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introduction

As the contributors to Global Health Policy in the Second Obama Term attest, U.S. leadership 
in global health advances core U.S. interests. It fulfills shared humanitarian values by saving 

and enhancing lives. It strengthens health security against common and emerging threats. And 
it promotes stability and prosperity in far-flung communities in the developing world who strive 
for better health and better lives for their families.1 For all these reasons, supporting global health 
should remain a U.S. government and budget priority—and as the second Obama administration 
and incoming Congress commence their work, we hope these essays will offer pragmatic, in-
formed guidelines for seizing the opportunities ahead.

The volume analyzes seven important dimensions of a complex, widening U.S. global health 
agenda: HIV/AIDS; malaria; polio eradication; women’s health; health security; health diplomacy; 
and multilateral partners.2 Each chapter strives to catalog and interpret the past four years’ de-
velopments in their respective focal area, charting the measurable health impacts for which the 
United States can claim at least partial credit, and highlighting persistent problems and challenges. 
The essays conclude with concrete recommendations on how the United States can achieve the 
best results in the next four years in promoting the improvement of health, especially among the 
world’s most vulnerable citizens.

As a whole, the volume brings to light three factors that have profoundly influenced the scope 
of U.S. global health engagement in recent years, and which must be at the forefront of the Obama 
administration’s and incoming Congress’s discussions of the future of U.S. global health policy: the 
remarkable bipartisan support for U.S. leadership on global health; the surprising conceptual and 
operational gains achieved even in the face of considerable austerity; and the essential ingredient 
to success: sustained, high-level U.S. leadership.

1.  Matt Fisher and Alisha Kramer of CSIS were indefatigable in expertly and selflessly managing 
the overall production of this volume. Vinca Lafleur of West Wing Writers provided invaluable editorial 
assistance. Many friends and colleagues gave generously of their time and expertise to produce very 
impressive quality in a few short months. Alison Bours and Jim Dunton provided essential help by 
producing and copyediting this volume. Our greatest gratitude extends to my fellow authors for their 
prodigious efforts: Katherine Bliss; David Bowen; Nellie Bristol; Julie Fischer; Janet Fleischman; Amanda 
Glassman; Hannah Kaye; Rebecca Katz; Phil Nieburg; Sharon Stash; Todd Summers; and Judyth Twigg. 
Ultimately, as authors they are solely responsible for the opinions expressed. We are also grateful to the 
many experts outside government who participated extensively in the working groups that were mobilized 
by the authors: these individuals contributed enormously to creating a broad, majority consensus that 
informs the analyses. We are no less thankful to the officials from U.S. government departments and 
agencies and international organizations who kindly and patiently agreed to provide a sounding board on 
complex technical and programmatic issues. Their expertise and guidance were invaluable. They hold no 
responsibility for the final analysis and recommendations.

2.  The World Health Organization (WHO); the Global Fund to Fight AIDS, Tuberculosis and Malaria 
(Global Fund); the GAVI Alliance; UNAIDS; and the World Bank Group. 
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Let me elaborate on these in turn.

First, in spite of ongoing debates over debt, deficits, taxes, and spending, and a highly polar-
ized U.S. political environment, a broad American consensus has held these past four years that 
U.S. investments in global health genuinely advance U.S. national interests. In preserving invest-
ments in global health, the White House has successfully reached out to an enduring coalition 
of bipartisan supporters in Congress, as well as diverse leaders in the business, faith, foundation, 
scientific, development, and public health communities.

This remarkable and heartening achievement reflects sustained commitments by the Clinton, 
Bush, and Obama administrations to cultivate active dialogues with Republican and Democratic 
congressional leaders and forge strong partnerships with recipient governments, civil organiza-
tions, and international organizations. It was reinforced by credible evidence that U.S. investments 
are yielding concrete health impacts that enhance and save lives.

Paradoxically, however, this broad American consensus remains inherently vulnerable. As a 
decade of war winds down, calls are growing for the United States to look inward and make do-
mestic challenges the overriding priority. Threats of sequestration and renewed recession persist, 
even as sweeping changes in Congress have thinned memories of why members once stood so 
dramatically in support of the steep expansion of U.S. commitments in global health. In such a 
climate, debates over the wisdom and affordability of U.S. overseas commitments are inevitable.

What does this suggest for U.S. global health policy going forward? If U.S. engagement is to be 
maintained, a first order of business for the administration and Congress is to shore up the Ameri-
can base consensus. That will require actively making the case that these investments are indeed 
affordable, that they do advance core U.S. humanitarian interests, that they are a “best buy” in the 
use of scarce resources, and that better health in the developing world will advance stability and 
prosperity and improve the United States’ standing in the world.

A second promising legacy of recent years is that major gains are indeed possible—conceptu-
ally as well as operationally—in a period of protracted budgetary stress, scarcity, and uncertainty. 
Recession is painful but does not necessarily stop progress. In fact, the pressures created by aus-
terity can spark new ideas, motivate reform, and contribute to higher efficiencies. As one expert 
trenchantly noted, “Recessions are market adjustments that can help squeeze the silliness out of 
institutions and make them better.”

Recession certainly did not prevent considerable policy generation in the first Obama term. 
Most importantly, a doctrine of achieving sustainability has taken root, spelling out more clearly 
how orderly, negotiated transitions that better structure partnerships and expectations with 
national governments and multilateral institutions can enable partner countries to assume more 
political and financial ownership of their health sectors. The doctrine has also explicitly raised the 
expectation that multilateral institutions like the Global Fund, the GAVI Alliance, and others will 
be more active partners in building shared responsibility. It has directly contributed to a number 
of detailed compacts between the United States and partner governments describing their respec-
tive obligations to advance a successful transition. It has defined how the United States can and 
should decrease its role as a direct service provider and become predominantly a source of essen-
tial technical expertise.
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The Obama administration’s Global Health Initiative (GHI), unveiled with fanfare in the 
spring of 2009, suffered from poor follow-through but nonetheless laid down the essential prin-
ciples of sustainability and country ownership, along with calls for greater integration across U.S. 
agencies and the elevation of gender as a guide to investments. The Presidential Directive on 
Development, issued in 2011, brought forward for the first time a broad, coherent framework that 
was very consistent with GHI.

In its first term, the Obama administration also issued other important policy guidance 
documents, often twinned with the launch of pilots and initiatives to test what was possible. In 
retrospect, the administration’s policy thinking and action was especially energetic and creative on 
gender, HIV prevention (especially through the Blueprint for an AIDS-Free Generation), malaria, 
maternal mortality, polio eradication, and ending preventable childhood deaths. Implementing 
these innovations is now a key challenge for the second Obama term.

Major operational advances also became possible, both bilaterally and multilaterally, as ris-
ing demands for accountability drove efficiencies in the “science of delivery,” improvement in the 
measurement of health impacts, and better implementation. The United States achieved major 
costs savings and efficiencies in its HIV/AIDS and malaria programs through a careful analysis 
of how dollars were invested, as compared with disease burdens and local capacities, and through 
more aggressive efforts to shape markets and thereby significantly reduce input costs. That effort, 
backed by new modeling exercises, resulted in a systematic rebalancing of investments that made 
it possible, with a fixed resource base, to expand the number of persons living with HIV on U.S.-
assisted antiretroviral treatment from 4 million in 2011 to 5.1 million at the end of 2012, and to 
give policymakers confidence that 6 million could be reached by the end of 2013.

A similar phenomenon was seen with respect to both the Global Polio Eradication Initia-
tive and malaria efforts; in each case, diagnostics and the delivery of key services were improved 
through a determined effort to get more reliable, cost-effective results.

As detailed in the chapter on multilateral institutions, the recession pushed the leadership and 
governing boards of the GAVI Alliance, the Global Fund, WHO, and UNAIDS to confront serious 
funding shortfalls; deficiencies in management, forecasting, and oversight; and the imperative to 
update goals and practices. As the aggregate resource base available for global health programs 
flattened and began to drop, competition across these international institutions intensified, as did 
the instability of budgets. But in recent years, systematic reform efforts have reaffirmed these insti-
tutions’ value and helped renew their performance, governance, and reputations.

In 2011, following a period of uncertainty, the GAVI Alliance emerged in a much stronger, 
better-managed state, with a new executive director and board chair and a far clearer alignment 
around its core mandate and means to improve the quality of its immunization programs. The 
Global Fund, after a near crash in late 2011, underwent a wholesale revamping in 2012. As 2013 
unfolds, a new executive director has taken the helm; and while the Fund is still fragile, its pros-
pects for recovery are good—pending a successful replenishment and proof that the new funding 
model can work effectively. Both UNAIDS and WHO have pursued internal management and 
budgetary reforms and sharpened the definition of their core goals.

A similar argument can be made about partner countries. The abrupt stall in donor funds has 
ushered in a candid and focused discussion of partner countries’ accountability and commitments 
to advancing the health of their citizens, reflecting a healthier, more mature, balanced, and long-
range outlook.
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These gains against the odds underscore the imperative of the United States staying the 
course—politically, financially, and operationally—to realize the full benefits of the policy inno-
vations, cost savings, and institutional reforms under way. These promising processes are not yet 
complete, nor do they hold all the answers: additional resources are still needed. But they have set 
a path for the next few years around which to organize U.S. priorities.

The third lesson that surfaces across this volume is that sustained, high-level U.S. leadership—
by the president, and no less important, by the secretary of state—is indispensable. It is essential 
to preserve the broad bipartisan consensus in support of global health, and to ensure long-term 
budgetary stability amid fiscal and political adversity.

It also provides the necessary diplomatic heft and political influence to drive forward complex, 
delicate transition agreements with partner governments and to encourage true country-owner-
ship and commitment, while preserving trust and confidence in U.S. technical support. Ensur-
ing that these processes are orderly, well planned, and well executed, and that neither vulnerable 
people nor the United States’ reputation are put at risk, will demand building health into every 
exchange with that country’s leadership.

Continuous high-level U.S. engagement is also needed to ensure that key multilateral partners 
improve their performance, align their efforts more closely with U.S. priorities, and undergo suc-
cessful replenishments. This includes consolidating reforms at the Global Fund; moving the World 
Bank Group toward a more strategic approach to health; sharpening the World Health Organiza-
tion’s focus on its core missions; and making fuller use of the GAVI Alliance to maximize the cost-
effective benefits of vaccines, especially in eliminating preventable childhood deaths and disability.

High-level U.S. diplomacy will be integral in persuading emerging powers such as China, 
Korea, Indonesia, India, and Brazil to adopt a more active and meaningful role in global health as 
emerging bilateral donors, as well as in support of the Global Fund, WHO, the GAVI Alliance, and 
other multilateral institutions.

It also will be a key factor in determining the endgame of the global polio eradication cam-
paign, and whether it is possible to reach unvaccinated populations in Afghanistan, Pakistan, and 
Nigeria. That endgame rests to a significant degree on managing the clash between public health 
and global security interests. U.S. drones will continue to be deployed in Afghanistan and Paki-
stan, and reportedly in West Africa as well, over the coming years, at the same time that complex 
polio eradication efforts continue.

High-level leadership remains integral to strengthening health security worldwide. The threat 
posed by emerging pandemics is inherently difficult to forecast, yet the need to prepare systemati-
cally in building global partnerships is a constant. Through both civilian and military agencies, the 
United States is well positioned to strengthen the network of key partners’ laboratories and public 
health institutes and expand the training of skilled personnel. At present, U.S. investments in these 
areas fall far short of what a long-term strategic approach really requires—a deficit that can only 
be overcome by leadership from the White House and the secretary of state’s office.

Finally, high-level U.S. leadership is essential if the Obama administration is to remedy two 
chronic internal problems: the lack of a coherent, unitary vision for its global health policies; and 
persistent interagency conflicts stemming from the fact that no one of sufficient authority is rou-
tinely in charge.
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As noted earlier, the first Obama term produced numerous creative new policies and initia-
tives; yet as the second term begins, there is considerable confusion surrounding their imple-
mentation. The United States claims to give priority simultaneously to an AIDS-Free Generation, 
maternal health, child survival, polio eradication, and malaria control.

Meanwhile, the Global Health Initiative, meant to provide an organizing framework for U.S. 
global health policies and programs, has collapsed without replacement.

Open tensions flared between the U.S. Agency for International Development (USAID) versus 
the Office of the Global AIDS Coordinator (OGAC) and the Centers for Disease Control and 
Prevention (CDC) during the first Obama term. The situation was exacerbated by the Quadrennial 
Diplomacy and Development Review (QDDR), commissioned by then– Secretary of State Hillary 
Clinton, which failed to clearly resolve the administration’s heated internal debate over the future 
leadership of U.S. foreign aid and whether or not USAID should become the premier U.S. develop-
ment agency, with increased institutional autonomy and greater authority to oversee U.S. global 
health programs now under the control of OGAC in the Department of State.

A compounding factor was the absence of a clearly designated senior authority, above the level 
of the USAID administrator, the global AIDS coordinator, and the head of CDC, charged with 
day-to-day oversight of global health programs and integrating them into a broader development 
strategy. Uncertainty and weak accountability created incentives for USAID, OGAC, and CDC 
to prioritize preservation of their bureaucratic turf and budgets. Opportunities were missed to 
integrate and leverage fully the complementary assets of USAID, the State Department, and CDC. 
The internecine squabbles confused partner governments and international organizations and 
weakened the ability of U.S. ambassadors in key partner countries to achieve a coherent, unified 
U.S. program.

What is needed early in the second Obama administration is an updated vision that sets pri-
orities and goals, lays down a clear division of responsibilities, and takes account of the full range 
of evolving U.S. commitments, as well as the widening global health agenda. It should give promi-
nent consideration to the role of emerging powers, the trajectory of noncommunicable chronic 
diseases, and what development targets should replace the Millennium Development Goals, 
post-2015. What is also needed is clear action to put a stop to interagency dysfunction. The solu-
tion is not to re-litigate the debate over the future of U.S. foreign assistance. Rather, the solution 
is to designate someone at a very senior level to be in charge: e.g., a deputy secretary of state or an 
equivalent rank at the White House.

Across the chapters that follow, my coauthors and I have endeavored to be realistic and for-
ward leaning; analytical and accessible; critical and fair. We encourage you to share this volume 
with colleagues and friends, and we welcome your feedback and comments.3

3.  I can be contacted by e-mail at smorrison@csis.org.


