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1. Introduction1. Introduction1. Introduction1. Introduction    

 

Go4Health (which stands for Goals and 

Governance for Health) is a research project 

funded by the European Union (EU), 

contributing to setting health-related 

development goals beyond 2015. More 

specifically, Go4Health is expected to help 

ensure that the health-related development 

objectives for the period after 2015 are based 

on the best scientific evidence available and 

address the main shortcomings of the current 

Millennium Development Goals (MDGs). The 

EU expected the new health-related 

development goals to strike a balance between 

horizontal and vertical approaches to 

healthcare. 

 

Go4Health’s key objective is to propose new 

health goals, embedded in a supportive global 

social contract. Concretely, we committed to: 

* Formulate a first proposal of new health goals 

and supportive global social contract by 

September 2013 

* Formulate a revised proposal of new health 

goals and supportive global social contract by 

September 2014 

* Formulate recommendations for 

implementation by April 2015. 

 

In our September 2013 report, we proposed a 

single health development goal – namely “the 

realization of the right to health for everyone” 

– and two targets, “universal health coverage 

anchored in the right to health” and “a healthy 

social and natural environment”.1 Our 

proposal was in line with proposals being 

discussed at the time (even if ours was more 

demanding).  

 

• With regards to the Millennium 

Development Goals (MDG) reformulation 

process, our benchmark was the report of 

the High-Level Panel of Eminent Persons 

on the Post-2015 Development Agenda.2 

The High-Level Panel of Eminent Persons 

proposed “Ensure Healthy Lives” as the 

overarching health goal, under the 

umbrella of “Leave No One Behind”.2 This 

would require that all people worldwide 

have access to decent health care, in line 

with our first target. Furthermore, the 

High-Level Panel acknowledged that 

ensuring healthy lives starts “with a basic 

commitment to ensure equity in all the 

interconnected areas that contribute to 

health (social, economic and 

environmental)”,2 which corresponded 

with our second target. 

 

• With regards to the parallel process 

focused on formulating Sustainable 

Development Goals (SDG), our benchmark 

was the Sustainable Development 

Solutions Network (SDSN) proposal, 

which advocated (with regards to health) 

to “Achieve Health and Wellbeing at All 

Ages”, including “to ensure universal 

health coverage for all citizens at every 

stage of life, with particular emphasis on 

the provision of comprehensive and 

affordable primary health services 

delivered through a well-resourced health 

system”.3 Furthermore, the SDSN proposal 

argued that “health systems also need to be 

supported by enabling actions in other 

sectors, including gender equality, 

education, improved nutrition, water, 
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sanitation, hygiene, clean energy, healthy 

cities, and lower pollution.” Again, we 

found our two targets in this proposal. 

 

Since publication of the High-Level Panel of 

Eminent Persons’ report in May 2013 the 

MDG reformulation process seems to have 

stalled; with the locus of the debate shifting to 

Member States, largely through the 

intergovernmental Open Working Group on 

Sustainable Development Goals (OWG) called 

for in the Rio+20 Outcome Document.4 Two 

months earlier, 14 and 15 March 2013, the 

OWG had convened its first meeting at the 

UN General Assembly Hall in New York. 

Twelve additional meetings or sessions 

followed until, in July 2014, the OWG 

published its ‘final’ proposal.5 

 

With regards to health, the OWG proposal is 

quite different from the SDSN proposal, which 

we used as the benchmark for the SDG 

process. Far from calling for “emphasis on the 

provision of comprehensive and affordable 

primary health services delivered through a 

well-resourced health system”,3 the OWG 

proposal contains no less than 13 health 

targets – nine of them (3.1 – 3.9) focused on 

outcomes, four (3.a – 3.d) focused on ‘means of 

implementation’ – under the umbrella goal to 

“Ensure healthy lives and promote well-being 

for all at all ages”: 

 

3.1 by 2030 reduce the global maternal 

mortality ratio to less than 70 per 

100,000 live births  

3.2 by 2030 end preventable deaths of 

newborns and under-five children  

3.3 by 2030 end the epidemics of 

AIDS, tuberculosis, malaria, and 

neglected tropical diseases and combat 

hepatitis, water-borne diseases, and 

other communicable diseases  

3.4 by 2030 reduce by one-third pre-

mature mortality from non-

communicable diseases (NCDs) 

through prevention and treatment, 

and promote mental health and 

wellbeing  

3.5 strengthen prevention and 

treatment of substance abuse, 

including narcotic drug abuse and 

harmful use of alcohol  

3.6 by 2020 halve global deaths and 

injuries from road traffic accidents  

3.7 by 2030 ensure universal access to 

sexual and reproductive health care 

services, including for family planning, 

information and education, and the 

integration of reproductive health into 

national strategies and programmes  

3.8 achieve universal health coverage 

(UHC), including financial risk 

protection, access to quality essential 

health care services, and access to safe, 

effective, quality, and affordable 

essential medicines and vaccines for all  

3.9 by 2030 substantially reduce the 

number of deaths and illnesses from 

hazardous chemicals and air, water, 

and soil pollution and contamination  

3.a strengthen implementation of the 

Framework Convention on Tobacco 

Control in all countries as appropriate  

3.b support research and development 

of vaccines and medicines for the 

communicable and non-communicable 
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diseases that primarily affect 

developing countries, provide access to 

affordable essential medicines and 

vaccines, in accordance with the Doha 

Declaration which affirms the right of 

developing countries to use to the full 

the provisions in the TRIPS agreement 

regarding flexibilities to protect public 

health and, in particular, provide 

access to medicines for all  

3.c increase substantially health 

financing and the recruitment, 

development and training and 

retention of the health workforce in 

developing countries, especially in 

LDCs and SIDS  

3.d strengthen the capacity of all 

countries, particularly developing 

countries, for early warning, risk 

reduction, and management of 

national and global health risks      

  

While this rather long list of health targets 

may appear as rather good news for the 

realization of the right to health, we fear that 

the inclusion of UHC as one out of nine 

outcome targets (3.8) may lead to additional 

‘vertical’ healthcare approaches, rather than to 

integration under UHC. 

 

In any case, while much of our work from 

September 2013 until May 2014 focused on 

further clarifying the parameters of ‘UHC 

anchored in the right to health’ – e.g. making 

sure that it would not mean a step backwards 

for recent achievements under vertical 

approaches, proposing appropriate process-, 

input- and outcome indicators, obtaining 

feedback on the political feasibility – the 

OWG proposal steered our work in a different 

direction. Most observers seem to accept that 

there will not be new or reformulated MDGs – 

the SDGs will replace them – and that the 

OWG proposal will be the blueprint for the 

SDGs, due to be approved in September 2015.   

 

Some important questions remain. Will the 13 

health targets be reduced to fewer, more 

comprehensive and integrated targets? A 

report from July 2014 by the International 

Institute for Sustainable Development 

assessing the final OWG session observes that 

participants agreed there is “still another year’s 

worth of negotiations before the proposed 

SDGs are adopted by the UNGA along with 

the rest of the development agenda that will 

supplant the Millennium Development 

Goals.”6 At least some of the key stakeholders 

seem to be in favour of a more comprehensive 

approach.  

 

However, the United Nations Secretary-

General issued a ‘Synthesis Report of the 

Secretary-General On the Post-2015 Agenda’ 

in December 2014,7 which includes the 17 

SDGs proposed by the OWG, and which 

mentions:  

 

Member States have agreed that the 

agenda laid out by the Open Working 

Group is the main basis for the Post-

2015 intergovernmental process. We 

now have the opportunity to frame the 

goals and targets in a way that reflects 

the ambition of a universal and 

transformative agenda. I note, in 

particular, the possibility to maintain 

the 17 goals and rearrange them in a 
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focused and concise manner that 

enables the necessary global awareness 

and implementation at the country 

level. 

 

So it looks as if ‘the die has been cast’: the 17 

SDGs proposed by the OWG will become the 

first SDGs and at the same time replace the 

existing MDGs from 2016 onwards. However, 

when it comes to ‘framing’ and ‘rearranging’ 

the SDGs – and, more importantly, agreeing 

on the global governance structure that is 

required to achieving them – it remains 

important examine the alternative proposals 

that have been formulated during 2014. 

    

When it comes to health, the European 

Commission (EC) Communication – of obvious 

importance for Go4Health – of June 2014, “A 

decent Life for all: from vision to collective 

action”, proposes a more comprehensive 

integrated health goal, with only four sub-

goals and a prominent role for UHC.8’9 The 

“Common African Position on the Post 2015 

Development Agenda”, developed by the 

African Union (AU), also proposes “Universal 

and equitable access to quality healthcare”, 

rather than a series of issue-specific targets.10 

Last but not least, the communities of 

marginalised people we consulted expressed a 

clear preference for a goal that is flexible and 

responsive to their needs, rather than a series 

of targets approved at the global level that may 

or may not correspond with their most urgent 

needs.11     

 

Therefore, rather than a further elaboration of 

our original proposal, our second report 

examines the seven main tensions we 

identified when comparing the OWG proposal 

with the EC and the AU proposals. This report 

is also based on our analysis of feedback on our 

original proposal gathered from extensive 

stakeholder consultations with diverse groups, 

including EU member state representatives 

and marginalised communities, to explain why 

these tensions exist, and why they are 

important for the ongoing post-2015 health 

goal negotiations. More detailed reports about 

this feedback is attached as Annex I,12 Annex 

II,13 Annex III,14 and Annex IV.15       
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2. Comparing the OWG, EC and AU proposals2. Comparing the OWG, EC and AU proposals2. Comparing the OWG, EC and AU proposals2. Comparing the OWG, EC and AU proposals    

 

Before embarking on our comparison it is 

important to highlight the foci of the three 

proposals we compare. While the OWG 

proposal is explicitly an SDG proposal,5 the AU 

proposal is a ‘post 2015’ proposal (SDGs and 

MDGs combined),10 and the EC proposal is 

intended to inform the SDGs, but draw on the 

current MDGs.8’9 All three proposals are wider 

in scope than the current MDGs – 

‘environmental sustainability’, MDG goal 7, 

obviously receives more attention. But they 

cover the entire scope of the current MDGs:16 

“eradicate extreme poverty and hunger”, 

“achieve universal primary education”, 

“promote gender equality and empower 

women”, “reduce child mortality”, “improve 

maternal health”, “combat HIV/AIDS, malaria 

and other diseases”, “ensure environmental 

sustainability”, and “develop a global 

partnership for development”. 

 

The OWG and the EC proposals each contain 

17 goals, and in both proposals, health is only 

one of the 17, although crucial elements of the 

right to health (food, water, participation) are 

covered under other themes.   

 

The AU proposal (or ‘position’) does not have a 

list of goals, but is organised around six pillars:  

 

The 6 Pillars of the AU Proposal 

1. Structural economic transformation and 

inclusive growth 

2. Science, technology and innovation 

3. People-centred development 

4. Environmental sustainability, natural 

resources management and disaster risk 

management 

5. Peace and Security  

6. Finance and Partnerships 

 

Healthcare – to be precise: “Universal and 

equitable access to quality healthcare” – is 

mentioned under pillar 3, “People-centred 

development”. Some elements of healthcare 

are explicitly taken up again under “managing 

global commons”, a section under pillar 6 

“Finance and Partnerships”: “preventing and 

managing cross-border and communicable 

diseases (including HIV&AIDS, tuberculosis, 

malaria and avian influenza)”.    

 

When it comes to financing, or ‘means of 

implementation’ more broadly, the OWG 

proposal should be read together with the 

proposal of the Intergovernmental Committee 

of Experts on Sustainable Development 

Financing (ICESDF) – the ‘advanced unedited 

version’ of August 2014.17 With regards to the 

AU position on ‘means of implementation’, we 

are slightly puzzled because most of the AU 

members are also members of the ‘Group of 77’ 

or ‘G77’ and the G77 proposal to the OWG18 is 

more demanding than the AU position. (The 

G77 was established in 1964 by seventy-seven 

developing countries, signatories of the “Joint 

Declaration of the Seventy-Seven Developing 

Countries” issued at the end of the first session 

of the United Nations Conference on Trade 

and Development in Geneva, but gradually 

enlarged to include 133 ‘developing’ 

countries.) Considering the dates – March 

2014 for the AU position, June 2014 for the 
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G77 position19 – and the specificity of the G77 

proposal, we will assume that the AU members 

have upgraded their expectations in line with 

the G77 proposal. 

 

Our analysis of these proposals reveals that 

there are several ‘tensions’ in them: challenges 

for which possible solutions can be found in 

two (or three) opposite directions, and where 

the drafters seem to have hesitated about the 

appropriate direction. We think that a closer 

examination of these tensions could help to 

identify the crucial issues that will be the 

subject of further debate and consideration in 

the run up to 2015 agreement on the SDGs. 

The seven main tensions we identified are: 

1. Goals: universality vs. differentiation 

based on national circumstances   

2. Expected impact: floors vs. (avoiding) 

ceilings 

3. Community participation: precise 

global benchmarks vs. local policy 

space 

4. Health systems: spearheads vs. 

integration 

5. Financing: re-allocating present 

resources vs. new or improved sources 

6. International cooperation in health: 

charity vs. security vs. right to health 

based 

7. Sustainability: social sustainability vs. 

environmental sustainability  

    

    

    

    

    

2.1. Goals: universality vs. differentiation 2.1. Goals: universality vs. differentiation 2.1. Goals: universality vs. differentiation 2.1. Goals: universality vs. differentiation 

based on national circumstances  based on national circumstances  based on national circumstances  based on national circumstances      

 

The preamble of the OWG proposal affirms 

that the SDGs are, or should be, “global in 

nature and universally applicable”, yet “take 

into account different national realities, 

capacities and levels of development and 

respect national policies and priorities”.5 The 

EC proposal mentions “Universality and 

differentiation based on national 

circumstances” as its first ‘principle’.8 The AU 

proposal, while obviously focused on Africa, 

also emphasises “that the post-2015 process 

should galvanize political will and 

international commitment for a universal 

development agenda, focused on the 

eradication of poverty and exclusion as well as 

the pursuit of sustainable and inclusive 

development”.10     

 

The goal of universality is one of the main 

differences between the SDGs and the MDGs. 

Although not explicitly stated, the MDGs were 

designed for the ‘developing world’. The MDG 

progress report for 2014, for example, includes 

progress for Africa (Northern and Sub-

Saharan), Asia (Western, Southern, South-

Eastern, and Eastern), Caucasus and Central 

Asia, and Latin America and the Caribbean, 

but not for North America, Western Europe, 

or Australia, New-Zealand, and Japan.20 The 

main impetus to formulate universal SDGs 

springs from the aim of addressing climate 

change – to promote sustainable development. 

SDGs on sustainable consumption, climate 

change, the preservation of the oceans, forests, 

biodiversity and others, would make no sense 
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if they did not apply to the so-called 

‘developed’ world too. 

 

But how does one formulate health goals that 

are meaningful for – for the sake of illustration 

– Burundi, Brazil, and Belgium?         

 

This is a tension that runs through all SDG 

discussions and negotiations. The principle 

itself is undisputed: all constituencies we 

consulted – communities, multilateral 

agencies, governments providing international 

assistance and governments relying on 

international assistance – embrace it. But it is 

easier to embrace the principle than to 

elaborate goals that support it. 

 

The tension is not new. Even without 

including the ‘developed’ world, the relevance 

of the health MDGs – which were supposed to 

be meaningful for a very wide range of 

countries from low-income to upper-middle 

income – was questioned. Proportional 

progress targets – as in ‘reducing by two-

thirds, between 1990 and 2015, the under-five 

mortality rate’, or ‘reduce by three quarters, 

between 1990 and 2015, the maternal 

mortality ratio’ – were useful in addressing 

this tension, as they created different targets 

for different countries, depending where they 

stood in 1990.  

 

The OWG proposal also uses proportional 

progress targets, for example in the fourth 

health target: to “reduce by one-third pre-

mature mortality from non-communicable 

diseases (NCDs) through prevention and 

treatment”. This can be translated into 

country-specific targets, depending on the 

current priority accorded to premature 

mortality stemming from NCDs. But the OWG 

also uses absolute global targets, which may be 

more difficult to translate into country-

specific targets, for example the first health 

target: to “reduce the global maternal 

mortality ratio to less than 70 per 100,000 live 

births”. According to the World Health 

Organization (WHO), the global maternal 

mortality ratio (MMR) stood at 210 per 

100,000 live births in 2010,21 so progress will 

be needed. But what does this target mean for 

Burundi, where the MMR stood at 800 per 

100,000 live births in 2010, or for Brazil, 

where the MMR stood at 56 per 100,000 live 

births in 2010? Does it mean that Burundi 

should reduce the MMR from 800 to 70 per 

100,000 live births? That seems unrealistic. 

Does it mean that Brazil does not have to do 

anything? That would mean that the target is 

not universal. However, if it means that all 

countries should, together, reduce the global 

MMR from 210 to 70 per 100,000 live births, it 

provides no guidance for individual countries. 

Finally, the OWG uses targets that – 

implicitly, at least – take into account national 

capacity. For example, the second target, to 

“end preventable deaths of newborns and 

under-five children”, requires that all 

countries end preventable deaths of new-borns 

and under-five children. But what exactly does 

‘preventable’ mean? The death of a child due 

to leukaemia, for example, could be easily 

preventable in Belgium, reasonably 

preventable in Brazil, while demanding 

unreasonable efforts in Burundi. 

 

The EC and AU proposals address the tension 

of universality and differentiation based on 
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national circumstances in a similar way, and 

differently from the OWG proposal: they 

focus on input and process, rather than on 

outcomes. Both advance UHC as the 

cornerstone of the new health goal: the EC 

adds to “[r]educe child mortality, maternal 

mortality and ensure universal sexual and 

reproductive health and rights” and to 

“[r]educe the burden of communicable and 

noncommunicable diseases”; the AU proposal 

focuses on UHC. UHC is a flexible concept: the 

WHO emphasises that “[b]ecause [UHC] 

implies a commitment to equitable access and 

coverage of health services, with financial 

protection, it can be measured in ways that are 

adapted to individual country circumstances adapted to individual country circumstances adapted to individual country circumstances adapted to individual country circumstances – 

which is critical for enhancing national 

ownership”, and therefore that “countries can 

monitor coverage in the areas most important 

to them, incorporating existing MDGs as well 

as the new health agenda”.22 Thus UHC seems 

a good solution for addressing the tension 

between universality and differentiation based 

on national circumstances.  

 

However, if adaptability to national 

circumstances is one of the strengths of UHC, 

it may also be one of its main weaknesses – 

and an explanation for why UHC failed to 

attract the consensual support of global health 

advocates. In some low- and lower-middle-

income countries, UHC adapted to national 

circumstances may result in a rather meagre 

package of health services, in some areas 

falling short of targets set by the current 

MDGs, which include targets about “universal 

access to reproductive health” (target 5.B) and 

“universal access to treatment for HIV/AIDS 

for all those who need it” (target 6.B).12 The 

OWG proposal seems to bring more solid 

guarantees for global health advocates with a 

specific concern for HIV/AIDS and or sexual 

and reproductive health than either the EC or 

AU proposals. The OWG proposal includes a 

target to “end the epidemics of AIDS, 

tuberculosis, malaria, and neglected tropical 

diseases and combat hepatitis, water-borne 

diseases, and other communicable diseases”, 

which will require universal access to 

treatment for HIV/AIDS for all those who 

need it, and a target “ensure universal access to 

sexual and reproductive health care services”, 

almost identical to the present target 5.B.  

 

However, neither target MDG 5.B nor target 

6.B will be achieved by 2015 (target 6.B had to 

be achieved by 2010) and in the absence of a 

commitment to dedicate additional resources – 

which we will discuss further below – the 

addition of targets on NCDs, substance abuse 

and road traffic accidents will dilute presently 

available resources. To be clear, the EC and 

AU proposals are not more ambitious with 

regards to additional resources than the OWG 

proposal is – which will be discussed further 

below. The key question for this section is: if 

we assume that more ambitious commitments 

to additional resources will be needed 

anyhow, would a target that adapts to national 

circumstances like UHC (in combination with 

additional resources) be preferable to a series 

of less flexible universal targets (also in 

combination with additional resources)? Given 

that all constituencies seem to agree with the 

principle of universality and differentiation 

based on national circumstances, UHC would 

be preferable. But perhaps the question should 

be turned around: if we assume that more 
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ambitious commitments to additional 

resources will be needed anyhow, would a 

target that adapts to national circumstances, 

like UHC, be more likely to attract additional 

commitment than a series of less flexible 

universal targets? We will discuss that issue 

further below. 

 

 

2.2. Expected impact: floors vs. (avoiding) 2.2. Expected impact: floors vs. (avoiding) 2.2. Expected impact: floors vs. (avoiding) 2.2. Expected impact: floors vs. (avoiding) 

ceilingsceilingsceilingsceilings    

 

A similar tension to the previous one, is that 

between trying to set ‘floors’ – targets that 

encourage countries and the international 

community to achieve minimum levels of 

wellbeing for all people – while avoiding 

setting ceilings – targets that allow 

governments to argue that they have already 

achieved more than the internationally agreed 

norm. The challenges of achieving a balance 

emerged in different consultations with 

community and civil society stakeholders as 

discussed in the summary below:13 

Most consultation participants looked 

positively on a minimum package, 

though this stands in contrast to the 

complexity of health issues that 

Guatemalan civil society raised, and 

their concern that the social 

dimensions of health issues not be lost, 

for it would be difficult for such a 

package to capture this social element. 

For other participants, who supported 

a minimum package, views varied 

between those who favoured a globally 

defined minimum package, a globally 

agreed floor that no country could 

drop below, and having global 

guidelines, but with the package 

contextualized at national level 

through multi-stakeholder process. 

Standing as a possible bridge between 

these approaches was the proposal 

from CSOs in the Philippines, with a 

global minimum but with flexibility to 

further contextualize the package. The 

contextualization might lead to an 

expanded, but not reduced, package. 

 

With respect to addressing issues related to 

setting a floor, the OWG proposal appears 

stronger than the EC and AU proposals. The 

OWG proposals contains the contours of a 

minimum package: at the very least, people 

should have access to sexual and reproductive 

healthcare services, to healthcare needed to 

reduce maternal mortality, to reduce infant 

and child mortality, to treat communicable 

and non-communicable diseases, to take care 

of injuries from road traffic accidents… The 

EC and AU proposals are less precise, although 

some would argue that UHC includes 

everything that is included in the OWG list. 

 

The tension between national and global 

targets was highlighted in an interview with 

the Acting Director of the Health Financing 

Unit in the Rwandese Ministry of Health.  He 

argued that what follows the MDGS ought to 

be country specific, since each country has its 

own unique challenges. Coming up with 

finance targets, according to him, may not be 

useful since each country has its own different 

budget. He nonetheless supported 5% of GDP 

as the minimum amount to finance health.14 

There was also support for a financial target 

indicator, in particular government health 
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spending as a proportion of GDP, in the 

African, Asian and Latin American 

community consultations, though also an 

emphasis on the need to spend current health 

funds more effectively and transparently, and 

to raise resources through equitable, 

progressive taxation. Opinions varied as to 

whether this indicator should be the same for 

all countries or vary based on need and 

capacity (i.e. higher for wealthier countries 

based on their greater capacity.13 

 

From the perspective of avoiding a ceiling, the 

EC and AU are unlikely to have that effect, as 

they support UHC, which is never completely 

achieved. Could the OWG proposal include an 

unintended ceiling? We already mentioned 

the target of reducing the global MMR to less 

than 70 per 100,000 live births, and that many 

upper-middle income countries have already 

achieved that goal: these countries could argue 

that they have already achieved more than the 

internationally agreed norm.    

 

    

2.3. Community participation: precise global 2.3. Community participation: precise global 2.3. Community participation: precise global 2.3. Community participation: precise global 

benchmarks vs. local policy spacebenchmarks vs. local policy spacebenchmarks vs. local policy spacebenchmarks vs. local policy space    

 

The importance of meaningful, effective 

community participation emerged as a critical 

factor from our consultations.11 Community 

participation was characterised as a 

cornerstone of Primary Health Care in the 

Declaration of Alma Ata,23 and as a critical 

element of the core obligations for the 

realisation of the right to health:24  

To adopt and implement a national 

public health strategy and plan of 

action, on the basis of epidemiological 

evidence, addressing the health 

concerns of the whole population; the 

strategy and plan of action shall be 

devised, and periodically reviewed, on 

the basis of a participatory and 

transparent process; they shall include 

methods, such as right to health 

indicators and benchmarks, by which 

progress can be closely monitored; the 

process by which the strategy and plan 

of action are devised, as well as their 

content, shall give particular attention 

to all vulnerable or marginalized 

groups. 

 

Community participation is not easy to define. 

Attempts to capture community participation 

in definitions or models – which could be used 

for SDG or MDG targets or indicators – have 

“been criticised for making unrealistic 

assumptions about the abilities of the poor and 

marginalised to participate and ignoring wider 

social and political realities”.25 At the same 

time, the ‘beyond 2015 fever’ – the 

reformulation of the MDGs in 2015 in a more 

public and transparent way than the original 

formulation – spurred new thinking about 

community participation as well. The Institute 

of Development Studies, for example, proposes 

“Inclusive Targets for a Post-2015 Agenda”, 

with three focus areas: “Livelihoods and pro-

poor infrastructure development”, 

“Participation and citizen action”, “Tackle 

social discriminatory norms”.26 Under focus 

area “Participation and citizen action”, four 

targets are proposed:    

• Decisions are decentralised to the most 

local unit of governance; 
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• Decision-making is participatory and 

barriers to participation are removed, 

particularly for those who are 

systematically excluded; 

• Public and private institutions are 

responsive and accountable to citizens; 

• A properly resourced and enabling 

environment for citizen action. 

 

There is a tension between benchmarks and 

policy space. Precise benchmarks can be useful 

for communities, as they allow them to 

identify governance failures which can be 

useful in ensuring accountability. But precise 

benchmarks tend to limit the space for 

decentralised decision-making. For example, a 

goal like reducing deaths and injuries from 

road traffic accidents can be useful to highlight 

that a healthcare system is unresponsive to the 

needs caused by road traffic accidents, but it 

can also be used as justification for buying 

ambulances in places where communities may 

have different priorities.   

 

Comparing the OWG, EC and AU proposals, 

we find all three explicitly mention women’s 

participation: 

• ensure women’s full and effective 

participation and equal opportunities for 

leadership at all levels of decision-making 

in political, economic, and public life 

(OWG) 

• Increase women’s representation, 

participation and leadership in decision-

making at all levels and in all spheres (EC) 

• We must provide adequate resources to 

strengthen women’s voices, and ensure full 

and equal participation of women in all 

decision-making bodies at the highest 

levels of government and in the 

governance structures of international 

organizations, including by eliminating 

gender stereotyping in appointments and 

promotions, and building women’s 

productive capacities as agents of change 

(AU) 

 

Furthermore, the OWG proposal mentions 

community participation as a target under the 

water and sanitation goal – “support and 

strengthen the participation of local 

communities for improving water and 

sanitation management” – but not under 

health.  

 

The OWG also proposes a target to “ensure 

responsive, inclusive, participatory and 

representative decision-making at all levels”, 

under the goal to “Promote peaceful and 

inclusive societies for sustainable 

development, provide access to justice for all 

and build effective, accountable and inclusive 

institutions at all levels”. The EC proposal 

mentions community participation under the 

principle of “Human rights, the rule of law, 

good governance and effective institutions”: 

“Key requirements are to strengthen 

participatory political systems that give people, 

especially marginalized and vulnerable groups, 

a say in policy choices and decision-making 

that affect them and to ensure that those 

responsible can be held accountable”. The EC 

also proposes “Empowerment and inclusion of 

marginalised groups, including ethnic 

minorities, migrants and refugees” as a target. 

The AU proposes to “PROTECT human rights 

of all citizens in order to ensure their 

meaningful participation in society; fight 
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against all forms of discrimination; and 

promote the constructive management of 

diversity through democratic practices and 

mechanisms at the local, national and 

continental levels”. It is worth noting that two 

influential EC member states, Germany and 

France, also prioritise community participation 

as a principle by which the new development 

agenda should be guided but neither provides 

details regarding how to involve communities, 

indicators for measuring community 

participation or for tracking government 

accountability.27’28 

 

Thus all three proposals mention the 

importance of community participation in 

rather generic wording. Would they have a 

real impact on community participation in 

decision-making for healthcare? As the AU 

and EC propose UHC as the cornerstone of 

their health goal – without being specific 

about what exactly that entails – they leave 

more margin for decentralisation “to the most 

local unit of governance”, and therefore more 

space for community participation. On the 

other hand, the OWG proposal is more 

specific, and perhaps specific enough, to be 

used as benchmark by which communities can 

hold decision-makers accountable.12 

France presents an interesting 

approach to addressing the issue of 

universal goals adapted to national 

level by local stakeholders. They 

suggest a ‘basket’ of targets and 

indicators that could be formulated 

“based on a minimum basis of common 

criteria for each goal at international 

level in order to allow States and their 

civil society to choose the most 

relevant with respect to their priorities 

and their situations, whilst preserving 

an international follow-up framework. 

We would therefore have a national 

framework made up of goals for which 

each country would implement its 

own specific means.” 

    

    

2.4. Health systems: spearheads vs. integration2.4. Health systems: spearheads vs. integration2.4. Health systems: spearheads vs. integration2.4. Health systems: spearheads vs. integration    

 

According to Vandemoortele and Delamonica, 

“[t]he MDGs were not conceived as a 

comprehensive or near-perfect expression of 

the complexity of human development. 

Rather, they offer a version of it that can easily 

be understood by a general audience”.29 In our 

first report, we called this a spearhead strategy: 

aiming for selective health goals, while hoping 

that achieving these goals (or making progress 

towards these goals) would pull the entire 

health systems forwards or upwards.  

 

The downside of the spearhead strategy is that 

when and where the health systems are unable 

to follow the pace of the spearhead 

programmes, these programmes become 

isolated from the health  systems, leading to 

fragmentation of health systems. In our first 

report, we anticipated that the fragmentation 

observed in several countries would lead to a 

more comprehensive health goal in the 

reformulated MDGs. 

 

It seems we misread the signs. The three 

proposals, AU, EC, and OWG, do not aim to 

address the health systems fragmentation issue 

through a comprehensive health goal. Within 

the OWG proposal, the listing of health issues 
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recognises most of the agendas advocated into 

the process, though at this point in the process 

they lack cohesion, and as a set of disparate 

health targets, fail to demonstrate the 

synergies they might bring to “Attain Healthy 

Life for All Ages.”15 

 

Although the AU and EC proposals highlight 

the importance of integrated health systems, 

the OWG proposal adopts the spearhead 

strategy again, adding three new spearheads – 

NCDs, road traffic accidents, and sexual and 

reproductive health care – to the three original 

spearheads – child health, maternal health, 

and communicable diseases. Perhaps more 

spearheads to lift health systems will indeed 

succeed in lifting health systems; perhaps 

there is reason to fear more fragmentation, and 

additional global health initiatives for NCDs 

and road traffic accidents.  

 

In our first report, we also provided an 

alternative explanation for the spearhead 

strategy: the desire or intention of ‘developed’ 

countries to focus their assistance on issues of 

common concern, like infectious disease 

control. MDG6 provided a reason or alibi for 

global efforts to control infectious diseases. 

Could this explain why the OWG proposal 

sticks to the spearhead strategy? According to 

Hollander and van Kesteren, commenting on 

the OWG, the ‘developing’ countries had more 

influence on the OWG proposal than on the 

original MDGs: “this time around, the global 

South also had a front-row place at the 

negotiation table”.30 Assuming this is correct, it 

would be surprising that ‘developing countries’ 

themselves adopted a spearhead strategy 

instead of an integrated health systems 

strategy. However, as mentioned above, the 

AU proposal also singles out “preventing and 

managing cross-border and communicable 

diseases (including HIV&AIDS, tuberculosis, 

malaria and avian influenza)” under 

“managing global commons”. Perhaps AU 

members are accepting the common interests’ 

rationale of the ‘developed’ countries, and 

attempting to benefit from it as much as they 

can.  

 

There is a third explanation for the spearhead 

strategy. Since the beginning of our project, 

several members of the Go4Health consortium 

have been invited to present and discuss our 

findings in different academic and public 

gatherings. It strikes us that the concept of 

UHC, even ‘UHC anchored in the right to 

health’, as we propose, meets resistance from 

different groups, who fear that UHC as the 

single overarching goal would be a step 

backwards for those health concerns that were 

singled out for attention and funding by the 

MDGs, e.g. HIV/AIDS. The present MDGs 

include targets about “universal access to 

reproductive health” (target 5.B) and 

“universal access to treatment for HIV/AIDS 

for all those who need it” (target 6.B),16 and it 

is not obvious that UHC includes these ‘floors’. 

Perhaps the OWG proposal is merely the 

result of the open process it adopted, and 

different groups of global health advocates 

proposing different targets.   

 

Even the WHO, heavily promoting UHC as 

the single overarching goal until recently, 

seems to be willing now to accommodate these 

concerns: in a one page proposal, issued in 

April 2014, the WHO proposes one goal – 
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“Ensure healthy lives and universal health 

coverage at all ages” – and four ‘sub-goals’:31  

1. Achieve the health-related Millennium 

Development Goals (MDGs)  

2. Address the burden of noncommunicable 

diseases, injuries and mental disorders  

3. Achieve Universal Health Coverage 

including financial risk protection  

4. Address the social and environmental 

determinants of health 

 

Similarly, the EC proposal, while focusing on 

“[t]he achievement of equitable and universal 

coverage by quality health services, together 

with protection against personal financial risk 

due to excessive health expenditure”, includes 

targets to “reduce child mortality, maternal 

mortality and ensure universal sexual and 

reproductive health and rights” and to “reduce 

the burden of communicable and non-

communicable diseases”.  

 

Could this solve the tension? A simple solution 

could be to use the structure of the OWG 

proposal, which separates ‘outcome’ targets 

from ‘means’ targets, and to shift UHC from an 

outcome target to one of the means targets, to 

clarify that UHC is the way to achieve the 

spearheads in an integrated manner.  

 

 

2.5. Financing: re2.5. Financing: re2.5. Financing: re2.5. Financing: re----allocating present resources allocating present resources allocating present resources allocating present resources 

vs. new or improved sources      vs. new or improved sources      vs. new or improved sources      vs. new or improved sources          

 

All three proposals agree that more financing 

will be needed to achieve the proposed goals: 

• There is a need for significant mobilization 

of resources from a variety of sources and 

the effective use of financing, in order to 

promote sustainable development (OWG)  

• The priority strategies identified in this 

common position need to be financed. To 

this end, resource mobilization and 

innovative financing methods need to be 

implemented. In addition, implementation 

of the strategies will require the 

consolidation of existing partnerships and 

the forging of new ones. (AU) 

• Mobilising financial resources will also be 

pivotal. Given the challenges the world 

faces, full use needs to be made of all 

resources available (domestic and foreign, 

public and private). (EC) 

 

All three proposals agree on the primacy of 

domestic financing, and the importance of 

international assistance to supplement 

domestic financing in ‘developing’ countries: 

• Each country has primary responsibility 

for its own economic and social 

development and the role of national 

policies, domestic resources and 

development strategies cannot be 

overemphasized. Developing countries 

need additional resources for sustainable 

development. (OWG) 

• REITERATING REITERATING REITERATING REITERATING that each country has 

primary responsibility for its own 

economic and social development, and 

that the role of national policies, domestic 

resources and development strategies is 

critical; REAFFIRMING REAFFIRMING REAFFIRMING REAFFIRMING that African 

countries need additional resources for 

sustainable development; and 

RECOGNIZING RECOGNIZING RECOGNIZING RECOGNIZING the need for significant 

mobilization of resources from a variety of 
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sources and the effective use of financing 

(AU) 

• National governments have the primary 

responsibility to mobilise and make the 

best use of their resources through 

national policies. The EU stands ready to 

support those countries most in need in 

their efforts. (EC)   

 

But where should the additional financing 

come from?  

 

The OWG proposal refers to the report of the 

ICESDF, which was finalised after the OWG 

proposal was finalised. But the OWG proposal 

already contains the rough lines of the 

ICESDF, later confirmed by the ICESDF 

report: 

• strengthen domestic resource 

mobilization, including through 

international support to developing 

countries to improve domestic capacity for 

tax and other revenue collection 

• developed countries to implement fully 

their [Official Development Assistance 

(ODA)] commitments, including to 

provide 0.7% of [Gross National Income 

(GNI)] in ODA to developing countries of 

which 0.15-0.20% to least-developed 

countries  

• mobilize additional financial resources for 

developing countries from multiple 

sources 

• assist developing countries in attaining 

long-term debt sustainability through 

coordinated policies aimed at fostering 

debt financing, debt relief and debt 

restructuring, as appropriate, and address 

the external debt of highly indebted poor 

countries (HIPC) to reduce debt distress  

• adopt and implement investment 

promotion regimes for LDCs  

 

Under the goal to “Promote peaceful and 

inclusive societies for sustainable 

development”, the OWG proposal also 

includes a target to “significantly reduce illicit 

financial and arms flows, strengthen recovery 

and return of stolen assets, and combat all 

forms of organized crime”. Thus the OWG 

proposes a blend of domestic and international 

financing, and a blend of re-allocating present 

resources (public revenue of developed 

countries to achieve the 0.7% of GNI target, 

debt relief allowing ‘developing’ countries to 

shift debt reimbursements to domestic 

expenditure) and additional resources 

(improved revenue collection, economic 

growth, reducing illicit financial flows). The 

ICESDF report contains the same ideas but 

elaborates them further. ICESDF report also 

mentions that “[i]t is time to address politically 

sensitive issues, such as agricultural export 

subsidies, and signal that global cooperation on 

trade liberalization in the interest of global 

development is still possible”.17  

 

The AU proposal is built on the same blend, 

but has somewhat different accents. With 

regards to ODA, it insists that ‘developed’ 

countries have to “fulfill their promises and 

commitments”, reminding that this is essential 

to “restore trust, confidence and mutual 

respect in global partnerships”, but also that 

the quality and the predictability of 

international financing need to be improved. 

With regards to foreign debt, the AU proposal 
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is surprisingly silent. The emphasis of the AU 

proposal seems to be on fair trade as a means 

to achieve economic growth and high 

domestic revenue. The AU proposal also insists 

on and “international financial architecture 

that promotes access to concessional 

development finance, penalizes illicit financial 

flows, strengthens early warning systems for 

global financial fragility, and deepens 

responsive financial risk management”.  

 

As mentioned above, we assume that the AU 

also adheres to the G77 proposal, which is 

more demanding. The G77 wants to agree on a 

year for ‘developed’ countries to achieve their 

ODA commitments, and they propose a new 

target by 2030: 1% of GNI instead of 0.7% of 

GNI:18  

urgently ensure by 20XX, the 

fulfillment by developed countries to 

provide 0.7 per cent of gross national 

income (GNI) for official development 

assistance (ODA) for developing 

countries, as well as a target of 0.15 to 

0.20 per cent of GNI for official 

development assistance to the least 

developed countries, and increase it to 

1 per cent of GNI by 2030            

 

With regards to foreign debt, the G77 wants 

“debt sustainability” for all ‘developing’ 

countries, and “debt cancellation” for highly 

indebted poor countries. The G77 proposes to 

“eliminate export subsidies for agricultural 

products in developed countries” and to “[h]alt 

Illicit Financial Flows (IFFs) and repatriate ill-

gotten wealth in foreign banks to countries of 

origin”.  

 

The EC proposal confirms that the EU 

“recognizes the key role of Official 

Development Assistance (ODA)” and that the 

EU “has confirmed its commitment to reach 

the 0.7% target by 2015”. It also mentions the 

importance of “[s]trengthening tax policy and 

administration, combatting illicit flows and 

corruption and enhancing natural resources 

management”, and the role of the private 

sector as “the key driver of inclusive and 

sustainable growth”. 

 

This overview is by no means intended to be 

comprehensive; it only serves as an illustration 

for two points. First, as Hollander and van 

Kesteren observe, disagreement about 

financial responsibility for the SDGs remains 

unresolved, and “financial issues are certain to 

rise to the surface during the conference on 

sustainable development financing, to be held 

in July 2015”.30 Second, looking for tangible 

and measurable financial commitments that 

would allow aiming for comprehensive 

healthcare systems while ensuring that none 

of the progress recently made on ‘spearhead’ 

issues is lost, we did not find them. Increasing 

domestic public revenue in ‘developing’ 

countries is crucial – and so is preserving 

public revenue in ‘developed’ countries – but 

we found no signals of intentions to coordinate 

public revenue collection internationally, as a 

way to avoid ‘tax competition’ in search for 

attracting investment. Apart from a reference, 

between brackets, to the Abuja Declaration in 

the AU proposal – “improving health systems 

and health financing, and medical 

infrastructure, the local manufacturing of 

health equipment, (e.g. commitment to the 

Abuja Declaration)” – we found no indication 
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of intentions to shift a larger proportion of 

present domestic and international public 

financing to health or social expenditure in 

general.    

 

Go4Health’s task is to help ensure that the 

health-related development objectives for the 

period after 2015 are based on the best 

scientific evidence available : the scope of our 

task does not directly include taxation, 

subsidies or illicit financial flows. But we are 

also expected to contribute to a balance 

between horizontal and vertical approaches to 

healthcare. In our experience, vertical 

programmes are often the result of insufficient 

financing in combination with earmarked 

international financing. When ministries of 

health of ‘developing’ countries implement 

vertical programmes, they most often do so 

when they receive external finances for 

specific issues and think that their health 

systems cannot achieve the objectives, not 

because they are convinced that vertical 

programmes are more efficient. When 

proponents of specific health issues try to 

avoid the integration of vertical programmes 

into health systems, they are not doing so 

because they are opponents of integrated 

healthcare, they do so because they are 

concerned about the impact of integration on 

the effectiveness of the programmes. These 

concerns should not be disregarded: there are 

historical precedents of vertical programmes 

that went wrong when integrated within 

insufficiently financed health systems. To 

strike a better balance between vertical and 

horizontal approaches, more solid 

commitments to additional financing are 

needed. As Cobham argues, “The debate on 

what follows the MDGs – the post-2015 

framework – is a chance to focus on two major 

finance themes that are not reflected in the 

goals themselves. First, that taxation is the 

central source of development finance; and 

second; that illicit financial flows undermine 

effective taxation and require international 

action. If this chance is not to be wasted, we 

need a consensus – and soon- on targets in 

these interlinked areas.”32 

    

    

2.6. International cooperation in health: 2.6. International cooperation in health: 2.6. International cooperation in health: 2.6. International cooperation in health: 

charity vs. security vs. right to health based  charity vs. security vs. right to health based  charity vs. security vs. right to health based  charity vs. security vs. right to health based      

 

MDGs, or SDGs, are essentially about 

international cooperation. No matter how 

important domestic solutions are for people’s 

health, we cannot discuss what the appropriate 

health MDG or SDG should be, without 

discussing why the international community 

should, or should not, cooperate to improve 

people’s health. We define cooperation 

broadly, thus we include financial assistance, 

but also technical assistance and even what we 

would term practices that are the opposite of 

assistance: for example, why are some 

‘developed’ countries providing assistance to 

‘developing’ countries for health, while at the 

same time supporting export subsidies that 

deprive the same ‘developing’ countries of 

domestic public revenue? 

 

Lencucha offers four alternative “ethical 

positions” for foreign policy for health:33 

• “Isolationism” – states have no 

responsibility whatsoever to assist other 

states in improving health; 
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• “Charity” – states can help other states, if 

they want, as long as they want, for the 

priorities they choose; 

• “Security” – states should help other states 

address health issues that are of common 

concern; 

• “Cosmopolitanism” – humanity has a 

moral responsibility towards humanity, 

and therefore states should assist each 

other (or people assist each other, across 

borders, using states as instruments). 

 

In our September 2013 report we advocated 

that “Realizing the right to health” become the 

post-2015 health and development goal.1 In 

adopting a right to health based position we 

chose to advance a form of the cosmopolitan 

approach as the underpinning foreign policy 

for health. 

 

When we examine the OWG, the EC and the 

AU proposals, we can rule out isolationism – a 

health MDG or SDG would not make sense, if 

its proponents felt that there is no 

responsibility to cooperate for improving 

health – but it is not easy to determine 

whether the proposals are based on charity, a 

common concern for security, or 

cosmopolitanism. All proposals refer to 

Millennium Declaration, in which the 

members of the United Nations General 

Assembly agreed that “in addition to [their] 

separate responsibilities to our individual 

societies, [they] have a collective responsibility 

to uphold the principles of human dignity, 

equality and equity at the global level”.34 But 

why?  

 

According to Gore, the MDGs were based on a 

“Faustian bargain”:35  

With their joint commitment to 

achieve the MDGs, members of the 

international community exist as an 

association of States joined together in 

a cooperative venture to promote 

common ends. This is far different 

from a procedural conception of 

international society which consists of 

an association of States joined together 

through their common respect for a set 

of rules, norms and standard practices 

which govern the relationships 

between them.  

 

Other observers, using less pejorative 

language, convey essentially the same message, 

as Vandemoortele does when he writes that 

“[t]he original MDG agenda never implied a 

specific development strategy or policy 

framework”.36 It was an agreement on 

common goals, not on the reasons why these 

goals were crucial, nor on the way to achieve 

them. 

 

According to Gore, this resulted in “national 

and international policies [that] focused on 

promoting global integration rather than 

production and employment”, which may 

have caused more inequality.35              

 

Without going as far as Gore, we do agree that 

the reasons behind the goals matter, and that 

agreement on appropriate policies to achieve 

to goals would help. Focusing on health, we 

argue that it makes a great difference whether 

international cooperation is inspired by 

charity, security, or the right to health. If 
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international cooperation for health is based 

on charity, it is unreliable: individual states are 

free to cooperate or not, on issues of their 

choice, and for as long as they feel obliged – 

facing a financial crisis at home would justify 

ending costly form of cooperation. If 

international cooperation for health is based 

on security or more broadly defined common 

interests, then it would be predictable – and 

perhaps morally acceptable – that 

international assistance focuses on infectious 

disease control. If international cooperation 

for health is based on the right to health, then 

it should follow the lines of the national and 

international responsibilities for the 

realization of the right to health, in 

accordance with international human rights 

law. 

 

Neither the OWG proposal, nor the AU 

proposal and the EC proposal, provide much 

clarity about the reasons why there should be 

MDGs or SDGs, or a health MDG or a health 

SDG in particular.  

 

• The OWG proposal’s introduction refers 

mainly to the Rio+20 document, and 

repeats the arguments made there: 

“poverty eradication, changing 

unsustainable and promoting sustainable 

patterns of consumption and production 

and protecting and managing the natural 

resource base of economic and social 

development are the overarching 

objectives of and essential requirements 

for sustainable development”, “Rio+20 

promised to strive for a world that is just, 

equitable and inclusive”, and Rio+20 

“reaffirmed the importance of freedom, 

peace and security, respect for all human 

rights, including the right to development 

and the right to an adequate standard of 

living, including the right to food and 

water, the rule of law, good governance, 

gender equality, women’s empowerment 

and the overall commitment to just and 

democratic societies for development”. In 

the proposed goals (after the introduction), 

human rights are mentioned under 

education – not as a right to education but 

as something people should be educated 

about. 

 

• The EC proposal mentions as a general 

introduction that “[e]radicating poverty 

and achieving sustainable development are 

fundamental global challenges affecting 

the lives of current and future generations 

and the future of the entire planet” and 

that “[t]hese challenges are universal and 

interrelated and need a global response”. It 

explicitly mentions education and gender 

equality as human rights, not health, but it 

includes a goal on “human rights, the rule 

of law, good governance and effective 

institutions”, where it is mentioned that “a 

rights based-approach, encompassing all 

human rights, will decisively contribute to 

the improvement of the quality of 

governance, to reducing inequality and 

exclusion and realizing the envisaged 

targets and actions of this agenda through 

participation, transparency and 

accountability”. 

 

• Surprisingly, perhaps, the AU proposal is 

the only one that highlights the common 

interest of addressing (certain) health 
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issues: it singles out “preventing and 

managing cross-border and communicable 

diseases (including HIV&AIDS, 

tuberculosis, malaria and avian influenza)” 

under “managing global commons”. 

 

As Go4Health, we are not trying to advocate 

for the right to health for the sake of 

promoting the right to health. Support for the 

right to health (and human rights more 

broadly) had been conspicuous in analyses of 

the burgeoning post-2015 debate, and in the 

research undertaken among multilateral 

organizations by Work Package 4 in June-July 

2013. However in follow-up interviews and in 

analysis of recent documentation the 

prominence of the right to health as a goal is 

now muted. Some advocates suggested that 

since the first round of interviews anxieties 

around sexual rights (e.g. the passage of 

explicit anti-gay legislation in Nigeria and 

Uganda) had the potential to colour the debate 

around sexual and reproductive rights and by 

extension the right to health itself, risking 

comprehensive resistance to rights based 

discourse.  

 

Our follow-up interviews with multilaterals 

suggest a broad consensus that the right to 

health is important, that it underpinned the 

MDGs and the advocacy around the post-2015 

goals, but that it would not be acceptable as an 

explicit goal. More problematic than this was a 

perception that the right to health was in some 

ways, strategically dangerous, polarizing: that 

“[s]ome nations…are allergic to the term 

‘human rights’. They feel… it is the Western 

countries’ beating them around the head 

trying to impose Western cultures on them.” 

While aware of the potency of these critiques 

we are concerned that in the absence of a clear 

commitment to the realization of the right to 

health, international cooperation may 

gravitate back to a combination of charity and 

security, and therefore a focus on infectious 

disease control.   

 

For us one of the key vulnerabilities of the 

right to health is its lack of clarity in the 

context of the SDGs. By extension, this lack of 

clarity included how it might be 

operationalised, and more importantly, given 

their prominence in current deliberations, 

what metrics might measure its 

implementation. UHC, which we proposed as 

one of the concrete manifestations of the right 

to health, had suffered similar criticisms, 

marginalized because of its lack of clarity in 

definition and the need to produce indicators 

for its monitoring. This is why we propose 

continuing our work on clarifying the 

parameters of the right to health and focusing 

on developing indicators that could help to 

improve the OWG proposal.         

  

    

2.7. Sustainability: social sustainability vs. 2.7. Sustainability: social sustainability vs. 2.7. Sustainability: social sustainability vs. 2.7. Sustainability: social sustainability vs. 

environmental environmental environmental environmental sustainabilitysustainabilitysustainabilitysustainability    

 

Based on our analysis of recent documentation 

(including but not limited to the AU proposal, 

OWG proposal, and the EU proposal) and 

interviews with key informants from national 

and multilateral organizations the SDG 

formulation process has subsumed the MDG 

reformulation process. A separate MDG 

reformulation process may be revived during 

the year 2015, but everyone we consulted 
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expects a single set of ‘post 2015’ goals. 

Whether they will be called MDGs or SDGs 

does not really matter – sustainable 

development will be included. 

 

According to Hollander and van Kesteren, the 

SDGs are “more far-reaching than the MDGs 

both in content (they capture all three 

dimensions of sustainable development) and 

scope (they apply to both developing and 

developed countries)”.30 However, the three 

proposals strike us as still rather focused on the 

original scope of the MDGs. The OWG 

proposal has 17 goals, of which the first 10 are 

about social sustainability (and are or could 

have been in the original MDGs), the next five 

are clearly related to environmental 

sustainability, and the 16th and 17th are related 

to both. The EC proposal also has 17 goals, of 

which we would rank eight under social 

sustainability – “poverty”, “inequality”, “food 

security and nutrition, sustainable 

agriculture”, “health”, “education”, “gender 

equality and women’s empowerment”, “water 

and sanitation” and “full and productive 

employment and decent work for all”; seven 

under environmental sustainability – 

“sustainable energy”, “inclusive and 

sustainable growth”, “sustainable cities and 

human settlements”, “sustainable consumption 

and production”, “oceans and seas”, 

“biodiversity and forests”, “land degradation, 

including desertification and drought”; and 

two that are related to both – “human rights, 

the rule of law, good governance and effective 

institutions”, and “peaceful societies”. The AU 

proposal has six pillars, of which only the 

fourth is clearly related to environmental 

sustainability – “Environmental sustainability, 

natural resources management, and disaster 

risk management” – although the second on 

“Science, technology and innovation” also has 

a link with environmental sustainability. 

 

This could reflect an understanding that social 

and environmental sustainability are deeply 

interlinked, and that trying to separate them is 

not going to be very effective. But it could also 

mean that these proposals are merely trying to 

‘pave the way’ for the real negotiations on 

environmental sustainability and climate 

change. The ‘developed’ countries need the 

‘developing’ countries to address climate 

change. However, as von der Goltz notes, 

“Developing countries uniformly stress the 

primacy of development and poverty 

reduction over [climate change] mitigation 

action.”37  

 

It looks as if the SDGs themselves will not 

address climate change: all three proposals 

affirm the primacy of the United Nations 

Framework Convention on Climate Change 

(UNFCCC) when it comes to climate change: 

• “the UNFCCC is the primary international, 

intergovernmental forum for negotiating 

the global response to climate change” 

(OWG) 

• “we urge developed country parties to the 

United Nations Framework Convention on 

Climate Change (UNFCCC) to fully 

implement their commitments under the 

Kyoto Protocol” (AU) 

• “As for climate change, the framework 

should incorporate the necessary efforts 

and actions needed to address it, 

specifically those which do not fall under 

the purview of the UN Framework 
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Convention on Climate Change (UNFCCC) 

process” (EC) 

 

Until recently, only ‘developed’ countries 

were expected to make binding commitments 

about carbon dioxide emission ceilings, but an 

agreement in principle was reached about a 

future international legally binding 

arrangement for all countries.38 ‘Developing’ 

countries are expected to accept ceilings at a 

much lower level than ‘developed’ countries’ 

present emission levels, otherwise the 

arrangement would be ineffective – the 

present global average of 4.7 metric tons per 

person per year is unsustainable. Among the 

‘developing’ countries, low-income countries, 

without immediate prospects of substantially 

increasing industrial activity or consumption, 

may not be constrained by such ceilings in the 

short run; but some middle-income countries 

could be immediately affected – which 

explains why India tried to avoid the 

agreement in principle, initially supported by 

Brazil, China and South Africa. The argument 

advanced by India was related to social 

sustainability: “India is asking for space for 

basic development for its people and poverty 

eradication. Is this an unreasonable 

demand?”39 

 

If paving the way for successful negotiations 

under the UNFCCC is one implicit objective of 

the SDGs – ensuring ‘basic development’ and 

‘poverty eradication’ for ‘developing’ 

countries, without their having to resort to 

high-emission growth – we seriously doubt 

whether any of the three proposals can 

achieve that. As figure 1 below illustrates, 

there is a strong correlation – not necessarily 

causation – between countries’ average life 

expectancy, average wealth, and average 

carbon dioxide emissions. Within the 

prevailing international economic order, they 

seem to go hand-in-hand: wealth is needed to 

improve health, and high carbon dioxide 

emission is (currently) needed to improve 

wealth.   

 

Figure 1. 

     

 

Health matters to people. As long as wealth 

matters for health, and high carbon dioxide 

emissions remain the side-effect of economic 

growth, it seems unlikely that people in 

‘developing’ countries will voluntarily adopt 

emissions ceilings that may indirectly inhibit 

their average life expectancy. 

 

Because of this relationship, we argued – or 

rather, expressed the hope – that that joining 

of MDG and SDG negotiations would lead to a 

higher profile for health: better health for all 

people as a common concern, because that is a 

prerequisite for international cooperation to 

mitigate climate change. So far we have been 

rather disappointed: 
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• With better health for all people as a 

common concern – and the suggestion to 

use international human rights law to 

clarify where national and international 

responsibilities meet – we did not merely 

imply increasing duty-based transfers from 

wealthier to poorer countries, but also an 

agreement on increasing domestic efforts; 

• When it comes to international duty-based 

transfers, all three proposals refer to the 

half a century old 0.7% of GNI of 

‘developed’ countries commitment (that 

has not been honoured); 

• When it comes to increasing domestic 

efforts, there is no commitment or 

expressed expectation, a brief reference 

(between brackets), to the Abuja 

Declaration in the AU proposal excepted; 

• While the health goal proposed in all three 

proposals covers more than what the 

health-related current MDGs covered, 

three of the eight current MDGs are 

directly related to health, and only one out 

of 17 goals in the OWG and EC proposals 

is directly health related. 

 

In other words: the same level of resources 

will have to cover far more goals and targets, 

and thus will be spread more thinly. So far, it 

looks as if health is drowning in sustainable 

development, rather than being buoyed by 

sustainable development. 
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3. Way forward3. Way forward3. Way forward3. Way forward    (for Go4Health)?(for Go4Health)?(for Go4Health)?(for Go4Health)?    

 

Assuming that indeed, ‘the die has been cast’ – 

i.e., the OWG proposal will form the blueprint 

of the SDGs agreed in 2015, and from 2016 

onwards, these SDGs will replace the MDGs – 

what should the priorities or the final year of 

our project be? 

 

As mentioned above, the United Nations 

Secretary-General, in his ‘Synthesis Report of 

the Secretary-General On the Post-2015 

Agenda’ of December 2014, highlighted “the 

opportunity to frame the goals and targets in a 

way that reflects the ambition of a universal 

and transformative agenda.”7 We remain 

convinced that the only frame that can turn 

the proposed health SDG into a truly 

transformative one is the human rights or 

right to health frame.  

 

After our first report, we reached out to get 

feedback on our proposal, and most of our 

respondents were rather sceptical about the 

chances of a health MDG or SDG explicitly 

grounded in the right to health. At the risk of 

simplifying their answers, the main issues 

were these: 

1. The negotiations are dominated by an 

economic approach; the negotiators are not 

familiar with the right to health; 

2. Confirming health as a human right would 

‘open a floodgate of claims’ that are financially 

unrealistic; 

3. The right to health is too vague, and cannot 

be translated into targets; 

4. Some countries are allergic to the term 

‘human rights’; 

5. There’s a natural link between the right to 

health and sexual and reproductive health and 

rights (SRHR); 

6. The USA is a key player, and has not ratified 

the international treaties that include the right 

to health; 

7. There is no need to repeat the international 

commitments that exist already. 

 

We have taken notice of the scepticism about 

the added value of the human rights frame, 

and the reluctance about adopting that frame. 

It should be noted that the scepticism and the 

reluctance are somewhat antagonistic – if 

some governments are reluctant about the 

human rights frame, it could be because that 

frame comes with obligations they do not 

want to include in the SDGs. 

 

Rather than engaging in the ideational debate, 

we think our added value would be to engage 

in the practical analysis of the difference a 

right to health frame could bring to the SDGs. 

In short, we will look at different elements of 

the health goal proposed by the OWG and 

examine their implications within a right to 

health frame and outside of a right to health 

frame. 

 

Based on our experience with the SDG/MDG 

process and our expertise, we selected the 

following elements for further scrutiny. 

 

 

3.1. Universal Health Coverage (UHC)  3.1. Universal Health Coverage (UHC)  3.1. Universal Health Coverage (UHC)  3.1. Universal Health Coverage (UHC)      

 

Although UHC did not become the single 

overarching health goal, it is one of the targets 

under the health SDG as proposed by the SDG, 
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and it is clear that for several health actors – 

both at the national and the international level 

– it will be a ‘special’ target, one through 

which other targets can be achieved. However, 

the meaning of UHC remains unclear. UHC 

‘anchored in the right to health’, as we 

formulated,40 or framed within a human rights 

framework, is not the same as UHC without 

such frame. We already did a normative 

comparative analysis41 – comparing the 

obligations that result from the right to health 

as enshrined in international human rights law 

with the obligations that result from UHC as 

defined in World Health Assembly and United 

Nations General Assembly resolutions – and 

will take this exercise to a more practical level, 

comparing the monitoring of UHC with the 

monitoring of the right to health.     

 

 

3.2. Domestic financing of the health SDG3.2. Domestic financing of the health SDG3.2. Domestic financing of the health SDG3.2. Domestic financing of the health SDG    

 

The financing of the health SDG will be a 

crucial element of its realisation. As a recent 

study about monitoring UHC observed: “To 

evaluate a country’s status relative to UHC 

goals, it is critical to have UHC-related 

international benchmarks against which to 

compare country data”, and; “While some 

benchmarks have been suggested recently, 

more debate and a consensus on a widely 

supported set of benchmarks are needed.”42 

One of the benchmarks the authors had in 

mind is a benchmark for domestic financing. 

 

While the right to health does not come with 

precise benchmarks either, it does provide a 

starting point in article 2(1) of the 

International Covenant on Economic, Social 

and Cultural Rights: states must use maximum 

available resources. This will provide the basis 

of our work on comparing the health SDG 

within a right to health frame and outside of a 

right to health frame. 

    

 

3.3. International financing of the health SDG3.3. International financing of the health SDG3.3. International financing of the health SDG3.3. International financing of the health SDG    

 

As it is with domestic financing, the 

international financing requirements to 

achieve the proposed health SDG remain 

unclear. In his ‘Synthesis Report’ the United 

Nations Secretary-General urges “Member 

States to consider and agree in particular to the 

following: All developed countries should 

meet the 0.7% target and agree to concrete 

timetables to meet ODA commitments,…”7   

 

Within a human right frame, this assistance is 

not optional but a legal obligation, which has 

implications not only for the volume of 

international assistance but also for its 

modalities. 

 

 

3.4. Access to medicines3.4. Access to medicines3.4. Access to medicines3.4. Access to medicines    

 

Under the proposed health SDG, target 3b 

mentions: “support research and development 

of vaccines and medicines for the 

communicable and non-communicable 

diseases that primarily affect developing 

countries, provide access to affordable 

essential medicines and vaccines, in 

accordance with the Doha Declaration which 

affirms the right of developing countries to use 

to the full the provisions in the TRIPS 

agreement regarding flexibilities to protect 
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public health and, in particular, provide access 

to medicines for all”. 

 

Although we welcome the confirmation of the 

right of developing countries to use to the full 

the provisions in the TRIPS agreement 

regarding flexibilities to protect public health, 

these flexibilities have proven ineffective, 

especially for countries that lack domestic 

manufacturing capacity. Within a right to 

health frame, this part of the health SDG 

would require novel arrangements – like a 

WHO Research & Development treaty and an 

international compulsory licensing 

mechanism, which we will further explore.    

 

 

3.5. People’s participation 3.5. People’s participation 3.5. People’s participation 3.5. People’s participation     

 

While the proposed SDG for water and 

sanitation includes a target on people’s 

participation – “6.b Support and strengthen 

the participation of local communities in 

improving water and sanitation management” 

– the proposed health SDG has no such target. 

 

According to the Committee on Economic, 

Social and Cultural Rights, all countries have a 

minimum or core obligation to “adopt and 

implement a national public health strategy 

and plan of action, on the basis of 

epidemiological evidence, addressing the 

health concerns of the whole population; the 

strategy and plan of action shall be devised, 

and periodically reviewed, on the basis of a 

participatory and transparent process; they 

shall include methods, such as right to health 

indicators and benchmarks, by which progress 

can be closely monitored; the process by 

which the strategy and plan of action are 

devised, as well as their content, shall give 

particular attention to all vulnerable or 

marginalized groups.”24  

 

This will allow us to compare what the health 

SDG means within the right to health frame – 

including the obligation to devise and review 

the health strategy and plans on the basis of a 

participatory and transparent process – and 

what the health SDG would mean outside of 

the frame. 

 

  

3.6. Global governance required for the health 3.6. Global governance required for the health 3.6. Global governance required for the health 3.6. Global governance required for the health 

SDGSDGSDGSDG    

 

Go4Health stands for goals and governance for 

health. The governance issues we had in mind 

when writing the proposal were focused on 

the tensions between UN agencies, the World 

Bank, a new global health initiatives like 

GAVI and the Global Fund. 

 

The High Level Political Forum (HLPF) was 

not on our radar then – it was formally 

established through UN General Assembly 

Resolution A/67/290 in July 2013, when our 

proposal had already been accepted. It claims 

to be, or to become “the home of the SDGs”.43 

The HLPF will:44 

• convene Heads of State and Government 

every four years, under the auspices of the 

UN General Assembly, to promote the 

implementation of sustainable 

development and address new challenges. 

Their deliberations will translate into a 

negotiated declaration meant effectively to 
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provide high-level policy guidance and 

raise the bar for action and results.  

• meet annually for three days at the 

ministerial level, under the auspices of 

ECOSOC. In this way, the forum 

elaborates on sustainable development in 

the high-level decision-making spirit of 

the Rio+20 process. It is expected that 

participating ministers would carry a 

variety of economic, social and 

environmental portfolios. An additional 

five day meeting will allow the forum to 

deliver on its ambitious functions to 

promote and review implementation of 

sustainable development and respond to 

new and emerging trends. 

 

The vision of the HLPF is “Participatory 

democracy – HLPF laying the basis for 

sustainable development governance in the 

21st Century”.45 In addition to country 

representatives, it includes ‘major groups’: 

“Business and Industry”, “Children and 

Youth”, “Farmers”, “Indigenous Peoples”, 

“Local Authorities”, “NGOs”, “Scientific & 

Technological Community”, “Women”, 

“Workers and Trade Unions”. It looks as if 

most of the participants are predominantly 

preoccupied with environmental 

sustainability. Is this the new partnership – 

international participatory democracy – we 

need for global health? 

 

How will the HLPF – as the ‘house of the 

health SDG’ relate to the UN Committee on 

Economic, Social and Cultural Rights? How 

will it relate to WHO, UNICEF, UNAIDS, the 

World Bank, and new global health initiatives 

like GAVI and the Global Fund? The answers 

to these questions may depend on whether the 

health SDG is seen with a right to health 

frame, or outside of it.  

 

3.7. The health SDG as a precondition for 3.7. The health SDG as a precondition for 3.7. The health SDG as a precondition for 3.7. The health SDG as a precondition for 

social sustainability and its relation with social sustainability and its relation with social sustainability and its relation with social sustainability and its relation with 

environmental sustainability. environmental sustainability. environmental sustainability. environmental sustainability.     

    

If, as mentioned above, paving the way for 

successful negotiations under the UNFCCC is 

one implicit objective of the SDGs – ensuring 

‘basic development’ and ‘poverty eradication’ 

for ‘developing’ countries, without their 

having to resort to high-emission growth – the 

health SDG is given a formidable task: its 

achievement should allow the constituencies 

of ‘developing’ countries to voluntarily 

embrace low-emission growth paths, and thus 

to forfeit the potential benefits of high-

emissions growth in terms of allowing 

governments to finance the health SDG.  

 

This tension is not an imaginary one. Von der 

Goltz and Barnwal recently published a study 

on “The Local Wealth and Health Effects of 

Mining in Developing Countries”, and they 

argue:46  

For the study of industrial pollution in 

poor countries, the mining and 

mineral processing industry is an 

attractive test case in that it poses 

particularly sharp trade-offs. Single 

plants generate very high value – in 

some instances, in the hundreds of 

millions or even billions of dollars per 

year.   
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This is an illustration of the hard choices some 

countries (and their constituencies) face: 

pollution, in return for economic growth, 

which enables them to finance social services. 

If the SDGs are to be achieved together, some 

compensation will have to be foreseen for 

countries that are either willing or pressured 

into making choices for the benefit of 

humanity. A human rights framework for all 

the SDGs may help to determine what kind of 

compensation scheme would be appropriate.   
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