth ical clin ical trials 
prac tices, and the global spot light in 1999 on phar ma ceut ical compan ies’ attempts 
to keep afford able generic anti ret ro viral drugs from South Africans living with 
AIDS. Not all commer cial phar ma ceut ical compan ies are joining PDPs, and in 
fact in recent years three major phar ma ceut ical compan ies – Pfizer, AstraZeneca, 
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and Novartis – have with drawn from their infec tious disease research and  
devel op ment efforts (Daniels, 2014; Frick, 2015). However, they still consti tute 
an essen tial part of PDPs. Although I focus only on tuber cu losis and malaria 
PDPs in this chapter, PDPs currently exist for most of the infec tious diseases 
persist ing in low income coun tries, includ ing tuber cu losis, malaria, Chagas 
disease, filarial diseases, leish mani asis and human African tripano so mi asis.

TB Alliance, Aeras, MVI and DNDi func tion differ ently in import ant specifi cs, 
but all four PDPs are unques tion ably about finding biotech nical solu tions to what 
all see as the trav esty of contin ued suffer ing from prevent able infec tious diseases. 
DNDi, for example, arose as an offshoot of Médecins Sans Frontières (Doctors 
Without Borders), at a moment in the AIDS epidemic when ‘the moral economy 
of access’ (Redfield, 2013, 201) became an over whelm ing motif in medical 
human it arian prac tice: too many people were dying of AIDS in poor areas when 
others geopol it ic ally more fortu nate stayed alive with newly avail able anti ret ro
vir als. The same funda mental human it arian assump tion that all indi vidu als no 
matter where they live should have access to ther apies they need drives TB 
Alliance, Aeras, MVI and DNDi. Yet address ing such a moral economy of access 
has to be innov at ive because, by default, these PDPs largely decouple thera peutic 
research and produc tion from profit incent ives and share holder demand, meaning 
that they are forging new territ ory as they proceed. This is why they work collab
or at ively with phil an throp ists like the Gates Foundation and the Wellcome Trust, 
academ ics and select phar ma ceut ical compan ies, but also with govern ments and 
global health organ isa tions such as the WHO. Despite similar mandates, how 
PDPs forge new territ or ies of phar ma ceut ical produc tion and what precise 
scientific, polit ical and mater ial rela tions they cultiv ate and with whom diverge in 
some times signi fic ant ways.

MVI, TB Alliance and Aeras have more similar approaches than DNDi in how 
they go about devel op ing and dissem in at ing new tech no lo gies. All three of them 
are Gates Foundation funded enter prises based in the USA and staffed primar ily 
by American scient ists. For all three of these agen cies, early stage research – that 
is, research to discover new molecu lar compounds with prom ising capab il it ies in 
target ing disease, and early human trials of these prom ising compounds and 
vaccine candid ates – is part of what they do, and it tends to occur in the USA, the 
UK or Europe. In the context of global health inter ven tions it is not typical to talk 
about capa city build ing in coun tries of the Global North, but it is import ant to note 
that this does happen, and in import ant ways. GlaxoSmithKline, for example, has 
built a separ ate, state ofthe art facil ity outside of Madrid dedic ated to diseases of 
the devel op ing world (DDW), where scient ists research treat ments for tuber cu
losis, malaria and kineto plast ids (proto zoa causing diseases such as African 
sleep ing sick ness, Chagas’ disease and leish mani asis). TB Alliance has funded a 
number of research ers full time to work with GSK scient ists at the DDW campus 
finding new compounds which show promise against the tuber cu losis bacterium. 
GSK also founded the non profit Open Foundation, embed ded within the DDW 
facil ity and working to facil it ate collab or a tion among scient ists across discip lines 
and insti tu tions, as well as outside of propri et ary constraints (BarrosAguirre, 
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2014). MVI, for their part, are able to carry out early stage safety and effic acy 
tests of their malaria vaccines in Maryland where PATH is based. In controlled 
envir on ments with effect ive drugs on hand, volun teers can be chal lenged with 
malaria para sites and then given the vaccine to monitor responses; scient ists at 
MVI, in turn, deepen their under stand ings of the malaria para site and its func
tion ing in the human body (Birkett, 2010).

All three organ isa tions are also heavily involved in later stage clin ical trials 
however, and it is in this area that social econom ies of innov a tion are perhaps at 
their most visible. It has been so long since any tuber cu losis or malaria vaccine or 
tuber cu losis drug has been tested that no sites were avail able when these PDPs 
were ready to begin testing the effic acy of their new thera peut ics. Clinical trial 
sites require the juxta pos i tion of high rates of disease – in this case tuber cu losis or 
malaria – with well equipped clin ical facil it ies, labor at or ies, research ers and lab 
stat ist i cians. And though both tuber cu losis and malaria take huge global tolls of 
death and disease annu ally, only a few sites have suffi ciently high concen tra tions 
of either disease to conduct large Phase II and Phase III clin ical trials. One of 
those sites for tuber cu losis is located in the town of Worcester, outside of Cape 
Town, South Africa. As Peg Willingham, former director of External Affairs of 
Aeras, first told me in 2010, Aeras was inves ted in more than one sense in devel
op ing the site in Worcester through part ner ing with the South African Tuberculosis 
Vaccine Initiative (SATVI), at the University of Cape Town. They did not simply 
channel finan cial resources into devel op ing bare basics at the site; in fact they first 
made prelim in ary forays in the form of a town hall meeting in the area to test the 
level of polit ical will behind getting a tuber cu losis vaccine. As Lewellys Barker, 
Senior Medical Advisory for Aeras, noted, that needs to happen with every 
community they work in if trials are going to be success ful in recruit ing and 
retain ing parti cipants, and if parti cipants are going to be convinced that their 
country and community will be bene fi ciar ies of any success ful product tested 
(personal commu nic a tion, 2010).

With the thumbs up on polit ical will came the second step, which was finding 
the actual rate of tuber cu losis in Worcester, so that any subsequent clin ical trial 
would have a baseline against which to compare any drug or vaccine’s effic acy. In 
the case of tuber cu losis exact rates are not typic ally known, since many never come 
in for testing because diagnostic tests take a long time and thus lose poten tially 
posit ive cases to follow up, and because the so called ‘gold stand ard’ test, myco
bac terium culture, is not reli able in determ in ing tuber cu losis in chil dren (Mulenga 
et al., 2011). To address this gap in know ledge, two prelim in ary trials determ in ing 
rates of tuber cu losis were run between 2001 and 2006. The first enrolled around 
6000 infants, while the second enrolled 6000 adoles cents, follow ing them over the 
course of two years to not only test levels of tuber cu losis, but also immune 
responses in those devel op ing TB versus those who did not (Hanekom, 2011). The 
rate of tuber cu losis proved more than adequate in these constitu en cies and this, 
then, gave the green light to turn Worcester into a clin ical trial site.

Site devel op ment consisted subsequently of build ing clinic and labor at ory 
infra struc ture, and train ing various staff for clin ical trial support. As explained by 
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Marijke Geldenhuys, former profes sional devel op ment and quality control 
manager for SATVI, train ing needed to start from the ground up given that most 
of the staff at Worcester came from the community and did not have research 
back grounds. For Geldenhuys, the more every one knew about tuber cu losis and 
about clin ical trials, the better every one could do their partic u lar jobs and under
stand how these fitted within the broader picture of clin ical trial process and func
tion. So, with the initial support of Aeras, Geldenhuys developed an approach 
towards train ing that brought every one regard less of back ground to the same 
approx im ate know ledge level. Whether indi vidu als were drivers, clean ers or 
invest ig at ors, start ing in 2003 they went through the same basic course on tuber
cu losis, HIV and malaria (the main diseases in South Africa), the history of clin
ical research, where Good Clinical Practice2 came from, and how every one fitted 
together in the broader clin ical trial enter prise. Given that some staff such as 
recruit ers would have to explain concepts such as random ised trials or incid ence 
rates of tuber cu losis, other modules such as bios tat ist ics and epidemi ology were 
added as well (personal commu nic a tion, 2011). This model of across theboard 
staff train ing was then used by Aeras in devel op ing other sites in coun tries like 
Kenya, answer ing concerns of stand ard isa tion but also acknow ledging that  
theirs was a success ful and – accord ing to Geldenhuys – relat ively unique model 
of clin ical trial site devel op ment (ibid.).

TB Alliance also have extens ive community engage ment programmes in the 
areas in which they work, devel op ing TB educa tional outreach to high burden 
regions while gaining feed back on the design of clin ical trials and community pref
er ences in modes of treat ment. The bottom line is the desire to improve clin ical trial 
recruit ment and reten tion, but as their website proclaims, ‘without informed and 
engaged communit ies, clin ical research is not possible’ (www.tbal li ance.org/
access/enga ging communit ies.php). TB Alliance thus estab lishes community 
advis ory boards (like Aeras) to act as liais ons between community members and 
research ers, and spon sors region ally specific work shops, train ing on TB drug 
research, educa tion and aware ness campaigns, and broad scale surveys determ
in ing ‘what coun tries want’ in terms of kinds and forms of drug regi mens, National 
Tuberculosis Programme capab il it ies and phys i cians’ atti tudes towards accept ance 
of new regi mens (2009). Most note worthy of TB Alliance’s recent trials includes 
a Phase III trial called REMox, testing whether moxi floxa cin, an estab lished anti 
bacterial whose effic acy in tuber cu losis has never been form ally tested, could 
shorten treat ment from six to four months when substi tuted for one of the main 
first line drugs used currently in stand ard treat ment of drug suscept ible tuber cu
losis (i.e. isoniazid or rifampi cin). The trial failed in that moxi floxa cin did not show 
the ability to shorten treat ment by two months. Yet as TB Alliance points out, the 
trial succeeded in estab lish ing robust trial sites across nine coun tries that meet 
Good Clinical Practices stand ards. It also netted a biobank of blood speci mens 
provid ing mater ial for further ing current under stand ing of which factors are 
predict ive of the outcomes of clin ical trials (tbal li ance.org).

PATH MVI’s efforts in devel op ing malaria vaccine candid ates have simil arly 
involved multiple facets of capa city build ing in high burden coun tries. It assesses 
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country level object ives in what a new malaria vaccine should look like, such as 
what kind of deliv ery system (inhal ant versus injec tion) is preferred; it determ ines 
manu fac tur ing capab il it ies, and ensures that quality control mech an isms are in 
place; it works on cost effect ive ness analyses for country level decision makers; 
and also works with Ministries of Health in high burden coun tries, ensur ing that 
they have the data needed on vaccine candid ates to make decisions on country 
wide uptake, includ ing the ability to integ rate a new malaria vaccine into already 
exist ing child hood vaccine programmes (Botting, 2010). PATH MVI also 
partnered with GSK in 2001 to further develop GSK’s malaria vaccine candid ate, 
RTS,S. In 2009 this vaccine went into Phase III trials across 11 sites in seven 
high burden coun tries in subSaharan Africa, enrolling 15,460 infants. Before this 
could happen, GSK and MVI needed to conduct labor at ory, clin ical and staff 
devel op ment similar to Aeras’ and TB Alliance’s efforts in order to create sites 
that could meet Good Clinical Practice stand ards (MVI, n.d.).

DNDi’s struc ture and mission is slightly differ ent. They are not funded by the 
Gates Foundation and have consciously avoided receiv ing money from major 
phil an thropic found a tions where funding typic ally comes with direct ives, and in 
the case of the Gates Foundation, signi fic ant repres ent a tion in commit tees and 
decision making processes.3 DNDi was founded by Médecins Sans Frontières, 
the UNICEFUNDPWorld BankWHO Special Programme for Research and 
Training in Tropical Diseases (TDR), and five publicly funded research organ isa
tions: the Malaysian Ministry of Health, the Kenya Medical Research Institute, 
the Indian Council of Medical Research, the Oswaldo Cruz Foundation in Brazil 
and the Institute Pasteur in France. They receive most of their funding from 
govern ments, MSF and industry (Pécoul et al., 2008). As an organ isa tion they do 
not conduct their own research, but instead ‘capit al ize on exist ing frag men ted 
R&D capa city’ enhanced by addi tional expert ise where needed (ibid., 82). In the 
case of malaria, then, DNDi looked to create two new arte sunate contain ing 
fixed dose combin a tions from already exist ing malaria drugs. Artesunate is one of 
many quasi synthetic analogues of artemisinin, a Chinese herb long known for its 
ability to cure malaria. The WHO had recently recom men ded the aban don ment of 
the widely used malaria drug chloroquine in favour of artemisinin based combin
a tion ther apies (ACT) given the worsen ing patterns of drug resist ance to the 
former (ibid.). The hope was that combin ing artemisinin or its deriv at ives with 
one other drug could slow down the devel op ment of resist ance and provide longer 
term effect ive ness against the malaria para site. DNDi thus turned to astesunate 
and amodi a quine (ASAQ) to make one combin a tion for regions in Africa and 
Asia; and arte sunate and meflo quine (ASMQ) for a second combin a tion aimed at 
Latin America and Southeast Asia (Wells et al., 2013).

With its partner the TDR, DNDi worked primar ily within the Global South 
from the begin ning, a strategy marking a second signi fic ant differ ence with the 
other PDPs high lighted here. DNDi creates spaces for collab or a tion less in early 
stage research than in tech no logy trans fer and phar ma ceut ical infra struc ture and 
expert ise enhance ment in the geographic regions desig nated for their new drug 
combin a tions. As JeanRené Kiechel, DNDi’s Senior Pharmaceutical Adviser 
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and Product Manager, put it, ‘you need to know the world of the disease in which 
you want to inter vene’, so you partner with scient ists exper i enced in disease  
and devel op ment in their own coun tries who know what it takes to ‘trans form 
ideas into product’ (personal commu nic a tion, 2013). For ASAQ, DNDi collab or
ated with Universiti Sains Malaysia, Oxford University, Mahidol University in 
Thailand and the Centre National de Recherche et de Formation sur le  
Paludisme in Burkina Faso (Pécoul et al., 2008). Since 2004 they have also 
partnered with Sanofi, a major French phar ma ceut ical company, to carry out  
pre clin ical and clin ical studies using avail able data on the drug combin a tion. In 
what DNDi argues is unpre ced en ted, Sanofi and DNDi agreed that ASAQ would 
be produced as a ‘non exclus ive, not paten ted, not forprofit public good’ (ibid., 
2). As such, third parties could submit simpli fied applic a tions to manu fac ture 
generic versions of the drug. By 2007, ASAQ was registered in 17 African coun
tries (ibid.).

For ASMQ, DNDi again worked with several research insti tutes as well as the 
WHO, and this time partnered with Farmanguinhos/Fiocruz, a Brazilian govern
ment owned phar ma ceut ical company. Although these drugs separ ately already 
had proven records of safety and effic acy, new trials of the combin a tion pill 
needed to be conduc ted, includ ing among preg nant women and chil dren; and new 
formu la tions and quality control methods had to be developed (Wells et al., 2013). 
The Brazilian regu lat ory agency approved the ASMQ FDC for use in 2008. In 
order to make the new combin a tion pill readily avail able to Asian popu la tions 
with malaria, however, a tech no logy trans fer agree ment – the first South–South 
agree ment – was made between Farmanguinhos and the Indian generic phar ma
ceut ical company Cipla. By March 2012, the Malaysian regu lat ory agency had 
approved ASMQ fixed dose combin a tion for use among those with uncom plic
ated forms of malaria; and by September 2012 the WHO had prequal i fied Cipla’s 
ASMQ combin a tion, making it a source for agen cies to bulk buy at low cost for 
resource limited settings (ibid.).

Although working with locally based phar ma ceut ical compan ies is import ant 
to DNDi, as are South–South tech no logy trans fers, Kiechel was frank about the 
chal lenges in doing so. In the case of ASMQ, they lost a year and a half because 
Farmanguinhos had a hard time consist ently obtain ing high quality active phar
ma ceut ical ingredi ents (APIs) – the main compon ent of drugs – for the combin a
tion pill. Cipla was exper i enced in knowing how to find and sustain the best 
product, but their Brazilian coun ter part was not. Farmanguinhos thought they had 
found a supplier at one point, but the company stopped supply ing the active 
ingredi ent and Farmanguinhos had to start the search all over again. In the mean
time, produc tion of the product was held up. As Kiechel also noted, being a 
smaller enter prise compet ing with major phar ma ceut ical compan ies for contracts 
with API suppli ers was diffi cult in general because APIprodu cing compan ies 
did not treat DNDi as a partner ‘worthy of being groomed’. They were only inter
ested in a few hundred kilo grams of active ingredi ent, not in the much weight ier 
amounts required by large phar ma ceut ical compan ies (personal commu nic a tion, 
2013).



TB drug and vaccine devel op ment  85

Beyond binar ies
Many schol ars have made the argu ment already that drug regi mens and vaccines 
are not simply tech nical inter ven tions. Instead, they have ‘social lives’ (Whyte 
et al., 2002) that always ‘go beyond the body, affect ing and poten tially reshap ing 
inter per sonal, family, and community domains’ (Petryna and Kleinman, 2006, 8). 
PDPs like TB Alliance, MVI, DNDi and Aeras recog nise that the tech no lo gies 
already avail able for tuber cu losis and malaria have partic u lar and often negat ive 
impacts on the social, emotional and economic lives of those with or at risk of 
these two diseases and their famil ies. First line drugs for tuber cu losis are tedious, 
incon veni ent and not always consist ently avail able over the six to nine months 
they have to be taken. Second line drugs for MDRTB are highly toxic, putting 
indi vidu als at risk of perman ent hearing loss, isol at ing them from family members 
and dimin ish ing house hold income over the long course of treat ment. Variable 
and often low levels of protec tion with the BCG vaccine mean that famil ies in 
high burden areas live with the know ledge that tuber cu losis is a constant possib
il ity for them selves and their chil dren. Without any malaria vaccine and with most 
endemic regions display ing drug resist ance, famil ies in malaria plagued regions 
live with the constant pres ence of the disease, aware that they or their chil dren can 
come down with debil it at ing cases and that their chil dren espe cially are at risk of 
dying as a result of infec tion.

As sugges ted earlier, the critiques of the current trend towards tech nical inter
ven tions target ing specific diseases point to the dispro por tion ate atten tion tech no
lo gical fixes receive in global health policy and funding organ isa tions. One result 
of such trends, these critics argue, is that broader social and economic inter ven
tions that might mitig ate patterns of infec tious disease trans mis sion such as better 
housing, nutri tion, employ ment and sanit a tion, are neglected. In other words, 
those condi tions of poverty that place indi vidu als or popu la tions at higher risk of 
disease remain in place even after drugs or vaccines become avail able, dimin
ish ing the effects that these tech no lo gies are likely to have (Biehl and Petryna, 
2013; Farmer, 2004; Adams, 2013). Yet too often these argu ments over look the 
fact that partic u lar drugs and vaccines already exist for specific diseases like 
tuber cu losis and malaria, and that these can have multiple and dele ter i ous social, 
phys ical, finan cial and psycho lo gical impacts on famil ies. What TB Alliance, 
MVI, DNDi and Aeras propose to do first and fore most is to turn these impacts 
around by improv ing upon avail able tech no lo gies.

Yet the broader impacts of their approaches to tech no logy devel op ment should 
not be ignored. Arduous recruit ment prac tices and community engage ment 
programmes, for example, help form recip rocal chan nels of know ledge exchange, 
with community members learn ing more about the tech nic al it ies of tuber cu losis, 
and research ers and health person nel learn ing more about community percep tions 
of, and inter ven tions into, tuber cu losis and malaria as well as atti tudes towards 
health care and clin ical trials. They also provide oppor tun it ies for skilled and 
semi skilled employ ment for those in and around the increas ing number of clin
ical trial sites. Although the ulti mate goal remains one of recruit ing parti cipants 
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into trials, the broader reach of this process becomes, as Kelly and Beisel state  
in the case of malaria erad ic a tion projects (2011 73), ‘a better way to connect 
land scapes of innov a tion with land scapes of well being’. Ensuring high quality 
supply and manu fac tur ing chan nels also means enhan cing phar ma ceut ical sectors 
in high burden coun tries and the consequent ‘down stream’ enhance ments in 
employ ment, educa tion, expert ise and infra struc ture. Meaningful tech no logy 
trans fer agree ments simil arly entail strength en ing biotech no logy and academic 
research sectors; increas ing oppor tun it ies for scient ists, bios tat ist i cians, lab tech
ni cians, nurses, phys i cians, and lay health workers within their own coun tries and 
communit ies; and assist ing phar ma ceut ical regu lat ory chan nels to become more 
effi cient and/or harmon ise into robust regional agen cies.

DNDi, Aeras, TB Alliance and MVI in other words take seri ously the myriad 
roles drug and vaccine regi mens will assume and the rela tions they will mobil ise 
at every level of society in the coun tries where they will be adopted. They are well 
aware that simply produ cing a drug or vaccine is useless; it would amount to 
pouring time, expert ise and capital into molecu lar compounds and vaccines with 
little meaning or utility. Doing the extens ive work upstream and down stream to 
get new drugs or vaccines into relev ant bodies is what makes them life saving 
tech no lo gies, and it is achiev ing this that galvan ises a broad set of logist ical, regu
lat ory and finan cial factors. As stated by William Wells (2012), Director of 
Market Access for TB Alliance,

Once you get a product through Phase III trials and it gets regu lat ory  
approval, what happens next? How does everything line up so that it gets to 
people? Financing, global and country decisions as to what they want [in a 
product], what inform a tion do they want, what is the regu lat ory strategy, or 
phar ma covi gil ance? What is the rollout strategy after regu lat ory approval?

Working in the geographic regions they do, and driven by their mission of disease 
mitig a tion, PDPs employ prac tices and proced ures that go beyond strict defin i
tions of ‘product devel op ment’ to encom pass social and economic facets, 
includ ing regional perspect ives regard ing drugs and vaccines, consumer pref er
ences on deliv ery methods (e.g. pills versus capsules), phys i cians’ know ledge 
levels and national supply networks.

To be clear, my argu ment is a relat ively constrained one in contest ing the 
accur acy as well as the remit of so called ‘tech nical’ inter ven tions and its cousin, 
vertical inter ven tions. The latter is criti cised for focus ing on a single disease – 
which most PDPs do – rather than broader ‘hori zontal’ facets such as employ
ment, educa tion or nutri tion levels that together create patterns of vulner ab il ity to 
a range of diseases (Biehl, 2011). As prac tised by the PDPs high lighted in this 
chapter, devel op ing new drugs and vaccines and getting them to high burden 
popu la tions across the globe are neither strictly tech nical endeav ours nor are they 
devoid of hori zontal facets. Recognising the vari ab il ity of prac tices, tech niques 
and approaches to devel op ing new drugs and vaccines for infec tious diseases 
means moving away from the construc tion of either/or dicho tom ies of global 
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health inter ven tions and repla cing these with more product ive ques tions about 
what, exactly, happens or does not happen in the process of thera peutic devel op
ment and rollout. Are local and national health care systems strengthened or over
loaded in the incor por a tion of new vaccines or drug regi mens? Are regu lat ory 
agen cies made more effi cient, and in ways that will aid approval of drugs, 
diagnostics and vaccines bene fi cial to local popu la tions? Does strength en ing local 
phar ma ceut ical manu fac tur ing and supply networks mean better avail ab il ity of 
other needed drugs in the future? What are the micro polit ics of community parti
cip a tion and the macro polit ics of scientific know ledge exchange in produ cing 
new thera peut ics? In other words, what are the precise and some times extens ive 
social econom ies of biomed ical inter ven tions and are they primar ily bene fi cial? 
And can they in turn open up chan nels to further needed inter ven tions?

Answering these and similar ques tions leads to more product ive discus sions on 
the vari ab il ity, complex ity and impact of partic u lar inter ven tions, rather than on 
their categor isa tion. This in turn gener ates ques tions about the received under
stand ings, assump tions or approaches shaping the contours of health inter ven tions 
and illu min at ing the means towards improve ments where neces sary. Answering 
these ques tions, for example, high light caveats to the work of TB Alliance, Aeras, 
MVI and DNDi in bene fit ing communit ies, scient ists and public health infra
struc tures. One is that though regu lat ory and public health systems as a whole 
may be strengthened by PDP efforts, clin ical trial sites invari ably become points 
of excep tional clin ical care in larger settings of depriva tion and scarce health care 
resources and access. These sites may produce tech no lo gies bene fi cial to high 
burden coun tries as a whole, and they train staff in areas of expert ise needed in 
many geographic settings. Yet they cannot replic ate nation wide the quality of 
clin ical facil it ies and staffi ng found on site. This, then, creates patterns and polit ics 
of health care access that take on partic u larly poignant tensions in regions of wide
spread resource scarcity.

Two other caveats have to do in differ ent ways with the temporal struc ture of 
phar ma ceut ical devel op ment. The first is that clin ical trials are on timelines: they 
may last for two years or so, but then they are over and so are paid staff posi tions. 
Several more trials are being or will be conduc ted at the Worcester site, for 
example, but trials will not neces sar ily be staged unin ter rup ted. However, and in 
the mean time, it is expens ive to continue paying staff in between trials and funds 
are typic ally inad equate in tuber cu losis or malaria research to cover times of 
hiatus (Checkley and McShane, 2011; Tameris, 2013). The indi vidu als working 
at the Worcester trial site are not immune to these concerns, even though the 
train ing they receive at SATVI brings with it some what greater poten tial than 
staff at some trial sites for finding employ ment off site. Training, however, is 
never the only consid er a tion in search ing for and acquir ing new jobs. And the 
qual i fic a tions which staff members receive with their train ing are likely to mean 
that altern at ive jobs will be well outside of Worcester given the paucity of other 
clinics and labor at or ies.

Second, the kind of phar ma ceut ical produc tion which MVI, Aeras, TB Alliance 
and DNDi under take is also promis sory: that is, it portends a brighter future for 
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millions once better tech no lo gies are developed and broadly dissem in ated. This 
promise is spec u lat ive however, in that the rewards for all but DNDi’s malaria 
drug combin a tions remain in the distant future, yet MVI, Aeras and TB Alliance 
are capit al ising on indi vidu als’ bodies in the here and now in their clin ical trials. 
And the promise is high risk given how many ther apies fail even in late stage  
clin ical trials. This is not meant as criti cism of TB Alliance, Aeras or MVI but 
rather suggests the over whelm ing diffi culty of devel op ing new vaccines and drugs 
with limited resources and for diseases that have been ignored for so long that 
scientific under stand ings of them remain inad equate. For example, too little is 
known of what immune responses the tuber cu losis bacterium and malaria para site 
stim u late in the body, and which reac tions signal effic acy of new drug compounds 
or vaccines. In the case of tuber cu losis, animal models are also not partic u larly 
predict ive. What this means in the latter case is that later stage clin ical trials can 
fail at higher than average rates because even strenu ous animal model ling does 
not always predict what will happen in humans. And in the former case, it means 
that trials need to be longer for both diseases because parti cipants have to be 
followed for typic ally two years to see if they come down with the disease, rather 
than research ers being able to determ ine effic acy through what are called 
‘biomark ers’; that is, things like anti bod ies whose pres ence in the blood can 
indic ate much sooner the success or failure of a new drug or vaccine.

The final caveat I will high light here is that in differ ent ways all four PDPs too 
closely mirror unequal geopol it ical rela tions of scientific exchange and know
ledge produc tion long stand ing between the Global North and Global South. The 
impetus to develop new biotech no lo gies aimed at tuber cu losis and malaria came 
primar ily not from high burden coun tries but from research centres in the USA 
and the UK, the WHO, and from Bill and Melinda Gates. Money for all four 
PDPs comes from the Gates Foundation, USAID, MSF, the phar ma ceut ical 
industry and various European govern ments. The advis ory boards, commit tees 
and many of the scient ists are also from the USA, Europe and the UK.

For MVI, TB Alliance and Aeras, scient ists and staff in high burden coun tries 
do not enter the picture typic ally until prom ising compounds and vaccines are 
ready for testing in later stage clin ical trials, but even here these scient ists are 
often follow ing direct ives coming from the USA or the UK rather than parti cip
at ing more fully in design ing clin ical trial proto cols. In addi tion, though outreach 
to communit ies and the form a tion of Community Advisory Boards aids in commu
nic at ing across lines of clin ical trial spon sors, invest ig at ors and parti cipants, there 
is never the less room for improve ment there as well. At a Community Engagement 
work shop at the 2013 International Conference on Lung Health in Paris, for 
example, a senior researcher for SATVI pointed out that some times spon sors (not 
neces sar ily Aeras) gave clin ical trial proto cols – the formal blue print for trial 
design and conduct – to SATVI with only a few weeks to final ise them, making 
mean ing ful feed back from community members or even SATVI scient ists next 
to impossible. At the same work shop, TB research ers also expressed frus tra tion 
that community members and the Community Advisory Boards that repres en ted 
them were not being adequately drawn into the actual design of clin ical trials, but 
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rather were asked to commu nic ate concerns after the trials were imple men ted 
(Hamilton, 2013). As Johanna Crane argues in her book Scrambling for Africa, 
scientific exchanges of any kind with low resource coun tries encom pass not only 
present inequal it ies, but also those of a colo nial past.

In other words, in a post co lo nial context, the power dynam ics and hier arch ies 
of ‘normal science’ take on addi tional meaning and complex ity, since they 
are inev it ably infused with the polit ics of national autonomy, ‘Western’ polit
ical and economic hege mony, and (often) race.

(Crane, 2013, 112)

Yet these inequal it ies, among scient ists as well as among community members, 
have galvan ised product ive conver sa tions at inter na tional confer ences and 
funding agen cies. Notably, the European and Developing Countries Clinical 
Trials Partnership (EDCTP) is working to expand oppor tun it ies for African 
scient ists by strength en ing capa city for more African led clin ical trial design and 
research. Charles Mgone, Executive Director of EDCTP, outlined several areas 
where he is working to move EDCTP towards expand ing African initi ated 
research and getting more equal African involve ment in projects. In the area of 
clin ical trials, Mgone is advoc at ing for the inclu sion of local part ners in discus
sions of clin ical trial design while looking to imple ment broader train ing to make 
clin ical trial staff in parti cip at ing African coun tries employ able in multiple kinds 
of clin ical trials and scientific projects. Within and across African coun tries, 
Mgone is also support ing better network ing among scient ists at clin ical trial sites. 
Rather than each trial site commu nic at ing with the European or American sponsor, 
as is the current norm, Mgone is moving towards commu nic a tion networks among 
the parti cip at ing trial site scient ists. EDCTP also gives out network ing grants to 
allow scient ists to share data they are gath er ing, discuss prob lems or concerns, 
and exchange students or site monit ors across coun tries and trial sites. And for the 
many scient ists return ing from abroad after earning their Ph.D., EDCTP offers 
grants for creat ing their own projects and research teams rather than working on 
north ern led projects (personal commu nic a tion, 2012). African members are now 
full part ners in EDCTP, meaning they will also have a greater voice in determ
in ing funding decisions, with implic a tions that more trials with African spon sors 
and prin ciple invest ig at ors will be suppor ted.

Conclusion
It remains unclear whether PDPs in the long run will achieve their goals of mitig
at ing malaria and tuber cu losis – for the latter, the ‘zero deaths by 2015’ that TB 
activ ists insisted upon during the 2012 International Lung Health Conference in 
Malaysia has obvi ously not been real ised. Nevertheless, DNDi, Aeras, MVI and 
TB Alliance among other PDPs are teth er ing public health needs of the global 
poor to thera peutic research and devel op ment, a move ment that is part of the latest 
polit ical impetus to address high burdens of infec tious diseases in low income 
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coun tries. Much of this recent impetus has focused on new vaccines and drug 
ther apies, what more than one medical histor ian has pointed out is the latest in a 
series of attempts across many decades to dimin ish the scourge of infec tious 
disease through science and tech no logy (Packard, 2007; Webb, 2009; McMillen, 
2015). Yet while tech nical approaches to mitig at ing disease burdens deserve scru
tiny like all other approaches, the point of this chapter has been to move the scru
tiny away from categor ical distinc tions and the delim ited set of ques tions which 
such pigeon hol ing gener ates. Getting beyond a dicho tom ous categor isa tion means 
that whether an inter ven tion focuses on so called tech no lo gical fixes such as new 
vaccines and drug regi mens – as do the PDPs high lighted here – or on so called 
socio economic inter ven tions such as nutri tional programmes or small busi ness 
loans, the point is twofold: first, to recog nise that many if not most inter ven tions 
contain elements of both the tech nical and the social; and second, to examine each 
for the oppor tun it ies they open up, the agglom er at ive bene fits they accrue, and the 
ways in which they do or do not improve the lives of the popu la tions they target.

DNDi has already succeeded in getting new fixed dose combin a tion drugs on 
the market at afford able prices to thou sands in regions where malaria contin ues to 
thrive. MVI, TB Alliance and Aeras have yet to succeed in getting new vaccines 
or drug ther apies produced, though they continue in their efforts to do so. All four 
organ isa tions, however, have helped forge social econom ies of thera peutic innov
a tion that move well beyond the ‘tech nical’ to touch upon the lives of clin ical trial 
parti cipants, the staff and communit ies where these are located; national health
care systems; regional phar ma ceut ical sectors; regu lat ory agen cies and beyond. 
They go towards what AnneEmanuelle Birn (2005) argues is the need to adopt 
multiple approaches simul tan eously in order for any approach to work. Having 
new drugs alone does not suffi ciently improve indi vidu als’ lives when their living 
condi tions remain desti tute and their prospects for acquir ing suffi cient food, 
adequate housing, employ ment or potable water is in doubt. Conversely, having 
enough food and water and holding down a job remain precari ous when an  
indi vidual is suffer ing from tuber cu losis and has no or insuf fi cient access to 
appro pri ate drug ther apies.

PDPs do not address expli citly the multiple unmet needs that chronic depriva
tion has produced in the popu la tions they target. They are not meant as a singu lar 
answer to endur ing poverty and the health prob lems that invari ably come with it, 
and they have areas where they need improve ment within the goals they have set 
for them selves. Nevertheless, creat ing better health care in the many clin ical trial 
sites they main tain – however inad equate and enclaved – provides thou sands of 
indi vidu als with well equipped clinics and consist ent drug supplies where other
wise there would be none. Their staff train ing – though not labelled ‘employ ment 
enhance ment programmes’ – provides indi vidu als with educa tion, exper i ence and 
skills that do in fact enhance their income gener at ing oppor tun it ies. Local scient
ists are getting more oppor tun it ies to run studies, and to acquire further train ing in 
areas of health and disease relev ant to them selves and their home coun tries. The 
remit of these PDPs is, in other words, an encom passing one. Should they succeed 
in also getting effect ive and afford able new phar ma ceut ic als to popu la tions in 
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high burden areas, they will have relieved the suffer ing of millions already 
afflic ted with inca pa cit at ing disease, and saved millions of others from infec tion 
down the road.

Notes
1 Redfield was describ ing the every day exper i ences of MSF doctors in the field, but as 

part of a larger discus sion of MSF’s contro ver sial decision to turn towards drug access 
issues, a decision that resul ted in DNDi, or the Drugs for Neglected Diseases 
initi at ive.

2 This, as well as Good Laboratory Practice (GLP) and Good Manufacturing Practice 
(GMP), is a stand ard require ment for regu lat ory approval by the FDA or its European 
coun ter part, the European Medicines Agency (EMA).

3 An example of this is when Bill and Melinda Gates announced their push to erad ic ate 
malaria rather than to dimin ish it, MVI had to scrap those vaccine candid ates already 
in the research and devel op ment pipeline that were geared towards prevent ing clin ical 
disease rather than inter ven ing in trans mis sion (Birkett, 2010).
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Worms
This is a chapter about worms. More specific ally it is about a group of helminths 
– para sitic worms that inhabit the intest ines of all verteb rate animals. Our ancest ors 
evolved with helminths and the major ity of people in the world are still infec ted 
by them. A heavy burden of worms is under stood to harm phys ical and intel lec
tual devel op ment and productiv ity. The global control of para sitic worms is a 
long stand ing and ongoing public health prior ity. Deworming programmes have 
signi fic antly dimin ished human helminth infec tions around the world, but they 
remain preval ent in parts of the Global South, espe cially in impov er ished rural 
areas in Africa. Efforts to ‘deworm the world’ have recently been stepped up at 
the World Health Organisation as part of a global effort to tackle ‘neglected trop
ical diseases’ (Hotez, 2013).

However, there is a small but growing move ment of scient ists and urban citizens 
in North America and Western Europe who argue that a worm less world may also 
be patho lo gical. Their think ing is informed by the ‘hygiene’ or ‘old friends’ hypo
theses, which link the recent rises in non commu nic at ive and autoim mune diseases 
to the absence of compon ents of the human micro bi ome. Here, ‘missing microbes’ 
(Blaser, 2014) are believed to under pin contem por ary ‘epidem ics of absence’ 
(VelasquezManoff, 2012). Studies in animals suggest that helminths can ‘modu
late autoim mune and aller gic inflam mat ory responses and improve meta bolic 
dysfunc tion’ (Wammes et al., 2014, 1). Clinical trials are under way to test the 
effic acy of rein tro du cing worms to tackle various condi tions – includ ing aller gies, 
inflam mat ory bowel diseases (IBDs), multiple scler osis, rheum at oid arth ritis and 
autism (Wammes et al., 2014).

In paral lel to these trials, citizens are devis ing and exper i ment ing with ‘helminth 
ther apies’ (Khan and Fallon, 2013). Here, worms have been rein ven ted as ‘gut 
buddies’1 and human ‘symbionts’ (Parker, 2014). They have been returned or 
intro duced as a valu able commod ity in a quasi legal ‘hook worm under ground’ 
(VelasquezManoff, 2012), while regu lat ory agen cies, such as the US Food and 
Drug Administration, scramble to address a risk of resur gence (Young, 2014). 
Advocates present this reworm ing as a form of ‘biome recon sti t u tion’ (Parker and 
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Ollerton, 2013): the controlled rein tro duc tion of micro bial life forms to recal ib rate 
bodily processes. It can be situ ated within a wider interest in forms of ‘biother apy’ 
(Grassberger et al., 2013), which include prac tices of bacterio ther apy like fecal 
trans plants (De Vrieze, 2013).

This chapter attends to this seeming paradox – of concur rent programmes to 
de and reworm the world – to ask ques tions of the domin ant discourses and 
spatial imagin ar ies of global health. After briefly outlining helminth para sit o logy 
and provid ing some more details on programmes to ‘deworm’ and ‘reworm’ 
varie gated worlds, the chapter iden ti fies three broad contri bu tions to devel op ing a 
geograph ical approach to global health. It first posi tions this story within a 
growing body of liter at ure in anthro po logy and animal studies that explores health 
and disease as ‘more thanhuman’ (Whatmore, 2006) or ‘multis pe cies’ 
phenom ena. This liter at ure traces the entangled rela tions between people and 
myriad other life forms to flag the mani fold agen cies and polit ical ecolo gies that 
shape human health.

Second, the chapter exam ines the implic a tions of this onto logy of entan gle ment 
for under stand ing the biopol it ics of global health. Here, worms become a source 
of concern in situ ations of patho lo gical abund ance and as a result of their absence. 
Tactics for dealing with situ ations of abund ance are fairly well analysed in the 
liter at ures on the history and social studies of medi cine. These have explored the 
‘anti bi otic’ prac tices of hygiene, public health and disease erad ic a tion, and their 
social and ecolo gical consequences (Anderson, 2006; Latour, 1988; Stepan, 
2013). Attending to absences allows us to tell a slightly differ ent story, in which 
concerns for the salut ary signi fic ance of ‘life in us’ leads to a chal lenge to modern 
carto graph ies of health premised on the hygienic puri fic a tion of the human body. 
Drawing upon recent work on the ‘micro bi opol it ics’ of living well with micro bial 
life (Paxson, 2008), this chapter exam ines reworm ing as a ‘probi otic’ mode of 
biopol it ics. This involves the select ive intro duc tion of ‘keystone species’ to calib
rate dysfunc tional bodily systems. Here, the human body is conceived ecolo gic
ally as a super organ ism. This analysis draws on recent work on immunity – in 
both the natural sciences and biophilo sophy – to better specify the prac tices and 
rela tions of de and reworm ing.

This analysis informs a third and final contri bu tion. The story of worms 
provides a unique lens to explore the entangled and unequal spatial rela tion ships 
between diseases of poverty and afflu ence in ways that trouble preval ent geograph
ical imagin a tions of global health. The story of worms does not conform to 
famil iar linear accounts (and asso ci ated maps) of inter na tional devel op ment as an 
index of absent infec tion. Instead, this chapter offers a topo lo gical reading of the 
spatial biopol it ics of health (after Hinchliffe et al., 2012) that conceives hook
worm disease and epidem ics of absence as emer gent from the intens it ies of inter
spe cies rela tions. This approach iden ti fies thresholds and tipping points in disease 
emer gence, linking the incid ence of varie gated worm related diseases to both the 
long histor ies of colo ni al ism and the pursuit of ‘lively capital’ (Rajan, 2012) in 
contem por ary biomedi cine and hygiene prac tices.
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Helminth para sit o logy
Parasitologists have recor ded over 300 species of helminth that para sit ise humans. 
Many of these are rare or acci dental, but about 90 species are commonly found in 
human bodies (Cox, 2010). Few helminths are host specific. Instead, many of our 
para sites are zoonotic – trans miss ible from verteb rate animals to humans and vice 
versa. Polyparasitism is also common. Humans evolved and still largely live in a 
‘wormy world’ (Stoll, 1999). As a species we are ‘riddled with life’ (Zuk, 2007), 
entangled in a range of multis pe cies gift econom ies.

Helminths have three main life cycle stages: eggs, larvae and adults. Adult 
worms infect defin it ive hosts (those in which sexual devel op ment occurs) whereas 
larval stages may be free living or para sit ise inver teb rate vectors and inter me di ate 
hosts. Unlike other forms of life in us (e.g. viruses, bacteria, proto zoa and fungi), 
helminths do not prolif er ate within host bodies. After infec tion they grow, moult, 
mature and then produce offspring, which are voided from the host to infect new 
hosts or rein fect the original host. The four main modes of trans mis sion by which 
the larvae infect animals (includ ing humans) are faecal oral, trans dermal, vector 
borne and pred ator prey.2 This brief outline gives some sense of the diverse, 
intim ate and visceral ways in which helminths entangle us with other life forms 
and ecolo gies.

In this chapter I focus primar ily on one para sitic worm: the human hook worm. 
There are two species of hook worm that colon ise humans. Necator Americanus is 
gener ally known as the ‘New World’ hook worm and predom in ates in the 
Americas, subSaharan Africa and Southeast Asia. Ancylostoma duodenale – the 
‘Old World’ hook worm – predom in ates in the Middle East, North Africa, India 
and (formerly) in Southern Europe. Paleoparasitologists believe that humans 
began to host hook worm about 12,000 years ago during the process of domest ic
at ing dogs (Palmer, 2009). The human hook worm is now primar ily found in us 
and is one of the world’s most common para sitic helminths (Schneider et al., 
2011). Necator Americanus (Figure 6.1) is the hook worm species subject to both 
de and reworm ing.

The life cycle and para sit o logy of the hook worm is shown in Figure 6.2. 
Humans first acquire hook worm when the infect ive larval stages living in the soil 
penet rate the skin – gener ally between the toes of a bare foot. After enter ing the 
host, the larvae migrate through the blood vessels to the right side of the heart and 
then to the lung. They break out of lung capil lar ies and ascend the throat when 
they are coughed and swal lowed. From here they enter the gastrointest inal tract 
where they develop to the adult stage. They take up resid ence and feed on blood 
from the walls of the intest ine. Approximately five to eight weeks pass from the 
time that they first infect humans until they reach sexual matur ity and mate. 
Hookworms live in the human intest ine for an average of three to ten years with a 
maximum lifespan of 18 years. Each female produces thou sands of eggs daily, 
which exit the body in faeces. When depos ited in soil with adequate warmth, 
shade and mois ture, the eggs hatch within hours and give rise to new larvae. And 
so the cycle contin ues (taken largely from Brooker et al., 2004).
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Figure 6.1 The human hook worm (Necator Americanus).

Figure 6.2 Life cycle of Necator Americanus.
Source: Centres for Disease Control and Prevention (http://phil.cdc.gov/).

http://phil.cdc.gov/
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By virtue of their need to repro duce outside of their host, hook worm popu la
tions tend to develop slowly in verteb rate bodies. After an initial, gener ally unsuc
cess ful effort to shift the worms, the body learns to toler ate a bear able worm load, 
with the result that most infec tions are modest and asymp to matic. Hookworm 
produce an entirely differ ent ‘immune response profile’ to micro bial (i.e. bacterial) 
patho gens (Allen and Maizels, 2011). As a result of a long history of human 
co evol u tion, ‘helminths have evolved to dampen, rather than disable, the immune 
system of their hosts’ (ibid., 384). Recent work in immun o logy iden ti fies a 
‘helminth induced immune regu lat ory envir on ment’ (Helmby, 2009) or ‘network’ 
(Wammes et al., 2014) through which worms enter into a ‘continu ing dialogue’ 
(Allen and Maizels, 2014, 385) with the human immune system to enable 
perman ent resid ence. People do not gener ally develop immunity to helminths (in 
the sense of secur ing a human self against a foreign invader). Instead human 
bodies learn to be affected by worms, calib rat ing immune systems through an 
ongoing molecu lar exchange. Helminths can also manip u late the micro bial popu
la tion (of their host) for their own ends (ibid.).

Mortality as a direct result of ‘hook worm disease’ (Necatoriasis) – which 
scient ists differ en ti ate from ‘hook worm infec tion’ (Schneider et al., 2011) – is 
rare. But popu la tions of hook worm can accu mu late among popu la tions with poor 
nutri tion, high levels of expos ure and/or a partic u lar genetic dispos i tion. 
Necatoriasis can lead to protein defi ciency and anaemia as well as affect ing 
cognit ive func tion and devel op ment, espe cially among chil dren (Brooker et al., 
2004). Co infec tion is common. Hotez (2013) describes hook worm as part of the 
‘unholy trinity’ of soil trans mit ted helminths, compris ing hook worm, round worm 
and whip worm. Together these are respons ible for the most preval ent ‘neglected 
trop ical disease’ of helminthi asis. The immun osup pres sion asso ci ated with 
helminths can also exacer bate malaria and TB infec tions (Brooker et al., 2004).

Deworming the world
Human hook worm and other helminths were the target of some of the first major 
inter na tional public health campaigns. ‘Eradicating’ hook worm in the south of the 
USA was the found ing concern of the Rockefeller Foundation’s Sanitary 
Commission. This grew into the Rockefeller International Health Division (IHD), 
which ran an inter na tional deworm ing programme in the early twen ti eth century. 
After the Second World War the IHD morphed into what is now the World Health 
Organisation (Farley, 2003). The inter na tional deworm ing activ it ies of the IHD 
are well recor ded by histor i ans of medi cine (e.g. Anderson, 2006; Palmer, 2009; 
TrujilloPagan, 2013).

Their accounts tend to posi tion hook worm control within broader colo nial and 
capit al ist geograph ies whose prin cipal aim was to secure the productiv ity of the 
labour force in the fast expand ing US econom ies of trop ical agri cul ture and 
resource extrac tion. During the latter half of the nine teenth century hook worm 
was known (among colo nial elites) as the ‘germ of lazi ness’ due to its effects 
upon labour productiv ity (Ettling, 2013). Deworming efforts were largely targeted 
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at plant a tions, rail ways and mining enter prises. Unhooking the hook worm, to use 
the title of an IHD public inform a tion film,3 involved prac tices of what Warwick 
Anderson terms ‘excre mental colo ni al ism’ (Anderson, 1995): a some what 
obsess ive and highly moral ised focus on hygiene and sanit a tion among foreign 
doctors and admin is trat ors targeted at the manage ment of human waste to prevent 
cycles of rein fec tion. Such inter ven tions were coupled with the distri bu tion of 
vermi cides to kill off resid ent worm popu la tions.

However crit ical, such accounts tend to rely on the archival records of those 
involved with deworm ing. We learn less about the lived exper i ence and cosmo lo
gies of those who are made the subject of such hygiene prac tices. There is a 
limited liter at ure in African medical anthro po logy that exam ines local percep tions 
of worms (Geissler, 1998a, 1998b; Parker et al., 2008; MoranThomas, 2013) 
often conduc ted in asso ci ation with deworm ing campaigns and driven by a desire 
to explain local resist ance. For example, in a two paper account entitled ‘Worms 
are our life’, Wenzel Geissler (1998a, 1998b) exam ines percep tions of worms and 
their role in the body in a Luo village in Western Kenya. He explores how adults 
and chil dren navig ate between a ‘tradi tional’ and a ‘biomed ical’ under stand ing. 
The former ‘acknow ledged worms as posit ive agents of both diges tion and illness 
and aimed at main tain ing a balanced rela tion ship with them. The latter saw worms 
as danger ous intruders into bodily order and deman ded their expul sion’ (1998a, 
63). Both models were used side by side accord ing to indi vidual pref er ence or 
specific context.

Hookworm was success fully controlled in the US, Europe and Australia in the 
twen ti eth century, though it has not been erad ic ated in the abso lute sense implied 
by this term (Stepan, 2011). There have recently been signi fic ant decreases in 
Asia and Latin America due to control and sanit a tion programmes (Pullan and 
Brooker, 2012). Today, about 700 million people are infec ted with human hook
worm, primar ily in disad vant aged rural communit ies in trop ical and subtrop ical 
regions. There are 200 million infec ted people in subSaharan Africa and 200 
million in China (see Figure 6.3). It has been estim ated that hook worm causes a 
global ‘disease burden’ of 1.5 to 22.1 million disab il ity adjus ted life years (Hotez 
et al. 2010).

Interest and invest ment in controlling hook worm and other helminth infec tions 
declined towards the end of the twen ti eth century when compared with inter na
tional health invest ments in treat ing malaria, HIV and TB. However, in the past 
ten years, hook worm disease has regained some prom in ence as a result of its clas
si fic a tion as one of a number of ‘Neglected Tropical Diseases’. The Global 
Network for Neglected Tropical Diseases was launched in 2006 at the Clinton 
Global Initiative. This is an advocacy network run from the Sabin Vaccine 
Institute. ‘Neglected Tropical Diseases’ has become an extremely success ful 
fundrais ing brand, raising more than US$1 billion dollars since its creation 
(Nordrum, 2015). Significant funding has been chan nelled to hook worm control, 
includ ing a new initi at ive to ‘deworm the world’4 through the school based 
deliv ery of vermi cides, often donated by manu fac tur ers. This scheme has been 
promoted as a ‘best buy for devel op ment’ (JPAL Bulletin, 2012), though there is 
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some debate about the effic acy of such programmes (Hawkes, 2013), which was 
not estab lished in a recent Cochrane review (TaylorRobinson et al., 2012).

The poten tial of drug based deworm ing is limited when infec tious larvae 
remain in the soil enabling imme di ate rein fec tion. There is some evid ence of 
growing resist ance to the avail able drugs and research, and devel op ment for 
replace ments is limited (Hotez et al., 2008), such that the prin cipal sources of new 
drugs are the more lucrat ive markets in agri cul ture and the pet industry (ibid.). 
The Sabin Vaccine Institute is seeking to develop a hook worm vaccine (Hotez 
et al. 2013) and received more than US$50 million from the Gates Foundation for 
this enter prise between 2000 and 2014 (Sabin, 2015). Antigens have been iden ti
fied and clin ical trials are under way. The Brazilian govern ment has offered to 
manu fac ture any proven vaccine. This remains some way off and the hook worm 
does not look like being erad ic ated anytime soon.

Reworming the world
The desirab il ity of hook worm erad ic a tion has begun to be ques tioned by a growing 
body of scientific theory, evid ence and vernacu lar prac tice. This is concerned with 
the health consequences of the absence of hook worm and other parts of the human 
micro bi ome. Epidemiologists have noted for some time an asso ci ation between 
declines in infec tion and the increase in suscept ib il ity to certain autoim mune and 
aller gic diseases. In a much cited paper, Bach (2002) notes that the increase in past 
decades in the developed world of aller gic diseases (e.g. asthma, rhin itis and atopic 
dermatitis) and autoim mune diseases (e.g. multiple scler osis, type 1 diabetes and 
Crohn’s disease) is ‘concom it ant with’ a decrease in the incid ence of many infec
tious diseases (Bach, 2002, 911). Epidemiological research on helminths has iden
ti fied that ‘aller gic diseases are rare in areas with high helminth para site expos ure 

Figure 6.3 Hookworm disease world map, showing DALY from WHO (2002) data.
Source: Lokal_Profil; licensed under CC BYSA 2.5 via Wikimedia Commons.
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and common where helminth expos ure is lacking or signi fic antly reduced, such as 
urban areas of devel op ing coun tries and indus tri al ized nations’ (Feary et al., 2011, 
Flohr et al., 2009, abstract). The spatial patterns of aller gic and autoim mune 
disease and absent infec tion correl ate with multiple indi vidual, social, economic 
and envir on mental factors, and would seem to defy singu lar causal explan a tion.

In 1989 David Strachan offered a ‘hygiene hypo thesis’ to account for these 
broad trends. This has been refined in recent years into the ‘old friends’ or ‘bio 
diversity’ hypo theses (Rook, 2009, 2012; Hanski et al., 2012,). These suggest that 
changes in the compos i tion of the human micro bi ome and encoun ters with the 
micro bial ecolo gies with which people evolved unsettle basic bodily systems that 
enable processes like meta bol ism and immunity. The causes of such changes are 
mani fold but atten tion has come to focus on a set of repro duct ive, demo graphic 
and ecolo gical shifts often celeb rated as funda mental to being hygienic, developed 
and modern. These are summar ised in Table 6.1.

The ‘old friends hypo thesis’ has informed a wide range of epidemi olo gical and 
labor at ory research using exist ing human popu la tions or animal models to try to 
track or simu late the incid ence and effects of human micro bi otic changes on 
aller gic and autom mune disease (Blaser, 2014). This research has involved 
attend ing as much to the absence of specific organ isms and internal ecolo gies as 
to the pres ence of partic u lar patho gens. Absences and ecolo gies are often harder 
to detect and measure within the preval ent know ledge prac tices and assemblages 
for medical science. One way of research ing absence is to return the organ ism of 
interest. A number of clin ical trials are under way to first test the safety of rein tro
du cing hook worm and other helminths and then to explore their effects upon 
aller gies and inflam mat ory condi tions. These have shown that it is safe to host 
worms, but have other wise produced mixed and unclear results (Wammes et al., 
2014). Further research and trials are under way. One company (Coronado 
Biosciences) has paten ted the produc tion process for produ cing the ova of the pig 
whip worm that is commonly used in clin ical trials.

Table 6.1 Hygiene prac tices under stood to affect ‘human ecology’

Change Consequence

Clean water Reduced faecal trans mis sion
Increase in caesarean sections Reduced vaginal trans mis sion
Increased use of pre term anti bi ot ics Reduced vaginal trans mis sion
Reduced breast feed ing Reduced cutaneous trans mis sion and a 

changed immun o lo gical envir on ment
Smaller family size Reduced early life trans mis sion
Widespread anti bi otic use Selection for a chan ging compos i tion
Increased bathing, shower ing and use of 

anti bac terial soaps
Selection for a chan ging compos i tion

Increased use of mercury amalgam dental 
fillings

Selection for a chan ging compos i tion

Source: Adapted from Blaser and Falkow (2009, 889).
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In paral lel with these scientific devel op ments, and in part in frus tra tion at their 
slow progress, a variety of patients, citizen scient ists and health providers have 
been exper i ment ing with forms of ‘biother apy’ (Grassberger et al., 2013). This 
involves the select ive rein tro duc tion of para sites (now recast as ‘human 
symbionts’) along side shifts in life style prac tices. Hookworms are among these 
organ isms and are used by patients suffer ing from a range of aller gies and inflam
mat ory disorders to try to replic ate the ‘helminth induced immune regu lat ory 
envir on ment’ described above. Interest in hook worm therapy seems to have 
mush roomed in the past decade (VelasquezManoff, 2012) and helminths are now 
being rein tro duced through a variety of economic arrange ments.

One of the early advoc ates was Jasper Lawrence, a British entre pren eur. As a 
result of a posit ive exper i ence of parti cip at ing in an early clin ical trial in the early 
2000s, Jasper took himself off to rural Cameroon to walk in some latrines in the 
hope of picking up hook worm to cure his hay fever. He got the wrong worm, but 
after a further trip to Guatemala he estab lished his own worm colony (Velasquez
Manoff, 2012). He started up a company called Autoimmune Therapies breed ing, 
selling and infect ing his worms into visit ing paying custom ers. As it is currently 
illegal to bring hook worm into the USA outside of a human body or to distrib ute 
them in a country, Jasper based himself initially in Mexico. It is perfectly legal to 
cross the border to Tijuana to get infec ted. At the time of writing there were four 
commer cial providers of hook worm, all of whom now operate through the Internet 
and will post larvae to anywhere outside of the USA. Several also sell human 
whip worm.

Another organ isa tion called Biome Restoration borrows heavily from the 
think ing of William Parker, who coined the concept from which the organ isa tion 
takes its name (Parker and Ollerton, 2013). Their director, Don Donahue (a North 
American radi olo gist by train ing), system at ic ally reviewed the para sit o logy liter
at ure to identify the ideal human ‘symbiont’. He settled on Hymenolepis diminuta 
cysticerc oids (which they abbre vi ate to HDC) – the larval stage of a rat tape
worm. HDC was once common in the food supply, does not take up resid ence in 
the human body (neces sit at ing a bi weekly top up) and has a low risk of return ing 
into the food system. It is easily farmed and shipped from the organ isa tion’s 
labor at ory in the north of England. Biome Restoration’s website presents HDC as 
a probi otic food supple ment and suggests that it should be taken as part of every 
healthy diet, not as a specific therapy.5 Their strap line is ‘exer cise your immunity’. 
Their think ing echoes other comment at ors who suggest that the ‘intro duc tion of 
para sites as a prevent ive measure in early life would (seem to) be the most 
effect ive way to control inflam mat ory diseases’ (Wammes et al., 2014, 8).

There is limited social science research on this move ment. The work that exists 
(e.g. Strosberg, 2014), and my own prelim in ary inter views and social media 
analysis, suggests that users are gener ally well educated citizens, suffer ing from 
a range of aller gies and autoim mune condi tions, engaged with main stream medi
cine but despair ing at the inef fic acy and unpleas ant ness of the treat ment options 
currently avail able. VelasquezManoff (2012) writes of an online ‘hook worm 
under ground’ of support groups, advoc ates and enthu si asts sharing know ledge, 
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tech no lo gies and organ isms. The most visible members of this network on social 
media are concen trated in North America, Western Europe and Australia. 
Empowered by online resources and their own exper i ments, some users have 
learned to raise their own hook worms. They use worms origin ally purchased from 
Lawrence or other commer cial providers, or those sourced from parti cip a tion in 
clin ical trials. They harvest new stock from their faeces in various domestic labor
at or ies and keep others supplied to negate the need to purchase replace ments. 
There is a communit arian ethos to this online world, whose patrons largely remain 
anonym ous for fear of future liab il ity.

Global health in a wormy world
A some what para dox ical situ ation is there fore at large, in which two differ ent 
groups of scient ists, health care prac ti tion ers and citizens are seeking to simul tan
eously deworm and reworm their worlds. These groups are largely discrete, 
though there is some cross over in the form of scient ists examin ing (or conduct ing 
field exper i ments on) the health effects of elim in at ing worms (Wammes et al., 
2014). In the follow ing analysis I would like to draw out three points of interest 
from this story for under stand ing the geograph ies of global health.

Health as a more- than-human achieve ment

The first point relates to the agen cies of worms within this story and the need to 
develop a ‘more thanhuman’ (Whatmore, 2006) account of disease, illness and 
health. By this I mean an account which recog nises that being and staying ‘human’ 
is a multis pe cies achieve ment premised upon and threatened by a host of nonhu man 
organ isms. This helps us theor ise the varie gated ways in which worms (and other 
para sites and compon ents of the human micro bi ome and ‘virome’) can affect human 
illness (the lived exper i ence of disease). The risky agen cies of ‘germs’, viruses and 
their animal vectors are well known and are the subject of extens ive work in medical 
anthro po logy and geography (see Nading (2013) for a review). This liter at ure 
explores illness as emer gent from entangled multis pe cies rela tions configured within 
partic u lar and uneven geograph ies and polit ical ecolo gies (about which I will say 
more below). Overabundant worms matter here as poten tial patho gens.

There is an undoubted charisma to human helminths and their visceral, intim ate 
ecolo gies. In her ‘salvage ethno graphy’ of Guinea worm erad ic a tion, Moran
Thomas describes the worm as a ‘grot esquely photo genic nemesis’ (2013, 219) 
that provides a power ful symbol of poverty and decay and an objec ti fi able target 
for global health inter ven tions (see comment ary in Biehl and Petryna, 2013). But 
what makes this worm story most inter est ing from a more thanhuman perspect ive 
on health is the import ance it affords nonhu man absence (as well as pres ence). If 
(and it is still a big if) the rise in allergy and autoim mune disease asso ci ated with 
modern, urban living has a nonhu man, ecolo gical signa ture, then this demands a 
radical rethink of the preval ent role afforded microbes in our under stand ings of 
health. Here, geograph ies of absence can be as patho genic as those of pres ence.
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A concern with micro bi otic absence can be linked to the recent wider interest 
in the compos i tion and dynam ics of the human micro bi ome in the life and social 
sciences (Turnbaugh et al., 2007). Developments in genetic sequen cing (meta ge
n om ics) have made possible the iden ti fic a tion of intim ate micro bial forms and 
func tions invis ible to tradi tional methods of micro bial culture. In short, we are 
learn ing that a lot of ‘us’ is not actu ally ‘us’ – in any simple sense of being human 
– and that the human may best be conceived as a ‘super organ ism’, whose micro
bi ome is part inher ited, part gleaned from local envir on mental and social rela tion
ships. It is argued that the compos i tion and shift ing dynam ics of this life in us can 
have import ant consequences for human and envir on mental health. Some 
comment at ors have sugges ted that the find ings of this research are driving a 
revolu tion in contem por ary biology, supple ment ing the ‘modern synthesis’ with 
its focus on discrete genetic indi vidu als and intergen er a tional hered ity and evol u
tion, with a consid er a tion of the micro bial compos i tion of life forms and their 
symbi otic and epigen etic rela tion ships with each other and the wider envir on ment 
(Gilbert et al., 2012; Guthman and Mansfield, 2013). As Haraway (2008, 12) 
remarks, ‘we have never been human’: we co evolved with our para sites, 
symbionts and gut buddies. We are entangled with them, and novel forms of 
entan gle ment and disen tan gle ment risk the human super organ ism unrav el ling.

This under stand ing has allowed scient ists to propose a case that worms (and 
other para sites) make us differ ent, gener at ing a range of health geograph ies 
mapped by diverse vari ables. For example, immun o lo gists argue that differ en tial 
histor ies of human co evol u tion with helminths create ‘genetic loci’ that account 
for the reduced incid ence of immun o path o lo gical diseases in helminth endemic 
loca tions and an increased like li hood of devel op ing these diseases in Western 
coun tries and urban areas in the devel op ing world (Allen and Maizels, 2011). Our 
gut buddies have left an inher it able trace. Psychiatrists and others have hypo thes
ised that the pres ence and absence of worms has an affect ive signa ture. For 
example, recent work has linked the absence of helminths to the incid ence of 
depres sion, anxiety, autism and other cognit ive disorders (Rook, 2009; Siniscalco 
and Antonucci, 2013). There is an estab lished liter at ure in evol u tion ary psycho
logy that claims a link between high levels of ‘para site stress’ in a country and a 
greater incid ence of homicide, child mistreat ment and ‘auto cractic’ social beha
viours (Thornhill et al., 2009; Eppig et al., 2010; Thornhill and Fincher, 2011). In 
these diverse and some times incom men sur able accounts, it is argued that worms 
can keep us sane, as well as make us inhuman.

Perhaps the only thing that is clear from this research is that there is a ‘double 
edged sword’ to helminthic infec tions (Helmby, 2009, 121): prob lems can arise 
with and without them. Hoshi and Medzhitov (2012) note that one of the most 
press ing issues in current work on the micro bi ome is to begin to specify the 
intim ate geograph ies of how, where and when an organ ism becomes a symbiont 
or a patho bi ont: ‘a microor gan ism that can be part of the normal micro bi ota in 
healthy hosts but that can cause disease when some aspect of host micro bial 
homeo stasis is disrup ted’ (Hoshi and Medzhitov, 2012, 654). Hookworm has the 
poten tial to be both.
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Microbiopolitics

Thinking health through an entangled, more thanhuman onto logy of neces sary 
pres ence could have profound implic a tions for under stand ing the ‘micro bi opol
it ics’ of global health. It raises press ing ques tions for the recently rein vig or ated 
enthu si asms for global disease erad ic a tion (Stepan, 2013). I borrow the term 
micro bi opol it ics from Heather Paxson (2008) for whom (devel op ing Foucault 
and Latour) it describes: ‘the creation of categor ies of micro scopic biolo gical 
agents; the anthro po centric eval u ation of such agents; and the elab or a tion of 
appro pri ate human beha vi ors vis avis microor gan isms engaged in infec tion, 
inocu la tion, and diges tion’ (Paxson, 2008, 17). In the grand narrat ive of the 
moderns, made famous in Latour’s account of pasteur isa tion (Latour, 1988), 
micro bi opol it ics involves science coupled to medi cine, engin eer ing and 
governance. It enables the domest ic a tion of nature, the elim in a tion of risks and 
the secur it isa tion of the human through a range of anti bi otic prac tices.

Critics of these programmes docu ment the viol ence, parti al it ies and inef fic a cies 
of these initi at ives, but recent think ing on ‘epidem ics of absence’ further troubles 
a modern linear narrat ive and its imagined geograph ies of devel op ment. 
Rethinking the funda mental modern processes listed in Table 6.1 as patho lo gical 
brings into ques tion many of the central tenets of the model of ‘excre mental colo
ni al ism’ and moral hygiene at the heart of public health discourse. As Paxson 
(2008) notes with her work on raw milk cheese, the recog ni tion of the salut ary 
poten tials of the micro bi ome moder ates preval ent modern anxi et ies about our 
corpor eal vulner ab il ity to nonhu man life and offers differ ent, ‘postPasteurian’ 
concept of hygiene.

The story of reworm ing illus trates some such postPasteurian modes of micro
bi opol it ics, which we might under stand as ‘probi otic’. The term ‘probi otic’ is 
largely asso ci ated with contested claims in the food industry where it tends to 
refer to discrete microbes or bacterial mixes commod i fied for bodily restor a tion 
through repeat dosage. Reworming is ‘postPasteurian’ in more trans form at ive 
and ecolo gical ways than these inter ven tions. Specific species of worm are (re)
intro duced in known quant it ies to (re)calib rate bodily systems (Parker et al., 
2012) through a process targeted towards restor ing desired systemic prop er ties. 
Worms become ‘gut buddies’ because they have power ful ecolo gical lever age, 
enabling them to deliver immunity or meta bol ism, for example.

In framing such probi otic inter ven tions, advoc ates draw upon ecolo gical theory 
and make compar is ons with inter ven tions in the macro bi ome. For example, 
worms are presen ted as ‘keystone species’. This term describes species with 
dispro por tion ate agency capable of trans form ing their constitu ent ecolo gies. An 
obvious analogy is with the recent rein tro duc tion of wolves to rewild the ecolo
gies of North American National Parks. Here, wolves are valued for their ability 
to address ‘trophic cascades’ – dramatic shifts in the abund ance of species down 
the food chain as a result of their absence. The pres ence of wolves and the ‘ecolo
gies of fear’ (Ripple and Beschta, 2004) they engender have caused land scape 
scale shifts in grazing dynam ics and veget a tion compos i tion. We are encour aged 
to imagine worms exert ing similar systemic trac tion.
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For some advoc ates, reworm ing involves the restor a tion of our wild immunity 
through a return to a dirtier, messier past. This repres ents a some what anti
Pasteurian sens ib il ity and requires a rather gung ho embrace of the premod ern 
micro bi ome and a ‘paleo’ life style. Witness, for example, the writ ings of Jeff 
Leach, an anthro po lo gist who runs the ‘Human Food Project’. Leach recently went 
native, giving himself a trans plant of the faeces of a Hadza hunter gatherer within 
whom he was living in Tanzania (Eakin, 2014). For others, like William Parker, we 
need to rework our science and tech no logy, domest ic at ing our para sites or synthes
ising their secre tions to select ively and stra tegic ally inter vene in complex systems. 
‘Resilience’, ‘func tion al ity’ and ‘adapt ab il ity’ are the buzzwords in a discourse 
some what akin to that of ecolo gical modern isa tion in the macro bi ome.

Even in their extreme, neo prim it iv ist incarn a tions, a probi otic approach 
reworks (rather than aban dons) the anti bi otic logics asso ci ated with the anti mi cro
bial prac tices of public health and hygiene – exem pli fied in this story by the search 
for a ‘magic bullet’ hook worm vaccine. The modern target of secur ing the human 
and the hygienic popu la tion is not giving way to a deep ecolo gical, anti human ist 
release of the vital poten tials of life. With good reason, the biopol it ics of human–
helminthic rela tions remains fixed on secur ing certain human life in indi vidual 
and aggreg ate forms often at the expense of certain nonhu man/animal commens als, 
but the story of worms suggests that new prac tices are emer ging.

We can under stand these devel op ments in the context of wider enthu si asms for 
probi otic approaches to health – includ ing forms of bacterio ther apy (like faecal 
trans plants) and general enthu si asms for dirt (Pollan, 2013) – and can situate this 
probi otic approach with a rapidly expand ing liter at ure in the social and natural 
sciences that has developed meta phors of (auto)immunity to crit ic ally examine 
contem por ary forms of polit ics (Esposito, 2011; Napier, 2012). The prac tice of 
reworm ing clearly departs from the binary model of immunity premised on the 
separ a tion of self–other that has been much criti cised – both by scient ists 
(Anderson and Mackay, 2014) and by social scient ists concerned with its traffic 
into broader social discourse (Cohen, 2009). To use Scott Gilbert’s (Gilbert et al., 
2012) terms, reworm ing shifts the domin ant meta phor of human–nonhu man rela
tions from ‘war’, through ‘toler ance’, to ‘active recruit ment’. The subject of this 
recruit ment is not an inten tional human mind, but a super organ ism emer gent 
from a collab or a tion amidst its micro bial deniz ens in an entan gle ment that flags 
the salu bri ous prop er ties of infec tion, symbi osis and multis pe cies community.

Topologies of health

An immun o lo gical analysis of diseases related to hook worm pres ence and absence 
also draws atten tion to the spatial dimen sions of global health and the prac tices of 
disease control and erad ic a tion. On the one hand, the North–South and Urban–
Rural gradi ents in hook worm abund ance map famil iar regional carto graph ies of 
global health (see Figure 6.3). Here, hook worm pres ence and absence can be 
mapped as an index of inter na tional devel op ment: a mosaic of nations in stra tegic
ally shaded blocks of colour. While such maps are inter est ing and polit ic ally 



Worms: a morethanhuman geography  107

import ant, they fail to convey the spatial connec tions and intens it ies that would 
appear to config ure the diseases of hook worm pres ence and absence.

In recent work on biose c ur ity and immunity, Steve Hinchliffe and his colleagues 
develop a topo lo gical geography of ‘folded life’ (Hinchliffe et al., 2012, Hinchliffe 
and Ward, 2014) that is helpful for mapping the human–nonhu man entan gle ments 
illus trated in the prac tices of de and reworm ing. This is a geography of rela tions, 
connec tions and intens it ies that attends to porous bodies, leaky bound ar ies and  
the promis cu ous natures of multis pe cies’ molecu lar and viral exchanges. This 
topo lo gical model offers a geography that complic ates linear narrat ives of devel
op ment, hygiene and becom ing modern that lie at the heart of global health 
(Hinchliffe, 2015).

Thinking the geograph ies of hook worm topo lo gic ally helps us attend to the 
entangled spatial and polit ical ecolo gies of its para sit o logy. Hookworm is spread 
by humans: the African slave trade intro duced hook worm into North America 
(Coelho and McGuire, 2006), while the export of inden tured labour from India 
during the nine teenth century spread hook worm around the British empire 
(Palmer, 2009). Palmer suggests that hook worm flour ished in the topo lo gies of 
colo nial capit al ism, whose polit ical ecolo gies pushed hook worm infec tions past a 
tipping point. He argues that ‘simmer ing among rural peoples around the world, 
[hook worm] boiled over not so much in “the tropics” as in the liminal zones of 
nine teenth century world capit al ist expan sion – in temper ate Europe as well as in 
the colo nial and national tropics’ (2009, 678). He notes that:

Hookworm disease was a sick ness of ecolo gical, economic, and cultural 
displace ment and recom bin a tion; its viru lent appear ance along these teeming 
trench works of modern ity went hand in hand with the increas ing density and 
speed of the globe’s road, rail, and ocean connec tions. A close relat ive of 
nine teenth century capital, the hook worm para site thrived in heated fron tier 
regions where vulner able bodies were amassed for hard labor, and it became 
potent through accu mu la tion.

(Palmer, 2009, 679)

The ‘trench works of modern ity’ were the trop ical mines, tunnels, rail road beds 
and plant a tion soils of nine teenth century colo nial capit al ism. These were worked 
by high dens it ies of exploited and under nour ished labour, which created the ideal 
condi tions for hook worm disease.

This analysis of a hook worm disease cross ing a threshold or tipping point is 
similar to Hinchliffe and colleagues’ (2012) diagnosis of the patho lo gical nature 
of the contem por ary intens ive global food system, whose intens ive rela tions of 
mobile, concen trated and immune comprom ised animal bodies gener ate the 
condi tions for viral evol u tion and epidemic emer gence. Understood this way, 
hook worm is not a disease of under devel op ment, but a consequence of the 
intens ity of exploit at ive socio–ecolo gical rela tions. High worm loads were not 
(and will not be) addressed without invest ments to research the intens it ies that tip 
hook worm infec tion into hook worm disease. Sanitation, nutri tion and wider 



108  J. Lorimer

health care, coupled with rural to urban migra tion, are ulti mately what drive hook
worm control.

The seeming spatial paradox is that historic (and gener ally commend able) 
efforts to address unsan it ary ecolo gies have propelled micro bial ecolo gies past a 
differ ent tipping point. Here, the absence of para site ecolo gies and their asso ci
ated intens it ies of ‘immun o lo gical exer cise’ have driven a further refold ing of the 
human micro bi ome and its inter spe cies rela tions. This is a topo logy marked by 
absence; a disequi lib rium created by the success ful erad ic a tion of forms of differ
ence now under stood to be integ ral to the stabil ity and func tion ing of human iden
tity. In the analysis of biophilo soph ers like Esposito, the absence of rela tions is 
symp to matic of ‘autoim munity’ and suggests a system with a patho lo gical unease 
with differ ence – in this case the nonhu man differ ence that keeps us human.

Subsequent efforts to engin eer intens it ies and differ ence back into inter spe cies 
rela tions are taking contrast ing polit ical ecolo gical forms. For example, worms 
have become a fron tier for ‘lively capital’ (Rajan, 2012) in Jasper Lawrence’s 
entre pren eur ial biopro spect ing return to the source, or in Coronado Biosciences’ 
privat ised whip worm ova TSO™. The promise of commodi fi able immunity is at 
the heart of current excite ment about the sequen cing of the hook worm genome and 
the ‘verit able phar ma co poeia’ (Tang et al., 2014, 268) of synthetic (and thus 
patentable) anti inflam mat ory molecule secre tions it might deliver. In contrast, the 
hook worm under ground seeks to circu late ‘hook worm without borders’ through a 
communit arian bioso cial ity of exchange. Here, know ledge, support and mater i als 
are delivered at cost or through the work of volun teer enthu si asts and advoc ates.

In place of an anti bi otic model of health, Hinchliffe and Ward suggest that 
genuine biose c ur ity, or what they call ‘the making of safe life’, ‘is consti tuted 
through an ability to work with rather than against a complex micro bial envir on
ment’ (2014, 136). They propose ‘living with’ as an approach to ‘immun o logy 
manage ment’ akin to the probi otic approaches outlined above. Here,

[L]iving with . . . becomes a matter of working along side others, and with 
those people who appre ci ate the complex it ies of health and illness, the dimen
sions of patho lo gical life, and, in doing so shifts the debate from secur ing 
territ or ies (be they national states, corpor ate or animal bodies) and towards 
more nuanced immun o lo gical registers (and thus geograph ies).

(Hinchliffe and Ward, 2014, 138)

For hook worm, a geography of inside–outside/self–other might be replaced with 
a topo logy of absence–pres ence; of conjoined alter ity and inter spe cies entan gle
ments requir ing conver sa tion, moder a tion (perhaps even agonism) with the life in 
us for the main ten ance of human health.

Conclusions
In this chapter I have offered a geography of worms, examin ing the contem por ary 
paradox of concur rent programmes to deworm and reworm the world. This analysis 
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iden ti fies the need to under stand the geograph ies of global health as multis pe cies 
achieve ments, where both the pres ence and the absence of nonhu man organ isms  
and rela tions can be patho genic. Attending to geograph ies of micro bial pres ence and 
absence helps identify the signi fic ance of micro bi opol it ics – the governance of 
circu lat ing popu la tions of microbes and people to secure desired systemic func tions. 
Hookworm illus trates anti and probi otic tend en cies in modern forms of micro bi
opol it ics, which confound preval ent linear models of hygiene and devel op ment. 
Thinking hook worm disease and epidem ics of absence topo lo gic ally flags the polit
ical ecolo gies respons ible for driving disease intens i fic a tion and autoim munity.

The geograph ies and micro bi opol it ics for living well with worms are not well 
under stood – timings, compos i tion, dosage and symbi otic/para sitic co infec tions 
all make a differ ence to immune response. These are currently the subject of a 
range of labor at ory research projects, clin ical trials and citizen science exper i
ments. What is clear however is that they pose far reach ing ques tions for the 
modern ist dreams of some dimen sions of global health, not least ongoing efforts 
to ‘deworm the world’ through the devel op ment of a hook worm vaccine. While 
this is sincerely promoted as an ‘anti poverty’ vaccine (Hotez, 2013), in the words 
of one comment ator, it could ‘lead to the emer gence of inflam mat ory and meta
bolic condi tions in coun tries that are not prepared for these new epidem ics’ 
(Wammes et al., 2014, 1), perman ently immun ising popu la tions against the 
salut ary poten tials of helminthic gut buddies.

Notes
1 This is the title of a blog recount ing personal exper i ences of using helminths to treat 

IBD. See http://gut buddies.com/word press/. See also http://colon com rades.word
press.com/.

2 Much of this over view is taken from the Australian Society of Parasitology’s website 
at http://para site.org.au/para site/contents/helminth into duc tion.html,

3 See www.youtube.com/watch?v=aqBoT_DyOsI.
4 See http://evid ence ac tion.org/deworm ing/. Cherie Blair is one of the support ers of this 

initi at ive and was persuaded to dress up as a hook worm at the 2008 Davos Summit and 
accost the global elite to draw atten tion to deworm ing (Hawkes, 2013).

5 See https://www.biomeres tor a tion.com/.
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Introduction
The erad ic a tion of malaria is a long stand ing quest in global public health. Over 
the past decade, rising malaria case numbers, the inclu sion of malaria in the 
Millennium Development Goals, and an interest in the disease by key phil an
thropic actors in global health have not only increased funding for malaria control 
and research but also rein vig or ated the disease erad ic a tion agenda. In 2008, world 
leaders endorsed an ambi tious Global Malaria Action Plan, involving a US$3 
billion commit ment to reduce the number of malaria deaths to near zero. The new 
drive towards the erad ic a tion of malaria began in 2007, when the Bill and Melinda 
Gates Foundation (BMGF), which quickly rose to para mount import ance in 
global health follow ing its estab lish ment in 1999, announced their focus on 
malaria erad ic a tion. After the failure and aban don ment of the first erad ic a tion 
campaign in 1969, the WHO advoc ated malaria manage ment and control over the 
inter ven ing decades. The move of BMGF led to a return to erad ic a tion in inter na
tional policies, result ing in a substan tial realign ment of funding and disease 
control policies (Kelly and Beisel, 2011).

But soon after the announce ment, the revived erad ic a tion campaign was met 
with more sober ing evid ence that, by all accounts, should have tempered the over
whelm ing optim ism that char ac ter ises a policy of malaria erad ic a tion. The news 
came in late 2008 from Pailin, a town in Western Cambodia close to the border 
with Thailand. Long held fears were confirmed in a letter published by the New 
England Journal of Medicine report ing evid ence for artemisinin toler ant para sites 
in this area (Noedl et al., 2008). Although artemisinin is still effect ive against 
malaria in the region, in many places it is at a much slower pace. This slower pace 
can already decide over life or death in a seri ously ill patient; more time for the 
para sites to live and multiply within the blood stream can be deadly for a weak 
body. Moreover, if artemisinin loses its effect ive ness, the success of malaria treat
ment is endangered world wide. Artemisinin toler ance has now spread across the 
Mekong Subregion (WHO, 2014). This devel op ment is all the more threat en ing, 
since it happened before: in the 1960s, para sites became resist ant to chloroquine. 
Since its discov ery in the late 1930s, chloroquine was popular as the first line 
malaria treat ment all over the world. It was not only highly effect ive but also a 
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cheap treat ment with only minor side effects. However, after the devel op ment of 
resist ance, chloroquine had to be phased out in malari ous coun tries. It was 
replaced by artemisinin combined therapy, the treat ment currently threatened by 
emer ging resist ance.

Resistance pushes us to ask if humans are really as much in control as policy 
narrat ives might suggest, or instead might nature rather be ‘inhu mane’ (Clark, 
2011)? Emerging resist ance and its spread shows that life is not easily separ able 
in human and other thanhuman processes; in the devel op ment of malaria 
Plasmodium para sites sneak into our body, penet rate our red blood cells and make 
us ill. Blood seeking Anopheles mosqui toes are the vehicle that para sites not only 
use to travel from human to human, but in whose mid guts they also fulfil one part 
of their repro duct ive cycle, while the other half of multiply ing happens in the 
human blood. Resistant para sites redefine what malaria treat ment means and they 
force humans to rethink control meas ures. Human and nonhu man organ isms, 
social and biolo gical processes are ines cap ably inter twined in the emer gence of 
malaria. The human/nonhu man distinc tion is done actively through certain prac
tices and gets blurred through other prac tices and exper i ences – be that human or 
other thanhuman prac tices.

A recent turn towards multis pe cies under stand ings in human–animal rela tions 
has emphas ised entan gle ments rather than modern istic binary divi sions (Haraway, 
2008; Whatmore, 2002; for mosquito related research see Nading, 2014; Kelly 
and Lezaun, 2014; Beisel, 2010). However, although many schol ars seek to 
under stand aggres sion and viol ence between humans and nonhu mans (The 
Animal Studies Group, 2006; Ginn et al., 2014), the turn to multis pe cies entan gle
ments never the less has a romantic thrust, aimed at under stand ing and bring ing to 
the fore our more thanhuman vital ity that gets lost in antag on istic envir on mental 
polit ics and mastery of nature tropes. This chapter asks if multis pe cies under
stand ings might also help us to open up new ways of advan cing less inno cent, 
survival focused think ing. After all, malaria and its control is a game of inter ven
tion and response, follow ing the motto of ‘who can bite back faster?’ (Beisel, 
2010). For in the end, survival is never inno cent but always violent, as it carries 
power and requires sacri fice. Emily YatesDoerr and Annemarie Mol make this 
point nicely recount ing a scene at a Spanish butchery, where Emily was buying 
meat while carry ing her baby:

While the butcher praised the flavours of milk fed lambs, the mother held  
on tightly to her charge. For all of a sudden she sensed the simil ar ity  
between one kind of flesh (lamb turned into meat) and the other (boy that 
defin itely should not be eaten). The simil ar ity was strik ing, the differ ence 
shaky. . . . How, then, to differ en ti ate between boy and lamb? Does the first 
have an interior, a soul, and the second not? Or might this differ ence  
be rather more prac tical. One belongs to a species – a kind, a group, a clan – 
that has organ ized itself so as to cultiv ate and kill the other. The other is  
just a lamb. Its mother carries no money and no butcher’s knife. Its  
father has long since been slaughtered. Its body is not partic u larly strong  
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but strik ingly tasty. As the human boy must be fed with yet more milk,  
the human mother needs to eat, and there fore it is the lamb’s fate to be  
eaten.

(YatesDoerr and Mol, 2012, p. 60)

In this chapter I focus on the ques tion of species survival and what taking the 
differ ent agen cies of humans, mosqui toes and para sites may seri ously entail. In 
the malarial game of infec tion, survival and death, ‘resist ance’ plays a vital role 
for all involved. It is not only para sites that become resist ant: recent scientific 
efforts to decrease human infec tion and increase survival chances have focused 
on the devel op ment of a malaria vaccine. Here, the desired effect of immunity is 
to shut the para sites out, to keep them from multiply ing in our body and so prevent 
disease – immunity means that our bodies learn to resist the para sites. While para
site resist ance and human immunity are biolo gic ally similar processes of adapt a
tion to a threat for species survival, we employ two differ ent terms: while humans 
develop ‘immunity’ to para sites, para sites develop ‘resist ance’ to drugs attempt ing 
to kill them. The domin ant notion of resist ance suggests that one actant actively 
and viol ently resists another, while immunity suggest a legit im ate process of 
closing oneself off from viol ence.

I discuss the devel op ment of a malaria vaccine, the rise of malaria drug toler ant 
para sites, as well as vernacu lar logics of nego ti at ing partial immunit ies in order  
to invest ig ate the survival strategies and prac tices of humans and para sites  
alike.1 I read these prac tices of humans and para sites through the concept of 
‘immunity’, and so aim to rein tro duce a form of symmetry in the analysis I 
propose, enabling us to see both prac tices as a struggle for survival. I suggest that 
think ing resist ance through immunity allows us to slow down and suspend the 
norm at ive judge ment the notion of ‘resist ance’ presumes. Indeed, reading what is 
usually under stood as resist ance as immunity might open up new ways of think ing 
about human–mosquito para site entan gle ments, the prospects of erad ic a tion and 
the biopol it ical registers at play in malaria preven tion and treat ment in global 
health today. I argue that inter rog at ing malaria policies and ecolo gical disease 
dynam ics through the notion of immunity draws atten tion to the ‘folded 
geograph ies’ (Hinchliffe and Ward, 2014) of the three species that consti tute 
malaria – to the complex topo lo gies at play in the entan gle ments of humans, 
mosqui toes and para sites.

It is these complex and some times contra dict ory multiple immunit ies of malaria 
that I attend to in the follow ing sections. In the next section I intro duce how the 
concept of immunity has shifted in immun o logy from under stand ings of cells at 
war to complex and non linear rela tions between differ ent types of organ isms. I 
then move on to discuss ing visions of vaccin a tion, mutat ing and moving para
sites, as well as how humans acquire partial immunity to malaria. In short, this 
chapter is an attempt to rethink malaria and its control in a way that expli citly 
aims to – in the words of Donna Haraway (2010) – ‘stay with the trouble’ of the 
polit ics of opening and closing our bodies to micro organ isms rather than to 
simply negate or indeed try to erad ic ate the other.
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Bioecologies, resist ance and immunity
The complex inter play between malaria erad ic a tion on the one hand and the 
devel op ment of mosquito and para site toler ance on the other is often framed in 
terms of war. In this war, mosqui toes and para sites are humans’ adversar ies; 
devel op ing toler ance to drugs or insect icides is conceived of as a cunning move, 
which puts ‘them’ a few steps ahead. But in the name of health and progress 
humans must press on, be even faster and develop new means to beat ‘them’. 
Military meta phors in malaria control have a long history, dating back to the first 
malaria erad ic a tion phase in the 1950/1960s and before. They were initially used 
predom in antly in ento mo logy, namely in attempts to elim in ate the malaria vector, 
and were inten ded to serve the purpose of attract ing and sustain ing funding for the 
campaign (Brown, 1997, pp. 135–136; Beisel and Boëte, 2013). In the recently 
renewed erad ic a tion ‘fight against malaria’ such milit ary meta phors are present 
again in attempts to ‘shrink the malaria map’ (Feachem et al., 2010), ‘invest in the 
future, defeat malaria’ (World Malaria Day theme, 2015) or to ‘count malaria out’ 
(World Malaria Day theme, 2009, 2010; see http://www.world mal ari aday.org).

In her study on immunity in American culture, Emily Martin shows that war 
meta phors also pertain to another domain; they are used in popular culture to 
char ac ter ise the immune system, compar ing our bodies to a ‘nation state at war’ 
(Martin, 1994). She argues that not only does this language ‘domest ic ate viol
ence’, but it also perpetu ates a model of biology that is marked by an ideal of 
internal purity (ibid., p. 417). A similar case can be made for malaria, where war 
meta phors under play the signi fic ance of the coevolu tion of humans, mosqui toes 
and para sites. This renders malaria control as a tempor ally and spatially delin
eated fight, rather than drawing atten tion to constant calib ra tions of microen vir on
ments in control prac tices (Kelly and Beisel, 2011).

Immunology, on the other hand, has moved on from war meta phors towards 
emphas ising the flex ib il ity and complex ity of immune reac tions. As Martin shows, 
such new under stand ings of ‘flex ible bodies’ resemble late capit al ist language, but 
Martin cautions against a devel op ing new social Darwinism. Similarly, however, 
in a more hopeful mode, for Haraway, contem por ary immun o logy bids farewell to 
binary battle fields, when it draws the body as a network and so, Haraway suggests, 
liter ally opens the body up (Haraway, 1991). And indeed, contem por ary scientific 
under stand ings of the immune system are based on complex ity, specificity and 
non linear ity. Hinchliffe and Ward, for instance, discuss ing farm agri cul ture, 
emphas ise that the same bacteria which cause disease can also engender health 
(Hinchliffe and Ward, 2014). Equally, the distinc tion between self and non self is 
shift ing, even dissolv ing in some cases, as Napier puts it:

[W]e now know that defend ing the body against a viral ‘attack’ is nothing 
like defend ing it from invad ing organ isms. Viruses need cells to achieve 
vital ity, and cannot attack without the life that auto gen ous, ‘self made’ cells 
(ones made by our own bodies) bring to each and every viral encounter.

(Napier, 2012, p. 125)
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Indeed, as Donna Haraway also argues, our bodies lack clear distinc tions between 
Self and Other, they are to an over whelm ing major ity other, sustained by millions 
of bacteria (see e.g. Hararway, 2008), render ing us into a ‘stra tegic assemblage 
called self’ (Haraway, 1990, p. 212). Immunity then is a prac tice of complex 
bodily multis pe cies coordin a tion that takes work to be sustained. Moreover, this 
is one that may well break down once in a while during the course of our lives, 
leading in extreme cases to the immune system turning against our own bodies 
(Anderson and Mackay, 2015). Much remains unknown about the causes of 
autoim munity: despite decades of intens ive scientific research no clear causes 
have been estab lished with ‘preci sion or author ity’ (ibid., p. 144). As Jacques 
Derrida has pointed out, autoim munity seems to pertain to its own logic, it is char
ac ter ised by contra dic tion and ‘unde cid ab il ity’ (Derrida, 1996, quoted in Anderson 
and Mackay, 2015, p.145).

Other philo soph ers have pondered on the rela tion between (auto)immunity and 
community. Peter Sloterdijk (2004) observes that immun isa tion as a cultural prac
tice has expan ded in contem por ary soci et ies through the pres sures of glob al isa
tion. However, he states that immun isa tion comes with new insec ur it ies, and thus 
may turn into soci etal forms of autoim munity. Building on this insight, Mutsaers 
argues that main stream biose c ur ity inter ven tions to control Swine and Avian Flu 
threats have resul ted in what Sloterdjik calls ‘exag ger ated immun isa tion’ 
responses, where nature is caste as bioter ror ist: ‘the prac tice of pre emptive 
immun isa tion as applied to infec tious diseases thus appears to convey a milit ar
istic approach’ (Mutsaers, 2015, p. 127). Roberto Esposito also reflects on the 
rela tion between immun isa tion and society. Immunity, in his reading, is to be 
thought with the notion of community, or com munus (Esposito, 2011). The Latin 
munus comes from onus (oblig a tion) and offi cium (office), and donum (the gift). 
To Esposito, immunity is a gift that combines the former two, making it into a 
much more intense form of the gift: it is ‘the gift that one gives, not the gift that 
one receives’, ‘the grat it ude that demands new dona tions’ (Esposito, quoted in 
Campbell, s.a., p. 7). As Campbell explains, for Esposito community and 
immunity are complexly inter linked: ‘immunity presup poses community, but also 
negates it, so that rather than centred on simple reci pro city, community doubles 
upon itself, protect ing itself from a presup posed excess of communal gift giving’ 
(ibid., p. 8). In other words, someone who is immunitas enjoys the priv ilege of 
being freed from communal respons ib il it ies and is there fore singled out from the 
community: ‘the condi tion of immunity signi fies both “not to be and not to have 
in common” ’ (ibid.). However, if a society protects itself too much through 
immunitas, the link to community, communitas, becomes too weak. This to 
Esposito signi fies ‘the constitutively exposed char ac ter of living’ (Esposito, 
quoted in in Campbell and Esposito, 2006, p. 51). Immunitas and communitas 
thus are oppos ites, but need to be in balance; ‘immunitas in high doses entails the 
sacri fice of the living’ (ibid.). While community and immunity are oppos ites they 
are thus also inex tric ably linked – community and immunitas are made possible 
through (oppos i tion to) each other; immunity encom passes differ ence and 
belong ing at the same time.
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In contrast to this under stand ing, much conven tional and applied work on 
immunity and biose c ur ity often presumes distinct bound ar ies between self and 
other, risk and benefit, or good and bad circu la tions (see also Mutsaers, 2015). 
However, as I discussed above, these bound ar ies do not hold true with regard to 
how immunity is estab lished and nour ished. Approaches to immunity as complex 
and, in part, unpre dict able then caution against binary war and erad ic a tion 
approaches in multis pe cies communit ies. If we attempt to erad ic ate too many 
viruses, bacteria and para sites from our multis pe cies community, we may – 
follow ing Esposito — also loosen the link to the communit ies that sustain us. 
Furthermore, it is import ant to keep in mind that resist ance is not a phenomenon 
devel op ing inde pend ently from human action. As Hannah Landecker reminds us, 
anti mi cro bial resist ance is not the result of natural bioter ror ists, but of the medical 
indus trial complex: ‘Through the indus trial scale growth of microor gan isms to 
harvest their meta bolic products’ humans have fostered bacteria evol u tion. 
Resistance may thus be under stood as ‘the phys ical regis tra tion of human history 
in bacterial life’ (Landecker, 2015, p. 1). As we will see in the follow ing sections, 
the devel op ment of malaria drug resist ance also emerges from the actions and 
entangled prac tices of humans, para sites and mosqui toes.

Following these current under stand ings of immunity and resist ance, then, it is 
not that easy to separ ate our enemies and allies in the war for health. However, 
attempts at disease erad ic a tion and binary war rhet oric prevail for a good reason, 
as malaria contin ues to make millions of people sick on this planet every year; it 
also kills a good share, and tragic ally the major ity of deaths are chil dren under 5 
years of age (WHO, 2014). Nevertheless, I would like to suggest that it is worth 
pausing, step ping back from this war rhet oric and to think through the socio 
ecolo gical entan gle ments under ly ing human attempts to ‘win the war’. In the 
spirit of Isabelle Stengers (2010) and Nick Bingham (2008), I will use the 
follow ing pages to ‘slow down’, and begin to rethink how we may under stand  
the techno scientific polit ics of malaria differ ently.

In order to do this, I will discuss the devel op ment of biolo gical toler ance and 
resist ance of para sites. I suggest that – for mosqui toes, para sites and humans alike 
– these repres ent attempts to create a form of ‘immunity’. I use this term not 
neces sar ily in order to estab lish some simplistic form of symmetry between the 
actions of mosqui toes, para sites and humans (although I do think a certain amount 
of humble ness from the side of humans is helpful), but first and fore most in order 
to take the complex entan gle ments of local biolo gies and global ecolo gies of 
malaria seri ously. As Latour has pointed out, the notion of symmetry in actor 
network theory was inten ded to do this kind of work (but has often been 
misun der stood):

ANT is not, I repeat is not, the estab lish ment of some absurd ‘symmetry 
between humans and nonhu mans’. To be symmet ric, for us, simply means 
not to impose a priori some spuri ous asym metry among human inten tional 
action and a mater ial world of causal rela tions.

(Latour, 2005, p. 76)
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Thus, I use immunity as an analyt ical lens which starts from the premise that  
we are – for better and for worse – profoundly entangled in our world ings. This  
is a concep tual move that Donna Haraway would call the non inno cent polit ics of 
compan ion species (Haraway, 2003, 2008). In what follows I attempt to carve out 
the complex move ments between symbi osis and para sit ism, or between mutu al ity 
and suffer ing in human and para site malaria prac tices and polit ics.

The multiple immunit ies of malaria

Visions of vaccin a tion

Speaking of malaria and immunity, the most obvious ques tion raised is about 
vaccines against malaria. The first remark here needs to be that up until today, no 
vaccine against any para sitic disease exists, largely owing to the high biolo gical 
complex ity of para sites (in compar ison to bacterial or viral organ isms). Research 
on a vaccine against malaria started as early as the begin ning of the twen ti eth 
century (Desowitz, 1991), but despite many scientific efforts no vaccine has yet 
proven to be both effect ive and non toxic for humans. Over recent years, however, 
new scientific prospects have arisen from the possib il ity of mapping the genomes 
of humans and para sites, or as Ntoumi et al. call it, the possib il ity of ‘mining the 
human and para site genome:

The sequen cing of the human genome provides a new oppor tun ity to 
determ ine the genetic traits that confer resist ance to infec tion or disease. The 
iden ti fic a tion of these traits can reveal immune responses, or host–para site 
inter ac tions, which may be useful for design ing vaccines or new drugs. . . . 
The malaria para sites are well known for their ability to undergo anti genic 
vari ation, and in paral lel to cause a diverse array of disease syndromes, 
includ ing the severe syndromes that commonly cause death. Genome based 
tech no lo gies are being harnessed to relate gene and protein expres sion levels, 
or genetic vari ation, to the para site forms that are targets of protect ive 
immunity.

(Ntoumi et al., 2007, p. 270)

Indeed, advances in scientific know ledge such as these have led to about 30 poten
tial malaria vaccine candid ates that are currently under devel op ment. One of  
these vaccines, called RTS,S/ASO2A, is the first malaria vaccine candid ate  
to have concluded stage III of clin ical trials and is currently under consid er a tion 
for licen sure. The vaccine was initially developed in GlaxoSmithKline’s labor at
or ies in Belgium; system atic devel op ment goes back to the year 1984, and  
the active compounds that would be known as RTS,S were first combined in  
1987 (GSK MVI, 2010). The vaccine went through initial test phases in  
Belgium and at the Walter Reed Army Institute in the USA in the 1990s  
(ibid.), as well as a first proof ofconcept study test in The Gambia and later 
Mozambique, where it was tested on 2022 chil dren aged 1 to 4 years in a double 
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blind, random ised, controlled trial (Alonso et al., 2004; Aponte et al., 2009). 
Vaccine devel op ment and trials started to accel er ate substant ively from 2001, 
when the public–private part ner ship PATH Malaria Vaccine Initiative (MVI) 
started to finance and coordin ate the devel op ment and trials. Funded by the  
Gates Foundation, MVI’s general aim is ‘to accel er ate the devel op ment of  
prom ising malaria vaccines and ensure their avail ab il ity and access ib il ity in  
the devel op ing world’ (MVI Factsheet, 2008). MVI alone has inves ted approx
im ately US$220 million in RTS,S/ASO2A. GSK inves ted US$300 million  
up until the end of 2012 and estim ated that another US$100 to 200 million in 
devel op ment costs will be neces sary (MVI inter view). There were also other, 
smaller invest ments in RTS,S/ASO2A, for instance, through the Walter Reed 
Army Institute. In general, the invest ment costs in RTS,S/ASO2A exceed 
US$500 million, which correl ates with the estim ated general costs of vaccine 
devel op ment (ibid.).

In addi tion, although GSK has inves ted a great deal in RTS,S/ASO2A, it was 
indeed mainly the found a tion of MVI that enabled the clin ical trials phase II and 
III in seven African coun tries conduc ted between 2007 and 2014. The malaria 
vaccine trials were among the first large scale vaccine trials conduc ted on the 
African contin ent in history. In order to adhere to inter na tional stand ards of  
trial regu la tion, a capa city build ing compon ent has been import ant to the inter na
tional consor tium conduct ing the trials: funding from the Gates Foundation 
enabled the estab lish ment of a Malaria Clinical Trial Alliance (MCTA), which  
is run under the umbrella of the INDEPTH Network, a Ghana based organ isa
tion. MCTA and MVI conduct ‘Good Clinical Practice’ train ing for health 
workers involved in all stages of the trials – from doctors, nurses, field work ers, 
malaria micro scop ists to trial manage ment staff. These train ings of, for instance, 
malaria micro scop ists were highly valued by parti cipants and offered local labor
at ory workers a rare oppor tun ity to parti cip ate in inter na tional train ing and 
network ing (Interviews at malaria vaccine trial sites in Ghana, 2008). Trial loca
tions have also benefited from new infra struc ture, such as better equip ment for 
labor at or ies. Such capa city build ing is an advant age for the parti cip at ing hospit als, 
and has contrib uted to the building of biomed ical capa city in the trial sites of the 
seven parti cip at ing coun tries (Interviews at malaria vaccine trial sites in Ghana, 
2008). However, such invest ments in selec ted hospit als are tied closely to 
research trial insti tu tions, which re enforces unequal geograph ies of health care 
infra struc ture and provi sion in devel op ing coun tries, and creates what has been 
called ‘archipela gos of science’ on the African contin ent (Rottenburg, 2009; 
Geissler, 2013).

In 2014 the RTS,S/ASO2A malaria vaccine candid ate completed phase III of 
clin ical trials, and it has become clear that RTS,S/ASO2A will not have the 
protect ive effect that many were hoping for. The aim of the vaccine was never that 
the vaccine will provide full protec tion from malaria, but that it will offer a partial 
immunity of around 60 per cent, meaning the immunity levels of naïve indi vidu als 
will be pushed up to the level of having success fully lived through a malaria 
infec tion. Sixty per cent is considered signi fic ant in public health logic, as it 
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would avert six out of ten malaria infec tions (Interview, Vaccine Scientist, 2012). 
Considering that the large major ity of malaria deaths occur in immun o lo gic ally 
naïve chil dren under 5, it is assumed that this would have a signi fic ant impact on 
malaria mortal ity. However, the latest clin ical trial results indic ate that while for 
chil dren in the age group 5 to 17 months the protec tion was 45.1 per cent over  
14 months (RTS,S Clinical Trials Partnership, 2011), protec tion for 6 to 
12week old babies was disap point ing with 31.3 per cent (RTS,S Clinical Trials 
Partnership, 2012). In 2014 the RTS,S Clinical Trials Partnership repor ted that 
the vaccine effic acy against clin ical malaria in infants was 27 per cent, ‘with no 
signi fic ant protec tion against severe malaria, malaria hospit al iz a tion, or all cause 
hospit al iz a tion’ (RTS,S Clinical Trials Partnership, 2014). Furthermore, initial 
protec tion rates decline quickly, making a four dose vaccin a tion regime neces
sary (RTS,S Clinical Partnership, 2015).

In 2012 an edit or ial in the New England Journal of Medicine sugges ted that the 
vaccine’s effic acy results were ‘disap point ing’, and it remains doubt ful whether 
the vaccine will be licensed at the end of the trial (e.g. Daily, 2012). Other 
comment at ors were more optim istic and expect a posit ive licens ing decision by 
the World Health Organisation. The decision was expec ted in 2015, but the World 
Health Organisation’s ‘Strategic Advisory Group of Experts on immun iz a tion 
(SAGE)’ has recently pushed back the decision and called for imple ment a tion 
studies. This was the commit tee’s reas on ing:

[O]ne primary outstand ing ques tion with regard to RTS,S/AS01 use in 5–17 
month old chil dren is the extent to which the protec tion demon strated in the 
Phase 3 trial can be replic ated in the context of the routine health system 
because of the chal lenge of imple ment ing a four dose sched ule that requires 
new immun iz a tion contacts.

(WHO/SAGE, 2015)

WHO rightly worries that a four part routine immun isa tion is neither prac tical 
nor afford able in many contexts in subSaharan Africa.

However, regard less of this import ant polit ical and economic ques tion, one 
may ask: Why has the devel op ment of a malaria vaccine been so chal len ging? 
This is a ques tion that the edit or ial in the New England Journal of Medicine 
answers as follows:

[V]accine developers are faced with an organ ism that resides in the peri
pheral blood compart ment and that boldly circu lates along side immune cells 
and proteins to facil it ate further trans mis sion. The success of this patho gen is 
related to prolonged coevolu tion with humans, allow ing the devel op ment of 
cunning biolo gic strategies to resist immune system clear ance.

(Daily, 2012, p. 1, emphasis added)

In other words, whether we humans like it or not, plas modium para sites are not 
only ‘cunning’, they also have a long and success ful history of cohab it ing with 
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humans, which makes it rather tricky to ‘defeat’ them. Indeed, as histor i ans of 
medi cine suggest:

[I]t is reas on able to suppose that it is older than we, that our primate ancest ors 
were recog nis ably malari ous before they were recog nis ably human, that  
the para site, which causes the fever and the mosquito, which trans fers it from 
one person to another have accom pan ied us through out the Darwinian 
descent.

(Harrison, 1978, p. 1)

Additionally, as studies in mice models have shown, a partially effect ive vaccine 
may at best ‘buy us time’, as it would consid er ably increase evol u tion ary pres sure 
in Plasmodia, which has resul ted in the emer gence of more viru lent para sites in 
mice models (Mackinnon and Read, 2004). Considering this, the high invest ment 
which vaccine devel op ment requires, and the fact that visions of vaccines have 
already failed to deliver their promise for decades, one might wonder if this hope 
for immunity in human bodies is the best way to limit the deadly circu la tions 
among humans, mosqui toes and para sites. Before dwell ing on this ques tion in 
more detail, the next section will discuss how immunity also devel ops in para site 
bodies – as so called toler ance of or resist ance to malaria drugs.

The (danger ous) wander lust of an Asian plas modium 
falciparum para site
A region in the border lands between Cambodia and Thailand has been singled out 
in the inter na tional press cover age on malaria. This interest is based on the news 
that artemisinin toler ant plas modium para sites have been devel op ing and 
spread ing in Southeast Asia. In late 2008 a letter in the New England Journal of 
Medicine repor ted first evid ence for artemisinin resist ant malaria; the study team 
found that of 60 patients treated with arte sunate (mono ther apy) four patients had 
recur ring para sitemia, and two of those patients could be char ac ter ised as having 
artemisinin resist ant infec tion (Noedl et al., 2008). Today, it is now present in five 
coun tries of the Greater Mekong sub region: Cambodia, Laos, Myanmar, Thailand 
and Vietnam. Scientifically, plas modium para sites are not resist ant against 
artemisinin, but toler ant, as resist ance would mean 100 per cent effic acy loss. 
However, artemisinin is still effic a cious in the affected regions, but clears para
sites from the blood stream at a much slower pace. In a recent compar at ive study, 
the half lives of para site clear ing times ranged from 1.9 hours in the Democratic 
Republic of Congo to 7.0 hours at the Thailand–Cambodia border. In other words, 
artemisinin is still capable of treat ing malaria, but requires prolonged courses of 
drug admin is tra tion (Ashley et al., 2014). Resistance is thus not an abso lute but a 
gradual phenomenon. Nevertheless, WHO and all major malaria initi at ives –such 
as the US President’s Malaria Initiative (PMI) and the Bill and Melinda Gates 
Foundation – have expressed severe concern and iden ti fied the need for urgent 
action. As WHO put it on their webpage:
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The spread of artemisinin resist ance to other regions, or its inde pend ent 
emer gence in other parts of the world, could trigger a major public health 
emer gency. Urgent action is there fore required by endemic coun tries and 
devel op ment part ners to prevent the situ ation from worsen ing.

(WHO/SAGE, 2015)

The WHO devised a ‘global plan for artemisinin resist ance contain ment’ (WHO, 
2011), as well as a frame work for ‘emer gency response to artemisinin resist ance 
in the Greater Mekong subre gion’ (WHO, 2013). Malaria drug resist ance is all 
the more threat en ing, since it has happened before with chloroquine in the 1960s. 
And, as the history of resist ance against chloroquine teaches us, newly configured 
para sites slowly but stead ily broaden their borders. Figure 7.1 shows the travel 
itin er ary of chloroquine toler ant para sites 60 years ago.

Resistance was first repor ted in the late 1950s along both the Panama–Colombia 
and Thai–Cambodian borders, and radi ated slowly and inex or ably outward from 
these two foci, taking ten years to advance across Thailand to Burma, reach ing 
central India by the late 1970s. Resistance more rapidly dissem in ated through out 
the Amazon region, cross ing south ward across Bolivia in the early 1960s and 
extend ing to the Atlantic coast of French Guiana and Surinam by the early 1970s. 
Chloroquine resist ance appeared in East Africa in 1978 and moved west ward 
across the contin ent in a less well docu mented pattern owing to limited surveil
lance in Central and West Africa (Plowe, 2009, p. S12).

Rather than a third muta tion emer ging in Africa, it has been demon strated that 
the muta tions leading to resist ance in Asia and Africa are genet ic ally identical 
(ibid.). Thus, the resist ant para sites must have trav elled from Asia to Africa. This 

Figure 7.1 Spread of chloroquine resist ance
Source: Plowe (2009, p. S12).
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is believed to have happened not through mosqui toes that hitched a ride on a plane 
or a boat, as happened in the 1930s when Anopheles gambiae trav elled on warships 
from West Africa to Brazil (Killeen et al., 2002, p. 620), or from Sudan to Egypt 
(Mitchell, 2002, p. 22). Rather, chloroquine resist ance presum ably trav elled from 
Asia to East Africa in humans. It is likely that the para site hitched a ride with 
Southeast Asian workers, who came to East Africa in the 1970s to build a railway 
from Beira in Mozambique to Kinshasa in the Democratic Republic of Congo 
(then Zaire) (Campbell et al., 1979). The workers unknow ingly helped trans mit 
resist ant para sites to Africa. From East Africa, resist ance broadened its borders 
slowly but signi fic antly, continu ing to travel over land, reach ing West Africa last. 
So, while resist ance emerges in para sites through a muta tion of its genome, it 
trav elled in mosqui toes and humans. Understanding the emer gence and patterns 
of spread of resist ance requires us to under stand the socio ecolo gical entan gle
ments of the three species.

For malaria patients, chloroquine resist ance meant that first line malaria treat
ment world wide had to be replaced by another anti m al arial drug, artemisinin. 
Since its discov ery in the late 1930s, chloroquine was popular as first line malaria 
treat ment all over the world; it was not only highly effect ive but also a cheap  
treat ment with minor side effects. However, follow ing the devel op ment of  
resist ance, chloroquine had to be phased out in malarial coun tries, plum met ing 
malaria control into crisis. Shortly after chloroquine, treat ment with sulfa dox ine 
pyri metham ine, another common anti m al arial drug, started to fail as well, and, as 
the history of malaria has shown us, this trend is also likely to happen with 
artemisinin toler ant para sites. Thus scient ists argued that early contain ment of 
resist ance is vital, given the region’s history and the para site’s wander lust:

Chloroquine and sulfa dox ine pyri metham ine resist ance in P. falciparum 
emerged in the late 1950s and 1960s on the Thai–Cambodian border and 
spread across Asia and then Africa, contrib ut ing to millions of deaths from 
malaria. . . . Measures for contain ment are now urgently needed to limit the 
spread of these para sites from western Cambodia and to prevent a major 
threat to current plans for elim in at ing malaria.

(Dondorp et al., 2009, pp. 466–467)

Resistant para sites have a survival advant age over non resist ant ones and hence 
will multiply and spread. Thus a differ ent version of malaria is created – a version 
of malaria to which there is no known cure so far. A version that is not only created 
by vicious para sites, but is helped into being by a conflu ence of complex factors in 
Pailin and world wide. The resist ance against chloroquine has so far been explained 
by a failed state inter ven tion, while the emer gence of artemisinin resist ance tends 
to be blamed on unruly citizens using artemisinin as mono ther apy, or, worse, 
produ cing coun ter feit malaria drugs that foster resist ance (Dondorp et al., 2004). 
However, this explan a tion is rather uncon vin cing since both phenom ena appear in 
many regions of the world, partic u larly the African contin ent (Bate et al., 2008). 
According to James Scott’s study (2009), the high lands in Southeast Asia have for 
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centur ies been popu lated by people actively evading state struc tures in the 
lowlands. Scott states that ‘escape agri cul ture: forms of cultiv a tion designed to 
thwart state appro pri ation”’ (ibid.) were an integ ral part of autonomy seeking 
prac tices. Since Artemisia annua grows espe cially well in the high lands we can 
spec u late that it has circu lated in the region for centur ies, and was part of Scott’s 
‘escap ist crops’. Did the intro duc tion of mass produced artemisinin consti tute an 
ecolo gical tipping point, and lead to the emer gence of resist ance? No compre
hens ive study exists so far, but a convin cing explan a tion of the rise of resist ance 
would need to integ rate patterns of human, para site and mosquito beha viour and 
include sociohis tor ical, envir on mental and polit ical processes. Ultimately though, 
this new version of artemisinin resist ant malaria was created by tiny, mutated 
proto zoan para sites, a euka ryote – just like the symp toms of the disease itself. The 
para site genome invents and rein vents malaria. But it is not the para site alone that 
creates and defines malaria, it does so in inter ac tion with mosqui toes and humans. 
Human prac tices are also crucial to under stand ing the bioeco lo gies of malaria. So, 
how might humans nego ti ate disease and (partial) immunit ies?

Negotiating partial immunity: living with malaria
While plas modium para sites develop drug toler ance to artemisinin, Anopheles 
mosqui toes also become increas ingly toler ant to insect icides, and a malaria 
vaccine that conveys immun isa tion is not yet in sight, what do people in Ghana 
(and other low income areas with malaria trans mis sion) do to protect them selves 
from falling ill and to prevent severe disease when infec ted with malaria? The first 
thing to say is perhaps that most people in endemic areas routinely live with 
malaria. Although nick nam ing (as some do) the disease as ‘the African cold’ 
danger ously under plays the sever ity of the disease, it does draw atten tion to the 
fact that most people in endemic areas suffer from malaria regu larly. But let me 
begin with a short field work encounter from Ghana:

Walking along a busy shop ping street in Accra I often bumped into Kwaku – an 
artist and street vendor, who tried to sell me his artwork. Kwaku and I frequently 
engaged in friendly small talk, and once this involved malaria. I asked him about 
his malaria treat ment habits, and he told me that he usually buys arte sunate when 
he feels fever ish (arte sunate is an artemisinin based mono ther apy to treat malaria). 
He would not go to the hospital, since he says he knows how malaria feels. For 
him, he says, it is a partic u lar pain in the belly that comes together with fever. 
Kwaku’s guts know how to diagnose malaria. Other people describe differ ent 
symp toms to me that they specific ally asso ci ate with malaria. But what every one 
seems to agree on is that malaria can be iden ti fied easily; you know how it feels 
in your body after you have had it once. A body that is famil iar with malaria does 
not need clin ical or labor at ory diagnosis, Kwaku would argue; one knows how to 
self diagnose malaria. Thus, Kwaku – like most people who have grown up with 
malaria – is aware of his own malaria symp toms. To him there is no need to spend 
precious money (and time) in the hospital for a diagnosis, where – as he complains 
– the doctor or nurse would often not do a blood test for him and just prescribe 
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malaria medic a tion. And amodi a quine (the nation ally recom men ded first line 
drug), no – he does not like it, he says, it makes him too weak. So Kwaku ends up 
buying arte sunate mono ther apy in a phar macy, which – in 2008, when this conver
sa tion occurred – was readily avail able in Accra and he is happy with the effect
ive ness of the treat ment in his body.

Currently this is a good choice for Kwaku’s body, but as was discussed in the 
previ ous section, this has changed already in Southeast Asia and artemisinin 
toler ant para sites may even tu ally develop or arrive in Ghana. But not only do 
para sites develop resist ance; Kwaku’s body also displays a form of resist ance. 
Through regular bodily encoun ters with the plas modium para site it is likely that 
Kwaku is partially immune to malaria. Being partially immune means that human 
bodies are less likely to develop severe forms of malaria (for instance, cereb ral 
malaria), and so convey partial protec tion. Partial immunity devel ops in places 
where malaria is endemic. Malaria in Ghana is holoen demic, meaning trans mis
sion rates are so high that every person living in a determ ined area is affected  
by the disease, albeit with unequally distrib uted vulner ab il it ies. Research in 
Ghana showed that para sites are routinely present in approx im ately 58 per cent  
of the popu la tion (OwusuAgyei et al., 2009). The people taking part in this 
study did not show any symp toms of disease; they were randomly chosen and 
then tested for para site preval ence. In other words, in areas with high malaria 
trans mis sion people cohabit with para sites most of the year without neces sar ily 
devel op ing malaria symp toms. This is due to an acquired specific immunity 
(Marsh, 2002), which humans develop through contin ued expos ure to malaria 
para sites and lived through malaria infec tions. Specific immunity is mainly 
present in adults living in areas with constant, high malaria trans mis sion. Specific 
immunity is partial, meaning it does not prevent all malaria infec tions, but  
makes malaria epis odes less frequent and conveys some protec tion for people to 
fall severely ill from the disease. In this regard, natur ally acquired specific 
immunity is quite similar to the immunity the RTS,S/ASO2A vaccine provides 
(RTS,S Clinical Partnership, 2011, 2012, 2015). This, or so epidemi olo gists 
argue, could be a life saving inter ven tion for chil dren under 5 years old whose 
immune system is still devel op ing and who have not had the oppor tun ity to 
develop specific immunity as yet. However, even for these groups infec tion with 
para sites does not neces sar ily lead to disease. As malari olo gist Kevin Marsh 
points out, ‘even during the period of maximum suscept ib il ity to severe disease, 
chil dren spend the major ity of their time para sit ized but healthy’ (Marsh, 2002, 
p. 256).

When I asked one of the prin cipal invest ig at ors of the malaria vaccine trials in 
Ghana, a local medical doctor, why he thinks I as an immun o lo gic ally naïve 
person still did not develop malaria after spend ing over eight months in the 
country and getting bitten by mosqui toes regu larly, he respon ded with a shoulder 
shrug and this strik ingly simple explan a tion: ‘maybe your liver works well and 
flushes all para sites out.’ And indeed, notwith stand ing much research on the 
topic, the concrete factors that make an indi vidual vulner able to devel op ing 
malaria in a body are still unclear and a recur rent topic of scientific studies (Marsh, 
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2002, 2010). We know that people who have never lived through a malaria infec
tion are more vulner able, but still, the rate, frequency and sever ity of disease 
varies greatly among indi vidu als. We know that the immunity to malaria which a 
body can develop is only partial, that further more this immunity is partic u lar to 
subspe cies of the plas modium para site and thereby local. We know that humans 
lose this partial immunity after not being exposed for some time. Haemoglobin 
vari ations (most prom in ently sickle cell anaemia) and other genetic poly morph
isms have been explained in terms of an adapt a tion to malaria (mainly based  
on their biolo gical mech an ism, and the correl a tion of occur rence and malaria 
preval ence). The devel op ment of general anaemia and malaria is also assumed to 
be entangled, with anaemic people being more vulner able to devel op ing malaria; 
in turn malaria contrib utes to and can cause anaemia. Furthermore, the devel op
ment of Burkitt’s lymph oma is argu ably due to an inter ac tion between plas
modium falciparum and the EpsteinBarr virus (Marsh, 2002, pp. 252–267). So 
disease inter ac tions and adapt a tions are mani fold but what remains unclear is 
which factors exactly make a human body vulner able to malaria, or offer protec
tion against it.

This uncer tainty is also expressed in people’s reas on ings and disease preven
tion prac tices that are based on their bodily and observed exper i ences with fever, 
as one of my co research ers reflec ted on our inter views in Ghana:

One man among the opinion leaders present for the work shop said ‘every one 
is bitten by mosqui toes day in day out but those, who are more likely to get 
malaria, are those who eat a lot of oily food and stay in the sun for longer 
hours’. Among the preg nant women, there was a wide range of causes for 
malaria which included mosqui toes, unkempt envir on ment, staying in the sun 
for long hours, drink ing dirty water (from stag nant source), eating a lot of 
oily food such as ground nut, eating excess sugar, house flies and working 
around fire . . . I think it was quite inter est ing.

(Martin Agyemang, inter view, London, 2008)

Such reas on ing could of course be dismissed as ignor ance and lacking in formal 
educa tion, as is regu larly done in the biomed ical liter at ure and in health educa tion 
approaches, but this does not do justice to what is going on. An unhealthy diet 
(eating too much sugar or fatty oils) or a weakened immune system (stand ing too 
long in the sun, being close to breed ing places) may well be factors contrib ut ing 
to someone’s vulner ab il ity to malaria. These are trig gers of malaria that people 
observe in their bodies, their lives, their prac tices. Malaria gets trans mit ted by 
mosqui toes, but is not only caused through the pres ence of para sites in the blood; 
people are routinely bitten by mosqui toes and cohabit with para sites without 
becom ing ill (see above, OwusuAgyei et al., 2009). In high trans mis sion areas, 
then, malaria regu larly lingers in our bodies and whether the body falls ill or not 
is determ ined by a complex chain of factors.

How then do people navig ate this uncer tain terrain? How does one live with 
malaria? Kwaku, whose habits are similar to those of many people I chatted to, 
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prefers to treat himself. He buys arte sunate mono ther apy in a phar macy, which 
was readily avail able in Accra. While arte sunate is popular with Kwaku and 
others because it treats malaria quickly and has few side effects, mono ther apy is 
prob lem atic from a global perspect ive, as it may foster resist ance more quickly. 
After all, artemisinin combin a tion ther apies were intro duced in the hope of 
slowing down the devel op ment of resist ance consid er ably (WHO, 2003). But 
despite a widely imple men ted policy change towards combin a tion therapy (glob
ally as well as in Ghanaian health policy), malaria mono ther apy and arte sunate 
continue to be widely avail able and are popular with patients. Artesunate provides 
fast relief from malaria’s symp toms and so gets people back to work and their 
lives more quickly.

Another example of such self diagnosis and treat ment is Arthur, an employee 
at a Malaria Vaccine Trial project in Ghana, who tells me that his favour ite anti
m al arial is still chloroquine. Arthur is well aware of the treat ment fail ures 
chloroquine has, but for him person ally the drug still works fine, he says. He does 
not exper i ence many side effects, it is cheap and removes the para sites quickly 
from his body. Since the intro duc tion of artemisinin combin a tion therapy in 2005, 
Ghana has been phasing out chloroquine, but –as I learned from the National 
Malaria Control Programme and the WHO country adviser – this proved to be a 
slow process. Ghana still had two years of chloroquine supplies when the Head of 
the National Malaria Control Programme announced in April 2005 that chloroquine 
was to be phased out within a year (Health News, 2005). In summer 2008, when 
I ended my field work in Ghana, it was still purchas able. Arthur observed that it 
became increas ingly hard to get, but was still avail able.

These are two instances where patient logics clashed with public health 
concerns. What do the examples teach us? First, they make clear that public and 
indeed global health logics of resist ance preven tion cannot be equated with indi
vidual drug exper i ences and treat ment choices. People too do not (although some 
might) make such decisions based on ignor ance about malaria and treat ment 
proto cols, but as results of their situ ated every day and bodily exper i ences. All this 
is hardly surpris ing, but still an import ant lesson with regard to how the devel op
ment and spread of drug resist ance is thought about in public health. The spread 
of malaria resist ance is mainly explained by ‘non adher ence’ to treat ment proto
cols; in other words, wrong drug intake. This is – in main stream concep tions at 
least – to be answered with health educa tion campaigns, includ ing tools such as 
beha viour change commu nic a tion. These are unlikely to succeed, however, if 
they assume lack in know ledge rather than informed indi vidual decisions as the 
basis for treat ment beha viour.

Second, people of course do much more to prevent against malaria than just 
take drugs that are recom men ded by the clinic, govern ment or sold in phar ma cies. 
Herbal medi cine, spir itual cere mon ies, a variety of protect ive meas ures and many 
more activ it ies repres ent strategies against fever/malaria. The variety of fever/
convul sion diseases over laps with Western scientific malaria in complex ways, 
but are certainly not coex tens ive.2 Although herbal medi cines or spir itual  cere
mon ies would not treat ‘malaria’, they may still be aimed at the symp toms that a 
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doctor in the clinic would call malaria, or what the malaria micro scop ist would 
visu al ise as plas modium para sites. It does not matter much if these diseases  
could or could not be visu al ised as malaria under a micro scope; it is import ant  
to recog nise that people through their prac tices define the disease (Mol, 2002). 
And it is import ant to recog nise that these prac tices are know ledge able, as 
purpose ful tinker ing with bodies and their well being; as Annemarie Mol explains, 
this tinker ing may be seen as what char ac ter ises care: ‘caring is a ques tion of 
“doctor ing”: of tinker ing with bodies, tech no logy and know ledge – and with 
people too’ (2008, p. 12).

What is common to all these logics of treat ment is that people who regu larly 
live with malaria have developed their own ways to nego ti ate living well and 
staying free of malaria para sites, or treat ing infec tions quickly and effect ively. As 
I have shown in this section, crucial to this is the nego ti ation of a life–health 
balance if you like. In Kwaku’s case, self diagnosis arte sunate mono ther apy is 
what works, as it saves him both time in the health centre (and thus he gains time 
to earn money) and the side effects of the nation ally recom men ded first line drug. 
Arthur too has developed his own treat ment prac tice to relieve his body quickly 
and effect ively from para site loads. Malaria thus comes into being differ ently 
accord ing to what patients feel and self diagnose, where they go for support and 
how they (get) treat(ed) them selves. Patients’ preven tion and treat ment prac tices 
engage in nego ti at ing and extend ing their specific and partial immunity. This 
might be in harmony with national treat ment proto cols and global meas ures to 
prevent drug resist ance or clash with them. In any case, the biomed ical disease 
malaria and the devel op ment of immunity and resist ance emerge in a rela tional 
web that is made up of patients, treat ment proto cols, clinic person nel, drug formu
la tions, local and global mosquito and para site beha viour (to name just the 
obvious).

Malaria, global health and immunity/community
What do we gain from juxta pos ing these processes of creat ing and acquir ing toler
ance to diseases or drugs in humans and para sites? Why bundle them together 
under the term ‘immunity’ and so risk (over)simpli fy ing complex bioeco lo gical 
and tech nos cientific dynam ics? I suggest that bring ing human attempts to prevent 
malaria (through vaccin a tion or every day treat ment and preven tion prac tices) in 
conver sa tion with para sites’ ability to evolve toler ance to drugs might provide us 
with some purchase on the under ly ing bioeco lo gical complex it ies and the fragil ity 
of tech nos cientific dreams of master ing disease. Writing both human and para site 
prac tices as ‘immunity’, as the legit im ate struggle of earthly organ isms for 
survival, I hope makes evident that similar processes of species flour ish ing are at 
stake. They also make clear that para sites are – to stay with the erad ic a tion ists’ 
war meta phors – a worthy spar ring partner for humans. However, the short narrat
ives about tricky vaccine devel op ment, elusive para sites and tinker ing patients 
also make a dimen sion of Esposito’s concept of immunity visible: the para dox ical 
rela tion ship between community and immunity. Indeed, the entan gle ment of 
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mosqui toes, humans and para sites that makes up malaria is char ac ter ised by a 
long, inter twined history, turning us into one multis pe cies community. Still, this 
is a ‘non exclud ing rela tion with the common oppos ite’ – para sites and mosqui
toes spell danger for us, they remain other (Esposito, 2011, p. 17). But although 
humans would very well flour ish without para sites and mosqui toes, their ‘stub
born’ pres ence makes us not into simple adversar ies, but first and fore most into  
a multis pe cies knot that has so far proven impossible to untangle effect ively  
and sustain ably. Reading resist ance through immunity asks how we might 
conceive of a malaria control policy that does not aim to win a war, but that  
starts from the (grudging) acknow ledg ment of our contin ued shared pres ence on 
this earth. Based on this we can then start to think more about what these more 
subtle recon fig ur a tions of human parasitemosquito entan gle ments might look 
like, be and do.

Notes
1 It is beyond the scope of this chapter to include a discus sion of mosqui toes, mosquito 

control and their role in the multis pe cies entan gle ment that produces malaria. For 
related analyses on the dis/entan gle ments of mosqui toes and humans in malaria control 
see Kelly and Lezaun (2014) and Beisel (2015).

2 The epistem o lo gical rela tion between differ ent malaria treat ments is not the subject of 
this chapter, but, for instance, Stacey Langwick offers a beau ti ful, symmet rical explor
a tion of encoun ters between malaria and the Southern Tanzanian fever disease ‘degede’ 
(Langwick, 2007).
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Introduction
‘The move ment towards basing health policy devel op ment and advice on rigor ous 
scientific evid ence has begun.’ This was the proclam a tion by the World Health 
Organization’s (WHO) then DirectorGeneral Gro Harlem Brundtland in 2003. 
Indeed, with the WHO as an early and influ en tial proponent, ‘evid ence based 
policy’ (EBP) has become some thing of a shib boleth, separ at ing the good from 
the bad in global health decision making and indis pens able to improv ing health in 
what are still commonly referred to as ‘devel op ing’ coun tries. Despite an abiding 
opacity as to what ‘evid ence’ or EBP actu ally are, demand for both has grown in 
tandem with pres sure to justify and monitor the success of inter na tional or inter
na tion ally funded health programmes with the help of stat ist ical, epidemi olo gical 
and economic methods, or even their a priori config ur a tion as random ised 
controlled trial (RCT) models of research inter ven tions (Adams, 2013; Storeng 
and Béhague, 2014).

Critical global health studies often analyse these pushes for global health evid
ence as examples of a glob al isa tion of western ration al it ies and prac tices. 
Ethnographic accounts have contras ted the univer sal ising tend en cies with the 
situ ated effects of glob al ised evid ence based biomed ical research (Petryna, 2009; 
Geissler and Molyneux, 2011; Brives, 2013), and its ensuing ‘evid ence’ once it is 
circu lated as stand ard ised know ledge across geograph ical and epistemic bound
ar ies in the form of guidelines or drugs (Timmermans and Berg, 1997; Lakoff, 
2005). Others have criti cised evid ence based approaches in global health more 
broadly as the scientised or pseudo scientific (audit) tools of ever expand ing tech
no cratic forms of governance (Adams, 2013; Storeng and Béhague, 2014). Easily 
asso ci able with the sprawl of neolib er al ism, these emer ging config ur a tions are 
argued to system at ic ally devalue and disqual ify those health care prac tices that 
elude descrip tion through discrete meas ur able indic at ors.

Still, despite the exist ence of such varied critiques, little atten tion has been paid 
to the specific empir ic ally groun ded processes of how and why these demands for 
global health ‘evid ence’ have emerged and prolif er ated. The research that forms 
the basis of this chapter started off as an attempt to address this import ant gap. 
Based on an analysis of WHO docu ments and the wider policy liter at ure, my 

8 A gene a logy of evid ence  
at the WHO

Nele Jensen
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original aim was to trace the history of EBP at the WHO. As an inter gov ern
mental organ isa tion seeking a coordin at ing and norm setting role in inter na tional 
health, the WHO appeared to have been an early advoc ate of evid ence based 
public health in the late 1990s. Using the WHO as a case study thus prom ised to 
offer some broader insights into the circum stances of the emer gence of EBP for 
global health.

However, two sets of ques tions arose fairly quickly that have given me quite a 
head ache. First: What does it actu ally mean to write a history of EBP at the 
WHO? Should this be a history of a term or a concept? Of a partic u lar epistem o
logy, method or tech no logy? Of the WHO as an insti tu tion? Or even a history of 
‘fields’ such as Public Health or Epidemiology or Global Health? Second, but 
relatedly: Where might one even start? Which docu ments should be explored, 
which ones included and which ones left out? In other words, I have been grap
pling with ques tions famil iar to histor i ans of who sets the bound ar ies or makes the 
cut, how, and what are the consequences.

To tackle these ques tions and reflect further on the issues they raise, this chapter 
tells two stories of the emer gence of evid ence based policy at the WHO; or 
perhaps two differ ent versions of the same story. My start ing point is a partic u lar 
docu ment, the WHO Report on Health Systems Performance Assessment (hence
forth the Report) intro duced by the Brundtland epigraph at the begin ning of this 
chapter. The Report presents EBP as the ‘natural’ result of efforts to make health
care more scientific. In the first section of this chapter, I briefly follow this history 
and depict some of its key compon ents. In the subsequent part I aim to re trace it 
by paying partic u lar atten tion to what has been included and excluded from the 
Report’s histor ical account, and what might be added to it. This results in a 
differ ent story that chal lenges the narrat ive of a determ in istic emer gence of EBP 
at the WHO, by situ at ing it as a very specific prac tice artic u lated through complex 
entan gle ments of partic u lar people, ideas, contexts and tech no lo gies – includ ing 
docu ments and the (hi)stories they tell. It also emphas ises the perform at ive char
ac ter of the ways in which know ledge is produced and ordered. In the final part, 
the chapter will discuss how making visible some of what might be called evid en
tiary prac tices and the mater ial discurs ive spaces in which they are embed ded 
may help to open up new ways of chal len ging how these spaces are construc ted 
and main tained.

Following narrat ives of scientific progress
Gro Harlem Brundtland’s proclam a tion of the dawn of a new evid ence based 
policy era intro duces the 2003 Report on Health Systems Performance Assessment, 
edited by Christopher Murray and David Evans and prepared largely by their team 
from the WHO’s Evidence and Information for Policy (EIP) unit. The Report 
itself – with its 962 pages, 61 chapters, 245 figures, 185 tables, and myriad tools, 
concepts and frame works – reads rather like a mani festo for these new real it ies. 
The Report’s aims are two fold. First, more narrowly, it intends to review and 
build on the EIP’s attempts to develop the ‘science’ of meas ur ing the perform
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ance of health systems (Murray and Evans, 2003, 4, 16). Key to these efforts had 
been another docu ment, the World Health Report 2000 (WHR, 2000), and the 
Murray and Evans Report prom ises to ‘openly report’ on asso ci ated criti cism, and 
to further improve the ‘global evid ence base on what works and what does not for 
health systems’ (ibid., 16, xxvii).

Second, both WHR 2000 and the Report itself are also held up as cata lysts of a 
much wider devel op ment: the progress towards basing health policy on scientific 
evid ence as opposed to ignor ance, ideo logy and opinion (ibid., 4). The Report 
recounts that it was Brundtland who intro duced EBP at the WHO upon becom ing 
DirectorGeneral in 1998. But it also suggests that the concept of evid ence for 
policy simply repres ents the logical exten sion of evid ence based medi cine (EBM) 
to the policy arena and that ‘it is natural that the focus on evid ence has spread 
from the world of clin ical decision making to public health decision making’ 
(ibid., 715, emphasis added).

If we were to follow the Report’s narrat ive we could begin in 1991, when the 
term ‘evid ence based medi cine’ was coined by clin ical epidemi olo gist Gordon 
Guyatt from Canada’s McMaster University (Guyatt, 1991). The follow ing year, 
Guyatt and his colleagues from the newly estab lished EBM Working Group 
published an article in the Journal of the American Medical Association, arguing 
that expert judge ment and mech an istic reas on ing, the tradi tional pillars of clin ical 
decision making, were too often biased – and should there fore be largely replaced 
by object ive, trans par ent and gener al is able evid ence prefer ably derived from 
RCTs (EBM Working Group, 1992). By the end of the 1990s, EBM appeared to 
domin ate much of US/European clin ical medi cine, a success story that its 
proponents have attrib uted to both EBM’s common sense (EBM Working Group, 
1992) and its epistem o lo gic ally sound (Howick, 2011) object ive to make clin ical 
medi cine more scientific. This narrat ive of a determ in istic progress of medical 
science appears to be the story that Murray and Evans try to tie in with their notion 
of EBP. Indeed, by the time Brundtland became the head of the WHO there were 
increas ing calls to apply ‘evid ence based’ prin ciples to decision making beyond 
clin ical prac tice (e.g. Ham et al., 1995; Brownson et al., 2009).

Brundtland was approved as WHO DirectorGeneral at the 51st World Health 
Assembly (WHA) in May 1998. Under her new lead er ship, the WHO embarked 
upon a process of wide ranging reforms (Lee, 2009). One of Brundtland’s first 
actions – seem ingly in line with the Report’s narrat ive – was the launch of the 
Evidence and Information for Policy (EIP) unit, the first WHO unit specific ally 
tasked with provid ing evid ence of the best ways to promote health (EIP, 2000). 
The EIP unit was headed by Julio Frenk and Chris Murray, and comprised five 
depart ments in charge of the produc tion and dissem in a tion of evid ence for policy. 
Responsible for evid ence produc tion was the Global Programme on Evidence for 
Health Policy, led by David Evans, and its sub team Epidemiology and Burden of 
Disease, headed by Alan Lopez. In addi tion, the Economic Advisory Service 
provided macroe co nomic evid ence of the bene fits of invest ing in health, under the 
command of Dean Jamison. As part of its evid ence dissem in a tion efforts, the EIP 
was further more respons ible for the annual public a tion of the World Health 
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Reports and the WHO flag ship journal Bulletin of the World Health Organization. 
The latter was re launched under Brundtland with Richard Feachem as new 
editor inchief to expli citly promote the link between research evid ence and 
policy making (Brundtland, 1999; EIP, 2000).

Through its various teams, the EIP became involved in a range of activ it ies and 
was highly influ en tial in the WHO’s direc tion under Brundtland. One of its first 
outputs was the 1999 World Health Report (WHR1999), which enun ci ated what 
it presen ted as Brundtland’s vision for a new WHO that combined the organ isa
tion’s values with ‘evid ence’ to provide global health lead er ship in the form of 
norms and stand ards to improve the health status of poor popu la tions (WHO, 
1999, xvi–xvii). At the heart of this vision, the WHR1999 proposi tioned four new 
concepts: (1) the prin ciple of new univer sal ism, based on the idea that ‘if services 
are to be provided for all then not all services can be provided’ (ibid., 33); (2) 
cost effect ive ness analysis (CEA) as the favoured tool to determ ine which health 
services should be provided; (3) disab il ity adjus ted life years (DALYs) as a 
measure to quantify and compare the ‘burden’ of differ ent diseases; and (4) the 
analyt ical basis for a new health systems frame work that defined the univer sal 
func tions and goals of health systems (later published in Murray and Frenk, 2000). 
A year later, these four compon ents provided the matrix for the EIP’s most signi
fic ant public a tion, the WHR2000. But they also enun ci ated the notion of EBP 
promoted by the EIP and WHO under Brundtland more broadly: the burdens of 
diseases and cost effect ive ness were promoted as key evid ence, while the new 
univer sal ism and health systems frame work provided their justi fic a tion and 
framing.

This brief tracing of Murray and Evans’ account offers a fairly straight for ward 
– if perhaps a little prosaic – history of EBP at the WHO, a (hi)story of scientific 
progress born from the visions of a few enlightened reformers. In the follow ing I 
will present an altern at ive story that aims to describe the emer gence of EBP as a 
much more distrib uted process. On the one hand, this story will high light that 
most of the indi vidu als recruited by Brundtland in 1998 for the EIP unit were 
medical doctors, epidemi olo gists and econom ists asso ci ated with a few key insti
tu tions, notably Harvard and the World Bank, and that the notion of evid ence for 
global health that they promoted was framed in a very specific and narrow way, 
linked to key concepts, tech niques and tools that they had developed almost ten 
years earlier. On the other hand, my story also aims to argue that the (in some 
ways ephem eral, as will be shown later) success of their notion of evid ence for 
policy is less to do with its embod i ment of neutral science than with its co evol u
tion with a partic u lar mater ial discurs ive space linked to the emer gence of a 
‘global’ health itself.

The begin ning of a differ ent story: from count ing deaths  
to calcu lat ing health
In 1984, a recent Harvard gradu ate knocked on the door of WHO epidemi olo gist 
Alan Lopez’s door and said: ‘My name is Chris Murray, and everything you’ve 
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written about mortal ity in Africa is wrong’ (quoted in Smith, 2013, 74). Murray 
and Lopez agreed that the WHO’s stand ard way to measure the health of the 
world’s popu la tions was both incon sist ent and inad equate – and envi sioned an 
inde pend ent team that could object ively provide better data. This encounter in 
Geneva could thus mark the begin ning of a quite differ ent story from the one 
traced above. Still, this is not meant to be just another hero story (cf. Smith, 2015). 
While Murray and Lopez argu ably play import ant roles in the history of EBP at 
the WHO, one needs to place their encounter in the context of an even earlier set 
of events.

The desire to assess and compare the health of popu la tions over time and across 
coun tries has been central to the WHO’s mission from its incep tion. When the 
WHO consti tu tion was approved in 1946, it included provi sions requir ing 
member states to regu larly report on ‘the progress achieved in improv ing the 
health of its people’ and to provide respect ive epidemi olo gical and stat ist ical 
reports (WHO, 1946, Articles 61 and 64). Plans for the WHO DirectorGeneral 
to publish an annual summary of reports from member states were initially aban
doned, but they gave the impetus for the even tual public a tion of eight World 
Health Situation assess ments between 1959 and 1993. While the WHO consti tu
tion promoted a defin i tion of health not only as the absence of disease but as a 
‘state of complete phys ical, mental, and social well being’ (WHO, 1946), these 
Situation Reports largely based their estim a tions of popu la tion health on mortal ity 
and morbid ity stat ist ics. In early reports these stat ist ics were featured in a ‘general 
survey’ section that summar ised the world’s health status with regard to partic u lar 
(and predom in antly noti fi able commu nic able) ‘diseases of major concern’, such 
as malaria and tuber cu losis (WHO, 1963, 8–29). There were also attempts to 
produce rank ings of causes of mortal ity and morbid ity to identify poten tial prior
it ies for national health policies, although these were hampered by a lack of data 
for most coun tries (e.g. WHO, 1974).

While efforts to stand ard ise, collect and compare inter na tional mortal ity and 
morbid ity stat ist ics burgeoned, North American research ers in partic u lar also 
became increas ingly inter ested in devel op ing tools to measure health as such. 
From the 1960s onward, various summary popu la tion health meas ures were 
proposed that combined mortal ity with morbid ity or disab il ity data (Mathers, 
2007) – in other words, single indic at ors to count up fatal and non fatal disease 
impacts. On the one hand, proponents of these meas ures argued that these were 
needed to measure newly emer ging prob lems, espe cially a rise in chronic diseases 
and disab il it ies due to demo graphic changes, and an ‘epidemi olo gical trans ition’ 
from commu nic able to non commu nic able diseases in devel op ing coun tries (Gold 
et al., 2002; Mathers, 2007). As these trans itions were also mobil ised as char ac
ter istic of coun tries’ modern isa tion from devel op ing to developed nations in 
devel op mental stage think ing, attempts to capture popu la tion health patterns 
boomed (Omran, 1971; Jamison et al., 1993; Wahlberg and Rose, 2015). On the 
other hand, being able to quantify health was increas ingly deemed crucial to guide 
the alloc a tion of health resources. This led to the devel op ment of ‘quality adjus ted 
life years’ (QALYs) in the late 1960s/early 1970s by teams of US/Canadian 
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doctors, econom ists and epidemi olo gists. As a compos ite measure of health, 
QALYs could be used as denom in at ors in cost effect ive ness analyses (CEA) to 
calcu late the ‘value for money’ of compet ing medical services and proced ures 
(Gold et al., 2002).

At the WHO, too, inter na tional expert commit tees on stat ist ics in the 1960s and 
1970s urged the improve ment of stat ist ical and epidemi olo gical data to both eval
u ate and guide health care inter ven tions, ideally with the help of a single univer
sally applic able popu la tion health measure and cost effect ive ness calcu la tions 
(WHO, 1971; White, 2007). However, the WHO of the 1970s seemed to try to 
avoid an emphasis on narrow biomed ical inter ven tions, economic consid er a tions 
and quan ti fi able targets in favour of a broader approach that linked health and 
devel op ment. Following the 1978 United Nations’ AlmaAta Conference, the 
WHO adopted its Global Strategy for Health for All by the Year 2000 (HFA2000), 
which promoted univer sal access to primary health care (PHC) and aimed to put 
health at the centre of inter na tional devel op ment strategies and a wider struggle 
for polit ical, social and economic justice (WHO, 1981b). As one consequence, 
the ‘general survey’ section of its Situation Reports was renamed ‘global analysis’ 
and indeed became increas ingly global in purview, focus ing on ‘global trends’ in 
health devel op ment and research (WHO, 1980, 207ff.) and much more than 
before evoking a collect ive respons ib il ity of wealth ier nations and inter na tional 
insti tu tions to improve health in devel op ing coun tries (WHO, 1980, 50). In addi
tion, Situation Reports shifted their focus from mainly report ing on specific 
diseases and their control through targeted medical inter ven tions to an analysis of 
wider socio economic, envir on mental and health policy issues that impacted upon 
health (WHO, 1980). The reports contin ued to summar ise the world’s health 
status based on mortal ity and morbid ity stat ist ics, although caution ing that a lack 
of reli able data espe cially from devel op ing coun tries hampered the ability to 
discern global health trends; but also that these stat ist ics failed to measure health 
as defined in the WHO consti tu tion (WHO, 1980, 37, 227).

Despite some initial enthu si asm for HFA2000, its perceived lack of tangible 
goals quickly attrac ted heavy criti cism (Cueto, 2004). As an altern at ive, major 
USbased organ isa tions like the Rockefeller and Ford Foundations, USAID, the 
World Bank and later UNICEF cham pioned select ive primary health care 
(SPHC), an approach that more narrowly defined health as the absence of disease, 
and promoted cost effect ive biomed ical inter ven tions, target popu la tions iden ti
fied by mortal ity and morbid ity stat ist ics, and the role of experts to design, imple
ment and assess inter ven tions (Rifkin and Walt, 1986; Cueto, 2004; Birn, 2014). 
Although the WHO held on to Health for All as its guiding strategy, it has been 
sugges ted that the adop tion of a number of global quan ti fi able indic at ors – 
includ ing the health status indic at ors based on mortal ity and morbid ity data – to 
measure the strategy’s impact in the early 1980s was in direct response to this 
criti cism (WHO, 1981a; Cueto, 2004).

This is the context that forms the back drop to the meeting of Murray and Lopez 
in 1984. The two men shared the convic tion that there were two prob lems with 
how the WHO meas ured health. On the one hand, the avail ab il ity and util isa tion 
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of mortal ity data at the WHO was still frag men ted. Accurate estim ates for the 
number of global deaths were hampered by a lack of reli able data for many coun
tries, but also by a lack of stand ard isa tion caused by ‘differ ent methods, differ ent 
degrees of rigor and data bases of differ ent quality’ (Lopez quoted in Smith, 2013, 
4). Furthermore, most data were still collec ted and repor ted by indi vidual WHO 
programmes on specific diseases, appear ing to lead to double count ing of deaths 
as programmes focused on their own numbers – often for advocacy purposes – at 
the expense of an object ive ‘big picture’ of the world’s popu la tion health (ibid., 
4). On the other hand, Murray and Lopez agreed that mortal ity and morbid ity stat
ist ics alone could not express the import ance of health prob lems. To prop erly 
‘map the land scape’ (ibid., 74), the import ance of diseases had to be assessed 
based on a summary measure of the combined fatal and non fatal impact of 
differ ent diseases upon people’s health, includ ing the impact of chronic diseases, 
injur ies and disab il it ies (ibid.).

From calcu lat ing health to setting policy prior it ies
After their initial meeting, Murray and Lopez kept in touch. Lopez contin ued 
working in various roles at the WHO, while Murray completed a doctor ate in 
International Health Economics at Oxford. Here, Murray started employ ing 
exist ing summary popu la tion health meas ures to produce cost effect ive ness 
analyses for specific public health inter ven tions (Evans and Murray, 1987). But 
he also published an article that criti cised the WHO, World Bank and other agen
cies for their public a tion of frag ment ary mortal ity data that did not allow for the 
appro pri ate compar at ive quant it at ive analyses of health improve ments in devel
op ing coun tries (Murray, 1987).

Murray returned to Harvard as a medical student and member of the School  
of Public Health, and in the late 1980s he and Lopez reunited as external contrib
ut ors on the World Bank’s Health Sector Priorities Review (HSPR) project. The 
HSPR was tasked with assess ing the influ ence of indi vidual diseases on popu la
tion health in devel op ing coun tries and with identi fy ing the most suit able inter
ven tions to address them. Other team members included Harvard econom ist 
Jamison, as well as trained doctor and public health special ist Frenk, on a sabbat
ical from a stint as Visiting Professor at Harvard, and Feachem, the former dean 
of the London School of Hygiene and Tropical Medicine (LSHTM); and WHO 
econom ist Andrew Creese. Like Murray and Lopez, these men had all been 
involved in trying to measure health prob lems and identify the prior it ies for and 
cost effect ive ness of health inter ven tions in devel op ing coun tries for years (see 
Jamison, 1992).

It was as part of the HSPR project and its prior ity setting aim that Murray and 
Lopez started to use the summary popu la tion measure disab il ity adjus ted life 
years (DALYs). DALYs resembled QALYs in that they repres en ted a stand ard
ised single measure combin ing mortal ity and morbid ity data. However, unlike 
QALYs, DALYs did not aim to capture the compar at ive posit ive impact upon 
health of a medical inter ven tion but the compar at ive negat ive impact of differ ent 
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diseases in rela tion to a state of ideal health. The design of DALYs was thus not 
partic u larly original. Moreover, a precursor of DALYs had been used to assess 
the national ‘burden of disease’ by a team of inter na tional research ers in Ghana at 
the begin ning of the 1980s (Ghana Health Assessment Project Team, 1981). What 
was novel, however, was that the HSPR team used DALYs as a stand ard ised 
‘burden of disease’ denom in ator for cost effect ive ness analyses of both clin ical 
and public health inter ven tions, and to promote this as the ‘rational’ way of setting 
health care prior it ies for devel op ing coun tries expli citly aligned with the premises 
of select ive primary health care (Murray, 1990; Jamison et al., 1993). In other 
words, DALYs were promoted as a univer sally applic able measure to express the 
best value for money of health inter ven tions, which in turn should be the norm to 
guide health policy on both inter na tional (donor) and national (devel op ing country 
govern ments) level.

In an even more import ant devel op ment, at the begin ning of the 1990s key 
members of the HSPR – includ ing Jamison, Feachem, Frenk, Creese, Lopez and 
Murray – became involved in the prepar a tion of the 1993 World Development 
Report (WDR1993), the first of the World Bank’s flag ship public a tions dedic ated 
entirely to health. The WDR1993 provided an over view of the world’s health 
status and recom men ded minimum pack ages of cost effect ive public health and 
clin ical inter ven tions for low income coun tries and donors to focus on. Its main 
message and tools drew heavily upon the HSPR’s efforts: prior ity should be 
given to those health prob lems causing high disease burdens and for which cost 
effect ive inter ven tions were avail able (WDR, 1993, 63). But the report also 
featured DALYs not only as denom in at ors in CEAs, but also as a summary 
measure to express the ‘global burden of disease’ (GBD). DALYs thus under
went a further trans form a tion to become a new compos ite indic ator for popu la tion 
health that permit ted the compar ison of combined fatal and non fatal health 
impacts across a number of health impair ing condi tions and popu la tions. By 
quan ti fy ing the geographic distri bu tion of disease burdens, DALYs were hailed 
as a new tech no logy to produce a global map of ill health. But as such, they also 
made visible a new ‘global’ health space and turned it into a target for 
inter ven tions.

From prior ity- setting to evid ence
Much of the stat ist ical raw data was provided by various WHO programmes, 
while a Harvard team led by Murray and Lopez produced the actual ‘disease 
burdens’ calcu la tions, which also involved select ing diseases, recon cil ing vast 
numbers of mortal ity and morbid ity stat ist ics, model ling estim ates in the many 
cases of missing stat ist ics, and coming up with compar able weight ing scores for 
the ‘burden’ for differ ent health impair ments and differ ent age groups. The huge 
efforts involved even tu ally turned the under tak ing into a stand alone project, the 
Global Burden of Disease (GBD) study. In the mid1990s, the GBD team 
published what it referred to as the final and detailed results of their study and its 
complex methods in three separ ate volumes (Murray and Lopez, 1996a, 1996b, 



Genealogy of evidence at the WHO  143

1998). Furthermore, summar ies of these final results were published in The 
Lancet, which hailed it as a cata lyst for new ways to set prior it ies in inter na tional 
health (The Lancet, 1997).

By then, a number of ‘national burden of disease’ exer cises had been produced 
for several coun tries – often involving exGBD staff, includ ing the first study for 
Mexico over seen by Frenk (Lozano et al., 1995) – and the World Bank, WHO 
and other key aid organ isa tions had started to promote GBD and CEA as tools to 
guide health sector reform in devel op ing coun tries (e.g. IDRC, 1993). Yet, 
proponents of prior ity setting based on DALY and CEA complained that, partic
u larly on an inter na tional level, donors and organ isa tions still failed to ‘ration ally’ 
target resources at those ‘global health prob lems’ causing the largest disease 
burdens (WHO, 1996, 29–30).

It was on the back of these devel op ments that at the end of 1996 Murray and 
Lopez published a Science article on the ‘Lessons from the Global Burden of 
Disease Study’, calling it an inde pend ent, object ive and evid ence based approach 
to health policy making. As their previ ous public a tions had only used the term 
‘evid ence’ in a fairly unspe cific manner to refer to indic a tions or epidemi olo gical 
obser va tions, the article signalled two import ant shifts: on the one hand, it 
promoted the rhet or ical trans form a tion of GBD and CEA from prior ity setting 
tools to ‘evid ence based’ policy approaches, argu ably masking even further that 
these tools corres pon ded to a specific concern of wanting to compare and rank 
causes of ill health in order to allow economic prior it isa tion. But the article also 
helped connote the term ‘evid ence’ with a very specific meaning, namely epidemi
olo gical and economic meas ure ments.

During this time another major event occurred that was to prove highly signi
fic ant: Bill Gates had reportedly read the WHR1993 more than twice, and its 
alleged ability to identify top health prob lems and quantify the ‘return of health 
invest ments’ convinced him to give his first large grant to the Children’s Vaccine 
Program in 1998, marking the begin ning of both his force ful engage ment with 
‘global health’ issues and his cham pi on ing of evid ence based approaches to 
address these issues (Specter, 2005; Smith, 2013).

The WHO: change or die
Both the World Bank’s increas ingly power ful engage ment and Gates’ ascent as a 
lavish and highly influ en tial donor (McCoy et al., 2009; Birn, 2014) played 
import ant roles in chan ging the land scape of inter na tional health devel op ment in 
the 1990s. In addi tion to the World Bank, a number of new ‘Global Public–Private 
Partnerships’ had emerged, many focused on biomed ical inter ven tions against 
partic u lar diseases and gaining the support of major funders, includ ing Bill Gates. 
By contrast, the WHO had become increas ingly side lined – partly due to its 
unpop u lar commit ment to Health for All (Lee, 2009) – and the growing imbal ance 
between the WHO’s regular budget compared to volun tary contri bu tions escal
ated concerns about the inde pend ence of WHO decision making and policies 
(Godlee, 1994; Brown et al., 2006). These devel op ments were inter re lated with 
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what was widely presen ted as a time of deep crisis at the WHO, brought about by 
a lack of direc tion both with regard to its internal organ isa tion and to its role in a 
new ‘global’ health arena and a world argued to be rapidly trans form ing through 
glob al isa tion (Lee, 2009, 83). As a result, external pres sure on the WHO to reform 
grew and the WHO was claimed to face a situ ation where it had to either ‘change 
or die’ (Smith, 1995).

Discussions on WHO reforms took place extern ally through an influ en tial 
series of confer ences initi ated by Harvard and suppor ted by the Rockefeller 
Foundation (and atten ded by key exGBD study members). Discussions also took 
place intern ally, through mech an isms such as the WHO Working Group on the 
WHO Response to Global Change. These debates seem ingly produced a broad 
consensus that the WHO had to recoup global health lead er ship by strength en ing 
its ‘global’ func tions and by setting norms and prior it ies (WHO, 1993; AlMazrou, 
1997; Jamison et al., 1998). These debates argu ably influ enced a number of 
import ant devel op ments at the WHO, includ ing the public a tion of the first World 
Health Report in 1995 as a renewed effort to provide annual global health assess
ments (WHO, 1995), and a new frame work for WHO prior ity setting that listed 
disease burden and cost effect ive ness analyses among the analyt ical tools to 
determ ine prior ity health prob lems and inter ven tions (WHO, 1997; see also Lee, 
2009, 29; Clift, 2013). Furthermore, Health For All was re launched at the 51st 
WHA in 1998 as an update to the WHO’s commit ment to univer sal access to 
health, but with a new emphasis on strength en ing health systems and health 
services ‘based on scientific evid ence’ (WHA, 1998, 2). The same assembly 
confirmed Gro Harlem Brundtland as the WHO’s new DirectorGeneral. A 
medical doctor with a degree in Public Health from Harvard and Norway’s former 
prime minis ter, Brundtland’s accept ance speech emphas ised the need for more 
evid ence for policy in the form of burden of disease and cost effect ive ness 
analyses (Brundtland, 1998). One month later, Murray and Frenk were recruited 
to be in charge of the EIP unit.

Assembling the compon ents
As high lighted at the begin ning of this chapter, the key docu ment produced by the 
EIP unit was the World Health Report (WHR) 2000, aimed at provid ing policy 
makers with ‘evid ence’ on how health systems world wide performed, and how 
this could be improved (WHO, 2000). As a first compon ent, the WHR2000 
presen ted a ranking of all 191 WHO member states accord ing to the perform ance 
of their health systems, determ ined based on their combined perform ance against 
the set of univer sal goals from Murray and Frenk’s health systems frame work. As 
the key goal, health was meas ured as disab il ity adjus ted life expect ancy (DALE), 
later renamed health adjus ted life expect ancy (HALE). Unlike DALYs that 
calcu lated the contri bu tion of any specific disease to a popu la tion’s health, the 
newly developed HALEs were designed to quantify the overall morbid ity and 
mortal ity of popu la tions with the goal of allow ing compar is ons between, and 
ranking of, coun tries (WHO, 2000, 28; Gold et al., 2002). Second, the report 
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proposed that govern ments could improve popu la tion health (and thus their 
perform ance ranking) by giving prior ity to the most cost effect ive inter ven tions, 
with effect ive ness meas ured in DALYs (WHO, 2000, 52–53). As has already 
been pointed out, Murray and his colleagues hailed the WHR2000 as a vital step 
towards evid ence based policy at the WHO (Murray and Frenk, 2000; Murray 
and Evans, 2003, 3–4). Indeed, the report concret ised their very partic u lar notion 
of ‘evid ence for policy’, namely epidemi olo gical disease burden maps and cost 
effect ive ness analyses based on popu la tion health meas ures developed by Murray 
and Lopez ten years earlier.

Coming full circle: stabil ising assemblages, making evid ence
Taking Murray and Evans’ (2003) narrat ive of the emer gence of EBM as its 
start ing point, much of this chapter has aimed to offer an altern at ive to their tele
olo gical account of a ‘natural’ progres sion from EBM to EBP as the next logical 
step in the linear progress of the applic a tion of a scientific method to health care. 
Instead, I have tried to show that their EBP was appre hen ded by the WHO as a 
very specific prac tice, artic u lated through and depend ent on a spatial–tempor ally 
situ ated assemblage of very partic u lar people, expert ise, ideas, concepts, circum
stances and tech no lo gies, some of which I have sought to (re)trace in this chapter. 
I now want to briefly return to Murray and Evans’ Report to argue that this docu
ment itself is one of these tech no lo gies.

Far from being passive organ isa tional arte facts, docu ments have been shown to 
have order ing func tions: from provid ing the narrat ives in which discov er ies are 
embed ded (Bowker and Star, 1999), to cata lys ing the produc tion of facts (Latour, 
1987), and even the enact ment of those real it ies they reflect upon (Riles, 2006). 
To analyse the Murray and Evans report under these aspects, it is useful to recall 
that the report situ ates itself at a partic u lar time point: at once looking back – 
review ing and summar ising EBP at the WHO, with a partic u lar focus on the 
example of evid ence for health systems perform ance assess ments – but also 
forward looking, herald ing the emer gence of a wider EBP move ment.

What was omitted from both Murray and Evans’ history and, so far, in my 
retell ing of it, is the persist ent, wide spread resist ance to GBD and CEA analyses 
which later turned into substan tial unease about their promo tion as evid ence for 
policy. Already, the WDR1993 became subject to heavy criti cism, with some 
critics simply denoun cing the report as an ideo logy driven attempt by the World 
Bank to trans form inter na tional health policy (Lee, 2009, 112). Others, however, 
specific ally targeted their wide ranging and sustained critiques at the CEA and 
GBD analyses, espe cially chal len ging the large extent of estim a tions, value 
judge ments and norm at ive prescrip tions involved in their ‘rational and object ive’ 
meth od o lo gies (for good summar ies see Anand and Hanson, 1997; Paalman et al., 
1998; Gold et al., 2002). Similar concerns also appear to have fuelled linger ing 
tensions between the WHO and the World Bank during their collab or a tion for the 
WDR1993. Archival records suggest that, origin ally, ‘burden of illness’ estim a
tions by Murray and Lopez were only inten ded as a back ground paper or small 
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subsec tion of the WDR1993 (Jamison, 1992; Subramanian, 1992a). And at least 
some WHO staff cautioned that the WDR1993 should reflect the WHO’s commit
ment to Health for All, equity and ‘people’s percep tion of prior ity prob lems’ as 
opposed to the ‘World Bank’s view on disease oriented epidemi olo gical inter ven
tion’ and cost effect ive ness (Subramanian, 1992b).

Despite these concerns, a global burden of disease analysis not only became a 
corner stone of the final WDR1993, but GBD and CEA analyses were also widely 
promoted as the basis for policy making and prior ity setting. Still, both the 
WDR1993 and GBD study contin ued to cause tensions between the World Bank 
and the WHO (The Lancet, 1997; Lee, 2009, 112ff.). As one result, Brundtland’s 
decision to recruit Murray and many of his WDR1993 co authors to estab lish the 
EIP unit in 1998 was highly conten tious (Lee, 2009, 105; Yamey, 2002). And 
when the EIP unit published the WHR2000 it became one of the most contro ver
sial World Health Reports ever. Adding to concerns levelled at burden of disease 
and CEA analyses, critics took issue with several other meth od o lo gical and 
concep tual aspects of the report. Among other things, they ques tioned how a 
stand ard ised single compos ite perform ance indic ator could adequately deal with 
the complex ity and vari ation within and between health systems and popu la tions, 
as well as the report’s seem ingly impli cit assump tion that health only depended 
on (the finan cing of) targeted health care inter ven tions (Almeida et al., 2001; 
Navarro, 2000). Furthermore, the legit im acy of the WHR2000’s find ings was 
doubtedespe cially when it emerged that much of the evid ence had been computed 
by Murray and his colleagues with little input from concerned member states or 
the wider WHO community (Musgrove, 2003)and so too was the report’s asser
tion that it was the product of object ive and neutral science. As Walt and Mills 
noted: ‘Most health policy analysts would support the search for better meas ures 
to provide evid ence to inform health policy, but few would see this search as an 
exer cise that can be stripped of values and ideo logy’ (Walt and Mills, 2001).

Persistent criti cism forced Brundtland, Murray and colleagues to issue several 
public defences of the WHR2000 (Murray and Frenk, 2001; Murray et al. 2001; 
Brundtland et al., 2003). But it also promp ted the WHO Executive Board to offi
cially request Brundtland to subject the report’s meth od o logy to consulta tions 
with WHO member coun tries as well as an external review (WHO, 2001). The 
Murray and Evans Report, however, largely ignores many of the above mentioned 
contest a tions, despite its claim to openly report debates and criti cism. Instead, it 
purports to include apprais als of the WHR2000 in the form of ‘Regional 
Perspectives’, ‘Expert Consultations’ and a ‘Report of the Scientific Review 
Committee Group’. While reques ted by the WHO Executive Board to address 
wide spread criti cism, these reviews are presen ted in the Report as trans par ent 
provi sions to ‘ensure that the methods contin ued to develop’ (Murray and Evans, 
2003, 6). In other words, formal require ments are trans formed into exem plary 
good prac tice. By incor por at ing contro ver sies and ruptures in this way, the Report 
manages to control the terms of debates and shape them, casting resist ance to its 
methods as ‘stra tegic rather than scientific’ (ibid., 7). In turn, concerns about evid
ence and EBP are trans formed into prob lems solv able by tech nical solu tions: 
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doubts become stat ist ical uncer tain ties that can be meas ured by numer ical inter
vals, which in turn become part of the ‘audit trail’ to safe guard data trans par ency 
and account ab il ity (ibid., 716–720). As a result, the claims made in the Murray 
and Evans Report are only strengthened by appear ing to incor por ate and address 
criti cism. Furthermore, the narrat ive of a natural emer gence of EBP is rein forced, 
as doubts become chal lenges that are gradu ally solv able by tech nical/scientific 
progress. However, these strategies make other things invis ible: the concepts of 
evid ence and EBP them selves are increas ingly turned into matters of fact that are 
beyond discus sion.

But the Murray and Evans Report does even more than this. In its attempt to 
herald a wider evid ence move ment, the Report intro duces ‘a common language 
and approach’ for EBP in the future (Murray and Evans, 2003, 718), includ ing a 
new taxonomy of evid ence (ibid., 720), and five general prin ciples for evid ence 
produc tion and dissem in a tion: valid ity; reli ab il ity; compar ab il ity; consulta tion; 
and expli cit audit trail (ibid., 15). Notably, with its consol id a tion of myriad 
authors, refer ences, numbers and uncer tainty inter vals, figures, tables, taxonom ies, 
stand ard ised tools, consulta tions and audit trails, the Murray and Evans Report 
clearly seems to perform its own prin ciples for the produc tion and appraisal of 
‘evid ence’. As a consequence, the Report not only trans forms into a piece of evid
ence itself – into evid ence of evid ence – but it also tries to determ ine the ‘right’ 
way to do EBP in the future. For example, by adding consulta tions and an audit 
trail to its five prin ciples for the produc tion of evid ence, Murray and Evans 
produce new clas si fic a tions of who is allowed to have a voice in EBP debates – 
coun tries/regions, policy experts, scient ists, peer review ers. But it also ascribes to 
them new and distinct ive levels of author ity: summar ies of regional country meet
ings are included in the report as ‘Regional Perspectives’ and contras ted with 
‘Expert Consultations’ among WHO staff and selec ted ‘major world experts’ 
(ibid., 109); cover ing around two thirds of the whole Report, the chapter ‘Methods 
and Empiricism’ is written by EIP staff and affil i ated (mostly exGBD study) 
authors; and the Report pinnacles in the ‘Scientific Peer Review’. The stack ing of 
these new author ity categor ies strik ingly resembles EBM’s ‘evid ence hier arch ies’ 
which value meta reviews over empir ical evid ence over expert opinion over anec
dotal evid ence (e.g. Oxford Centre for Evidence based Medicine, 2009). This has 
two effects: by surviv ing increas ingly ‘scientific’ scru tiny, the Report’s claims – 
its various concepts, categor ies, value judge ments, quant it at ive meth od o lo gies 
and evid ence – increas ingly appear like scientific matters of fact. Second, the 
Report tries to trans fix new norms and regu la tions of how evid ence for policy 
should be produced and appraised.

In summary, the Murray and Evans Report closes the black box on EBP’s 
history (and asso ci ated contro ver sies) and thus corrob or ates and further legit im
ises a narrat ive of EBP as linear, scientific progress from which EBP emerges as 
a matter of fact. As a docu ment, the report actively holds together and stabil ises 
the assemblage of differ ent actors, tech no lo gies, concepts and traject or ies that 
under lie their partic u lar notion of EBP at the WHO. But by laying out and consol
id at ing the histor ies, author it ies, tech no lo gies and proced ures that should be 
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involved, it also draws bound ar ies around what evid ence based policy should be. 
As such, it tries to enact a future of global health policy that is ‘natur ally’ governed 
by epidemi olo gical and economic tools as evid ence and appraisal based on the 
new categor ies of their evid ence based taxonomy.

The end of one story and the begin ning of another: de- and 
reas sembling EBP
As it was, the Murray and Evans Report became one of the last outputs of the EIP 
unit. By the time it was published, Jamison, Feachem and Frenk had already left 
the WHO to take up other posi tions. Murray and Lopez left follow ing Brundtland’s 
WHO exit in July 2003. In many ways, this marked the end of Murray and 
colleagues’ notion of EBP at the WHO. But while the EBP future as envi sioned 
in the Murray and Evans Report may never have mater i al ised at the WHO, it did 
else where with perhaps even more far reach ing effects.

Shortly after their depar ture, Murray and Lopez published an article calling for 
an inde pend ent agency to produce popu la tion health meas ures, arguing that as a 
polit ical organ isa tion the WHO was unable to produce object ive evid ence 
(Murray et al., 2004). In 2007, with a US$105 million dona tion from Bill Gates 
and help from Frenk, Murray estab lished the Institute for Health Metrics and 
Evaluation (IHME) in Seattle. Many of Murray’s exHSPR and exEIP 
colleagues became asso ci ated with the IHME, includ ing Brundtland, Lopez, 
Feachem and Jamison. The IHME strives to provide policy makers with a 
compre hens ive global health ‘roadmap’ in the form of evid ence of the world’s 
most import ant health prob lems and the best strategies to tackle them (IHME, 
2015). At the centre of the IHME’s work is an ever expand ing port fo lio of global 
burden of disease and cost effect ive ness analyses, the former regu larly show
cased in The Lancet as ‘the strongest evid ence based assess ment of people’s 
health prob lems around the world’ (Murray et al., 2012; Lancet, 2012). Indeed, 
the IHME and their evid ence are seen to play an increas ingly prom in ent role  
in guiding global health advocacy, prior ity setting and resource alloc a tions 
(Levine, 2015).

Meanwhile, the WHO contin ues to publish its own burden of disease analyses 
and evid ence forpolicy networks have contin ued to expand, although now largely 
disas so ci ated from each other. While the WHO is form ally a collab or at ing partner 
of the IHME, a number of public disagree ments and struggles over the author ity 
to produce disease burden estim ates have soured the rela tion ship (Cohen, 2012). 
This has been rein forced under the current WHO lead er ship of Margaret Chan 
who has emphas ised the limit a tions of global stat istic model ling exer cises (Chan, 
2012). On the other hand, offi cial WHO termin o logy has under gone a subtle 
semantic shift from ‘evid ence based’ to ‘evid ence informed’ policy, to reflect an 
appre ci ation that policy cannot be based on research evid ence alone but is contin
gent upon other factors, includ ing values and context (Oxman et al., 2009). This 
has been accom pan ied by an increas ing focus on the system atic appraisal of 
differ ent types of evid ence and their better ‘trans la tion’ into policy. While perhaps 
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laud able at first impres sion, these devel op ments still raise a number of import ant 
ques tions. For one, it could be argued that the notion of ‘evid ence informed’ 
policy has the curious effect of reaf firm ing and rein stat ing the object ive/ 
apolit ical/epistem o lo gic ally pure status of the evid ence itself: whereas a focus on 
the trans la tion of know ledge acknow ledges that policy is influ enced by contexts, 
judge ments and values, the same factors seem to continue to be firmly located 
outside of and external to the processes of know ledge produc tion them selves. In 
other words, values and contexts are accep ted to affect the applic a tion of research 
evid ence, but the evid ence itself remains unaf fected or unsitu ated (cf. Savransky 
and Rosengarten (2015) and their critique of the exter n al isa tion of contin gency 
under ly ing the distinc tion between effic acy and effect ive ness RCTs). This, on the 
other hand, poses a number of ques tions (albeit for another chapter), includ ing 
where, by whom and how is this unsitu ated evid ence produced, and what does it 
look like?

Conclusion: making sense of things
This chapter has aimed to present an altern at ive to the history of EBP at the WHO 
as presen ted by Murray and colleagues, by showing that its emer gence was neither 
natural nor inev it able. It also shows that Murray and colleagues did not simply 
trans fer evid ence based medi cine prin ciples to the global health policy arena. 
This is not to say that their version of EBP does not embrace both similar methods 
and rhet oric to EBM, or its epidemi olo gical and stat ist ical under pin nings. A 
closer focus on the ques tion of what these methods or rhet oric are may have 
resul ted in differ ent stories, perhaps situ at ing this EBP within wider histor ical 
shifts in stat ist ical and epidemi olo gical styles of reas on ing (Hacking, 1990; 
Wahlberg and Rose, 2015) or quan ti fic a tion and audit cultures (Porter, 1995; 
Power, 1999; Strathern, 2000; Storeng and Béhague, 2014), linked to new global 
regimes of biopol it ical governance.

What my re narra tion has argued, however, is that EBP at the WHO also has 
its very own spatio tempor ally situ ated and contin gent history. In this story, EBP 
is not the imper vi ous outcome of a coher ent oper at ive logic, but emerges with a 
fragile assemblage of a small but power ful group of advoc ates, ideas, tech no lo
gies and circum stances. This ‘emer ging with’ seems key: on the one hand, the 
shape and form which EBP took and takes has been highly contin gent upon the 
mater ial discurs ive space from which it has emerged. On the other hand, EBP has 
helped bring partic u lar real it ies into being. At its most ambi tious, my story has 
pointed to such a co emer gence of EBP and the field of ‘global health’ itself. It 
suggests that the emer gence of DALYs and CEA as macro level health policy 
setting tools and their trans la tion into evid ence were at once driven by and contrib
uted to the enact ment of very partic u lar prob lem at isa tions and imagin a tions 
regard ing global health spaces. These include: prob lem at isa tions around demo
graphic and epidemi olo gical changes that boosted the devel op ment of global 
popu la tion health meas ures (see also Wahlberg and Rose, 2015); visions of a 
global strategy to improve a world health that under lay debates over primary 
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health care and Health For All; the alleged need for global health prior ity setting 
in the 1990s that boosted the uptake of DALYs and CEA and their trans form a
tion into ‘evid ence’; but also the uptake of a notion of EBP that seemed able to 
rein vig or ate the WHO’s role as a global health norm setting insti tu tion in a 
‘dramat ic ally chan ging’ world. These examples have in common their prob lem at
isa tion of a ‘global health’ space that needs to be mapped and governed, and could 
thus be described as among the condi tions of possib il ity for EBP.

But in turn, EBP also played a role in turning these prob lem at ised abstract 
spaces into real entit ies. Didier Fassin recently argued that:

even if we cannot deny that some prob lems are unpre ced en ted and  
some solu tions are innov at ive, it could be that global health is less about  
new prob lems (or solu tions) but about new ‘prob lem at iz a tions’, . . . that is 
new ways of describ ing and inter pret ing the world – and there fore trans
form ing it.

(Fassin, 2012, 112–113)

Indeed, a number of recent studies have high lighted how global health know ledge 
and evid ence not just mirror global health real it ies but co config ure them, such as 
when inter na tional health policy that emphas ises quan ti fi able, econom ic ally 
value able and ‘global’ health prob lems effect the priv ileging of partic u lar health 
condi tions, inter ven tions, people and norms (McCoy et al., 2013; Storeng and 
Béhague, 2014; Wahlberg and Rose, 2015), while discount ing the partic u lar it ies 
and real it ies that don’t fit into the ‘stat ist ical straight jacket’ (Adams, 2013, 86). 
These studies thus form an import ant start ing point for further analyses into who, 
where and how determ ines what is made to matter in an evid ence based global 
health.

In this chapter, I have also pointed to the Murray and Evans Report as a concrete 
example of the perform at ive char ac ter of know ledge prac tices in global health. 
Moreover, I have tried to show that in many ways our stories of these devel op
ments are also evid en tiary prac tices that share with ‘evid ence based’ approaches 
the problem of trying to conscien tiously collect evid ence to repres ent a partic u lar 
reality, while also re enact ing or even bring ing these real it ies into being (Strathern, 
1991; Law and Urry, 2004). In my case, ‘re tracing’ Murray and Evans’ history of 
EBP risks unwit tingly repro du cing their already domin ant narrat ive (Star, 1990), 
since – despite hinting at ruptures and possible diver sions – too little atten tion 
could be paid to (more radic ally) altern at ive histor ies and spaces of evid ence, 
includ ing the ques tion of how global or post global (Adams et al., 2014) health 
know ledge might be produced differ ently. For these reasons my account is very 
much just one possible (hi)story of evid ence based approaches in global health. 
But, by resist ing the closing down of EBP and opening it up instead as an object 
of invest ig a tion, such histor ies are crit ical at a time when EBP and its asso ci ated 
new ‘global health’ spaces are increas ingly inac cess ible and impossible to criti
cise by anyone unable or unwill ing to engage with partic u lar tech no lo gies or types 
of expert ise.
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Introduction
For Andrew Lakoff, global health is a ‘contested ethical, polit ical, and tech nical 
zone whose contours are still under construc tion’ (Lakoff, 2010: 60). More 
concretely, those contours have undoubtedly been sketched if not fully fash ioned 
around specific objects of concern: emer ging infec tious diseases, and relat ing to 
these, dynamic and often zoonotic patho gens. The assemblage of state and non 
state global surveil lance networks, the boost ing of Cold War era outbreak invest
ig a tion capab il ity and martial efforts to contain outbreaks have all contrib uted to 
a regu lat ory regime that Lakoff calls global health secur ity. In contra dis tinc tion 
to human it arian biomedi cine, this regime of global health is focused on prepared
ness for the emer gence of hitherto unknown commu nic able diseases, their early 
detec tion and the mobil isa tion of contain ment proced ures (for a crit ical reading 
see King, 2002). With a focus on emer gence within informal edge land scapes and 
at inter faces includ ing forest margins, peri urban zones and human animal inter
ac tions, and the trans mis sion of emer gent patho gens to the Global North, this is a 
tale of scientific intel li gence, vigil ance and geopol it ical pre emption on behalf of 
a ‘public’ that is clearly less than global. Global health in this sense belies a 
geography of demarc a tion and regu la tion of move ment rather than an attempt to 
address the system atic produc tion of inequal ity and risk.

In recent years, this mix of concerns and mater i als has been joined by the 
concept of ‘One Health’, at root an attempt to marry together clin ical, veter in arian 
and ecolo gical expert ise in order to address the shared health fortunes of people, 
nonhu mans (largely but not only food animals) and envir on ments. The contours 
of One Health are, I will argue, simil arly shaped by a focus on emer ging infec
tious diseases, and the result is a tend ency to attempt to format the lives of food 
animals in partic u lar ways that conform to global health secur ity. That this vision 
of One Health and global health secur ity may in fact be coun ter pro duct ive is a key 
ques tion for this chapter.

The chapter uses insights from Science and Technology Studies, Geography 
and Anthropology along with multi sited and multi species qual it at ive field work 
on animal live stock and zoonotic influ en zas in the UK, to high light the import
ance of prac tical engage ments that are concerned with making health. After an 
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intro duc tion to One Health, I argue that there is a tend ency to focus on contam in
a tion and trans mis sion of patho gens rather than the socio economic config ur a tion 
of disease and health, and this tend ency conforms to or performs what soci olo gist 
John Law calls a one world meta phys ics. Following this, three related field cases 
are used to demon strate that health is depend ent on a patch work of prac tices, and 
is configured in prac tice by skilled people, animals, micro organ isms and their 
social rela tions. From surveil lance for influ enza viruses to tending animals, good 
health it turns out is depend ent on an ability to construct common sense from a 
complex of signs, responses and actions. It takes, in other words, more than one 
world to make healthy outcomes. In light of this, the chapter aims to, first, loosen 
any asso ci ation between One Health and a one world ist meta phys ics, and, second, 
to radic al ise the inter dis cip lin ary found a tions of One Health by both widen ing the 
scope of discip lin ar ity as well as attend ing to how differ ent know ledges are 
brought together. A new common sense is offered, one that emphas ises the ability 
to produce health through the prac tical artic u la tion of more than one world. It is 
an artic u la tion that coun ters some of the uniform ity, even imper ial aspects, of 
global health secur ity.

Common sense and its exclu sions
While not new, a unified and holistic approach to health took shape in 2004 at a 
New York meeting hosted by a US conser va tion organ isa tion (the Wildlife 
Conservation Society). At the meeting the 12 ‘Manhattan Principles’ defin ing 
cross sectoral and integ rated approaches to health were adopted and, indeed, 
branded as ‘One World One Health’ (OWOH). The concept imme di ately gained 
a foothold in global human and animal health related insti tu tions. OWOH 
provided a space for concep tual agree ment (it was and is ‘common sense’ after 
all) and a chance to inter rog ate and over come insti tu tional, discip lin ary and other 
barri ers to its real isa tion. Nevertheless, common sense is rarely a simple, let alone 
coher ent, matter. Common sense is always a mixed bless ing (Gramsci, 1971). On 
the one hand, it is based on popular under stand ing, is demo cratic, and can provide 
the seeds for new prac tices. On the other hand, common sense is also often 
embed ded within forms of consent to estab lished and often rather staid under
stand ings of the world in which we live. It is with the less progress ive forms of 
common sense with respect to the One Health concept that this chapter is primar ily 
concerned.

The OWOH concept was most readily taken up within or at the edges of 
national and global animal and public health bodies where prac ti tion ers could see 
the advant ages of working on health and disease prob lems in ways that defied 
estab lished discip lin ary and insti tu tional bound ar ies (FAO, OIE et al. 2010). 
Indeed, if the OWOH concept did anything, it helped its cham pi ons seek funding 
for and promote inter dis cip lin ary solu tions to long stand ing epistemic and polit
ical tensions that existed within and between public health, animal health and 
agri cul tur ally focused organ isa tions. International agen cies, includ ing the World 
Health Organisation (WHO), the World Organisation for Animal Health (OIE) 
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and the Food and Agricultural Organisation (FAO), have tradi tion ally tended to 
act within their medical/health, veter in ary/trade and agri cul ture/devel op ment 
domains respect ively. As Chien (2012) explains, during the first major highly 
patho genic Avian Influenza (H5N1) scares at the turn of the century, the WHO 
prior it ised pandemic prepared ness, the OIE concen trated on ensur ing virus erad
ic a tion in poultry while the FAO focused initially on the need to reduce poten tial 
disease trans mis sion in back yard farms between wild and domestic birds and then 
between people and their poultry. Tensions though started to mount as disagree
ments on poultry culling policy revealed differ ences in terms of prior it ies and 
means of disease control. These tensions lay as much within organ isa tions as 
between them, but in short the favoured option within the WHO of the wide
spread culling of poten tially infec ted flocks encountered resist ance within the 
FAO and OIE as econom ists and others ques tioned the effect ive ness of the culls 
as well as their consequences in terms of live li hoods, food secur ity and ulti mately 
human health. In this sense it was clear that more joined up approaches to shared 
matters of concern were neces sary.

This analysis is taken further by Scoones and Forster (2011). As well as noting 
the differ ences between the insti tu tions, they high light the simil ar it ies and the 
collect ive sanc tion ing of some simple and reduc tion ist accounts or narrat ives of 
disease. In doing so, they start to identify a poten tial problem with seeking unity 
across discip lines and domains. They refer to three ‘outbreak narrat ives’ (Wald, 
2008) that existed within inter na tional health related insti tu tions. Each narrat ive 
had, they argue, over lap ping yet relat ively distinct matters of concern. The first 
was centred on animal health. In this case, Avian Influenza (AI) was a disease of 
birds, affect ing the poultry industry and live li hoods. The response was one of 
making produc tion more secure, restruc tur ing the industry, partic u larly in the 
Global South where initially at least the response to AI targeted back yard produc
tion, informal exchange and live bird markets (Hinchliffe and Bingham, 2008). 
Second, there is the public health narrat ive, which related to the trans mis sion of 
AI to and between people. The response here was based on the provi sion of anti 
virals, the devel op ment of vaccines and beha viour change. Third, there was 
pandemic prepared ness, focus ing on ‘civil contin gency plan ning, busi ness 
continu ity approaches and contain ment strategies’ (Scoones and Forster, 2011: 
21) with the broad est array of actors involved in a scen ario based attun e ment of 
govern ment, police, health providers, busi ness, schools, civil society and so on in 
the devel op ment of a read i ness to act.

Despite their differ ences and compet i tion for atten tion and resources (between 
and within organ isa tions), each of these narrat ives shared a single set of core 
values. Not only did they all assume the compel ling outbreak narrat ive whereby 
the recog ni tion of human/nonhu man animal inter de pend ence and shared patho
gens is succeeded by human mastery, but they also relate to a partic u lar version of 
disease – one which emphas ises what Rosenberg (1992) called ‘contam in a tion’. 
The latter takes contact as its issue of concern and focuses atten tion on prevent ing 
disease trans mis sion (or at least being prepared for any even tual trans mis sion 
events). Rosenberg contras ted this to a ‘config ur a tion’ approach to disease, where 
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the focus is less on patho gens and their unreg u lated move ments and rather on  
the context and there fore the patho gen i city of the disease (see also Farmer, 2004; 
Leach et al., 2010). It is config ur a tion, Scoones and Forster argue, that has been 
most readily erased from twen ti eth and twenty firstcentury disease narrat ives 
and asso ci ated manage ment regimes, and has been regu larly down played in 
responses to Avian Influenza. Vulnerabilities, differ en tials in social and ecolo
gical resi li ence, account ab il it ies, risk geograph ies and abil it ies to dissim u late are 
all condi tional upon live li hoods, uneven access to polit ical and other resources, 
and make any response that is solely based on outbreaks and contam in a tion to be 
partial at best and missing the point at worst.

In contrast, ethno graphic work emphas ises the ways in which local polit ical 
resources, econom ics and social rela tions config ure Avian Influenzas and render 
them more or less tract able prob lems. Forster’s (2011) ethno graphy of Avian 
Influenza in Indonesia high lights the ways in which AI resists being managed 
through top down imple ment a tion of anti contam in a tion tech no lo gies (like new, 
cent ral ised market build ings designed to replace informal wet markets). Rather, 
the disease is configured within informal social and market rela tions between 
farmers and market inter me di ar ies (those who often travel on motor cycles 
collect ing poultry from small farmers and so pool risk), between consumers and 
birds (with many consumers prefer ring freshly killed birds and there fore live bird 
markets as a guar an tee of their proven ance and flavour), and between various risk 
categor ies (where Avian Influenza is regarded by farmers as just one among many 
other, and often more press ing, risks in lives that already exist on the margins). 
Likewise, Porter’s (2013) ethno graphy of bird flu in Vietnam, and Lowe’s (2010) 
study of the HPAI viral cloud in Indonesia high light a similar range of entan gle
ments between people, birds and viruses. The conclu sion is that Avian Influenza 
is a socio economic disease – riddled with all manner of market, social and 
cultural rela tions.

To be clear, there is evid ence that seasonal and emer gency trans mis sion controls 
can contrib ute to the reduc tions of disease burden (for example, peri odic clos ures 
of live bird markets have seem ingly reduced highly patho lo gical H5N1 in Hong 
Kong (Peiris et al., 2007) and low patho lo gical H7N9 Avian Influenza in China 
(Yu et al., 2014)). And yet, once disease is framed as predom in antly a matter of 
contam in a tion, we risk missing all manner of key issues for animal and public 
health.

The point to carry forward is that a one world approach can promul gate a 
‘common sense’ of trans mis sion and contam in a tion as the main issues for disease 
control. This common sense may miss the vital import ance of social condi tions 
and down play the role of context or, more epidemi olo gic ally speak ing, the 
intric ate rela tions between host, patho gens and envir on ment (which includes of 
course the complex of cultural and social rela tions) in contrib ut ing to disease. To 
develop the point further and to start to explain the tend ency for social rela tions  
to be lost from view in One Health, I now look at the ‘one world ist’ approach 
more gener ally before return ing to the socio economic nature of disease and the 
multiple dynam ics of health later in the chapter.
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One world- ism
The late cultural geographer Denis Cosgrove wrote of the imagery and the impli cit 
geograph ical imagin a tion of the Apollo space missions in the 1960s and 1970s 
(Cosgrove, 1994). A one world and whole earth textual inscrip tion of the Apollo 
space photo graphs was linked, in Cosgrove’s argu ment, to a master ing gaze and 
an imper ial, specific ally Christian and US geopol it ical project, all of which 
contin ued to config ure a Western geograph ical imagin a tion.

‘One World One Health’ argu ably shares a similar geograph ical frame – a 
singu lar space or global village, a small world ism, with dense inter con nec tions. 
These inter con nec tions, frequently depic ted in the maps where flight paths and 
trans mis sion routes perform a world of conta gion, suggest a partic u lar version  
of disease risk and its mitig a tion. Indeed, in posit ing the dense links between 
people, wild and domestic animals and ecosys tems, the image is of a single, bio 
commu nic able planet, with WHO response struc tures at its centre (Briggs, 2005). 
A chicken can splut ter in Indonesia and a cytokine storm can be triggered in a 
hospital bed in the UK. The viral storm is both symptom of and contrib utor to a 
conta gious event whose cata strophic poten tial is well known. As Braun (2007), 
Cooper (2008) and others have outlined, there is a geopol it ics to this version of 
one world ism that can be just as perni cious as the one traced by Cosgrove. For as 
prevent ing, contain ing and prepar ing for trans mis sion become the key dimen sions 
of disease control, barrier tech niques and hygiene are exten ded across social and 
agri cul tural prac tices (the latter under the rubric of ‘disease free agri cul ture’, an 
exten sion that is often capital intens ive and a possible threat to all manner of 
estab lished agro ecolo gical prac tice let alone live li hoods). The exten sion of a 
global, modern agri cul ture from the core to a peri phery, in the form of disease 
free zones and Sanitary and PhytoSanitary (SPS) agree ments of the World Trade 
Organisation (WTO), performs a single, biose c ure planet. The irony may be that 
in the pursuit of one world, two worlds are created – a world of self controlling, 
virtu ous economic actors and a resid ual (Global South) of inter species intim acy 
and contin gency.

This one world ism, as Law (2011) neatly captures it, entails some of the 
follow ing onto lo gical commit ments. First, this is a world of surfaces, volumes 
and colli sions. It is a world made sense of through a partic u lar (Euclidean) 
geometry. It is a world of objects rather than entangled things, where disease and 
health are often conceived of as separ ate spaces, with well defined objects and 
prop er ties (patho gens and immune responses), and where one health implies a 
spatial segreg a tion of forms of ‘good’ and ‘bad’ life. Second, this is a world 
wherein the condi tions for knowing that world are system at ic ally effaced in every 
telling. One world requires no account of the know ledge that makes it possible; it 
simply is. This is natur al ism, or a version of realism, an account of how things are, 
with any devi ation from that real being reduced to ideo logy, to myth, to poor 
know ledge. Moreover, this reality is destiny, it is the way things will be – there is 
no room for polit ics other than in the shape of presum ably short lived argu ments 
over ways of seeing, or epistem o lo gical debates, which are resolved soon enough 
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through recourse to the one world that supplies all the evid ence one needs. Third 
and finally, despite its claim to univer sal ism, this is a world that is made in the 
Global North, is embed ded and natur al ised in north ern know ledge prac tices, and 
expor ted to other domains through a mixture of the excep tion al ism of Western 
science and a triumphal ism of the asso ci ated modern ism.

Contrast this to a world that is continu ally made and remade in part through 
stories we tell about it. Or as Mol (2002) neatly captured it, a world made in 
various, some times over lap ping but rarely coher ent prac tices. That is, if we 
believe that things are made through their rela tions, or change as they relate to one 
another – some thing that doesn’t reduce things to one another but simply gives 
them a more complex history and geography – then if things are prac tised differ
ently and in differ ent spaces, it follows that there will be more than one thing. Or, 
better, it follows that the same thing may take on differ ent qual it ies as it is 
performed in various ways, and those qual it ies may exist in tension with one 
another. The latter suggests that making health is not so much a matter of making 
one world, but a matter of patch ing together differ ent real it ies (Mol and Law, 
1994). Here, reality is not so much destiny as a set of some times compet ing, 
always co incid ent, co produc tions out of which a more or less settled programme 
of action may emerge. In devel op ing this more or less coher ent way of proceed ing, 
there is no pre given destiny. Rather there are contin gen cies, borne out of a 
hetero gen eous world.

In prac tice, then, there is more than one world, and like wise more than one 
health. The result is a continu ous struggle to produce health in condi tions that are 
rarely of our choos ing through a set of non coher ent proced ures and prac tices. 
Before explor ing this empir ic ally, there are two implic a tions which together 
under line why this approach matters. First, it is crucial that we demon strate how 
health is patched together in prac tices that take account of local condi tions (where 
local refers to the specific mix of mater i als, know ledges and else wheres that make 
a pecu liar and partic u lar situ ation or place). Missing this hetero gen eity of prac
tices is to miss the vital means through which health is made. As Law more 
power fully and polit ic ally puts it, ‘one world meta phys ics are cata strophic. . . . 
They reduce differ ence. They evac u ate reality from non domin ant reals’ (Law, 
2011: 9). It is the non domin ant reals or the endangered prac tices within an 
ecology of prac tices (Stengers, 2010) that need to be accen tu ated in health prac
tices. Second, I seek to do this ‘at home’, within the so called core of one 
world ism. I do so not only to demon strate that the so called modern is always and 
already contin gent upon multiple real it ies, making any export of prac tices itself a 
matter for careful trans la tion rather than whole sale exten sion, but also to demon
strate that the one world story is itself being performed and, in the process, is 
patch ing together health in new ways, and with possible dele ter i ous effects. It is 
part of the analysis then to focus on how this story contrib utes not to a universe, 
or even to a pluri verse (or a prolif er a tion of prac tices) but to a fract i verse, or to  
put it again in the language of onto polit ics (Mol, 1999), to there being more than 
one world but fewer than many. Again, Law (2011: 2) sums up the polit ical 
implic a tions:
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If we live in a single Northern container world, within a universe, then we 
might imagine a liberal way of hand ling the power satur ated encoun ters 
between differ ent kinds of people. But if we live, instead, in a multiple world 
of differ ent enact ments, if we parti cip ate in a fract i verse, then there will be, 
there can be, no over arch ing logic or liberal insti tu tions to mediate between 
the differ ent real it ies. There is no ‘over arch ing’. Instead there are contin gent, 
local and prac tical engage ments.

It is to these contin gent, local and prac tical engage ments that I now turn.

Doing animal health and immunity
If one world ism implies a specific onto logy – a world of self identical objects, 
with colli sions and move ments across pre consti tuted space or territ ory – then a 
One World One Health programme, if it follows suit, is domin ated by a partic u lar 
version of health and disease. Indeed, in the biose c ur ity strand of respond ing to 
emer ging and re emer ging infec tious disease, one world ism is alive and well in 
what I have already char ac ter ised as a system of exten sion wherein barri ers to 
trans mis sion and contam in a tion become the main tech no logy through which 
health is secured. These barri ers are of course semi porous. Under World Trade 
Organisation (WTO) rules they need to allow the circu la tion of goods while 
select ing out the bads. This is a logic of secur ity, whose result is a mater ial trans
la tion of bodily contact, move ment and commu nic a tion into the more regular and 
regu lated exchange, circu la tion and commerce (Mitropoulos, 2012). As a result, 
mobil ity is not so much halted as sanit ised or tidied up.

The purpose of the remainder of this chapter is, first, to demon strate empir ic ally 
the inab il ity of such prac tices to meet their own high stand ards, suggest ing that 
they may even make vulner able that which they seek to protect. Second, I use 
empir ical engage ments with doing animal health in order to high light how health 
is made in ways that imply more than one world and more than one health. Starting 
from an account of ‘viral chatter’ (Wolfe, 2011) wherein the loca tional aspects of 
disease move ments are emphas ised, I provide short distil la tions from three field 
sites where human/animal health is being prac tised, effect ively drawing together 
a number of cases in order to emphas ise their hetero gen eity and prac tical accom
plish ments. I conclude with a brief account of how making healthy lives requires 
attend ing to the diverse range of prac tices involved in the doing of health.

Methodologically, this work draws on several years’ ethno graphic and multi 
species field work (under taken in the UK from 2010 to 2013) involving 70 semi 
struc tured inter views with UK farmers, farm workers, veter in ari ans, retail ers, 
processors and others; farm visits and obser va tions; field work within an inter na
tional influ enza refer ence labor at ory; and parti cip at ing in disease surveil lance on 
farms and on wild life reserves. All inter views were tran scribed and these along 
with field notes were entered into a qual it at ive data base, coded and analysed  
with the help of soft ware. Sampling was neces sar ily based on issues of time and 
access but every effort was used in the research to correct for any bias in terms of 
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differ en tial access (for example, in terms of visit ing non compli ant farms and 
premises) by inter view ing and observing people across product chains (so from 
breed ers to retail ers) who could share their exper i ence of the whole industry, and 
by conduct ing semi struc tured inter views with people who were import ant medi
at ors in the industry (vets, labour organ isa tions and so on). In this way there is 
confid ence in not only gener at ing in depth accounts of prac tice but also achiev ing 
neces sary breadth across the relev ant sectors.

The return of config ur a tion

Even within the biolo gical sciences, the distinc tion between what Rosenberg 
called domin ant ‘contam in a tion’ and neglected ‘config ur a tion’ approaches to 
disease has started to unravel. One source for this has come from viro logy in the 
form of ‘viral chatter’ (Wolfe et al., 2005,2007; Wolfe, 2011). The meta phor of 
chatter is located first and fore most, the main prot ag on ist admits, in a post 9/11 
secur ity logic where online chatter can, contro ver sially, be used to gener ate and 
identify signa tures of those considered to be a secur ity threat (Wolfe, 2011: 255). 
But it is also used to capture some thing of the continu ous semi otic and mater ial 
exchanges that viruses undergo or under take when in ‘conver sa tion’ with poten
tial hosts. Most chatter leads nowhere, of course, but the self styled ‘virus hunters’ 
go on to suggest that high rates of chatter increase both viral diversity and the 
prob ab il ity of trans mis sion of a virus that can replic ate. So, for example, those 
diseases that manage to cross from animals to people do not simply just happen as 
a result of contact or viral contam in a tion; they involve repeated cross ings, an 
ongoing conver sa tion – a repet it ive mater ial semi ot ics, or a working out of a new 
reality. Contagion, then, is more than contact and viruses don’t simply diffuse 
across space, or extend across a plane through simple trans mis sion. They are 
configured in rela tion. Anthropologists Brown and Kelly (2014) go on to read 
viral chatter as a means of emphas ising that disease risk is not located – it is loca
tional – arising from the partic u lar mix of social, biotic and mater ial condi tions. 
Contagion, then, is made in intens ive rela tions where repe ti tion and differ ence 
count as much as touch ing. It is, in that sense, about config ur a tion as much as it is 
about contam in a tion.

Nevertheless, a geography of point loca tion and contact, rather than the repe ti
tion and differ ence of conta gion, is embod ied and repro duced in biose c ur ity 
programmes (or the protec tion of produc tion systems from disease). A version of 
immunity is built from two main invest ments: a contrac tual economy of disease 
free agri cul ture (replete with tech no lo gies honed in the retail and food safety 
sector) and scan ning surveil lance or early warning of viral pres ence. I will now 
touch on three case studies that illus trate these approaches and their limit a tions.

Contract and conta gion in chick ens

In the UK, poultry farms are contrac ted to produce chick ens for meat (broil ers) 
for five main processors who in turn are contrac ted to supply the retail ers, notably 
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the big super mar ket chains. As parti cipants in the chain suggest, this purportedly 
allows for logist ical and manage ment control of the produc tion process, if not 
from farm to fork then certainly from breed ing to hatch ing to raising, to processing 
and to super mar ket shelves.

Whichever way you do it, [by owning farms or contract ing the growing], you 
make sure you have full control to make changes on farms. . . . Biosecurity is 
more straight for ward with your manage ment struc ture.

(Major UK poultry processor, inter view 2011, emphasis in original)

[The retailer] Tesco’s [a UK major super mar ket chain] prob ably knows more 
about the farms than the integ rat ors know about the farms. They will have a 
file on every farm supply ing them, they’ll know their mortal ity, their records, 
they’ll know anti bi ot ics used – because they’re abso lutely petri fied of having 
anybody saying they’ve got any problem after eating their food because the 
finan cial effect is so great on them.

(Poultry vet, inter view 2011)

While prot ag on ists emphas ise the secur ity and food safety aspects of a contrac tual 
and/or integ rated envir on ment where there is mana gerial control, these rela tions 
are also and primar ily a means to manage and distrib ute finan cial risk. In doing so, 
the contrac tual envir on ment exerts upward pres sure on everything apart from 
labour – so that stock ing rates, through put, growth rates, dens it ies and applic a tion 
of logist ics are all scaled up, whereas labour is scaled down. Commercial farms 
range from 20,000 to 300,000 poultry, with each farm usually employ ing only one 
or two workers. The high volume, low unit margin struc ture results in a 
compressed life for chick ens, as they are managed from hatch ery to harvest ing 
within tightly regu lated houses and with minimal human contact in order to reduce 
disease risk. The chick ens are like ‘race horses’, one industry vet sugges ted in 
inter view, primed in this case to reach the table as quickly and cheaply as possible. 
The result is a bird that lives at a ‘biolo gical threshold’, exper i en cing tissue growth 
at rates unima gin able only a few decades ago. While ostens ibly contained and 
biose c ure, the birds are argu ably immuno comprom ised as a result of accel er ated 
growth rates and continu ous through put of feed (Humphrey, 2006; Humphrey 
et al., 2007).

However, the trade offs between margin, volumes, growth rates and the 
suscept ib il ity of birds and people to ill health tempor ar ily unfold at the points of 
thin ning and harvest ing, when addi tional, casu al ised labour is needed to catch and 
move chick ens to the processing plant. Thinning of poultry houses is required in 
an industry where tight margins impose the need to stock houses to their capa city, 
and in such a way that maxim ises through put and meat produc tion without viol
at ing animal welfare regu la tions. So a stand ard commer cial poultry farm will 
comprise around ten sheds, with each shed stocked with 30,000 one dayold 
chicks. The flocks are then thinned at approx im ately four to five weeks when the 
birds have grown to an extent that is set to exceed stat utory stock ing rates. 
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Thinning involves the removal of around 15 to 25 per cent of the stock for 
slaughter (the exact number is determ ined by the processor and by growth rates), 
with the remain ing birds kept for another week to put on more body mass (and 
possibly to incub ate any diseases related to the thin) and to be harves ted at full 
weight. At the thin and the harvest, birds that are hitherto used to a regu lated 
diurnal regime and continu ous feed are denied food and sleep for 24 hours to 
make them docile. They are then caught by a catch ing team that moves from farm 
to farm on a subcon trac ted, casual employee basis with little or no access to  
sick ness bene fits and working under tight time regimes in order to meet factory 
capa city at the processing plant. Here the socio economy of the margin combines 
with the socio biology of labour and poultry to produce the neces sary loca tional 
elements for viral chatter. As stressed guts are flooded with norad ren alin, and the 
precari ous human and chicken bodies meet skin to skin, the ‘immunity’ conferred 
by walls and doors seems some what beside the point. So, even when highly regu
lated, the tidying up of mobil ity into exchange, circu la tion and commerce is 
always far from perfect. Contact, move ment (even in and of the gut), and commu
nic a tion (chatter) reappear in this heavily contrac ted and there fore ‘drawn 
together’ or intensely compressed network of produc tion. Transmission is in this 
sense only part of the problem, as the intense config ur a tion of the poultry economy 
and socio biology adds in new disease risks.

The point here is to emphas ise that One World One Health cannot afford to 
accede to a model of disease whereby trans mis sion is the only issue for atten tion. 
Quite clearly, even in the core of modern ised farming prac tice, health is depend ent 
upon more than reduced trans mis sion and regu lat ory fixes. Health is socio 
economic and any health programme needs to address how disease risks are 
configured in partic u lar socio economic and cultural settings.

Surveillance for influ enza

If modern ised poultry produc tion is hardly immune to infec tion, then a second 
line of defence is the early warning through a programme of scan ning surveil lance 
for newly emer ging or re emer ging micro bi o lo gical threats. But there are several 
reasons that make this less straight for ward than it sounds.

First, survey ing for microbes is rarely a matter of the pres ence or absence of 
known viruses (Hinchliffe and Lavau, 2013). Poultry surveys, for example, gener
ally employ haemag glu tinin inhib i tion (HI) tests of blood samples in order to 
trace previ ous infec tions such as anti bod ies within the blood of sampled birds that 
are produced in response to prede ter mined antigen (HA or haemag glu tinin) 
proteins on the coats of viral particles. These tests are, however, depend ent on 
respons ive and clear immune responses in host birds, some thing that is not always 
easily assumed in intens ive poultry houses. Responses and anti body produc tion 
may be subdued or, conversely, ‘noisy’ as a result of mater nally conferred 
immunity, co infec tions and any previ ous vaccin a tions. It is also common for 
sero lo gical tests to produce posit ive results but for no live virus to be detec ted in 
the sample (so called cryptic infec tions), suggest ing either that infec tions have 
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passed through or that the anti bod ies are being produced in response to a complex 
of condi tions and micro bial chal lenges. Meanwhile, the tests them selves need to 
be continu ally balanced as they may be over sens it ive, produ cing false posit ives, 
or conversely not sens it ive enough, being overly specific to a suite of patho gen 
strains and there fore likely to miss any danger ous shifts or drifts in the virus and 
in immune responses. The complex ity of this disease ecology and the attend ant 
know ledge prac tices makes scan ning surveil lance less a matter of detect ing 
known enemies and more a proced ure of piecing together evid ence from a variety 
of tests, learn ing to respond with various epistemic objects includ ing HA proteins, 
viruses, red blood cells as well as popu la tion data and disease models, in order to 
build up a picture of viral circu la tions.

Second, surveil lance is expens ive and tends in most cases to be passive, 
proceed ing after symp toms have been repor ted in domestic and/or wild life flocks 
and herds. Yet, in the case of zoonotic influ enza diseases, it is increas ingly 
appar ent that infec tions can often be asymp to matic or at least are expressed 
through a variety of often minor clin ical symp toms. This incon sist ency in terms 
of expres sion of symp toms for influ enza virus lineages and sub lineages and  
vari ations in the loca tions of virus attach ment and there fore symp toms across 
differ ent avian and mammal species groups makes disease surveil lance for a 
segmen ted and highly mutable virus into a continu ous chal lenge. The possib il ity 
for viruses that are danger ous to people circu lat ing undetec ted in large domestic 
animal popu la tions is there fore large. H7N9, a new ‘Avian’ Influenza that claimed 
over 100 human lives in China in the spring of 2013, is, for example, defined as 
low patho genic in chicken and would not neces sar ily be picked up in a passive 
animal health surveil lance system. Active surveil lance, with random ised or risk 
based sampling of appar ently healthy animals, may be part of the answer. 
However, an industry with already tight margins and state led reduc tions in public 
spend ing means that, apart from some key research programmes, main tain ing let 
alone expand ing the surveil lance of a large and growing stand ing biomass of flu 
suscept ible life is diffi cult. In this context there are calls for smart surveil lance 
(Daszak, 2009), or a focus ing of scarce resources at key risk sites. However, being 
smart isn’t simply a matter of direct ing scarce resources at specific at risk loca
tions; it may also involve an accept ance of the system atic produc tion of risks 
which are ‘loca tional’. In this sense it should aim to draw together exist ing data in 
ways that can inter pret mixed signals, under stand inde term inacies in scientific 
prac tice (Fish et al., 2011) and crucially develop a trans dis cip lin ary approach to 
disease know ledge from veter in ari ans, medics, farmers, stock people, orni tho lo
gists and so on.

This need for an array of differ ent know ledge prac tices and objects of concern 
– from the organ ism to the virus, to haemag glu tinin proteins and reagents, and 
from popu la tions to clin ical signs in indi vidual birds – suggests a require ment for 
an onto logy of disease that is multiple rather than univer sal, accept ing and care
fully combin ing the signals of health and disease. A trans dis cip lin ary approach 
util ising health trend and anomaly data, for example, combines a broad set of 
know ledges in order to provide early warn ings that may other wise be missed. 
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This non patho gen specific surveil lance relies on ‘produ cers, animal health  
tech ni cians, and veter in ari ans [as well as slaughter person nel and labor at ory 
scient ists] that directly observe animals on an ongoing basis’ (Scott et al., 2012) 
to parti cip ate in disease surveil lance. System specificity emerges in this case not 
through patho gen specificity but through the multiple reading and corrob or a tion 
of often subtle signs within a variety of spaces and settings. It involves piecing 
together several prac tices and prac ti tion ers, each with differ ent oblig a tions, tradi
tions and embed ded uncer tain ties. Health is more than locat ing disease threats or 
contam in ants; it is under stand ing the ecolo gies and config ur a tions of viruses, 
hosts, respons ive bodies, reagents and the stresses of produc tion systems.

The general point is that not only is a collect ive approach to health inter dis cip
lin ary (some thing the OWOH concept emphas ises); it trans gresses discip lines 
and requires numer ous objects, skills and the careful piecing together of the indic
a tions of that which makes health possible. In other words, it requires a multiple 
rather than single approach to disease, one that cannot be reduced to simple 
objects that need to be regu lated and monitored but is rather the careful and highly 
skilled bring ing together of numer ous engage ments with health and disease in 
order to provide a suit able diagnosis and guide healthy prac tices.

Keeping pigs safe

This require ment to assemble together those who observe and work with animals 
and microbes on a daily basis is taken further in my final case of health prac tices 
with pigs. Pigs have a ‘poten tially increased permeab il ity to infec tion with influ
enza viruses of avian or human origin’ (Brown and Done, 2013: 8) and act as 
mixing vessels for flus (Smith et al., 2009). Contemporary long distance move
ments of pigs, people and pig products mean that these influ en zas can move rapidly. 
The 2009 pandemic swine flu (H1N1) strain, for example, moved quickly from its 
repor ted site of zoonosis in Mexico, to become a global pandemic in humans, and 
is now estab lished and almost certainly endemic in global pig popu la tions as a 
result of reverse zoonosis and highly effi cient pig topig trans mis sion. This rapid ity 
and flux is well known, but build ing up a detailed picture is diffi cult. Influenza 
surveil lance and under stand ing in pigs is fraught with a series of chal lenges. Some 
of the complex it ies include: the co circu la tion of highly segmen ted influ enza A 
viruses that are subject to rapid re assort ments and anti genic drift; complex immune 
responses which intro duce uncer tain ties into sero lo gical tests; and an industry that 
may be reluct ant to look for and publish a disease burden. This complex ity means 
that sero logy panels need to be regu larly reval id ated in order to confirm their suit
ab il ity, and results of tests need to be examined across herds or popu la tions ‘to gain 
qual it at ively correct inter pret a tions’ (Brown and Done, 2013: 9). In this sense, 
swine and avian influ en zas are anything but self same objects collid ing with 
healthy bodies. Rather they are intric ate and continu ously chan ging knots of 
animals, people, viruses and econom ies, with which it is diffi cult to keep pace.

This picture of complex ity and risk is countered within the industry by claims 
to have the highest levels of biose c ur ity. In the UK’s commer cial pig sector, and 
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in the main, a system of closed herds is oper ated. In this, replace ment stock is 
provided by compan ies who use a breed ing pyramid of geograph ic ally separ ated 
nuclei, multi plier and commer cial stock to either plan and deliver the genet ics of 
a herd using arti fi cial insem in a tion or to send replace ment gilts (young females) 
onto farms from secure or disease free units. Ninety eight per cent of UK pigs for 
slaughter are finished indoors (BPEX, 2013) in highly regu lated condi tions in an 
industry that has consol id ated in the last decades, roughly follow ing a US model 
of increas ing the size and redu cing the number of hold ings (with most produc tion 
now on 1400 or so farms with average herds of 500) (House of Commons, 2009). 
Breeding compan ies make use of an inter na tional network of remote nuclei and 
multi plier units to produce biose c ure pigs, which are often termed, in the breed ing 
industry, as disease free or high health. And yet, farmers and field vets quickly 
trans late these terms in prac tice (see Hinchliffe and Ward, 2014). Disease free, 
for example, is soon trans lated by vets to ‘specific patho gen free’, while vets and 
farmers use a variety of means to make sure that the naïve pigs enter ing or being 
born on the farm gain patho gens that are locally circu lat ing in order that the pigs 
develop immunity and do not consti tute a sero negat ive sub popu la tion which 
could accel er ate viral circu la tion. Indeed, the first thing that happens to new 
arrivals on a pig unit is isol a tion (where infra struc ture allows) to make sure 
incom ing pigs are not sick pigs, followed by accli mat isa tion, and the latter often 
sees pristine, biose c ure bodies covered in pig muck (from the farm) in order to 
make them, and the farm, safe. In this sense health again becomes not so much a 
single world in need of secur ity, but the trans la tion of contact, move ment and 
commu nic a tion into the more regular and regu lated exchange, circu la tion and 
commerce. Indeed, contact, move ment and commu nic a tion are involved in the 
prac tices of making life safe. Likewise, as is the case for disease surveil lance and 
under stand ing, farming prac tice is not so much a matter of a single world or 
universe of self identical objects, which collide and cause effects, but a complex 
of objects that can both attack and condi tion life (Napier, 2012). Farming pigs 
safely is like wise not only about estab lish ing bound ar ies and exclud ing microbes, 
of halting trans mis sion, but requires an approach to health that patches together or 
manages (in the sense of caring for and continu ously monit or ing and adjust ing) 
life. Indeed, it may well be that the pursuit of a single world of disease free 
farming could endanger the very local ised and contin gent prac tices that make safe 
life a possib il ity (Hinchliffe and Ward, 2014). Hypertrophic secur ity, as is well 
known, often produces the condi tions of possib il ity for new dangers. And as  
the critique of one world ism suggests, this form of one world ism can reduce 
biolo gical and social differ ence rather than manage its role in condi tion ing life 
and making health possible.

Conclusions
A one worldist onto logy, to repeat Law’s char ac ter isa tion, involves a world of 
objects and colli sions, of single truths and of Western triumphal ism. In turn, there 
is a tend ency to prior it ise certain under stand ings or enact ments of disease and 
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global health secur ity, emphas ising contam in a tion over config ur a tion, and a norm
at ive programme of extend ing controlled forms of agri cul tural prac tice and surveil
lance. In passing I note that this cannot help but produce two worlds divided along 
the lines of the virtu ous and the patho lo gical. And yet, as the empir ical engage
ments have demon strated, even in the so called core of this one world ist world, 
life is patho lo gical. That is, the objects of disease are never straight for ward, virtu
os ity and regu la tion never quite elim in ate contin gency and move ment, and farming 
well requires prac tices that engage with rather than elim in ate biolo gical differ ence. 
So, sick birds and HPAI risks are not solely found in back yard or unreg u lated 
systems. The config ur a tions of intense contrac tual markets can produce the condi
tions for viral chatter. In this account, disease objects become so entangled with the 
bio social and tech no lo gical approaches to farming that new kinds of risk and 
disease object can emerge. Such objects are slip pery, diffi cult to monitor and 
require a pooling of not only veter in ary and medical expert ise but also draw upon 
a range of prac ti tion ers, scientific, lay, profes sional and amateur, in order to identify 
the loca tional aspects of disease risk. Finally, the patch ing together of health, on 
farms and in other settings, suggests that disease and health are not, in prac tice, 
regarded as things that can be divided into separ ate spheres. Pig keepers and their 
vets under stand that health is some thing of an achieve ment, a patch ing together or 
recon fig ur ing of good husbandry prac tices, promot ing immune responses, vaccin
a tions, sourcing and match ing stock and so on.

To be clear, nothing I have said here disqual i fies the One Health inten tion of 
focus ing on the syner gies and mutual advant ages of improv ing human, animal 
and envir on mental health. The common sense with which I started holds, as does 
the require ment to critique any version of global health that is narrowly premised 
on human communit ies. Clearly, health is a multi species matter. Likewise, the 
will to develop inter dis cip lin ary modes of working across previ ously separ ate 
domains of health is, if anything, ampli fied in the accounts I have given here. In 
enga ging with some of the prac tices involved in doing health, I have high lighted 
the need to uncouple a one world ist meta phys ics from this aspect of One Health, 
espe cially when such a meta phys ics elev ates contam in a tion, simple objects and 
spatial divi sions over attend ing to the various config ur a tions, complex things and 
rela tions that make health and disease. I have sugges ted that working towards 
shared health across species lines and loca tional specificit ies requires a recog ni
tion of the multiple dimen sions of health. This is not to say that health is cultur ally 
relat ive, but it is to recog nise and value the continu ous work that is carried out on 
farms, in labor at or ies and else where in order to produce healthy outcomes. This 
requires a new common sense, and a finer grained approach towards global health. 
It is one that brings together and inter rog ates rather than roman ti cises the various 
know ledge prac tices that make health possible across these domains. It also 
suggests, perhaps, that the phys ical model under pin ning a one worldist approach 
where objects collide and cause effects is replaced with a more chem ical model. 
Here, objects trans form as they under take new rela tions and form compound 
things that alter as they move. It is this dynam ism and poly morph ism that under
pins a sense of more than one health, more than one world.
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They may be poor, but that does not mean they don’t work and in many cases work 
7 days a week. They just can’t make enough to support their family in all direc
tions. You see, they may be able to put food on the table and pay their elec tric bills, 
but they can’t do that AND pay for all the doctor’s co pays and high deduct ibles 
or pay for the dentist when they need a filling. They are always just one pay check 
from losing it all and falling yet more and more behind. ‘That kind of stress can 
weigh on a person – you know,’ says one man attend ing a RAM clinic. ‘It’s every 
day, all the time. One simple flat tire on my truck could mean the differ ence of 
buying grocer ies. Life right now makes you face hard choices that no one wants to 
make. The kind of choices like which child gets to go to the dentist or the fear of 
someone needing a pair of glasses. We just can’t afford it. And if it means me as a 
dad or my kids getting care, it will be my kids every time. What does that mean for 
me? I am last. I hardly get the care I need. I can’t give the time away from work 
and can’t afford to help my kids and myself too.’ (sic)

—‘Stop the Suffering in Appalachia’, Remote Area Medical Magazine (2014a)

New York City, Thanksgiving weekend, 2014, 7000 people were estim ated to 
attend a free health clinic put on by the organ isa tion Remote Area Medical 
(RAM). This pop up clinic of dental, vision and medical care was to be held at the 
Javits Center that usually hosts tech no logy expos and cloth ing trade shows, blocks 
away from Times Square.1 The New York Governor’s office shut down the clinic 
because doctors were not allowed to cross state lines to prac tise medi cine, even if 
they are not being finan cially reim bursed for the work. New York City – one of 
the richest cities in the world and recently scared by doctors and nurses coming 
back from West Africa’s Ebola epidemic – could not give away free health care, 
despite the over whelm ing demand. This geography of need indic ates the persist
ence of health inequal ity in the USA, echoed in the testi mo nial above. Despite 
recent devel op ments of the Affordable Care Act (ACA), essen tial health care 
services still fall on a wide variety of community clinics, non profits, street health 
and non govern mental organ isa tions. How then can we under stand this situ ation 
where the USA is both known for being a major player in global health and at the 
same time is known for massive health inequal ity?

Global health lacks a precise defin i tion. The anthro po lo gist Arthur Kleinman 
(2010: 1518) says, ‘Global health . . . is more a bunch of prob lems than a discip
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line.’ Rather than attempt ing to under stand global health as a single entity, we ask 
what work the modi fier “global” does when applied to health. Does it signal 
market integ ra tion, neolib er al ism and propos als of a flat world? Does it lead to 
think ing of the spaces of logist ics, phar ma ceut ical commod ity chains, or NGOs 
deploy ing people and resources? The meaning and spatial imagin a tion of global 
health is widely debated outside the discip line of geography (see over views by 
Brown et al., 2006; Bozorgmehr, 2010; Lakoff, 2010). We suggest that 
geograph ers can contrib ute to defin ing global health through careful atten tion to 
specific loca tions and cases, suppor ted by the discip line’s extens ive inter rog a tion 
of how geograph ies are both produced and uneven (Smith, 1984; Harvey, 2006). 
Geographical differ ence has long been a crucial debate in under stand ing the 
world, to the point that the global scale has been taken apart as too limit ing 
(Marston et al., 2005). In addi tion, the geograph ies of health and inequal ity are 
currently being ‘revised and reter rit ori al ised’ accord ing to Matt Sparke (2009: 
132) through neolib er al ism and recent auster ity regimes.

In response, we take a page from Paul Farmer (1999, 2005, 2006) and other 
medical anthro po lo gists (Nguyen, 2010; ScheperHughes, 1993; Biehl and 
Petryna, 2013b; Petryna, 2002) who have long paid close atten tion to the lived 
exper i ence of global health inequal it ies. Through the case of RAM, this chapter 
will show how the spatial imagin a tion of global health obscures the urgent need 
for care work within the USA in places that Meyers and Hunt (2014) call the 
‘other global South’. We will discuss how to inter rog ate these ‘other’ global 
health geograph ies, and return to the social justice roots of primary health care of 
the 1970s (Cueto, 2004). Focusing on the ‘other’ global health inverts the devel
op ment paradigm which impli citly assumes that assist ance comes from the Global 
North and is given to the Global South. We propose that this ‘other’ global health 
emphas ises a rela tional geography of need and care that is funda ment ally uneven. 
A groun ded, embod ied and mater ial defin i tion of health, built upon a found a tion 
of mater ial resources and workers, high lights the differ ences between New York 
City and Freetown, as well as within them. We focus on care work and access to 
resources in our analysis because, as Farmer (2014) summed up while visit ing 
Liberia during the recent Ebola epidemic, ‘Without staff, stuff, space and systems, 
nothing can be done’. Through an analysis of the work of Remote Area Medical, 
this chapter attempts to rethink the ‘global’ of global health by consid er ing other 
uneven geograph ies of care work and the polit ics of health access in the USA. 
When we put the patients and the volun teer work of RAM at the centre of global 
health, this opens up the ques tion of need and neces sity that trans forms health into 
a partic u lar artic u la tion of social repro duc tion. Accordingly, envi sion ing health as 
social repro duc tion requires an analysis of labour and an overt politi cisa tion of 
care.

Introducing RAM and rethink ing remote geograph ies
The extreme uneven ness of health care provi sion and access within the USA 
promp ted the founder of RAM to rethink his own prac tice of doing global health. 
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RAM began in the mid1980s as a volun teer airborne medical relief corps that 
provided services to the Global South, specific ally communit ies in Guyana, Haiti, 
Dominican Republic, Honduras, Guatemala, East Africa, India, Nepal and others 
(Brock and Wilson, 2011). Stan Brock – a nature lover who co hosted the tele vi
sion show Mutual of Omaha’s Wild Kingdom in the 1970s – founded RAM after 
exper i en cing the isol a tion from medical care of the Wapishana indi gen ous people 
in Guyana. Since then RAM has expan ded, as Brock explains, to provide care ‘to 
thou sands around the world in similar condi tions. In other words, there are 
Wapishanas every where.’ Based in Knoxville, Tennessee, RAM go where they 
are invited. In the early 1990s they began to receive invit a tions from neigh bour ing 
counties after getting local press cover age for their inter na tional work. As word 
spread, the demand for their services began to over whelm their occa sional clinics. 
Consequentially, RAM’s mission includes regular monthly clinics in the USA, 
surpass ing 60 per cent of their ‘exped i tions’ (Brock and Wilson, 2011; Whitney, 
2009; Goodman, 2009; Remote Area Medical, 2015). Initially focused on rural 
Appalachia, RAM could no longer ignore the medical ‘isol a tion’ of large 
segments of the popu la tion across the entire country. For RAM, North/South 
binar ies and inter na tional devel op ment narrat ives did not constrict what isol a tion 
from health meant.

We argue that with this geographic shift back to the USA, RAM effect ively 
changed the defin i tion of ‘remote’. Here, then, remote becomes rela tional and is 
no longer limited to phys ical distance between two posi tions (in the tradi tion of 
the core–peri phery paradigm of inter na tional devel op ment). Rather than a static 
geography, remote should be seen as a fluc tu at ing rela tion ship of support from 
care workers and access to resources, includ ing live li hoods, food, water and other 
neces sit ies for survival. Remote here means prox im ity and access to capital, both 
phys ic ally and socially. Thus, many resid ents of New York City, the centre of 
global capital, can find them selves remote from health, even if they can see a 
hospital from their front stoop. These resid ents become isol ated from health 
services through such factors as finances, employ ment, housing and navig at ing 
govern ment bureau cracy. For RAM, the defin i tion of isol a tion and remote ness is 
rooted in human suffer ing, pain and need. This stretches our under stand ing of 
space and distance, and high lights the stark segreg a tion that exists even in wealthy 
cities. Patients and the volun teers of RAM exper i ence a form of ‘global health’ 
through intim ate and embod ied rela tion ships of care work (Pratt and Rosner, 
2012; Mountz and Hyndman, 2006). Remote thus refers to attain ab il ity rather 
than simply prox im ity, making inher ently polit ical the spatial analyses of health
care access.

We propose situ at ing health in care work, the suffer ing of bodies and struc tural 
inequal it ies. While the meaning of health has long been debated, espe cially within 
the subdis cip lines of health and medical geography (Brown et al., 2009; Dyck, 
2003; Greenhough, 2011; Kearns and Moon, 2002; Sparke, 2014), others have 
argued that health, as a term, is increas ingly a concep tual block, some thing to be 
worked against (Metzl and Kirkland, 2010). To bypass this obstruc tion the philo
spher and histor ian of science Georges Canguilhem in The Normal and The 
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Pathological helps by revers ing the category of health. Canguilhem (1989: 148; 
see also Philo, 2007) writes, ‘Health is a set of secur it ies and assur ances . . . secur
it ies in the present, assur ances for the future. . . . To be in good health means 
being able to fall sick and recover, it is a biolo gical luxury.’ This reversal suggests 
that health is not some a priori pure state of bodily integ rity. Disease is not intro
duced into purity; rather, disease reduces one’s toler ance to ongoing envir on
mental and biolo gical processes. From this perspect ive, then, disease can be 
framed as the whit tling away of struc tures of biolo gical and social support. 
Translated into the language of RAM: disease is suffer ing. A life of luxury (or 
health) is the abso lute reduc tion of suffer ing suppor ted by either priv ilege or 
collect ive social form a tions (such as national health care, insur ance or polit ical 
mobil isa tion). Global health’s fixa tion on places such as Liberia as ‘patho lo gical’ 
implies that the USA is ‘normal’, and this hinders explan a tions about how these 
geograph ies are produced and where people in need are located. Accordingly, the 
Global North is not inher ently healthy and coun tries in the Global South are not 
inher ently sick or ‘failed’ health states. Instead, priv ileges accrue for some while 
support is dimin ished for others, or impeded through histor ies of capit al ism, colo
ni al ism, imper i al ism, racism and patri archy. To counter this dimin ish ment, Jenna 
Loyd gives a very partic u lar formu la tion of health in her book Health Rights are 
Civil Rights. She envi sions health as ‘indi vidual and collect ive bodily self determ
in a tion’ (Loyd, 2014: 2, emphasis added). This version also avoids the ‘normal 
and patho lo gical’ binary that limits the imagin a tions of doctors, experts and 
policy makers. Health must be a neces sar ily polit ical defin i tion for Loyd, even 
prefig ur at ively polit ical. Combining indi vidual polit ics with collect ive social 
form a tions, Loyd crucially focuses on bodies – both singu lar and collect ive – 
through every day polit ics and every day life. Put together, health is not about 
achiev ing a posi tion of priv ilege (luxury), but depends on polit ics, advocacy and 
social justice (self determ in a tion). Finally, a polit ical health project does not stop 
at the body or a medical proced ure, but starts, in the words of RAM, to ‘gener ate 
a people’s move ment’ for ‘community trans form a tion’.

This formu la tion of heath contex tu al ises RAM’s work of deliv er ing assist ance 
to those in need. RAM’s motto is ‘Stop Pain, End Suffering’. By start ing with 
pain and suffer ing, RAM recasts health as a lived exper i ence rather than produ
cing pure bodies by way of tech no lo gical and phar ma ceut ical fixes. RAM shifts 
the debate away from defin ing what health is to think about what health work 
does: the work of stop ping and ending. Our emphasis on health work is echoed by 
recent calls in geography (Connell and WaltonRoberts, 2015; Andrews and 
Evans, 2008); yet we follow RAM by putting suffer ing before the medical profes
sion. Similarly, anthro po lo gists Biehl and Petryna in their intro duc tion to When 
People Come First (2013a: 4) suggest that ‘disease is never just one thing, tech
no logy deliv ery does not trans late into patient care’ and ask a ques tion relev ant to 
RAM’s work: ‘By what traject or ies and means do the people who desper ately 
need care access it (or fail to access it)?’ To help answer this ques tion, we suggest 
think ing of global health along a spec trum. The right side of the spec trum is 
domin ated by magic bullets (drug devel op ment, biomed ical research, logist ics, 
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manage ment consult ants) and the left side builds upon collect ive self determ in a
tion (polit ical organ ising, care work and the every day struggles of survival). We 
suggest that global health needs to lean more to the left, and pay atten tion to the 
workers and patients in the multiple geograph ies where suffer ing exists.

Global health or uneven burdens?
According to Brown and colleagues’ history (2006: 63), global health emerged in 
the 1990s as a discourse that evoked inter gov ern mental affairs, inter na tional rela
tions and univer sal rights, while at the same time the term was dismissed as ‘mean
ing less jargon’ by some leaders in the field. Global health combines contra dict ory 
programmes and aban doned paradigms (such as trop ical medi cine, primary health
care and inter na tional health) that was guided for a time by the World Health 
Organisation (Brown et al., 2006; see also Garret, 2013); however, there is currently 
no single coordin at ing agency. Global health is now a patch work of inter na tional 
agen cies and organ isa tions illfitted for dealing with global health concerns. The 
name is mislead ing, since, as we argue, the global does not mean healing the entire 
global popu la tion. For critics, global health was a re artic u la tion of the colo nial 
efforts of the International Sanitary Conferences of the nine teenth century (Brown, 
2011; see also Arnold, 1993) that locked in the rela tion ship of know ledge and 
resources moving from Global North to South in order to reduce the global burden 
of disease, most recently HIV/AIDS, malaria and tuber cu losis (Ingram, 2009; 
Koplan et al., 2009). Therefore global health cannot be disen tangled from colo ni
al ism and imper i al ism, and any new formu la tion and geopol it ical encounter is read 
through that history. For Lakoff (2010: 59), there are ‘two contem por ary regimes 
for envi sion ing and inter ven ing in the field of global health: global health secur ity 
and human it arian biomedi cine . . . [and] each envi sion a form of social life that 
requires the fulfil ment of an innov at ive tech no lo gical project’. This tech no lo gical 
project has been profoundly shaped by phil an thro capit al ism (McGoey, 2012, 
2014; McGoey et al., 2011), as the Bill and Melinda Gates Foundation domin ates 
the land scapes of funding and drug devel op ment. Global health is locked into 
biomed ical and geopol it ical registers. Expertise fixates upon how diseases affect 
multiple coun tries and solu tions arise from biomed ical innov a tions (Koplan et al., 
2009; Bozorgmehr, 2010). While global health cannot exist outside markets and 
states, we chose to look else where, away from the global health complex and its 
blind obses sion over phar ma ceut ical solu tions. The danger is in taking these global 
health geograph ies and solu tions for granted, and conced ing our imagin a tions to 
the likes of Bill Gates who envi sion entre pren eurs as the true healers.

In response, we suggest focus ing on the care work happen ing in ‘other’ places. 
In critiquing global health’s fixa tion on the Global South, Meyers and Hunt (2014) 
propose that there is the ‘other global South’ found in disin ves ted communit ies 
like Detroit with aban doned hospit als and suffer ing people. They do not suggest 
that we must compare and contrast the needs of places like Detroit and Dhaka 
since that hinders our under stand ing of who is included and excluded from global 
health. We support Meyer and Hunt’s critiques of global health’s over de termined 
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devel op ment paradigm; however, why re inscribe this North–South geographic 
binary? We suggest drop ping the ‘South’ and instead we ask: Where are all the 
‘other’ spaces of global health? This refo cuses atten tion on more spatially varie
gated ques tions about who is injured and where they are suffer ing. Meyers and 
Hunt (2014: 1921) explain:

Illness is but one injury. If entangled with other forms or situ ations of lack 
and insult, injury may be hard to quantify but even harder to ignore. . . . a 
focus on specific forms of harm and their consequences is a valu able analytic 
start ing point for broad en ing discus sions and prac tices of global health.

Suffering, injury and pain are also where RAM start their work. Each indi vidual 
injury requires collect ive responses. The point is that injur ies are unevenly 
produced and the burdens of care are unevenly carried. To declare that there are 
pockets of the ‘third world’ in the USA is an import ant rhet or ical manoeuvre; 
however, the harder work is to care for those inflic ted by the consequences of the 
struc tural inequit ies that produce these ‘other’ spaces. Franz Fanon says that ‘[in 
medi cine] there is always an oppos i tion of exclus ive worlds, a contra dict ory inter
ac tion of differ ent tech niques, a vehe ment confront a tion of values’ (in Meyers 
and Hunt, 2014: 1922). The remote ness of the ‘other’ global health means getting 
close to the inher ent contra dic tions in care work’s embod ied inter ac tions. The 
polit ical point is to dismantle these asym met ries and processes of exclu sion, not 
merely plot the geographic coordin ates of the wretched places of the earth.

Our argu ment here is not to suggest that global health insti tu tions, in partic u lar 
funding and projects emer ging from the USA, only engage with domestic health 
prob lems. We believe that it is more product ive to start by examin ing, follow ing 
Chouinard (2013), how injury, impair ment and disab il ity is produced and embod ied 
in the context of a global capit al ist order. She suggests that there is ‘a partic u lar 
corpor eal class order’ that constructs ‘able’ bodies as normal, exalted and valued, 
and disabled bodies as abnor mal, abject and deval ued. RAM’s work in the USA 
demon strates how this ‘corpor eal class system that orders and regu lates bodies’ is 
inter na tional in scope, yet ‘geograph ic ally uneven in its outcomes’ (Chouinard, 
2013: 342). These uneven burdens weigh more heavily on bodies in the Global 
South and the ‘other Global South’, along with those who take care of them.

David Harvey’s work is helpful in focus ing on how these burdens and priv
ileges are unevenly produced. Indeed, as he writes,

[T]he uneven geograph ical devel op ment of social infra struc tures is, in the 
final analysis, repro duced through the circu la tion of capital. . . . The social 
geography which evolves is not, however, a mere mirror reflec tion of capital’s 
needs, but the locus of power ful and poten tially disrupt ive contra dic tions.

(Harvey, 2006: 401)

The vast array of global health insti tu tions – from the WHO to the Gates 
Foundation to RAM – illus trate how these social infra struc tures of health do  



182  P. Jackson and C. Henry

not work as a coher ent whole but attempt to mitig ate the consequences of  
uneven devel op ment. Contradictions can there fore be pulled apart in the differ
ences: between private health and public health; paid and unpaid care work; that 
injury and illness exists surroun ded by wealth. For example, while RAM has a 
similar mission to MSF, RAM’s tempor ary and pop up clinic deliv ery system 
does not even provide basic needs (food, water, shelter) nor, accord ing to Redfield’s 
(2013: 18) notion of minimal biopol it ics, does it provide ‘contem por ary func tions 
of govern ing, if on a minimal, imme di ate scale’. Global health then is not some
thing to be optim ised and perfec ted; instead it is a partic u lar geographic formu la
tion among many that embod ies the contra dic tions of capital at this partic u lar time.

These contra dic tions are not new. In the late 1960s and 1970s, polit ics, social 
justice and calls for struc tural trans form a tion through health rose to the surface 
within inter na tional organ isa tions like the WHO. According to Cueto’s history, 
primary health care emerged as a response to the over em phasis in the 1950s on: 
vertical inter na tional health programmes; elitism within the medical profes sion; 
and the obses sion with disease oriented tech no lo gies (Cueto, 2004, 2005). 
Promoted by many of the decol on ising nations of that era, primary health care was 
groun ded in social justice and calls for ‘Healthcare for All by 2000’. As Cueto 
(2004: 1871) says, ‘In its more radical version, primary health care was an adjunct 
to social revolu tion’. However, almost imme di ately this inter na tional move ment 
was eroded and supplanted with a turn to ‘select ive’ primary health care that 
focused on metrics and deliv er ables (what WHO offi cial Kenneth Newell called 
a ‘counter revolu tion’). Primary health care became mired in the struggle of two 
compet ing visions of how to achieve health: utopian versus prag matic. In the 
Global South, primary health care contin ues through organ isa tions like Partners in 
Health (Farmer et al., 2006) while in the Global North it is about optim ising 
services and access in the health sector (Crooks and Andrews, 2009) or invoked 
for calls for increased funding for community clinics (Brock, 2014). The disman
tle ment of a justice based primary health care coin cided with the rise of neolib er
al ism of the 1980s and the roll back of state services, along with dein dus tri al isa tion 
through out the USA. Stan Brock and RAM, it may be argued, is a continu ation 
of that original social justice based primary health care move ment. As the global 
utopian dreams began falling apart, he put a dentist’s chair in the back of his 
pick up truck and began to do the work, quietly and without fanfare. Rather than 
focus ing on funding or metrics, Brock focused on where people were in pain and 
needed glasses. Although not neces sar ily a model of effi ciency or effic acy, we 
argue that Brock’s efforts repres ent a rethink ing of global health centred on need. 
He asked the geographic ques tion: Where is the need? We follow Brock to focus 
on social repro duc tion and put care work as the found a tion of the ‘other’ global 
health: a return to those utopian roots of the primary health care lineage.

The case of RAM
Stan Brock’s oft repeated origin story of RAM is groun ded in a rethink ing of 
time and space, along with a reck on ing with distance. As he tells it, Brock was in 
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Guyana in the 1950s working with the Wapishana community on large cattle 
oper a tions (he says he ‘became a cowboy in a place where all the cowboys were 
Indians’). He was injured and was told that the nearest doctor was 26 days away 
on foot. Later, when telling this story to the astro naut Ed Mitchell, the astro naut’s 
response was: ‘Gosh, I was on the moon and I was only three days away from the 
nearest doctor.’2 This contra dic tion drove Brock to bring doctors ‘closer’ to those 
in need. For Brock, the distance of the 26day walk in Guyana hid more than it 
revealed. That Guyana was effect ively more remote than the moon in terms of 
access to health care demon strates how distance is not merely a geographic 
category but is also recon figured through invest ment, funding and prior it ies. The 
body of an astro naut marshals more atten tion and support than a single mother in 
Appalachia. RAM does not focus on epidem ics, bed nets or clean water, but on 
bodies suffer ing or in pain. Accordingly, their primary services are general 
medical services; dental (clean ings, fillings, extrac tions); vision (dilated eye 
exam in a tions, testing for glauc oma, testing for diabetic retino pathy, glasses made 
on site); preven tion (breast exam in a tions, diabetes screen ing, phys ic als, women’s 
health); and educa tion (resources and inform a tion provided through out service 
areas). RAM’s work is there fore more akin to triage than to public health or 
health promo tion.

Remoteness has taken on a new meaning over the past 30 years, as speed of 
travel and logist ical infra struc tures have only increased the time–space compres
sion. This myth of a ‘small world’ of imme di ate connec tions has led to the 
assump tion that nothing is remote anymore. However, new tech no lo gical devel
op ments have not completely anni hil ated the spaces of injury or sick ness. RAM 
has actu ally witnessed a growing demand for their services by large segments of 
the US popu la tion. Starting with a pick up truck and one dentist’s chair driving 
around the Amazon, RAM has expan ded slowly with more equip ment and more 
volun teers. Using similar methods of setting up mobile clinics in remote areas in 
foreign coun tries, RAM creates tempor ary spaces of care in stadi ums, conven
tions centres, schools and airports through out the USA. With more than 600 
‘exped i tions’ after 30 years of work, RAM remains a char it able, no cost and all 
volun teer organ isa tion. RAM has also received very little corpor ate support; by 
2009 they only had one or two corpor ate donors. Brock says he would love fuel 
dona tions from an oil company because that is their biggest cost (Goodman, 
2009).

Brock sets the tone of RAM and his pres ence is fairly incon gru ous: an elderly, 
yet fit, charis matic British man in a beige flight suit who is ‘on exped i tion’ in the 
rural moun tains of Appalachia. Brock, now in his late seven ties, ‘has no money 
and no posses sions and subsists mainly on the oatmeal and fruit given to him by 
friends. He often sleeps on the floor’ (Whitney, 2009). The other senior members 
of RAM also wear flight suits that give a milit ary tenor to their calling as a 
‘Volunteer Corps’. Yet RAM is merely the spark around which gather a wide 
ranging assort ment of local volun teers, includ ing doctors, nurses, church groups, 
Lions Clubs, dental/medical schools and state level service providers, along with 
indi vidual volun teers through out the region who have heard about these clinics 
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and want to help in any way they can. RAM is not reli gious, yet many who volun
teer embody Christianity through prayer, and the call to be a Good Samaritan. 
RAM has started to become media savvy; however, this may not be by design but 
rather as a response to the inter mit tent national media atten tion their work has 
received. While RAM wants to run more clinics, there is no indic a tion that they 
want to ‘scale up’ their organ isa tion. By focus ing on suffer ing, RAM’s care work 
remains hori zontal, diffuse and local ised. The pop up nature of their clinics relies 
almost entirely on volun teer labour that divides the care work accord ing to tasks: 
parking and camping provi sion, intake and data collec tion, emer gency and 
special ised medical services, cooking for the volun teers, and even basic patient 
navig a tion around the chaotic clinics. The volun teers do the same task all day long 
(either pulling teeth, enter ing data or helping patients find their queues). Secondary 
volun teer services are also pop up, but are entirely depend ent on specific volun
teers that might give away free cloth ing, massages or coun selling, along with 
lunches and snacks for those waiting in line. RAM relies on volun teers to provide 
‘no cost health care’; however, the price comes in the form of disar ray, inher ent to 
an organ isa tion that flies by the seat of its pants. While chaotic and the work repet
it ive, volun teers witness lines upon lines of suffer ing patients over the entire 
weekend, along with many more who are turned away.

At each clinic, many attendees drive long distances and wait for days for the 
chance to receive basic health services. RAM is not the only free health clinic in 
the USA. A 2010 survey found 1007 clinics that serve and do not charge 1.8 
million people, account ing for 3.5 million medical and dental visits. Of that 
number, 58.7 per cent receive no govern ment funding (Darnell, 2010). What 
distin guishes RAM is their prac tice of setting up tempor ary clinics. Both the care 
workers and the patients require mobil ity. Need and service provi sion, there fore, 
are not anchored in place. Rather, these pop up clinics are simul tan eously spatially 
specific while also dynamic, fluid and move able. RAM seizes on this aspect of 
their work saying:

The health care crisis in America has reached a point where people are 
becom ing ‘weekend refugees’ to simply get basic medical atten tion. At any 
given RAM Clinic you will find those so desper ate that they sleep for days in 
their car with their entire family in all kinds of condi tions to find help.

(Remote Area Medical, 2014b: 36)

By refram ing their patients as geopol it ic ally displaced popu la tions due to war and 
famine, RAM’s impli cit polit ical critique turns the USA into a ‘failed state’, but 
only for some.

We are suggest ing that putting the patients and volun teers of RAM at the centre 
of global health ques tions how health gaps between popu la tions become natur al
ised and how vulner ab il ity for some becomes subsumed into a univer sal condi
tion. The ‘other’ global health disrupts the North–South binar ies and imagin a tions 
that dictate the terrain of care provi sion. Brown and Moon (2012) have ques tioned 
the call around ‘closing the gap’ in global health, along with the struggle to create 
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a bridge across health dispar it ies. However, we emphas ise how these gaps are 
produced for partic u lar people in partic u lar places through remote ness. Gaps are 
not merely inequit able or inef fi cient access to resources, but how people and 
communit ies become displaced, dispos sessed and distanced from neces sary care. 
For those waiting in line for days at a RAM clinic, pulling a rotten tooth does not 
make the gap disap pear because health gaps are deeply inter twined with job and 
care gaps, to say nothing of class, gender and race. RAM attendees are vulner
able, but this precari ous ness is partic u lar to each person. While the head of the 
WHO claims that ‘vulner ab il ity is univer sal’, Brown (2011) shows how this 
under stand ing of vulner ab il ity is confined to a longer history of fears of pandem ics. 
This version of vulner ab il ity fixates on the speed of disease trans mis sion and 
predic tions of the ‘coming plague’. To counter this fixa tion on the speed of 
outbreaks, we suggest focus ing on how slow viol ence (Nixon, 2011) and slow 
death (Berlant, 2007) contrib ute to isol a tion. In the ‘other’ global health that starts 
from suffer ing and injury, vulner ab il ity shifts from nebu lous predic tion to lived 
exper i ence. For RAM attendees, a vulner able life changes when a person loses 
their job or receives a set of free eyeglasses.

Supplies and demands: health, care and social repro duc tion
The differ ent ways in which people and communit ies are made remote – geograph
ic ally, but also socially and econom ic ally – are glossed over by global health’s 
devel op ment and geopol it ical paradigms. People become remote in terms of their 
distance from capital, along with the power, agency and health that priv ilege 
affords. Everyday suffer ing becomes invis ible when analyses of global health 
become stuck at the scale of the nation state and focused on geopol it ical rela tions. 
In other words, the devel op ment paradigm of global health obscures need. Care, 
by contrast, is neces sar ily groun ded in the inter ac tions among people. Care must 
happen with or on bodies in need, at the scale of the body. Workers and patients 
can move, but the need is situ ated in the body and bodies become isol ated. 
However, these are not perman ent desig na tions. Care and need consti tute a 
dynamic geography of remote ness and prox im ity to capital. So, while suffer ing 
embod ies isol a tion, care work brings the remote ness of pain ‘closer’ to collect ive 
social form a tions based on redis trib uted surpluses of labour and capital. The 
defin ing ques tions of the ‘other’ global health are: Who does the work of care, and 
how is the care organ ised?

Health needs and care defi cits

The growing demand for RAM’s services illus trates the care defi cits that punc
tu ate the uneven geograph ies of the USA. A care deficit refers to the lack of care 
provi sion ing avail able in a society (Raghuram, 2012; Hochschild, 2000). This 
includes both paid and unpaid care workers – from parents to domestic workers to 
nurses and doctors. Structures of caring, such as a health care system, may be inad
equate for meeting the health needs of the popu la tion; thus emerges a struc tural 
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care deficit that can be national and global (Aiken, 2007; Raghuram et al., 2009; 
Ross et al., 2005). As the US popu la tion ages, more people will need long term 
and end oflife care, yet the system is too small, under resourced and under 
staffed to meet the growing health needs in the coming decades (Guo and Castillo, 
2012; Poo, 2015). The health care system overall is in deficit, with large and small 
pockets across the country deep in the red. Volunteer groups like RAM attempt 
to push this deficit into the black. Global health does little to help us under stand 
this shift ing labour geography and how it is produced.

Care defi cits and defi cits of care workers are connec ted. If there are no  
workers to provide care, along with no insti tu tions or struc tures, then the work of 
provid ing health becomes diffi cult or, in our words, increas ingly remote. 
Therefore, when we consider need, we must not only consider injury and sick ness 
but also the needs of health care workers. Nursing scholar Mireille Kingma (2006) 
prob lem at ises the ways defi cits or short ages of health care workers are circum
scribed by the discip line of econom ics. Labour short ages should not be limited  
by the simple economic logic of supply and demand. Instead, Kingma shows  
that need:

is a subject ive judg ment about the ideal amount of a product or service that 
should be avail able regard less of the price . . . those who finance health care 
. . . insist that there is no short age in terms of demand, whereas in fact there 
is a short age when one considers need.

(Kingma, 2006: 29)

Kingma’s defin i tion of short age determ ined by need analyses care work from a 
posi tion akin to the ‘other’ global health and the work of RAM: start with injury 
and suffer ing rather than regional, national or global demand based on HR depart
ments’ labour projec tions. Kingma’s approach to labour considers more than 
workers because it incor por ates patients’ (and society’s) need for care and health. 
Understanding the rela tion al ity between care giver and care recip i ent is thus a 
more collect ive under stand ing of health. Applied to our case, RAM seeks out the 
geograph ies of need and brings the care work to where they are needed. This 
formu la tion opens up the rich possib il it ies of collect ive solid ar ity that pays close 
atten tion to the ‘global intim ate’ rela tions of care work on suffer ing bodies (Pratt 
and Rosner, 2012; Mountz and Hyndman, 2006).

The ‘other’ global health should not concede to capital or economic rationales 
on how to define need. Orzeck (2007: 511) reminds us of capital’s constant 
attempts to manip u late needs and at the same time fulfil them. Yet, bodies resist 
this constant manip u la tion. She explains that ‘needs may be remark ably elastic, 
they may vary enorm ously through time and across space, but our bodies can 
never get used to certain types of priva tion and expos ure’. Thus, even though 
funders, finan ci ers and phil an thro capit al ists may attempt to inflate demands or 
minim ise needs, our indi vidual and collect ive bodies have innate limits. If we see 
health as a priv ilege (or a surplus), then the collect ive project is to determ ine 
where needs exist and support those who do the work.
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When atten tion shifts away from economic defin i tions of supply and demand 
and towards collect ive needs, new ‘remote’ areas come into view. Each pop up 
RAM clinic illus trates this need, in the words of Stan Brock:

They cannot afford health care. This leads some of our American famil ies, 
with their chil dren, to sleep in tents and cars, often for over 24 hours, waiting 
for a RAM event to open its door. Blindfolded, you can stick a pin on a map 
of America and wherever it lands, you will find hundreds, if not thou sands of 
sick hurting people in need of care that they cannot obtain.3

By their own numbers, RAM cared for more than 27,500 people in 2014 with the 
labour of 7400 volun teers, with an estim ated total value of US$9 million in free 
care. RAM’s work for the ‘other’ global health is for those who have no choice. 
It is care work for surplus popu la tions: the unem ployed, the marginal, those 
without visas, people who are not eligible for the bene fits of the Affordable Care 
Act. RAM cares for the precari ous worker, the temp and the unem ployed, the 
discour aged, those with chronic pain, those on disab il ity, even those full time 
workers who cannot afford to pay the dentist. Nowadays, it is not just the factory 
that wears down the body, but the ongoing neglect of every day life. These clinics 
are a version of Biehl’s (2005: 137) Vita, a space of social aban don ment and a 
social destiny in land scapes where ‘social death and select ive life exten sion 
coexist’. And yet this is not a story of aban don ment because volun teers give their 
time and do the work, facing those people against whom capital and the state has 
turned its back. RAM’s pop up clinics throw into sharp relief the demands of the 
suffer ing in the USA and the volun teers who supply the care. Pulling teeth in the 
middle of a NASCAR racetrack reveals the incon gru ous state of the health care 
system in the USA.

RAM’s clinics illus trate how care defi cits happen even in very healthy ‘rich’ 
places. The US health care system is rich in terms of tech no logy, know ledge and 
research funding. These product ive aspects of the system are, for the most part, 
well suppor ted. From the devel op ment of new tech no lo gies and phar ma ceut ic als 
to elect ive proced ures to health insur ance, these aspects of the health care system 
are quite robust, gener at ing billions of dollars annu ally. While global health is 
domin ated by phil an thro capit al ism (McGoey, 2014), the work of the ‘other’ 
global health is dismissed, a point that has been repeatedly raised by schol ars of 
social repro duc tion.

Health and social repro duc tion

Social repro duc tion inter rog ates ‘how we live’ (Mitchell et al., 2003: 416) and 
what it takes to repro duce ‘ourselves or others accord ing to our and their desires’ 
(Federici, 2012: 99).We suggest build ing upon the work done by geograph ers of 
social repro duc tion (Bakker and Gill, 2003; Mitchell et al., 2004; Heynen, 2009; 
Heynen et al., 2011; Roberts, 2008) to contrib ute to this ‘other’ global health. 
Introducing social repro duc tion into global health raises the import ant ques tion: 
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Who does the work? Mitchell et al. (2003: 426) say this ques tion has long been 
over looked because social repro duc tion was ‘conduc ted by slaves and their 
descend ants, colo nial and post co lo nial subjects, chil dren, and women’ and that ‘the 
work [was] considered “outside” of produc tion, either unwaged or paid so poorly 
it cannot serve to repro duce the labourer himself or herself’. This work of feeding, 
clean ing and caring is vital because it under pins both house holds and systems of 
produc tion, while it is under val ued or not valued at all. Therefore in this ‘other’ 
global health, volun teers and family members, not entre pren eurs, do the work.

The work of social repro duc tion involves ‘three compon ents: biolo gical repro
duc tion, the repro duc tion of the labour ing popu la tion, and provi sion ing and caring 
needs’ (Strauss, 2013: 182). Health becomes substan ti ated differ ently in each of 
these compon ents, but there are inter lock ing sites of contest a tion and collect ive 
organ ising. Biological repro duc tion requires healthy bodies to carry and deliver 
babies, as well as health care workers to help people deliver those babies. The 
biolo gical also focuses on the ability of the body to repair and heal in rapidly 
chan ging envir on ments that are contoured by poverty, state viol ence and racial
ised geograph ies (Mansfield and Guthman, 2014, Guthman and Mansfield, 2013; 
Sze, 2007; Bullard, 1990). Reproducing the ‘labour ing popu la tion’ requires a 
health care system that can help people lead healthy lives, heal when sick or 
injured, or assist them at the end of their lives. Finally, provi sion ing emphas ises 
how the neces sit ies of survival are organ ised, such as forms of combat ing hunger 
(Heynen, 2006) or educa tion over the rights of women’s bodies. Each of these 
compon ents involves a need that care work supplies.

RAM’s volun teer labour force is a form of social repro duc tion. Their work 
solves imme di ate health prob lems rather than waiting for phar ma ceut ical, tech no
lo gical and biomed ical research and devel op ment. This health care land scape 
leaves many to live with chronic pain and debil ity. Most people cannot pull their 
own teeth, even though many are driven to do so. This social repro duc tion between 
care giver and patient meets every day needs. While this work can be found in 
partic u lar aspects of the current health care system, across the USA, hospit als are 
closing (Henry, 2015) and both inner city and rural facil it ies struggle to fill nurse 
and phys i cian posi tions, as communit ies lose jobs and lack health care services. 
Medicaid – the state based public insur ance option for low income and disabled 
persons – varies from state to state, so that the geography of health insur ance is 
increas ingly uneven (Whitehouse.gov, 2015). Entire states become polit ic ally, 
econom ic ally and socially remote through auster ity programmes that under mine 
welfare, food stamps, public trans port a tion and women’s health services.

For the ‘other’ global health, the work and care workers are part of the indi
vidual and collect ive struggles, successes and mani fest a tions of health. A polit ical 
approach to health fore grounds the organ ising work that goes into supply ing the 
needs of the ‘other’ global health. One of the Foundational Principles of RAM is 
to ‘Generate a People Movement’, saying:

We are strengthened by the dedic a tion of compas sion ate volun teers – they 
are our heroes. We are driven by people who want to bring needed change to 
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communit ies. Remote Area Medical provides those people with the perfect 
oppor tun ity to witness community trans form a tion. This gener ates a people 
move ment made up of dynamic and caring people seeking to change their 
world.

While the volun teer labour of ending pain and suffer ing takes preced ent, the  
polit ical work of organ ising a move ment follows. Federici (2012: 111) explains: 
‘What is needed is the reopen ing of a collect ive struggle over repro duc tion, 
reclaim ing control over the mater ial condi tions of our repro duc tion and creat ing 
new forms of cooper a tion around this work outside of the logic of capital and  
the market.’ Social repro duc tion is an apt lens for this approach because of its 
emphasis on work and work that needs to get done, in this case the labour that 
goes into provid ing health services. RAM’s strategy is an example of cooper a tion 
between volun teers and patients, along with a growing collect ive struggle to  
help others in need. Each tempor ary clinic intro duces a dynamic of local politi
cisa tion that starts to ‘gener ate a people move ment’. Remote Area Medical  
shows that the way to achieve health for indi vidu als depends on collect ive 
organ ising.

Katz’s (2001: 711) classic line that ‘social repro duc tion is the fleshy, messy, 
and inde term in ate stuff of every day life’ implies that the ‘other’ global health 
should start where bodies and work places actu ally lack clear and defined contracts 
and cures. Since RAM’s mandate is not to provide long term insti tu tional 
services, the pop up and nomadic nature of their work provides unique spaces for 
conscious ness raising while ending suffer ing. These are not fixed spaces of care, 
but tempor ary and fleet ing moments. The only constant is the work. RAM is 
doing the fleshy work through their pop up clinics of pulling teeth and screen ing 
eyes. Care work situ ates the ‘other’ global health. RAM emphas ises the mundane, 
every day health needs that (1) people exper i ence every where, and (2) are found
a tional to good health, or as Loyd would say, indi vidual and collect ive bodily 
self determ in a tion. This approach refuses to excep tion al ise health needs and 
seeks a more groun ded analysis of global health justice.

Conclusion: trying to take care of our own
We try to take care of our own, but if we don’t have the means to do that, how are 
we supposed to?

—RAM clinic attendee in Bristol, Tennessee  
(Reichert and Zaman, 2013)

When the category of ‘our own’ is scaled up and applied to general human 
suffer ing, the problem of global health becomes ‘How can we take care of our 
own with limited resources?’ RAM’s answers are not further research and new 
drug devel op ment, but support ing care work to ease bodies in pain. To ground  
the geograph ies of ‘other’ global health, we suggest build ing upon the contri bu
tions of geograph ers of social repro duc tion to focus on how bodies are suffer ing 
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and who does the work in caring for them. Orzeck (2007: 499) working with 
Harvey argues that ‘the body, for Marx, is porous: the dialect ical product of 
worlds without and within’; as a result then, ‘if the body reflects the world it  
must have a mech an ism for absorb ing that world’. The bodies of RAM clinic 
patients reflect the state of health care in the USA. They absorb struc tural inequal
it ies through chronic pain and rotting teeth. The hope of getting a job blurs  
with macular degen er a tion. As a discus sion of health cannot avoid the body, 
Orzeck states (2007: 503): ‘Different types of labour trans form the body in 
differ ent ways. Workers lose limbs, digits, finger nails, eyes; they develop repet
it ive strain injur ies, respir at ory diseases, skin diseases, diseases from expos ure to 
asbes tos, pesti cides, and other hazard ous substances.’ The chronic lack of care 
trans forms the body yet again for the patients of RAM. Bodies absorb the uneven 
geograph ies in specific and varied ways. Yet collect ive responses of care and 
social repro duc tion mediate these worlds without and within – be it in Lagos or 
rural Kentucky. The point is to under stand the dialect ical processes that produce 
bodies and spaces. The ‘other’ global health must start with the body or the injury, 
and then expand beyond suffer ing to under stand how each body is surroun ded by 
a whirl pool of social rela tions, punc tu ated with eddies of race, class and gender 
along with waves of unem ploy ment and state viol ence. As Orzeck contin ues 
(2007: 503): ‘Income, access to health care and educa tion, envir on mental racism, 
etc are all, like occu pa tional injury and disease, factors that shape bodies, and 
frequently in ways that are both dele ter i ous and indelible.’ If bodies are shaped  
by both priv ilege and inequal ity, bodies can be shaped yet again by the care work 
of RAM.

Social repro duc tion and health are embod ied in the rela tion ship between the 
care worker and the patient. Together they can mutu ally consti tute a collect ive 
effort to achieve self determ in a tion. The embod i ment of an indi vidual’s health, 
even if direly remote, can make these concerns, some what conversely, intim ate. It 
is this perpetual intim acy that makes health polit ical. Health is a matter of prox
im ity and remote ness, or, as Orzeck states, how bodies are open to a range of 
dangers and priv ileges. The prac tice of making health a reality for many in the 
‘other’ global health calls for collect ive responses. As Butler (2010: 13–15) 
argues, ‘survival is depend ent on what we might call a social network of hands’. 
RAM is those hands for many. To be ‘alive’ and to be healthy is to be in the hands 
of others. Being depend ent, being impinged upon, and organ ising the social 
network of hands makes the world a little less remote.

Notes
1 This event was written about by Reichert and Zaman (2014). For an excel lent over view 

of the work RAM do we highly recom mend their docu ment ary (Reichert and Zaman, 
2013).

2 This original story is told in many places, includ ing in inter views (Whitney, 2009) and 
the film Remote Area Medical (2013).

3 Brock (2014) said this while testi fy ing in front of Congress on the needs for expan ded 
resources to go to primary care in the USA.
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Introduction
Food and nutri tion have long been viewed as a crit ical issue for human health and 
devel op ment, but, until quite recently, the ‘food problem’ was primar ily framed 
as one of malnu tri tion or hunger and the main concern was ensur ing caloric suffi
ciency. There was, in other words, little or no mention of food in rela tion to 
obesity and chronic disease, be it in the inter na tional health agenda or the global 
food secur ity liter at ure (Reubi et al., 2016). This framing has been increas ingly 
chal lenged over the past few years.

To start with, there has been a growing interest in obesity as a global health 
problem of late (Haddad et al., 2015). This, however, has yet to be adequately 
connec ted to the food secur ity agenda, which drives much of the global policy and 
program ming on food issues. Furthermore, there has been an increased focus on 
the nutri tional aspects of food secur ity, as is evident in the second Sustainable 
Development Goal: ‘end hunger, achieve food secur ity and improved nutri tion 
and promote sustain able agri cul ture.’ But, although nutri tion is increas ingly 
considered as part of food secur ity, this under stand ing of nutri tion remains linked 
to mal or undernutri tion.

Such an under stand ing fails to capture the ways in which food secur ity mani fests 
itself are chan ging. Indeed, in many parts of the Global South, obesity and diet 
related diseases are increas ingly preval ent, although at the same time hunger and 
hunger related diseases continue to be present (Doak et al., 2005). Despite this 
having been acknow ledged by UN agen cies as early as 2003 (WHO/FAO 2003, 
8), the global food and nutri tion policy agenda has not yet shifted its focus to 
acknow ledge the impacts of the nutri tion trans ition, as defined by Popkin (1999). 
As Haddad and colleagues (2015, xxiii) note in the new Global Nutrition Report:

In 2014 we repor ted that out of the proposed 169 SDG targets, nutri tion is 
mentioned in only one; this situ ation has not changed. New SDG docu ment
a tion also shows that over weight and obesity are not mentioned once in the 
entire docu ment, and none of the three imple ment a tion targets to achieve 
SDG 2 (‘End hunger, achieve food secur ity and improved nutri tion, and 
promote sustain able agri cul ture’) mentions nutri tion actions.

11 Eat your greens, buy some chips
Contesting artic u la tions of food and 
food secur ity in chil dren’s lives

Jane Battersby
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This chapter argues that the failure of global actors to adapt to new forms of food 
and nutri tion insec ur ity beyond mal or under nutri tion has led to a set of policy 
and program matic responses that not only fail to address the problem, but may in 
fact exacer bate it. In order to make this point, the chapter exam ines the short com
ings and prob lems asso ci ated with exist ing food and nutri tion policy and program
ming at three differ ent scales. First, it exam ines some of the short com ings and 
inad equa cies of current, domin ant inter na tional discourses and policy models on 
food and nutri tion secur ity. Specifically, it will show how: (1) the framing of food 
and nutri tion insec ur ity by global devel op ment agen cies and national govern
ments has failed to adjust to the chan ging nature of malnu tri tion in the global 
south; (2) the current siloed approaches to address malnu tri tion cannot address the 
systemic nature of the problem; and (3) the way in which private sector actors 
have been able to posi tion them selves as ‘part ners in devel op ment’ and frame  
the devel op ment agenda has hindered attempts to mitig ate food and nutri tion 
insec ur ity.

Second, the chapter will, using the case of South Africa, explore how this 
global agenda and policy models inter act with national policy formu la tion and 
imple ment a tion. This section again high lights short com ings and prob lems with 
the framing at the national scale. Situating the work in South Africa is useful, as 
the country’s popu la tion is vulner able to all three kinds of malnu tri tion as 
described by Gómez et al. (2013): under nour ish ment, micronu tri ent defi cien cies 
and over nutri tion mani fest in over weight and obesity (Shisana et al., 2013). In 
addi tion, South African retail ers and compan ies are playing an import ant role in 
shaping the food systems in the rest of the African contin ent, and so the changes 
evident in the South African food system – and there fore diets – may be viewed 
as projec tions of future African real it ies (see e.g. Thow et al., 2015).

Third, the chapter, drawing on research carried out in Cape Town, explores the 
lived exper i ences of chil dren of the food system to high light the weak nesses of 
exist ing fram ings of the food secur ity problem. Given the focus on child nutri tion 
within the global food and nutri tion secur ity agenda and SDG indic at ors, this 
study of how chil dren actu ally access food and what drives their consump tion 
plays an import ant role in high light ing the weak nesses of assump tions under ly ing 
exist ing approaches. The data presen ted do not origin ate from conven tional case 
studies. Instead they have their genesis in a series of projects and field work reflec
tions on work conduc ted under the auspices of the African Food Security Urban 
Network (AFSUN) in Cape Town and earlier work conduc ted on educa tion 
funded by the Oppenheimer Foundation.

The chapter high lights the gaps in current approaches to address food and nutri
tion insec ur ity, and argues that food is best under stood as a social and economic 
prac tice which people use to ‘plug’ under ly ing gaps in local economic, spatial and 
social systems. It there fore concludes that food policy cannot be effect ive if it 
does not consider the inter ac tions of multiple processes and domains in shaping 
consump tion and devel op ing inter sectoral policies. The chapter argues that there 
is a need to shift the food and nutri tion secur ity agenda towards greater consid er
a tion of the health implic a tions of the current food system’s trans form a tion 
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traject or ies. This call for re calib ra tion provides greater scope for connec tion 
between global health research and food secur ity research.

The chan ging face of food and nutri tion insec ur ity
Within the Global South, the nutri tion chal lenge has largely been framed as one 
of hunger and acute malnu tri tion (see e.g. the first MDG, the second SDG and the 
FAO’s State of Food Insecurity in the World series). This is often contras ted with 
the high levels of obesity and over weight in the Global North to make a polit ical 
point about inequal ity and waste in the food system (Patel, 2008). However, it is 
increas ingly appar ent that this dicho tomy of one billion hungry and one billion 
obese (Gustafson, n.d.) is a gross over simpli fic a tion and that the nature of malnu
tri tion in the Global South is chan ging (Popkin et al., 2012). A joint WHO/FAO 
report noted in 2003 that, ‘Given the rapid ity with which tradi tional diets and life
styles are chan ging in many devel op ing coun tries, it is not surpris ing that food 
insec ur ity and under nu tri tion persist in the same coun tries where chronic diseases 
are emer ging as a major epidemic (WHO/’FAO. 2003, 8). It is common to have 
both obesity and malnu tri tion present in the same house hold, and even in the same 
indi vidu als (Doak et al., 2005). Households in the Global South now exper i ence 
the double burden of disease, affected both by tradi tional diseases of poverty and 
diseases of afflu ence, includ ing diabetes, hyper ten sion and other diet related 
diseases.

A number of studies have high lighted the dramatic rise of obesity rates glob
ally, partic u larly in the Global South. Obesity rates before the 1980s were gener
ally below 10 per cent, but, since then, rates have doubled and even tripled in 
many coun tries (Cecchini et al., 2010, 1778). Ng and colleagues’ (2014) review 
of 1749 surveys, studies and reports found that increases in obesity in developed 
coun tries had atten u ated in the past decade, but that obesity rates in devel op ing 
coun tries, where almost two thirds of the world’s obese popu la tion live, continue 
to increase (Ng et al., 2014, 777). It was estim ated that in 2010 over weight and 
obesity caused 3.4 million deaths, 3.9 per cent of life lost, and 3.8 per cent of 
disab il ity adjus ted life years (DALYs) world wide (Lim et al., 2012 in Ng et al., 
2014, 767).

South Africa typi fies this chan ging food and nutri tion insec ur ity profile. The 
most recent large scale national assess ment of food secur ity, the South African 
National Health and Nutrition Examination Survey (SANHANES) using the 
Community Childhood Hunger Identification Project index (CCHIP) found that 
only 45.6 per cent of South Africans could be clas si fied as food secure while the 
other 28.3 per cent were at risk of hunger and 26 per cent actu ally exper i enced 
hunger (Shisana et al., 2013). The SANHANES report compared other large 
scale data sets and found that although levels of food secur ity had improved since 
the 1990s, these levels had plat eaued, suggest ing persist ent moder ate and severe 
food insec ur ity.

However, as else where, this data obscures a chan ging malnu tri tion profile. 
Although food insec ure house holds continue to be malnour ished in terms of 
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essen tial nutri ents for health and devel op ment, they are also now char ac ter ised by 
increas ing obesity. National surveys have found obesity rates of over 50 per cent 
for women and 30 per cent for men (Shisana et al., 2013). The SANHANES 
survey found obesity and over weight in chil dren to be most preval ent in urban 
areas. The SANHANES figures were compared to the 2006 Health of the Nation 
Study, and it was found that levels of both over weight and obesity within chil dren 
had increased signi fic antly over the seven years in ques tion (Shisana et al., 2013, 
209). There is increased pres ence of diseases asso ci ated with obesity: coron ary 
heart disease, diabetes mellitus and hyper ten sion.

There are many contrib ut ing factors to this global and local rise in obesity, 
includ ing life style changes and foetal nutri tion, with early nutri tional defi cits 
followed by later excesses (Popkin et al., 2012, 6–7). However, the most appar ent 
shifts are the increased food energy supply and the glob al isa tion of food supply, 
increas ing the avail ab il ity of obeso genic ultra processed foods (Vandevijvere 
et al., 2015, 446). While earlier work on nutri tion trans ition iden ti fied changes in 
consump tion as being driven in part by increased dispos able income in devel
op ing coun tries (Popkin, 1999, 2003), more recent work has high lighted the fact 
that it is lower income house holds who are most exposed to foods that are high in 
energy but nutri tion ally comprom ised. Wealthier house holds are equally exposed 
to these foods, but are able to afford to buy higher quality foods. Wiggin and 
Keats’ (2015) analysis of food pricing in Brazil, China, Mexico and Korea found 
that fruit and veget able prices had risen by 55 to 91 per cent between 1990 and 
2012, but that the prices of four of the six processed foods tracked had shown 
price falls since 1990. In South Africa, a study of the avail ab il ity and cost of 
health ier food choices of commonly consumed foods found that the cost of 
health ier options was always more expens ive than the ‘normal’ option. The price 
differ ences ranged from 11 per cent (high fat vs. low fat minced beef) to 58 per 
cent (brick margar ine vs. low fat margar ine) (Temple et al., 2006, 2011). Otero 
and colleagues (2015) argue that this food inequal ity must be under stood as part 
of a wider polit ical economy of food, which is char ac ter ised by trade liber al isa
tion and other state and supra state regu lat ory struc tures and legal frame works 
that favour large corpor a tions, such as the food processors and agribusi ness 
multina tion als. They term the result ant preval ence of highly processed, nutri ent 
poor foods the ‘neolib eral diet’.

Policy responses to obesity often focus on nutri tion educa tion to help  
consumers make better choices. These efforts have largely ignored the systemic 
drivers of food choice; as Drewnowski and Darmon (2005, 266S) ask: ‘Does  
the obesity problem lie with fast food outlets and vending machines, or are  
there broader social issues that have to do with the falling value of the minimum 
wage, the lack of health and family bene fits, and declin ing neigh bour hood 
resources?’ In the North American and British context, the ques tion of phys ical 
and economic access ib il ity of healthy and less healthy foods has gained consid er
able trac tion through research on food deserts (see e.g. Shaw, 2006; Cannuscio 
et al., 2010). The complex rela tion ships between space, retail and food choice 
in South Africa are described in Battersby and Peyton (2014), who chal lenge  
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the logic of super mar ket expan sion neces sar ily having food secur ity bene fits for 
the poor.

The nutri tion trans ition and food desert liter at ures suggest that food insec ur ity 
and poor diet cannot be addressed by poverty alle vi ation strategies and nutri tion 
educa tion programmes alone. Both food insec ur ity and poor diet need to be under
stood in the context of the wider food system and related spatial systems, and in 
the way food connects to wider spatial, economic and social prac tices. However, 
as the Foresight Report on Obesity in the United Kingdom notes, although the 
complex ity and inter re la tion ships of the obesity system ‘make a compel ling case 
for the futil ity of isol ated initi at ives. . . . There are, as yet, no concer ted strategies 
or policy models that adequately address the problem (Butland et al., 2007, 10). It 
is evident that despite this acknow ledge ment, little progress has been made glob
ally (Popkin and Bellagio Meeting Group, 2013, Roberto et al., 2015).

Problems of global food and nutri tion secur ity discourses 
and policies
Current, global approaches to food and nutri tion fail to adequately address these 
new food and nutri tion real it ies, and may in fact exacer bate the trend towards 
obesity and diseases of diet. There are three main reasons for this failure, which 
this section explores in turn: outdated diagnosis of the problem, short term 
oriented and discon nec ted responses, and an uncrit ical approach to the private 
sector’s role in the food system.

Old diagnoses for new diseases

Approaches to food and nutri tion insec ur ity continue to consider hunger and 
hunger based malnu tri tion as the main or only problem to be addressed. The 
WHO/FAO argued that the treat ment of under nutri tion and chronic diseases as 
two totally separ ate prob lems has ‘obstruc ted effect ive action to curb the advan
cing epidemic of chronic diseases’ (WHO/FAO, 2003, 9). Despite this being 
acknow ledged over a decade ago, the framing of food and nutri tion secur ity in the 
South remains resol utely focused on hunger and under nutri tion, as evid enced by 
the targets and indic at ors of the new food and nutri tion secur ity SDG. This global 
agenda may be attrib uted to a large degree to the power of the MDGs in shaping 
the global and local responses to devel op ment chal lenges gener ally, and a partic
u lar role in shaping the food response.

One of the reasons for the success of MDGs in shaping the global devel op ment 
agenda was their ability to distil complex chal lenges to a small number of readily 
under stand able targets and indic at ors (Higgins, 2013). The problem is that these 
targets and indic at ors that were meant to serve as proxies for complex social prob
lems have taken on a life of their own and are now used as plan ning targets rather 
than proxies (FukudaParr and Orr, 2014, 147). So, within the MDGs, the global 
food and nutri tion agenda came to be distilled down to MDG Target 1C’s injunction 
to ‘halve the propor tion of people suffer ing from hunger’. This target hollowed out 
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earlier goals to address food and nutri tion, such as those of the 1996 FAO’s World 
Food Summit (WFS) and the 1992 International Conference on Food (ICN) 
(Pogge, 2004). These viewed food and nutri tion insec ur ity as systemic and as 
requir ing approaches that would address the struc tural drivers of food insec ur ity, 
includ ing unem ploy ment, gender inequal ity, unequal access to product ive assets 
and unequal trade (see e.g. FAO, 1996). The condens ing of a wider set of food and 
nutri tion concerns to a single issue – hunger, rather than the quality of food or the 
sustain ab il ity of the food system – has led to the margin al isa tion of debates about 
the polit ical economy of food (McMichael and Schneider, 2011).

Given that the MDGs are set to be replaced by the SDGs, it is worth briefly 
consid er ing whether the SDGs are likely to shift the global discourse and prac tice 
regard ing food and nutri tion insec ur ity. Goal 2 of the SDGs, ‘End hunger, achieve 
food secur ity and improved nutri tion and promote sustain able agri cul ture’, does 
take a broader stance on food and nutri tion secur ity, but still fails to acknow ledge 
the nutri tion chal lenges asso ci ated with the rapid nutri tion trans ition under way in 
the Global South. In the most recent avail able list of proposed indic at ors (dated 12 
June 2015: SDSN, 2015), there is no indic ator address ing obesity as a marker of 
a form of malnu tri tion for Target 2.2; however, earlier lists did (Action Against 
Hunger, 2015; FAO, 2015). This inclu sion and then omis sion suggests that there 
is some appre ci ation of the fact that the problem is not simply scarcity, but that 
this is a minor ity view. This inclu sion and then omis sion may be attrib uted to the 
power ful voices of Big Food protect ing their busi ness interests (see Brownell 
(2012) for previ ous examples of Big Food’s influ ence in the health arena). Goal 3 
seeks to ensure healthy lives and promote well being at all ages. Within this goal 
there is a focus on address ing non commu nic able diseases, with a poten tial focus 
on diet related disease, but it is not clear how the goals inter act. It is likely that the 
problem of over nutri tion will continue to be omitted from the global food and 
nutri tion secur ity agenda.

Indicator- led, siloed approaches

The MDGs played an import ant role in shaping the way in which the problem of 
food and nutri tion secur ity has been under stood (what Porter would term their 
‘know ledge effect’ (Porter, 2012 in FukudaParr and Orr, 2014)). In addi tion, 
they have played an import ant role in shaping the types of policies and programmes 
that have emerged to address the prob lems iden ti fied (what Porter would term 
their ‘governance effect’).

It has been argued that the MDGs lacked a recog nis able theory of change 
(Haddad, 2013), and that their target and indic ator struc ture led to the emer gence 
of short term, quick fix solu tions that were designed to meet the achieve ment of 
partic u lar indic at ors, rather than address ing the broader devel op ment chal lenges 
for which the indic at ors served as proxies (FukudaParr and Orr. 2014).

In the case of food and nutri tion secur ity, the governance effect has been to 
gener ate a set of policy and program matic responses at the global and national 
scales that are based on the ‘twin track’ approach of:
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(a) direct inter ven tions and social invest ments to address the imme di ate 
needs of the poor and hungry (food aid, social safety nets, and so on) and  
(b) devel op ment programmes to enhance the perform ance of the product ive 
sectors (espe cially to promote agri cul ture and rural devel op ment), create 
employ ment and increase the value of assets held by the poor.

(CFS, 2006, 16 in Crush and Frayne, 2011, 529)

This approach neither addresses the systemic issues within the food system nor 
the chan ging nature of malnu tri tion. Within this framing, obesity and other diet 
related diseases are viewed as result ing from poor indi vidual choice making, 
neces sit at ing a focus on nutri tion educa tion.

An uncrit ical approach to the role of the private sector

A consequence of the framing of the problem and the lack of a clear theory of 
change has enabled a number of large, private sector driven inter na tional initi at
ives to posi tion them selves as ‘part ners indevelopment’, working towards ending 
hunger and malnu tri tion. These include the Alliance for a Green Revolution in 
Africa (AGRA), ScalingUp Nutrition (SUN) and the New Alliance for Food 
Security and Nutrition (FukudaParr and Orr, 2014). This has replaced the earlier 
object ive of a systemic approach with a large scale (often unsus tain able) agri cul
ture and nutri tion supple ment a tion approach, which posi tions the private sector as 
‘part ners in devel op ment’.

The relat ive power of the private sector in devel op ing food and nutri tion 
secur ity programmes may be attrib ut able in part to the dereg u la tion and liber al isa
tion of food markets during the 1980s and 1990s (Otero et al., 2015). This liber
al isa tion of food markets was a central compon ent of the Structural Adjustment 
Programmes that trans formed the rela tion ships between the state and private 
sector in the Global South (Briggs and Yeboah, 2001). The relat ive power afforded 
to the private sector and its ability to posi tion itself as a vital contrib utor to the 
global devel op ment agenda has been widely ques tioned (Vandemoortele, 2009). 
Concerns have been raised about the way in which transna tional corpor a tions 
exert pres sure on national govern ment and the negat ive impact they have had on 
the diets of the poor (Moodie et al., 2013).

The uncrit ical embrace of the private sector by major devel op ment agen cies, 
legit im ised by the UN’s favour ing of public–private part ner ships in the deliv ery 
of the SDGs (KiMoon, 2014), has rein forced the misdia gnosis of the food and 
nutri tion secur ity problem and has taken the devel op ment path ways in direc tions 
that will hasten the increase of diet related non commu nic able diseases.

Translating global trends to local real it ies: South Africa
It is essen tial to under stand how these global devel op ment agendas inter act with 
national and local policy formu la tion and imple ment a tion. The study of a situ
ation in a partic u lar country provides a mech an ism to examine the crit ical gaps 
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between the imagined problem and solu tions and the nuanced lived exper i ence of 
the problem.

Following the global lead, in South Africa, food and nutri tion secur ity has 
persist ently been framed as a problem of hunger and under nutri tion, despite clear 
evid ence of nutri tion trans ition in the country. As in the global case, there has 
been a general failure to act upon food and nutri tion secur ity as a systemic chal
lenge and a persist ently siloed approach to gener at ing solu tions. In South Africa 
there are two major policy struc tures in place to address food insec ur ity and 
malnu tri tion: the Integrated Nutrition Programme (INP) and the Integrated Food 
Security Strategy (IFSS).1

The Department of Health’s Integrated Nutrition Programme was designed to 
encour age and support programmes that were integ rated, sustain able and community 
driven. However, while there were attempts within the first iter a tion of the INP 
frame work to have community based nutri tion projects that would encour age 
‘multi sect oral govern ment support to communit ies to “solve” their own nutri tional 
prob lems’ (Labadarios et al., 2005, 102), these were removed from later INP 
object ives. The projects that were trialled were gener ally not success ful, as a result 
of unreal istic object ives and lack of appro pri ate resources. So, while they were 
omitted to encour age better use of limited resources, it has written the local food 
system and food econom ies out of the INP, as resources have been re focused on 
single depart ment, single object ive projects. This absence is a crit ical limit a tion.

While the logic of locat ing an ‘integ rated’ programme within one depart ment is 
clear, it limits the concep tu al isa tion of the nutri tion problem and the kinds of 
responses possible (Chopra et al., 2009). Due in part to this loca tion and the 
program matic focus of the Department of Health, there is an absence of focus on 
the role of the market in shaping nutri tional outcomes.

The same lack of integ ra tion and cross depart mental engage ment has hampered 
the 2002 Integrated Food Security Strategy (IFSS), which was intro duced to 
integ rate previ ously dispar ate food secur ity policies and programmes. Although 
the programme has wide ranging object ives, the actual program matic outcomes 
of the IFSS have been limited and have tended towards produc tion based inter
ven tions, due to its loca tion within the Department of Agriculture (now the 
Department of Agriculture, Forestry and Fisheries). Although hampered by tech
nical and capa city chal lenges (Drimie and Ruysenaar, 2010), even if the IFSS had 
func tioned as inten ded and had achieved cross depart mental integ ra tion, its 
concep tu al isa tion of food insec ur ity as predom in antly rural and hunger based 
would have limited its ability to alle vi ate food insec ur ity.

Further to the INP and IFSS, the Child Support Grant (and other social grants) 
is a programme that may be viewed, indir ectly, as a food secur ity programme 
(Patel et al., 2012). However, viewing the Child Support Grant as a food secur ity 
initi at ive reduces food insec ur ity to being primar ily a problem of insuf fi cient 
income. In addi tion, it assumes that chil dren’s food consump tion is determ ined by 
an adult provider. As will be illus trated in this chapter, this is not the case for 
many chil dren. The Social Grants do not inter act directly with the other food and 
nutri tion program ming.
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Why does this siloed approach persist in South Africa? In part it may be attrib
uted to the current indic ator led devel op ment process that is by neces sity short 
term and results oriented (FukudaParr and Orr, 2014, 154). This approach lends 
itself to single depart ment driven programmes with single object ives. However, 
in South Africa, it is clear that there have been attempts to achieve multi sectoral, 
multi depart mental responses. The failure of these programmes to achieve their 
aims and their rever sion to single depart ment led programmes may be attrib uted 
to the chal lenges of insti tu tional capa city and budget ing processes which make 
cross depart mental program ming diffi cult to sustain (Chopra et al., 2009; Drimie 
and Ruysenaar 2010). This natural tend ency towards working within exist ing 
depart mental struc tures is rein forced by report ing struc tures which focus on 
progress towards specific outcomes – a process rein forced by the current global 
devel op ment agenda.

The relat ively uncrit ical approach towards the private sector within global 
devel op ment prac tice is magni fied in South Africa, where the dereg u la tion of 
markets and liber al isa tion of trade was a delib er ate policy in the 1990s to dismantle 
the apartheid agri cul ture and trade system (Kirsten and Van Zyl, 1996). This has 
been iden ti fied by the Competition Commission as having led to uncom pet it ive 
pricing, which impacts upon the welfare of poorer house holds (Competition 
Commission, 2008). The South African food system is now one of the most 
consol id ated and corpor ate driven in the world (Greenberg, 2010; Igumbor et al., 
2012).

Despite these concerns, both the INP and IFSS have ‘blind spots’ with regard 
to the role of markets in food secur ity and nutri tion, and the possib il ity of inter
ven tions into the struc ture of the market. The state has instead tended to imple
ment only ‘second class’ inter ven tions that seek to mitig ate the negat ive impacts 
of the prevail ing food system, rather than directly enga ging the largely private 
sector driven struc tural prob lems of the food system (Kirsten, 2012). Within the 
South African system, the major produ cers and retail ers have been partic u larly 
effect ive in posi tion ing them selves as modern isers, agents of local economic 
devel op ment, and as provid ing equal access to goods and services histor ic ally 
reserved for whites (Battersby and Peyton, 2014). The state there fore often views 
these actors as core part ners in devel op ment, even disburs ing social grants through 
super mar kets. The unwill ing ness of the state to acknow ledge the role of the 
private sector in gener at ing the condi tions under which food and nutri tion insec
ur ity flour ish funda ment ally hinders efforts to address the problem.

Three sites of food consump tion
Focusing the gaze on the lived exper i ence of chil dren and their geograph ies of 
food consump tion further illus trates and complic ates the limit a tions of the 
domin ant fram ings and approaches to food and nutri tion insec ur ity. The daily 
lives of chil dren in urban areas engage the food envir on ment at multiple points 
which shape their food ways.2 This chapter presents three key food moments for 
chil dren: the school, the journey to and from school, and the home. They high light 
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the multiple ways in which the inten tions of the INP, the IFSS and Child Support 
are comprom ised through the lived exper i ence of chil dren in the food system. 
Food is effect ively a fix to address gaps in the economic, spatial and social system. 
As each site is intro duced, the ways in which present and past non food related 
policy struc tures impact upon food ways is discussed.

The school

The school is a key site for INP inter ven tions, both through the Primary School 
Nutrition Programme and through nutri tion educa tion. There has been research on 
some of the chal lenges asso ci ated with school feeding reach (Poswell and 
Leibbrandt, 2006), nutri tional adequacy (Clacherty et al., 2006) and even 
conflict ing messages on nutri tion commu nic ated to chil dren through the types of 
food they consumed (Child Health Unit, 1997).

While the direct nutri tion programmes have been extens ively researched, what 
is less well under stood is the role of the school as a source of food outside of these 
programmes (Temple et al., 2006). Children obtain food at school from a number 
of sources. These sources are driven largely by the economic contexts of schools 
and, as will be demon strated, the kinds of food sold often provide contra dict ory 
messages to those of nutri tion educa tion and the feeding scheme. If food and 
nutri tion programmes are to be improved, it is essen tial to under stand the 
economic, social and spatial rela tion ships that form chil dren’s food ways.

Within the school envir on ment, the most direct, non program matic source of 
food is the tuck shop, a food retail outlet within the school grounds. Research 
conduc ted in a range of schools in Cape Town found that 69.3 per cent of sampled 
pupils bought food at school on the day prior to their inter view. Of these, 79.7 per 
cent bought this food at the school’s tuck shop (Temple et al., 2006, 254). As will 
be discussed in the section on the journey to and from school, these purchases are 
informed in part by the long jour neys many chil dren under take to school, which 
impacts upon their ability to eat break fast at home or to bring lunches from home. 
However, it is essen tial to under stand the tuck shop in the context of the wider 
economy of the school.

Although basic educa tion receives the largest portion of the national budget, it 
is widely acknow ledged that this funding is not suffi cient to adequately fund 
schools (Lemon and BattersbyLennard, 2009b). The provin cial educa tion depart
ment has a formula by which it calcu lates the number of teach ers per school based 
on enrol ment. These teach ers are then paid by the state. These staffi ng costs 
amount to some 90 per cent of the provin cial educa tion budget (Karlsson, 2002).

From the remain ing 10 per cent, a ‘provin cial alloc a tion’ is alloc ated with 
which schools are meant to meet their oper a tional needs, includ ing main ten ance, 
utility bills, station ery, text books, etc. These provin cial alloc a tions are alloc ated 
on a pro poor basis in an attempt to address histor ical inequit ies in the educa tion 
system. Despite these attempts to pref er en tially fund lower income schools, 
schools still repor ted substan tial funding short falls. Schools there fore employ a 
number of fundrais ing strategies to address their budget short falls, includ ing 
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gener at ing income from the school tuck shop (Lemon and BattersbyLennard, 
2009a, 86). Schools appear to use pupil focused fundrais ing to lever age fee equi
val ents from chil dren at non feepaying schools.

In inter views conduc ted with school prin cipals by the author in 2005, the tuck 
shop was iden ti fied as a consist ent revenue stream for the school. In one school, 
the annual provin cial alloc a tion was R147,0003 per annum and the tuck shop 
brought in R25,000 per annum. This school also gener ated R50,000 from a food 
fair and flea market event and an addi tional R15,000 from an annual market day 
at school in which pupils are encour aged to cook food and bring it into school to 
sell to their class mates. Given the import ance of the tuck shop as a fundraiser, 
schools actively encour aged their pupils to buy from it. In another school the prize 
for an internal school compet i tion was a set of vouch ers for the tuck shop.

While some schools have taken decisions to address the nutri tional quality  
of foods sold in the tuck shop, the major ity of schools sell popular, highly 
processed, high fat, high sugar foods like chips, pies and carbon ated soft drinks 
(Temple et al., 2006; Stupar et al., 2012). The decision on what the tuck shop 
should stock does not rest with the school. The tuck shop, as a non pedago gic 
func tion, is the respons ib il ity of the School Governing Body (SGB), which is 
tasked in the South African Schools Act to ‘take all reas on able meas ures within 
its means to supple ment the resources supplied by the State in order to improve 
the quality of educa tion provided by the school to all learners at the school’ 
(Department of Education, 1996, 26 in Karlsson, 2002, 331). As such, there is no 
oblig a tion on the part of the tuck shop to adhere to nutri tional guidelines, but 
simply to gener ate revenue.

The SGB’s tuck shop stock ing decisions are there fore driven by both their 
income gener a tion mandate and the desires of the wider parent body. In more 
middle income areas, the tuck shops have respon ded to concerns about food and 
pupil health and beha viour. In lower income areas, a differ ent set of concerns 
drive stock ing: afford ab il ity and provid ing economic oppor tun it ies for parents, 
lack of proper facil it ies to prepare and store health ier foods, and a lack of time and 
of manpower to produce health ier foods (Battersby, 2002; Marraccini et al., 
2012). This is further evid ence of the way in which food options reflect struc tural 
inequal ity.

The economic real it ies of the school there fore under mine the nutri tion messages 
that are part of the core curriculum. Nutrition educa tion messages are comprom
ised in the very envir on ment in which they are being trans mit ted. In their work, 
Temple et al. (2006) asked pupils to distin guish between healthy and unhealthy 
foods. Although pupils were able to easily identify six of the nine foods as healthy 
or unhealthy, almost 40 per cent incor rectly iden ti fied CocaCola as healthy. 
Almost 50 per cent iden ti fied samosas and pies as healthy (Temple et al., 2006, 
256). The mis iden ti fic a tion of CocaCola as healthy may be the consequence of 
the advert ising pres ence that the product has in many low income schools and 
local retail. The mis iden ti fic a tion of pies and samosas may be the consequence of 
these being home cooked products and thus viewed as whole some. The fact that 
these products are sold in the tuck shop compounds nutri tion confu sion.
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In many schools, parents and other local traders sell food to chil dren through 
the school fence. The foods sold in this manner are predom in antly low cost, high 
energy foods. The school is there fore not just a site of educa tion, but also of 
economic oppor tun ity for community members. This activ ity places the child at 
the heart of the market struc ture. In some cases teach ers will sell food to supple
ment income. In this case, the child is again being used to offset funding limit a
tions within the school envir on ment. The role of teach ers in this kind of food retail 
may directly under mine their role as nutri tion educat ors.

The multiple economic and social real it ies of the school directly and indir ectly 
chal lenge the viab il ity of school based nutri tion programmes.

The journey

The second key food site is the journey from home to school and back. Under 
apartheid, pupils were only allowed to attend schools desig nated for their race 
group and schools were differ en tially funded accord ing to race, with white schools 
occupy ing the most priv ileged posi tion. After the opening of schools to all races 
in 1990, pupils began to travel out of their resid en tial areas to attend histor ic ally 
advant aged schools (Soudien, 2004). Given the legacy of the Group Areas Act, 
many of these pupils undergo long jour neys to school each day. These long jour
neys to school have been iden ti fied as a crucial constraint upon chil dren’s exper
i ences of school ing (Battersby, 2002; Stupar 2012). In work conduc ted in ten 
schools in Cape Town, it was found that although many pupils did not have 
excess ively long jour neys, they did have very early starts to their days, with more 
than half of the sampled pupils leaving home before 7 a.m. (Lemon and Battersby
Lennard, 2011, 17). These journey lengths and early starts impact upon the food 
habits of chil dren.

In research on eval u at ing school feeding schemes and food insec ur ity in a 
primary school popu lated by chil dren from low income areas in Cape Town, it 
was found that over 63 per cent of pupils stated that they skipped meals and that 
the most frequent meal skipped was break fast. When asked why they missed 
meals, 25 per cent stated that they missed meals because of time constraints and 
just 6 per cent iden ti fied not enough money or not enough food4 (Watson, 2009, 
52). In Stupar and colleagues’ (2012) work with second ary schools, pupils iden ti
fied break fast as an import ant meal, but one that they frequently skipped because 
of the demands of leaving the house early to get to school on time.

As a consequence of missing break fast because of travel time, pupils in both 
Watson’s (2009) and Stupar et al.’s (2012) research were given money to buy 
food during the day, either at school or on the journey. This is not unique to South 
Africa. Research in Ibadan, Nigeria found that 98 per cent of school chil dren 
bought their break fast on the street (Children of the Tropics, 1994 in Ruel et al., 
1998, 14).

The time pres sures of the school journey coupled with the school’s food envir
on ment shape chil dren’s food choice. In addi tion, informal food trade locates 
itself relat ive to the paths that chil dren take through the city on the journey from 
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home to school and back. Spazas5 and street traders often operate close to schools 
in order to capture passing trade from pupils. While conduct ing site visits for 
AFSUN research, the author visited a number of house shops located near 
schools. After school and during break periods, these shops were occu pied by a 
constant stream of chil dren buying snacks. An estim ated three quar ters of stock 
consisted of sweets, chips and soft drinks. Research on Spazas across South 
Africa found that 56 per cent of custom ers were chil dren (Ligthelm, 2005, 211). 
Recent research in Avian Park, a low income area in Worcester in the Western 
Cape, found that 100 per cent of spazas sold chips, sweets and carbon ated soft 
drinks, but only 67 per cent sold pota toes, 58 per cent sold onions, 17 per cent sold 
toma toes and none sold green veget ables (Roos, 2012, 43). These busi nesses are 
often surviv al ist in orient a tion, meaning that they have low profit margins and the 
longev ity of their busi ness is precari ous. These busi nesses are often highly 
depend ent on sales to chil dren to main tain a regular income.

Informal food retail also prolif er ates around trans port hubs (Battersby, 2012). 
These traders are not as depend ent on sales to chil dren and youth as the spazas – 
as their client base also includes adults commut ing to and from work on public 
trans port, but their loca tion and sustain ab il ity is depend ent on the flows of people 
buying food as they move through the city on a daily basis. These flows and 
purchas ing patterns are the out work ings of spatial mismatches between resid en
tial and employ ment oppor tun it ies and resid en tial and retail oppor tun it ies (Zager, 
2011; Battersby, 2011b).

The mismatch between home and school/work geograph ies creates a partic u lar 
form of time–space constraint. The informal food retail sector has been able to 
respond in order to over come this time–space constraint, but in doing so increases 
expos ure to highly processed foods.

In the USA there have been a series of local food ordin ances to prevent the new 
loca tion of fast food retail ers and to ban the loca tion of mobile food vendors near 
schools (NPLAN, 2008). This has also been taken up in various cities in the 
Philippines (see e.g. City of General Santos, 2013). The applic a tion of this kind of 
zoning regu la tion may not be viable in a city like Cape Town given the levels of 
inform al ity in the food system. In addi tion, the import ance of these traders as the 
primary source of food for low income house holds would mean that this form of 
regu la tion may signi fic antly impact upon the food secur ity of the poor and remove 
essen tial sources of live li hoods for many (Battersby, 2011b).

What remains as an ongoing chal lenge is the fact that the day today sustain ab
il ity of this vital source of food is gener ated through the sale of nutri tion ally poor 
food to chil dren. This chapter does not have an easy answer to this conun drum, 
but seeks only to flag it as a perni cious problem that demands further research and 
policy focus.

The home

The final loca tion for discus sion is the home, which is gener ally assumed to be the 
primary site of consump tion for chil dren. It is also assumed that chil dren’s 
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consump tion patterns are determ ined by adults in the home. The disburse ment of 
the Child Support Grant to mothers as a means to support child nutri tion is based 
on this assump tion. While there is evid ence that the grant has had a posit ive 
impact on child nutri tion (Patel et al., 2012), it should not be assumed that the 
home is neces sar ily the main site of consump tion for chil dren.

This chapter has already indic ated that the school and the school journey are 
import ant sources of food where money is provided for food by parents, but the 
parents have no direct role in the food choices made by chil dren. Even within the 
home envir on ment, chil dren’s consump tion patterns are not simply determ ined by 
food provided by parents at meal times. Children are actively engaged in the local 
food economy through the social processes of home. The use of food in these 
processes is incid ental to the ulti mate purpose of engage ments, but serves to 
under mine nutri tional messages and comprom ise the diets of chil dren. As with the 
site of the school, chil dren’s engage ments with the food economy in the home are 
initi ated by adults in response to the wider economic and spatial context.

Children are used extens ively both by parents and neigh bours to help carry 
shop ping. This activ ity is often incentiv ised with a few Rand to buy some sweets 
or chips. While this may seem removed from ques tions of the wider urban food 
system, it is a direct outcome of the inequit ies in the system. Shopping habits are 
curtailed by formal retail loca tion and product size. When low income shop pers 
do buy from super mar kets, it is in bulk that is hard to carry alone and often 
involves the use of public trans port. It is possible to take an addi tional, smaller, 
unre gistered taxi from the bus stop or taxi rank to the house, but this adds addi
tional cost to the shop ping trip that may already have had extra fares charged for 
the space taken up by shop ping (Battersby, 2015). Shoppers there fore often use 
chil dren to help carry the shop ping home for a small tip. This activ ity encour ages 
consump tion of junk food by chil dren and may be under stood to be the result of 
the spatial inequit ies in food retail.

Given the time–space constraints described earlier, parents often arrive home 
after the super mar kets have closed. They there fore send chil dren to buy food at 
the local spazas when they get home, again incentiv ised by a small tip used at the 
spaza. Children are there fore an essen tial part of the social process of food within 
the house hold and their roles in over com ing time–space constraints are 
compensated with resources which lead to increased consump tion of junk food. 
Therefore, while adults may seek to provide nutri tious food for their chil dren and 
use state provided grants to prior it ise food for those chil dren, their efforts are 
inad vert ently comprom ised by the lived reality of food access in low income 
urban areas.

There is a third form of social prac tice through which parents encour age poor 
dietary habits in an attempt to manage neigh bour hood scale chal lenges. Working 
in Manenberg, a low income area of Cape Town with a history of gang ster ism, 
Cooke (2012) has found that parents will use spazas as a form of safe space for 
their chil dren on week ends and during school holi days. Some of the larger spazas 
have coin oper ated video games or a pool table. Parents give their chil dren a small 
amount of money to buy food from these traders in order to legit im ise their pres
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ence so that they can play the games. In this way, parents have some peace of 
mind that their chil dren are not going to be caught up in gang ster ism. Places like 
Manenberg are under resourced in terms of community centres and safe public 
spaces; the spaza envir on ment there fore becomes a safe haven for chil dren. This 
kind of long term expos ure of chil dren to the products for sale by these traders, 
and their asso ci ation with games and safety, poten tially under mine the messages 
of formal nutri tion educa tion.

Children’s food consump tion is shaped both by the ways in which house holds 
attempt to navig ate the food system and how they main tain safe envir on ments for 
their chil dren. As with the school, and the journey to and from school, food is 
used within the home to address gaps in the economic, spatial and social systems 
in which these house holds operate. In all of these cases, food is incid ental to the 
wider processes at play, but the kinds of food economy that have emerged 
comprom ise chil dren’s food secur ity, nutri tion and under stand ing of nutri tion.

As is evident from these examples, there are funda mental mismatches between 
the way in which the food and nutri tion chal lenge has been framed and acted upon 
and the lived reality of food and nutri tion insec ur ity. These find ings indic ate that 
there is a need to consider how the food system inter acts with a range of other 
systems and how food has multiple mean ings and uses within these systems. 
While it is unreal istic to expect policy to respond to this level of nuance, there is 
a need to find ways to reframe the problem, and to gener ate programmes and 
policies that engage several depart ments to address the trans versal nature of the 
problem. It is further essen tial for the assump tions about the role of the private 
sector as an agent of devel op ment to be inter rog ated by the state.

Conclusion
The new Sustainable Development Goals, which are set to profoundly influ ence 
policy and programme devel op ment at the global and national scales, fail to 
acknow ledge the health and devel op ment chal lenges asso ci ated with rapidly 
chan ging food consump tion patterns in the devel op ing world. The domin ant 
framing of nutri tion chal lenges remains that of under nutri tion. This chapter has 
argued that, while under nutri tion remains a crit ical health and devel op ment chal
lenge, the focus on it as the sole nutri tion problem has the poten tial to exacer bate 
the rapid rise in obesity and asso ci ated diseases.

The foodrelated SDGs have been informed by the global food secur ity liter
at ure, which has been domin ated by a discourse that equates food insec ur ity with 
hunger and malnu tri tion. This then proposes solu tions based on increased produc
tion and social safety nets. Where obesity is acknow ledged, it is often under stood 
as being driven by poor food choices, and there fore proposes nutri tion educa tion. 
The absence of focus on obesity and the nutri tion trans ition in the SDGs may also 
be attrib uted to the relat ive absence of focus on this issue within the global health 
liter at ure, which has until recently had a bias towards infec tious diseases. 
Although obesity is increas ingly an object of study, this discip lin ary shift did not 
make a contri bu tion to the SDGs. There remains a dis con nect between the global 
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food secur ity and global health liter at ures which has led to the failure of the SDGs 
to acknow ledge the emer ging real it ies of food and nutri tion secur ity. This discon
nect is also likely to lead to the contin ued neglect of the drivers and impacts of the 
nutri tion trans ition at the global, national and local scales.

This chapter has argued that policies and programmes that respond to chan ging 
food consump tion patterns, which are leading to the shift in nutri tion related 
disease profiles, are required. It is not enough, however, that these focus on poverty 
alle vi ation and nutri tion educa tion to help people make better choices. Rather, this 
chapter has argued that food and nutri tion insec ur ity needs to be viewed as a food 
system issue requir ing a multi sectoral set of policy responses. Such a set of policy 
responses requires one to under stand the drivers of policy at these scales. The 
chapter there fore considered the ways in which the global policy agenda has been 
inter preted at the national scale, and how that national scale policy agenda relates 
to the actual drivers of food choice. To do so, the chapter presen ted data on the 
lived exper i ence of food choice by chil dren in Cape Town, South Africa. These 
data illus trate that food choices need to be under stood in the wider spatial, social 
and economic contexts of the food envir on ment. Through focus ing on three sites 
of food engage ment – the home, the school and the journey – the chapter illus
trates the multiple ways in which food choice is medi ated by economic, social and 
spatial processes. Food is used by a range of actors, such as the school and the 
family, to meet a set of broader non foodrelated object ives. The ways in which 
these object ives shape food choice need far greater inter rog a tion.

This chapter there fore argues that national and global food policies and 
strategies need to better acknow ledge the systemic drivers of food insec ur ity and 
inad equate nutri tion. Many of the authors previ ously advoc at ing for this have 
taken a polit ical economy of food perspect ive and have focused their critique at 
the global scale (see e.g. Patel, 2008; McMichael, 2009). Others from a public 
health perspect ive have argued for approaches that address the food envir on ment, 
food system and beha viour change commu nic a tion in an integ rated manner 
(Hawkes et al., 2013). I argue for some thing slightly differ ent, namely a greater 
consid er a tion of how food choice is medi ated by the inter ac tions between the food 
system and other spatial, economic and polit ical systems. The work presen ted in 
this chapter suggests that there is a need for greater levels of cross depart mental 
integ ra tion within food policy.

However, in order to achieve this there is a need to work towards disrupt ing the 
current devel op ment narrat ive of food and nutri tion insec ur ity to expose the 
systemic drivers of food and nutri tion insec ur ity. This will require a shift in 
research focus within food secur ity studies in the Global South to acknow ledge 
the nutri tion trans ition, as well as contin ued research within global health studies 
on obesity and diet related NCDs. Finally, it will require fine grained trans dis cip
lin ary research enga ging the social, economic, polit ical and spatial drivers of food 
consump tion, as well as research on the impacts of exist ing food and health 
policies on food consump tion. Without such research, the impacts of the nutri tion 
trans ition will continue to be neglected and food policies that accel er ate this trans
ition will continue to be the norm.
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Notes
1 The IFSS is set to be replaced by the new National Food and Nutrition Security Policy.
2 This chapter uses the term ‘food ways’ as described by Cannuscio et al. (2010, 382): 

‘Foodways are the processes involved in the growth, purchase, prepar a tion, consump
tion, sharing – or absence – of food within communit ies.’

3 At the time of research the Rand to pound ster ling exchange rate was approx im ately 
11.6:1.

4 Thirty eight per cent gave no answer to this ques tion.
5 Small shops oper ated within houses.
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12 Structural viol ence, capab il it ies 
and the exper i en tial polit ics of 
alcohol regu la tion

Clare Herrick

Introduction
In South Africa, alcohol and its multiple harms repres ent a signi fic ant and multi
di men sional urban governance problem. Liquor consump tion contrib utes to the 
country’s substan tial double burden of infec tious and non commu nic able disease 
(Parry et al., 2011), viol ence, injury (Seedat et al., 2009) and HIV/AIDS 
(Chersich and Rees, 2010). More than this, though, ‘the harmful use of alcohol 
inflicts signi fic ant social and economic losses on indi vidu als and society at large’, 
and thus ‘has to be addressed to ensure sustained social and economic devel op
ment through out the world’ (WHO, 2014: vii). Alcohol is thus rising up the global 
health agenda thanks to this stra tegic and semantic elision of devel op ment threat 
and its categor isa tion as one of the four modi fi able risk factors for the world wide 
NCD burden. This has led to a new volun tary target for a 10 per cent per capita 
reduc tion in harmful consump tion by 2025 (ibid.). On the ground, however, there 
still seems to be a signi fic ant gap between efforts to regu late alcohol and its 
consump tion and atten tion to ‘the many polit ical and social determ in ants of health 
that make people vulner able to disease and injury’ (Biehl and Petryna, 2013: 3). 
This upstream perspect ive is central to the analysis of how, in the urban contexts 
explored in this chapter, alcohol can be implic ated in a ‘patho genic social spiral’ 
in which already risky lives can beget further risk taking (Nguyen and Peschard, 
2003: 464). This ‘spiral’ forms part of a broader land scape of what Paul Farmer 
(2004) terms ‘struc tural viol ence’ or those ‘social arrange ments that put indi
vidu als and popu la tions in harm’s way’ (Farmer et al., 2006: e448) and that are 
usually ‘beyond [their] control’ (Nguyen and Peschard, 2003: e449).

Structural viol ence, Farmer argues, stymies the exer cise of indi vidual and 
collect ive agency, thus rein for cing the multiple inequal it ies that are both its cause 
and effect (2004: 307). In this chapter there fore, alcohol is taken as an example 
through which to explore the effects of struc tural viol ence on every day lives, not 
least for the ways in which it speaks directly to the kinds of indi vidual and collect ive 
vulner ab il it ies – or what Sen (1999) has termed ‘unfreedoms’ – that are so often 
absent from global health’s program matic mindset. Within the context of devel op
ment and public health policies in South Africa, alcohol is a partic u larly fraught 
object of governance, as it has long offered a means for indi vidu als to realise greater 
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freedoms through its small scale retail ing, but also through its genesis of spaces of 
social isa tion, self present a tion and leisure. On the flip side, alcohol’s negat ive extern
al it ies may be rendered more perni cious by many South Africans’ lack of substant ive 
freedoms (e.g. low life expect an cies, HIV, unem ploy ment). In this sense and in 
Sen’s language, the every day exper i ences of alcohol and its consump tion may under
mine people’s ‘func tion ing’ or their ability to lead lives of value. Structural viol ence 
and the Capabilities Approach, as well as emer gent concerns with the nature of 
‘struc tural vulner ab il ity’ (Quesada et al., 2011), further high light the impact of 
alcohol on poor communit ies as a clear issue of social justice (Venkatapuram, 2009). 
Alcohol has yet to be expli citly examined in rela tion to struc tural viol ence, despite its 
sale and consump tion in South Africa invok ing the same issues of rights, power and 
agency under condi tions of inequity that motiv ate calls for a ‘bioso cial’ approach to 
afflic tion (Farmer, 2004: 19; see also Gandy, 2005).

To explore these ideas, this chapter offers three argu ments. First, rather than evid
ence of indi vidual devi ance or ‘cultural obstacles’ (Biehl and Petryna, 2013: 15), 
risky alcohol consump tion in the poor urban communit ies studied emerges as a form 
of coping, escap ism and pleas ure seeking under situ ations of struc tural viol ence. 
These include gender and socio economic inequal ity, resid en tial segreg a tion, unem
ploy ment and persist ent inequit ies in law enforce ment. Second, drink ing prac tices 
and their consequences contrib ute to and rein force broader condi tions of struc tural 
viol ence which can have further complex, inten ded and unin ten ded impacts. And 
third, these impacts (e.g. viol ence, crime, injury, poor health) and their settings (e.g. 
town ships, informal settle ments, unli censed drink ing venues or ‘shebeens’) have 
tended to be the central object of polit ical inter ven tion, rather than the upstream 
struc tural condi tions that engender them. From a sustain able devel op ment 
perspect ive, this approach may ulti mately be inef fect ive in redu cing risk and vulner
ab il ity, facil it at ing coping and, there fore, enhan cing freedoms. To explore these 
conten tions I turn first to the inter sec tions of struc tural viol ence, vulner ab il it ies and 
the Capabilities Approach to theor ise the complex set of prob lems posed by alcohol 
and its regu la tion in Cape Town, before offer ing a brief meth od o lo gical note. I then 
analyse the find ings of a series of focus groups accord ing to themes that respond to 
the chapter’s three argu ments: the factors that drive drink ing; the exper i ences and 
harms of alcohol, and respond ents’ sugges tions for how best to unravel the patho
genic social spiral perpetu ated by liquor. In explor ing respond ents’ embod ied 
encoun ters with liquor and how they reflect (and are reflect ive of) the broader 
inequit ies that pattern daily life and life chances, I hope to uncover how suffer ing 
unfolds in rela tion to alcohol use and abuse and, there fore, contrib ute new empir ical 
and geograph ical dimen sions to both the study of struc tural viol ence and the polit ics 
of alcohol regu la tion in the context of shift ing global health agendas.

Alcohol, struc tural viol ence, vulner ab il it ies and capab il it ies 
in South Africa
Over the past decade, Michael Marmot and colleagues have argued for a shift in 
atten tion from the aeti ology of disease to the ‘more funda mental struc tures of 
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social hier archy and the socially determ ined condi tions in which people grow, 
live, work, and age’ (Marmot, 2007: 1153). Amartya Sen’s Capabilities Approach 
has been central to work on the social determ in ants of health in its concern with 
the causes and consequences of the inequit able distri bu tion of poor health. Here, 
health repres ents a ‘meta capab il ity . . . to achieve a cluster of capab il it ies to be 
and do things that reflect a life worthy of equal human dignity’ (Venkatapuram, 
2012: 9). This holistic perspect ive is valu able (if under explored) with respect to 
the study of beha vi oural risks such as drink ing alcohol, for which acute and 
chronic health outcomes are set along side equally perni cious social and economic 
ones (e.g. absent ee ism, viol ence and crime), which are often the more power ful 
policy motiv at ors. However, when capab il ity depriva tion is deemed to emerge 
from ‘the lack of oppor tun it ies to choose from and a poorly developed oppor
tun ity to choose’ (Leßmann, 2011: 457), there needs to be greater recog ni tion  
of how and why people’s choices are often precon figured by the distal patho genic 
effects of inequal ity. In turn, this deeply prob lem at ises the assump tion of indi
vidual ‘choice’ (e.g. to consume or sell liquor) and indi vidual agency that tends to 
char ac ter ise neolib eral health policy (Leßmann, 2011).

In South Africa, alcohol is concep tu al ised as a problem along two primary 
axes: (1) how, where, when and by whom it is retailed; and (2) the nature and 
consequences of its consump tion. The contem por ary urban retail land scape of 
liquor and its regu la tion is a clear legacy of colo nial and apartheid restric tions 
over the right to buy and consume ‘white liquor’ among Africans (Mager, 2004; 
Rogerson and Hart, 1986). As Wilfried Schärf has argued, not only did ‘the state’s 
liquor interests [form] an integ ral part of the func tion ing and success of apartheid 
policy’ (1985a: 53), but the distri bu tion of liquor among non whites was ‘a 
conscious instru ment of class control’ (1985a: 57). This socio spatial legacy lives 
on in Cape Town as ‘previ ously advant aged’ neigh bour hoods continue to hold the 
mono poly of liquor licences. Past inequal it ies in economic, social and polit ical 
rights to drink have produced the social and spatial ‘fix’ of South Africa’s vast 
illegal liquor retail ing sector. These town ship shebeens (unli censed and there fore 
illegal bars) are typic ally small scale, surviv al ist and located in resid en tial areas. 
Their numbers also dwarf the formal trade. The South African state has long 
grappled with the ‘shebeen problem’ (Rogerson, 1992) and the 2012 Western 
Cape Liquor Act repres ents the Provincial govern ment’s most recent attempt to 
mitig ate and manage the multiple risks the sector is argued to pose to health and 
human life. This manage ment strategy has primar ily been through ‘zero toler
ance’ police raids of unli censed premises, seizing alcohol and fining shebeen ers 
found to be in posses sion of more than 150 litres of alcohol. These endeav ours 
have met with mixed reac tions: from welcome relief, to anger, alien a tion and 
confu sion on the other (Faull, 2013). In early 2014, a new consulta tion process for 
the Act’s amend ment began after acknow ledge ments that the 150litre rule had 
made raiding shebeens (which rarely store such volumes) unlaw ful and secur ing 
a convic tion impossible. In a twist that mani festly high lights the socio economic 
dispar it ies and tensions of South African life, the proposed amend ments would 
not only grant the police exten ded powers to inspect and close shebeens without 
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warrants and sell any confis cated liquor at state run auctions, but would also 
secure the rights of ‘bona fide wine collect ors storing more than 150 litres’. The 
polit ics of liquor and its control run deep in South Africa, a point brought home 
by the focus group find ings explored below.

A brief meth od o lo gical note
Focus groups were under taken in three case study sites in Cape Town: Salt River; 
Freedom Park and Philippi. The three sites are repres ent at ive, in differ ent ways, 
of some of the broad human, social and economic devel op ment chal lenges facing 
the city: poverty; inequal ity; unem ploy ment; poor health, and inad equate infra
struc ture. Salt River is located on the edge of the Central Business District and 
was origin ally a coloured community. More recently it has become home to a 
signi fic ant influx of panAfrican immig rants as well as a growing number of 
pioneer gentri fi ers drawn to the area’s afford able housing stock and its burgeon ing 
array of cafés and restaur ants, amid signi fic ant numbers of home less. Philippi is a 
relat ively new black town ship built on once rural land that now houses approx im
ately 200,000 people. The area still has an agri cul tural peri phery, but has recently 
come under pres sure to turn over this land for urban expan sion. This pres sure 
compounds current prob lems of inad equate service deliv ery (housing, trans port, 
sanit a tion) facing the community. Freedom Park is, by contrast, a small upgraded 
community that sits on the former site of a coloured squat ter settle ment. Its resid
ents may now have formal housing and (limited) services, but they also suffer 
signi fic ant prob lems of domestic viol ence and drug abuse.

Focus groups are a partic u larly valu able method for approach ing the sens it ive 
topic of alcohol consump tion/harms, as they can explore indi vidual and collect ive 
values, atti tudes and beliefs, and how these are corrob or ated or contested within 
and by the group dynamic (Kidd and Parshall, 2000). Their ability to uncover the 
context or ‘situ ated ness’ of exper i ence is partic u larly pertin ent to the study of 
alcohol given that drink ing is intric ately linked to the multi scalar ecolo gies of 
place: the avail ab il ity of alcohol; the nature of access; local cultures of drink ing; 
social norms; community aware ness and support; economic oppor tun it ies; recre
ation and leisure; and poli cing (Jayne et al., 2008a, 2008b). To explore these 
issues, the facil it ator’s sched ule of ques tions was kept consist ent across the sites 
and explored: where people drank in the local area; what they drank; when they 
drank; the motives for, exper i ences of and consequences of drink ing; how much 
money was spent, and what respond ents felt should be done to reduce alcohol 
consump tion and its harms.

Eight groups were convened in total: four split by age and gender in Philippi, 
members of a church group and community poli cing forum in Salt River, and two 
mixed age female groups in Freedom Park.1 The compos i tion of these groups 
reflects some of the chal lenges faced in recruit ing parti cipants in each of the sites 
(Lawhon et al. 2014) as well as the stigma and fear attached to discuss ing alcohol 
in a culture where the major ity of people are actu ally teetotal. After all groups 
were completed, the facil it at ors tran scribed the audio record ing in its original 
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language (Xhosa and Afrikaans) and then trans lated this tran scrip tion into English 
for induct ive qual it at ive content analysis (Hsieh and Shannon, 2005). This 
approach seeks themes, mean ings and contexts to build a picture of parti cipants’ 
‘emplaced every day exper i ences’, as well as deeper insight into how they ‘under
stand and frame [such] exper i ences’ (Wiles et al., 2005: 97–98) with refer ence to 
broader condi tions of struc tural viol ence.

Experiencing, mitig at ing and managing struc tural viol ence

The drivers of drink ing

In order to explore the exper i ences of alcohol, it is funda mental to under stand why 
people drink. Across all three sites, respond ents iden ti fied the main under ly ing 
drivers of consump tion as personal stress and unem ploy ment. Thus, when asked 
the ques tion, ‘Why do people in your community drink?’, a respond ent from 
Freedom Park replied that people drink as they have ‘too many worries. Financial 
worries come first . . . jobless ness, that’s my problem. I live from day to day’ 
(FP1). This view of the causal influ ences of stress, poverty and unem ploy ment 
was reit er ated by two members of the second focus group in Freedom Park:

1: Stress plays a big role. It’s almost like there’s no way out, and then you drink 
because of it, but the next day you wake up with that same stress, and then you 
go back to the bottle again. So that’s also a big problem in our community.
2: Poverty also plays a big role in it, and unem ploy ment.

(FP2)

It is import ant to note that people drink to escape the stresses caused by poverty 
and unem ploy ment, but that these are then magni fied by the cost of drink ing. In 
turn, this compounds stress, ensur ing that the cycle of needing to drink remains 
intact (Mulia et al., 2008). It is inter est ing that the ascrip tion of drink ing to life’s 
quotidian stresses was more common among older respond ents, espe cially in 
Philippi. For example, the older male group concurred that ‘when you have finan
cial prob lems you tend to drink think ing that your prob lems will disap pear or will 
be lighter [but] alcohol wastes money – the only people who are bene fit ing are 
those who sell alcohol’ (POM). Among this group, alcohol was viewed as an 
effect ive (although short term) and socially norm al ised distrac tion from every day 
prob lems. By contrast, while the group of young men from Philippi did not 
mention stress per se, they did ascribe drink ing to the boredom of being jobless 
and a lack of altern at ive leisure activ it ies. The group of older women discussed 
family dynam ics and the pres sures of chil dren’s expect a tions of parents as a 
source of stress in which ‘some [parents] are getting strangled by their chil dren 
for money. That is why many parents think, let me just drink’ (POW). For the 
respond ents in Philippi there fore, stress emerged in differ en ti ated ways, with 
drink seen as a common solu tion to (or escape from) both the state of stress itself 
and stress ful envir on ments.
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Respondents also cast the drivers of drink ing as origin at ing in child hood, 
whether through parents taking chil dren to shebeens, sending them to fetch drinks, 
teenage social isa tion or peer pres sure. For respond ents in Salt River and Freedom 
Park in partic u lar (most likely reflect ing the higher rates of foetal alcohol syndrome 
in these communit ies), there was a strong sense that many chil dren could be  
born biolo gic ally addicted to drink, with attend ant consequences for viol ence as 
learned beha viour. As one group member explained, ‘when the parents are alco
hol ics the chil dren auto mat ic ally become alco hol ics too. If you were a man that 
abused your wife while you were drink ing, the chil dren do the exact same, because 
that is their way of think ing’ (FP2). Familial learn ing and influ ence was also felt 
to be notable when famil ies contained ‘a drinker’. For example, one respond ent 
from Freedom Park explained how her father ‘worked and he was a drinker’. 
More than this, she detailed how ‘he was one of the people that get crazy when 
they drink. . . . He drank every day. Drinking was his hobby, get up and drink, go 
to bed and drink, every day.’ The semantic bifurc a tion between ‘drink ers’ and 
‘non drink ers’ was often used as short hand for an indi vidual’s moral status and 
for narrat ing indi vidu als’ chan ging rela tion ships with alcohol through time. In 
addi tion, it helped people explain how certain life events or trig gers – such as 
finding reli gion in the case of respond ents from Freedom Park and the Salt River 
Church Group – spurred their moral salva tion as they crossed over from ‘drinker’ 
to ‘non drinker’.

Young male respond ents in Philippi held quite differ ent views of the reasons for 
drink ing initi ation. As one respond ent summed it up, ‘some people drink because 
they think that they are flush ing out their stress and prob lems by drink ing, but most 
people want to be happy and have fun’ (PYM). The young men, for example, were 
keen to discuss the micro dynam ics of the tavern as space for simple enjoy ment, 
social isa tion and pleas ure, meeting people (partic u larly for many migrants from 
the Eastern Cape), making a name for oneself and assert ing masculin ity through 
consump tion. As one group member recoun ted:

I’m new in Philippi . . . I want to intro duce myself at the shebeen. If I was not 
drink ing people would not know me or I am not cool. It’s a way of setting a 
state ment, be acknow ledged as a guy. . . . You will buy beers and share with 
others and chat and you will find out that you are from the Eastern Cape and 
also you find out that you are from the same Majola clan. When you are 
drunk you can speak with some body that you never spoke to. Next time when 
you don’t have the money he is the one who buys the liquor for you.

(PYM)

This asser tion of confid ent masculin ity plays out in two ways within drink ing 
spaces: through the type and volume of liquor consumed and through using liquor 
as a vehicle to secure the atten tion of women. The two are, however, inher ently 
linked, as the purchase of an appro pri ately impress ive volume of (premium brand) 
liquor can help secure female atten tion or at least suffi ciently lessen inhib i tions to 
make a move. The need to fit in with the activ it ies of peers, ensure brag ging 
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rights, and estab lish ing social norms and camaraderie drive a desire and need to 
drink. These kinds of social motiv a tions mark out South African youth as strik
ingly similar to those in many other coun tries (Engels et al., 2006; Kuntsche et al., 
2005). Equally signi fic ant, however, is that while the causes of drink ing noted by 
respond ents exhibit broad paral lels with the find ings from other qual it at ive 
surveys in a variety of coun tries, the consequences of these prac tices exhibit 
partic u lar it ies that are inex tric able from the quotidian phys ical and struc tural  
viol ence of South African society (Altbeker, 2007; Steinberg, 2008). These are 
explored below.

Consequences

Across the case study sites, respond ents repor ted that alcohol drained finan cial 
resources, perpetu ated food insec ur ity, caused family break down and initi ated a 
spiral of debt with profound social consequences. Respondents were keen to share 
these exper i ences, which varied from killing people while driving drunk, to inde
cent expos ure, being unable to go to work on Monday, missing trains to work, 
being arres ted for evading train fares, being mugged, stabbed and getting fired. 
Several young men also flagged alcohol as a driver of unsafe sex, putting them at 
greater risk of contract ing HIV. Another sugges ted that the cold temper at ure of 
drinks was inher ently unhealthy, as it could cause TB. When asked where people 
got enough money to drink through whole week ends, respond ents across all three 
sites sugges ted that many drink ers (as well as drug takers in the case of Freedom 
Park) had turned to crime to finance their habits. The constant need for money (as 
well as for recip rocal acts of gener os ity to compensate for a lack of money) was 
also viewed as a major driver of inter per sonal viol ence in communit ies. One 
young man in the Philippi group recoun ted an example of where drunk en ness had 
led one man to stab another ‘because of a cigar ette’. Alcohol and its effects thus 
seep into the pores of every day life in the case study communit ies, too often in the 
form of severe viol ence and trauma that compound more common place socio 
envir on mental ‘insults’ (Quesada et al., 2011). In one example, a resid ent told of 
being repeatedly woken by women scream ing through out the night:

In the taverns they like things that make people cry till morning . . . when you 
wake up you don’t sleep again because it sounds like things are making noise 
inside the house. . . . Once there was a corpse at this tavern in front of me, and 
that person didn’t do anything.

(POW)

The persist ence of threat was, in this instance, compoun ded by the grue some (but 
not uncom mon) exper i ence of witness ing a dead body about which nothing was 
done. In situ ations of viol ence, liquor was often seen as an excuse enabling the guilty 
to escape convic tion. Thus, instead of drunk en ness aggrav at ing the crime, respond
ents sugges ted that inebri ation often facil it ated pleas of inno cence if and when the 
case ever made it to the judi cial system. This rein forced some respond ents’  
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over rid ing moral panic that alcohol was fuel ling a culture of irre spons ib il ity and 
immor al ity:

Look how many of chil dren are getting raped these days. What do they say? 
I was drunk. I didn’t know what I was doing . . . I read now the other day 
about quite a few guys that got off free, there was not good evid ence or 
whatever, they just say they were drunk they didn’t know what they were 
doing.

(SRCG)

Violence might be attrib uted to intox ic a tion, but it was also ascribed to the effects 
of specific drink types and venues. For example, older women in Philippi sugges ted 
that ‘the places with fights are the ones with juke boxes’ as they often had a more 
intox ic at ing mix of young male drink ers, women and glass ware. By contrast, 
venues for tradi tional African beer drink ers were seen as more innoc u ous social 
spaces where ‘they are sitting with their beer. . . . They have their conver sa tion, 
nothing causes a fight’ (POW). ‘Problem’ shebeens stopped many resid ents 
sleep ing because of loud music, people stand ing and drink ing near their houses 
and constant fears over personal safety. This severely comprom ised quality of life 
and well being, espe cially for tired chil dren unable to concen trate in school. This 
is a clear example of alcohol magni fy ing the struc tural viol ence perpetu ated by 
already exist ing inequal it ies in educa tional provi sion and quality – the inab il ity of 
one Provincial educa tion depart ment to supply school text books, classroom over
crowding, schools without elec tri city and inad equate resources – hinder ing 
students’ own abil it ies to achieve the qual i fic a tions needed to over come South 
Africa’s ‘struc tural crisis of waged employ ment’ (Barchiesi, 2007: 574).

One of the central themes brought up in focus group discus sions was the chan
ging gender dynam ics of drink ing and its consequences for cultural, family and 
economic life. Female drink ers were judged (most crit ic ally by other women) for 
failing in their mater nal and marital duties, choos ing alcohol over feeding their 
chil dren and losing their self respect. However, rather than ques tion why chan
ging community and indi vidual circum stances may have cata lysed women to turn 
to drink, respond ents frequently cast them as immoral and guilty, espe cially when 
house hold or mater nal duties were neglected. The group of older women in 
Philippi also repor ted their disgust at the growing number of women using men 
for alcohol and, in turn, using alcohol stra tegic ally to get men, without thought to 
the circum stances that may have precip it ated these tactics. Within the masculin ist 
culture of town ship life (Mager, 2010; Morrell et al., 2012) where domestic viol
ence is rife, drink ing is a clear reflec tion of the multiple forms of viol ence exerted 
upon women’s lives and bodies. In communit ies where rape is routinely under re
por ted and a patri archal society tends to pre assume a women’s guilt, drink ing is 
a double edged sword. Women may have an equal right to drink, but in so doing 
it places them in situ ations where they could be blamed for being victims of viol
ence as a ‘socially endorsed punit ive project’ that ‘inscribe[s] subor din ate status’ 
(Moffett, 2006: 129). Women are thus trapped: if they drink they are rendered 
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vulner able to the actions of men and the moral judge ments of others in the 
community. Yet, even if they do not drink, they are vulner able to the signi fic ant 
pres sure on house hold resources and viol ence that too often stems from men 
drink ing.

Stories such as the one below were thus common:

He says to his wife here is the money for grocer ies, and this is for my beer. 
When his money’s finished he comes back home and demands the grocery 
money. The wife tries to stop him explain ing that I haven’t bought the 
grocer ies. The wife is at the risk of being beaten up and being sworn at and 
told ‘you are not working’.

(POW)

Here, high rates of female unem ploy ment and single female headed house holds 
not only drive the stresses that provoke drink ing as a coping mech an ism, but also 
create a depend ency on men that becomes danger ous when house hold resources 
get conver ted to liquor. Women are reluct ant to leave their husbands or part ners 
even in violent situ ations, as they are wholly depend ent on their income for basic 
house hold provi sions for them selves and their chil dren (who are viewed as their 
respons ib il ity). This has further consequences for the reduc tion of community 
capab il it ies and freedoms. For example, members of the church group in Salt 
River high lighted that the mono pol isa tion of house hold resources by male drink ers 
had led at least one woman they knew to start a shebeen from her home so as to 
feed her family. Selling liquor to pay for the drink ing habits of others is deeply 
ironic, but for many poor communit ies it is a crucial coping strategy that eases the 
impact of certain vulner ab il it ies at the direct expense of rein for cing others. 
Vulnerabilities are further compoun ded by the use of social grant, disab il ity, child 
credit or pension money to pay for alcohol, creat ing cycles of poverty, debt and 
depend ency. Alcohol also provides soci able spaces of escape from these lived 
exper i ences.

Unfurling the patho genic social spiral

This final section explores respond ents’ ideas about how alcohol related harms 
should best be addressed, and crucially, who should assume respons ib il ity for 
these efforts. The 2012 Western Cape Liquor Act, for example, has been justi fied 
with respect to the province’s high rates of alcohol related crime, viol ence, injury 
and foetal alcohol syndrome. Yet despite the legis la tion’s long period of draft ing, 
debate and attend ant media atten tion, very few focus group respond ents were 
aware of the new legis la tion or its likely effect. Rather, they exper i enced the Act 
through the increas ing frequency with which local shebeens were raided, patrons 
threatened or arres ted and liquor confis cated. It is thus unsur pris ing that opin ions 
among group members differed in the extent to which they believed alcohol 
should be subjec ted to the kinds of govern mental control set out in recent WHO 
public a tions. In Freedom Park, for example, resid ents complained that the police 
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are either slow to respond when called out, or never come at all. The inad equa cies 
of post apartheid poli cing in South Africa’s poor neigh bour hoods have been 
docu mented else where (Altbeker, 2005, 2007; Lemanski, 2004; Steinberg, 2008), 
but it also repres ents a clear form of struc tural viol ence with profound implic a
tions for community trust and cohe sion. Respondents voiced concerns that the 
police were not doing enough to enforce laws such as the minimum drink ing age 
or opening hours, giving shebeen ers little incent ive to stick to the regu la tions. For 
the young women in Philippi, this was indic at ive of ‘alcohol tamper ing with 
values’ in which police inac tion was part of a broader shift in collect ive rights, 
duties and respons ib il it ies. An example of this came from the Salt River Church 
Group in which one respond ent high lighted community fears about the poten tially 
lethal consequences of inter ven ing in alcohol related incid ents:

If you see a couple fight ing in the road because of alcohol, you can get killed. 
So many times I think that is why neigh bours won’t get involved. So many 
times a husband beats his wife up, or a mother and daugh ter beat each other 
to death in front of every body, because the community won’t get involved 
because if they do they can get killed.

(SRCG)

There is no doubt that this situ ation would be ameli or ated if group members had 
felt able to trust in the police to protect them, but many felt they were too embroiled 
in scams with corrupt shebeen ers. As one older respond ent from Philippi noted, 
‘the police do not do their job and they are not of great help, the shebeen owners 
give them alcohol so they keep quiet. Even volun teers helping the police tell us 
the police are coming’ (POM). There was also a sugges tion that some shebeen ers 
used police raids to their advant age by tipping off the police about compet it ors, 
thus ensur ing a short lived advant age while the other shebeen was tempor ar ily 
closed. This evokes an argu ment made by Schärf almost three decades ago when 
he conten ded that ‘the initial illeg al ity of selling liquor . . . ampli fies the illicit 
methods by which the busi ness survives’ (1985b: 100). By exten sion, these illicit 
methods magnify exist ing vulner ab il it ies in the communit ies under study, 
entrench ing life’s every day dangers. Indeed, the inter sec tion of the liquor trade, 
the state and the informal sector argu ably still consti tutes ‘a power ful form of 
control over the working class’ (1985b: 105). While we could replace ‘working 
class’ with ‘poor’ in this context, such forms of control never the less still comprise 
punit ive limits on the freedoms avail able to respond ents, with freedom of choice 
and mobil ity persist ently comprom ised.

When pressed about solu tions to the every day viol ence of alcohol, one proffered 
sugges tion was making alcohol less ‘cheap for even the poor man’ (SRCPF), 
echoing the WHO’s stance that increased taxa tion should decrease demand.  
The Freedom Park focus group, however, ques tioned the utility of a price  
increase, with one member arguing convin cingly that beer was already more 
expens ive than bread, but many drink ers still chose the former over the latter. 
Increasing prices may also only perpetu ate the often violent gendered struggles 
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over house hold resources docu mented here (see also Bähre, 2007). One point of 
agree ment was the need for greater state invest ment or in Sen’s language 
‘collect ive respons ib il ity’ for addic tion treat ment services and educa tional provi
sion. In contrast to the public health dismissal of educa tion as a tool of alcohol 
harm reduc tion (Craplet, 2006; Foxcroft, 2006; Rehm et al., 2006), respond ents in 
Freedom Park wanted to learn more about the health effects of drink ing. However, 
they also recog nised the signi fic ant community stigma attached to attend ing such 
events as ‘people don’t respond because it gets put in the local news pa per, and I 
think every body reads the local news pa per’ (FP1). One of the biggest barri ers is 
the social norm al isa tion of drink ing which means that ‘while [people have] got 
the money to spend, while they choose to live their lives the way they want to, 
there is very little you can do [as] people will always find a way’ (SRCG). This 
determ in a tion to drink (Measham, 2006) was a marked char ac ter istic of the 
respond ents’ every day exper i ence of alcohol and seemed to feed into a gener al
ised feeling of the futil ity of harm reduc tion efforts. Such apathy could also, 
however, be read as a strong justi fic a tion for the curtail ment of certain freedoms 
not through more laws, but through the effect ive and equit able enforce ment of the 
panoply of exist ing rules and regu la tions, without which there will be few 
deterrents to risk taking.

Conclusion
In this chapter, I have followed three lines of inquiry. First, I have explored how, 
rather than evid ence of wilful devi ance, risky alcohol consump tion repres ents a 
form of coping, escap ism and pleas ure under situ ations of struc tural viol ence. 
While it may be expec ted that respond ents in the differ ent sites would vary in 
their views of drink ing and its harms, they concurred about the magnitude of the 
prob lems they faced, as well as their under ly ing causes and consequences to a 
strik ing degree. There was also, however, a degree of agree ment that the social
isa tion afforded by and through drink ing – in neigh bour hoods with precious few 
altern at ive leisure activ it ies – was in itself an import ant way of coping with the 
persist ent chal lenges of urban life. The second argu ment concerns how drink ing 
prac tices and their consequences contrib ute to and rein force broader condi tions of 
struc tural viol ence which, in turn, have further inten ded and unin ten ded impacts. 
When alcohol is laid over situ ations of abso lute as well as relat ive poverty, then 
the consequences of drink ing are only magni fied in their signi fic ance. Moreover, 
these effects are deeply and persist ently unequal. As Nguyen and Peschard have 
force fully argued, ‘in every society misfor tune is select ive, affect ing some but not 
others’ (2003: 467). It may not be that effects are absent, but as one respond ent 
sugges ted, ‘in the poor areas you see the results, but in the rich areas you don’t see 
it clearly, but it’s there, some times even worse’ (SRCPF). The irony and chal
lenge for South African alcohol policy is that home based shebeens and their 
allied services (e.g. takeaway food, secur ity and car attend ants) also offer a means 
to mitig ate and manage some of alcohol’s extern al it ies through provid ing employ
ment and offer ing places of social isa tion away from the home. Thus, the ques tion 
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of how policy might respect the rights of the poor to choose and to consume, 
while protect ing communit ies from harm, is evoc at ive of the ‘regu lat ory 
complex ity’ evinced by Valverde (1998: 10). This complex ity is further entrenched 
by policy’s tend ency to tackle liquor’s down stream effects by closing shebeens 
rather than the polit ical sphere acting upon the very reasons why shebeens remain 
an omni present feature of South African life. To there fore reflect on the prob lem
atic of policy, I will dwell in more detail on the final line of argu ment: that alcohol 
related harms (e.g. viol ence, crime, injury, disease) and their settings (e.g. 
town ships, informal settle ments, shebeens) have long been the central object of 
policy inter ven tions, rather than the struc tural condi tions that have engendered 
them.

To return to Sen, if the aim of devel op ment policy is to expand indi vidu als’ 
freedoms so that they can ‘make choices that matter to them’ (Alkire, 2005: 117), 
Famer’s sugges tion that condi tions of struc tural viol ence funda ment ally ‘constrict’ 
and ‘curb’ agency and, there fore, choice (2004: 272) is signi fic ant. Sen is far more 
circum spect about the value of choice and, as Alkire (2005: 121) explains, 
increased choice may not guar an tee the enjoy ment of more valu able freedoms. 
Yet, without adequate capab il it ies, the ability to make choices that ‘matter’ is 
restric ted, comprom ising the broader goals of social justice within which both 
Sen’s and Farmer’s work is so embed ded. Under condi tions of depriva tion or 
‘capab il ity inad equacy’ (Sen, 1999: 90), indi vidu als are ‘deprived not only in 
terms of well being, but also in terms of the ability to lead respons ible lives, which 
are contin gent on having certain basic freedoms’ (1999: 284). This is signi fic ant 
for alcohol control policies – and indeed for the other NCD beha vi oural risk 
factors – because respons ib il ity for one’s actions can only be real ised through the 
very freedoms inhib ited by struc tural viol ence. Public policy thus has a role in 
‘creat ing more oppor tun it ies for choice and for substant ive decisions for indi
vidu als who can then act respons ibly on that basis’ (Sen, 1999: 284). Here, 
respons ib il it ies are the shared domain of the social and the indi vidual. For alcohol, 
not only may this mean the state assum ing respons ib il ity for the fair and equit able 
enforce ment of liquor policy, but also for the provi sion of and support for altern
at ive income sources, some thing that is entirely absent in the WHO’s Global 
Alcohol Strategy. Thus the state may need to ensure train ing, access to capital and 
subsid ised busi ness premises. In turn, indi vidu als will need to comply with regu
la tions in the name of the common good. An under stand ing that matters of health 
are, more often than not, also matters of live li hoods in the Global South is essen
tial to ensur ing that global health aspir a tions are suppor ted, rather than under
mined, by national and local policies.

Notes
1 In the text, the groups are delin eated as follows: Philippi young men (PYM); Philippi 

young women (PYM); Philippi older women (POW); Philippi older men (POM); 
Freedom Park (FP1 and FP2); Salt River Community Policing Forum (SRCPF); Salt 
River Church Group (SRCG).
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