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The benefi ts of recession
Health professionals around the world are rightly asking 
diffi  cult questions of their governments as cuts to health 
services are implemented within national austerity 
packages. The global fi nancial recession has led to an 
international health recession, with the exception of a 
small number of high-growth economies, such as China. 
The fear that governments will use their economic 
predicaments to cut back state funding for health is 
not imaginary. The UK is a prime example of a country 
in which politicians have exploited an emergency to 
open up new markets for any willing private provider.  
But while all doctors must continue to be vigilant of 
their governments, a recession does have at least one 
advantage. It invites us to be sure that the money we do 
spend on health is spent wisely.

Questions of accountability are now political as well 
as professional priorities. The movement towards 
comparative eff ectiveness research in the USA is one 
example. We must surely determine, the argument 
goes, whether one approach to a particular health 
problem is superior to another. Is treatment A better 
than treatment B for a given disease? We must be 
accountable for the results we expect and resources 
we invest in health. It is diffi  cult to see the controversy 
behind such a proposition. But the USA is also a good, 
if extreme, example of how questions of accountability 
become distorted through the lens of politics. One of 
the drawbacks of democracy—perhaps one of the fl aws 
of human rationality—is that common sense often dies 
on the altar of partisan political expediency. And so the 
notion of comparative eff ectiveness, and thereby the 
denial of absolute clinical freedom to practise any kind 
of evidence-free medicine one likes, is transmuted into 
the creation of “death panels”. 

Internationally, accountability is perhaps an even more 
urgent priority. Voters are mostly happy to give part of 
their taxes to human development programmes in low-
income and middle-income countries. When polled, they 
see it as a moral duty to take some kind of responsibility 
for the world’s disadvantaged peoples. That spirit of 
humanitarianism is expressed most acutely at times of 
natural disaster—a famine, an earthquake, a fl ood. But 
there is a deep-seated desire in most of us—a desire that 
can be proven scientifi cally (it is called game theory)—to 
fi nd a fair balance in the distribution of global resources. 
Equity is encoded into human DNA. We might never fi nd 

a specifi c gene for our desire for fairness, but we should 
recognise (and joyfully celebrate) the fact that our idea of 
justice is deeply rooted in human psychology and culture. 

But even we humans have our limits. Our willingness to 
pay for poverty in Africa, for example, extends only as far 
as we can be sure that the money being spent is not going 
into the private bank accounts of despotic rulers or corrupt 
offi  cials. The public begins to withdraw its support for 
international health aid when their own standards of living 
are seriously threatened and when it seems that the money 
they are giving is being misused. Sadly, corruption is rife in 
the fi eld of global health. One rule of thumb we hear is that 
any donor should expect 30% of their aid to be siphoned 
off —one might say stolen—for personal gain in the 
recipient country. When times are good, diffi  cult questions 
about where aid money goes can be conveniently 
silenced. But during today’s times, these issues have to be 
confronted. The ongoing UN Commission on Information 
and Accountability for Women’s and Children’s Health is 
an example of a high-level political mechanism to protect 
the future of international aid for a long-neglected sector 
in global health. The results of this Commission, to be 
delivered to the World Health Assembly in May, aim to 
defi ne the meaning of accountability for results and 
resources in maternal and child health programmes. The 
conclusions of the Commission will have great relevance 
for all global health initiatives. 

Underlying all questions of accountability is the issue 
of measurement. There can be no accountability in 
health without metrics. Whether we are talking about the 
effi  cacy of a new medicine for one type of cancer in the 
USA or the eff ectiveness of a programme to distribute 
insecticide-treated bednets to families in Kenya, trends in 
child mortality across India or conditional-cash transfer 
policies in Mexico, metrics are the foundation for our 
judgment. It is perhaps surprising, even shocking, that 
only now is the fi rst global health metrics and evaluation 
conference to be held in Seattle on March 14–16 this 
year. The meeting off ers the fi rst opportunity to embed 
the science of measure ment into global health thinking 
and policy making. It is a landmark event. It is also a sign 
of our troubled times. We hope that it is not a one-off  
gathering. Accountability through measurement is the 
route to a fairer society. We all have a stake in that future.  
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