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Health as a Human Right and Access to Medicines 
Through the legal obligations to “respect,” “protect” and “fulfill” the right to health, governments have 
implicit duties to ensure that health services are provided effectively to their populations (United 
Nations, 1966). This is not a new responsibility. The International Covenant on Economic, Social and 
Cultural Rights (ICESCR) of 1966, currently ratified by 160 countries, also expresses citizens’ access 
to health, goods and services as a right. In 1978, the Alma-Ata Declaration on Health for All provided 
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Abstract
More than a third of the world’s population lack access to essential medicines, despite 
the presence of several international agreements that proclaim health as a human 
right.  The reasons for poor drug access are many and include a lack of uniform good 
governance in the health care system which may allow for corruption. Corruption, in 
its many forms, such as bribery and embezzlement, causes several detrimental ef-
fects on the health sector and access to medicines including economic, health, and 
government image and trust issues. Good governance through economic, political and 
administrative authority is critical for mitigating the effects of corruption. Although 
many studies have assessed corruption in health, there is a dearth in literature on 
the scale and extent of global health corruption. Moreover, public officials are often 
reluctant to discuss problems related to corruption for fear of being held account-
able for such problems. This article argues, therefore, that instruments and processes 
of global health diplomacy must be used to help prioritize empirical research into 
global health corruption, and broker honest dialogue by state actors with regard to 
corruption, and ideally mediate negotiations amongst multiple stakeholders for the 
establishment of a collective framework for the implementation of good governance 
in health.

Harnessing Global Health Diplomacy to Curb Corruption 
in Health
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a framework for the attainment of comprehensive provision of primary health care (PHC) services in 
the context of health as a basic human right. By establishing essential medicines as a requirement for 
the attainment of PHC, this declaration helped establish the link between the social goal of the highest 
levels of health and access to essential medicines (Hogerzeil & Mirza, 2011).

However, despite a long-standing commitment to health as a human right, more than a third of the 
world’s population still lacks access to essential medicines (World Health Organization, 2004b). The 
World Medicines Situation Report (2011), issued by the World Health Organization (WHO), states 
that “inequity and discrimination in access to medicines remain the key public health challenges of 
our times” (Hogerzeil & Mirza, 2011). Cameron, Ewen, Ross-Degnan, Ball, & Laing (2008) have shown 
that in 36 developing and middle-income countries, public facilities had essential medicines in stock 
for only one-third of the study period, while private sector availability of essential medicines was only 
for two-thirds of the study period (Cameron, Ewen, Ross-Degnan, Ball, & Laing, 2008). Moreover, in-
equity in access to medicines and medical facilities remains a prevalent problem. In some countries, 
health policies result in health care systems where medical supply relies on the private sector, or 
alternatively where public sector medical services involve out-of-pocket payments by patients for ac-
cess to medication. Such policies prevent the poor and vulnerable, who are most in need of essential 
medication, from gaining access to them. In Burkina Faso, as one example, there was an association 
between maternal deaths and patients’ lack of resources for informal payments for health services 
(Amnesty International, 2010). It is clear that we still have many goals to meet in order to achieve 
equitable access to medicines.

One of the biggest threats to the right to health is a lack of good governance in health systems (as 
described below), which limits the ability of health systems to fulfill their essential functions and 
may allow opportunities for corruption. As will be discussed later, lack of good governance can oc-
cur on either domestic, institutional or global levels. If there is a lack of concern for basic governance 
principles in health care delivery, health care resources may have no impact on the intended end user. 
Poor governance and corruption thus undermine health care delivery by reducing the availability of 
resources and access to health care. This places the heaviest burden on the poor and marginalized 
(Lewis, 2006). Improving medicine access is not a trivial pursuit. The WHO estimates that by improv-
ing access to essential medicines and vaccines through, for example, reducing corruption in the phar-
maceutical sector, approximately 10 million lives per year can be saved (World Health Organization, 
2004a).

Methodology 
Several databases were used for the collection of relevant peer-reviewed and policy publications that 
were published from January 1, 2000, to February 28, 2013. These are: EBSCO, Scopus, Google Schol-
ar, Summon (University of Toronto Library) and Omega (University of Utrecht Library). Search terms 
used included: “good governance in health,” “corruption in health and pharmaceutical sector,” “access 
to medicines,” “global health diplomacy” and “UNCAC critical analysis.” Web sites of a number of rel-
evant institutions were reviewed for relevant publications and information. These institutions were: 
the WHO, United Nations Office on Drugs and Crime (UNODC), United Nations Development Pro-
gramme (UNDP), Transparency International (TI), World Bank (WB), International Monetary Fund 
(IMF) and IMS Health. Reports, peer-reviewed scholarly articles, newspaper journal articles and legal 
documents are among the relevant documents retrieved from the aforementioned sources. Thematic 
analysis of the collected documents was performed to compare data from different perspectives and 
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sources (e.g., regarding perceived corruption in health systems, good governance in health, critical 
analysis of international interventions/treaties, consequences of corruption in health), along with 
analysis of relevant case studies (e.g., regarding implementation of good governance initiatives).

Corruption and Its Detrimental Effects on Health Care 
Corruption is defined by Transparency International as the “abuse of entrusted power for private 
gain” (Transparency International, 2006). In 2009, the UN Secretary-General Ban Ki-moon highlight-
ed the impact of corruption on the Millennium Development Goals (MDGs), emphasizing its ability to 
kill development and impede efforts to achieve the MDGs (UN Secretary-General, 2009). On a similar 
note, the World Bank identifies corruption as the single greatest obstacle to economic and social 
development. The health sector is inherently liable to be affected by corruption due to three main 
reasons: information asymmetry between different actors (regulators, suppliers, payers, health care 
providers and patients), uncertainty in health markets, and complex relationships between major ac-
tors in health care systems (Savedoff & Hussmann, 2006).

Corrupt practices in the health sector can have a three-fold impact (World Health Organization, 
2013b):
 1. an economic impact—when large amounts of public funds are wasted;
 2. a health impact—the waste of public resources reduces the government’s capacity to  
  provide good quality services and products; patients may turn to unsafe medical  
  products available on the market instead of seeking health services, leading to poor  
  health outcomes for the population;
 3. a government image and trust impact—as inefficiency and lack of transparency 
  reduce public institutions’ credibility, this decreases a donor’s trust in the capacity  
  of the government to deliver on promises and lowers investments in such countries.  
  An example of such loss in image and trust occurred in Zambia when large-scale cor 
  ruption by government officials resulted in a major withdrawal of health aid 
  (Pereira, 2009).
A study by the International Monetary Fund (IMF) showed corruption has a significant, negative ef-
fect on health indicators such as infant and child mortality, even after adjusting for income, female 
education, health spending and level of urbanization (Gupta, Davoodi, & Tiongson, 2009). Corruption 
lowers the immunization rate of children, slows down infant vaccinations, can prevent patient treat-
ment and discourages the use of public health clinics. In Eastern Europe and Central Asia, corruption 
in the form of informal payments for care reduced access to services, especially for the poor, and 
caused delays in care-seeking behaviour (Kohler, 2011).

Each year, an estimated US$4.1 trillion is spent worldwide on providing health services, but a sig-
nificant amount of this money does not reach its intended beneficiaries (World Health Organization, 
2007). For example, it is estimated that between 10 percent and 25 percent of global spending on 
public procurement in health systems is lost to corruption (Savedoff & Hussmann, 2006). Health care 
fraud also leads to a loss of 3.29–10 percent of health care funds, with an average percentage range 
loss of 5.59 percent (Brooks, Button, & Gee, 2012).

All in all, corruption clearly remains a threat to global development efforts and has had an impact on 
the operational work of key global institutions in recent years. For example, results from a World Bank 
Detailed Implementation Review (WBDIR) revealed that five health projects funded by the World 
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Bank in India, launched between 1997 and 2003, were riddled with fraud and corruption, and includ-
ed the Bank’s tuberculosis, malaria and HIV/AIDS programs (Solberg, 2009). The WBDIR stated that 
the corrupt practices uncovered were related to procurement functions and involved bid rigging, bid 
manipulation and bribery. For example, in the Food and Drug Capacity Building Project, “question-
able procurement practices” were implicated in contracts representing 87 percent of all equipment 
purchases for offices and laboratories. Additionally, corruption was identified in the implementation 
of the US$194 million Second National AIDS Control Project, when indicators of “fraudulent and cor-
rupt practices” were implicated in the procurement of diagnostic test kits and blood bank equipment 
(World Bank, 2007).

The Global Fund to Fight AIDS, Tuberculosis and Malaria has also recently discovered approximately 
US$34 million has been misused in funds directed for anti-AIDS, tuberculosis and malaria campaigns 
in Djibouti, Mali, Mauritania and Zambia (Heilprin, 2011). The money was lost to several acts of cor-
ruption that included forged documents or improper bookkeeping, thus indicating that a great por-
tion of it was pocketed for personal gain. The Global Fund’s own Internal Audit Unit has found, for 
example, that 67 percent of all money provided for an anti-AIDS program in Mauritania was misspent. 
In addition to this, US$4.1 million was lost to fake documents and other forms of fraud, such as faked 
invoices and requests for payments. In Mali, US$4 million was misappropriated from a US$22.6 mil-
lion grant. In Djibouti, 30 percent of US$20 million in grants was lost, unaccounted for or misused. 
Cars, motorcycles and other equipment were purchased without receipts using the almost US$5.3 
million that was misappropriated (Heilprin, 2011). In a more recent example, embezzlement of 
US$1.5 million by health workers in Niger has been discovered within projects of the Global Alliance 
for Vaccines and Immunization (GAVI) (Paulson, 2013).

Corruption in the Pharmaceutical Sector
In the health sector, the pharmaceutical system stands out as particularly vulnerable to corruption. 
It is well known that the pharmaceutical market is enormously lucrative, a factor that increases this 
sector’s liability for corruption (Cohen, Mrazek, & Hawkins, 2007). Annual global pharmaceutical 
spending is forecast to reach US$1.2 trillion by 2016 and annual spending growth will increase from 
US$30 billion in 2012 to US$70 billion in 2016 (IMS Institute for Healthcare Informatics, 2012). Phar-
maceutical expenditures can reach as high as 30 percent of the total health spending in some devel-
oping countries and are typically one of the top health care expenditures for governments globally 
(Lu, Hernandez, Abegunde, & Edejer, 2011; World Health Organization, 2013b). 

The pharmaceutical system is subject to a large degree of government regulation, such that if there 
are not appropriate checks and balances in place, government officials can have a monopoly on sev-
eral core decision points in the pharmaceutical supply chain, and also have some discretion in making 
regulatory decisions (Cohen et al., 2007). Government intervention is essential in the pharmaceutical 
system, given the imperfect nature of the market and the need to improve the efficiency of resource 
allocation. Furthermore, regulation is rationalized on the grounds of protecting human life and public 
health by ensuring that only safe and efficacious medicines are made available in the market. On the 
other hand, if there is state capture and poor institutional checks on individual discretion, the public 
interest may be jeopardized. For instance, governments usually determine what drugs are included 
on a national essential drugs list or reimbursement list of a public health care payer. The inclusion of a 
drug on such a list, particularly a reimbursement list, can mean significant financial income for a drug 
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manufacturer as it guarantees the product a relatively predictable market share. If there is a lack of 
oversight, regulators may have the ability to make discretionary decisions about what drugs should 
be selected based on individual gain and not on the public good (Cohen et al., 2007).

Even developed countries have had to contend with regulatory breaches. France has been shaken by 
a huge scandal involving the weight-loss drug, Mediator. The drug was prescribed to more than five 
million people between 1979 and 2009, leading to at least 500 deaths due to heart valve damage 
according to the French Ministry of Health. The drug was never marketed in the United Kingdom or 
the United States of America, and had been withdrawn years earlier from Spanish and Italian mar-
kets, which sparked heated debate regarding national drug regulation and the lobbying power of the 
pharmaceutical industry. The scandal resulted in the resignation of the head of France’s public health 
agency, and an accusation of manslaughter was made against the company owner (Chrisafis, 2013).

Another reason why the pharmaceutical system is susceptible to the effects of weak governance 
is the complex network of supply chains, combined with the difficulty in distinguishing authentic 
pharmaceutical products from fake or sub-standard ones (Cohen et al., 2007). The WHO combines 
several forms of sub-standard medications under the umbrella term “sub-standard/spurious/false-
ly-labelled/falsified/counterfeit medication products (SSFFC)” (World Health Organization, 2011). 
Attaran et al. distinguish between “sub-standard” and “falsified” medicines. Sub-standard medicines 
are “those that for unintentional reasons do not meet regulatory requirements of quality, safety or 
efficacy.” Falsified medicines violate regulatory requirements as well, but what distinguishes the lat-
ter group is “criminal intent.” Unlike sub-standard drugs, the manufacture of falsified medicines “in-
volves a will to deceive or wilful blindness” (Attaran et al., 2012). Debate surrounding the definitions 
of counterfeit, sub-standard and falsified drugs is still ongoing, thus a recent report by the Institute 
of Medicine (IOM) calls for the need to develop consensus over such definitions, in order to over-
come the problems associated with confusing falsified medications with those that infringe copyright 
agreements (i.e., counterfeit medicines)—an issue that impedes international efforts against sub-
standard and falsified drugs (Institute of Medicine, 2013).

In many countries with weak regulation and enforcement of drug distribution standards, the sale of 
sub-standard, falsified, unregistered or expired drugs is very common. Again, even developed coun-
tries are not immune from this risk. According to a report published by the US Customs and Border 
Protection agency there has been an increase of 200 percent in the domestic value of falsified medi-
cines, reaching a sum of US$16.8 million in 2011 (CBP Office of International Trade, 2011). While in 
many markets patients tend to have more confidence in recognized foreign-produced drugs, the high 
prices for the legitimate versions of these, relative to purchasing power, drives many consumers to 
seek lower cost alternatives, which in many cases are not legal, safe or reliable. These actions have 
had costs both in terms of access to drugs, particularly for the poor but also in terms of the quality 
and safety of the drug supply, and also the likelihood of developing resistance to sub-standard and/or 
falsified antibiotics, which can result in huge health costs. In developing nations, half of all medicines 
needed to treat both fatal and non-fatal diseases are sub-standard, possessing little or no active ingre-
dient (Okie, 2009). Sub-standard and falsified drugs also cause thousands of adverse drug reactions 
and some deaths in developed nations (Nordt, Minns, Tomaszewski, Cantrell, & Clark, 2010).
In short, corruption in pharmaceutical systems compromises governments’ abilities to provide safe 
and reliable access to medicines for their populations and their capacity to provide the highest at-
tainable standard of health. In addition, corruption results in significant financial losses and creates 
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a serious threat to public health, patient safety and human rights. Consequently, the pharmaceutical 
system’s susceptibility to acts of corruption is increasingly understood as a pervasive problem with 
negative effects on health status and social welfare (Vian, 2008). Bearing in mind that corruption in 
the pharmaceutical system has national, international and global consequences, resolving this issue 
is not in the domain of one government but many, given the global nature of the pharmaceutical sec-
tor. Thus, tackling corruption in the pharmaceutical sector requires efforts beyond those of a single 
government; it requires collective action through global health diplomacy.

Good Governance as a Tool against Corruption
Good governance is defined by the United Nations Development Program as the “exercise of eco-
nomic, political, and administrative authority to manage a country’s affairs at all levels, comprising 
the mechanisms, processes and institutions through which that authority is directed” (UNDP, 1997). 
Good governance includes the following: it is participatory, consensus oriented, accountable, trans-
parent, responsive, effective and efficient, equitable and inclusive and follows the rule of law (United 
Nations Economic and Social Commission for Asia and the Pacific [UNESCAP], 2013). Implementa-
tion of good governance requires the participation and involvement of several actors, including the 
“private sector, civil society and the state” and is a “prerequisite for sustainable human development” 
(UNDP, 1997).

Good governance can help reduce the occurrence and effects of corruption. Moreover, it assures that 
minorities are not marginalized and that their opinions are incorporated in decision-making process-
es (UNESCAP, 2013). It is instrumental in helping the most vulnerable members of the population.
Global organizations, such as the World Bank, the World Health Organization, and the Global Fund for 
AIDS, Malaria and Tuberculosis, and donor-funded initiatives such as the Medicines Transparency Al-
liance (MeTA), now formally recognize the importance of good governance in development programs, 
and have focused in the past decade on a number of initiatives that target the pharmaceutical sector 
(Kohler, 2013). Working on these issues since 2000, the World Bank has employed a range of strate-
gies such as the development of strong procurement guidelines for health products purchased using 
money from the institutions’ grants (World Bank, 2013).

The Good Governance for Medicines (GGM) program of the WHO, has been implemented in 36 coun-
tries, and emphasizes strengthening rules and procedures throughout the supply chain and on in-
stilling a long-term government commitment to good governance (Baghdadi-Sabeti & Serhan, 2010). 
MeTA is in place in seven countries and encourages the disclosure of information as a way to improve 
transparency, accountability, and ultimately access to medicines (MeTA, 2013). The Global Fund pri-
marily addresses good governance through its procurement operations in order to support the large 
amount of medicine purchasing that goes with their grants; this has led to the establishment of Vol-
untary Pooled Procurement (VPP) as an effective way for countries with weaker systems to safely 
purchase medicines at low cost (The Global Fund, 2013).

These initiatives, however well-intentioned, have uncertain outcomes and this will unlikely change in 
the near future unless there is a serious commitment from governments to acknowledge the scale of 
the problem. Government officials need to examine the scale of corruption within their institutions 
and report on it in a transparent, honest manner. Officials are often reluctant to truly reveal the per-
ceived or actual levels of corruption within their departments or institutions, because of the negative 



© Journal of Health Diplomacy 2013 7

Journal of Health Diplomacy
Volume 1 Issue 1

Kohler and Makady

impact this may have on their professional credibility and also possible punishment. We admit that 
our call for global diplomacy to focus on the issue of good governance is no easy enterprise. We thus 
put forward the challenge of identifying ways to incentivize public officials to dialogue honestly about 
these issues in relevant national, regional or international forums. We hope that this article will in-
spire future efforts in finding practical ways to do so.

We believe that, through health diplomacy channels, governments should aim to put the issue of good 
governance in health into focus; promote the gathering of empirical evidence regarding the nature 
and scale of corruption occurring, wherever possible within their countries; and think strategically 
about how to develop and effectively implement enforceable laws and regulations that can ensure 
accountability among all stakeholders for good governance in the health system.

International Anti-Corruption Treaties: To What Extent Can They Promote Good Gov-
ernance? 
One of the possible aids to pushing forward this agenda is through the umbrella of international trea-
ties. Anti-corruption treaties vary widely in their application, scope, mandatory and optional clauses, 
and implementation review mechanisms. Although they all share the aim of reducing the occurrence 
of corruption in general, none specifically discuss the unique opportunities for corruption presented 
by health care systems. 

The United Nations Convention Against Corruption (UNCAC), which came into force in 2005, is the 
first global initiative against corruption. It represents the first multilateral, global, binding convention 
to address the prevention and criminalization of corruption. Its aims are three-fold: to strengthen and 
promote measures to combat corruption; to promote, facilitate and support international coopera-
tion and technical assistance to fight and prevent corruption; and to promote integrity, accountability 
and proper management of public affairs and public property (UNODC, 2003). The convention rests 
on four pillars: prevention, criminalization, international cooperation and asset recovery. Some argue 
that this comprehensive approach is testimony to the value of the UNCAC (Babu, 2006; Carr, 2006).

The UNCAC takes into account that corruption is difficult to define due to its being a value-laden 
concept that is heavily influenced by cultural considerations (Babu, 2006). Therefore, rather than 
defining corruption per se, the UNCAC defines different forms of corruption such as bribery, money 
laundering, abuse of power, embezzlement and so on (UNODC, 2003). In doing so, the convention 
provides much-needed flexibility to deal with new forms of corruption (Babu, 2006).

Article 13 of Chapter II on Prevention Measures calls on nations to consider incorporating active par-
ticipation of individuals and organizations outside the public sector to raise awareness of problems 
of corruption and the causes and gravity of corruption-related issues (UNODC, 2003). The UNCAC’s 
realization of the important role of civil society and non-governmental organizations in decision-
making processes and education against the culture of corruption is another important aspect of the 
convention (Carr, 2006).

It is well known that criminal law provisions alone are not sufficient for curbing corruption (Carr, 
2006). Therefore, the UNCAC is quite progressive in its inclusion of holistic prevention methods to 
supplement criminal law provisions. These include measures to develop recruitment procedures for 
public officials, adequate remuneration, codes of conduct for public officials, public procurement 
practices and codes of conduct for the judiciary and prosecution services.
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On the other hand, although criminalization of corrupt practices is an important aspect of the UNCAC, 
the convention is vague about the sanctions that need to be administered in the case of perpetration 
of such acts. For example, Article 30.1 states that sanctions need consider only the gravity of the of-
fence, without detailing any specific forms of punishment (UNODC, 2003). Such terms are quite sub-
jective and ambiguous within the context of criminal law (Babu, 2006; Carr, 2006).

On a similar note, provisions criminalizing and addressing prevention of corruption in the private 
sector, such as Articles 21 and 22, are all non-mandatory—i.e., nations need only consider adopting 
them (Carr, 2006; Webb, 2005). This is a particular concern, bearing in mind that the private sector 
in many nations is larger than the public one and that the line between public and private sectors is 
becoming ever more blurred due to privatization and outsourcing (Webb, 2005). 

Good Governance in the Context of Global Health Corruption 
As previously discussed, current international legal frameworks designed to tackle corruption and 
global anti-corruption initiatives are fragmented and often rendered ineffective, whether due to “es-
cape-hatch” clauses that limit applicability of provision to compatibility with national constitutions 
in case of legal frameworks (Babu, 2006; Carr, 2006; Webb, 2005), or a lack of strong political will for 
proper implementation of anti-corruption provisions present in international treaties by government 
officials (Puddephatt, 2012). Moreover, the inter-connectedness of health financing mechanisms, 
global drug supply chains, and international competition in pharmaceutical markets are a combina-
tion of factors that make it increasingly difficult to limit corruption to a domestic level. Consequently, 
measures to effectively tackle corrupt acts in health should necessarily involve global interventions 
that are beyond the capabilities of a single government.

Some studies have indeed called for the establishment of global, binding legal interventions to pro-
mote good governance in health. For example, Mackey & Liang argue that a global health governance 
framework is critical for meaningful action against corruption in health (Mackey & Liang, 2012). At-
taran et al. have also highlighted the need for “international action on falsified and substandard medi-
cines” through a globally binding treaty. Similarly, the IOM calls for a “voluntary international agree-
ment” and “advocates for an emerging consensus on once-contentious terms” to allow countries to 
deal with issues of sub-standard and falsified drugs (IOM, 2013). While acknowledging the value of 
creating a collective and global health governance framework to tackle corruption, we believe that 
such calls for its establishment are incredibly important but need to be supported by better empirical 
evidence about the nature and scale of the problem.

To begin with, international consensus regarding the scope and extent of global health corruption is 
critical. Although there are numerous studies analyzing both actual levels of corruption and perceived 
levels of corruption in several states and settings (Bouchard, Kohler, Orbinski, & Howard, 2012; Ga-
ruba, Kohler, & Huisman, 2009; Transparency International, 2006), more work is still required to 
generate a thorough and accurate understanding about the different forms and extent of corruption 
in health on a global scale. Despite the presence of many initiatives promoting good governance in the 
pharmaceutical sector, more evidence-based information is required regarding the impact that anti-
corruption initiatives have in reducing corruption and on improving health outcomes, who should 
be involved in the process, what factors contribute to success, and whether successful initiatives are 
transferable to different settings (Kohler, 2011).
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We acknowledge that gathering evidence about corruption is difficult at best. Still, by empirically 
determining the scope of corruption in health, and documenting in a more systematic manner the 
different forms it may take in different jurisdictions/nations and their different consequences on 
health outcomes, international consensus may be achieved regarding a definition for global health 
corruption; a managed system for country reports regarding the scope and nature of corruption is 
required to accompany this body of empirical evidence. One such proposed definition of global health 
corruption is the “misappropriation of authority, resources, trust or power for private or institutional 
gain that has adverse effects on regional, local, or international health systems and/or that negatively 
impacts individual patient and/or population health outcomes” (Mackey & Liang, 2012).

Accompanying such a definition would be a collective framework and protocol for global health gov-
ernance. Preferably, such a task should not be the work of one institution alone (e.g., the WHO), but, 
as Mackey and Liang propose, should be the product of cooperation between several international in-
stitutions through consultative meetings. For instance, the WHO and United Nations Office on Drugs 
and Crime (UNODC) might develop a Global Health Corruption Protocol to accompany the UNCAC, 
which in itself represents the most comprehensive, international anti-corruption instrument to date 
(Mackey & Liang, 2012). The importance of the UNODC in such a task lies in its previous experience 
in pioneering efforts for raising anti-corruption efforts to the international level through the develop-
ment of the UNCAC. 

This collective framework should aim to combine expertise from different sources (e.g., global good 
governance initiatives, state officials implementing good governance projects, and civil society orga-
nizations promoting good governance in health) in order to: 
 • establish a comprehensive definition of global health corruption;
 • develop standard norms for good governance;
 • develop effective tools for the review and implementation of regulation promoting  
  good governance;
 • establish processes for implementation review of good governance projects; and 
 • provide relevant technical assistance to member states.
A collective framework would help the international community unite fragmented global and do-
mestic efforts to implement good governance, learn from the successes and failures of previous and 
ongoing initiatives, and provide the technical assistance needed for application of good governance 
in different settings and jurisdictions.

Global Health Diplomacy and Its Role in Promoting Global Health Governance
Ideally, global health diplomacy shapes and manages the global policy environment to improve health 
outcomes (World Health Organization, 2013a). As demonstrated earlier, lack of governance in the 
health sector may result in pervasive corruption that often compromises provision of health care ser-
vices in all countries and impacts health outcomes, particularly for the most vulnerable members of 
the population. Not only does this translate into loss of precious funds and de-stabilization of health 
infrastructures, but it also invariably leads to decreased access to essential medicines, especially by 
the poor and vulnerable. Bearing in mind that the effects of corruption in health have global conse-
quences in today’s interrelated health care supply chain, we advance that health diplomacy can raise 
the awareness of such an issue to the international agenda by encouraging systematic and pro-active 
empirical investigation and analysis of global health corruption.
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In doing so, global health diplomacy would help establish consensus on the presence and scale of the 
problem of global health corruption, a crucial first step to development of a definition of this phe-
nomenon (Mackey & Liang, 2012). The establishment of this definition would then allow for the use 
of global health diplomacy instruments to align policies of health, trade and foreign policy towards 
better health outcomes by directing international negotiations to consider national health objectives. 
Without the crucial role of global health diplomacy processes, policy incoherence between trade pol-
icy, foreign policy and health can occur in many forms (Blouin, 2007).

Yet, to establish consensus on the scale of the problem, government officials, such as ministers of 
health, will need to adopt an honest approach in reporting on the prevalence of corruption issues 
within their nations and not selectively choose when and if they address issues related to corruption 
in international settings. The role of global health diplomacy instruments in helping navigate debate 
through such sensitive topics, providing a suitable environment for their discussion, and encourag-
ing honest discourse amongst stakeholders is thus important and may be facilitated by pressure on 
national governments by civil society organizations to take authentic action.

Global health diplomacy also plays a vital role in guiding future efforts for the development of a global 
health governance framework. Advocating the issue of global health corruption in international fo-
rums may help in bringing together experts and practitioners in disciplines of public health, interna-
tional affairs, law and economics, global institutions such as the WHO and UNODC and non-govern-
mental/civil society organizations to contribute to the development of this framework.

Given the broad scope of global health corruption and the many forms it can take, it is important to 
prioritize where to focus efforts. The pharmaceutical system is a logical point of departure. Medicines 
are an important aspect of health care systems, accounting for up to 30 percent of all health expen-
ditures in some nations (Lu et al., 2011). Corruption in the pharmaceutical sector can also manifest 
itself in a wide variety of ways, with very harmful outcomes, whether through biased selection or 
procurement procedures by governments leading to compromised public benefit (Kohler, 2011) or 
the production of sub-standard or falsified medicines, which can lead to severe adverse reactions and 
even death (Attaran et al., 2012).

Conclusion 
Given the enormously lucrative nature of the pharmaceutical market, its high level of information 
asymmetry, and the inherent uncertainty in overall health markets, the pharmaceutical system, as 
one example, will remain a prime target for corrupt practices whether on the part of regulators, sup-
pliers or payers if good governance is not in place. Due to the interconnectedness of drug supply 
chains, and of international financial donor institutions, corruption in health will have national, in-
ternational and global consequences.

As such, the problem of corruption in health is a global one and meaningful action against this prob-
lem will require a collective, global approach. Although several studies have called for the establish-
ment of global health governance frameworks, we believe that, while incredibly important, these 
efforts need to be backed up by empirical evidence. Bearing in mind the challenges that may present 
themselves, we believe systematic and thorough empirical analysis of global health corruption first 
needs to be carried out, in order to help develop international consensus over the scope, extent, and 
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nature of global health corruption. To achieve this aim, the international community will need to 
make use of global health diplomacy processes to bring the issue of health corruption to the forefront 
of discussion agendas, encourage honest discourse on the scale of current issues in different nations, 
and coordinate negotiations between state and non-state actors (e.g., the private sector, civil society 
and non-governmental organizations) in the establishment of a collective framework for action. 

We do have hope, given that global health diplomacy has already demonstrated its meaningfulness 
through its role in directing negotiations between different stakeholders for the establishment of the 
Framework Convention on Tobacco Control in 2003, the first international, multilateral, binding trea-
ty on a chronic, non-communicable disease (Lencucha, Kothari, & Labonte, 2011). We need to use the 
power of global health diplomacy processes to address the imminent threat that global health cor-
ruption poses to the lives of millions around the world, whether in developing or developed nations.
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