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     Burma has been in civil war since 1949 and under various forms of oppressive military dictatorship since 1962. Under the current regime, the State Peace and Development Council (SPDC), all forms of human rights continue to be systematically denied. Because of the harsh political and economic conditions which confront people on a regular basis widespread forced displacement of people both within Burma and to neighboring countries. Three types of displaced peoples exist and are continuously growing in numbers: they are internally displaced people (IDP), refugees and migrant workers. It is estimated that there are from 630,000 to 1.5 million internally displaced people in Burma.1 The majority are living in remote hideouts in the jungle, waiting for opportunity to return to whatever remains of their villages. They have fled their homes, hidden for safety and face forced relocation. Compounding their loss of homes and security, civil war has stolen their basic human rights to health. People have very little access to health care in IDP areas. There are over 138,000 people living in refugee camps along the Thai-Burma border in Thailand.2 Approximately one million of people live as illegal migrant workers in Thailand alone.3 Refugees and migrant populations, through officially unrecognized, also exist in India, Bangladesh and China. Many of these people have fled Burma because they could simply no longer survive there.4  

      The Back Pack Health Worker Team (BPHWT) was established in 1998 and was formed by doctors and health workers from Karen, Karenni and Mon states.  The BPHWT is providing primary health care to the various ethnic nationalities and those communities in the remote interior areas of Burma. These regions include areas of armed conflict and rural areas where access to health care is otherwise unavailable.  The BPHWT Program consists of three main programs: 1) emergency and basic medical care 2) public health promotion and 3) mother and child health care.  The objectives of the BPHWT program are to improve access of basic and emergency health care services, to promote and raise awareness of public health issues within the community, and to provide continual technical and logistic support for health workers. The BPHWT is comprised of 250 health workers and 200 Traditional Birth Attendants (TBA). Currently, seventy back pack teams provide health care to a population of 140,000.  The target population for each BPHWT is 2,000 people. 

1. Birth Rights


Article 7 of the U.N. Convention on the Rights of the Child (CRC) states that: “The child shall be registered immediately after birth and shall have the right from birth to a name, the right to acquire a nationality and, as far as possible, the right to know and be cared for by his or her parent.”5 Children who are born in Burma, among internally displaced people communities, cease-fire areas or those born in remote areas of the ethnic states, do not received any birth certificate or official citizenship papers and  therefore, can not receive official ID cards.  According to the Committee for Protection and Promotion of Child Rights (Burma) (CPPCR), many Burmese children in Thailand are neither Thai nor Burmese citizens. They have either followed their parents from Burma, or were born here.  In Burma, children who have no ID cards are targeted by the Burmese army and forced to join as child soldiers. In 2001, according to UNICEF, the crude birth rate for Myanmar was 24 births per 1000 population.6 
1. The Rights to Access Heath Care Services 


There is limited access to health information, education and skilled medical workers in IDP areas.  Traditional birth attendants (TBA) provide health service in their own communities, but are informally trained and have health care misconceptions and unsafe medical practices.  The BPHWT provides medical care and health education training for TBAs and other health workers, to learn safe and improved medical practices. They give health education workshops to people of local villages and schools on various topics, such as malaria prevention, drug addiction, water sanitation, hygiene, nutrition, and reproductive health.  


Many problems in the IDP communities are related to security, food, and health. The major health problems seen in these areas are: malaria, pneumonia, water-borne diseases, such as diarrhea and dysentery, reproductive and mental health problems, malnutrition, and land mine injuries.  In the year 2002 from the BPHWT annual report, there were 22,212 cases of malaria, 10,629 cases of anemia, 9,826 cases of worm infestation, 8,142 cases of diarrhea, 5,841 dysentery,  4,093 cases of severe pneumonia and 68 landmine injuries.  Altogether, the number of people in 2002 who had access to BPHWT’s care was 156,986.  BPHWT serves as a key referral source for IDP patients with serious cases to the Mae Tao Clinic, local health mobile clinics, and refugee camps along the Thai border. 


The BPHWT conducts surveys to monitor and evaluate the health and population in the IDP areas.  According to the 2001 BPHWT health survey, only 4% of women can access emergency health care services, 87% women deliver at home with traditional birth attendants and 9% deliver in jungle. Consequently, in IDP areas the maternal mortality ratio is as high as 1,200 per 100,000 live births. The infant mortality in 2001 was 148 per 1000 live births and the mortality rate under 5 years of age is 317 per 1000 live births. 

1. Security and Safety for Health Workers

The health care infrastructure, what little there is of it, is continuously being destroyed in IDP areas. The health workers face various obstacles, such as resource constraints and lack of official health worker registration. Some of the major challenges for the health workers are his/her own personal security and safety and providing health care to a highly mobile and instable community. Health workers are often operating in dangerous armed conflict zones.  During the past five years, the BPHWT lost six workers due to fighting in field areas and land mine casualties. In 2001, five back packs were stolen by SPDC troops, resulting in a loss of 6 months of medical supplies.  

4. Human Right Abuse related with Mental Health 

            The Shan Human Rights Foundation and Shan Women’s Action Network’s report, “License to Rape” documents 173 rapes and other forms of sexual violence of Shan women by military personnel in IDP zones in Shan state.  There is a stigma attached to rape and sexual violence and therefore many incidents go unreported.  Following rape, women face blame, fear and rejection and end up leaving their villages.  There is little know about the mental state of the survivors.7 Systematic rape is occurring in many other ethnic communities; however, numbers are not available to date.  
There are many who suffer from traumatic events, such as social violence, rape and assault, landmine casualties, disasters and loss, and abuse.  These events leave people faced with fear and horror and may sometimes even result in suicide. There are no known resources or counseling available within the social structure and communities supporting the mental health needs of these survivors. 

5. Food security  and living condition in IDP areas

 
The impact of the forced relocation and fear of SPDC control has resulted in high levels of instability among many ethnic communities.  Many people lack stability in their lives from deprivation of some of the basic needs, such as family, food, and shelter.  According to the 2001 survey conducted by the BPHWT, 34.8% of children were mild, moderate or severe acute malnutrition (MUAC < 13.5).  The prevalence of diarrhea in children under five years of age was alarmingly high. Additionally, the treatment of diarrhea was often found to be inappropriate. There is a great need for prevention of diarrhea and improvement of its treatment in the study population. Thirty-six percent reported having to move at least one time because of security problems. Social instability, where the household had to move at least once in the last year, increased the likelihood that a child would get diarrhea. 

6. Future planning of the Back Pack Health Worker Team

       The BPHWT will increase the program activities, such as, setting up the Maternal and Child Health Care Centers, organizing the village health volunteer training, school health promotion and community health workshop with the aim to improve the community empowerment. The BPHWT is continuously finding solutions to prevent and protect the rights to health among the internally displaced people in Burma. The main aim of BPHWT is to provide basic and emergency care wherever possible to those people displaced by civil war until a transition to democracy and sustainable development takes place in Burma.  We would like to encourage the international community to assist in our cross border activities to free the people in IDP areas from human rights abuse related to health.

……………………..
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Summary

The health system in the country is moving towards full privatization, public health facilities are now being privatized, including national hospitals.  This resulted to gross violations of the people’s right to health, ranging from inadequate to non-delivery of health services to lack of necessary factors like shelter, food, potable water, clean environment to maintain one’s health. Thus, malnutrition and infectious diseases are widespread from the countryside to the urban areas. The rights of the patients are not promoted, much less protected.  Laws to make health services a little bit accessible are wantonly violated and violators are not even accused of their violations.  And to top of it all, the national government is now engaged in policies making health services more inaccessible to the people, i.e, privatization and corporatization of government health facilities and promoting a selective national health insurance scheme.  All of these are in line with the WB/IMF policy worldwide, i.e. people have to pay for their health services needs.  At the local government level, the situation is not better.  The health needs of the people are at the mercy of the local officials who are now expanding the definition of people’s health to include kickback juicy infrastructures such as basketball courts and roads as necessary projects to maintain good health.  In this situation, NGOs, religious groups and other well meaning citizens are making health programs in urban poor areas and the countryside to make health services more accessible to the people, especially the marginalized sectors. 

Introduction

I would like to start my talk with a short introduction of my country. This is to familiarize everybody and I hope that this could help you understand better of the health system in the country which I am going to present to you. 

Geographically, the Philippines or the Pearl of the Orient Seas or the Philippines is composed of more than 7,000 island. These islands are group into three major groupings: namely, Luzon or the Northern Philippines, Visayas or the Central Philippines, and Mindanao or Southern Philippines. 

Politically, the country is divided into 15 regions and each region is composed of provinces that are divided into towns and cities. These cities and towns are made of the smallest political unit called the barangay. 

The country maybe called a melting pot. It was the colony of Spain for almost four centuries, from the 16th to 19th century. When Spain is on its downfall at the end of 19th century, together with two other nations, Spain sold it to the United States of America for US $ 20M.  For four decades, it was occupied by the Americans and was halted temporarily by the Japanese occupation during the Second World War. Then the American took over again. It was granted “independence” in 1946 an became the first republic in Asia. 

In the 70s to the first half of the 80s, the country was under a dictator.  Just like other dictators, political and economic oppressions were the norm. 

It is also worth mentioning that before the coming of the foreigners outside of Asia, neighboring people from Malaysia, Indonesia and China frequented this group of islands, now known as the Philippines. 

The Past Health Systems


The Health System from the Spanish to the American occupation allowed private practice to flourish. In the latter, private practice was not only allowed to flourish but was encouraged.  The drug industry was under the control of the American companies and the health system was patterned after the American system.  At this stage, a large portion of the people’s health needs was provided by private entities and practitioners. 

The Health System after the American Occupation


When the Americans left the country, it left with it the health system that was patterned after their system. This system was continued. It is a system that: provides a hospital or curative oriented health education; encourages private practice to flourish; and is highly dependent to American drug companies as well as American medical supplies and equipment companies. The last is the difference, the American system has the American pharmaceutical, medical supply and equipment companies as their partners, but this system they left in the Philippines is a system that is highly dependent to American companies. This is the start of the foreign domination of the Philippine health system. 

The Present Health System


The present health system is very much the continuation of the system that was left by the Americans. The difference now is that, the system is now more privatized not only because of the American influence but because the changing world economic order. First were the structural adjustment programs or SAPs, then globalization. We now have a stronger private health system rather a public health system. Making the situation worse is the devolution of the national health system, that is, local government or government from the provincial to the barangay level is now under the control of the local officials. 

Effects on the Health System 

Indicators of Health Situation

Taking cue from the Philippine Constitution that states “the State shall adopt an integrated and comprehensive approach to health development which shall endeavor to make essential goods, health and other social services available to all the people at affordable cost…” assessing the right to health will include monitoring the realization of other rights that are instrumental in health development of every citizen.  At present, however, existing international indicators are in the main to assess medical or health services. Some of these are the following: Infant Mortality Rate; Child Mortality Rate, Maternal Mortality Rate, Total Fertility Rate, Crude Birth Rate, Crude Death Rate, Life Expectancy at Birth, Child Malnutrition, Low Birth Weight at Birth, Underweight, Wasting, and Stunting among others.  (See Appendix A for details)

 Applying these indicators in the Philippines, figures show that the country specially with an infant mortality rate of 34 and the crude death rate of 5.83 is way above the rest of South-East Asian countries (See Annex B for details). However, the total fertility rate of 3.7 is among the highest and crude birth rate of 26.24 is higher than the average rate in the region. This means that the population growth of the country is one of the highest in the region.

When it comes to nutritional status of children from preschool to high school students, the country is not doing well. A survey done in 1996 by the Food and Nutrition Research Institute (FNRI) and the Department of Science and Technology (DOST)
  showed that a total of 3.5M children are in various forms of under-nutrition (See appendix B, Table 3).  Another survey done by the Department of Education School Health and Nutrition Center in 2001 revealed that nationwide, one of three elementary pupils is undernourished i.e., 3.13 M out of the 9.5 M assessed elementary pupils (See Annex B Table 4).  Metro Manila is worse with 428,218 out 1.1 million undernourished or two (2) out of Five (5) pupils. Even high school students in Metro Manila are also in various degree of malnutrition. Out of 1.8 million assessed, 452,386 are malnourished. 

The causes of mortalities and morbidities do not speak well of the people’s health status as well. After decades of advancement of modern medicine, PTB remains the disease that afflicts or had afflicted millions of Filipino people. In the latest health data (1999) released by the DOH on the ten leading causes of morbidity (see table 5) respiratory tuberculosis is in the 6th place. Of the ten leading causes of mortality (see table 6) all forms of tuberculosis is also in the 6th place in 1997. Given the slow progression of the disease, this only means that millions of Filipinos are suffering from the disease.  It is even safe to say that one of ten Filipinos is either with the disease or have been with the disease.  It is notable to mention that eight of ten morbidities are purely infectious in nature, one with infectious among other causes. Only one is solely not infectious, i.e. hypertension.  Leading the morbidities are gastrointestinal and respiratory problems. This reflects the kind of environment the peoples in the Philippines are living in, primarily lack of potable water and polluted air. 

On the reproductive health arena, particularly the condition of women during and after pregnancy, 1996 data show that one (1) of every 1,000 women die before giving birth, during delivery and after delivery (see table 7).  Most of these women died during normal delivery and other complications related to pregnancy occurring in the course of labor, delivery and puerperium (within 6 weeks after delivery).  In the country normal delivery is not covered by health insurances, yet women can die during this “normal” life process.  Knowing that they can die during labor, still 2/3 of women chose to deliver their babies at home. Yet data shows that 86% of pregnant receive prenatal care from health professionals (HPs).  In spite of this high percentage of women seeking prenatal care from HPs, women given tetanus toxoid is declining from a high of 42% in 1993 to 38% in 1998. 

With regards to family planning services, the National Demographic and Health Survey (NDHS) conducted in 1998 by the National Statistics Office and the Department of Health revealed that only 75% of the demand is met. The same survey, however reported a high 40% discontinuation rate within the first 12 months of use.  

Infants (less than one year old) are suffering from multitudes of infectious diseases (see table 8). And this early, they are already dying from various forms of malnutrition. Yet, it is a common knowledge that breast-feeding which is very natural and the most inexpensive is the best milk for babies.  Death from measles ranked 8th.  This is another bad sign of the infant’s nutrition.  Children, especially infants are not supposed to die from measles.  They die from complications, especially pneumonia when their bodies are frail due to under-nutrition.  It is observable that in countries like the Philippines, the main problem of children including infants is under-nutrition with a high ratio of two (2) for every five (5) children in elementary school. In progressive countries like the United States of America, their children are suffering the opposite. One of every three American children is obese. 

Health Human Resources 

From 1991 to 2000 alone, the country registered a total of 95,016 physicians, 41,484 dentists and 337,939 nurses
 .  The country has a total of 1,496 municipalities and 41,943 barangays
. If these health professionals are all practicing in the country, the Philippines will have a very good population/health professional ratio if not one of the best in the world. But the fact remains that many municipalities do not have resident physicians or a physician health officer.  Most of these professionals are out of the country and those in the country are concentrated in urban centers. The irony, however, is that even in highly urbanized area like Metro Manila, some barangays are not even visited by government physicians. Worse, physicians are now taking nursing courses in order for them to land job in Europe and the United States, where they can earn more as nurses then as specialists in the Philippines. 

Cost of Drugs 

Price of drugs in the country is one of the highest if not the highest in South-East Asia.  For example, the cost of branded cotrimoxazole (Bactrim) is being sold in India at two pesos (P 2.00), but is being sold at P 18.00 in the Philippines.  There are several reasons why the very expensive drugs, among these are: taxes, royalties, and promotional activities. 

The Generics Act of 1988
 was intended to lower the cost of medicines in the country. This law required all people in medical practice and in pharmaceutical business to use generics in prescribing and in labeling.   Sad to note, however, that government doctors are violating the law wantonly, yet not one doctor has been accused nor punished for violating this law. Prescribed medicines like antibiotics are sold in sari-sari stores and drug stores regardless of quantity without prescription.  Thus, the purpose of the law was never implemented much less achieved.  

On top of this, doctors contribute greatly on the high cost of medicines as the cost of promotion ranging from 30 to 50% of the selling price goes primarily to sponsorships of their medical conventions, foreign travel, hotel accommodations, birthday parties and even transportation of children to school.  Thus, most of the medicines continue to be inaccessible to most of the people. 

Patient’s Rights

People’s right to health is clearly violated to a point that the government is on the verge of abdicating its responsibility enshrined in the 1987 Philippine Constitution by privatizing or corporatization of government health facilities and in promoting the selective national health insurance scheme in terms of membership and services covered. Making it more difficult for the people, especially whose rights were violated is the very limited course for redress.  Until now, only a handful of patients got justice. Many cases of malpractice and negligence did not prosper in court for fellow doctors of the accused refused to testify in court or if they chose to testify, it will be most likely in favor of their colleagues.  

In the 90s, there were attempts to pass a law on patient’s rights, however, until now nothing was enacted.  The DOH sans any law could set an example by promoting patient’s rights in public facilities.  But given the condition of health services in government facilities, the government might end-up defending government health personnel.  With the government health department silent on this issue, the Philippine Medical Association find this advantageous for the group which always lobbied against such bill. They fear that insurances for malpractice will flourish. This is a very selfish reasoning for most doctors who in their entry to medical schools have said if not promised to serve the people.  When they became licensed physicians, especially after specialty trainings, their values seemed to change. It’s now serving our selves and not the people. 

Health Education 

Health education might be giving a wrong value to would be health professionals.  The exodus of health professionals outside the country and doctors taking up nursing courses or training for health care providers to use as a leverage in seeking work abroad are signs of questionable health education orientation to say the least.  Majority of those HPs who opted to stay in the country are found not in the countryside, but in urban centers, especially hospitals.  At the moment not one college or institution training health professionals includes health and human rights or patient’s rights in their curriculum.  In its absence, the Medical Action Group offers health and human rights seminar to medical and other health colleges for students. 

The people are likewise not provided with adequate education and information on health concerns.  Thus, it is not surprising why many patients continue to languish in hospital beds for failure to pay hospital bills.  They just accept or even thank the government for token health services given to them for they do not know what their rights are. Patients will just abide whatever the doctor says even if it will mean the loss of their only source of living or their only inheritance for they were not armed with adequate knowledge or information that they have the right to know fully their health status and what other possible options or forms of management available. Worse, in many occasions their diseases are not explained. 

Government Response 

Given this health condition of the people, the government opted to decentralize and privatized the delivery health services to the citizenry.  Decentralization is part of the devulotion, the main concern of the local government code.  Privatization on the other hand is the World Bank/International Monetary Fund’s prescription to developing countries, including the Philippines in order to ease the burden of the government from public health services and to have more fund to repay the loans from these financial institutions. This WB/IMF’s prescription and decentralization policies are included in the government’s health sector reform agenda (HSRA). The five major strategies are: 

· Provide fiscal autonomy to government hospitals (Facilities are improved and the cost of improvement is charged on patient’s bills.);

· Secure funding for priority health programs (For example is TB control. In this project funds are sourced locally and internationally, but with no adequate resources, many health units even in Metro Manila do not have the necessary supply for adults.  No supply is available for children);

· Promote the development of local health systems and ensure their effective performance (The national government encourages LGUs to have inter-LGU linkages, foster participation of private sector, POs, NGOs in local health systems and development. The problem is the absence of fund to monitor the LGUs.); 

· Strengthen the capacities of health regulatory agencies (The DOH is tasked to regulate health services ensuring that it is of quality and is accessible, but with the low funding of municipalities from class D to E, making quality health services accessible is a dream); and 

· Expand the coverage of National Health Insurance Program (The people including the LGUs are encouraged to join these selective scheme, wherein for one to avail of benefits, hospitalization is a necessary condition.)

The result of this is passing more burden on the already impoverished people  brought about by the continuing economic crisis to shoulder for their health needs.  With less and less fund allocated for the Department of Health (DOH) and the local government units expanding the definition of health projects to include waiting sheds, basketball courts and other kickback juicy infrastructures, more and more people will shy away from hospitals and seek alternative health services somewhere else, including shady faith healers like Jun Labo
 of Baguio City endangering the life of the people.  Yet the government is claiming otherwise. In its latest assessment of the state of the people’s health, the DOH said “The state of health of the Filipino people has greatly improve since the turn of the century. This is reflected in the trend towards decreasing death rates and changing disease patterns.  The improvement of health resulted primarily from partial control of the most common communicable diseases, mostly the respiratory, gastro-intestinal, and endemic ones...”

This statement, however, was based in erroneous comparison of health indicators. The tables presented were ten leading morbidities for the year 1998 and ten leading mortalities from 1990 – 1996 (see tables 6 and 9). Another deception is the claim of improvement of people’s health since the turn of the century, yet the health data presented are of 1998 and 1990 to 1996 only.  No health data for 2000 was presented.  Maybe the report is comparing the 19th and the 20th centuries and not the 20th and the 21st centuries.  Let us take a look of the 1998 and 1999 morbidities (tables 5 and 9). Notably, there was an increase in all three respiratory diseases, namely pneumonias, bronchitis and bronhiolitis, and TB respiratory.  According to the World Health Organization, the Philippines incidence rate of TB is 4th highest in the world and the gold medal awardee in the Western Pacific Region and that 39% of children in the country are afflicted with primary complex. The worsening air pollution in urban centers could be the main factor for the increase in cases of these diseases. The United States has 2.2 ug/m3 of sulfur concentrations in urban areas compared 33.0 ug/m3 in Metro Manila. On suspended particles, Canada has 7.8 while Metro Manila has 200. It is not surprising to note that in Metro Manila 16 persons die related to air pollution at alarming daily cases.

Even the DOH contradicts itself in its claim that death rates are declining.  Data presented by the NDHS shows that Infant Mortality Rate remain unchanged. The rate remained stable at 34 per 1,000 live births.
  

Health Services 

While some of the government hospitals are in the process of privatization, the remaining facilities including the Philippine General Hospital are increasing their fees.  However, the quality of services remains wanting.  Patients seeking emergency care in government facilities have to wait for hours before they are attended.  The unfortunate ones perished without the needed health services they sought for. 


In private hospitals where quality of services is better than government facilities, patients or their relatives are asked to pay deposits before they can be admitted.  While those admitted are kept in the hospital unless they can pay their hospital bills.  These are clear violations of the patient’s rights, but private hospitals continue this illegal practice in spite of the law (RA 8344) banning such practice.  Very few people are aware of this law, many doctors are not even aware that this law exists.  Until now, not one hospital that violated this law was reprimanded much less punished. 

At the municipal and barangay level where primary health care services is supposed to be the cornerstone of the health programs, people are complaining of poor services and unskilled health workers if ever available.  Thus, many patients bypass these facilities and chose to go directly to provincial, regional or national hospitals congesting these facilities. In some municipalities, they do not have medical municipal health officer.  This despite the government’s program of “Doctors to the Barrios” that offers juicy salaries and incentives. 

Urban poor villages in Metro-Manila are not even visited by government physicians. Most of the time, nurses, midwives and barangay health workers are left provide the necessary health services. 

Thus, some non-government organizations, people’s organizations and religious groups have to put-up their own health programs in various communities to make health services accessible to marginalized people. Another irony of the 1987 Philippine Constitution which clearly stated its bias for the marginalized sectors of the society, but the groups making health services accessible to these people are non-government entities. 

The government, to make it appear that it is not abdicating its responsibility on the health needs of the people introduced the national health insurance scheme.  It encourages local government units to enroll 25% of their poor constituents in the system. This clearly excludes more poor people from health services rather making it accessible for them.  Data gathered by the NDHS in 1998 reported that only 40% of households have at least one person enrolled in a health care financing scheme or an insurance plan.  On top of this, the health insurance will only cover hospital costs and not out patient services.  So, one has to wait for a serious health problem needing hospitalization before he or she can avail of the insurance coverage.  Normal deliveries are likewise excluded. 

Appendix A

1. The World Bank Indicators 

	Total fertility rate
	The average number of children that would be born alive to a woman during her lifetime, if she were to bear children at each age in accordance with prevailing age-specific fertility rates

	Crude birth rate
	The number of births per 1,000 population in a given year

	Crude death rate
	The number of deaths per 1,000 population in a given year

	Life expectancy at birth 
	The number of years a newborn infant would live if prevailing patterns of mortality at the time of its birth were to stay the same throughout its life 

	Infant mortality rate
	The number of deaths of infants under one year of age per 1,000 live births in a given year

	Child mortality rate
	The number of deaths of children under five years of age per 1,000 live births in a given year

	Maternal mortality rate
	The annual number of deaths of women from pregnancy-related causes per 100,000 live births


2. World Health Organization

	Immunization
	The percentage of children under one year of age immunized against tuberculosis, DPT (diptheria, pertussis and tetanus), polio, and measles

	ORT use
	The percentage of all cases of diarrhea in children under five years of age treated with oral rehydration salts or an appropriate household solution


3. Indicators common to UNDP (1995), WHO and World Bank

	Child malnutrition
	Percentage of children and babies suffering from nutrition-related problems of low birth weight, under weight, wasting and stunting.

	Low birth weight at birth
	Babies born weighing less than 2,500 grams

	Underweight
	Children under the age of five weighing two standard deviations below the median weight of the age of the reference population

	Wasting
	Children within the ages of 12 to 23 months weighing two standard deviations below the median weight for height of the reference population

	Stunting
	Children with ages 24 to 59 months standing two standard deviations below the median height for age of the reference population


Appendix B

Table 1

Philippine Health Statistics

	Infant Mortality Rate: 1997
	17

	Maternal Mortality Rate: 1997
	0.9 (?)

	Total Fertility Rate: 1998
	3.7

	Crude Birth Rate:  2001
	26.24

	Crude Death Rate:  2001
	5.83

	Life Expectancy at Birth 2001


	Male – 66.53

	
	Female71.88


Table 2

Health Statistics of Other South-Asian Countries

(Average 1995 – 2000)

	
	Bangladesh
	Indonesia
	Myanmar
	Thailand

	Infant Mortality Rate
	78
	48
	78
	30

	Total Fertility Rate
	2.88
	2.37
	3.0
	1.74

	Crude Birth Rate
	26.8
	23.1
	27.2
	16.7

	Crude Death Rate
	9.7
	7.6
	9.8
	6.6

	Life Expectancy at Birth
	Male:        55.6
	Male:       61.0
	Male:       56.0
	Male:        66.4

	
	Female:    55.6
	Female     64.5
	Female     59.3
	Female:    71.7


Table 3

Philippine Child Malnutrition Status

	1996 National Survey
	Preschooloers
	6 –10 years old
	TOTAL

	Underweight
	890,000
	620,000
	1,510,000

	Wasting


	490,000
	550,000
	1,040,000

	Stunting 


	540,000
	460,000
	1,000,000

	Total
	1,920,000
	1,630,000
	3,550,000


Appendix B

Table 4.

Malnutrition Among Elementary and High School Students

	Nationwide
	
	Metro Manila (Elementary)
	
	Metro Manila (High School)
	

	Total Elementary Pupils Assessed
	9,534,435
	Total Pupils Assessed
	1.1M
	Total Students Assessed
	1.8M

	Severely Underweight
	130,811


	Severely Underweight


	15,000


	Severely Underweight
	44,610



	Moderately Underweight

	1,000,000
	Moderately Underweight

	95,789
	Moderately Underweight

	130,347

	Mildly Underweight

	2,000,000
	Mildly Underweight
	317,429
	Mildly Underweight
	317,429 (?)

	Total
	3,130,811
	
	428,218
	
	452,386


Appendix C

Table 5

Ten Leading Causes of Morbidity

Number and Rate/100,000 Population

Philippines 1999

	Causes
	Number
	Rate

	1. Diarrhea
	908,454
	1189.9

	2. Bronchitis/Bronchiolitis
	717,214
	939.4

	3. Pneumonias
	693,334
	908.1

	4. Influenza
	514,198
	673.5

	5. Hypertension
	208,248
	272.8

	6. T.B. Respiratory
	144,932
	1189.8

	7. Malaria
	68,155
	89.3

	8. Diseases of the Heart
	63,167
	82.7

	9. Chickenpox
	35,699
	46.8

	10. Typhoid Fever/Paratyphoid Fever
	17,675
	23.1

	Source: FHSIS Annual Report 1999
	
	


Table 6

Leading Causes of Mortality 

Number and Rate/100,000 Population

Philippines 1997

	Causes
	Number
	Rate

	1. Diseases of the Heart 
	49,962
	69.8

	2. Diseases of the Vascular

    System
	38,693
	54.1

	3. Pneumonias
	30,811
	43.1

	4. Accidents 
	28,563
	39.9

	5. Malignant Neoplasms
	26,842
	37.5

	6. Tuberculosis, All Forms
	23,056
	32.2

	7. Chronic Obstructive

    Pulmmonary Diseases and

    Allied Conditions
	11,807
	16.5

	8. Other Diseases of the

    Respiratory System
	6,961
	9.7

	9. Diabetes Mellitus
	6,749
	9.4

	10. Nephritis, Nephrotic Syndrome and Nephrosis
	6,704
	9.4

	Source: Philippine Health 

              Statistics 1997
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Table 7

MATERNAL MORTALITY: BY MAIN CAUSE

No. and Rate/1000 l.b. & Percentage Distribution

Philippines 1996

	Cause
	Number
	Rate
	Percent

	Normal Delivery and Other Complications Related to Pregnancy Occuring in the Course of Labor, Delivery and Puerperium
	655
	0.4
	42.1

	Hypertension Complicating Pregnancy, Childbirth and Puerperium
	368
	0.2
	23.6

	Postpartum Hemorrhage
	252
	0.2
	16.2

	Pregnancy and Abortive Outcome
	168
	0.1
	10.8

	Hemorrhages Related to Pregnancy
	114
	0.1
	7.3

	TOTAL
	1,557
	1.0
	100.0

	Source: Philippine Health Statistics
	
	
	


Table 8

INFANT MORTALITY: TEN (10) LEADING CAUSES

No. and Rate/1,000 Population & Percentage Distribution

Philippines
1996

	CAUSES
	NUMBER
	Rate/1,000 l.b.
	% of Infant Death

	1. Respiratory Condition of Fetus and Newborn
	5,720
	3.6
	18.7

	2. Pneumonias
	5,705
	3.5
	18.7

	3. Congenital Anomalies
	2,799
	1.7
	9.2

	4. Diarrheal Diseases
	1,554
	1.0
	5.1

	5. Birth Injury and Difficult Labor
	1,467
	0.9
	4.8

	6. Septicemia
	840
	0.5
	2.7

	7. Measles
	713
	0.4
	2.3

	8. Meningitis
	498
	0.3
	1.6

	9. Other Diseases of Respiratory System
	458
	0.3
	1.5

	10. Avitaminosis and other Nutritional Deficiency
	430
	0.3
	1.4

	Source: Philippine Health Statistics
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Table 9

Ten Leading Causes of Morbidity

Number and Rate/100,000 Population

Philippines 1998

	Causes
	Number
	Rate

	1. Diarrhea
	931,655
	1273.0

	2. Pneumonias
	646,789
	883.8

	3. Bronchitis/Bronchiolitis
	635089
	867.8

	4. Influenza
	563,674
	770.2

	5. Hypertension
	158,992
	217.2

	6. T.B. Respiratory
	131,456
	179.6

	7. Diseases of the Heart
	72,309
	98.8

	8. Mal aria
	70,859
	96.8

	9. Dengue-Fever
	44,532
	60.8

	10. Chickenpox
	32,613
	44.6

	Source: FHSIS Annual Report 1998
	
	


GLOBALIZATION, STATE INABILITY AND THE FUTURE OF INDIGENOUS PEOPLES IN INDONESIA

By. John Bamba

“These countries were told by the West that the new economic system would bring them unprecedented prosperity. Instead, it brought them unprecedented poverty.”

Joseph E. Stiglitz

“We are now in the era of Free Trade liberalization and corporate Globalization, which essentially involves a process of recolonialization in Indonesia.”

Mansour Fakih

Free Trade is now a reality. But it is a reality of difference. It is a part of history that humankind must go through. But, it is a history’s path that is dictated by and led to the new form of occupation we call Neocolonialism.

If we talk from the perspective of indigenous peoples, both in Indonesia as well as in many parts of the world, the challenge is similar: how to survive amid the corporate sector that is increasingly global and the state that is decreasingly independent. This is a reality as the result of the “removal of barriers to free trade and the closer integration of national economies”
 we call Globalization. Thus the challenge is double-folded: how to put more pressure on the state so that indigenous peoples existence and rights are protected and to struggle against the global domination that threaten the existence of the indigenous peoples. 

As most of the so-called “developing countries” have now been trapped in their foreign debts, it is time to celebrate “the triumph of democracy and the free market” as a “global meliorism” with the US as “the gatekeeper and the model.” Here the issue of both Neocolonialism and Recolonialization become relevant. I only quote what other well-known analysts have already stated.

Indonesia is a fine example. When the financial crisis hit the country in 1997 that brought down Soeharto regime, a new hope and brighter future were in the mind of every Indonesian. A better democratic government free from Corruption, Collusion, and Nepotism (KKN) was believed would come true. However, unlike their other counterparts in Asian countries, the new Reformation Government both under President Habibie, Abdurrahman Wahid and Megawati Soekarnoputri believed that the Reformation must be handed down to the hand of IMF. Indonesian opportunist politicians and bureaucrats also welcome US’s roles during the political transition
 as seen through the roles IMF and the World Bank play as well as the state visit of three Indonesian presidents in the Reformasi era to the US.  This policy is not only a denial over the causes of the crises brought about by their predecessor (Soeharto) but also a denial over how most Asian countries, at the same time,  chose the solutions for the crises they were also facing. In Indonesia, however the financial crises that had broken down the economic, political and socio-cultural livelihood has been solved through the same paradigm that caused them.

The transitional process that is happening now in Indonesia is somewhat comparable to the global trend after the World War II, particularly after the end of Cold War. The victory of the United States has been viewed as the victory of democracy and freedom (free market). The famous Clinton’s Doctrine of a new mission for USA to “consolidate the victory of democracy and open market”
 is comparable to the new mission of Indonesian Reformasi government to develop “a stable and democratic political life”
 as the result of Soeharto’s forced resignation.

It is not surprising indeed that the two historical moments--the born of US’s new mission in one hand and the Reformasi’s on the other—directed into somewhat similar direction for what happened to Indonesia could not be separated from the US’s claim as the future’s “gatekeeper and model” of democracy. The roles that the US plays along the history of Indonesian politics are of no secrets
. The Washington’s “crusade for democracy” has indeed contributed to the ends of several dictatorships, tyrannies and the fascists of the world, in spite of its hidden economic motives. Although the attitudes of some Moslem Fundamentalist groups in Indonesia (now called “Terrorists”) towards the US gave quite different pictures after Washington’s war against Afghanistan and Iraq, to avoid the similar mistakes done by President Soekarno, the present government still consider the US as the most important ‘partner’ to be treated in a special way during the political transition process in Indonesia.

INDONESIAN SITUATION

In the Free Trade Liberalization paradigm, “free competition” is the king. Those who could not survive in the competition are destined to receive the “trickle down” effects of the richests’ wealth. Therefore, they should support, facilitate and protect the wealthy persons by giving access to their investment and business activities. Governments of poor countries—called developing countries--should “give the market a full sway”. Government subsidies must be lifted in order to boost productivity. Therefore, mass production of goods should be prioritized which result in monoculturism, green revolution and privatization. For most of the Indonesian people, this situation has put them into more problems.

Unlike the financial crisis in other Asian countries, under the IMF Indonesia is expanding the crises into political and social spheres. Since Soeharto stepped down in May 1998, 3 different Presidents have replaced each other consecutively and it is only by virtue of the lack of non-controversial policies that keeps the President, Megawati, stays on her current position. 

The blunder of the IMF guided policies is on this: while the Indonesian people badly needed economic, social and political stability, IMF gave them more loans so that they would pay more. As the result, for instance, “in fiscal year 2001 Indonesia received only US$400 million in new IMF loans, but had to pay $2.3 billion to the IMF-consisting of $1.8 billion in repayment of principal on earlier loans as well as interest payments of $500 million.”
 This is why Indonesia’s foreign debts have amounted to US$150 billions. The vicious circle of foreign debt
 has also put the majority of Indonesian population into the state of poverty which has reached 28.44% today
 and unemployment of 40 million people due to the inability of the government to exercise its responsibilities to provide public services and the cutting off subsidies to pay its foreign debts. However, this policies have waken up the Indonesian government’s consciousness only recently when they decided to break away from IMF, after four useless years under IMF’s scenario. Directly or indirectly, the IMF should be held responsible for the suffering and the miseries that the Indonesian people are experiencing due to its misguided and unpopular economic recipes. 

Table 1

Indonesia Health Profile as of 2000

	NO
	DESCRIPTION
	CURRENT CONDITION

	01
	Life Expectancy
	Male: 65 years

Female: 69 years

	02
	Infant Mortality
	45 per 1,000 births

	03
	Maternity Death
	374 per 100,000 births

	04
	Diseases:
	

	
	a. Malaria
	- 50 out of 1,000

- 15 million cases per year; 30,000 die

	
	b. Tuberculosis
	260,087 cases

	
	c. Dengue
	- 15.75 per 100,000

- 33,443 cases; 472 die

	
	d. HIV
	1,172 cases (overall)

	05
	Primary Health Care Clinics
	· 1 for 28,000 people

· 13% has no doctor

	06
	Budget for Public Health
	0.6% of the GDP


Source: Indonesian Health Profile 2000, Department of Health of Indonesia, Jakarta 2001

The problems Indonesia is facing right now is multidimensional. They are economic as well as non-economic such as political and social instability, environmental degradation and the rise of terrorism, some of which will be briefly discussed below.

Economic Recovery

1. Foreign Investment 

Foreign investments do not increase because the issues of security and stability are not achieved. Ethnic and religious conflicts, arm struggle and terrorism are increasing. Social and political stability followed by better implementation of the rule of laws are lacking.

2. Capital Flow

Instead of inviting more capital into the country, there is capital outflow from the country due to lack of security. At present, there are still about US$10 billion capital parked overseas
.

3. Currency Stabilization

Rupiah is not stabilized at all. The strengthening of rupiah is often caused by the strengthening of regional currencies against US$, rather than by the success of Indonesia’s monetary program.

Social and Political Instability

Within 5 years after Soeharto stepped down, there have been 3 presidents lead the government with the fourth on the row to be elected next year (2004). Disintegration becomes a major problem.  After Timor Lorosae got its independent, arm struggles in Atjeh and Papua become stronger while some other provinces such as Riau, East Kalimantan and Bali have at least threatened the central government publicly if their demands for greater autonomy are not met.

On the other hand, ethnic conflicts in Kalimantan happened more frequent and claimed bigger casualties due to the government’s inability to manage the conflicts properly. Maluku and Sulawesi have their own religious conflicts which lasted for at least 4 years and claimed thousands of lives.

The government’s dependency on the West, especially its special treatment to the US has strengthened the anti-US and anti-West sentiments, especially from the Moslem radical groups in Indonesia. As the result, terrorism becomes a new problem. Bali, Jakarta Airport, Hotel J.W. Marriot, dozens of Churches, US and Philippines embassies have all become the victims of bombing activities. 

On the other hand, the arm struggles in Papua and Atjeh, violent conflicts in Kalimantan, Maluku and Sulawesi have forced 1.3 million people to move and find shelter in IDP camps throughout the country without proper food, sanitation and health cares. Now there are at least around 700,000 IDPs who are still living in these conditions. This is not to mention various natural disasters such as flood in Papua and Jambi on one hand and severe drought in Jawa on the other as well as the forest fires and haze tragedy that happen almost every year now.

Environmental Degradation

The so-called “social costs” as the impacts of the current development strategy, could not be separated from the massive environmental degradation due to over-exploitation of the natural resources. Indonesia’s deforestation rate of 1.2 million ha per year has turned most of the forests in Sumatra, Kalimantan and Papua into barren areas. However, the exploitation is continued. As palm-oil and pulp/paper products have become a new market primadona, the government have opened up millions of hectares plantation areas to foreign investment. The conversion of millions of hectares of Indonesian rainforests into those monoculture plantations has brought environmental disasters and social problems as the local people lost their lands.

Table 2 shows that from Europe alone, there are at least 62 financial institutions involve in this business of monoculture plantations in Indonesia covering the area of 2,919,699 hectares. Table 3 shows more detailed information on the names of the European TNCs and their local counterparts.

Table 2

European financial institutions and Indonesian oil palm and pulp & paper business groups

	Country
	Number of institutions
	Number of Indonesian business groups to which financial services are provided

	
	
	Oil palm
	Pulp & paper

	United Kingdom
	22
	12
	5

	Denmark
	4
	1
	3

	The Netherlands
	13
	12
	7

	Germany
	19
	14
	7

	Sweden
	4
	1
	3

	Switzerland
	7
	9
	4

	Total
	62
	17
	7


Source: Source: Jan Willem Van Gelder, 2002, p. 2.

The roles of TNCs in Indonesia might well be represented by the granting of  a gold mining concession to Freeport MacMoran of USA in April 7, 1967 to do exploitation of gold mines in Papua for 30 years starting July 1, 1973, making Freeport the exclusive mining contractor for the Ertsberg and all within an Ertsberg-centred 10 km square. PT. Freeport Indonesia's operations in Papua, involve mineral exploration and development, mining and milling of ore containing copper, gold and silver and the worldwide marketing of concentrates containing those metals. As one of the biggest mining company in the world, Freeport extracts 237,800 metric tons of ore per day and 3.5 million ounces gold per year.

The impacts of this giant mining operation are clear. The Grasberg sacred mountain of the Amungme ethnic group has been turned into a 700-m deep hole. The sacred Wanagon Lake has been dumped with poisonous waste of 80,000 ton per day
. While Freeport’s tailings are dumped into Aghawagon, Otomona, and Aijkwa River and penetrate the surrounding rivers of Kopi and Minajerwi
. Only at the end of its 30-year contract (2001), Freeport signed a special voluntary Trust Fund agreement with the Amungme and Kamoro villagers living closest to the mining operations providing for an initial $2.5 million and $500,000 each year thereafter. 

The condition of the Dayak in Kalimantan is no better off. Their rights over the lands and natural resources are also denied. Their existence as the indigenous population is rejected in the name of development.  In Central Kalimantan, PT. Indomuro Kencana/Aurora Gold has been destroying the Siang Dayak, Murung Dayak and Bekumpai Dayak territories in North Barito Regency since 1985.  Although the Dayaks have been struggling for their rights for almost 10 years now, but the company’s actions of forced eviction, intimidation, burning the Dayak’s houses and settlements as well as putting them into the jails has been continuing. In response to the protests and demands of the Dayaks, in August 30, 1999 the company sent a letter stating that it was not held responsible for the destructions caused in the past by the previous shareholders so much as the local government never mentions the availability of any customary lands on their mining territories.

On the other hand, any initiatives taken by the Dayaks to participate in the mining activities in their territories are responded by the government through the sending of special unit from the police department, government officials and the mining company’s paramilitary to intimidate and brutally shoot and arrest the Dayak whom they accused as illegal miners. The case in Tekanong and Permata Intan village in Central Kalimantan on June 7, 2000 is a concrete example of how the government in collaboration with the police and the company has oppressed the Dayak people due to mining issues
. In July 2001, 2 people were shot dead and one was critically injured; while in January 19, 2002 two villagers were also brutally shot by the police who guard the company’s compound
. 

In East Kalimantan, PT. Kideco Jaya Agung—a joint venture between Indonesian and South Korean company—appropriated 27,000 ha of Dayak Paser’s customary land without any permission or compensation. The company started its activities in 1981 and began producing coal at the total capacity of 7,000 ton per day in 1992. Aside from the total of 27,000 ha of Paser Dayak’s land, the company also destroyed their ancestor’s graveyards and polluted the Kerayan River which is the source of clean water for the local population.  PT Kelian Equatorial Mining (KEM)-a gold mine company with majority of its shares are owned by Rio Tinto of Australia—is another story. KOMNAS HAM reported that sexual abuses and violence against women, arbitrary arrest of demonstrators, the death of Edward Tarung and Mrs. Repat, the eviction of Pangrebo, houses burning, destruction of the villagers’ mining tools, arrests, tortures are the human rights violations committed by PT. KEM along its operation
. This company plans to cease its operation next year (2003) leaving its 1.766.250 m2 wide and 600-meter deep mining hole
 to the Dayak people of Kelian to weep on.
The cases mentioned above are only few examples how big mining operations in the name of development have caused massive environmental destruction, sufferings and violation of the people’s basic human rights. The controversial Decision of the Coordinating Minister of Finance and Industry No. KEP-04/M.EKON/09/2000 that granted 150 mining companies the concessions to carry out mining operation in Protected Forests and Conservation Area is a proof that the environmental policies  of the current Megawati government are compromised to the international pressures since the Forestry Act No. 41/1999 bans open-pit mining in protected areas to preserve hydrological and biodiversity functions. These companies are allowed to carry out their operation in 11,441,852 ha of protected forests area in Sumatera, Kalimantan, Java, Sulawesi, Nusa Tenggara, Maluku and Papua (see; Table 3).   
Tabel 3

Conversion of Protected and Conservation Forests into Mining Operation
	Islands  
	Protected Forests 
	Conservation Forests 

	
	Total 
	Mining Conversion 
	Total 
	Mining Convertion 

	Sumatra 
	7.391.502
	2.141.950
	4.878.520
	689.120 

	Java 
	728.651 
	- 
	468.233 
	273.300 

	Sulawesi 
	4.821.237 
	996.445 
	4.821.237 
	184.617 

	Nusa Tenggara 
	651.257 
	44.200 
	567.714 
	- 

	Maluku 
	1.809.634 
	359.640 
	443.345 
	159.000 

	Kalimantan 
	6.858.792 
	1.767.580 
	4.458.887 
	- 

	Papua 
	11.452.990 
	3.319.000 
	7.539.300 
	1.507.000 

	Total 
	33.938.350 
	8.628.815 
	20.579.347 
	2.813.037 


Source: Lembar Informasi Siaran Pers WALHI (http://www.walhi.or.id/Siaran%20Pers/_ftn1)

The following are some (15) of the  Mining companies that are seeking access to protected forest areas, and their country of origin
:

1. PT Freeport Indonesia Papua (Freeport McMoran, Rio Tinto, USA/Australia/UK)
2. PT Newmont Nusa Tenggara (Newmont, US)
3. PT International Nickel Indonesia Tbk (Inco, Canada)
4. PT Indominco Mandiri
5. PT Arutmin Indonesia
6. PT Aneka Tambang Tbk
7.  PT Karimun Granite
8. PT Nusa Halmahera Minerals Maluku (Newcrest, Australia)
9. PT Weda Bay Nickel (Canada)
10. PT Gag Nickel (BHP-Billiton, Australia /UK)
11. PT Citra Palu Minerals (Rio Tinto / Newcrest, Australia /UK)
12. PT Natarang Mining Lampung (MM Gold, Australia)
13. PT Meares Soputan Mining (Australia)
14. PT Nabire Bakti Mining (US/Australia)
15. PT Meratus Sumber (Placer, Canada)

Indonesian Forum for Environment (WALHI) states that some Indonesian government ministers have expressed concern regarding the threat by foreign mining companies to seek international arbitration, if not granted exemptions to Forestry Act 41/1999. Members of parliamentary environment committee VIII have complained of international pressure to allow mining to continue in protected forest areas, or lose all foreign investment. At the behest of mining companies BHP-Billiton, Placer Dome, Rio Tinto and Newcrest, Australian Embassy officials have on nine occasions pressed Indonesian government ministers, and Parliamentarians to relax their environment standards.

The history of forest exploitation in Indonesia is a history of overexploitation. Since Soeharto’s decision to use timber as the main source of income for the state besides oil, massive exploitation of timber started. Within five years (between 1969 to 1974), 11 million ha of logging concessions were granted in East Kalimantan alone. By 1983, 560 concessions had been granted on 65.4 million hectares which was more than the total of Indonesia’s production forests
. If in 1967 only 4 million m3 of log were cut from Indonesian forests, ten years later in 1977, the number had risen to 28 million m3. In about the same period (1966-1974), gross foreign exchange rose from US$6 million to US$64 million. Since the export of whole logs was banned in 1985, Indonesia's major export was plywood, which was 624,000 m3 in 1979 to 4.9 million m3 in 1985 and 10 million m3 in 1993. This amount of money was earned by the clearing of 1,314,700 hectares of forests annually.  By mid 1998, there had been 651 logging companies (HPH) operating on 69 million hectares and contributing to 16.6 million ha of forest lost
. Of that number, 301 HPH operated in Kalimantan, occupying 31,150,400 hectare
 or about 50 percent of the total forest concessions in Indonesia.  The total forest area in Kalimantan alone is 44.964 million hectare.  This means that 69.2 percent of the total forest areas or 91.7 percent of the total production and conversion forest areas have been given to logging concessions.  In West Kalimantan, there are 75 logging concessions operating since 1968. Of the 9,204,425 hectare of forest area in West Kalimantan in 1967, twenty years later (1987) the forest areas have decreased 30.19 percent. This is understandable since the logging concessions hold 74.32 percent of the total forest areas of West Kalimantan or 46.6 percent of the total areas
.  The overall rate of deforestation in Indonesia in that period (1982-1993) was 2.4 million ha per year
.

The impacts of logging activities are massive. Ecologically, it has turned most of the forested land into critical areas that are prone to flood and forest fires
. Socially, it has changes the local communities way of life and perception about forests. Culturally, the lost of forests mean the lost of Dayaks main supporting system of their culture and spiritual livelihood. Economically, logging operations have no significant contributions to the welfare of the local people in general. The logging activities have even decreased the local people’s income from US$102.79 in 1963-1965 to US$46.71 in 1990-1992 due to lost of income from non-timber forest products
.

Nevertheless, compared to huge monoculture plantations, logging is less controversial as it is only interested in timbers. Plantations take both the timbers and the lands from the local people. As timber phasing out, the government encourages investors to operate huge monoculture plantations especially oil-palm and industrial tree plantations (HTI). Plantations are the nightmares for the local people as they deprived them from their own land and turn them into “landlords who are landless”. Through the Nucleus-Estate Smallholder Scheme (PIR), the local people are forced to buy their own land through a 20-year credit payment. A family is demanded to give up 7 ha of their land to the plantation company. In return, the company processes the land and plants it with oil-palm in which 2.5 ha is sold back to the family who have to pay a credit of 20-year’s period. Some critics believe that this system is worse than the “cultuurstelsel”
 of the Dutch during the colonial time. Indonesian government’s ambition to dominate the world’s oil-palm market which is now in the hand of Malaysia on one hand and to be able to continue the transmigration program which was formerly funded by the World Bank as well as to recover from the economic crisis on the other, has motivated them to invite foreign investors to invest in plantation business in Indonesia.  

There are at least 62 European institutions involved in 2,919,699 ha
 (see: Table 4)  and 41 Malaysian institutions with 1,118,900 ha
  of oil-palm plantations in Indonesia. On the other hand, there are 18 financial institutions from Europe who involve in pulp and paper industries with the total annual production capacity of 4,841,000-ton pulp and 4,737,250-ton papers.
 Land for plantations is to be expanded from 7.4 million hectares to 30 million hectares. Of the 7.4 million hectares, 4 million are palm-oil plantations, 75 percent of which are foreign invested. Some 650 companies have applied for licenses to take advantage of this opportunity. The end result of this accelerated development will be the displacement of indigenous peoples from their land, the destruction of habitat, indigenous religion and culture, increased land disputes, and alienation.
 

Table 4

European financial institutions with strong influence on Indonesian palm oil business groups

	Group
	Concession area (ha)
	Financial institution
	Country

	Anglo-Eastern
	35,087
	HSBC
	United Kingdom

	Astra
	298,621
	
	

	Bakrie
	100,000
	HSBC
	United Kingdom

	
	
	Law Debenture Trust
	United Kingdom

	
	
	Rabobank
	Netherlands

	
	
	Bayerische Landesbank
	Germany

	
	
	Deutsche Bank
	Germany

	
	
	Dresdner Bank
	Germany

	Barito Pacific
	29,000
	
	

	Carson Cumberbatch
	17,500
	CDC
	United Kingdom

	
	
	Rabobank
	Netherlands

	CDC
	69,900
	CDC
	United Kingdom

	Incasi Raya & Metro
	134,304
	
	

	Johor​
	18,563
	
	

	Kumpulan Guthrie
	325,000
	
	

	LonSum, Napan & Risjadson
	355,424
	HSBC
	United Kingdom

	
	
	Rabobank
	Netherlands

	
	
	Commerzbank
	Germany

	
	
	Deutsche Bank
	Germany

	
	
	UBS
	Switzerland

	
	
	Credit Suisse
	Switzerland

	Lyman
	193,750
	DEG
	Germany

	Raja Garuda Mas
	415,852
	DEG
	Germany

	
	
	Rabobank
	Netherlands

	
	
	UBS
	Switzerland

	Rowe Evans
	33,491
	Aberdeen Asset Management
	United Kingdom

	Salim
	227,207
	Credit Suisse
	Switzerland

	
	
	UBS
	Switzerland

	Selasih Perma​ta
	22,000
	Rabobank
	Netherlands

	Sinar Mas
	591,000
	FMO
	Netherlands

	
	
	Bayerische Hypo- und Vereinsbank
	Germany

	
	
	DEG
	Germany

	Sipef
	53,000
	
	

	Total
	2,919,699
	
	


Source: Jan Willem Van Gelder, 2002, pp.3-4. Source: Jan Willem Van Gelder, 2002.

Pulp and paper plantations have their own attraction for the Indonesian business conglomerates as they provide unlimited profit-making opportunities. In an effort to carry out what they call “reforestation” on the logged-over and degraded areas, the government provided incentives for the investors by releasing the reforestation fund collected from logging companies. Businessman could borrow the reforestation fund at zero-interest rate as long as it is used for pulp and paper plantation projects.  As most of the companies are in fact operating in forested lands rather than degraded ones,  any businessman could easily tap huge profit from both the zero-interest rate policy as well as from the timber extracted from the plantation areas. These blunders of the Indonesian government—first, to consider that pulp and paper plantation as reforestation activities and second, to lend the reforestation fund at zero-interest rate—has sparked a lot of protest, especially from NGOs. In 1995, Soeharto made things even worse by lending the reforestation fund to IPTN—the state airplane manufacturer company headed by B.J. Habiebie—resulting in a law-suit filed by some environmental NGOs.

These and other forest mismanagement policies have accelerated forest destruction in Indonesia which is now at the rate of around 1.2 million ha annually. The total forests cover is believed to have decreased up to 70% which is a great lost, not only for Indonesia but also for the rest of the world as it is home for 10% of plant, 12% of mammal, 16% of reptile and 17% of bird species in the world. Undoubtedly, logging activities and huge monoculture plantations are the two main sources of forest destructions in Indonesia.

Table 5

Conversion of Production Forests for Plantations (up to September 1997)

	No
	Province
	Proposal Stage
	Agreement Stage
	Release Stage

	
	
	Unit
	Area (Ha)
	Unit
	Area (Ha)
	Unit
	Area (Ha)

	1
	North Sumatra
	6
	49,300
	26
	160,313
	15
	74,070

	2
	West Sumatra
	6
	110,315
	12
	51,176
	22
	121,140

	3
	Riau
	18
	176,500
	51
	593,431
	102
	1,305,668

	4
	Jambi
	9
	70,290
	11
	47,181
	36
	309,393

	5
	South Sumatra
	14
	289,800
	16
	94,173
	8
	42,503

	6
	Bengkulu
	4
	16,300
	6
	25
	10
	42,888

	7
	Lampung
	2
	28,405
	4
	61,275
	5
	28,051

	8
	West Kalimantan
	22
	10,550
	18
	127,674
	8
	89,400

	9
	Central Kalimantan
	34
	372,700
	27
	1,835,619
	32
	34,556

	10
	South Kalimantan
	2
	516,250
	6
	64,130
	18
	189,678

	11
	East Kalimantan
	33
	634,200
	32
	444,112
	39
	269,081

	TOTAL
	150
	2,274,610
	209
	3,479,109
	295
	2,821,428

	Total
	Proposal + Agreement + Release = 8,575,147


Source: Kartodirjo (1998) in  Walhi 1999: 5.

OTHER IMPLICATIONS

Kalimantan is the third biggest island in the world. It was once called "...a veritable garden of Eden, a tropical cornucopia of sights, sounds and smells"
.  There are 11,000 species of flowering plant
, 10 genera and 270 species of dipterocarps, and 221 species of wild land animal, including  92 species of bat, and 15 species of sea mammal, 14 different types of primates and 549 bird species found in this island
. Kalimantan has become the home for hundreds of different ethnic groups including the Dayaks, the indigenous peoples of Kalimantan who have developed a unique and sophisticate system of natural resources management based on their culture and traditions.

Since the government was pushed to open up more access  for foreign investment to help the country recover from its crises, Kalimantan has been targeted as one of the most important areas for development. The BIMP-EAGA (Brunai, Indonesia, Malaysia, and Philippines-East Asia Growth Area) for example, has put Kalimantan as one of its centers. BIMP-EAGA is only one of the 14-similar growth triangles being established in Indonesia as the result of Indonesia’s involvement in WTO.

This BIMP-EAGA is of course a follow-up policy resulted from and agreed in the more regional level such as APEC and AFTA.  In such fora, the local communities aspirations have never been considered, let alone voiced out. As a result, the policies have created tensions and social conflicts due to stronger competitions over natural resources and the appropriation of the communities’ common property rights and marginalization of millions of poor. The operation of giant foreign companies that take over the people’s lands has marginalized the people from their previous position as the managers and custodians of the natural resources around them.

The International Financial Institutions (IFIs) such as the World Bank facilitates this marginalization process. Through its giant Land Administration Project, the World Bank finances a US$115 million program of the Indonesian’s Land Resource and Management Planning. The ideal objective of the project is to increase land market efficiency so that social conflicts emerged from land disputes would be decreased through the acceleration of land titling and improvement of institutional land administration. 

However, in many parts of Indonesia where indigenous peoples live, land titling would result in more conflicts by the fact that within these indigenous peoples’ culture and customary laws, most lands are managed collectively. Therefore, this mega project is serving more ”to liberate the land market” in order to attract foreign investment rather than “to alleviate social conflicts over lands.”

And these conflicts are for everybody to witness. Since late 1950s, the indigenous Dayak peoples in Kalimantan have involved in dozens of violent conflict with the migrant Madurese. The last three conflicts are the biggest and claimed hundreds of lives. In 1997, the Dayaks involved in violent conflict with the Madurese in West Kalimantan. In 1999, the Malays killed hundreds of Madurese and chased them away from Sambas District in West Kalimantan. And in 2001, the Dayaks in Central Kalimantan fought against the Madurese in the most bloody ethnic violent known as Sampit incident. Although in all those violent conflicts, land disputes are not the main cause that triggers the violent but competition over natural resources management has its contribution directly or indirectly. On the other hand, in all the companies operating in logging or plantation businesses in Kalimantan, conflict with the local communities could always been found. It is only the different extent of the conflict that cause them in the news or not.  

The crises have also accelerated the deforestation through illegal logging and environmental nightmare through mining activities. The government’s official data state that Illegal logging activities have cost Indonesia US$600 million lost annually
 and an overall cost of US$3 billion in the year 2002 alone
. The Indonesian timber industry capacity needs 74m m3 per annum while the licensed harvest is only 23m m3 per annum
. It is estimated that more than 70% of log production in Indonesia is derived from illegal logging
.

On the other hand, illegal mining activities have also become other big environmental problem in Kalimantan. These activities are carried out by the local small businessman and some local people alike in their effort to find easy money. Thousands of hectares of areas have been destroyed by these mining activities and heavily polluted with mercury. Along the main river, such as the Kapuas river
 in West Kalimantan, hundreds of mining activities are operating along the river and spreading mercury to the entire areas.

These activities have also brought other problems. As forests are cut down and million of hectares are converted to monoculture plantations, the erosion of biological diversity is obvious. On the other hand, this monoculturization process is also threatening the existence of the indigenous peoples together with their knowledge on biodiversity conservation. Indigenous peoples’ knowledge on biological conservation is threatened more by the TRIPs agreement that introduced the patent system. As TRIPs only recognize betterment conducted by biotechnological actors based on individual concept, it denies the contribution of indigenous peoples in biological conservation which is based on the concept of collectivity.

This will bring us to a more highly debated issue in international for a, namely the bio-piracy. Indigenous peoples’ collective ownership philosophy, including in the field of natural resources management and knowledge, and their incapacity to follow the rules set out by the TRIPs, would become very attractive sources for bio-piracy of their wisdoms and expertise. This is not only a threat but a reality. EIA & TELAPAK, “Timber Trafficking: Illegal Logging in Indonesia, South East Asia and International Consumption of Illegally Sourced Timber” 2001. for example, reported a proposal from Japanese Company (Shiseido), to patent 19 kinds of plants used for skin & scalp care as well as for health
. Other similar cases are not difficult to find.
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Globalisation and its Impact on Health

introduction

Late 20th century globalisation was based on the following key developments:

· The breakdown of national economic barriers (or economic liberalisation) in all areas of trade, finance and direct foreign investment.

· The explosive growth in international finance has outstripped trade and investment activities. For e.g. in 1992 world GDP was $64 billion per day while world exports were $10 billion per day compared with global foreign exchange transactions of $900 billion per day (Nayyar 2001:6)

The removal of capital controls and the liberalisation of foreign exchange restrictions have led to volatile short term capital flows and to financial speculation and manipulation which generate financial crises as the Asian financial crises in 1997 has shown, especially for the developing nations. The globalisation of finance has made it difficult for governments to manage their economics and make economies policies e.g. on taxation, printing and borrowing money.

· The absolute and widespread growth on a global scale of production, trade, investment and financial activities without any controls or barriers.

· The power and domination of the transnational corporations (TNCs) and the international financial institutions in this process.

· The diminished role of the state and the erosion of national identity and sovereignty and the globalisation of culture.

Nations are increasingly influenced and pressured by the international institutions and processes, and the TNCs such that they cannot make policies and choices for their national development and their citizens. This is more so in the Third World countries than the developed ones.

· Under this global free market system, new rules of the game are created to enhance the process of globalisation. This framework of global governance under the auspices of the WTO, IMF-World Bank is used by the developed nations to enforce rules that extend beyond the trade in goods to include capital flows, intellectual property rights, services, agriculture and trade investment measures.

These rules serve the interest of the TNCs. The developed nations backed by the TNCs have pushed for the new global multilateral trading system as embodied in the WTO. There is now increasing pressure exerted by the developed countries to include new issues that will further enlarge the powers of the WTO.

These areas include rights to be granted to foreign investors, competition policy, government procurement practices, (also known as the Singapore issues) labour standards and environmental standards.

· The rules and disciplines created under this global liberalising framework are unequal and unjust. It excludes the weak, and the subordinate groups in society. Globalisation has led to rising inequalities between nations and within nations.

For many developing countries the benefits of globalisation remain a mirage. In 1992, eleven developing countries (three in Latin America and the rest in Asia) accounted for 66 percent of total exports from developing countries. This same countries (excluding Korea) receive the most foreign direct investments accounting for 66 percent during 1981-1991 (Nayyar 2001:25).

The reasons why most countries in Africa, Asia-Pacific and Latin America have been excluded can be traced to among others: colonial underdevelopment, debt servicing and conditionalities, declining commodity prices and terms of trade, lack of development in technological and management capacity, and poor governance.

The developing countries are in a weak bargaining position compared to the developed countries who have more clout (and power) in the IMF-WB and the WTO and determine the globalisation agenda. 

The Third World countries are hampered due to the lack of resources to organise, coordinate its strategy and negotiating positions in the WTO, IMF, the WB and other fora. The North has think tanks, lobbies to coordinate policies and positions. There are good linkages among academia, research institutions, and business and financial interests in their own countries, which enable them to obtain information, analysis and map strategies even at the regional level. Unequal capacity has led to unequal degrees of participation by the Third World nations, a problem made worse by the lack of transparency in the WTO.

According to the Human Development Report (HDR) 1999, the following trends have emerged with rapid liberalisation and the globalisation process:

· More than 80 countries still have per capita incomes lower than they were a decade or more ago.

· The income gap between the world’s richest fifth and its poorest fifth has more than doubled to 74 to 1 over the past three decades.

· One person in eight in the richest countries is affected by poverty, long-term unemployment, a life shorter than 60 years, an income below the poverty line or a lack of literacy needed to cope in society.

· Public services have deteriorated markedly due to economic stagnation, structural adjustment programmes or dismantling of state services.

· Debt servicing for the 41 poorest countries amounted to $11.1 billion in 1996.

· Some 50 million migrants are women, 30 million in the Third World.

· AIDS is now a poor people’s epidemic with 95% of all HIV infected victims in the Third World.

· Some 1.3 billion people do not have access to clean water.

· About 840 million are malnourished.

· About 1.3 billion people live on income of less than US$1 a day.

· TNCs account for some $9.5 trillion in sales in 1997. US based TNCs account for more than a quarter of US GDP-$2 trillion of $7.3 trillion. Capital is becoming more and more concentrated.

The NeoLiberal Agenda

A new social (and moral) philosophy was used to promote this economic liberalisation and the global free market. In fact the notion of the ‘free market’ was fundamental to this vision of society. Popularly known as the neoliberal doctrine it became the social and political face of the globalisation process.

This doctrine was used to justify the dismantling of the state, relieving it of its functions and rolling back the gains made by workers and other progressive forces in the 20th century.

It legitimised the selling of public assets; deregulating the economy; countering the trade union movement; opposing reforms that protect the health and safety of workers and citizens; and the environment; undermining the collective efforts of trade unions; consumer groups; environmental groups or the government that counter uncontrolled accumulation of wealth and the unbridled power of the TNCs. The ‘free market justifies ‘free economic zones’ where the freedom of workers to protest and unionise is forbidden where employment, pollution and safety standards are minimal and where women are exploited to the extremes.

Neoliberalism extolled the sanctity of individual freedom and regarded the state as a threat to personal liberties and civil society. This vision regards society as a market place and the only relationship that humans have with each other is merely as buyers and sellers of goods and services in the market. Human beings are not the products of the society they live in, in fact there is no such thing as a society only atomised individuals.

The market place corresponds to the commodification of life itself from food, ideas, culture, entertainment, leisure and life experiences (as in international tourism in particular sex tourism).

In this process of commodification all basis of our beliefs in God and creation, sanctity of life, nation, citizenship, work, family, culture by which we define ourselves, our values and community is transformed or destroyed. The rise of the free market becomes a celebration of greed, selfishness and individualism.

This ‘free market’ model undermines the very existence of society when there is no countervailing force or mechanism to check and challenge the abuses of the market as in the disintegration of the natural and living systems, communities and the social fabric of a society.

The welfare state and social democracy was able to accommodate and balance the competing interests of various groups in the society such that the benefits of development and progress were broadly shared by all in society. Hence the production and provision of goods and services, social security, employment, the protection of the environment, the health and safety of citizens, support for domestic entrepreneurs and businesses and democratic governance were essential for well being, stability and development.

The neoliberal agenda was seen by many as a deliberate attack on the state. Neoliberal rhetoric stressed the efficacy of the free market and the inefficiency of state intervention. In fact economic and social ills (e.g. waste, inefficiency, corruption) are blamed on state led interference. The state and national bureaucrats were a hindrance to the unfettered free market and private accumulation. Therefore the state had to be downsized meaning government had to give up its duties and responsibilities for the social and economic well being of society and its citizens.

By the late 1970s neoliberal thinking gained a wide following throughout the world. It was embraced in the West unleashing liberalisation and privatisation and even political change in the socialist bloc.

In many Third World countries, neoliberal policies were implemented under pressure by the IMF-WB and donor governments (the so called international community) and through the imposition of structural adjustment programmes (SAPs).

Under SAPs the multilateral agencies began to intervene in all areas of a nation’s economic policy. For e.g. in the late 1990s the IMF was telling Korean corporations the kind of corporate governance and how much corporate debts they should have (Chang 2003:1-2).

Increasingly ‘governance conditionalities” are imposed together with financial aid on countries which require radical reforms in the legal, political and social institutions of the recipient country. SAPs have ended state-led national development strategies and as the Asian crisis has shown undermined national development strategies especially in Korea and Thailand.

Privatisation and the Challenge to the State

A direct assault on the nation state was through privatisation – a central prong of the neoliberal agenda. In the West, there was a shift to privatise as many aspects of health, education and social security systems. Through privatisation the dismantling of state welfare systems has been systematically carried out.

In the Third World, and the transition economies (Eastern Europe and ex Soviet Union), privatisation was usually imposed as a loan conditionality. For instance in Hungary, an adjustment loan signed with the World Bank in 1988 included that new laws would be made to enable state enterprises to be converted into joint venture companies. Similarly in Bangladesh a three year arrangement with the IMF’s Structural Adjustment Facility in 1987 included a policy prescription for privatisation, while privatisation also become a pre-condition for World Bank loans. (SAPRIN 2002:91)

In Mexico, in the wake of the debt crisis in 1982, the government signed a Letter of Intent with the IMF that lending was conditioned on reductions in government expenditures and privatisation (50 Years Network 1997).

After the financial meltdown, the Korean government made a deal with the World Bank in 1998 to undertake infrastructure sector privatisation in return for financial support and backing of the IMF-WB and the international investors ‘who have demonstrated their power to run a country to ground’. (ICFTU 2002:3)

The Bank’s main vehicle for privatisation is the International Finance Corporation (IFC), which gives direct assistance to corporations engaged in buying state assets. In addition the Bank’s Multilateral Investment Guarantee Agency (MIGA) plays a key role by providing private investors and banks with insurance coverage against political risks when they invest in Third World countries. MIGA also provides potential investors with information on new buying opportunities, information on government privatization agencies and their policies and other strategic information.

The Bank also smoothes the way for privatisation through its many advisory services for the private sector and privatisation agencies, including research and training. The Bank is not only directly involved in framing privatisation policy, but also in shaping how workers and trade unions are affected by the policy. (ICFTU:6)

Privatisation is carried out in a number of ways. They include an outright sale to a private company or the offering of stock market shares to the public. State assets can also be leased, liquidated and government services can be contracted out or supply terminated. Where privatisation is politically problematic, the preferred method has been through the gradual reduction of services or ‘privatisation by attrition.’

The Welfare State is ‘Unburdened’ of Its Responsibilities

Because privatisation of social services is politically troublesome, methods used have to be unobstrusive. The process usually involves ‘a blurring of boundaries’ where the private sector is gradually introduced in areas which are the sole preserve of the State. (Teeple 2000:109)

The welfare state is dismantled through various methods:

· The government transfers the service or good to the private sector while it is being publicly financed e.gs. include contracting of cleaning, maintenance, catering in hospitals, while the care of the aged, handicapped and mentally ill is given to private or non profit bodies and the selling of prisons, reform institutions to ‘security’ firms.

· State services or benefits are provided by the private sector. New laws require employees or individuals to contribute to insurance or pensions available only or partially through the private sector like unemployment or industrial accident insurance, sick pay, maternity leave, pensions and a range of health services.

· Benefits and services are incrementally degraded. This is the least visible and widely taken route of privatisation. Public services are increasingly restricted through a strict or rising eligibility criteria or declining quality and by allowing income benefits to fall behind the rate of inflation. This policy eventually reaches its objectives to create pressure for improved quality and benefits to be met by the private sector.

The public health care systems provide good examples with the growth of user fees, deductibles, restricted treatments, operations and facilities while at the same time a host of incentives promote private insurance and medical treatments. The government objective is to have a two-tiered system: private (but publicly subsidised) medical care for the well off and a degraded state system for those who cannot afford to pay for private health care. (Teeple 2000:110-111)

In this manner, universal rights and entitlements are eroded or removed. In its place, people have to be ‘deserving’ to qualify for services, and to weed out the fraudulent ‘poor’. Means testing, deterrent eligibility criteria, family liability and responsibility and qualifying moral conduct will be used to target the ‘needy’.

The failure of the system is presented as the responsibility of the individual rather than the state or the corporation. The more this happens, the more every facet of the welfare state can be made into an instrument of social control, e.g. when benefits are conditional on reasons for being out of work, workers will think twice before they go on strike. Other deterrents can force people to work for subsistence or below subsistence wages and conditions for benefits may require relocation, doing menial or dangerous work or accepting low paid jobs.

Privatised welfare opens up the state sectors to private accumulation, and exposes workers to the vagaries of a free market where the threat of rising permanent unemployment or underemployment erodes their security and undermines union achievements.

· Finally, privatisation of public facilities is fostered through the work of charities and voluntary bodies, which increasingly provide social services in the market. This is an attempt to shift the responsibility of the ‘human costs’ arising out of the free market system from the state to the individual and to shift the means of redress (remedy) from social funds to private gifts. (Teeple 2000:113)

The market place has a place only for the productive while the ill, handicapped, old, weak, poor, young, unemployed are outside the system. The basic elements of life and sustenance like employment, shelter, food and health care cannot be provided for all in the ‘free market’. Hence the poor and the unproductive have to depend on the goodness and goodwill of others in the form of charity.

As a result of neoliberal policies and the breakdown of the welfare state, standards of living have been in slow decline. Traditional institutions of social integration like the family, church, community and elders which performed non-coercive functions of social control have eroded.

When increasing numbers of the population are faced with a system that refuses to provide for their economic and social well being, and allows poverty and deprivation to grow, this system inevitably creates a backlash from the marginalised and the outcasts. Crime and violence (and terrorism) perpetrated out of need and deprivation are the coping mechanisms for survival.

The Failed State

This brings to mind the doctrine of the ‘failed state’. In this new thinking ‘the international community’ or any powerful country can intervene in another nation, including to change its government if that nation was considered a failed state. 

A failed state is one which has failed to provide jobs, education and development for its people. This would include countries like Iran, Egypt and Nigeria. (They would also include the ‘terrorist’ states or ‘the axis of evil’, such as Iraq, Iran, North Korea and Cuba and those in a state of anarchy like Somalia).

Since the lack of development could spawn discontent and violence and anarchy that would spill over to other countries, then other countries have the right to act against the ‘failed state’ to prevent terrorism that could otherwise affect the other countries.

In this age of globalisation and the free market many if not most of the Third World countries can be categorised as having failed to generate growth or development to satisfy the human food, employment, shelter and education needs of the majority of the people.

These countries are blamed for sponsoring or tolerating terrorism, civil war, anarchy, for being incapable to develop sufficiency or in a way that would prevent the conditions for chaos and terrorism. Never mind if they have been burdened with low commodity export prices, debt and loan conditionalities, inadequate aid, technology transfer – all factors largely beyond their control – they are responsible for their own failures.

Hence, global ‘police actions’ are needed to make the world safe and open to the free global market and the accumulation of capital. Unilateral actions by nations like the US or a group of nations (or the permanent members of the UN Security Council) now have the right to protect and act to secure markets and resources for the TNCs and safeguard the global free market.

Thus ‘police actions’ are justified by international law as in ‘anticipatory self defence’ and states can take ‘pre-emptive action’ against a rogue state, terrorist state, enemy state, or failed state before an actual attack (read invasion of Iraq). Hence formal declarations of war between nations are done away with and the rise of the police state at the global level is required. 

The more that ‘police actions’ are needed to secure TNCs interests globally, the greater the use of volunteer or professional forces. These are modern mercenary soldiers who ‘do jobs’ to protect the interests of TNCs and the free market. Where national armies acted in the interests of the nation, mercenary and professional companies provide soldiers for global interests without nationality.

Effects of Privatisation

Although the record of privatisation has been mixed, many development scholars believe that privatising bad public enterprises is not the solution to better performance. In fact privatisation has come with a heavy cost and the experience bitter for those affected. Some of the major problems that have resulted with privatisation include:

· Foreign ownership and threats to economic sovereignty


Foreign capital have the tendency to leave in times of political and economic turmoil with long term consequences. The government cannot control them in a way conducive to national economic development needs. Massive unemployment can lead to increasing poverty.


In Uganda, privatisation has enriched the few foreign TNS. In Hungary the privatisation of public utilities and the banking sector was bought by foreign investors. The share of foreign capital exceeds 50 percent in almost all branches of industry. As a result a dual economy has emerged in which all the important areas in industry are in foreign hands. El Salvador’s privatised electricity distribution companies were acquired by foreign firms. (SAPRIN 2002:94, 101)


In Mexico, some 1,000 state enterprises have been sold which have led to a striking increase in the concentration of assets and income and the penetration of strategic sectors of the Mexican economy by foreigners (50 Years 1997 Network).

· Concentration of Wealth

When public companies are sold to a few individuals, it can worsen income distribution and wealth inequalities. There is a danger that the companies are sold to politically connected individuals at undervalued prices promoting ‘crony capitalism’. (Chang 2003:232)

Local people often possess limited capital that can be invested in newly privatised firms. When the possibilities are not present to create broad based national ownership or when there is a lack of political interest in doing so, there is a danger of selling off the entire economy, polarising the country between powerful owners of capital and destitute wage earners.

Undervaluation of companies had occurred in the privatisation of firms in Uganda, Hungary and El Salvador. In Hungary a total of US $9 billion was generated from the US$17 billion of assets that were privatised. The rest disappeared or was wiped out during the privatisation process, or was lost as assets were undervalued when sold. 

In El Salvador the sale of public assets, including the income from the re-privatisation of the banks only generated two million colons (less than US$230,000) or 0.002 percent of the GDP. (SAPRIN 2002:100)

In fact the objectives of creating a strong property owning middle class did not materialise. In Uganda very few Ugandans participated in the privatisation programme, and the process had had a negligible impact on the well being of most of the population.

In Hungary very limited segments of society took part and acquired state property. The heads of state owned companies frequently became the owners.

In Russia privatisation took place through voucher sales where managers, workers and trade union leaders purchased shares of their companies. However many cases revealed that managers controlled what were supposedly collectively-owned trusts of shares (ICFTU 2002:30)

The vast majority of the Russian population got nothing out of the vouchers privatisation. Those who benefited – the insiders and financial operators who bought up all the vouchers ended up buying up control of the main enterprises at a fraction of their market value. For the most part, the control of the vouchers ended up in the hands of the directors themselves.

Others invested in voucher funds the vast majority of which were fraudulent financial pyramid schemes which enriched the crooks who started them while the citizens lost everything.

Some one third of Russia’s industrial and natural resource wealth was privatised through vouchers. E.g. Gazprom the natural gas monopoly (which owns one third of the global reserves of natural gas) with a stock market value in 1997 of $40 billion was sold when the government privatised 29 percent of Gazprom in the 1994 voucher auctions.

Through a series of maneuvers the top managers ended up buying the shares. As a result, the price at which Gazprom was privatised through the vouchers was $250 million, which is 160 times less than the price the stock market would put on the company a mere three years later. So it was less than one percent of the stock market value of the company.

Gazprom’s privatisation makes it one of the great robberies of the century. The end result was the state had a bankrupt company and a few individuals end up filthy rich.

Privatisation in Russia resulted in massive capital flight, despite the billions of dollars pumped in through the IMF-WB and other donors, several times more were flowing out of the country.

The Russian state was bankrupted, there were no tax revenues, Russian companies were eviscerated, the currency collapsed, Russia defaulted on its debts, and all foreign currency were stashed abroad by a handful of criminal traders.

The Russian economy suffered its worst decline since the Nazi invasion in 1941 with a 42 percent decline in GDP. Both the state and the people were impoverished and mortality rates skyrocketed. This was the result of misguided privatisation policies from the WB-IMF, Harvard experts and Western donor governments and their complicity in creating this catastrophe. (Klebnikov 2002)

· Massive lay off of employees

In nearly all public enterprises that have been privatised, the retrenchment of workers has been a major aspect of the reform. While an increase in demand for specialised skills occurred, employment levels for the unskilled were lowered. In particular job prospects for women lacking in specialised skills worsened.

In Uganda, workers retrenched by privatisation received little or no severance pay, leaving them to seek survival in the informal sector. The move to rationalise, worsened income distribution as the most vulnerable groups (those with low levels of education and low pay, most of whom are women) were laid off in the process of privatisation. (SAPRIN:103)

Privatisation in the public utility sector in Hungary led to extensive lay offs when the government failed to live up to its commitments to the labour unions. The real threat of unemployment led workers to compromise their rights. It became common practice for newly privatised companies to contract employees for only one-to-three months at a time, leaving workers in a highly vulnerable situation. In this climate, employers proceeded to ignore safety regulations, as well as sweep aside or obstruct the formation of trade unions a practice facilitated by the country’s 1992 Employment Code. (SAPRIN 2002:102)

AeroMexico (the national airline of Mexico) was privatised in the midst of a strike in 1988 to which the government responded by shutting down the airline, firing all 12,000 workers and selling off the company. Similar actions were taken in the privatisation of the copper company. 

In Vera Cruz soldiers had to occupy the port at gunpoint in order to privatise it and fire its workforce. The impact of privatisation on unionised workers in Mexico has been devastating. Three decades ago, three quarters of the workforce belonged to unions, now less than 30 percent do. (ICFTU 2002:22)

In Mexico the wave of privatisation that began in the 1980s led to massive firings of over half a million state employees. In 2000, employment for nine million people remain precarious while 50 percent of those able to work were making a living from the informal economy. Forty percent of Mexicans get by on less than two dollars a day. Due to flexibilisation measures in labour, household heads have difficulty maintaining steady jobs. Many are forced to take a second job, which involve greater job instability and income insecurity. (SAPRIN 2002:82)

In order to survive, low income families are forced to send their children and other family members to work, migrate to the urban centers or to the US. Social and family structures are affected and extra hardship for large segments of the population with women and children bearing the brunt of the burden. Longer working hours for both parents leave children with inadequate parental guidance fuelling domestic violence and juvenile delinquency. Child malnutrition and infant mortality rates have increased in the south while child labour in on the rise. Out of the 3.6 million day labourers, 1.2 million are 18 years old or less. (SAPRIN 2002:82-83)


In Bangladesh some 89,000 workers were laid off during 1995-1997. A survey of 205 privatised firms indicate that among the firms still in operation, their workforce have been reduced by about a quarter. Those privatised firms that folded saw some 40 percent of workers employed in the previously state-owned companies lost their jobs. There has been a tendency to replace permanent workers with temporary labour, thus reducing job security of the workers who remain.

The precipitious decline in jute production following its privatisation led many jute factories to close and as many as 39,000 workers had no work. (SAPRIN 2002: 101-102)

Privatisation of Public Utilities

Public utilities play a crucial role in a nation. They provide essential services vital to the society and its economy. Services like energy, water and telecommunications are generally provided to all citizens regardless of income or location. Public utilities are natural monopolies such that issues of availability, access and affordability are of utmost importance. They also provide employment to large numbers of people. 

In most instances, privatisation of public utilities has not led to an improvement in service quality or coverage while rates tended to increase. This has led to worsening access to essential services with severe consequences for poor communities and their families.

For instance in 1991-92 water companies in England cut off water supply to more than 21,000 households to force payment of bills which had arisen since water privatisation. These disconnections led to a dramatic rise in the incidence of infectious diseases. A newspaper report described ‘Hepatitis and dysentery, diseases of Victorian slums are spreading in Britain’s inner cities as a direct result of privatised water companies disconnecting supplies’. (Teeple 2000:88)

Most of the privatised assets were purchased by foreign companies or under their control placing these strategic services in the hands of foreign corporations. As a result the provision of services like water and electricity now respond to the interests of foreign capital rather than to local needs. (SAPRIN 2002: 107)

In El Salvador as a result of the privatisation process of electricity distribution, the four regional electricity distribution companies that had been under state ownership were acquired by companies from Venezuela, Chile and the US. In spite of the upgrading of technology and equipment, there were no significant improvements in terms of service quality or coverage.

Rural communities were seriously affected by increases in electricity rates and indirectly due to price increases in other services that depend on electricity like deep-well pumps for portable water. Low end users (users with low levels of consumption) saw a rate increase of 47 percent while users with highest consumption levels experienced an average of a 24 percent increase in rates. (Ibid:97)

Hungary’s (which is second only to the UK in Europe in terms of the proportion of private ownership in the utility sector), utilities are now the property of state utility companies of foreign countries. The quality of services barely changed while prices increased at a much higher rate than did wages. Electricity rates for households rocketed and were ten times greater in 1998 than in 1989. Large segments of the population have severe difficulties in paying electricity, gas and water bills. (Ibid:98)

In Gdansk, Poland, since the privatisation of the municipal water supplies in 1992, tariffs have risen several times. In late 1995 the French water corporation demanded a further 40 percent increase. The increase was needed as its revenues were below target. This was because consumption was lower than projected. Consumption had fallen because prices had shot up so much. (ICFTU 2002:33)

Privatisation did not go unopposed. Throughout the world where it happened protests from workers and citizens occurred united by the mass retrenchment; the refusal of governments to compensate unemployed workers; the lack of democratic participation; and the effects on the poor, and the central role of the IMF and WB. In Bolivia, Ghana, Nigeria, Thailand, Ecuador, South Africa, El Salvador, workers and citizens groups have launched strikes, boycotted payments of tariffs, and demonstrations against privatisation.

In South Korea, the Korean Confederation of Trade Unions have stood their ground at great odds and in the face of severe harassment.

Given the above overview of globalisation we highlight some of the major disciplines and processes of the multilateral institutions and their impact on health and human welfare in the Third World.

1. Impact of Structural Adjustment Programmes (SAPs) on Health

SAPs have had a profound effect on all aspects of the economic, political and social life in Third World countries and the transition economies. SAPs packages were designed to siphon the indebted country’s resources and productive capacity into debt payments and to enhance international (TNC) competition.

They included:

· a ceiling on budget deficits

· a freeze or reduction in spending (e.g. healthcare and education)

· removal of subsidies (e.g. food)

· streamlining (rationalisation) of government bureaucracy

· increase in taxes and introduction of new taxes

· low corporate taxes

· currency devaluation

· export driven strategies (i.e. agricultural products and natural resources)

· removal of foreign investment restrictions

· privatisation

There is a wealth of research documenting the failure of SAPs in achieving their macroeconomic adjectives. In reality these measures eventually led to inflation, price hikes in food, consumer durables, gasoline, fuel, farm inputs, equipment, governments reducing real wages, laying off jobs, closing down schools, hospitals and clinics and collapse in public investments and domestic manufacturing.

Some of the key effects are summarised below:

· Increased Poverty. 

Real salaried earnings in many countries have plummeted by more than 60 percent since the beginning of the 1980s and the situation is worse in the informal sector.

In 1991, a university trained teacher in Hanoi was paid a monthly salary of less than US$15. In Russia, top scientists have to do menial work to supplement their income.

In South America, SAPs have rolled back the progress achieved in the 1960s and 70s. The number of people living in poverty rose from 130 million in 1980 to 180 million at the dawn of the 1990s. Income disparities widened with privatisation and deregulation as massive resources were concentrated in the hands of a few. In Mexico the richest 20 percent received more than 52 percent of the national income while the income of the poorest 20 percent had less than five percent. The number of billionaires rose from two to 24 while 17 million people subsisted on less than $350 per person per year during the Salinas administration (Heredia & Purcell 1996:283).

The shift from food production for domestic consumption to export needs under SAPs has affected nutritional levels. In Brazil, production of foodstuffs per capita like rice, black beans, manioc and potatoes fell by 13 percent from 1977 to 1984. Per capita output of exports like soybeans, oranges, cotton, peanuts and tobacco shot up by 15 percent. As a result of these policies 50 percent of Brazilians suffer malnutrition (Morris 1996:223)

In Mexico the health budget in the 1980s fell from 4.7 percent to 2.7 percent. Between 1980 and 1992, infant deaths from nutritional deficiencies tripled to rates higher than those in the 1970s as a result of cutbacks in social and health spending (Heredia & Purcell 1996:277). In 1990, half of all Mexicans (42 million) were living in poverty, with 18 million living in conditions of extreme poverty and ‘malnutrition has become the normal condition of society’ (Ibid:282).

In Chile between 1980 and 1990, the proportion of families below ‘the line of destitution’ rose from 12 to 15 percent while those below ‘the poverty line’ (but above the destitution line) from 24 to 26 percent. Some 40 percent or 5.2 million people were classified as poor in a country that once boasted of a large middle class. (Bello 1996:291) This has led to increased hunger and malnutrition; for some 40 percent of Chileans the daily calorific intake dropped from 2,019 in 1970 to 1,751 in 1980 to 1,629 in 1990 (Ibid:291).

Social Dislocation & Unrest

There is a brain drain from the Third World countries to the North: as many as 30,000 African PhDs live abroad, while the continent itself is left with only one scientist and engineer per 10,000 people. At least 30 million women migrants are in the Third World: a large share of migrants from the Philippines, Sri Lanka and Indonesia are women, many doing work that is dirty, dangerous and demeaning (UNDP 1999).

The situation in many Third World countries is desperate if not hopeless. Anti SAP riots have occurred in many countries as in the following:

· Venezuela: In 1989, the President declared a state of emergency to quell riots in Caracas sparked off by a 200 percent increase in the price of bread; men, women and children were fired upon and unofficial reports listed a thousand people were killed;

· Tunis, Tunisia: In January 1984, bread riots occurred as a result of the rise in food prices;

· Nigeria 1989: anti-SAP student riots led to the closing of six universities by the military government;

· Morocco 1990: There was a general strike and popular uprising against the government’s IMF sponsored reforms;

· Mexico 1993: Economic polarisation and declaration of war by the Zapatista Army of National Liberation (EZLN) in Chiapas, and the assassination of a presidential candidate;

· Bolivia 2000: WB pressured the sale of Cochabamba’s water to the US firm Bechtel: the company hiked water rates and citizens took to the streets. Martial law was declared.

Health Conditions Worsen

The restructuring of the health sector had led to the collapse of both preventive and curative care due to the lack of medical equipment, supplies, poor working conditions, low pay of medical personnel and the resulting low morale. User fees in primary health care and education have led to the exclusion of large sectors of the population from health services as they are unable to pay. 

In fact the utilisation of health centres by high risks groups dropped when cost recovery schemes and user financing were introduced. In Kenya, user fees at a centre for sexually transmitted diseases, caused a sharp decline in attendance leading to a likely increase in the number of untreated STDs in the population. In 1994, medical experts voiced fears that the introduction of user fees, along with SAPs may be contributing to the rapid spread of AIDs in Africa. In the Upper Volta region of Ghana, health care use plummented by 50 percent when cost recovery was introduced. 

In China, when user payment for tuberculosis treatment was introduced, some 1.5 million cases of TB remained untreated, leading to 10 million additional persons infected: many of the three million deaths from TB in China during the 1980s could have been prevented (Werner & Sanders 1997:103). Elsewhere, community involvement in health care amounts to replacing the government salaried nurse or medical assistant by an untrained and semi literate health volunteer. The shortage of funds for medical supplies like disposal syringes and pharmaceutical drugs as well as price hikes in electricity, water and fuel (required to sterilise equipment) have led to an increase in the incidence of infection (including AIDS) (Chossudovsky 1997:72). 

Cuts in public expenditure under SAPs have led to a drastic decline in control and prevention measures. As a result, diseases, once under control or eradicated have made a comeback. Sub-Saharan Africa records a resurgence of cholera, yellow fever and malaria. In South America the prevalence of malaria and dengue has worsened dramatically since the mid 80s. The outbreak of bubonic and pneumonic plague in India in 1994 has been seen ‘as the direct consequence of a worsening urban sanitation and public health infrastructure which accompanied the compression of national and municipal budgets under the 1991 IMF-WB, sponsored structural adjustment programme’ (Ibid: 72).  

The recent SARs outbreak in China has been attributed to the collapse of the public health system and the introduction of user fees in hospitals. Before economic reforms led to the dismantling of the health system in the 1970s, health care was state funded with free medical services in the urban areas while medical cooperatives catered to the needs of the peasants in the rural areas.

SAPs and the making of the AIDS Epidemic in Africa

At the Durban AIDS Conference in July 2000, Karen Stanecki of the US Bureau of Census revealed figures that sent shock waves around the world. According to her estimates, people in four African countries namely Zimbabwe, Namibia, Swaziland and Botswana will have an average life span of only 29-33 years; whilst many other African countries will have average life spans below 40 years. By 2003, some African countries including South Africa will have negative population growth. Twenty percent or more of the adult population in Botswana, Lesotho, Namibia, South Africa, Swaziland, Zambia and Zimbabwe are infected with AIDS.

According to UNAIDS December 2000 Report Update: in the year 2000 alone, 3.8 million adults and children were infected bringing the total number of people living in sub-Saharan Africa (SSA) with HIV/AIDS* to 25.3 million. AIDS deaths in 2000 totalled 2.4 million as compared with 2.2 million in 1999. Africa has 70 percent of the adults and 80 percent of the children living with HIV in the world, and has buried three quarters of the more than 20 million people worldwide who have died of AIDS. Women form the majority of AIDS cases with most of the new infections occurring in young women between 15-25 years of age. Estimates from the US Census Bureau project that AIDS deaths and the loss of future population from deaths of women of childbearing age mean that by 2010, SSA will have 71 million fewer people. Life expectancy will fall from about 60 years to around 30 years for the worst affected countries, and the rate of population growth will stagnate or turn negative for several countries in the region.

These shocking figures reveal an impending catastrophe on a scale that is unparalleled and far exceeds the bubonic plague in Europe, which killed some 30 million people in the 14th century: it took Europe more than a century to recover its population to levels that existed before the plague. They show that AIDS is now out of control, spreading fast and furiously threatening the continent with extinction. The Director of the White House Office of National AIDS Policy warned that this was the beginning of a pandemic, not the middle, not the end and that before this pandemic can be stopped, there will be hundreds of millions of people infected and dead and that’s the best case scenario. (Rahab Hawa March 2001b www.twnside.org).

The striking contrast to the pattern seen in North America and Europe where AIDS was occurring as often in women and in men showed that the disease was transmitted through heterosexual intercourse. Because of the large numbers of infected women, perinatal transmission also became a public health concern. Heterosexual intercourse and perinatal transmission account for 80 percent of AIDS cases in Africa. AIDS in Africa is a sexually transmitted disease with no special risk groups thus an understanding of the full dimensions of the AIDS outbreak in Africa has to go beyond the so called neutral terms of ‘risk group’ and risk factor to examine the social context in which the scourge is spreading and has taken hold (Bassett & Mhloyi 1994:270). 

So far, it has been attributed mainly to sexual behaviour made worse by the fact that Western explanations for the heterosexual pattern of AIDS in Africa have been fuelled by both media hysteria and scientific racism. Images of the dark continent, harbouring dangerous diseases, inhabited by people propelled by sexual frenzy, have long been etched in the western mind. The heterosexual transmission of AIDS in Africa poses a frightening spectre to the West (Ibid:271).

In 2000 South African President Thabo Mbeki came under sustained attack from both the scientific community and his allies concerning his response to the AIDS epidemic. He was accused of sowing confusion on AIDS when he insisted that AIDS was linked to poverty. In his speech to the 13th international AIDS Conference in Durban last July, he said: ‘What I heard was that extreme poverty is the world’s biggest killer and the greatest cause of ill health and suffering across the globe. I heard stories being told about malaria, tuberculosis, hepatitis B, HIV-AIDS and other diseases. … As I listened even longer to this tale of human woe, I heard the name recur with frightening frequency – Africa, Africa, Africa … In the end I came to the conclusion that as Africans we are confronted by a health crisis of enormous proportions. One of the consequences of this crisis is the deeply disturbing phenomenon of the collapse of immune systems among millions of our people, such that their bodies have no natural defence against attack by many viruses and bacteria … As I listened and heard the whole story told about our own country, it seemed to me that we could not blame everything on a single virus’. The world’s biggest killer and the greatest cause of ill health and suffering across the globe, including South Africa is extreme poverty’ (OpCit).

Years earlier the late Jonathan Mann (who became the founding director of WHO’s Global Programme on AIDS) had made the links between deprived social and economic conditions and vulnerability to AIDS in his pioneering work on the AIDS epidemic in Africa. According to him, those people who were marginalised, stigmatised and discriminated against – before HIV/AIDS arrived – have later become over time those at highest risk of HIV infection. As a result of his AIDS research from 1984-1986 in Zaire, he warned that AIDS was not merely another infectious disease. ‘It seemed to flourish in and reinforce conditions of poverty, oppression, urban migration and social violence’.

These conditions have prevailed in Africa ever since it was called upon to follow prescriptions dished out by the World Bank* and the International Monetary Fund. Over the past four decades, the collapse in commodity prices, debt repayments and structural adjustment programmes and conditionalities have consigned Africa to the margins of the global economy and virtual collapse. African countries are worse off today than they were at independence in the 1960s, according to a report in July last year, prepared jointly by the World Bank and its partners entitled ‘Can Africa Claim the 21st Century’. 

In the early 1960s, African nations were widely considered more advanced than East Asian nations. But between that time and the end of the 1990s, Africa retreated in real economic terms. Over the past 30 years it has lost market shares in global trade even in primary goods. Africa accounts for barely one percent of global GDP and only two percent of world trade while its share of global manufactured exports is almost zero. Nearly half the continent’s people live below the poverty line. Less than one in five Africans have access to electricity, two-thirds of rural people lack adequate water supplies and three quarters live without proper sanitation. Infectious diseases like malaria and AIDS take more of a toll now than at any time since the early part of the 20th century.

The AIDS pandemic which threatens to destroy the entire African continent has to be seen in the context of the forces that have shaped the social realities and produced the conditions that confront Africa today. The impact of colonialism and the market economy which have transformed African society and the traditional family system and created the migrant labour system, urban migration, landlessness, environmental degradation, pauperisation, gender inequality and discrimination, and conflicts which were further intensified with the debt and economic crises and structural adjustments imposed by the WB-IMF which have eroded the social gains of the African countries since independence; sets the backdrop for the AIDS epidemic.

It cannot be separated from the realities of civil strife, commercial and trade routes, migrant labour and rapid urbanisation (Africa today has the highest rates of urban migration in the world). Data suggest that the epidemic became established in the central African countries of the Congo (formerly Zaire), Rwanda and Burundi. AIDS was next identified in Uganda, to the east, and in Zambia to the south. Following the routes of trade and population movement, the epidemic soon spread further east to Kenya, and Tanzania and as far south to Zimbabwe and Malawi. Together these countries form the large hinterland of South Africa’s labour reserve. Latest statistics confirm that South Africa remains the epicentre of the global AIDS epidemic with 4.7 million infected, more than anywhere else on earth. Citing S. African officials the International Herald Tribune on 22 March, 2001 reported that half a million more South Africans were infected with HIV in the year 2000.  Twenty five percent of adults – one of every nine South Africans are now living with HIV.

The Culture of Violence

Globalisation has left in its wake a trail of bloodshed and violence. Armed conflicts have been occurring world-wide. With the exception of Kosovo, all armed conflicts during 1999 took place in the Third World: Asia and Africa were the two regions with the highest number of armed conflicts. Wars in Sudan and Afghanistan have left millions dead. They are followed by Rwanda (500,000 – 1,000,000 million), Angola (more than half a million), Algeria, Burundi, Congo (Zaire) and Sri Lanka (100, 000 – 200,000 each). (Sollenburg 1998). 

Since 1990, these conflicts have claimed civilian lives which comprised 90 percent of deaths (WorldWatch, March/April 2000a) as a result of war induced famine, genocide, and social upheaval. Today’s wars are fought between warlords, ethnic militias, private armies, and criminal organisations, and some 300,000 child soldiers (in at least 20 countries) are conscripted as cannon fodder world-wide.  According to Canadian research, the violence and social chaos which results is an indication of the breakdown of state institutions and its failure ‘to create or maintain conditions conducive to the welfare of their populations’. (Project Ploughshares 1999).

In Africa, the reasons for this breakdown has its roots in the economic crisis; SAPs, mounting deficits, debt servicing, and corrupt regimes have led to social breakdown, political instability, conflict over resources, hopelessness and despair; whilst the fall out from the Cold War has helped to fuel the civil wars that beset the continent. In a recent Conference on African Conflicts, analysts attributed the role SAPs played in destroying the political patronage system used by the elite to keep themselves in power. With the end of the Cold War and super power rivalry (as client governments and proxies were not needed), these regimes lost their source of protection and largese and corporate interests (especially mining) filled the vacuum.

When ethnic and religions conflicts flared in the region, it spawned a lucrative private security industry; and the major powers today contract their foreign military policy to military advisory and training companies. The end of the apartheid regime and the disbandment of its special forces have helped swell the ranks of mercenary groups. These military companies are involved in the armed conflicts in Angola, Sierra Leone, Somalia, Congo (Zaire), Namibia, Rwanda, Sudan and the People’s Republic of Congo. Mercenaries and militias, have become the alternative in law and order situations as governments no longer have state monopoly over coercive violence. In fact the prevailing view in the North is that the solution to the security problem in Africa is to use mercenaries.  Military companies are sponsored and funded by the mining corporations especially the $42 billion diamond trade. In fact these companies operate in areas where they target at reclaiming strategic resources and service the commercial interests of mining companies (Koomson Jan/Feb 2000).

The economic and human costs of these wars have been devastating. Its main victims are the weak and the vulnerable and the burden of war invariably falls on women who lose husbands, sons, children and family support on top of being the specific targets as victims of rape, sexual abuse, coercion and as war booty. In Mozambique the 16 year armed conflict that ended in 1992, killed one million Mozambicans, 60 percent of them children. Some 120,000 child soldiers are believed to be fighting in Africa: in Mozambique, children were kidnapped from their homes, given basic training and sent to fight against the Frelimo government. In Sierra Leone the more than eight year civil war (1991-8) saw thousands of children’s lives irreparably damaged: many were forced to take up arms and to commit atrocities; others had their hands hacked off by soldiers (Lee 2000). 

Antipersonnel mines have made daily tasks like fetching food and water a mortal hazard; thousands of civilians including children have been killed, maimed and blinded. Some 280 million people are at risk. In Angola alone the number of antipersonnel mines in existence is said to be 12 million (World Health Forum, Vol 19, 1998). Conflicts in Mozambique and Angola are responsible for 50,000 and 20,000 amputees respectively, largely civilians (Werner & Sanders 1997:100). Landmines kill or maim more than 24,000 persons each year (UNDP 1998), many children; yet mines are laid 25 times faster than they are removed with up to 2 million new mines planted each year (Renner 1994).

Ever since the financial crisis struck, Indonesia has been plagued with ethnic and religious violence. Some 4000 people have died in between January 1999-July 2000 in the Malukus and the violence has been spreading to other islands like Sulawesi (Associated Press 17 July, 2000).

Women and Children for Sale

Economic reforms and SAPs have been responsible for the disintegration of civil society in Russia and the dismemberment of Yugoslavia. Economic growth has stagnated; between1989 – 96 inequality doubled, wages fell by 48 percent and serious human deprivation has resulted.  Homicides, illegal drug trafficking has increased, and illegal human trafficking is a major social problem; some 500,000 women are trafficked each year for sexual exploitation from Eastern Europe and the Commonwealth of Independent States to Western Europe; an estimated 15,000 Russians and Eastern Europeans work in Germany’s red light districts; in the Netherlands 57 percent of the trafficked women are under 21 years of age. 

UN data reveal that some four million people are tricked or forced and smuggled into foreign countries each year by criminal syndicates. Women (and children) are trafficked from low-income countries to high-income countries in Asia and Europe. Women from Central and Eastern Europe are forced into the sex trade, which is growing. The slave trade in women is run by organised crime syndicates; their global enterprises have been estimated to be worth $1.5 trillion a year.  With their power and money they have been able to influence politics and government.  Economic collapse and war have created the victims, which are readily exploited by the criminal syndicate (UNDP 1999:43,85). The European Parliament blames ‘the growing scale’ of the problem on ‘the inequalities of the world economic order’ (Bebbington August 2000).

According to the International Organisation of Migration (IOM), Nigerian women are sold into sexual slavery in West Asia, Asian women are trafficked to Australia, and Latin Americans land up in US brothels. Nigerian girls were also brought to Britain and then sent to Italy to work as prostitutes. The victims usually poor, are promised jobs as waitresses, hotel domestics, and nannies, then forced into prostitution once they are out of the safety of their home regions. The UN Special Rapporteur on Violence Against Women, Radhika Coomaraswamy informed the UN Commission on Human Rights that ‘The current era of trafficking has been described as the “bloom period” a particularly aggressive period where women and children are being trafficked for the purpose of prostitution (Ibid). 

In the fledgling state of Bosnia, which has become the biggest slave market in Europe, former warlords turned crime bosses buy and sell women, most of them from Eastern Europe. Some of the worst human rights violations are perpetrated by the international peacekeeping and reconstruction forces. The presence of the international community creates the market for prostitution (in 1993 the presence of UNPROFOR – UN Protection Force – presently SFOR –Stabilisation Force), which includes not only the soldiers of SFOR but, UN personnel and staff from the 400 or so nongovernmental organisation in Bosnia which either use the trafficked women or in a significant minority of cases are actually the traffickers themselves. 

In South Asia, rampant poverty has spurred the slave traffic both within states and across countries; women and children have been trafficked for forced prostitution, forced marriage, bonded labour and the organ trade. Children end up as camel jockeys in circuses, in the slave trade, in the organ trade and prostitution (Akhter 1999). A UN report states that child prostitution  is a global business. ‘Chidlren are abducted, drugged, coerced by gangs and syndicates into prostitution both locally and across frontiers. They may be killed or maimed in the process. The tragedy is aggravated by AIDS’ (Lee 2000). Globalisation and the economic crises have increased prostitution, pornography and mail order brides. In the Third World, sex tourism is a major component of the global sex industry where Third World women and children are used as recreation for Western men. 

As can be seen globalisation and its effects have led to violence, crime and armed conflict in many Third World societies. A free market system that concentrates power and wealth and operates according to its own laws can only yield values like unaccountability and contempt of life.  

This in turn has bred violence in all its myriad forms and violence in the world today is pandemic and a major public health concern. Corporate crime and violence is perpetrated against Third World communities and indigenous peoples in the form of toxic dumping; pollution of their lands, waters and other resources; poisoning of their children and future generations with chemicals and nuclear wastes; hazardous products and technologies at the workplace e.g. the electronics industry which is endangering the lives of thousands especially women in the Third World; defective cars promoted as speed machines that kill and maim; and tobacco which kills four million people annually world-wide. 

Through the corporate global media, Third World children are exposed to a culture that glamorises and glorifies killing and crime and denigrates women. Globalised culture desensitises and conditions viewers to accept violence against the weak, the old, women, people of colour and other cultures and religions. Even animals are not spared: they are tortured and killed for experimental purposes and testing procedures in the production of weapons, chemicals, cosmetics, and the like, while commercial farming inflicts cruelty on poultry, cows, pigs and others.
2. The World Trade Organisation (WTO) and Its Impact

The WTO have had significant effects on and implications for Third World countries. Many countries did not fully understand the implications when they signed on to the Uruguay Round agreements. 

The Uruguay Round resulted in several legally binding rules that require the countries to make changes to their domestic economic policies in various areas like services, agriculture, intellectual property and investment measures. Some of the agreements have a 5-year grace period before implementation which expired in 1999. So the problems arising from implementation are getting critical.

These obligations have to be implemented and the negative and adverse effects are becoming more evident. Although they relate to economic policies, all the agreements have implications for health and human welfare.

These problems include:

· To liberalise their industrial, services and agriculture sectors may cause dislocation to the local sectors. Firms and farms are small and cannot compete with the big foreign corporations or cheaper imports. This can threaten the livelihoods of locals.

· The Uruguay Round removed or restricted Third World countries’ ability to provide subsidies for local industries and to maintain investment measures like requiring investors to use a minimum level of local materials in production. This can affect the viability of local firms and sectors.

· The Agreement on Trade Related Aspects of Intellectual Property Rights (TRIPS) will seriously hinder or prevent local firms from using modern technologies over which foreign companies have intellectual property rights (IPRs). This will curb the use of advance technology by local companies. Prices of medicines and other essential products are expected to rise markedly when the new IPR regime takes effect in the next few yeas.

2.1. The Agreement on Agriculture (AOA)

Many countries liberalised food imports under IMF-WB SAPs in the 1980s and early 1990s, that reduced agricultural protection. WTO accelerates this further and this will have devastating effects on many Third World countries. Third World countries have to commit themselves to:

· Remove non-tariff controls on agricultural products converting these to tariffs and then progressively reducing these tariffs within a ten year period. This means opening up their markets to the agricultural products and services of other nations.

This will impose global competition on the domestic farm sector and threaten small farms that are unable to compete with cheaper imports. Many millions of small farmers could be affected. Under SAPs US grain imports and cheap EU exports of subsidised beef (BSE infected) into Africa destroyed the pastoral economy including smalls scale cattle growers in Sub Saharan Africa. Under WTO rules, Third World nations will become less self sufficient in food. For many, importing food is out as they have no money (foreign exchange).

· Most countries (except the least developed) will have to reduce domestic subsidies to their farmers (domestic support and export subsidies) over a 10 year period. However developed countries which have very high levels of support for their farmers, have committed to only slight reductions. E.g. English farmers are paid about one million pounds every year for not growing anything. (Watkins:1999)

Serious problems of implementation have resulted in Third World countries. According to an FAO study of 14 developing countries:

· The food import bill of most countries have surged. Average annual value of food imports in 1995-98 exceeded the 1990-94 level in all 14 countries ranging from 30 percent in Senegal to 168 percent in India.

· Local food production undermined. E.g. in Guyana, fruit juices imported from France and Thailand have displaced local production. Local cabbages and carrots, minca beans have all suffered a decline. Many more domestic products would be displaced leading to a change in domestic diets and increased dependence on imported foods.

· Rural Employment affected. In Sri Lanka the decline in domestic output of vegetables i.e. onions and potatoes has affected some 300,000 people involved in growing and marketing.

· Displacement of local farmers. As competitive pressures began to build up following trade liberalisation, consolidation of farms took place. This led to the displacement and marginalisation of farm labourers and created hardship for small farmers and food insecure groups. In Brazil the consolidation of the dairy, maize and soybean sectors affected traditional cooperatives and marginalised small farmers.

In several Third World countries, agriculture is not so much a matter of commerce: it is intimately interwoven with the pattern of rural life. Many farmers cultivate their land, not as a commercial venture but as part of a family tradition which goes back to several generations and those cultivating it have no other source of income to support their families. As a result of the division of holdings many farmers possess small parcels of land which are not commercially viable. These small and marginal household farmers will face great difficulty when faced with world competition (Das 1999:228).

India’s Experience

Under the WTO rules, India has to reduce all import barriers on over 27,000 items, of which over 800 are agricultural items including milk, milk products, wheat, rice, pulses, livestock, agricultural chemicals, tea, rubber and others. Over 700 items have gone off all quantitative restrictions in 2000. This has already created a crisis in the tea and rubber industry where millions of workers are unemployed as the plantations could not withstand the competition from cheaper imports (Jan Swasthya Sabha 2000: 44). The loss to livelihoods will spread to milk and milk products where millions of women earn their livelihood as well as to those growing cereals like wheat and rice.

The reduction of direct subsidies which also include sales from stocks by government at a lower price than the domestic market; and subsidised exports means that there is a pressure to lower government procurement and support price policies. The subsidy on fertilisers is sought to be lowered greatly. Indian farmers do not get direct export subsidy unlike the farmers in the North with whom they have to compete. 

Food consumption is the single most important determinant of good health. In India, as in many countries, food security has been one of the most important and central objectives of economic planning since the country’s independence. It is considered the cornerstone of India’s economic and political independence and food security is therefore a question of national sovereignty.

This is all the more crucial as chronic hunger and malnutrition is widespread in India. There are some 320 million poor people in India. For almost 90 percent of Indians, the share of income that goes to buy food is more than 50 percent. For the poorest 50 percent of the population, expenditure on food is over 70 percent of income. Thus, any food scarcity or a rise of food prices will have a grave impact on food consumption; similarly any fall in wages will have adverse consequences on food intake. Food scarcity affects women more and threats to food security will have a grave and immediate impact on women’s health.

On the other hand, there are some Third World countries who are net importers of food. As subsidies for food production are progressively reduced in the North, this could result in a price increase in their food exports and poor countries who rely on food imports may face rising import bills, especially when many of the Third World countries suffer from lack of foreign exchange problems. This would threaten their food security which is made worse by the fact that food aid to the poor countries have seen a steady decline; between 1987 and 1997 food aid shipments were halved from 12.7 million tons to 5.43 million tons (Raghavan C. December ’98 – January ’99).

With the implementation of AOA, the adverse social impacts which resulted with the first round of liberalisation under SAPs will only worsen.  Allowing the free forces of the market to operate in agriculture will threaten the food security of farmers in the Third World. Cheap subsidised food imports will destroy farmers livelihoods, displace communities and create rural unemployment; increased reliance on food imports undermines a nation’s food security; and poverty, hunger and starvation can only worsen for the majority of small farmers.

2.2. The TRIPS Agreement

TRIPS has become a ‘one-size-fits all’ system of IPRs where high minimum standards are set for countries at differing levels of development. It is in the Third World countries where the effects of many of the provisions of TRIPS and the South’s collective loss in the Uruguay Round is most acutely felt. Judging from recent events it is set to be the most problematic and contentious issue in the WTO in years to come.

TRIPS requires countries to introduce IPR laws with standards that are similar to the developed countries in seven areas i.e. patents, copyright, trademarks, geographical indication, industrial design and undisclosed information (trade secrets). It covers diverse areas such as computer programming and circuit design, pharmaceuticals and transgenic crops. This will obstruct the Third World’s endogenous technological development.

It must be noted that the industrialised nations did not have patent or IPR laws, or laws as strict as those that are now forced through TRIPS, during their industrial development, which enabled them to incorporate technology design originating from foreign countries in their local systems.

E.g. in Switzerland 100 years ago, as a rule, Swiss industrial inventions could be patented abroad where patent laws existed but in Switzerland itself which had no patent laws, Swiss industries were free to copy foreign inventions without restrictions.

Pharmaceutical products were patented only in 1967 in West Germany and France; in 1979 in Italy and in 1922 in Spain. Chemical substances were patented only in 1967 in West Germany; in 1968 in the Nordic countries; 1976 in Japan; 1978 in Switzerland and 1992 in Spain. (Gerster 1999)

Third World countries are overwhelmingly dependent on innovations made in the North. Patent applications from the Third World comprise less than two percent of all US applicants between 1977 and 1996. First World countries dominate the trade in medium and high tech goods.      Thus strict IPR rules under TRIPS will result in benefits accruing overwhelmingly to the North, paid for by the increased costs accruing to the South.

The problems faced in implementing TRIPS are:

· The high cost to Third World companies to pay royalties and licence fees to TNCs that own most of the world’s patents. This will affect the countries ability to modernise.

For e.g. Indian firms that produced CFCs for fridges and air conditioners wanted to produce an environmentally sound substitute HFC 134a instead (to comply with India’s obligations under the Montreal Protocol to phase out chlorofluorocarbons or CFCs). But a few companies in the North control the patents for HFC 134a.

An Indian firm seeking access to the technology to make HFC 134a was quoted a very high price (US$25 million) by a TNC holding the patent. This TNC proposed to the Indian firm two alternatives to the sale i.e. 

a. that it be allowed a majority share in a joint venture with the Indian company or

b. that the Indian company agrees to restrict its exports of HFC 134a produced in India.

Both options were unacceptable to the Indian firm and the quoted price was extortion as it was estimated that the fee should at most have been US$2 to $8 million. (Watal 2000)

· By restricting competition, the IPR rules will enable companies to raise the prices of their products far beyond costs and earn rents in terms of monopoly revenues and profits. Prices of medicines are expected to shoot up reducing consumers’ access and affecting their health, welfare and lives. The problem of access to AIDS drugs in the Third World due to the high prices has become a major issue of concern.

E.g. an Oxfam study shows that the AIDS drug fluconazole is marketed by generic companies in Thailand at US$0.29 and in India at US$0.64. This compares with market prices for brand name drugs of US$10.50 in Kenya, US$27 in Guatemala and until recently US$8.25 in South Africa. (Oxfam 2001)

Third World countries face the problem of lack of affordable drugs in general. A study by HAI showed that prices of drugs can be higher when sold in Third World countries. A comparative study showed that retail prices of ten out 13 commonly used drugs were higher in Tanzania (per capita GNP of US$120) than in Canada (per capita GNP$19,380).

The Latin America were all higher than the average retail prices of the same drugs in 12 OECD nations.

It is within the context of access to affordable medicines in the Third World that the TRIPS Agreement has aroused intense debate.

Given the fact that over 42 million people worldwide have HIV and 95 percent of them are in the Third World. Over 28 million victims have already died from AIDS. WHO estimates that some 2 billion people lack access to essential medicines. Only five percent of the world’s people with AIDS in the Third World are being treated. In Africa only one percent are.

While TRIPS obliges WTO members to provide patent protection for drugs it allows them to take certain measures, which override or limit patent rights under special conditions. Through compulsory licensing and parallel importing member states enable third parties to produce or import alternative versions of products that are patented.

encouraging competition (and restricting monopoly rights), consumer protection and affordable medicines) and are deemed TRIPS consistent.

Article 31 of TRIPS allows governments to grant a licence to make copies of patented drugs without the approval of the patent owner (only need to pay a royalty). Article 6 allows for parallel imports i.e. countries can import medicines other than the country of the manufacturer. 

Countries resort to parallel imports when there are price differences for the same product in different markets. For example, a retail drug prices study for Glaxo Wellcome’s Zantac (Zinetac) tablets in 11 Asian countries shows the following variations: US$9 in Bangladesh; $2 in India; $41 in Indonesia; $55 in Malaysia; $183 in Mongolia; $3 in Nepal; $22 in Pakistan; $63 in Philippines; $61 in Sri Lanka; $37 in Thailand and $30 in Vietnam. (HAI News, April 1998). Malaysia could save a considerable sum of money if it buys Zantac from India instead of in Malaysia. Parallel importing is common in the EU pharmaceutical retail trade.

In the latest instance, the US Senate voted in June this year to allow American pharmacists to purchase medicines from Canada, and resell them in the US. This would save US consumers billions of dollars in drug costs. (Financial Times June 21-22, 2003)

Despite this, Third World countries have been pressured not to use these measures to the detriment of public health. For e.g. Thailand tried to produce generic didanosine used in triple combination therapy for HIV. This drug was developed by the US National Institute of Health with taxpayers’ money and patented as DDI. The US government gave the exclusive license to Bristol-Myers Squibb (BMS) to make it. BMS the sole supplier of the drug in Thailand was selling it at a monthly cost of US$136. Thailand wanted to produce it so that AIDs patients could receive it at an affordable price. However Thailand dropped the plan when the US threatened to increase tariffs on Thai imports. This threat came at a time when the Thai economy was crippled by the Asian economic crisis.

The attempt by US corporations to block South Africa’s efforts to import cheap AIDs drugs has been well publicised in the media. This happened when South Africa amended its Medicines Act 1997 which would enable the country to seek the cheapest world price for a drug through parallel importing. Forty drug companies filed a suit in the African High Court to prevent the law from taking effect claiming it violates IPRs. While pressure was brought to bear on South Africa by the US government. Even the European Commission lent its weight to the US attack.

Similar pressures, legal challenges and other tactics have been used on India, Brazil and Argentina, to deny them from exercising their rights under TRIPS to use compulsory licensing or parallel import measures for human welfare. This confirms that patent rights are used by the North to reap monopolistic profits while preventing the transfer of technology. The efforts by the North in collusion with their corporate interests have undermined the efforts of Third World governments to give their people better health care.

Doha Declaration on TRIPS and Public Health November 2001
At the 4th WTO Ministerial Conference in Doha, member states unanimously adopted a ‘Declaration which states that ‘the TRIPS Agreement does not and should not prevent Members from taking measures to protect public health’, and that it ‘can and should be interpreted and implemented in a manner supportive of WTO Members’ right to protect public health and, in particular to promote access to medicines for all’.

It also extended to 2016 (from the original 2006) the deadline by which ‘least developed countries’ must implement patent protection in the pharmaceutical sector in line with TRIPS.

Some countries and the drug companies dismissed the Declaration as a mere political statement without legal authority and even undermined both its letter and spirit. Many areas of uncertainty in the interpretation of TRIPS remain and opposition from the North has stalled post Doha efforts to maximise flexibility for the Third World.

One major problem recognised in the Doha Declaration (in paragraph 6) was that countries with the capacity to make generic versions of patented drugs are prevented from issuing compulsory licences which will allow them to export it. This restricts sources of supply for the majority of Third World countries that cannot afford expensive branded drugs but lack domestic capacity to make their own generics.

Member states pledged to solve it before the end of 2002. But to date no solution has been reached. Throughout the negotiations that followed the Doha Declaration, the North has sought to restrict any solution claiming the Doha Declaration was to apply to a handful of diseases i.e. HIV/AIDs, tuberculosis and malaria. In December 2002, the WTO negotiations reached a deadlock when the US refused to endorse a compromise because it insisted that any solution be limited to a short list of specified diseases. Meanwhile millions have died and continue to die.

· The biopiracy phenomenon in which corporations (mainly from the North) have been able to patent biological resources and knowledge of their use (most of which originate in the South).

Before TRIPS, most countries excluded patenting of life forms, biological resources and knowledge on their use. This changed with TRIPS. Article 27.3b of TRIPS allows patent to be excluded only for plants and animals but not micro-organisms.

Article 27.3b also requires members to grant IPRs for plant breeding and plant varieties either through patents or through a sui generis system. Previously few Third World countries had IPR protection for plant breeding and plant varieties. Now, countries can introduce patents or create a system of plant breeder’s rights that may restrict the right of farmers to save, exchange and use seed.

Meanwhile, TRIPS has opened the floodgates to the patenting of life and biopiracy. It will give the North legal right to plunder the biological heritage of the Third World – resources and knowledge which are based within indigenous and local communities. These wealth i.e. traditional medicines and plants and crops have been in the public domain for millennia.* Now they will be patented by the TNCs.

The Third World is the source of some 90 percent of the world’s store of biological resources. Bioprospectors have for many years stolen the plant knowledge of local people for profitable uses. For example the rosy periwinkle found in Madagascar contains anti-cancer properties, Eli Lilly developed a drug from it making $100 million in annual sales but nothing for Madagascar (UNDP 1999).

The value of the trade in medicinal plants is currently estimated at US$43 billion a year; whilst the value of crops varieties improved and developed by traditional farmers to the seed industry amounts to US$15 billion. Other natural products so derived like sweeteners, perfumes, biopesticides, fabrics and cosmetics indicate the immense contribution and value of biological resources from the Third World (Gray 1991 & Brush 1999). 

In terms of the contribution to pharmacology, some three quarters of the plants that provide active ingredients for prescription drugs drew the attention of researchers because of their use in traditional medicine; of the 120 active compounds currently isolated from the higher plants and widely used in modern medicine, 75 percent show a positive correlation between their modern therapeutic use and the traditional use of the plant from which they were derived (Farnsworth et al 1985). Landmark discoveries were made of an important class of antihypertensive agents – ACE inhibitors from plant extracts collected from Malaysia, Ghana and Costa Rica (Howson, Fineburg & Bloom 1998).

What this amounts to is that the process of theft is now enshrined in international law and Third World countries are forced to buy back resources that were originally taken from them.  Patenting of agricultural seeds and medicinal plants prevents farmers and local communities to freely use what belonged to the community originally. For example, the neem tree of India which has been used for thousands of years as a natural pesticide; a medicine for a wide range of diseases including leprosy, diabetes, constipation and contraception was patented by several Northern corporations. Since 1985, there are over fifty US patents on neem. Others include kava, barbasco, endod, quinoa and tumeric all of which are based on plants and knowledge developed and used by local and indigenous communities.

2.3. The General Agreement on Trade in Services (GATS)

Historically, trade agreements concern the trade in goods (products). GATS extends WTO rules to services which covers anything from leisure, waste disposal, retailing to health delivery. The service industry is dominated by EU and US multinationals. GATS is all about liberalisation of the trade in services by removing barriers and restrictions to trade. The rules of the agreement state the ways in which the government should not interfere in the market and this applies to 160 services listed.

Because the large share of trade in services takes place inside national economies it will affect the economic and social development of nations in the Third World. The rules of GATS are so extensive that all government policies and decision-making will come under its purview.

This will constrain a government’s ability to exercise its authority for the welfare of the nation and its citizens. E.g. the state will not be able to control the activities of TNCs operating in the country. GATS will affect the ability of governments to govern.

The obligations that apply to all member states in the WTO is valid in GATS namely the National Treatment Principle which means that all service providers must be treated as well as domestic providers; The Most Favoured Nation Principle which states that all trading partners must be treated equally and no discrimination between member state is allowed. Under Market Access rules, government attempts to limit the number of service suppliers or outlets regardless of whether they are domestic or foreign will be curtailed e.g. attempts to limit the number of hotels in an ecologically fragile area. The rules effectively guarantee corporations the unlimited right to operate wherever they like.

Despite the resistance of Third World countries, services became part of the Uruguay Round on the understanding that they would gain in other areas (market access in agriculture, textiles and clothing). But the expected benefits did not materialise.

There are many problems and potential issues in GATS:

· Lack of data making assessment of GATS effects difficult. Market access within the services sector in the Uruguay Round negotiations was conducted without the aid of data that would enable countries to understand the full implications and make judgments of the costs and benefits of what was being negotiated.

Not only Third World countries found it difficult to predict what limitations they should put on GATS commitments, e.g. European countries had given poor Caribbean banana farmers preferential access to their markets, until the US ruled that it was discriminatory treatment and illegal. The EU had not thought to obtain an exception for the arrangement under GATS. (WDM March 2002)

This means that governments are required to be able to see into the future. This is no mean feat i.e. governments must know in advance what are the possible limitations or exceptions that they have to their specific commitments. For e.g. of all the countries who have made market access commitments, only Egypt has thought to mention that there will be a limit to the number of tourists a site can hold. It has stated that boat tours down the Nile are subject to the river’s carrying capacity. (WDM 2000 March 2002)

Despite this recognition of the lack of data the developed countries have continued to push for further negotiations and binding commitments without countries being able to make a proper assessment of the costs and benefits of entering into further commitments and obligations. Thus, there is a danger that Third World countries are asked to open their markets further without being able to assess the implications.

This is crucial especially in terms of the implications on national sovereignty, the environmental impacts and the effects on health, education, housing, water and sanitation in relation to the lower income groups.

· Little or no benefits to the South. The growth in services has been dominated by the developed countries where it accounts for 60-70 percent of the GDP and employment in the OECD countries. GATS favours these major services exporting countries whereas Third World countries lack the advantage to benefit from the export of services.

It specifically commits countries to liberalise the movement of capital but the same special treatment has not been given to the movement of labour, from which Third World countries can benefit i.e. export of labour.

New agreements made in the financial and telecommunication services primarily benefited the developed countries. They have tilted the balance further in favour of the North as these countries are the major providers of services in these sectors and Third World countries have hardly any supply or export capacity in these sectors. (Das 1998)

· Barriers to services export. According to a recent UNCTAD study, Third World countries face structural problems that hinder them from exporting services. They face barriers to market access and national treatment as well as difficulties to enter markets caused by anti-competitive practices, subsidies and so on.

· GATS commitments are irreversible. Although in theory GATS allows each government to liberalise at its own pace under the principle of ‘progressive liberalisation’ and ‘appropriate flexibility’, once a commitment is made it cannot be withdrawn or modified without offering adequate compensation.

GATS commits countries to further liberalise and this pressures Third World countries through new rounds of negotiations to ‘roll forward’ their commitments to open up more services which are binding, but they cannot ‘roll back’ without giving compensation. This commits future governments and their rights to change their economic and social policy.

· Extension of rules. The development of new rules in GATS negotiations as in ‘domestic regulation’ targets government regulatory measures for removal. This will affect any service sector not only those in which countries have made commitment. The proposed new disciplines will severely constrain governments from exercising their authority to regulate some aspects of services.

The ability of governments to regulate selectively is essential to equitable and sustainable economic development and to ensure the welfare of its citizens. GATS also mandates new rules to be developed in areas like safeguards, subsidies and government procurement.

Of particular concern is the recent leak of EU’s requests for service liberalisation under GATS from the Third World countries. The leak papers reveal that the EU is using GATS to demand:

· the liberalisation of basic services like electricity and water supply;

· unlimited excess for their TNCs to service markets from tourism to retailing;

· targeting for removal specific restrictions that countries place on their GATS commitments during the last (previous) round of talks. These restrictions were placed to promote domestic development and to curtail the activity of foreign companies. E.g. Cameroon’s regulation to require investors to create jobs are wide ranging and affect more than just the service sector. (Hardstaff May 2003)

A country can list these restrictions so that they apply across all sectors (across the board) like setting limits on land ownership rights in all service sectors covered by GATS or a country can choose to apply them in specific sector cases e.g. placing limits on trade in the banking and insurance sectors. 

Some of the ‘across the board’ regulations that the EU requests to be eliminated include:

· Botswana: Laws giving nationals priority in purchasing assets owned by foreigners.

· Chile: Laws obliging investors to employ 85 percent of staff of Chilean nationality.

· Chile: Laws requiring foreign investors to retain capital in the country for at least three years from the date of entry.

· El Salvador: Laws which place a 50 percent ceiling on the remittance of profits abroad.

· Indonesia: Laws which place strict rules on multinationals, obliging them to form joint ventures when they invest inside the country. Indonesia’s GATS restrictions state that foreign companies can only control 49 percent of a joint venture and must work through/ with a local representative when it sets up branches in Indonesia.

· Malaysia: Laws allowing land purchases to be denied if it is intended for purely speculative motives. Laws subjecting foreign corporate take-overs to government approval.

· Brazil: Laws that restrict profit repatriation, which outline procedures that empower the Central Bank to restrict transfer of funds abroad by foreign companies.

· Taiwan: Laws that prevent foreign companies purchasing or leasing land in agriculture, forestry, fishing, pasture, hunting, salt production, mines and sources of water.

‘Sector specific’ regulations targeted by the EU:

· Egyptian hotel and restaurant sector: Laws allowing limitations on the total number of services operations on the basis of economic needs test, and laws requiring that casino services can only be provided through 5-Star-Hotels.

· Indian Banking sector: Laws that place a ceiling of 15 percent for assets of foreign banks in the total assets of the banking system

· Malaysian Insurance sector: Laws that put a cap of 51 percent foreign equity participation. This cap is to prevent foreign companies dominating the banking and insurance sector. Malaysia listed this limitation during the 1997 GATS Financial Services negotiations. At the final stage of the negotiations, hours after the deadline had passed, the US was still bullying Malaysia into allowing a greater foreign presence in the insurance sector. (Raghavan 1997:2-4)

Thus, GATS allows the TNCs to enter into the service markets of any country and no law or government policy is exempt from being targeted.

GATS Impact on Health

In most countries both in the North and South, social services like health care, education, water supply, and social welfare have been traditionally the responsibility of the State. Governments under GATS will be under pressure to change the conditions under which these services are provided i.e. to privatise social services, to allow competition from the private sector and from foreign firms and to privatise natural resources like water, and to sell them to foreign countries.

Article I of GATS gives protection to government services which ‘is supplied in the exercise of governmental authority’ and ‘neither on a commercial basis nor in competition with one or more service suppliers’. In many countries there are many aspects of education, healthcare, housing and other social services in which the government as well as the private sector provide services. (For e.g. as in user charge or public insurance, subsidies for non-public infrastructure as in public-private-partnerships, and competitive contracting for services). Thus government services provided on a commercial basis are subject to GATS provisions as are government services supplied in competition with any other suppliers. 

This makes Third World governments extremely vulnerable to Northern pressures to accept requests to open up their public services to foreign competition. Many Third World governments were forced to privatise several government-supplied services, infrastructural projects and open their markets for foreign service suppliers (including participation in privatisation schemes), under WB-IMF Structural Adjustment conditionalities. They were required to privatise water supply and sanitation and charge user fees in health as well as open up the field for private companies to provide the service, either in competition with or as a complement to the public service.

Once the public service is privatised, it ceases to be an exempted government service and thus can be brought under GATS rules. Thus, the IMF-WB generates the process by which public services are commercialised, privatised and opened up for competition from private firms or opened up to foreign service supplies. 

These services will no longer be ‘exempted government services’ and pressures will build for these countries to subject to GATS rules. By so doing, IMF-WB complements the WTO in trade liberalisation.

These services are essential to life and ensuring access to health, education, water and sanitation, housing and transport is the central role of government. Privatisation and liberalisation put these services in the hands of private companies which have no obligation to ensure access to these services for all sections of the society or even to ensure basic health and safety standards. This will affect universal access to essential services for the population.

When the health and social sectors are opened up, foreign health service providers are poised to pay a prominent role especially in countries where there is an affluent elite willing to pay or where there exists a private health service base. Latin America, Southeast Asia, China and the Pacific have been targeted as potential areas of growth. The private insurance companies, managed care firms, healthcare technology companies and the pharmaceutical industry of the North will be looking for opportunities to expand health care markets. 

The global trade in health and social services and the privatisation of healthcare will lead to costlier and inequitable health systems which will adversely affect the health and well being of the majority of peoples everywhere.

Post Doha

The current round of GATS began in February 2000. The negotiations have now entered its ‘request-offer’ phase. This means that a government ‘requests’ that another country commits a particular service sector under the GATS specific rules and then governments respond to the requests with ‘offers’.

At the WTO’s Ministerial in Doha, Qatar, in November 2001, members agreed to submit requests for specific commitments by June 2002 and initial offers by March 2003. Following this, countries will embark on a protracted set of negotiations aimed at agreeing which sectors to liberalise. The deadline for the GATS talks is 1 January 2005.

Pressures on Third Countries to commit more of their services for liberalisation will become more intense. These countries have far less negotiating power than the North and they could be persuaded to grant more concessions in the services negotiations in order to get the North to implement commitments that they have failed to live up to such as the removal of agricultural subsidies.

2.4. Pressures for new issues in WTO

The fifth Ministerial of the WTO will be held in Cancun, Mexico, September 22-24, 2003. At the Doha Conference (The Fourth Ministerial in November 2001), the most contentious aspects involved the ‘Singapore Issues’. The Southern governments made it clear that they were opposed to the start of negotiations on these issues.

The Singapore issues – investment rules, government procurement, and competition policy are new areas, which the North wants to push for liberalisation as part of ‘a new round’. The South insisted that they wanted the outstanding ‘Implementation Issues’ resolved. The Third World countries argue that the WTO should focus on reviewing problems of implementing the existing agreements. The extremely limited human, technical and financial resources of their countries and their diplomats and policy makers would be diverted away from the review process to defend their interests in the negotiations on new issues. 

The proposed new issues would have the most serious consequences for the South’s future development. These are strictly not trade issues and do not belong to the WTO. There is a suspicion that these issues are pushed by the North to take advantage of the enforcement powers (the dispute settlement system) of the WTO, so that disciplines can be put on the South to open their economies to the goods and services and TNCs of the North. (Khor 2000:38)

Other issues relate to labour, social and environmental standards – most Third World countries have argued these should not enter the WTO as they would be made use of as protectionist tactics against the products and services of the Third World.

CANCUN September 2003

At least two outcomes are possible. One is that the Cancun Ministerial will fail to launch a ‘new round’ as the South will not give in and demand that the Implementation Issues be resolved before any new treaty negotiations begin. Another is that the North will succeed in cornering the South into making a dangerous trade off: open negotiations for new treaties on the Singapore Issues in exchange for serious discussions to resolve the Implementation Issues.

Below is a brief outline of the key proposals for the Singapore Issues.

Agreement on Investment would:

· Give foreign investors the right to enter countries without conditions and regulations.

· Undo all national laws on the operations of foreign investors

· Prohibit existing requirements on the ‘performance’ of foreign investors (e.g. passing on technological knowledge to domestic industries, use of local professionals and reinvestment of profits).

· Prohibit existing regulations on the transfer of funds/profits out of countries.

· Broaden the definition of ‘foreign investor’ to all types of investors including TNCs, portfolio investors, creditors and non commercial bodies,

· Provide NAFTA-style (North American Free Trade Agreement) protection to foreign investors specifically the right to make claims of lost future profits/revenue due to government policies and laws.

· Set up WTO panels with the power to determine when the rules have been violated.

According to UNCTAD a comprehensive Agreement on Investment would make further sector specific WTO agreements unnecessary. It would also solve the challenges now faced by foreign investors that want to enter sectors already covered by WTO and other agreements, but find that coverage ambiguous.

Agreement on Government Procurement would:

· Require governments to make public all decisions on the awarding of contracts paid by the public.

· Make it compulsory for governments to give companies the right to compete for government contracts.

· Ban conditions imposed on foreign companies that compete for these contracts.

· Force governments to treat foreign corporations at least as favourably as domestic firms in the contract awarding process.

Agreement on Competition Policy would:

· Force governments to establish laws and competition policies that are adequate, impartial, least intrusive and transparent towards corporate interests.

· Prohibit laws and policies that favour local firms and investors. Allow free entry for foreign investors and free exit of profits.

Transparency in the WTO

The issue of internal transparency has plagued the WTO since it was established. In theory, decisions are made on the basis of ‘one country, one vote’ and by consensus. In practice the WTO has been dominated by a few major developed countries. Often these countries negotiate and decide among themselves, and embark on winning over (sometimes through intense pressure) a selected number of the more influential Third World countries in ‘informal meetings’. Most WTO members are not invited to these ‘informal meetings’ and may not know these meetings are taking place.

This kind of meeting is called ‘the Green Room process’ (named after the colour of the room of the GATT Director General in which many such meetings took place during the Uruguay Round). For e.g. the Singapore Issues were introduced through a ‘Green Room’ meeting (of a few select states) called by the WTO Secretariat at the Second WTO Ministerial in Singapore. Despite strong protests by the Southern nations, against this practice it has continued.

This ‘Green Room process’ has taken place especially in the intense negotiation period prior to and at Ministerial Conferences in Singapore, in Seattle and Doha. There are now calls from the Third World delegates and NGOs to reform the WTO decision-making process to make it transparent and democratic. These non-transparent procedures adopted in the preparatory processes for the Ministerial Conferences have never been uniform or consistent and in this respect the rule-based WTO system has been ‘ruleless’ or ‘lawless’.

The flagrant abuse by the dominant developed countries of such procedures to achieve their aims was revealed in the run-up to the Doha Ministerial Conference in 2001. Although the Third World countries during the preparatory process in Geneva had registered strong opposition on several key issues, these were not reflected in the draft Ministerial Declaration that was brought to Doha.

Again at the Conference itself, their concerns about the non-inclusion of their objections to these issues were ignored and pressure was applied (through the ‘Green Room’ and other means) on Third World member states to accept a final Declaration which reflected the interests of the Northern countries. 

The use of such undemocratic and bullying tactics by the powerful nations have in the past been facilitated by the pliant attitude (and connivance) of the WTO Secretariat in these schemes to frustrate the will of the majority of the member states which are the Third World. The partiality of the Secretariat and its failure to maintain a neutral and impartial stance has been another major sore point of the Third World nations.

Conclusion

Clearly the effects of the global economy have been devastating for societies everywhere. Globalisation as institutionalised in the WTO, IMF-WB acting on the pressures of the TNCs and their governments has led to the disempowerment of nation states and the collapse of their economies. Governments especially in the Third World are burdened with debt, economic decline and environmental disasters: this makes it almost impossible to achieve any meaningful social development for their peoples. Poverty has increased and the gap between the rich and poor have widened; unemployment is a fact of life; communities have disintegrated; traditional family structures have broken down, there is more homelessness and destitution, violence in all forms is escalating; environmental problems and diseases are beyond control.

Increasingly peoples have come to recognise that this system is not working; where people are devalued and life has no social meaning; where institutions are given unbridled powers to facilitate corporations to accumulate and concentrate wealth and immiserate the lives of the majority. They are reacting against this system demanding changes and seeking alternatives: that foster justice and equity; happiness and fulfillment; promote ecological principles, values of cooperation, community, love, caring, and respect for life and diversity.

Many citizen groups and individuals are now working together in various networks and coalitions to bring about change at different levels.

Global Level Initiatives

Reform of the WTO

There is now an international call to ‘roll back the power and authority of the WTO’ which demands include:

· opposition to a New Round and to bring in new issues such as investment, competition, government procurement, and biotechnology;

· a full review of the WTO Agreements and their impact on social, environmental and health policies; 

· removal of all critical issues that affect the environment, public health, safety, and the rights, welfare and basic needs of people from the WTO. Thus WTO rules must not apply to issues like food security, water resources, basic social services, health and safety, and animal protection;

· national governments should be sufficiently informed about the impacts and have capacities to analyse and give inputs as part of democratic governance. National interests is more than just economic and trade interests;

· disputes on issues concerning health and public safety, labour rights and environmental concerns should be shifted to appropriate fora like the specialised UN agencies, ILO, WHO, FAO rather than being dealt behind the closed door dispute settlement body of the WTO;


· removal of TRIPs from WTO as intellectual property rights is not related to trade and should not be in a trade agreement that leads to the private appropriation of knowledge, undermines biodiversity, deprives people of essential medicines, threatens food security and sustainable agriculture, and keeps the South from developing their technological capacity. Patenting of life forms must be prohibited from all national and international laws;

· given the fact that the WTO is the single institution which will have the largest impact on health, there is a need for WHO to play a major role in international health policies especially in the WTO negotiations. This is all the more necessary when the WTO provides the potential for the development of corporate self-regulatory measures eg. the pharmaceutical industry has set the agenda in the International Conference on Harmonisation (ICH) of Technical Requirements for Registration of Pharmaceuticals for Human Use which was set outside the WHO (in fact WHO was sidelined to observer status). Since the WTO calls for the least restrictive trade practices, and the downward harmonising of laws, environmental, social and health standards will be subordinated leading to the use of the lowest standards.

Debt Cancellation

This campaign has successfully brought together groups of every political stripe including secular and religious groups. Debt has been defined as illegitimate because it was contracted by dictatorships and corrupt governments; immoral as governments to pay their debt have to sacrifice the health of their peoples, reduce education, worker wages, damage the environment and threatens the survival of present and future generations.

The Jubilee 2000 is calling for: 

· The cancellation of all Multilateral (owed to the IFIs) Bilateral (owed to individual governments) and Commercial (owed to international commercial banks) debts;

· An international court or tribunal to judge these odious, immoral debts and order their cancellation. The Brazilian Jubilee 2000 had called for an international mobilisation to propose to the UN General Assembly that a joint suit be brought before the International Court of justice at The Hague; to seek a judgement on the processes that give rise to foreign debt, and factors that cause it to grow, such as unilateral decisions by creditor nations to raise interest rates;

Others have called for:

· The control of the process dealing with debt be removed from the IMF, WB and the Paris Club. (The Paris Club is the name given to the regular gatherings of creditor nations who meet with debtor countries to discuss terms of rescheduling, refinancing and writing down of debts);

· The use of structural adjustment conditionality to force trade liberalisation in the Third World must be halted;

· Northern governments must honour their commitment to give 0.7 percent of GNP to AID: donors only allocate $55 billion or 0.25 percent of their total GNP of $22 trillion. Only four of the 21 donor countries have met the UN target namely Denmark 0.99 percent; Norway 0.91 percent; the Netherlands 0.8 percent; and Sweden 0.72 percent. The USA remained at the bottom at 0.1 percent of GNP. For most third World countries aid is the only source for national development especially for social development in health and education;

· All multilateral and bilateral aid, grants, projects and programmes must have social, environmental and health audits eg the World Bank is exporting hazardous incinerators as part of its aid programme to the Third World;

· The North must honour the 20:20 Compact under the Social Summit that requires Northern States to allocate 20 percent of ODA to basic social programmes with mutual Third World Partners who will do the same from national budgets;

· The North must reverse the transfer of resources from the South to the North (already made worse by debt servicing and SAPs, rising military expenditures and poor returns on investment) with fair terms of trade, eg better market access and fair prices for the Third World’s primary commodities;

· Northern governments must stem the corrupt practices of transnational corporations, the bribe givers in the South. These practices undermine national development, increase debt, disadvantage smaller domestic firms, manipulate contracts for projects that benefit the elite few and the company and increasing inequality and poverty; bypass the domestic process, damage the environment and circumvent laws;

· Northern governments must facilitate and ensure that the ill-gotten gains of corrupt regimes must be exposed and repatriated from private banks in the North.

Democratisation of the UN

At the Havana Summit some 40 Ministers from the South have called for a fair share in the UN’s decision making process if they are to improve their lot. They called for:

· Permanent membership in the Security Council for the South and the elimination of the veto;

· Transparency in the Security Council and an early warning system to prevent emerging conflicts;

· Reaffirming the UN Charter’s provisions on respect for sovereignty, sovereign equality, non-intervention in internal affairs and self-determination;

· The primacy of the UN General Assembly and the reform of the Bretton Woods Institutions to allow the South to participate in the decision making process given the major impact of their policies on those nations’ economies;

· Many groups have also made the same call for full democratic participation of member States in the UN system;

· The WHO, ILO, FAO, UNICEF, UNESCO must be provided adequate resources and support; shrinking funds have made them rely on extra budgetary funds (voluntary funding) eg more than half of WHO’s (and FAO’s) budget is from this source for special programmes like AIDs and essential drugs; these funds should not be used by donors to influence policy and decision making in the special agencies thus undermining their work;

· Reevaluation of UN corporate partnerships. In July 2000, an international coalition of NGOs wrote letters to the UN Secretary General and heads of UN agencies who are associated with the Global Compact to reevaluate their partnerships with the corporate sector (with tarnished records on human rights, labour and the environment) which include Nike, Shell, BP Amoco, Rio Tinto Plc and Novartis. The NGOs charge that the Global Compact which includes the UNHCHR, ILO, UNEP UNDP and UNICEF is promoting a vision of corporate-driven globalisation that threatens the mission and integrity of the UN (Third World Network 31 July 2000). In 1999 UNDP was found to have solicited funds from corporations under the Global Sustainable Development Facility. The corporate sponsors include Rio Tinto Plc, Asea, Brown Boveri, Dow Chemical, Citibank and Stat Oil Norway. WHO should not renew its ties with Ciba Geigy and Galactina S.A. or forged partnerships and alliances with corporations;

· The US government must fulfil its commitments and pay up the $1.8 billion it owes to the UN, to allow the latter to carry out its functions instead of seeking money from the corporate sector.

Stengthening the Role of WHO

It has been shown that all socioeconomic activities impinge on health. Health can only improve if there is a serious commitment to address the real issues that affect its enhancement namely the global economic forces that have led to inequality, poverty, and poor quality of life from environmental degradation. Clearly poverty is the most important factor affecting health. Health is more important than to be simply dealt by the Ministry of Health in each country. Today’s health problems are more complex and challenging. In the light of this, social movements, and concerned peoples should call on their governments that WHO, deal with member States not at the level of their Health Ministries alone. With this in mind WHO should:

· Call for an international meeting or Forum to discuss the impacts of Globalisation on Health; or for the UN General Assembly to convene such a meeting;

· Call on governments to support and strengthen the efforts of WHO which is under threat from both corporate lobbies and their Northern governments who are trying to roll back WHO’s initiatives for better health namely, in The Revised Drug Strategy and the Framework Convention on Tobacco Control. Even the Code on Baby Food has been under attack and, Third World governments have come under pressure to abandon it;

· Affirm and promote the spirit of Alma Ata: primary health care continues to be undermined by ‘new health approaches’, ‘new public health’ more ‘Round Tables’ and more renewal strategies for Health for All. Despite the subversion of Alma Ata ‘Health for all through primary health care’ is imperative for the Third World and especially relevant in the face of the global economic threats that we are confronted with today;

· With the help of member States and social movements ensure that all health regulations and treaties eg. Cartegena Protocol, Convention on Biological Diversity and the Basel Convention, to protect the health of peoples are not superseded by international rules and regulations which destroy government’s attempts to protect peoples’ livelihoods, health and environment;

· Cooperate with other UN agencies to study, assess and monitor the environmental and health impact of climate change, liberalisation, SAPs, and the WTO Agreements e.g. TRIPs, GATs and the AOA;

· Assist governments to formulate policies, programmes and provide expertise to help formulate and strengthen laws relating to the environment, health and social well being, and women eg GMOs, use of genetic technologies in diagnostic procedures and therapy;

· Be provided with adequate resources and support by the members to be effective in global health work. WHO’ grants have stagnated at around $900 million a year, compared to the World Bank which is now the single largest source of funds for health with an active portfolio of $9.2 billion by the end of 1996. WHO must take back its leadership role as the directing and coordinating authority on world health, which has been usurped by the World Bank. This is crucial as the World Bank’s health policies promoted in the name of health reforms driven by economic outcomes are opposed to WHO’s health for all strategy and emphasis on health outcomes;

· Ensure and enforce its independence and integrity from corporate and donor interests and the pressure of Northern governments in its work.

National Level Initiatives

Role of Government

The current free market model is weakening public institutions and governments’ responsibility and capacity to ensure equity, democracy, security and well being: increasingly functions of government are hijacked by the TNCs and the WTO which are undemocratic, unaccountable and non-transparent in their activities. In this era of globalisation, good governance is of first imperative: Third World governments must:

· promote self reliance and support traditional and indigenous health systems (including homebased healing traditions) and the recognition of women’s crucial role as healthcare providers; 

· promote self-reliance in agriculture and support traditional and local sustainable farming practices and organic agriculture. For example countries like Cuba have proven that organic farming is not only sustainable; it has increased yields of small farmers: it has successfully developed a biological pest control programme and established 173 vermicompost centres across the country producing 93,000 tons of natural compost yearly;

· honour their commitment to Alma Alta and Health for All; they have a fundamental responsibility to provide universal access to human needs and services according to peoples’ needs not means: health (including mental and social well-being) services must be universal, comprehensive and people centred not market driven;

· be allowed to implement the Essential Drugs List to foster safer, efficacious and cheaper medicines use without being threatened and pressured by the pharmaceutical lobby and their Nothern governments. In 1982 when Bangladesh banned over 1600 drugs which were useless, ineffective or harmful under a new Drug Control Ordinance, led by the US, UK, Fance , Germany and the Netherlands threw its weight behind the drug TNCs and threatened to cut off foreign aid to Bangladesh. Even the World Bank pressured the government to make changes to its National Drug Policy deemed restrictive to free trade. The progressive drug and health policies of Bangladesh were partly responsible for the removal of President Ershad from office in 1990. Similarly when Sri Lanka introduced an essential drugs policy, the American Pharmaceutical Manufacturers’ Association responded swiftly by halting drug sales forcing Sri Lanka to water down the policy. In many countries public spending on drugs take up some 40 percent of the annual health budget: over 70 percent of the drugs that the TNCs sell to the Third World are non essential: out of some 270,000 pharmaceutical products on the global market, WHO has compiled a list of about 300 or so essential drugs that are needed to treat virtually all human ailments; in all Third World countries, irrational and hazardous medicines proliferate the market; some $7 billion can be saved with the EDL that could be spent on better health measures when EDL is used;

· assure drugs should not benefit only the rich minority. Governments whose countries are burdened with AIDs eg SS Africa, Brazil, Thailand and Haiti, should be allowed to obtain cheaper drugs through compulsory licensing and parallel importing without being threatened and bullied by the US. If the US and the North are sincere they should pressure their drug companies to reduce the prices of these life saving medicines instead of the former offering $1 billion loans to SS Africa which would further increase their debt problems, to buy drugs at world market prices (Swarns, Aug 23, 2000). The high prices of AIDs drugs cannot be justified: most of them were discovered in public laboratories and developed in clinical trials supported by public funds. Ninety five percent of HIV afflicted people are in the Third World: WHO estimates that by 2000, there will be 40 million living with AIDs in 2000 and some 16 million children orphaned (who lost their mother or parents to AIDs);

· reform the medical and health curriculum to make them socially relevant and people centred. Third World countries inherited the colonial medical model which is urban centred; based on curative care in large hospitals and ‘Western trained’ specialists who are ignorant or ignore the underlying socioeconomic causes of illness and poor health. They are often arrogant, gender insensitive and incapable of identifying with the needs of the common people (most doctors come from a higher social class background) and invariably align themselves with commercial medical interests;

· upgrade, improve, foster and give equal importance, recognition and support to the development of indigenous systems of health through training, education, research and development, documentation and so on; 

· cooperate together eg South-South initiatives and regional cooperation in areas like agriculture and health and pharmaceuticals.

Northern Governments must:

· stop the manufacture and sale of light arms, antipersonnel landmines, and the like to Third World countries. Although the 1997 Mine Ban Treaty (Convention on the Prohibition of the Use, Stockpiling, Production and Transfer of Anti-Personnel Mines and on their Destruction) came into force in March 1999, and has been signed by at least 138 countries, the US, Russia, and China have not signed the Treaty. These countries must honour their global responsibility as veto wielding permanent members of the UN Security Council;

· stop the dumping of hazardous technologies and products eg incinerators, nuclear irradiators for food and microwave ovens which threaten public health and safety;

· regulate the financial sector and lobby the G8 to act; a new financial architecture must be people oriented and socially inclusive and deal with global inequities and poverty that affect more than four billion people; the role of the nation state must be accorded a primary role to control global finance and the active participation of the Third World countries which have been currently marginalised and ignored.

· seriously tackle the global traffic in women and children with tougher laws. The international community is part of the problem in the trafficking of women (and girls) in Bosnia and must show urgency and a sense of responsibility in combating this outrage. Many groups are calling for international laws against the sexual exploitation of women and children to deal with the abuse of prostitution, as the 1949 Trafficking convention does not recognise prostitution as sexually exploitative, nor does it include forced marriages and forced labour.

Local Level Initiatives

Peoples movements should: 

· Monitor the activities of their governments as to whether they are keeping their global commitments to treaties and agreements;

· Meet with Northern donors and ask for transparency in their aid policies;

· Network with groups and individuals which are working across sectors on North-South and South-South cooperation to campaign, plan strategy, share information, tactics, lobby governments and citizens;

· Monitor the activities of TNCs, the IFIs and donors in their respective countries;

· Lobby governments for better national legislation to foster peoples’ participation in nation building, protection of women, children, workers etc. For example Thailand has a provision that allows for constitutional review when the views of 50,000 citizens’ and their signatures are presented to parliament;

· Foster, support and highlight local initiatives towards sustainable, ecological and self-reliant community development models. For example there are movements everywhere which are encouraging and developing the growth of local economies, protecting rural and urban communities and family life. In the North, farmers are now directly linking with urban consumers and farmers’ markets in Japan, UK and the US to benefit local economies and the environment. In the South communities are also developing alternatives, going back to organic agriculture, promoting village self-reliance and rehabilitation of degraded habitats (terrestrial and marine) for survival and livelihood;

· Actively and sincerely build second generation leadership (with gender balance); we all grow old and cannot live forever and the process of change is a long-term effort.

Finally, changes are not going to happen overnight. It needs a long-term plan and health activists and social movements need to prepare for a protracted struggle. For this to happen there must be a programme to nurture and groom new blood and leadership among the young. We must constantly seek cooperation and solidarity with other networks and forge links with these forces. 
ends
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HEALTH OF ASIAN PEOPLE IN THE AGE OF “GLOBALIZATION”
Poor health in developing countries has been well known. At least one-fifth of the world's population (1.3 billion people) live in absolute poverty with 70% of them composed of women. They survive with US$1 or less daily. Ninety percent of the global disease burden is carried by the developing world that has access to only 10 percent of the resources for health. About 93% of the world's burden of preventable deaths occurs in developing countries. 

Of course, health status in the Asian and Pacific region has dramatically improved over the last 4 decades. The under-five mortality rate declined 60 percent from 225 per 1,000 live births in 1960 to 88 per 1,000 in 1995.
 Similarly, life expectancy at birth has increased 39 percent from 46 years in 1960 to 64 years in 1995. However, the region still faces serious challenges in the health sector as many developing countries in other regions, including the following:
- Several basic health indicators are still very poor. Child mortality rates, particularly South Asia, are higher than in any other region in the world, except Sub-Saharan Africa. Every year in the region, more than 7 million children under age five years die, and almost all of these deaths are preventable. In Europe, the risk of dying from a pregnancy-related illness is one in 1,400. In Asia, it is 1 in 65, and in Africa, it is 1 in 16.
- More serious problem is that there are serious inequities among countries and even within a country. For example, in Papua New Guinea the infant mortality rate (IMR) has actually increased since 1981. Also even within a country, attained health status is not equitable. China has achieved emarkable gains health over several decades; however, in the poorest 9 percent of population, comprising about 100 million, the IMR is three times higher than the national average.
 

-  Malnutrition, particularly in South Asia, remains rampant. The subcontinent contains 75 percent of all the malnourished children in the world, and the proportion of its children who are moderately or severely underweight (51%) is 70 percent higher than in Sub-Saharan Africa.
 

-   Millions of people still die from communicable but preventable diseases like tuberculosis, malaria and schistosomiasis. About one-third of the world's population is infected with tuberculosis with almost 2/3 of them living in Asia In the developing world, 1.2 billion people lack access to safe water, adequate sanitation and poor housing; 800 million people lack access to health services. 
-  Although HIV/AIDS came later to Asia, its spread has been swift. The most populous countries of the world particularly China and recently Indonesia, are seeing signs of rapid increases, and India has the second highest number of HIV-infected adults in the world.
.

· WIDENIGN GAP OF HEALTH STATUS AND INVESTMENT FOR HEALTH 
One of the ironical characteristics of current situation of “globalization” is widening gap between developed and developing countries, as well as within countries, in spite of rapid scientific and technological changes and development For instance, given current mortality levels the average Japan can expect to love more than 25 years longer than the average Nepalese, and only 4 infants die for every 1,000 born in Japan, whereas in Bangladesh more than 100 die.
 More serious problem is that these gaps have been widening rather than narrowing. As is shown in Figure 1, between 1980 and 1998, IMRs have been more widening between low income and high income countries. 
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Fig 1. Infant Mortality Rate, 1980 and 1998 (deaths per 1,000 live births)
Widening gaps are also observed in the investment in health. Fig. 2 shows the changes in health care expenditure in less developed countries (LDCs) and developing countries (DCs). Although Asian LDCs seems to be more optimistic, overall LDCs shows slower growth in the health investment even than DCs. Surprisingly, health expenditure per capita actually has been decreased in the African LDCs.   
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Fig 2. Health expenditure per capita, 1990 and 1998 (current dollars)
“GLOBALIZATION” OF HEALTH SYSTEM IN ASIAN REGION

“Globalization is the flow of information, goods, capital and people across political and economic boundaries.
” In relation to these flows, more importantly, ideology is imported from the developed capitalistic countries to DCs. Asian region and health sector is not exceptional. 


The first core component of globalization ideology is the push for privatization. The driving force behind the global push for market provision of health care services came from public health services being perceived as a significant cause of budget deficits, a major barrier to economic growth, and a generator of welfare dependency. Already Asian region is one of the most privatized region in terms of the physician and beds mix between public and private (Fig 3). But, most Asian countries are promoting privatization of human and physical resources in health, as well as social security. While the traditional lack of investment in human development makes the developing countries in this region more vulnerable to the impact of globalization, increasing economic weakness of their governments forces them to retreat further from the social sector.
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Fig 3. Public and private shares of physicians and beds, Asia and other regions

For example, in Malaysia that has been the government's strategy: a quiet step-by-step approach to privatization in late 1990s.
 First, the government medical store that supplies drugs to all the state-run hospitals and clinics was privatized. The cost of drugs shot up immediately. That was followed by the privatization of various support services at the general hospitals: laundry, cleaning, biomedical engineering maintenance, facilities maintenance, and clinical waste disposal. All these services were privatized to a small, select group of firms. The results of all this privatization have not been encouraging. Patient fees have increased and there have been instances when patients were asked to buy their own medical supplies such as surgical plates and screws before treatment could proceed. Also ‘managed care’ like HMO in the US had been attempted. In Malaysia the term `managed care' began to be commonly used following the establishment of managed care organizations and the formation of health care divisions within the insurance companies, a process which began in 1995. The number of managed care organizations has grown from 6 in 1997 to over 45 organizations in 2000.
 

The private provision of health services in Vietnam was legalized in 1989 as one of the country's means to mobilize resources and improve ‘efficiency’ in the health system. More than ten years after its legalization, the private sector has become an important provider of health services. According to a survey, private sector provided 60% of all outpatient contacts. The payment of households from private health care services was roughly a half of that imposed by the public providers. Expenditure on drugs accounted for a substantial percentage of household expenditure in general and health care expenditure in particular.

Another example is Korea, in which, after economic crisis of late 1990s, apparently strengthened assistance programs for the poor and unemployed were introduced. But these programs were inevitable for more ‘liberation’ of workers from their jobs, and increased figures still had not been reached even the ‘minimal’ level, only exaggerated from the extremely weak past. Additionally, the health sector presented a completely concordant response with the general trend of neoliberal approach: privatization, minimization of government role, encouraging competition, and emphasizing individual responsibility
. 

Public hospitals have been very inferior in numbers, quality, and reputation to their counterpart in private sector. Most public hospitals have shown a significant deficit to be subsidized by the government, and moved in a vicious cycle: loss, lack of investment, low quality, low reputation, and more loss. However, these hospitals have played a key role in providing the poor with health care services at much lower cost than private hospitals. From this perspective, financial loss of public hospitals can be easily justified. But the central and local governments as well as legislators, even before the economic crisis, have been only interested in the financial subsidy they had to support, and openly insisted that public hospitals and beds should be shrunken in much supply of private beds. In this context, it was very natural that the government tried to accelerate privatization of public hospitals. The guideline of the central government said, “public hospitals should be, based on the profitability of each hospital, closed, contracted out, or maintained.” According to the guideline, central and local governments had tried to close down or contract out public hospitals. For example, among 33 public hospitals funded by local governments (provincial government), since 1998 two hospitals were newly contracted out for management by the private hospitals, and nine hospitals have been under negotiation for the similar contract. Characteristically, these processes have been initiated and promoted by the central government rather than local governments that have ownership of hospitals. 

Examples are not limited mentioned above. Actually, privatization is a widespread phenomenon in Asia as other continents. In Indonesia, a policy of allowing public hospitals to provide some better quality, higher priced hospital beds for those able to pay was introduced as government policy after 1993. In India, reduction in central grants to states for public health and disease control programs has had a more serious impact on the poorer states, and resulted in a number of notable trends:  increasing investment by non-resident Indians in the hospital industry, leading to a spurt in corporatization, and an increasing participation by multinational companies in diagnostics.

Privatization is also invading social security scheme. With the conspicuous exception being China, however, these perceptions do not apply to Asian public social security systems.
 In health security, the main mandatory market provision that does exist in Asia has taken forms of complementary benefit privatization, only very recently been adopted. Hong Kong has adopted the mandatory occupational (defined contribution) strategy as its policy response to the concerns, evident from the early 1990s, that its publicly funded residualist social assistance system would, because of Hong Kong’s aging population, become a growing burden on economic growth—one that could not be shifted, even by default, to traditional family-support networks. China is piloting, on a regional basis, a variant that was more in keeping with its market socialist ideology which it developed in light of Singapore’s experience with its Central Provident Fund and which has much in common with Denmark’s recently introduced special pension savings program. This initiative has the clear intention of shifting at least some of the future social security cost burden away from ailing state enterprises and of immediately mobilizing savings for the promotion of economic development. It does have, however, considerable future privatization potential in light of further development of China’s capital markets.

GLOBALIZATION , WTO, AND HEALTH

With the creation of the World Trade Organization (WTO), it has played a key role in the globalization of health and health care, although it does not confined to a specific area. Five specific WTO agreements have implications for health.

· General Agreement on Tariffs and Trade (GATT) 
· Agreement on Trade-Related aspects of Intellectual Property Rights (TRIPS)
· Agreement on the application of Sanitary and Phytosanitary measures (SPS) 
· Agreement on Technical Barriers to Trade (TBT) 
· General Agreement on Trade in Services (GATS). 
1) GATT: General Agreement on Tariffs and Trade 

  As the original multilateral trade agreement, the GATT rules have served  as a model for subsequent WTO agreements. Most fundamental is the rule, or "core discipline" in trade agreement language, of "non-discrimination." Member countries commit to the principle of "national treatment" ( that goods of another country be treated the same as domestic goods ( and the principle of "most favored nation" ( that the goods of all member countries receive the best level of  treatment provided to the goods of any other country. Another core discipline is the prohibition on "quantitative restrictions," such as quotas and licenses, which regulate imports and exports by volume, as opposed to price. 
However, since the inception of GATT more than 50 years ago, Article XX of GATT guarantees members' right to take measures to restrict imports and export of products when those measures are necessary to protect the health of humans, animals and plants (Article XX(b)).
To a large extent, trade conflicts between North and South center on the         GATT and associated agreements on agriculture and textiles. Countries of the south charge that priority has been given to reducing tariffs and opening markets for manufactured goods, to the benefit of the Northern exporters of those goods. In contrast, the Northern industrialized world maintains relatively high tariffs and other barriers to imports of agricultural products and clothing and textiles exported by countries of the South. This disparity underlies much of the north-south tension within the WTO. Least developed countries, with 10% of the world’s people, account for 0.3% of the world trade, only half of their share two decades ago when the push to global trade first began in earnest. 
Foreign investments, frequently cited as engines for growth, take place mostly between North America, Europe and Japan, which together, with China, receive more than 90% of foreign direct investments. The rest of the world, with 70% of population receives less than 10%. Despite estimates of global income growth of almost $500 billion between 1995 and 2001 due to liberalized trade and investment, all of this will go to wealthy countries. Lesser developed countries will lose an estimated $600 million over their current levels of income (Asia, parts of Latin America). Sub-Saharan Africa is estimated to lose over $1.2 billion. For developing countries (excluding China) the average trade deficit in the 1990s was higher than in the 1970s, while average economic growth rate was lower by 2 percentage points. The 1999 UNDP Human Development Report noted that those developing countries most integrated into global trading markets were actually faring worse economically. 
2) TRIPS: Intellectual Property Rights
The TRIPS agreement sets minimum standards for trademarks, copyrights, patents and industrial designs. In relation to health, the issue of patent protection for pharmaceutical products is particularly critical. The TRIPS requires 20-year patent protection for pharmaceutical drugs, implying global inequalities in access to vaccines and drugs. 


Compulsory licensing, which is consistent with TRIPS allows countries, for reasons of public interest, to grant a license, without permission from the patent holder (who nevertheless gets some remuneration). This means that a particular drug can be produced much more cheaply. South Africa has blazed the trail on this one - having come under huge pressure to repeal its draft medicines law which would allow compulsory licensing and parallel import of AIDS related drugs, although its latest policies on AIDS have caused worldwide concern. In the meantime of course, poor people are losing out because of lack of access to, or high price of, essential drugs that could alleviate suffering or even prevent death.
Other serious concerns have been raised about the patenting of biological materials. The TRIPS agreement has enabled transnational corporations to conduct large-scale piracy of biological wealth and intellectual knowledge, such as medicinal plants, from the Third World. According to one World Bank study, "in 1990, world sales of medicines derived from plants discovered by indigenous peoples were estimated at $43 billion, only a tiny fraction went towards those who had preserved the traditional knowledge of these medicinal plants or to the countries where the plants were found." 

3) TBT: Technical Barriers to Trade, and SPS: Sanitary and Phytosanitary Measures 
The TBT and SPS are separate agreements which both deal with environmental protection, food safety, consumer protection and health protection. Both agreements set strict criteria for national laws, regulations and other measures in these areas. In addition to being non-discriminatory, measures must pass a "necessity test" and demonstrate that the chosen measure is the least trade restrictive option available to the government. 

          A continuing source of debate is the degree of scientific certainty required to justify a health protection measure. The SPS requires that standards be based on scientific evidence and a systematic assessment of risk, but makes some provision for cases where there is insufficient scientific evidence. Health and environmental advocates have urged that this provision be applied consistently with the precautionary principle, which holds that lack of full scientific certainty should not be a reason to delay action to prevent possible harm. Trade dispute panels, however, have opted for a more narrow interpretation. In a landmark case, the WTO panel rejected the precautionary principle and decided against an EU ban on the import of beef produced with growth hormones, which had been imposed due to concerns about the health effects of consuming bovine growth hormones.

       The TBT agreement affects the labeling, packaging, production, and quality standards of foodstuffs, biological agents and pharmaceuticals. Like other WTO agreements, its non-discrimination rules stipulate that "products must be compared to “like” products without considering production methods or practices." This creates a bias against adopting health and safety regulations if they add to the costs of production. 

4) GATS: General Agreement on Trade in Services
The GATS is a path-breaking agreement that extends trade rules deep into areas of domestic policy. It goes beyond the GATT model to cover government measures related to investment as well as trade and a sweeping range of so-called non-tariff barriers to trade in services. Whereas other WTO agreements are likely to affect health largely through their impacts on health determining conditions, the GATS may directly affect the public health care services provided to people of each country. In the case of trade in services, examples relating to health services are given for the four ‘modes’ of supply on the basis of the origins of the service supplier and the consumer, and the type of territorial presence that both have when the service is delivered. 
Mode 1 - Cross-border supply: The service is delivered within the territory of the consumer, from the territory of the service supplier. Cross-border supply may entail the conveyance by mail, telecommunication, or the physical movement of merchandise embodying a service (e.g. a diskette storing information) from one country to another. The service supplier is not present within the territory where the service is delivered.
Mode 2 - Consumption abroad: The consumer (or the consumer’s property) receives a service outside the territory of the consumer’s country either by moving or being situated abroad. Repair services done on equipment shipped to a different country, foreign exchange students and people seeking medical treatment abroad fit into Mode 2.
Mode 3 - Commercial presence: A service supplier establishes any type of business or professional enterprise in the foreign market for the purpose of supplying a service. Practically, the mode involves granting a right for a foreign interest to establish an investment within the territory of another country. Thus, commercial presence includes establishing corporate subsidiaries, trusts, joint ventures, partnerships, sole proprietorships, associations, representative offices, or branches or acquiring such entities.

Mode 4 - Presence of natural persons: The service is delivered by one individual, acting alone or as an employee of a service supplier, being present in a foreign market to provide the service. 
One optimistic view on the GATS is that it imposes only very limited general obligations on members, who are free to choose which service sectors to open up and which modes of service to liberalize.
 Exempt from GATS are any services supplied in the exercise of governmental authority. Market access and national treatment in GATS represent conditional (and negotiable) obligations which may be made subject to conditions or qualifications that members inscribe in their schedules. 
Accordingly many countries are repeatedly reassuring their people that public health care services will not be affected by WTO negotiations. The novelty and complexity of the GATS agreement, however, make it very difficult to determine the implications of the existing GATS rules for health services. There are strong grounds to fear that these negotiations will lead to a reduction in each country’s ability to regulate how health services are provided. 

Several features of the GATS are significant for health. Above all, all services, including health services, are covered by the general GATS rules. These rules include a commitment to provide the same level of treatment to all foreign investors. As well as extending the coverage of existing rules, GATS negotiations are mandated to develop new trade rules affecting domestic regulation. Such rules have potentially broad implications for health services. Health measures that could be covered range from qualifications required for accreditation and certification of health professionals, to licensing of hospitals, health clinics and other facilities, to performance standards and codes of ethics for health practitioners.

Table 1 shows the current commitment areas and modes of several Asian countries.

Table 1. Commitment areas and modes, selected Asian countries 

	Country 
	Commitment areas
	modes
	Limitations

	India
	Hospital
	1,2: ×, 3: △
	Share limit 51%

	Pakistan
	Hospital
	1:×, 2:○, 3:△
	Regulation by the Medical and Dental Council 

	Hong Kong
	
	 
	 

	Indonesia
	
	 
	 

	Malaysia
	Neurosurgery, etc.
	1,2: ○

3: △
	  Only as natural person

	
	Private hospital
	1,2: ○, 3: △
	ENT: share limit 30%, minimum bed more than 100 

	Philippines
	
	 
	 

	 

Singapore 

 
	Doctor
	1:×, 2:○, 3:△
	ENT

	
	Dentist
	1,2,3: ○
	

	Thailand
	
	 
	 

	China
	Doctor, dnetist
	1,2: ○,  3: △
	

	Taiwan
	Health services
	1,2; ○, 3: △
	Only non-profit 


note: ○ bound commitment, △ sector-specific commitment, × unbound commitment

Source: KIEP, 2002

WTO AND ACCESS TO HEALTH CARE

Globalization and health

As old problems and obstacles causing a continuing violation of the people's right to health persist, new ones ( globalization ( emerge as we approach a new millennium. The policy towards globalization is one major factor that not only threatens, but also started to further undermine, the state of people's health worldwide. The free trade and investment being pursued in the name of globalization, have further heightened widespread inequities among countries as well as within countries. Globalization has increased the poor who earns less than 2 dollars a day, even if decreased proportion with less than one dollar.
 


           Specifically, privatization of public health care has resulted in a widespread negative impact on the vulnerable groups such as poor, women, child, and elderly. For example, Lao PDR has promoted health care partnerships with the private sector, and pursued cost recovery in public hospitals to increase resources in the public sector. However, the health care people receive is strictly limited to what they can pay for. For the poor, in most cases, this means drugs alone, i.e. no examination, no diagnosis and only limited advice. Limited financial resources often means receiving inappropriate and insufficient medication.
 Eventually privatization cannot escape from the inflation of the health cost and increased spending of individuals and household. Undoubtedly, these burdens affect health of the people differentially, according to socioeconomic conditions. 

Access to essential drugs

Some WTO Agreements may influence drug prices. For example, as WTO negotiations lead to the elimination or reduction of import duties on drugs, vaccines or other medical supplies, this may lower prices if there are competitions among drug companies. However, it may lead to drug price increases due to more stringent patent protection. 
Patent protection itself could exert a significant effect on the access to essential drugs in Asian region. For example, in Thailand, since the 1992 Patent Act went into effect, the share of original drugs in the Thai market increased by 1.6% per year, reaching a peak in 1997, when the shares of generic and original products were 33% and 67%, respectively.
 Until 1997 the growth rate of the originator market was two to three times that of gross domestic product (GDP), although the originator sector seems to be significantly affected by the economic crisis. This situation is not confined to Thailand. In this circumstance, strengthening of patent protection will definitely result in reduced accessibility to essential drugs.
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Source: Supakankunti S, et al. (2001) 

Fig 4. Real performance of the leaders of generic versus originator pharmaceutical companies, Thailand, 1984-1998 
Although the TRIPS Agreement allows WTO members, under certain circumstances, to use safeguards, such as compulsory licensing and parallel imports, it has been very debatable among countries because there were some conflicting views regarding the conditions under which the flexibility of the TRIPS Agreement could be used. In this regard, the Brazilian case has been well known. The case was a dispute brought by the United States about the TRIPS consistency of the Brazilian legal framework for the grant of compulsory licenses. The United States argued that this provision for the grant of compulsory licenses in the event that a patented invention was not used in domestic production ("local working" requirement) was a protective industrial policy measure and inconsistent with the provisions of the TRIPS Agreement. The Brazilians took the view that this measure was a necessary part of their program to combat HIV/AIDS and was fully consistent with the TRIPS Agreement. Following bilateral consultations, in July 2001 Brazil and the United States announced that they had reached an understanding and decided to stop their WTO case. However, as shown in Glivec case in Korea, this sort of measure cannot easily implemented by the government due to pressures from outside as well as inside, especially in case of countries, which are heavily dependent on export. 

Of course, there is a range of other public policy measures outside the field of intellectual property to address issues of drug prices and access to drugs. Where patent protection confers pricing power for drugs of vital public health or life-saving importance, differential pricing according to different economies is one way of ensuring that prices in poor developing countries are as low as possible while higher prices in rich countries continue to provide incentives for R&D. However, the TRIPS Agreement does not stand in the way of such arrangements, probably because of reluctance from major pharmaceutical companies in developed countries. 

Access to health services

International trade in health services is growing in many areas. Health professionals are moving to other countries, whether on a temporary or permanent basis, usually in search of higher wages and better working conditions. There have also been notable increases in foreign investment by hospital operators and health insurance companies in search of new markets. In addition, more and more countries are seeking to attract health consumers from other countries. The WHO and WTO insist that, depending on appropriate regulatory conditions, trade liberalization can contribute to enhancing quality and efficiency of supplies and/or increasing foreign exchange earnings. For example, in a few developing countries, such as Thailand, the health sector serves as a regional supply center that attracts foreign patients who can contribute to domestic income and employment. Some developing countries, notably Cuba, India and the Philippines, "export" their doctors and nurses, producing foreign exchange remittances and filling supply gaps in host countries.
However, not all countries may be well positioned to turn these gains into health benefits for the majority of people. Trade in health services, in most cases of developing countries, has exacerbated existing problems of access and equity of health services and financing, especially for poor people. For example, an increase in the "brain drain" of health professionals leaving low-income countries to work in higher-income countries can worsen health personnel shortages in developing countries. There are also fears that the benefits of opening markets will be concentrated among the wealthy. 

In the scheme of the GATS, mode 2 and mode 4 seem to be less meaningful, because consumption abroad (mode 2) cannot be prohibited unless travel to foreign country is totally prevented, and mode 4 has not been accepted by most developed countries. Regarding mode 1, the most potential candidate could be telemedicine. For example, Jordan made a contract with the Mayo Clinic on the practice of telemedicine, and it has been know that there are increasing practices of telediagnosis between China and Southeast Asian countries. Based on the mode 3, healthcare facilities including hospitals could be purchased or invested by foreign countries. The governments could open up their publicly funded health services to private, for-profit foreign investors. Actually in several Southeast Asian countries, including Singapore and Malaysia, foreign direct investment has been increased. 

These new types of health care are related to the issue of privatization. Foreign investors are keen to profit and the governments are sensitive to the reduction in the public spending on health and social security. As a result, it is highly probable that health care services in these areas are provided outside of national health system infrastructure. However, seeking for more profit, even public resources could be leaked into these areas, resulting shrinkage of public sectors and quality of public health services. 

It is supposed that such problems could be addressed through appropriate regulation. The GATS “leaves countries the flexibility to manage trade in services in ways that are consistent with their national health policy objectives. It is even possible under GATS to impose additional or more rigid requirements on foreign services providers.” However, most countries are not able to meet the need for effective regulatory frameworks to ensure that private sector activity are controlled within the sound national health system. It is not the problem of the capability of a country, but an inevitable consequence of capitalist world system. 
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* The World Bank even found a ‘silver lining’ in the AIDS disaster sweeping Africa. In an internal World Bank study in June 1992 it was stated that ‘if the only effect of the AIDS epidemic were to reduce the population growth rate, it would increase the growth rate of per capita income in any plausible economic model’. Speaking to the Washington Post, South African economist Alan Whiteside said ‘Only the World Bank would put that on paper’ (Rahab Hawa March 2001 www.twnside.org).


* This does not include newly discovered marine biodiversity within and or beyond national boundaries found in deep-sea vents or seeps which hold great commercial value to biotech and pharmaceutical companies. Currently these areas are not adequately protected under international laws.
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