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In this month’s 2010: Year of the Lung series, readers are privileged to have
the views of two groups of experts from different parts of the world who
agree that extreme poverty and all its accompaniments—malnutrition, over-
crowding or homelessness, addiction, and lack of access to health care—is
the major driving force underlying the presence and spread of tuberculosis,
including the current increases in tuberculosis caused by multiple drug-
resistant and extensively drug-resistant strains. Doctors Benatar and Upshur
reach this conclusion by taking an historical route from the distant past to
the present and suggest ‘a new mind set’ for the future. By contrast, Doctors
Keshavjee and Farmer review the more recent treatment strategies that have
worked and those that have failed, and propose ways to ‘put boots on the
ground’ to finally control this eminently treatable scourge. Tuberculosis will
continue to flourish as long as the poverty that fosters it remains uncontrolled.
Moreover, experience has taught us how to mobilize resources in ways that
have proved effective in controlling drug-resistant strains in previous high-

burden, low-income regions. The time has come to apply these lessons.
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HISTORICAL BACKGROUND

Four eras can be identified within the history and tra-
jectory of tuberculosis (TB) in the world. In each of
these eras, different sets of circumstances have con-
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tributed to the amelioration or aggravation of the
burden of this disease (Table 1).1

We are now at a crucial and determining point in
our global experience with tuberculosis, and we may
well ask what the fifth era will hold for humanity. We
face the spectre of either having to deal with more
drug resistance or collectively making a concerted ef-
fort to face, realistically, the global challenges posed by
tuberculosis. The persistence of poverty will ensure
ongoing complexity in providing effective treatment.
As severe poverty is the result of a global political
economy deliberately structured by humans, we have
the potential to control the scourge of tuberculosis.

WHAT IS POVERTY?

Poverty means being deprived materially, socially and
emotionally. It includes lack of economic resources,
lack of education, lack of access to basic life resources
such as food, water and sanitation, and lack of con-
trol over one’s life and reproductive partners. Absolute
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Table 1 Four eras of tuberculosis

First era: eighteenth century Europe

Tuberculosis accounted for 20% of all deaths, and killed about
500 people per 100000 population every year in the United
Kingdom. The cause of the disease was unknown then and
there was no specific treatment.

With improved living conditions associated with the industrial
revolution, the annual death rate in the United Kingdom fell
progressively to 200/100000 by 1882 (the year in which Koch
discovered the tubercle bacillus), and further to 50/100000 by the
time the first anti-tuberculosis drugs were introduced in the 1940s.
These trends made clear the social underpinnings of the
disease—an insight that needs to be more consciously
appreciated and acted upon today.

Second era: mid 1900s

» Development of effective treatment regimens.

e Sophisticated medical skills allowed development of drugs and
the clinical trials required to show the effectiveness of short-
course chemotherapy.

» Medical, managerial and political skills facilitated widespread
application of such regimens in the United Kingdom and other
countries, leading to a further fall in mortality to about
5/100000 in wealthy nations.

Third era: late 1900s and early 2000s

 Recrudescence of tuberculosis and the rise of multi- and
extensively drug-resistant strains. This is the saddest era and the
beginning of a reversion to the inability to treat the disease
effectively.

The possibility of drug resistance was recognised immediately
upon the discovery of effective tuberculosis chemotherapy, yet
warnings for great vigilance and care with regard to resistance
went largely unheeded (World Health Organization 2010 report?).
The emergence of drug resistance is also an indictment of
political and global health institutions that have shamefully
neglected to make the resources available to implement curative
regimens worldwide.

So, since the 1960s and 1970s, when it was potentially possible
to eliminate tuberculosis globally, the global economy has
fostered widening disparities in wealth and in health globally,
and in the process ignored the global challenge of tuberculosis.

Current era

Beginning in the 1980s, the HIV pandemic has resulted in the
life-time incidence of active tuberculosis, rising from 5% in
those who had been infected but remained HIV-negative, to
over 50% in those who are HIV-positive.

As a result the global annual load of new cases of tuberculosis
increased from 6.6 million in 1990 to 9.3 million in 2007. As
long as HIV continues to spread, so will HIV-related tuberculosis.
The added complication of MDR- and XDR-TB (up to 100 times
as costly to treat per patient, with much longer and more toxic
regimens) is now making tuberculosis potentially untreatable in
poor countries where the incidence and prevalence are highest.

HIV = human immunodeficiency virus; MDR = multidrug-resistant; XDR =
extensively drug-resistant; TB = tuberculosis.

poverty is defined as a condition of life severely lim-
ited by malnutrition, illiteracy, disease, squalid sur-
roundings, high infant mortality and low life expec-
tancy. Poverty brings not only material disadvantage
but also social exclusion, which in turn is associated
with discrimination across a wide range of social ac-
tivities that adversely affect health and wellbeing.
Relative and absolute poverty have been constant
characteristics of the human condition. With rapid in-
creases in the wealth of the elite over the past 50 years,
relative poverty has become more pronounced. At
the beginning of the twentieth century the wealthiest
20 per cent of the world’s population were nine times
richer than the poorest 20 per cent. This ratio has

* Revised in online publication, November 2010.
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grown progressively—to 30 times by 1960, 60 times
by 1990 and to 140 times by 2009.2

Absolute poverty remains a problem, and its ex-
tent has increased. The number of extremely poor
people in the world more than doubled between 1975
and 1995. Over half of the world’s population live on
less than $900 a year, and more than a quarter of the
world’s population live (on less than $1 a day) under
conditions of absolute poverty (Figure 1).3 Of the
4.4 billion people in developing countries, over half
lack access to sanitation, over 30 per cent lack access
to clean water and essential drugs, and almost a quar-
ter are inadequately nourished. Five per cent of the
world’s population (who live in the United States) ac-
count for 50% of annual global health expenditure.
Annual per capita expenditure on health care ranges
from over $6500 in the United States (17% gross do-
mestic product [GDP]) down to less than $15 in the
poorest countries in Africa (<3% GDP). While no-
tions of poverty that go beyond economic consider-
ations have been suggested, these will not be further
discussed here.*

POVERTY AND HEALTH

Absolute wealth and relative wealth both affect health.
Among industrialised countries it is not the richest
that have the best health but those with the smallest
income differentials between rich and poor.5 Despite
the non-linearity of the relationship between wealth
and health above annual per capita gross national
products (GNPs) of $5000, the existence of this rela-
tionship and the effect of wide income differentials
underscore the need to see health and disease as inti-
mately linked to social and economic conditions.
Poverty directly accounts for almost one third of
the global burden of disease. Poverty leads to poor
health, which in turn aggravates poverty and reduces
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human productivity. Ninety-five per cent of TB cases
and 98% of TB deaths are in developing countries
(Figure 2).6 TB has a direct bearing on the economies
of poor countries, as 17% of those who die from this
disease are in the economically productive age group
of 15-49 years. Poor adherence to treatment is a ma-
jor problem.

Some of the reasons for poor adherence and loss
to follow-up involve the competing priorities faced
by poor populations: the need to earn money on a
daily basis, duties towards family members, and sub-
stance misuse as a coping strategy for impoverishment.

Overcoming these problems requires a level of social
support that is rarely available in overburdened and
understaffed health systems.”

Diagnosis: social, not medical failure

We can argue from the above that the correct answer
to why the burden of morbidity and mortality from
tuberculosis is increasing in many poor countries, and
why multidrug-resistant TB emerged, lies more in the
failure of how human society is structured and func-
tions than from failures of medical practice.*5:8 When
living conditions for millions of people remain at the



1218

The International Journal of Tuberculosis and Lung Disease

level of pre-industrial revolution England/Europe and
health care services are so inadequate that easily af-
fordable treatment cannot be provided for all who
need it in good time and for the full duration re-
quired, we should not be surprised that the burden of
suffering from tuberculosis can only get worse.?

How is poverty conceptualised in current policies
responding to tuberculosis?

It is instructive to examine how poverty is understood
and discussed in current documents from major global
policy actors. Are interventions to remedy poverty
viewed as important in their own right as a means to
control tuberculosis? Is poverty alleviation seen as an
adjunct to new biomedical interventions? If poverty
is a causal determinant of tuberculosis, then it should
be considered as an important focus for intervention
studies.

While current policy documents tend to acknowl-
edge poverty as a core determinant of health, recent
policy documents have not explicitly stated that alle-
viation of poverty should be part of the response to
control tuberculosis.

For example, in the World Health Organization
(WHO) 6-step approach to addressing poverty in na-
tional tuberculosis programmes (see Table 2),10 pov-
erty is seen as a barrier to successful implementation
of tuberculosis programmes, rather than a cause of
tuberculosis amenable to direct influence. The Stop
TB action plan (see Table 3) mentions mobilisation
of resources, but does not explicitly address the issue
of poverty.!!

Table 2 Addressing poverty in TB control: options for
national TB control programmes8

Step 1 Identify the poor and vulnerable groups in the country/
region served by the national TB programme.

Step 2 Determine which barriers prevent access of the vulnerable
groups to services that provide TB diagnosis and treatment.

Step 3 Assess potential actions to overcome the barriers to access.

Step 4 Review the situations and population groups requiring
special consideration.

Step 5 Explore possibilities for harnessing additional resources.
Step 6 Evaluate the impact of pro-poor measures.

TB = tuberculosis.

Table 3 Stop TB action plan?®

Strengthen quality of basic TB and HIV/AIDS control

Scale up programmatic management of MDR-TB and XDR-TB
Strengthen laboratory services

Expand MDR-TB and XDR-TB surveillance

Develop and implement infection control measures
Strengthen advocacy, communication and social mobilisation
Pursue resource mobilisation at all levels

Promote research and development of new tools

0 ~NOoOYUT A WN =

TB = tuberculosis; HIV = human immunodeficiency virus; AIDS = acquired
immune-deficiency syndrome; MDR = multidrug-resistant; XDR = extensively
drug-resistant.

The Beijing call to action against multidrug-resistant
and extensively drug-resistant tuberculosis recognises
poverty as a cause, yet omits any mention or discus-
sion of interventions designed to alleviate poverty as
a means of controlling tuberculosis.'> The May 2009
World Health Assembly resolution on the prevention
and control of drug-resistant tuberculosis also neglects
any mention of poverty.!3 So, current major policy
documents lack a systematic and explicit focus on pov-
erty in relation to the control of tuberculosis, thus
implicitly relegating it to secondary status.

WHAT COULD BE DONE?

Global poverty fuels TB. To create communities that
work towards health for all and therefore contribute to
humans flourishing in the long run, the causes of pov-
erty and the social determinants of health must be ad-
dressed on an equal footing with medical approaches.
The onus is on the global community to change per-
ceptions and create conditions where, through solidar-
ity, a united approach can be developed to alleviate a
grave threat to human health. This will require ad-
dressing the root causes of poverty, which are so inti-
mately linked to the social determinants of health, as
an explicit goal of TB control strategies.

A new mind-set about ourselves and how we live

Efforts to address many pressing global problems,
such as tuberculosis, are dominated by a develop-
ment agenda that we know has been failing for many
decades.!15 It is not surprising that the new poverty
agenda that surfaced in the 1990s, and was embod-
ied in the Millennium Development Goals (MDGs)
20 years later, ‘stresses the importance of market-led
growth itself as the most important method to ad-
dress poverty’.16 While global institutional efforts have
been stepped up in support of the international devel-
opment targets,!” current global economic trends are
sustaining privilege, poverty and abuse of our envi-
ronment, while fostering inequality, intensifying star-
vation and promoting violence. Such global trends
are devastatingly unsustainable and threatening to
global health.+8.

The state of global health calls for new ways of
thinking and acting. Among many shifts in metaphors
that could encourage such progress is a shift from the
idea of sustainable development to developing sus-
tainability.!# Like many others, we share the view
that the dominant development paradigm (based on
individual rights—mainly civil and political—and the
acquisition/consumption of increased quantities of
goods and services) does not itself create a harmoni-
ous world community, nor does it develop sustain-
ability. In its place, a new paradigm of development
has been proposed to facilitate progress towards the
goals of sustainability through promotion and re-
spect of rights, and by protecting basic needs.!41819
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As we have argued elsewhere, an expanded dis-
course on ethics and human rights, more broadly
conceived, could act as a wedge to new ways of think-
ing about ourselves and how improved health and se-
curity could be achieved for a greater proportion of
the world’s people.20

Endeavours to bring bioethics and human rights
activities closer together in the quest for better global
health provides an opportunity to reflect both on
the content of the Universal Declaration of Human
Rights (UDHR)—and of subsequent supportive cove-
nants and declarations— and on the extent to which
these aspirations have not yet been met.2! Pessimism
and optimism have been expressed regarding the ful-
filment of these declarations to date, and what may
be achieved in the future. The despair of some at the
extent of the continuing and even escalating human
rights abuses and violations throughout the world—
even in highly privileged societies—is countered by
the hope of others that with the development of in-
ternational law and other human rights instruments,
coupled with intensified educational efforts, the im-
pact of the UDHR will spread more widely.2! The Gen-
eral Comment on the Right to Health by the United
Nations Committee on Economic, Social and Cul-
tural Rights is viewed as a significant milestone.22

MAKING PROGRESS

In seeking to pursue an ambitious agenda for improv-
ing global health there are two main questions to be
asked and answered. First, what resources are required
in the short term to achieve immediate beneficial ef-
fects? Second, how can the global political economy
be changed to result in longer term and more endur-
ing amelioration of poverty?

What resources are required in the short term
and are these available?

The poorest 1 billion people in the world live on less
than $1 dollar per day and have health care packages
in the region of $15 per year. It has been calculated
that a tax of 1 cent on every $10 earned by the wealth-
iest 1 billion in the world could provide the addi-
tional $35 billion required per year to give the poor-
est 1 billion people a $50 annual per capita health
care package.”

If $35 billion per year sounds a lot, we should recall
that annual global military spending was $780 billion
in the late 1990s, and that the annual cost of provid-
ing basic education for all in the world at that time
was estimated at $6 billion, while that of providing
access to reproductive health services for all women
in the developing countries was about $12 billion. It
is of somewhat morbid interest that industrialised

* Jeffrey Sachs during a video conference presentation at the Cana-
dian Conference on International Health, Ottawa, October 2009.

countries spend on average 5.3% of GNP on the mil-
itary (global military expenditure in 2007 amounted
to US$1.339 trillion), but only about 0.3% on eco-
nomic aid to developing countries.23 Between 1998
and 2007, world military expenditure increased by
45%.24 Most recently, up to $17 trillion has been
raised worldwide to rescue financial institutions from
their fraudulent activities that led to the currently
evolving global financial disaster. This is 22 times
more than the $750 billion required over 5 years to
achieve the MDGs,25 and it has not yet been possible
to raise this amount!

Two more statistics are revealing of potential re-
sources. First, in 2007, about $100 billion was pro-
vided to developing countries in the form of Official
Development Assistance, of which much is used to
pay donor country staff who assist in delivering aid.
In the same year, developing countries paid $590 bil-
lion in debt repayment—mostly interest on debt.26
(In addition to this there is extraction of mineral and
other wealth, as well as active recruitment of trained
professionals). Second, annual farming subsidies of
about US$350 billion in industrialised countries and
trade protectionism cost developing countries about
US$100 billion annually in lost export earnings.2” Al-
lowing farmers in developing countries to sell their
products at a fair price and not in competition with
massive subsidies could largely eliminate the need for
‘development’ aid. Recent acknowledgment that the
efforts of the Canadian International Development
Agency (CIDA) have been less successful than desired
and that the agenda should be liberated and rein-
vented provides welcome recognition of the limita-
tions of so-called development aid:28

The Canadian International Development Agency
(CIDA) has failed to make a foreign aid differ-
ence in Africa. Since its inception in 1968, CIDA
has spent $12.4 billion in bilateral assistance to
sub-Saharan Africa, with little in the way of de-
monstrable results. CIDA is ineffective, costly and
overly bureaucratic. Approximately 81% of CIDA’s
1500 employees are based in headquarters in Ot-
tawa. Field staff has little authority to design and
implement projects or to allocate funds. This top-
heavy system has perpetuated a situation where
our development assistance is slow, inflexible, and
unresponsive to conditions on the ground. (Segal
H, Stollery P. Overcoming 40 years of failure: a
new road map for sub-Saharan Africa. 2007.
Quoted in reference 25.)

These facts and interpretations are not intended to
imply that the wealthy, productive and fortunate in
the world bear the total burden of blame for the eco-
nomic activities that polarise the world. Failure of de-
velopment is the result of complex interactions, many
of which are not discussed widely.2® Political reali-
ties within developing countries, including corrup-
tion, ruthless dictatorships, ostentatious expenditure
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by elites and under-investment in education and health,
have contributed greatly to the suffering of billions.30

However, it is vital for privileged people to be cog-
nisant of the extent to which these deficiencies in
many developing countries have been facilitated by
the policies of wealthy nations in pursuit of their own
interests (characterised by ongoing, often fraudulent,
extraction of natural and human resources). Insight
into how favoured lives are sustained by overt and
covert exploitation of unseen others could allow
those of us who live comfortable lives anywhere in
the world to appreciate that we do not have a mo-
nopoly of entitlement to the benefits of progress.31:32
We should be capable of understanding that there is
no real shortage of resources to improve the lives and
health of the poorest in our world.

Changing the global political economy
While the concept of poverty can be broadened be-
yond a narrow definition of income to include other
dimensions of human development,* both the issues
and the strategies of current anti-poverty programmes
are rooted in market-oriented policies—reflecting and
reinforcing the dominant neo-liberal discourse.8 Thus
the first issue to be acknowledged is that alleviating
poverty is not about charity or so-called official de-
velopment assistance, but rather about fostering in-
dependence. Whether or not current policies can be
changed, and how this may be done to make the world
a better place, is now a topic being addressed by
many.33-3¢ The proposal for a ‘Social Offsets’ fund to
supplement the biomedical approach to neglected trop-
ical diseases is an example of a practical first step to-
wards promoting new ways of alleviating poverty.3”
Recent research in development economics has
emphasised the importance of randomised interven-
tions to build an evidence base for effective responses
to poverty.38 On this view, poverty is a condition that
can be approached via the rigorous application of
scientific method in the same way the modern evi-
dence base has been built for medications.3* Medica-
tions are typically evaluated in randomised controlled
trials. Where are the controls in randomised poverty
interventions? This means that poverty is not a back-
ground condition over which little influence can be
exerted, but a condition that interventions can di-
rectly address. It is time to put interventions dedi-
cated to alleviating poverty on an equal footing with
interventions to evaluate new medications. The di-
rect effect of poverty reduction interventions on rates
of tuberculosis, then, should be seen as a major re-
search priority.

CONCLUSIONS

In the absence of measures that could begin to reduce
poverty, improve living conditions and enable the
poorest in our society to achieve their potential as

productive working citizens, the problems of tuber-
culosis, HIV/AIDS and other infectious diseases will
surely get steadily worse in many countries. As these
diseases know no boundaries and as they have pro-
foundly adverse social and economic effects, we shall
all pay the price—and a heavy one it will be for both
individuals and society.

We can either begin to gear ourselves now towards
the mind-set required to face the challenge of allevi-
ating poverty and improving health, and in the pro-
cess achieve meaningful social progress beyond only
political emancipation and enrichment of privileged
elites, or we can ‘continue with business as usual’
and pay the price later—losing much that has been
gained and forgoing future gains. We are free to
choose, and we shall be condemned to live with our
choices. Whether or not we can avoid the errors made
40 years ago will mark the extent of our resolve as a
species to eradicate tuberculosis as a disease that is
potentially totally under human control.

References

1 World Health Organization. World Health Report 2010. Ge-
neva, Switzerland: WHO, 2010.

2 DeGraw D. The economic elite vs. the people of the United
States of America. Amped status report Part I. New York, NY,
USA: Amped Status, 2010. http://ampedstatus.com/the-eco-
nomic-elite-vs-the-people-of-the-united-states-of-america-
part-i Accessed June 2010.

3 Shah A. Poverty around the world. http://www.globalissues.
org/article/4/poverty-around-the-world Accessed July 2010.

4 Benatar S R. Global poverty and tuberculosis: implications for
ethics and human rights. In: Gandy M, Zumla A A, eds. The
return of the white plague: global poverty and the ‘new’ tuber-
culosis. London, UK, and New York, NY, USA: Verso Press,
2003: pp 222-236.

5 Wilkinson R. Unhealthy societies: afflictions of inequality.
London, UK: Routledge, 1996.

6 WorldMapper. A to Z index of maps. http://www.worldmapper.
org/atozindex.html Accessed June 2010.

7 Upshur R, Singh J, Ford N. Apocalypse or redemption? Re-
sponding to extensively drug-resistant tuberculosis. Bull World
Health Organ 2009; 87: 481-483.

8 Rowden R. The dangerous ideas of neoliberalism. London,
UK: Zed Books, 2009.

9 Benatar S R. Prospects for global health: lessons from tubercu-
losis. Thorax 1995; 50: 489-491.

10 World Health Organization. Addressing poverty in TB con-
trol. Options for National TB Control Programmes. WHO/
HTM/TB/2005.352. Geneva, Switzerland: WHO, 2005. http://
www.who.int/tb/challenges/poverty/en/index.htm Accessed June
2010.

11 World Health Organization. Stop TB Strategy: vision, goal, ob-
jectives and targets. Geneva, Switzerland: WHO, 2010. http://
www.who.int/tb/strategy/stop_tb_strategy/en/index.html Ac-
cessed June 2010.

12 World Health Organization. The Beijing ‘call for action’ on tu-
berculosis control and patient care: together addressing the
global M/XDR-TB epidemic. Geneva, Switzerland: WHO, 2009.
http://www.who.int/tb_beijingmeeting/media/en_call_for_
action.pdf Accessed June 2010.

13 World Health Organization. Prevention and control of
multidrug-resistant tuberculosis and extensively drug-resistant
tuberculosis. Geneva, Switzerland: WHO, 2009. http://apps.



TB and poverty 1221

14

15

16

17

18

19

20

21

22

23

24

25

who.int/gb/ebwha/pdf_files/A62/A62_R15-en.pdf Accessed June
2010.

Bensimon C A, Benatar S R. Developing sustainability: a new
metaphor for progress. Theor Med Bioeth 2006; 27: 59-79.
Birdsall N. Seven deadly sins: reflections on donor failings. In:
Easterly W, ed. Reinventing foreign aid. Cambridge, MA, USA:
MIT Press, 2007: pp 515-551.

United Nations. 2005 World Summit outcome. Resolution
adopted by the General Assembly. A/RES/60/1. New York, NY,
USA: UN, 2005. http://unpanl.un.org/intradoc/groups/public/
documents/un/unpan021752.pdf Accessed June 2010.

Fidler D. After the revolution: global health politics in a time of
economic crisis and threatening future trends. Global Health
Governance 2009; II (2): 1-21. http://www.ghgj.org/fidler2.
2afterrevoluton.htm Accessed June 2010.

Doyal L, Gough I. A theory of human need. London, UK: Mac-
Millan, 1991.

Benatar S R. Global health: where to now? Global Health
Governance 2009; II (2): 1-11. http://www.ghgj.org/benatar2.
2wherenow.htm Accessed June 2010.

Benatar S R, Daar A, Singer P A. Global health ethics: the ra-
tionale for mutual caring. International Affairs 2003; 79: 107-
138.

Nixon S, Forman L. Exploring synergies between human rights
and public health ethics: a whole greater than the sum of its
parts. BMC International Health and Human Rights 2008; 8: 2.
http://www.biomedcentral.com/1472-698X/8/2 Accessed June
2010.

United Nations. The right to the highest attainable standard of
health. General Comment 14. E/C.12/2000/4. New York, NY,
USA: UN, 2000. http://www.unhchr.ch/tbs/doc.nsf/(symbol)/
E.C.12.2000.4.En?OpenDocument Accessed June 2010.
Sivard R L. World military and social expenditures. 16th ed.
Washington DC, USA: World Priorities Press, 1996.

Shah A. World military expenditure. Global issues. http://www.
globalissues.org/article/75/world-military-spending Accessed
June 2010.

World Bank. The economic crisis and the millennium develop-
ment goals. Washington DC, USA: World Bank, 2010. http://
econ.worldbank.org/WBSITE/EXTERNAL/EXTDEC/0,,content

26

27

28

29

30

3

—_

32

33

34

35

36

37

38

39

MDK:22154703~pagePK:64165401~piPK:64165026~theSite
PK:469372,00.html Accessed June 2010.

Rudin ], Sanders D. Debt, structural adjustment and health. In:
Benatar S R, Brock G, eds. Global health and global health ethics.
Cambridge, UK: Cambridge University Press, 2011. [In press]
Garrido M. The free trade charade. Asia Times, 11 June 2003.
http://www.atimes.com/atimes/Global_Economy/EF11Dj01.
html Accessed June 2010.

Carin B, Smith G. Reinventing CIDA. Calgary, AB, Canada: Ca-
nadian Defence & Foreign Affairs Institute, 2010. http://www.
cdfai.org/PDF/Reinventing %20CIDA.pdf Accessed June 2010.
Benatar S R. Why development aid hasn’t eased poverty. Cape
Times, 29 April 2009. http://www.bodhi.net.au/pdfs/devaid&
poverty.pdf Accessed July 2010.

Mbeki M. Architects of poverty. London, UK: Pan McMillan,
2009.

Benatar S R. Moral imagination: the missing component in
global health. PLoS Med 2005; 2: e400. http://www.plos
medicine.org/article/info%3Adoi%2F10.1371%2Fjournal.
pmed.0020400 Accessed June 2010.

Davies P D Q. The changing face of tuberculosis: a new chal-
lenge to the developing world. Chest Medicine On Line. http://
priory.com/cmol/tbanga.htm Accessed June 2010.

Royal Danish Ministry of Foreign Affairs. Building a world com-
munity: globalization and the common good. Copenhagen,
Denmark: Ministry of Foreign Affairs, 2000.

Held D. Global covenant: the social democratic alternative to
the Washington Consensus. Cambridge, UK: Polity Press, 2004.
Gill S. Power and resistance in the new world order. 2nd ed.
New York, NY, USA: Palgrave McMillan, 2008.

Benatar S R, Gill S, Bakker I C. Making progress in global
health: the need for new paradigms. International Affairs 2009;
85:347-371.

Spiegel J, Dharamasi S, Wasan K M, et al. Which new ap-
proaches to tackling neglected tropical diseases show promise?
PLoS Med 20105 7: €1000255.

Banerjee A V, Duflo E. The experimental approach to develop-
ment economics. Ann Rev Econ 2009; 1: 151-178.

Banerjee A V, Duflo E. The economic lives of the poor. J Econ
Perspect 2007; 21: 141-167.




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize false
  /OPM 0
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Remove
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
    /AGaramondPro-Bold
    /AGaramondPro-BoldItalic
    /AGaramondPro-Italic
    /AGaramondPro-Regular
    /AGaramondPro-Semibold
    /AGaramondPro-SemiboldItalic
    /AgencyFB-Bold
    /AgencyFB-Reg
    /Arial-Black
    /Arial-BoldItalicMT
    /Arial-BoldMT
    /Arial-ItalicMT
    /ArialMT
    /ArialNarrow
    /ArialNarrow-Bold
    /ArialNarrow-BoldItalic
    /ArialNarrow-Italic
    /ArialRoundedMTBold
    /BlackadderITC-Regular
    /BodoniMT
    /BodoniMTBlack
    /BodoniMTBlack-Italic
    /BodoniMT-Bold
    /BodoniMT-BoldItalic
    /BodoniMTCondensed
    /BodoniMTCondensed-Bold
    /BodoniMTCondensed-BoldItalic
    /BodoniMTCondensed-Italic
    /BodoniMT-Italic
    /BookAntiqua
    /BookAntiqua-Bold
    /BookAntiqua-BoldItalic
    /BookAntiqua-Italic
    /BookmanOldStyle
    /BookmanOldStyle-Bold
    /BookmanOldStyle-BoldItalic
    /BookmanOldStyle-Italic
    /BookshelfSymbolSeven
    /BradleyHandITC
    /CaflischScriptPro-Bold
    /CalisMTBol
    /CalistoMT
    /CalistoMT-BoldItalic
    /CalistoMT-Italic
    /Castellar
    /CenturyGothic
    /CenturyGothic-Bold
    /CenturyGothic-BoldItalic
    /CenturyGothic-Italic
    /CenturySchoolbook
    /CenturySchoolbook-Bold
    /CenturySchoolbook-BoldItalic
    /CenturySchoolbook-Italic
    /ComicSansMS
    /ComicSansMS-Bold
    /CopperplateGothic-Bold
    /CopperplateGothic-Light
    /CourierNewPS-BoldItalicMT
    /CourierNewPS-BoldMT
    /CourierNewPS-ItalicMT
    /CourierNewPSMT
    /CourierStd
    /CourierStd-Bold
    /CourierStd-BoldOblique
    /CourierStd-Oblique
    /CurlzMT
    /EdwardianScriptITC
    /Elephant-Italic
    /Elephant-Regular
    /EngraversMT
    /ErasITC-Bold
    /ErasITC-Demi
    /ErasITC-Light
    /ErasITC-Medium
    /EstrangeloEdessa
    /FelixTitlingMT
    /ForteMT
    /FranklinGothic-Book
    /FranklinGothic-BookItalic
    /FranklinGothic-Demi
    /FranklinGothic-DemiCond
    /FranklinGothic-DemiItalic
    /FranklinGothic-Heavy
    /FranklinGothic-HeavyItalic
    /FranklinGothic-Medium
    /FranklinGothic-MediumCond
    /FranklinGothic-MediumItalic
    /FrenchScriptMT
    /Garamond
    /Garamond-Bold
    /Garamond-Italic
    /Gautami
    /Georgia
    /Georgia-Bold
    /Georgia-BoldItalic
    /Georgia-Italic
    /Gigi-Regular
    /GillSansMT
    /GillSansMT-Bold
    /GillSansMT-BoldItalic
    /GillSansMT-Condensed
    /GillSansMT-ExtraCondensedBold
    /GillSansMT-Italic
    /GillSans-UltraBold
    /GillSans-UltraBoldCondensed
    /GloucesterMT-ExtraCondensed
    /GoudyOldStyleT-Bold
    /GoudyOldStyleT-Italic
    /GoudyOldStyleT-Regular
    /GoudyStout
    /Haettenschweiler
    /HelveticaRoundedLTStd-BdCnO
    /Impact
    /ImprintMT-Shadow
    /Kartika
    /Latha
    /LucidaConsole
    /LucidaSans
    /LucidaSans-Demi
    /LucidaSans-DemiItalic
    /LucidaSans-Italic
    /LucidaSans-Typewriter
    /LucidaSans-TypewriterBold
    /LucidaSans-TypewriterBoldOblique
    /LucidaSans-TypewriterOblique
    /LucidaSansUnicode
    /MaiandraGD-Regular
    /Mangal-Regular
    /MeridienLTStd-Bold
    /MeridienLTStd-BoldItalic
    /MeridienLTStd-Italic
    /MeridienLTStd-Medium
    /MeridienLTStd-MediumItalic
    /MeridienLTStd-Roman
    /MicrosoftSansSerif
    /MonotypeCorsiva
    /MSOutlook
    /MSReferenceSansSerif
    /MSReferenceSpecialty
    /MVBoli
    /MyriadPro-Black
    /MyriadPro-BlackCond
    /MyriadPro-BlackCondIt
    /MyriadPro-BlackIt
    /MyriadPro-BlackSemiCn
    /MyriadPro-BlackSemiCnIt
    /MyriadPro-BlackSemiExt
    /MyriadPro-BlackSemiExtIt
    /MyriadPro-Bold
    /MyriadPro-BoldCond
    /MyriadPro-BoldCondIt
    /MyriadPro-BoldIt
    /MyriadPro-BoldSemiCn
    /MyriadPro-BoldSemiCnIt
    /MyriadPro-BoldSemiExt
    /MyriadPro-BoldSemiExtIt
    /MyriadPro-Cond
    /MyriadPro-CondIt
    /MyriadPro-It
    /MyriadPro-Light
    /MyriadPro-LightCond
    /MyriadPro-LightCondIt
    /MyriadPro-LightIt
    /MyriadPro-LightSemiCn
    /MyriadPro-LightSemiCnIt
    /MyriadPro-LightSemiExt
    /MyriadPro-LightSemiExtIt
    /MyriadPro-Regular
    /MyriadPro-Semibold
    /MyriadPro-SemiboldCond
    /MyriadPro-SemiboldCondIt
    /MyriadPro-SemiboldIt
    /MyriadPro-SemiboldSemiCn
    /MyriadPro-SemiboldSemiCnIt
    /MyriadPro-SemiboldSemiExt
    /MyriadPro-SemiboldSemiExtIt
    /MyriadPro-SemiCn
    /MyriadPro-SemiCnIt
    /MyriadPro-SemiExt
    /MyriadPro-SemiExtIt
    /MyriadStd-Sketch
    /MyriadStd-Tilt
    /OCRAExtended
    /PalaceScriptMT
    /PalatinoLinotype-Bold
    /PalatinoLinotype-BoldItalic
    /PalatinoLinotype-Italic
    /PalatinoLinotype-Roman
    /Papyrus-Regular
    /Perpetua
    /Perpetua-Bold
    /Perpetua-BoldItalic
    /Perpetua-Italic
    /PerpetuaTitlingMT-Bold
    /PerpetuaTitlingMT-Light
    /Pristina-Regular
    /Raavi
    /RageItalic
    /Rockwell
    /Rockwell-Bold
    /Rockwell-BoldItalic
    /Rockwell-Condensed
    /Rockwell-CondensedBold
    /Rockwell-ExtraBold
    /Rockwell-Italic
    /ScriptMTBold
    /Shruti
    /Sylfaen
    /SymbolMT
    /SymbolStd
    /Tahoma
    /Tahoma-Bold
    /TimesNewRomanMTStd
    /TimesNewRomanMTStd-Bold
    /TimesNewRomanMTStd-BoldCond
    /TimesNewRomanMTStd-BoldIt
    /TimesNewRomanMTStd-Cond
    /TimesNewRomanMTStd-CondIt
    /TimesNewRomanMTStd-Italic
    /TimesNewRomanPS-BoldItalicMT
    /TimesNewRomanPS-BoldMT
    /TimesNewRomanPS-ItalicMT
    /TimesNewRomanPSMT
    /Trebuchet-BoldItalic
    /TrebuchetMS
    /TrebuchetMS-Bold
    /TrebuchetMS-Italic
    /Tunga-Regular
    /TwCenMT-Bold
    /TwCenMT-BoldItalic
    /TwCenMT-Condensed
    /TwCenMT-CondensedBold
    /TwCenMT-CondensedExtraBold
    /TwCenMT-Italic
    /TwCenMT-Regular
    /Verdana
    /Verdana-Bold
    /Verdana-BoldItalic
    /Verdana-Italic
    /Vrinda
    /Webdings
    /Wingdings2
    /Wingdings3
    /Wingdings-Regular
    /ZWAdobeF
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 200
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 200
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [504.000 720.000]
>> setpagedevice


