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Chapter 10-1

A fiercely competitive and enormously successful U.S. businessman turns his
attention mid-career to worldwide public health. Historic curiosity? Or the most powerful
contemporary actor in this field? As it turns out, both. At the beginning of the twentieth
century, the Rockefeller Foundation (RF) began to use John D. Rockefeller’s colossal
oil profits to stake a preeminent role in international health (as well as medicine,
education, social sciences, agriculture, and natural sciences). About a century later, the
Bill and Melinda Gates Foundation (BMGF), named for the software magnate and his
wife, had become the most influential agenda-setter in the global health and nutrition
arena (and in agriculture, development, and education).
Each of these powerhouse foundations emerged at a decisive juncture in the
history of international health. Each foundation was started by the richest, most driven
capitalist of his day. Each businessman faced public condemnation for his
unscrupulous, monopolistic business practices.1 Both have been subject to adulation
and skepticism regarding their philanthropic motives.2 Sharing narrow, medicalized
understandings of disease and its control, the RF sought to establish health cooperation
as a legitimate sphere for intergovernmental action and shaped the principles, practices,
and key institutions of the international health field,3 while the BMGF appeared as global
health governance was facing a crisis.
Both foundations and their founders were/are deeply political beings, recognizing
the importance of public health to capitalism and of philanthropy to their reputations,
while claiming the purportedly neutral technical and scientific basis of their efforts.
However, there is one critical difference between them: the RF supported public health
as a public responsibility, while BMGF actions have challenged the leadership and
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purview of public, intergovernmental agencies, fragmenting health coordination and
allotting a massive global role for corporate and philanthropic “partners.”4
Given the confluence of largesse and agenda setting at distinct historical
moments, several questions emerge: How and why have U.S. mega-philanthropies
played such an important role in producing and shaping knowledge, organizations, and
strategies to address health issues worldwide? What are the implications for global
health and its governance?
Such questions are particularly salient given that “philanthrocapitalism” is hailed
as the means to “save the world” even as it depends on profits amassed from financial
speculation, tax shelters, monopolistic pricing, exploitation of workers and subsistence
agriculturalists, and destruction of natural resources—profits that are channeled, albeit
indirectly, into yet more profiteering. The term philanthrocapitalism, coined by The
Economist’s U.S. business editor, refers both to infusing philanthropy with the principles
and practices of for-profit enterprise and to demonstrating capitalism’s benevolent
potential through innovations that allegedly “benefit everyone, sooner or later, through
new products, higher quality and lower prices.”5
Most government entities are subject to public scrutiny, but private philanthropies
are accountable only to their own self-selected boards. Just a few executives make
major decisions that affect millions of people. In North America (and various other
jurisdictions), corporate and individual contributions to non-profit entities are tax
deductible, removing an estimated $40 billion from U.S. public coffers each year.6 At
least one-third (depending on the tax rate) of private philanthropies’ endowments
thereby is subsidized by the tax-paying public, which has no say in how such
organizations’ priorities are set or monies spent.
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This chapter compares and contrasts the goals, modus operandi, and agenda
setting roles of the RF and BMGF. We proposed that both the early twentieth century
RF and the contemporary BMGF have significantly shaped the institutions, ideologies,
and practices of the international/global health field, sharing a belief in narrow,
technology-centered, disease-control approaches. The RF, however, favored creation of
a singular, public, coordinating agency for global health (eventually, the World Health
Organization, WHO), while the BMGF’s privatizing approaches undermine WHO’s
constitutional mandate to promote health as a fundamental human right. Indeed, the
BMGF’s venture-philanthropy approach—applying methods from the venture capital
field to charitable giving7—underpins and is emblematic of the business models that
now penetrate the global public health field. These conditions have resulted in extensive
private, for-profit influence over global health activities and have blurred boundaries
between public and private spheres, representing a grave threat to democratic global
health governance and scientific independence.8
Rockefeller International Health in an Age of Imperialism
In 1913, as “tropical” health problems plagued imperial interests, oil mogul-cumphilanthropist John D. Rockefeller established the RF with the professed goal of
“promot[ing] the well-being of mankind throughout the world.” His efforts were part of a
new American movement: “scientific philanthropy.” In his 1889 manifesto, The Gospel of
Wealth,9 Scottish-born, rags-to-riches steel magnate Andrew Carnegie had called on
the wealthy to channel their fortunes to the societal good by supporting organized social
investments rather than haphazard forms of charity.
Rockefeller followed this gospel by donating to the nascent field of public health,
burnishing his social benefactor image in the process. His advisors advocated starting
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by tackling anemia-provoking hookworm disease: it was easily diagnosed and treated
with medication and was viewed as central to the economic “backwardness” of the U.S.
South, impeding industrialization and economic growth. That hookworm was not a
leading cause of death, or that treatment occasionally provoked fatalities, seemed
immaterial.
The handsomely-funded Rockefeller Sanitary Commission for the Eradication of
Hookworm Disease (1910–1914) showered eleven southern states with teams of
physicians, sanitary inspectors, and laboratory technicians who administered
deworming medication; promoted shoe wearing and latrine use; and disseminated
public health materials, working through churches and agricultural clubs. (These
activities brought favorable attention to the Foundation until a [false] rumor spread that
the campaign aimed to sell shoes, prompting the Rockefeller name to fade into the
background).10 Even if did not “eradicate” the disease, the hookworm campaign ignited
popular interest in public health, and the RF swiftly created an International Health
Board to expand the work.
The RF’s public health activities also served to counter negative publicity about
the Rockefeller oil monopoly. Bad press mounted in 1914 when some two dozen
striking miners and their families were killed at the Ludlow, Colorado, mine, owned by a
Rockefeller-controlled coal producer. Workers, investigative journalists, and the general
public readily linked Rockefeller business and philanthropic interests, regarding “robber
barons’” donations as attempts to counter working class unrest, political radicalism, and
other threats to big business.11
The Rockefeller family was thus advised to engage in philanthropic spheres such
as health, medicine, and education, perceived as neutral and unobjectionable. Over the
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next four decades, the RF dominated international health. Its staff, steered by active
trustees and managers (initially overlapping with Rockefeller business advisors),
oversaw a global enterprise of health cooperation through regional offices in Paris, New
Delhi, Cali, and Mexico City. Hundreds of RF officers led its country-based public health
work in scores of countries around the world.12 By the time the International Health
Division (as the International Health Board was renamed in 1927) was disbanded in
1951, it had spent the equivalent of billions of dollars on major tropical disease
campaigns against hookworm, yellow fever, and malaria, plus smaller programs
combatting yaws, rabies, influenza, schistosomiasis, and malnutrition, in almost 100
countries and colonies. The Division also marshaled national commitment to its
campaigns by obliging government co-financing, typically starting at 20 percent of costs
and rising to the full amount within a few years. It also founded 25 schools of public
health across the world and provided fellowships to 2,500 public health professionals to
pursue graduate study, mostly in the United States.13
But the RF rarely addressed the most important causes of death, notably infantile
diarrhea and tuberculosis, for which technical fixes were not then available and which
demanded long-term, socially oriented investments, such as improved housing, clean
water, and sanitation systems. The RF avoided disease campaigns that might be costly,
complex, or time-consuming (other than yellow fever, which imperiled commerce). Most
campaigns were narrowly construed so that quantifiable targets (insecticide spraying or
medication distribution, for example) could be set, met, and counted as successes, then
presented in business-style quarterly reports. In the process, RF public health efforts
stimulated economic productivity, expanded consumer markets, and prepared vast
regions for foreign investment and incorporation into the expanding system of global
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capitalism.
Alongside its disease campaigns, the RF sustained the international health field’s
evolving institutional framework. The League of Nations Health Organisation (LNHO),
founded after World War I, was modeled partially on the RF's International Health Board
and shared many of its values, experts, and know-how in disease control, institution
building, education, and research, even though the LNHO strived to challenge narrow,
medicalized understandings of health. Instead of being supplanted by the LNHO, the RF
became its major patron and lifeline.14 Addressing the socio-political conditions
underlying ill health was an important political rationale for public health in the 1930s’
climate of anti-fascist, labor, and socialist activism. The RF drew on, listened to, and
even bankrolled certain progressive political perspectives, including those of avowed
left-wing scientific researchers and public health experts,15 although such support was
always subordinate to its technical model and to bolstering U.S. capitalist power.
Yet the RF identified its most significant international contribution as “aid to
official public health organizations in the development of administrative measures suited
to local customs, needs, traditions, and conditions.”16 Thus, its self-defined, broader
gauge of success was its role in generating political and popular support for public
health, creating national public health departments, and furthering the institutionalization
of international health (Table 10-1).
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Table 10-1:
Rockefeller Foundation Principles of International Health Cooperation17
1. Agenda-setting from above: International health activities are donor-driven, with
the agenda of cooperation formulated and overseen by the international agency,
whether via direct in-country activities or the awarding of grants.
2. Budget incentives: Activities are only partially funded by donor agencies; matching
funding mechanisms require “recipient” governments to commit substantial financial,
human, and physical resources to the cooperative endeavor.
3. Technobiological paradigm: Activities are structured in disease-control terms
based upon: (a) biological and individual behavioral understandings of disease; and
(b) technical tools applied to a wide range of settings.
4. A priori parameters of success: Activities are bound geographically, through time
limits, by disease and intervention, and/or according to clear exit strategies in order to
demonstrate efficiency and ensure visible, positive outcomes.
5. Consensus via transnational professionals: Activities hinge on transnational
professionals—who are trained abroad (often alongside donor agency staff) and
involved in international networks—easing the local translation of cooperative
endeavors.
6. On-the-ground reality check for successful implementation: Adaptation of activities
to local conditions, as needed.

Philanthropic status conferred independence from public oversight; the RF was
accountable only to its board. Its influence over agenda setting and institution building
was enabled by its presence at the international level, bolstered by behind-the-scenes
involvement in virtually every kind of public health activity and by missionary zeal in
setting priorities. Yet, responding dynamically to shifting political, scientific, economic,
cultural, and professional terrains, the RF’s activities also involved extensive give and
take, marked by moments of negotiation, cooptation, imposition, rejection, and
productive cooperation. Uniquely for the era, it operated not only as a funding agency

Chapter 10-8

but simultaneously as a national, bilateral, multilateral, international, and transnational
agency.18
The Cold War Interlude and the Rise of Neoliberalism
After WHO was established in 1948, the RF drew back from its leading role in
international health, leaving a powerful but problematic legacy: it had generated political
and popular support worldwide for public health and championed the institutionalization
of international health, but it also entrenched outside agenda setting and a
technobiological approach. WHO inherited the RF’s personnel, fellows, ideologies,
practices, activities, and equipment, pursuing high profile, vertical eradication
campaigns against malaria, smallpox, and other diseases.19
During the Cold War, WHO was joined on the international health stage by
bilateral agencies, international financial institutions, and other United Nations (UN)
agencies, plus a dizzying array of humanitarian and non-governmental organizations
(NGOs). The U.S. and Soviet blocs both employed health infrastructure in their political
and ideological rivalry, building hospitals, clinics, and pharmaceutical plants, sponsoring
thousands of fellowships, and participating in RF-style disease campaigns.
In the 1970s, WHO’s vertical approach began to be challenged. Its member
states, especially newly decolonized countries not aligned with either the Soviet Union
or the United States, sought to address health socio-politically. Halfdan Mahler, WHO
Director-General from 1973 until 1988, provided the visionary leadership in this
reorientation. The primary health care movement, enshrined in the seminal 1978 WHOUNICEF Conference and Declaration of Alma-Ata and WHO’s accompanying “Health
for All” policy, called for health to be addressed as a fundamental human right through
integrated social and public health measures that recognized the economic, political,
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social, and cultural contexts of health and focused on prevention rather than cure.20
Health for All was also part of a larger UN effort, the New International Economic Order
(NIEO), which also called on UN agencies to help regulate transnational corporations
via binding international codes.
Just as WHO was trying to escape the RF’s legacy of narrow health
interventions, however, it became mired in political and financial crises. The economic
situation in the late 1970s and early 1980s prevented many member countries from
paying WHO dues. Meanwhile, U.S. resistance to what it portrayed as illegitimate
“supra-national regulation,” amid the overall rise of neoliberal political ideology
dampened support for publicly funded international health institutions. These conditions
also contributed to a budget freeze in terms of dues paid by member states, which still
remains in place. Moreover, U.S. President Ronald Reagan’s administration unilaterally
cut its assessed contributions to the UN by 80 percent in 1985 and then withheld its
WHO member dues in 1986 to protest WHO’s regulation of health-related commercial
goods and practices,21 particularly pharmaceuticals and infant foods.22 By the early
1990s, less than half of WHO’s budget came from member country dues, while many
donors, now including a variety of private entities, stipulated the programs and particular
activities to which they assigned funds. Today almost 80 percent of WHO’s budget
comes from donors who determine how their contributions are to be spent.
After the Cold War, international health efforts were justified on the grounds of
promoting trade, disease surveillance, and health security.23 By this time, WHO was
being sidelined by the World Bank, armed with a far larger health budget and a drive to
privatize health systems as well as water and other essential public services, and by an
emerging paradigm forging UN “partnerships” with corporate actors. Many bilateral
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agencies, plus certain UN agencies such as UNICEF, bypassed WHO altogether.24 With
reduced intergovernmental spending, what was now dubbed “global health”
philanthropy returned, its re-emergence coinciding and intertwined with the rise of
neoliberalism.
Enter the Gates Foundation
By 2000, overall global health spending had become stagnant. Negative views of
overseas development assistance were encouraged by political and economic elites
and corporatized mass media. Many low- and middle-income countries (LMICs) were
floundering under the multiple burdens of HIV/AIDS, re-emerging infectious diseases,
and burgeoning chronic diseases, all compounded by decades of World Bank and IMFimposed cuts in social expenditures and the negative effects of trade and investment
liberalization. Into this void a self-proclaimed savior for global health appeared, quickly
molding its agenda within just a few years.
The BMGF was established in 2000 by Microsoft founder and long-serving CEO
Bill Gates, the world’s wealthiest person, and his wife Melinda.25 As with Rockefeller,
Gates’s philanthropic entry coincided with bad press. He launched the Children’s
Vaccine Program, a BMGF precursor, in 1998,26 when Microsoft was attracting negative
publicity for lobbying to cut the U.S. Justice Department’s budget precisely when the
company was mired in a federal antitrust suit.27 In 1999, Gates gave a $750,000
founding donation to the Global Alliance for Vaccines and Immunization (now “GAVI,
the Vaccine Alliance”), an initiative announced at the World Economic Forum in Davos.
Later that year Microsoft faced a class-action lawsuit for abusing its software monopoly
from millions of California consumers. BMGF-funded initiatives rapidly proliferated, even
as Microsoft was facing further anti-competitive charges in the European Union. In 2002
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the BMGF co-founded the Global Alliance for Improved Nutrition (GAIN) and became a
major funder of the Global Fund to Fight AIDS, Tuberculosis and Malaria (now called
the Global Fund).
Today the BMGF, co-chaired by the couple together with Bill Gates Senior, is by
far the largest philanthropic organization involved in global health and the largest
charitable foundation in the world. The BMGF spends more money on global health
than any government except the United States.28 Its 2015 endowment was $39.6 billion,
including $17 billion donated by U.S. mega-investor Warren Buffett, the BMGF’s sole
trustee.29
Through 2015, the BMGF had granted $36.7 billion in total; recent annual
spending is around $6 billion. Approximately $1.2 billion goes into “global health”
(including HIV, malaria, and tuberculosis) and $2.1 billion into “global development”
(including polio, vaccine delivery, maternal and child health, family planning, and
agricultural development). The BMGF’s budget for global health-related activities has
surpassed that of WHO in some recent years. Since 2008, the BMGF has been the
largest private donor to WHO (much of this funding is earmarked for polio eradication).
The BMGF’s stated global health aim is “harnessing advances in science and
technology to reduce health inequities,”30 encompassing both treatment (via diagnostic
tools and drug development) and preventive technologies (such as vaccines and
microbicides). Initially, the Seattle-based Foundation focused on a few disease-control
programs, mostly as a grant-making agency. Now its efforts reach over 100 countries. It
maintains offices in Africa, China, India, and the United Kingdom, with more than 1,400
staff members.
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Echoing RF practices, the BMGF requires co-financing from its governmental
“partners,” designs technologically oriented programs to achieve positive results from
narrowly defined goals, and emphasizes short-term achievements. The BMGF has
developed an extraordinary capacity to marshal other donors to its efforts, including
bilateral agencies, which collectively contribute ten times more resources to global
health each year than the BMGF but with considerably less recognition.31 The BMGF
has been widely lauded for infusing cash and life into the global health field and
encouraging other participants.32 But even some of its supporters decry its lack of
accountability and transparency (over what are, after all, taxpayer-subsidized dollars)
and its undue power in setting the global health agenda.33
The BMGF Approach and Its Dangers
As a key funder of global health initiatives, the BMGF collaborates with a range
of public, private, and intergovernmental agencies, as well as universities, corporations,
advocacy groups, and NGOs. Like the RF, the BMGF sends the vast majority of its
monies for global health to or through entities in high-income countries. Through 2016,
three quarters of the total funds granted by its Global Health Program went to sixty
organizations, 90 percent of which are located in the United States, United Kingdom, or
Switzerland.34
A major focus of BMGF global health funding is vaccine distribution and
development. In 2010 it committed $10 billion over ten years to vaccine research,
development, and delivery. While vaccines are important and effective public health
tools, historical evidence demonstrates that mortality declines in high income as well as
some LMICs since the nineteenth century have been mostly due to improved living and
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working conditions (including access to clean water, sanitation, and primary health care)
in the context of social and political struggles.35
The BMGF’s reductionist approach emerged clearly in Bill Gates’s keynote
address in May 2005 to the fifty-eighth World Health Assembly, the annual gathering at
which WHO member states set policy and decide on key matters. Gates invoked
smallpox eradication through vaccination, whose cost was low due to its non-patented
status, to chart a global health agenda: “Some… say that we can only improve health
when we eliminate poverty. And eliminating poverty is an important goal. But the world
didn’t have to eliminate poverty in order to eliminate smallpox – and we don’t have to
eliminate poverty before we reduce malaria. We do need to produce and deliver a
vaccine.”36 Gates’s deceptively simple technological solution to the complex problem of
malaria implies that approaches based on social justice can simply be ignored.
Similarly, the BMGF’s Grand Challenges in Global Health initiative funds scientists in
nearly 40 countries to carry out “bold,” “unorthodox” research projects as long as they
largely disregard the underlying social, political, and economic causes of ill health,
including unprecedented accumulation of wealth.37
To be sure, the BMGF has also supported other kinds of initiatives, albeit at a
smaller scale. In 2006, it gave a $20 million startup grant to the International Association
of National Public Health Institutes and a $5 million grant to the WHO-based Global
Health Workforce Alliance, which sought to address the shortage of health personnel in
LMICs. BMGF funding has often had a privatizing impetus. Recently, the BMGF has
begun funding “universal health coverage” (not the same as access to publicly-funded
universal health care),38 for example via a $2.2 million grant to the Results for
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Development Institute, which works to “remov[e] barriers impeding efficiency in global
markets (for instance in health).”39
Despite the shortcomings of a technology-focused, disease-by-disease approach
to public health problems, this model now prevails, shepherded by the BMGF’s role in
formal global health decision-making bodies. Its role mounted in 2007 with the formation
of the “H8”—WHO, UNICEF, the UN Population Fund (UNFPA), UNAIDS, the World
Bank, the BMGF, GAVI, and the Global Fund. Most are involved with and/or heavily
influenced by the BMGF. The H8, akin to the former G8 (composed of 8 powerful
nations collaborating on economic policies and “security” issues: United States, Japan,
Germany, France, United Kingdom, Canada, Italy, and Russia; now G7 without Russia)
holds meetings behind closed doors to shape the global health agenda.40
Like the RF at its height, the BMGF’s sway over the global health agenda stems
from the magnitude of its donations, its ability to mobilize resources quickly and allocate
substantial sums to large initiatives, the high profile of its patron, and the leverage it
garners from the extraordinary range of organizations with which it partners. Yet Bill
Gates’s response to the 2014-15 Ebola outbreak in West Africa raises yet more
questions about his vision. He called for a supranational, militarized global health
authority, modeled on the North Atlantic Treaty Organization, to be mobilized in the
event of future epidemics, usurping WHO’s coordinating mandate while undercutting
national sovereignty and democratic rule.41
The BMGF and Conflicts of Interests
Conflicts of interest in financing and staffing pervade the BMGF. In recent years it
has been critiqued for investing its endowment in polluting and unhealthy food and
beverage industries and in private corporations that benefit from its support for
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particular global health and agriculture initiatives.42 Although the BMGF sold many of its
pharmaceutical holdings in 2009,43 its financial interests in Big Pharma remain through
Warren Buffett’s Berkshire Hathaway holdings (almost half of the BMGF’s endowment
investments).
Overly close relationships between the BMGF and Big Pharma put into question
the Foundation's stated aim of reducing health inequities, given that profiteering by
these corporations impedes access to affordable medicines.44 In addition, various senior
BMGF executives used to work at pharmaceutical companies.45 For instance, Dr. Trevor
Mundel, president of the BMGF’s Global Health Program, was previously a senior
executive at Novartis; and his predecessor, Dr. Tachi Yamada, was an executive and
board member of GlaxoSmithKline. Yet such “revolving door” problems are rarely
discussed publicly.46
Advocates for affordable life-saving medicines have also raised questions about
the BMGF’s stance on intellectual property (IP). Gates admits that his Foundation
“derives revenues from patenting of pharmaceuticals.”47 Microsoft has long been an
ardent supporter of IP rights – which facilitate its worldwide capture of markets48 – and
has taken a leading role in assuring passage of the World Trade Organization’s
Agreement on Trade-Related Aspects of Intellectual Property Rights (TRIPS).49 The
BMGF and Microsoft are legally separate entities (as the RF and Rockefeller companies
were), but linkages, such as BMGF’s hiring of a Microsoft patent attorney in 2011 for its
Global Health Program,50 are troubling. The government of India became so concerned
about the BMGF’s pharmaceutical ties and related conflicts of interest that, in early
2017, it cut off all financial ties between the national advisory body on immunization and
the BMGF.51
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Such conflicts of interest also manifest themselves at WHO, due to the
increasing role of the BMGF as the main financier for WHO’s budget. The problem of
WHO’s dependence on “voluntary” funding – its most fundamental institutional conflict
of interest – remains unaddressed despite concerted efforts by civil society
organizations.52 It would take just $2.2 billion – which is only half that of New YorkPresbyterian Hospital’s budget,53 – to fully fund WHO through Member State dues.
Instead of lifting the freeze on WHO member state dues, WHO’s most recent reform
produced the 2016 Framework of Engagement with Non-State Actors.54 This further
legitimized BMGF and corporate influence on WHO by specifically allowing
philanthropic and corporate actors to apply for “Official Relations” status, which was
originally meant for NGOs that shared the specific goals articulated in WHO’s
constitution.
The BMGF, Public-Private Partnerships, and Multi-Stakeholder Initiatives
Among the key levers through which the BMGF has garnered influence over
agenda setting and decision making are “public-private partnerships” (PPPs). The
generic term PPP covers a multitude of arrangements, activities, and relationships. In
the early 1990s, PPPs were promoted as a way of funding and implementing global
health initiatives in line with neoliberal prescriptions for privatizing public goods and
services. By the late 1990s, UN agencies had classified a wide range of public-private
interactions as “partnerships" or “multi-stakeholder initiatives” (MSIs). Both concepts
lump all participants together, erasing key differences in the roles and objectives of
those striving for human rights to health and nutrition, and those ultimately pursuing
their bottom line.55 Many of the major global health PPPs now in existence, with
budgets ranging from a few million to billions of dollars – such as GAVI, Stop TB, Roll
Chapter 10-17

Back Malaria, and GAIN – were launched by the BMGF or have received funding from
it.
These public-private hybrids encourage a close relationship between a public
institution and business rather than an arms-length one and promote a shared process
of decision making among supposedly equal partners or “stakeholders.” Such
arrangements have enabled business interests to obtain an unprecedented role in
global health policy making with inadequate public scrutiny or accountability56 and are
markedly different from the RF’s advocacy of public health as the responsibility of the
public sector to which public health activities should be accountable.
The BMGF’s prominent role in the two most powerful PPPs – GAVI and the
Global Fund, both H8 members – and its founding of GAIN underscore the primacy of
the foundation in shaping and enhancing the clout and business venture orientation of
PPPs. GAVI has been the model for almost all global health PPPs. When Bill Gates first
funded it, he was following the venture philanthropy model created in the mid-1990s by
dot.com billionaires who advocated bringing business thinking and jargon into the public
arena. The arrangements are characterized by the active involvement of the donor
entrepreneurs and foundation staff in the recipient organizations and by board
representation from the for-profit sector,57 with corporate presence creating an
intimidating environment for some government representatives.58
GAVI has been critiqued for emphasizing new vaccines instead of ensuring that
existing effective vaccination against childhood diseases is universally carried out. It has
been characterized as a “top-down” arrangement emphasizing technical solutions that
pay scant attention to local needs and conditions59 and underwrite already hugely
profitable pharmaceutical corporations in the name of “saving children’s lives.”60 Indeed,
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GAVI has subsidized companies, such as Merck, for already profitable products such as
pneumococcal vaccine, while countries eligible for GAVI support are expected over time
to take on an increasing proportion of costs, eventually losing both direct subsidies and
access to lower negotiated vaccine prices.61
Similar issues surround the Global Fund, the largest global health PPP in dollar
terms; it received a $100 million startup grant from the BMGF, which has since given it
almost $1.6 billion. Sidelining UN agencies, the Global Fund had disbursed $33 billion
to fund programs in 140 countries as of early 2017, in the process further debilitating
WHO and any semblance of democratic global health governance. WHO and UNAIDS
have no voting rights on the board, but the private sector, currently represented by
Merck and the BMGF, does. The Global Fund, like many PPPs, is known to offer
“business opportunities” – lucrative contracts and influence over decision making – as a
prime feature of its work.
Similarly, since the BMGF and UNICEF founded GAIN, this PPP has popularized
the term “micronutrient malnutrition" to justify its prime focus on food fortification and
supplementation. GAIN argues that “in an ideal world we would all have access to a
wide variety of nutrient rich foods which provide all the vitamins and minerals we need.
Unfortunately, for many people, especially in poorer countries, this is often not feasible
or affordable.”62 This reasoning ignores food supply and distribution problems. Severe
malnutrition prevails in regions with extremely fertile soil and advantageous growing
conditions, producing some of the world’s most nutritious crops, but these are largely for
export markets, leaving local people on low incomes priced out of access to nutritious
food.63
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Overall, the PPP- and MSI-peppered global health architecture fragments and
destabilizes the global health landscape, undermining WHO's authority and capacity to
function and coordinate.64 These arrangements allow private interests to frame the
public health agenda, provide legitimacy to corporations' involvement in the public
domain, conflate corporate and public objectives, and raise multiple conflicts of interest,
with most PPPs channeling public money into the private sector, not the other way
around.65 Most recently, a new global health campus built to house the headquarters of
major PPPs, just a stone’s throw from WHO, will further shift the node of global health
governance physically and metaphorically away from UN agencies.66
Other Avenues of Influence
Relatively unexamined is the $3.5 billion in grants from the BMGF in recent years
for “policy and advocacy” work. These grants fund extensive health and development
media coverage, including of BMGF-supported programs, in outlets spanning the U.S.
Public Broadcasting System to the United Kingdom’s Guardian newspaper.67 This
coverage adds to the considerable self-publicity generated by Bill and Melinda Gates
themselves, who have been featured in countless profiles over the years. Their 2017
annual letter, for example, used cherry-picked evidence to promote an overly positive
and misleading spin on the BMGF’s achievements.68 By contrast, the RF historically
underplayed its public profile, largely because it was faced with a more vigilant media
and a public skeptical about the intermixing of business and philanthropic interests, and
usually exerted influence at the highest political levels behind closed doors.
Venture philanthropy funding from the BMGF increasingly influences civil society
movements,69 universities and researchers,70 and government programs. This influence
leads to modification of mandates, scientific research foci, and methodological
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approaches and also squeezes out more critical analyses. Indeed, it is widely known
that the BMGF – via the Seattle-based Institute for Health Metrics and Evaluation, which
it bankrolls – “claims for itself a core WHO role: ‘diagnosing the world’s health problems
and identifying the solutions.”71 Meanwhile, critics within UN agencies, civil society
organizations, and academia are silenced or excluded, depicted as holding outdated
views. For instance, a Gates-funded Evaluation Report of the Scaling Up Nutrition
multi-stakeholder initiative portrayed those who raised conflict-of-interest concerns as
harboring “phobias” and “hostile feelings” towards industry, which could “potentially
sabotage the prospects of multi-stakeholder efforts to scale up nutrition.”72
Another telling illustration is a 2017 high-level Memorandum of Understanding
between the BMGF and the German development agency BMZ. This MOU commits
BMGF and the BMZ to join forces in advancing the UN’s 2030 Sustainable
Development Goals (SDGs) through “revitalization” of global “partnership” approaches.
Among other effects, this MOU opens up BMZ’s large network of contacts to the BMGF
and invites staff exchanges between the organizations.73 If this MOU becomes a model
for future government-foundation relations, it will further upend democratic and
accountable decision making in the global health and development sphere.
Philanthrocapitalism Redux: Comparing the RF and the BMGF
Philanthropic largesse and the social-entrepreneurial mission of twenty-first
century billionaires are today touted as unparalleled, as though capable of “sav[ing] the
world.”74 This is underscored by the ever more welcoming and enabling environments
for corporate investment and "charitable" sponsorship of the UN’s flagship SDGs,
adopted in 2015 with the stated aim of ending poverty, reducing inequality, and
advancing health, social well-being, and environmental sustainability.75 The claims for
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selfless, philanthropic generosity merit critical consideration,76 for which comparisons
with the past are illuminating.
Philanthropy circa 1900 derived from the profits and exploitative practices of
leading oil, steel, railroad, and manufacturing interests. Similarly, the colossal profits
earned during the 1990s and 2000s by investors in the information-technology,
insurance, real estate, and financial sectors, as well as industries linked to mining, oil,
and the military, were built on the rising inequality to which they contributed, abetted by
massive, if often lawful, tax evasion.77 In both eras, profits were amassed thanks to
depressed wages and worsening labor conditions; trade and foreign investment
practices obstructing and weakening protective regulations; illicit financial outflows;
externalizing and transferring the social and environmental costs of doing business onto
the public and future generations; and tacit support for military regimes to guarantee
access to valuable raw materials and commodities.78
On the eve of launching his foundation, Bill Gates’s net worth exceeded that of
40% of the US population.79 The company he created, and in which he and the BMGF
still hold shares, was recently accused of heavily lobbying against reforms that would
curtail corporate tax evasion.80 Gates remains the wealthiest of eight megabillionaires
who are as rich as the poorest half of humanity.81 Yet these men are celebrated for their
philanthropy rather than scrutinized for their business practices.
The tenet that business models can resolve social problems – and are superior
to redistributive, collectively deliberated policies and actions developed by elected
governments – rests on the belief that the market is best suited to these tasks, despite
ample evidence to the contrary. Still, the BMGF’s support of such models and incentives
diverges from that of the RF. Although following a business model and undergirding an
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expanding capitalist system, the RF explicitly called for public health to be just that: in
the public sphere.
Tax-deductibility of philanthropic donations is an affront to democracy. The belief
that charitable giving can change the world is just another variant of the decidedly
undemocratic doctrine that the rich know best. Whereas “governments used to collect
billions from tycoons and then decide democratically what to do with it,”82 today they
cede agenda setting about social priorities to the class that already wields undue
economic and political power.
Applauding and encouraging the munificence of elites will not create equitable,
sustainable societies. Ironically, people living on modest incomes are proportionately far
more generous than the rich, often donating money and time at considerable personal
sacrifice, without receiving comparable recognition or tax breaks for their
contributions.83 A century ago, the millions of people involved in social and political
struggles for decent, fairer societies were far more skeptical than many are today about
big philanthropy and its effect on public policy making, including policies about public
health.
In short, a plutocratic health governance system with authoritarian features is
becoming entrenched. Fading independent critical media have facilitated the
philanthrocapitalist onslaught, with the emergence of an engineered “consensus”
claiming that the world’s problems can only be solved through “partnerships” of all
“stakeholders.”
By contrast, through the 1940s, the RF supported a small number of leftwing
advocates of social medicine even as it privileged a medicalized, reductionist approach;
the BMGF, however, remains largely impervious to opposing viewpoints. As the premier
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international health organization of its day, the RF had an overarching purview and was
instrumental in establishing the centrality of the field of public health to the realms of
economic development, nation-building, diplomacy, scientific diffusion, and capitalism
writ large, while institutionalizing lasting, if problematic, patterns of health cooperation.
The BMGF, for its part, while reliant on the public sector to deliver many of its
technology-focused programs,84 appears largely indifferent to the survival of the “public”
in public health.
“A Rich Man’s World, Must it Be?”
These many examples demonstrate that capitalism trumps philanthropy – or
“love of humankind,” from the word’s ancient Greek roots – making philanthrocapitalism
an oxymoronic enterprise indeed. The pivotal, even nefarious, role it has played in
global health depends on gargantuan resources enabled by profiteering of titanic
proportions amidst relentless ideological assaults on redistributive approaches, within a
pro-corporate geopolitical climate of dominant, if currently cracking, global capitalism.
In the twenty-first century, it may still be a rich man’s world, but we need not
settle for a rich man’s agenda. Collective activism to overturn philanthrocapitalism’s hold
on global health is an urgent necessity. This effort should draw from, and build upon,
the resistance to the UN’s promotion of “multi-stakeholder partnerships” and neoliberal
global restructuring since the 1990s.85 Those actors who have contributed either
unwittingly, or through silent assent, or even with active collaboration, to the global
health plutocracy also share responsibility in re-democratizing it. Governments and UN
agencies need to take their public mandates seriously. Scientists, scholars, activists,
civil servants, international organization staff, parliamentarians, journalists, trade
unionists, and ethical thinkers of all stripes have a duty to question and counter
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philanthrocapitalists’ unjustified influence; work together for accountability and
democratic decision-making: and reclaim a global health agenda based on social justice
rather than capital accumulation.
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