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Global Health: Challenges and Opportunities 
 
In late January, The Root hosted a virtual roundtable moderated by David Morley ’73. 
The subject was global health, and Gordon Perkin ’53, Timothy Evans ’78, Meredith 
Hawkins ’84, and Felicia Knaul ’84 – all leaders in the field – shared their experiences 
and insights. 
 
Edited by Diana Shepherd ’80 
 
 
David Morley: Today, we’re pleased to have a panel of distinguished experts who are 
going to be discussing major issues in global health – including private-sector 
involvement, patents and the cost of drugs, vaccination, and innovations in the field. At 
UNICEF Canada, we have seen a child survival revolution over the past 25 years. Still, 
almost six million children die every year, and too many women still die in childbirth. I 
believe the biggest challenge we face today is how to help the most marginalized 
individuals and the families caught in war survive and thrive. I’d like to begin by asking 
what everyone thinks are the major global health challenges – both now and in the 
future? 
 
Gord Perkin: TB and malaria are still two of the big ones that need to be brought under 
control. The Gates Foundation has invested substantially in both the development of the 
new TB vaccine and malaria treatment and diagnosis, which are important for the time 
being. However, as life expectancy around the world increases, we’re going to see that 
non-communicable diseases (NCDs) are going to increase in importance and deserve 
and need increasing attention. NCDs would include things like diabetes and 
cardiovascular disease. 
 
Timothy Evans: There are three sets of issues that really define global health. The first 
is the issue of our collective security; in the Ebola crisis, we’ve seen that our global 
health is dependent on every country being able to not only identify and respond to 
epidemics, but also be part of a broader system to preserve our global security in health. 
The second challenge is solidarity: the belief that a child born anywhere has to have the 
same chances of survival. Unfortunately, we’re still a long way from that goal. The third 
challenge is how to make security and solidarity a reality – which raises a whole set of 
systems questions. What do we need to do to finance this? How do we make sure we 
have the right sorts of human resources and global mechanisms to support the security 
and solidarity agendas? 
 
Felicia Knaul: It’s not that we have one single important challenge: there are a series of 
challenges in global health. We’ve been working on the idea of a diagonal approach: 
identifying interventions that allow us to deal vertically with disease-specific crises and 
challenges, and also horizontally to strengthen health systems. I could tell you the 
greatest challenge is Ebola; I could tell you it’s cancer; I could tell you it’s NCDs – the 
truth is that the greatest challenge is the combination of all of them. Communicable and 
non-communicable diseases as well as chronic illnesses strike both poor and rich. One 
major challenge is that so many diseases are becoming chronic.Health systems around 
the world can provide episodic care, but they are not designed to cope with the 



chronicity of illness – including pain control and palliative care. Also, people can 
survive one disease and then get another: for example, many people with HIV-AIDS 
will live long enough to get cancer, diabetes, and other diseases. 
 
Meredith Hawkins: Diabetes is a global epidemic. In the West, we have been studying 
how excess fats and sugars activate biochemical pathways that can lead to insulin 
resistance and diabetes. In the developing world, however, we are encountering 
something very different: very lean people with diabetes. The first assumption was that 
they had Type I diabetes, but some limited literature coming out of India suggested that 
there was such a thing as malnutrition diabetes. We formed a partnership with Christian 
Medical College in south India, and for the past six years, we’ve been conducting very 
involved research to explain how malnourished people could develop a disease similar 
to what we see in the West in over-nourished people. It seems that nutrient imbalance at 
both ends of the spectrum is causing resistance to insulin and ultimately diabetes.  
 
David: Is diabetes worse among the world’s poorest countries, or is it also a big 
problem in the first world? 
 
Meredith: Diabetes is a very difficult disease to manage; even in the first world with all 
of our resources, we’re always struggling to manage people’s diabetes better. But what 
we see in the developing world is absolutely devastating in terms of complications: 
people getting amputations or kidney failure, for example. In one hospital in northern 
Uganda, they’re following about 7,000 people with diabetes, and they’re performing 
about four amputations a day. Those people’s lives are going to be seriously curtailed 
because they won’t be able to get prostheses.  
 
David: When was malnutrition diabetes identified?  
 
Meredith: It was initially called “J Type” or “Jamaica Type” diabetes because it was 
first described in Jamaica in 1955. Then we started to see more and more patients who 
seemed not to meet the criteria for either Type I or Type II diabetes in India and Africa, 
so we delved into unfamiliar literature. Most of the literature and textbooks are written 
in the West, so a if a doctor practicing in Uganda has access to a textbook, it’ll be a 
Western textbook that won’t have anything about this type of diabetes. Ironically, if 
malnutrition diabetes makes it into the Western literature, doctors in the developing 
world will finally be able to read about it. 
 
David: Last year, Ebola was making front-page news for months, and that’s what most 
people think of when they hear the words “global health”. How many cases of 
malnutrition diabetes would typically be seen as compared to Ebola or HIV-AIDS? 
 
Meredith: Globally, diabetes is ten times more prevalent than HIV-AIDS. According to 
recent estimates, about 350 million people in the world have diabetes. To put that in 
perspective, we were concerned when the number of cases of Ebola reached 1,000. If 
diabetes were a benign disease, we wouldn’t have to worry that it affected so many 
hundreds of millions of people. But in the developing world, it really is a death 
sentence. If someone in Canada is diagnosed with Type I diabetes, it may have only a 
minimal effect on their life expectancy. But if someone in Sub-Saharan Africa is told 
that they require insulin, they will have a life expectancy of less than a year. And that’s 
an extremely sobering statistic. Unfortunately diabetes is a life-threatening condition 



around most of the world. In North America, people shrug their shoulders about 
diabetes; it doesn’t sound as ominous as cancer, and it’s not as frightening as Ebola. But 
it is truly a very, very serious disease. We’re trying to get people to care enough to want 
to prevent this disease, and getting global funders to care enough to want to put money 
into it.  
 
David: We hear more and more about the importance of the private sector making a 
difference. But Gord has also talked about market failure in global health. What do you 
mean by that? 
 
Gord: I can give you a good example. Meningitis A affects people living in the in Sub-
Saharan Africa. Each year, an epidemic would break out just like a brush fire in 
California, killing about 25,000 a year. The big problems were fear of not knowing 
where it was going to strike next, and the fact that the people who needed the vaccine or 
the drugs to treat the disease couldn’t afford it. It was a market failure in that those who 
most needed the product couldn’t afford it – and consequently, the companies that could 
have manufactured the vaccine didn’t because they knew they couldn’t sell it. Gates 
Foundation, PATH, and WHO funding led to the development, production, and 
availability of a Meningitis A vaccine in less than five years. It has been a remarkable 
success: more than 220 million people have now been vaccinated. They also created an 
advance purchase agreement in which the donors agreed to purchase a minimum 
number of doses for a pre-set price: in this case, 50 million doses of the vaccine at 50 
cents a dose, which made the whole project feasible. And we expect to see Meningitis A 
eliminated from the meningitis belt in Africa. 
 
David: About ten years ago, I was working Congo-Brazzaville with Médecins Sans 
Frontières and we were dealing with sleeping sickness. We had to guarantee to buy 
certain a number of doses so the vaccine could keep on being produced. Another issue 
was whether the chemical compound was going to be in the public domain, or if it 
would be protected by patents. Do you see patent protection playing a role in global 
health? 
 
Gord: It’s very unlikely that patents are going to play an important role. When I was at 
PATH, we licensed a number of technologies to private-sector companies, and never 
more than a fraction of 1% of our annual budget ever came back in terms of royalties. 
So it’s not as important as some people make it out to be. 
 
David: The US government has been criticized because of licensing the patents to the 
possible Ebola vaccine to NewLink Genetics, a private company in Iowa, which has 
been unable to produce a vaccine.  
 
Gord: The U.S. government held the patent on the conjugated vaccine technology, 
which increases the antigenicity of the vaccine. In the case of Meningitis A vaccine, the 
concept technology was owned by the U.S. government, and they agreed to transfer it to 
the serum vaccine institute in India. So the vaccine institute acquired at no cost this new 
technology that they could incorporate not only in the meningitis vaccine, but also in 
other vaccines. 
 
David: Tim, what’s your view of what’s going on in the world of vaccination and the 
anti-vaccination movement? 



 
Tim: It’s very worrying, because vaccines are perhaps the most cost-effective 
investment that we have in the health sector. The benefits are so stacked in favour of 
individuals and society as a whole that giving disproportionate attention to very, very 
rare side effects is missing the big picture. It underlines the critical importance of never 
taking for granted that the population understands the benefits of prevention – which is 
difficult to sell because people don’t get sick if a vaccine works. It’s not as if they get 
sick and then they get a pill that makes them better: they get a vaccination and they’re 
never ill, and if they’ve never experienced the illness then they don’t really understand 
the benefit of that vaccine. In public health, we have to communicate the value of 
vaccines so that we don’t get stuck in this extremely concerning situation with respect 
to vaccines in North America at the moment. 
 
David: Is there anything specific we can do to swing the pendulum back – and perhaps 
convince the anti-vaxers to start thinking vaccines are a good idea?  
 
Tim: We should flash pictures of the implications of having lower vaccination rates: 
show pictures of the families who have lost children due to vaccine-preventable 
diseases. If people had some sense of just how tragic and common the consequences of 
not being appropriately vaccinated were, they’d be much more sensible with respect to 
vaccinating their children. 
 
David: In your work, Felicia, you’ve talked about the “divides”; are these divides in 
global health, between communicable and non-communicable, or the rich and the poor? 
What do you mean when you talk about divides? 
 
Felicia: If you’re born in a low-income country, you’re much more likely to die than if 
the same disease or injury happens to you in a high-income country. One of the most 
poignant examples is acute lymphoblastic leukemia in children. A child who is 
diagnosed with acute lymphoblastic leukemia today in Canada has a 90% chance of 
survival. If that same child were born in one of the 25 poorest countries of the world, it 
is the inverse: they have only a 10% probability of survival. Yet most of the drugs that 
are required to combat this disease are cheap and treatment can be managed with 
appropriate medical support and hygiene. 

Another major global divide is access to pain control. In my 30-odd years 
analyzing data, I’ve never seen such an inequitable distribution of access as we have 
seen in the case of opioids. Access is currently measured in terms of consumption; in 
Canada or the United States, it is around 350,000 milligrams per death in pain from HIV 
or AIDS. But in most of the rest of the world, access is much, much lower. In the 10% 
percent poorest countries, it’s actually below 200 milligrams. The bottom line is that 
most people in the world suffer and die in tremendous pain that could be avoided with 
access to drugs that cost a few cents. 

 
David: Is this mainly a political problem?  

 
Felicia:  In the case of cancer, it’s more than a political problem: it’s access, money, 
and other problems. In the case of opioids, it’s almost entirely a political problem. There 
are draconian restrictions on the ability to produce or access morphine designed to 
prevent illicit use, as well as both global restrictions and archaic domestic legislation 
that stops physicians from being able to prescribe these drugs. I’ll give you an example 



from Mexico, where we’re really trying to turn this on its head. A physician who 
prescribes morphine not only has to have a pad printed by a machine that’s only 
available in certain parts of the country, but they also have to provide their home 
address. No physician wants to give their home address on an opioid prescription in the 
context of the kind of drug wars that we’re seeing in Mexico.  
 
David: Speaking about Mexico, can you talk a bit about the innovations and the 
challenges from the Seguro Popular and the health reform? 
 
Felicia: Full disclosure: my husband, Julio Frenk, started that reform while working for 
Mexico’s President Fox between 2000 and 2006. I also worked on it in a volunteer 
capacity (doing the financing calculations), so I’m slightly biased! The Seguro Popular 
in many ways learned from the Canadian framework. Until 2003, about half of the 
population had very inefficient, inequitable access to financing for health because they 
didn’t work in the salaried sector. So independent lawyers, physicians, and accountants, 
as well as poor agricultural workers and single mothers who were officially unemployed 
had access to only a residual budget through Ministry of Health facilities or paid out-of-
pocket. We identified a huge problem with catastrophic and impoverishing health 
expenditures; this reform attempted to level the playing field. Mexico made the choice 
to say that all citizens, regardless of their place of employment, should have the same 
access to healthcare. The major challenges we face now begin with the chronicity of 
illness. For a disease like breast cancer, we have a new set of drugs that are effective but 
costly. How we’re going to finance those drugs is a major question.  
 
David: The issue of the cost of the drugs is one that we have to address in Canada as 
well. The question is: how far do you go in a publicly-funded system? But it’s 
interesting to see how it’s been working in Mexico, where the situation it much better 
than it was a decade ago. 
 
Felicia: It’s hugely better. But we’re also victims of our own success: a well-
performing health system is always striving to attain higher levels of population health 
with greater equity. As people live longer, they’ll need more care over the life course. 
Health is an unending set of needs. 
 
David: Tim, what impact do you think good birth and death registration will have on 
global health? 
 
Tim: Identity is fundamental to justice and entitlement. If your birth is not recorded, 
then you really don’t exist: you’re invisible to the system and the society in which 
you’re born. This is a massive problem in many countries where children’s identity isn’t 
registered until they go to school – if they go to school – usually at age five. We should 
be making sure that every baby is registered within 24 hours of birth; we can do this by 
simply giving the birth attendant an electronic device that’s linked to registries and that 
can provide a unique identifier to the baby. Similarly, with child deaths, if we don’t 
know where the deaths are and what they’re from, then it’s difficult to know how to 
improve the system to prevent those deaths. The traditional methods that we’ve relied 
on – household surveys – are insufficient, so we really have to move to universal 
registration and births and deaths of children. 
 
David: I’d like to thank our roundtable participants for making time in their busy 



schedules to discuss this important topic. Even though the idea of global health is 
relatively new, it’s addressing issues that go back thousands of years. As the foundation 
for all the United Nations’ Sustainable Development Goals, we have to make sure 
global health continues to be central to the global development agenda in the years 
ahead.  
 
____________________________ 
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