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1.	Introduction

This contribution analyzes the changing policy directions and activities of international organizations (IOs), public-private partnerships (PPPs) and nongovernmental organizations (NGOs) in health care and health policy-making in low-income and middle-income countries. Those (public and private) health-oriented organizations (or “health-oriented international organizations”) aim to alleviate poverty and improve health in poor countries. They realize their goals in different ways. IOs collect statistical data, publish annual reports and analytical studies, channel and coordinate development aid to low- and middle-income countries, and monitor results. They provide governments with advice and financial means in support of fiscal, economic and social policies. During annual meetings and standing committees, health ministers and national experts meet to exchange experiences and discuss future policy directions. Large NGOs and PPPs are similar to the IOs, but with greater emphasis on financing of health care goods and services than on actual program management. Smaller NGOs often advocate specific causes that—in their eyes--do not receive enough attention from governments like HIV/AIDS or women’s reproductive health. They mostly finance local projects and programs focused on specific diseases and communities (Davies 2010; Youde 2012).
How can we assess the (changing) position of those organizations in the last three decades? What do we know about their results? What can we expect in the future? We will address these questions by analyzing their stated policy goals, resources, interest representation, evaluation mechanisms, and discuss critical commentary about their strengths and weaknesses. Our research draws from academic literature and internal documents of the organizations. Before doing so, we briefly discuss two methodological issues: the very position of IOs, PPPs and NGOs in (international and national) health policy-making, and the lack of generally accepted common criteria to assess the successes and failures of those organizations.
Health policy is generally considered as a core government responsibility, but there are many more actors active in the health policy arena: patients and the general population as taxpayers or insured; health care providers; and public and private health insurance agencies as third payers for medical care (Alford 1974). Other groups play an important role, too: the media, academics and a wide array of IOs, PPPs and NGOs. The latter three are the main focus of this paper, in particular those that state as their main mission to improve the health of (low-income) populations of low-income countries. IOs, global PPPs and NGOs occupy space between governments and markets (Leonard 2002; Kaul 2006). While IOs (by statute) mostly work with governments, (smaller) NGOs often seek direct ties with the local communities they support. IOs, PPPs and NGOs are thus located both outside and within the realm of national (health) policy-making (Hurd 2011). All their activities ultimately affect public policy-making one way or another.
While national governments, in most countries, have the responsibility for overall fiscal, economic and social policy design (including the allocation of financial resources and administrative responsibilities over health care services), regional and local authorities play important roles, too. After all, health care is mostly a local services industry, and most patients do not want to travel long distances to seek medical care. This emphasis on the local level illustrates the limited scope of what is sometimes labeled “global health governance”.  Only issues with a genuine international dimension, for example international collaboration in fighting pandemics, require some form of supranational governance and even in those cases, the actual management of dealing with such disasters is first and foremost a national issue. 
A second preliminary point is the lack of generally agreed upon common analytical framework to assess the changing positions of (both public and private) IOs, PPPs and NGOs. Despite the steady rise in numbers and prominence of NGOs, there is lack of empirical knowledge about their functioning in the international policy arena (Lewis and Opoku-Mensah 2006; Hafner-Burton et al. 2008). Until the late 1990s, most research of IOs focused on organizational issues (Brown et al. 2006; Balding and Wehrenfennig 2011). There has been a dramatic rise of non-state actors in the health policy arena (Willetts 2001). Governments are but one of the actors in international relations, often not even the most powerful ones. The World Bank or WHO, for example, are very large bureaucracies (Ebrahim and Hertz 2007), and so are some of the large NGOs. In 2012, The IBRD employed over 10,000 staff, WHO over 8,000, MSF over 30,000, The Bill and Melinda Gates Foundation over 1,200, GAVI about 400 and the Global Fund 500. Most studies focus on the larger IOs, PPPs and NGOs, largely ignoring activities and results of smaller NGOs.
Some scholars applied the “principal-agent” theory to study the origins of IOs. They argue that nations participate in creating a new IO or join an existing one when the benefits of doing so (e.g. division of labor, policy externalities, efficient decision-making or dispute resolution, thus mostly activities that are hard or very expensive for an individual nation to perform) exceed the costs of joining or remaining a member (Hawkins, Lake et al. 2008). A government can end membership when it faces “agency problems”, i.e. it feels the organization does not serve its interests properly, or is drifting away too far from its original mandate. But it can be costly (politically speaking) to “exit” (Hirschman 1970), and as we will show, most member states remain members most of the time. ‘Partial exits,’ we found, are more common as donor countries increasingly channel part of their aid via NGOs or PPPs but do not abandon IOs altogether.
Other theories focus on changing power relations. For example, Matthews (1997) observes a redistribution of power among states, markets and civil society in the post-Cold War era. In particular, widening Internet access empowered NGOs and other smaller groups, undermining state power and challenging the very concept of states as the major actors in international relations. Obviously larger states have more power than smaller ones to influence the policy directions of IOs (Stone 2011). Analyzing the influence of the United States in the International Monetary Fund (IMF) and other international financial IOs, however, Woods (2003) concluded that even as the major shareholder, the U.S. cannot impose its will all the time. Some experts consider IOs as effective carriers of “soft” power (Caroll and Kay 2013).
Most of the above studies implicitly assume that IOs, PPPs and large NGOs act as unified and rational actors, ignoring that such large bodies are internally fragmented and face internal and internal pressure to change directions. Tracing back to earlier theories of organizational behavior of private firms, Allison (1971) argues that “governments” are not homogenous rational actors, but consist of many different departments and quasi-independent administrative bodies, each with its own policy goals and standard operational procedures. In our view, Allison’s warnings also apply to non-governmental organizations. As a broader framework, we therefore assert, the classic analytical instruments for understanding the shaping and outcome of public policy: ideas, interests and institutions (Klein and Marmor 2009) apply well to the issues of this contribution. As we will show, changing ideas about the proper role of state and non-state actors, changing positions and activities of major stakeholders in the (international) health policy arena, and shifts in political institutions that channel the voice of diverging interests resulted in (and reflected) the changing positions of the health-oriented organizations.
The second section discusses three major IOs: the World Health Organization (WHO), World Bank (IRBD) and Organization for Economic Cooperation and Development (OECD). Section three focuses on two large PPPs: the Global Fund (GF) and the Global Alliance for Vaccines and Immunization (GAVI), section four on two large NGOs: Doctors without Borders (MSF) and the Bill and Melinda Gates Foundation (BMGF). Section five presents a framework to compare the public and private health-oriented international organizations, and the last section frames our conclusions and expectations for the future.
We conclude that the position of health-oriented international organizations changed in the 1980s and 1990s in several important ways (Davies 2010; Youde 2012). Existing IOs expanded their activities, and the number of NGOs active in the field (especially the smaller ones) grew dramatically. As a separate circuit of exchange, moreover, informal elite groups increasingly serve as platform for debate for world leaders and others, with issues of health commonly on the agenda. For example, at the World Economic Forum world leaders meet with (and rub shoulders with) pop stars and other celebrity to discuss social and economic issues of international importance. Increasingly, the Forum focuses on social issues including health care.
The changing positions of the public and private health-oriented organizations resulted in growing overlap in activity, contradictory directions of policy advice, fragmentation of health care services, and erosion of local (administrative) capacity. Formal statements such as the Accra Declaration or the Paris Declaration (OECD 2005) emphasized the need for improved international co-ordination and effectiveness of foreign aid but did not much affect the actual behavior of the donor agencies (Ffeifer et al 2008). Due to a lack of empirical data (especially on the smaller NGOs) and a common analytical framework, it is hard to compare those organizations. We present a simple matrix of their goals, policy instruments, modes of interest representation, evaluation and assessment methods and strengths and weaknesses.



2	UN, WHO, IBRD and OECD

Before discussing some major health-oriented IOs: UN agencies, the WHO, IBRD and OECD, it is important to note that there is strong correlation between income level, health and health care spending. The higher the income, in general, the higher the share of national income dedicated to health care. There is also string correlation between income level and share of health expenditure channeled via collective financing. Low- income countries might face more serious health problems than rich ones, but spend (much) less on health and health care (Schieber and Maeda 1999), and the poorest population groups generally spend the highest share out of pocket for medical care. Thus importantly, in low-income countries most health expenditures are born by families, not by national governments or foreign organizations. IOs, PPPs and NGOs only play a role in the margin in financing health care.
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United Nations

The United Nations (UN), established after the Second World War, is the largest group of world- wide IOs. It includes political bodies, economic and social committees, specialized agencies and special programs (www.un.org). Until the 1970s, most IOs worked under the aegis of the UN (following the principal-agent theory, most countries in the world obviously considered UN membership worth the costs), and there was largely agreement about their roles: the Food and Agriculture Organization (FAO) dealt with food and agriculture, for example, the World Bank with (economic) development and poverty, and the WHO was the leading agency for issues of (public) health. That is not to say that the borderlines between IOs were always clear-cut or undisputed. For example, not only WHO but several other (UN) organizations were—and are-- involved, one way or another, in health care in low-income countries, like the UN Children’s Fund (UNICEF) or the UN Development Program (UNDP). Moreover, there is ‘spill-over’ from one policy domain to another one. Fiscal policies recommended by the International Monetary Fund (IMF) or World Bank to reduce public debt regularly created pressure on national governments to curtail public spending for health or education.



The World Health Organization

The original mandate of the WHO focused on public health issues, for example control of infectious disease or vaccine development (still major and important fields of the WHO). Over time, WHO broadened its ambitions and scope of activities. The 1978 report “Health for All in the Year 2000” (“HfA 2000”), for example, stated that by the year 2000, everyone should have achieved the “level of health needed to lead a socially and economically productive life”, with primary care as the main vehicle for health improvement (Yamey 2002). By the late 1980s, however, the lack of success of the primary care strategy and the weak leadership of the organization drew increasing criticism (Godlee 1993; Yamey 2002).
Gro Brundtland, the former Prime Minister of Norway, took over as Director-General of the WHO in 1998 (leaving in 2003). Brundtland framed new (or renewed) global WHO activities dealing with malaria, tuberculosis, HIV/AIDS, blood safety, cancer, cardiovascular disease and diabetes, maternal health, food safety, and mental health, and launched the Framework Treaty against Tobacco and the Roll Back Malaria Initiative in the early 2000s. The long and ambitious list included improvement of health systems--a ‘mission creep’ that added to overlap between WHO and other organizations. The campaigns helped to place health as an important policy issue on the international agenda. Still critics argued that the reforms did little to repair the image of the WHO or improve its governance, but if anything increased central control within the organization (Yamey 2002).
The much-discussed 2000 World Health Report ranked all health care systems of the world (WHO 2000). It applied disability-adjusted life years (DALYs) to measure the ‘global burden of disease,’ and identified crucial success factors of health care systems (e.g., efficiency,


quality, and fairness in distribution of the financial burden). The report came under fire because of its contested methodology, lack of valid data (sometimes compensated by rough and subjective estimates of WHO staff), and assumptions about the value of life, lack of peer review, inadequate consultations with stakeholders, and secrecy of the production of the report (Williams 2001). Brief, the ambition to present a worldwide ranking of health systems became a public relations nightmare, and WHO never duplicated the effort. Meanwhile, the regional WHO offices mostly continued to ‘do their own thing’. For example, the European WHO office started the series Health Care Systems in Transition (HiTs) of over 50 countries in Europe and beyond (Marmor and Okma 2003).
In the last two decades WHO’s finances have been in permanent crisis. As regular contributions did not keep up with expenses, WHO sought voluntary contributions--that by 2012 covered over three quarters of the total budget. With that specific funding came strings about the ways and directions WHO should spend the money (in fact, we argue, a form of ‘partial exit’). This precarious financial position prompted renewed efforts to streamline the organization and reduce bureaucracy (WHO 2013). WHO also faced growing competition from other organizations. For example, health became an agenda item for the G8—traditionally the forum for fiscal and economic policy debate. Other IOs (especially the IBRD) and newly created PPPs challenged the leading position of the WHO (Yamey 2002). GAVI, the Global Fund and the Bill and Melinda Gates Foundation became major players in the field (see below). Many smaller NGOs expanded their role in the health domain, too. As another example, the 2014 Ebola pandemic in Eastern Africa drew attention from different donor countries, IOs and NGOs. In particular, MSF showed capacity to rapid response to the disaster while WHO faced criticism about the weak response of the organization (Sengupta 2015).  



The World Bank

Created in 1944, IBRD loans initially supported the reconstruction of physical infrastructure of Western European nations after the Second World War. Three decades later, its focus shifted to poor (or ‘underdeveloped’) countries, also widening the lending scope to other sectors. With those shifts, the Bank gained an important voice in social policies. Since the late 1980s, those also included health policy. Health- oriented lending of the World Bank group increased form US$2.5 to $14 billion between 1995 and 2005 (IBRD 2012; McCoy et al 2009).

By the late 1990s, the IBRD had become the major lender in this field—without a clear mandate or reflection whether it would be the best organization to take the lead role (Abbassi 1999). It replaced the WHO as the major influence in health policy in poor countries--if only because of its greater funding power. Critics argued that the Bank had failed to adjust its old business model and outdated resident board, or to properly acknowledge the new players in the world economy like China, India and Brazil by giving those nations greater voting power (Forbes 2011)1. Moreover, the IBRD was slow in dealing with issues of environment, discrimination and social exclusion. It failed to deliver on its promise to alleviate poverty in the world, but contributed to the rising debt burden of poor countries, some critics argued. The Bank’s agenda reflected the dominant neo-liberal ideology of the U.S. and other major

[bookmark: _bookmark0]1 Illustrating dissatisfaction with their position in the traditional IOs, the BRIC countries (Brazil, Russia, India, China and South Africa) announced the establishment of a new development bank in 2014. This new institution competes with the World Bank and regional development banks (Sengupta 2014). 
shareholders, other critics observed (Armada et al 2001). That orientation spread to WHO and other IOs, and translated in pressure to reduce social spending and privatize health insurance and health care services. Reacting to those criticisms, the IBRD sought to soften its image by focusing more on issues of poverty, governance, environment and social sectors.


The Organisation for Economic Development and Co-Operation
The OECD provides analytical reports and advice on fiscal and social-economic policy (but no money) to its members. Membership is restricted to the richest countries of the world (30 in 2012). For over 50 years, OECD served as a think tank and a forum to discuss fiscal and social policies, and share information on good practices. It has been more flexible than other IOs and successful in distributing ‘soft law principles’ (Caroll and Kay 2013). In the industrialized world, OECD has been a strong actor, but it has been slow in including new major world players like the abovementioned BRICS countries (Verschaeve and Takacs 2013).
OECD entered the health policy field in the late 1970s when it realized that health care had become a major public spending category (its main focus thus was on ‘the health of the population’s budget’ rather than the ‘health of the population’). By the early 1990s, OECD’s Health Database had become the leading collection of statistical data on health, health care and health spending, and the most important source for international comparative research on health reforms. OECD also reported on international experience with health reforms.
Given OECD’s overall orientation on fiscal and economic matters, health policy analysis was still a relatively minor part of its programs, largely funded out of voluntary contributions by key member states (Caroll and Kay 2013). The U.S. had financed much of this work in the 1980s and 1990s, but in the early 2000s it grew dissatisfied with the OECD’s work on health care quality indicators, both the reliability and validity of the data used and the normative assumptions underlying the comparisons. In the wake of this ‘partial exit’, the European Commission and key EU member states increased their ad hoc funding to support the OECD Health Project. They sought to shape the health agenda more directly--at the expense of the permanent secretariat--by seconding researchers (often relatively junior) to the OECD. With this support, the OECD continued to expand its Health Database. Is also collaborated with WHO to create a worldwide statistical data collection. Whilst OECD’s work on health over the last decade broadly satisfied the concerns of its key EU members, it lost its preeminent position as the authoritative source international comparative studies. Others took over, both other IOs like IBRD and WHO (in particular the European office of the WHO in Copenhagen), PPPs, NGOs and foundations (e.g. the U.S. based Commonwealth Fund or the Kaiser Family Foundation) as well as academic centers and commercial firms, broadening the set of stakeholders with direct interest in this field of research.
Nevertheless, OECD continued to play an important ‘soft power’ agenda-setting role in health policy-making in its member states (and beyond), specifically on issues like health system effectiveness and performance, incentives for cost-control and clinical quality, the role of private health insurance, and remuneration for medical labor (Caroll and Kay 2013). Its work contributed to the definition of the nature and scale of health policy problems—but not so much to strengthening ‘global health governance’. 



3. Public-Private partnerships: The Global Fund and GAVI


The rise of public-private partnerships (PPPs) in the early 21stcentury reflected the New Public Management stream of ideas that favored a reduced role of the state and increased private sector involvement (Witz undated). Several donor countries considered PPPs a non-bureaucratic alternative to existing IOs, promising fast and efficient disbursement (Bovaird 2004). PPPs typically involve governments, IOs, NGOs and the private sector (and sometimes affected communities) in program design and the allocation of available resources. While major donors embraced the diversity of partners of the PPPs beyond the traditional IOs or NGOs, critics point to the opaque decision-making procedures, lack of local stakeholder representation, weak evaluation mechanisms and accountability, and lack of evidence of success (Muraskin 2004; Blanks and Hulme 2012). PPPs bring together very different organizational cultures and management structures that do not always sit together easily (Bovaird 2004).


The Global Fund

The Global Fund to Fight AIDS, Tuberculosis, and Malaria (Global Fund, or GF), started in 2002 and popularized PPPs as funding mechanisms for other global policy issues (Sachs 2008). GF aims to operate primarily as a financing instrument, not as program administrator. It coordinates with existing regional and national programs, and solicits grant applications from a wide variety of health and community partnerships, based on national plans and priorities. Recipients of the grants are states, foundations, IOs, NGOs and private business. The Fund seeks to balance its grant programs over regions with prevention and treatment of specific diseases. It provides financial support and leverage for additional resources, evaluates proposals through an independent review process, and seeks to operate with transparency and accountability (GF 2007; GF 2012b). GF supports ‘best practices’ that are community-driven and performance-based that can be scaled up to reach people affected by HIV/AIDS, tuberculosis and malaria.
By the end of 2014, GF’s annual budget was more than $4 billion US to support grants in 140 countries. Public donors contributed approximately 95%. The United States was the largest contributor (over $10 billion), followed by France ($3.8 billion), the United Kingdom ($3.2 billion), Germany ($2.3 billion), Japan (2.1 billion), and the European Commission ($1.6 billion), all with contributions of over one million dollars (www.theglobalfund.org). The Bill & Melinda Gates Foundation was the largest private sector donor with $1.4 billion. Other substantial contributions came from the Product(RED) campaign where partners like Starbucks coffee, Apple computers, and Bugaboo strollers earmarked part of their sales of specific products. GF also accepts contributions in kind, for example medical supplies and pharmaceuticals, marketing campaigns, advocacy, and grant writing (www.theglobalfund.org). Such contributions in kind by industry are not costless to taxpayers in the donor countries, however, as most are valued at market prices, not production costs, and tax deductible to the industry. GF grants supported the treatment of 7.3 million HIV/AIDS patients, 12.3 million people with tuberculosis, and the distribution of more than 450 million anti-malaria bed-nets (www.theglobalfund.org).


In its first decade, GF faced growing pains and internal and external challenges. The growth in contribution leveled off and some major donors even failed to fulfill their financial promises, while the costs of providing health solutions continue to grow. GF reviewed ongoing grant applications and programs, cut grants and targeted its funding to areas in greatest need (GF 2011a). It found nontraditional sources such as multinational corporations (especially those with vested interests in recipient countries) to make up for the shortfall. Some donors agreed to pay ahead of schedule; new donors and partners included China (for programs in China itself), Kuwait, and the Chevron Corporation.
Widespread media coverage in 2011 highlighted fraud and financial mismanagement by some GF grant recipients (initially reported by GF’s Inspector General), tainting its reputation as a fast and smooth grant-giving machine (GF 2011b; Boseley 2011). GF suspended grants under suspicion, terminated some grants and tightened its control and monitoring. It installed a review panel that found evidence of fraud and mismanagement amounting to $19.2 million, (mostly due to “unallowable expenses” not included in the original grant application and “incorrect categorization”) and about $17 million outright fraud--amounting to less than 0.2 percent of GF’s total program. The panel recommended improved accountability, and— illustrating a shift in focus and widening GF’s agenda--longer-term involvement in the follow-up of programs. It proposed a shift from emergency to sustainable response, strengthened risk management and improved internal governance. GF’s board also adopted measures to improve internal management, grant processing, monitoring and evaluation, and administration of the board itself (GF 2012a).  These measures were put to the test by recent fraud issues in Sierra Leone and Malawi.  In May 2014, a year after GAVI detected fraud cases in Sierra Leone, GF grants were called into question in that country. GF found that government officials had used more than $200,000 for personal expenses such as houses and cars. (Garrett 2014).  The Ministry of Health and Sanitation placed blame with the fiduciary agent and fired the officials.  GF recommended more stringent financial procedures for the country’s grants (GF 2014).  It also suspended all grant programs and Malawi’s standing as a Principal Recipient in light of the controversy surrounding of the National AIDS Commission (NAC) in that country until it could determine whether a $10,000 expenditure by NAC to the First Lady’s Beautify Malawi initiative was fraudulent (Gwede 2015).
The first independent Five-Year Evaluation in 2009 compared objectives with results and concluded that generally, the GF had functioned fairly well (Macro International 2009). The evaluation also pointed to areas for improvement such as investment in community systems and country health systems, gender inequalities, improved prevention and treatment at the community level, strengthening of disease surveillance, and surveys to measure impact and progress toward the Millennium Development Goals (MDGs). Clearly, those recommendations pushed GF to reach beyond its original mandate.


The Global Alliance for Vaccines and Immunization

GAVI, created by the Bill and Melinda Gates Foundation, started its operations in 2002. GAVI aims to improve worldwide access to essential vaccinations. It supports immunization programs, injection safety measures, build-up of civil society organization, development of new and underused vaccines, and efforts to strengthen health care systems (Chinenu and Beswick 2009). By 2007, GAVI had disbursed over 1.4 billion US dollars. Between 2009 and 2015, donor contributions increased from 550 million to over 1.7 billion (www.gavialliance.org). The major donors were the U.S., the U.K., the Bill and Melinda Gates Foundation, Australia, Italy, France, Norway, Sweden, Canada and The Netherlands. Over 75% of the money comes from governments, one quarter from private donors.

Like GF, GAVI is a public-private partnership that brings together governments, civil society organizations, the private sector and international organizations. GAVI and GF both started primarily as funding mechanism to improve access to health services. Both do not consider themselves as implementing entities (although over time, both found themselves increasingly involved in implementation and administration of programs). They seek to leverage additional financial resources to support their activities; both have more or less independent evaluation mechanisms; both seek to disburse their funds rapidly, without undue bureaucratic burden; both espouse the importance of transparency, accountability and effectiveness of their projects. Both GAVI and GF, as we argued above, are examples of ‘partial exit’ of donors from traditional channels for development aid. Both are increasingly acting like large international bureaucracies, with extensive staff, standard operational procedures and rules for project administration, monitoring and control. GAVI had 300 employees, GF over 500 in 2012.
Major differences between GAVI and GF concern eligibility (GAVI support is limited to low-income countries, GF includes middle-income nations); focus (GF focuses mainly on three major diseases: malaria, tuberculosis and HIV/AIDS; GAVI has a wider scope of disease and activity); and administration (GAVI is directly involved in program implementation; GF limits its role (mostly) to finance activities of other organizations). GAVI tends to pay more attention to health system development than GF. Further differences regard grant application procedures, project reporting and external transparency. GF requires countries to submit proposals in a competitive application process while GAVI has an open door policy and provides technical assistance to applicant to reduce access barriers to funding. Neither organization has in-house expertise for health reforms and system strengthening, or (adequate) in-house capacity to coordinate or oversee their programs (Chinenu and Beswick 2009).
GAVI also drew criticism from international experts. While many poor children worldwide have benefitted from enhanced access to basic vaccines (documented by GAVI’s internal evaluations), its programs are not self-sustaining (Muraskin 2004). The high costs of vaccines and distribution require permanent high levels of (public) funding and infrastructure (Boseley 2011). GAVI works top-down, with little or no involvement of recipient countries in the setting of aid priorities (Muraskin 2004). The presence of pharmaceutical companies on GAVI’s board creates a conflict of interest. Critics further question whether GAVI, in fact, reaches the poorest populations it claims to serve. They also point to the lack of open debate about the long-term efficacy of the vaccines that GAVI provides, and to the fact that in spite of reduced prices, the cost of many pharmaceuticals are still too high for most of the patients in need of those drugs.


4. MSF and the Bill and Melinda Gates Foundation

NGOs are hardly a new phenomenon. European missionary societies combined export of religion with education and health support around the world since the late 16th century. The cooperative associations in Western Europe supported by labor movements, religious and other charitable organizations became active across borders since the late 19th century. Some large NGOs have existed for many decades, for example the (American) Rockefeller (1911) and Ford Foundations (1936). But the majority of the current health-oriented NGOs were created in the last three decades of the 20th century. NGO activities span a wide range of causes, for example arts and education (particularly important for American NGOs), environment and social concerns.

NGOs occupy the space between governments, markets and citizens: “Health NGOs exist because there are needs that are not being met by governments or international agencies” (Yanacopoulos 2008). NGO income consists of voluntary contributions and (sometimes substantial) government subsidy. The popularity of NGOs declined somewhat in the last decade, following media coverage of fraud and abuse and concerns about lack of results (Brown et al.
2006; Blank and Hulme 2012). They face pressure to improve their transparency and accountability (Edwards and Hulme 1995; Ebrahim 2003). Some commentators argue that if large NGOs want to be different from IOs, they need a fundamental shift in directions, and focus much more on underserved populations (Mitlin et al. 2007).
While the focus of this paper is mostly on the large IOs, PPPs and NGOs, it is worth mentioning some of the issues related to the smaller ones. There are thousands of smaller health- oriented NGOs that mostly support specific causes and local projects (e.g. educating or housing orphans of HIV/AIDS victims). Many of the smaller NGOs are not registered (Schulpen 2007) and there is lack of empirical research on their activities and results. Each NGOs has its specific ideological orientations and administrative procedures for grant applications, financial processing and auditing (often for fiscal reasons or because it receives substantial government subsidy). For example, many NGOs in Sub-Saharan countries are explicitly Christian or Islamic organizations with strong religious preferences that translate into specific policy recommendations (especially in sensitive issues like abortion, sexual abstinence, homosexuality or women’s rights). Run by volunteers (who do not always have the right expertise) or expats, NGO activities are often driven by personal motivation of ‘doing good’ (sometimes prompted by accidental vacation visits to the country), without due consideration of efficacy, effectiveness or lasting impact. While large NGOs shifted towards capacity building of civic society, the smaller ones filled in the gap of ‘bricks and mortar’ projects (e.g. small schools, health clinics or orphanages) that make appealing pictures for fund-raising at home but also create uncertainty over longer-term viability. Building a school or small clinic is one thing, keeping it running over many years or even decades is quite another one (in that regard, the 19th and early 20th century missionary societies had a longer perspective than their modern counterparts). That requires continuous funding for maintenance, supplies and salaries for qualified paid staff, among others. Another field the NGOs have extended rapidly is ‘capacity-building’ that often takes the form of local training sessions that are hard to assess or evaluate. 
For recipient countries, it is hard to keep track of the programs and activities of the multitude of foreign donors or develop coherent set of national priorities. Many NGOs seek regular contacts with the national Ministry of Health to discuss their programs. This sometimes overburdens the administrative capacity of already underfunded health ministries, draining local resources (with a heavy demand for expat housing and security, office space, transportation, communication), and ‘poaching’ staff from other public or private agencies. Some smaller countries have become dependent on foreign aid for their health care, with an expanding external constituency that trumps domestic accountability. Illustrating the danger of discontinuity in funding, the U.K. government (the major bilateral donor to Malawi) decided not to renew its six-year funding commitment when Malawi expelled the top UK envoy after the leak of a memo in which he expressed sharp criticism of the growing autocratic ruling of the President (Irin 2011). The accountability of smaller NGOs commonly consists of newsletters ‘back home,’ lacking representation of local stakeholders (Schulpen 2007).



Médecins Sans Frontières

Doctors Without Borders (Médecins Sans Frontières, MSF) is an independent humanitarian organization (or perhaps rather, a loose federation of independent national MSF-organizations), founded in France in 1971. MSF employed over 32,000 health professionals, logistics experts and others in 2013 (MSF 2013). There are 24 national MSF associations, with offices around the world. MSF’s five million or so donors worldwide contributed about 90% of its revenues, governments and other organizations the remainder. The annual budget is close to one billion dollars.
MSF’s core goal is to provide emergency medical care to victims of man-made or natural disasters, and unstable contexts due to economical crisis and other causes. MSF assists patients suffering from neglected diseases such as sleeping sickness, Changas disease, as well as HIV/AIDS and MDR-TBC (and as apparent in 2014, Ebola virus). MSF does not consider health improvement in low-income countries as a core objective per se, but does contribute to in its medical projects. MSF also considers itself as a voice for underserved and marginalized populations like street children, sex workers and immigrants, influencing global and national health policies in different international platforms. It pushed some issues on the international health policy agenda (e.g. R&D for neglected diseases, malaria, HIV/AIDS, tuberculosis and mental health, the Drugs Campaign and the ARV and ACT in the late 1990s), and became active in the treatment of other chronic diseases. Finally, MSF supports the development and distribution of vaccines, for example, for H. Influenza, pneumococcal and E. Coli. In 2010, MSF launched a campaign for routine polio vaccination and lower vaccine prices. The Year in Review report of MSF’s new president dr Joanne Liu (elected in 2013) provides a good picture of the very difficult circumstances MSF staff works in (www.MSF.org). For example, in 2013, MSF pulled out of Somalia after staff had been threatened, abducted and in some cases even murdered.
Perhaps more than any other NGO, MSF engaged in extensive and open critical debate about its own future. This critical self-assessment followed some serious incidents, including a few cases of abductions and even deaths of MSF workers. Magone et al. (2011) describe some of the dilemmas for the future directions of the organization. Some participants to the debate feel that MSF should use more of its leverage and directly influence policy-making (the public health oriented view). Others argue that the focus should remain on answering direct medical needs. In practice, those two viewpoints are already converging as MSF contributes both through its operations and lobbying efforts. Views also differ about the degree of financial and operational independence of MSF. Some argue that MSF should not accept any institutional funds to safeguard its independence. But they also recognize that it is not possible to remain 100% independent. This is largely an ideological debate. With respect to sub-contracting to local NGOs, MSF has been a loner in the field: it mostly administers its own projects, for different reasons. This independent operation has sometimes led to isolation of the organization, but some MSF leaders think it is easier to “lead from the periphery” rather than work with other agencies.
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Nevertheless, the organization faces criticism for creating "islands of excellency" that are costly (if of high standard) and result in collapse of the project when local organizations or governments cannot take over afterwards. In terms of accountability, MSF has tended to pay more attention its financial stakeholders than to the patients and host countries. Brief, there has been much soul-searching and internal debate about MSF’s mission and results by MSF leaders and external critics alike (Magone et al. 2011).



The Bill and Melinda Gates Foundation

BMGF is the largest private foundation in the world. It aims to improve health and reduce poverty worldwide, and to improve education in the United States. BMGF started in 1994 with an initial gift by Bill Gates of US$94 million, expanding exponentially by follow-up donations by Gates. Next, its assets doubled by a donation by Warren Buffet of over US$ 20 billion in 2006. As the two main contributors had given most of their money in stocks, BMGF endowment rose to almost US$60 billion dollars in 2012. Its staff numbered over 1,200. To keep its U.S. tax- exempt charitable status, the Foundation must donate at least 5% of its assets every year, or almost US$3 billion. BMGF channeled much of its money via newly established organizations such as GF and GAVI, but also via existing IOs like the WHO and IBRD. The most striking feature of BMGF (sometimes labeled “the new 800 pound gorilla”), are its sheer size and its lofty ambitions to eradicate some of the major diseases of the world (Yamey 2002). It became a major player in health-oriented research, with large grants for disease-specific programs to fight malaria, tuberculosis, HIV/AIDS and polio, but also substantial grants for lesser-known diseases.
BMGF has drawn much admiration, but also criticism from different quarters. The income of the foundation depends on technology that according to some commentators has worsened the problems of poverty and pollution in the developing world (Piller 2007). That criticism prompted the Foundation to reassess its own investment portfolio. The concentration on a few specific diseases crowded out attention for others, and the focus on technological solutions led to neglect of the root causes of poverty and disease. Some programs require large numbers of experts to administer the funding streams and projects. This sometimes leads to ‘poaching’ of staff from other NGOs and local health departments by offering higher remuneration, aggravating problems of understaffing and weak administrative capacities (Garrett 2007). The allocation of BMGF resources (but in this regard, we should add, BMGF is not unique) does not reflect the ‘burden of disease’ of recipient countries (McCoy et al. 2009; Murray and Lopez 2013). There is limited representation of stakeholders on the board (apart from Gates’ family members), and lack of transparency in financial reporting and evaluation mechanisms. Finally, the Gates Foundation has not shown itself open to debate with external commentators.



5. Evaluating Public and Private International Organizations


Health-oriented IOs, PPPs and NGOs, both the public and the private ones, have largely similar goals: improving the health of the world’s (poorest) populations and strengthening national health care systems, but very different resources, organizational structures, models of interest representation, decision-making powers, and internal and external evaluation mechanisms to assess and report results. Moreover, as noted above, health is a complex outcome of a wider range of factors than the provision of medical care alone. It is thus hard to attributer health improvement to any particular activity. And finally, health policy goals are wider than just improving health; they include protecting family incomes, safeguarding universal access to health services, the protection of patients and health professionals. Such multiple public policy goals, instruments and multifactor causal relations between policy efforts and health make it hard to realistically assess the activities and results of healthy-oriented IOs, PPPs and NGOs. Most of the evaluations focus on one organization only. We feel there is need to impose a similar approach to evaluate the public and private organizations. For that purpose, we developed a multi-dimensional qualitative evaluation based on systematic comparison of the stated policy goals, claims and results, governance principles and evaluation mechanisms of the IOs and NGOs, as well as summaries of external commentary about their strengths and weaknesses (see Table 1 below). We drew the information for this framework from internal documents, websites, and general literature review.


Table 1	Goals, means, interest representation, evaluation and accountability, and strengths and weaknesses of selected health-oriented IOs, PPPs and NGOs

	

Organization
	Goals
	Means
	Representation
	Evaluation/ accountability
	Strengths
	Weaknesses

	IOs
	
	
	
	
	
	

	UN agencies
	World-wide peace and prosperity
	Wide variety of special organizations
	World-wide membership; one country one vote
	Variety of mechanisms
	Universal membership, experience
	Large and sometimes slow bureaucracies

	WHO
	Improving health; strengthening health governance; support for national policy-making
	Technical expertise, publications; policy advise (no money); (moral) authority on public health
	World-wide membership; one country one vote
	Internal review and external review by independent panels of experts
	Universal membership; long tradition as leading agency in public health
	Large bureaucracy; dependence on voluntary contributions; weakened position in the international arena

	World Bank
	Economic growth, poverty reduction( including improving health, health care and health care systems)
	Technical assistance; policy advice; money (loans, grants, investments); consensus building among policy elites
	World-wide membership; votes according to economic importance of member states; little direct influence of affected communities
	Extensive internal auditing and project evaluations reported externally
	Highly qualified and experienced staff; long experience; ample financial resources
	Large bureaucracy neoliberal policy bias; working with governments

	OECD
	Fiscal stability, economic growth and social progress in member states
	Policy advise (no money); country reports, sector studies; expert meetings; OECD Health database
	All members (rich industrialized countries only) represented on the board
	Not much evaluation; most work consists of analytical studies and policy advice; widely-use Health Database
	Highly qualified staff; generally respected analytical work; consensual decision- making
	Focus on economic policy of member states (except the Development Assistant Committee)

	II PPPs
	
	
	
	
	
	

	GAVI
	Improved access to affordable drugs; focus on HIV/AIDS,
TBC and malaria
	Grants; advocacy
	Major donors, NGOs and private sector on the board, but few recipients
	Limited external evaluation
	New and faster channel for disbursing donor aid
	Focus on specific diseases; top- down, little attention to other long term needs

	Global Fund
	Improved access to health care for poor populations
	Grants for “Country- led” programs; administered by local
	Executive board (20 members) includes donor and recipient nations, private sector and local
	Reporting by recipients; evaluation by independent consultants and internal
	Fast disbursement, innovative procedures; local ‘ownership,’
	No permanent donor support (uncertain future); variety of ideas creates (too) much




	
	
	NGOs,
private sector and governments
	NGOs
	
	self-assessed flexibility
	diversity and barriers to efficient administration

	III Large NGOs
	
	
	
	
	
	

	MSF
	Rapid support for victims of manmade or natural disasters
	Emergency medical care in disaster areas and war zones; advocacy for underserved populations and neglected causes
	National MSF offices seen as voice of recipients, and donors as major constituency and proxy for target populations
	Serious and open debate and efforts to improve evaluation; not much independent external evaluation
	Highly motivated staff world-wide; rapid response capacity; broad support in donor countries
	Narrow focus; and somewhat isolated position; weak long term commitment

	BMGF
	Improving health, reducing poverty
	Grants to NGOs and IOs; research funding for specific diseases; focus on selected causes
	Limited board membership (restricted to Gates’ family members)
	Limited or absent external auditing
	More flexible than IOs; rapid decision- making over allocation of grants; large amounts of money for specific causes
	Not much external accountability; sometimes too dominant in a particular area

	IV

Small NGOs
	Improving health and living conditions of underserved communities
	Advocacy, small scale project support; linkages with local populations
	No clear external accountability (newsletters to constituencies “back home”)
	Growing debate about the need for independent evaluation, but not much concerted action
	Local knowledge and involvement
	Lacking long term commitment; working in isolation; adding to fragmentation; not always qualified staff



Source: authors; general references and websites of IOs, PPPs and NGOs listed below




6. Conclusions

This article has addressed the changing positions of public and private health-oriented IOs, PPPs and NGOs in low and middle-income countries in three modes. It has first done so by characterizing their organizational features-- their origins and stated goals, their policy instruments and forms of stakeholder representation and internal and external accountability.  Secondly, it has tried to assess the strengths and weaknesses of these diverse organizations. Thirdly, the article considered a range of theories to help explain the changing landscape of international health-oriented organizations: principle- agent, organizational approaches and power theories.
We argue that one useful approach to assess the changing behavior (‘mission creep’) of the large IOs, PPPs and NGOs is to view those organizations as large bureaucracies.  This implies many internal divisions, departments and quasi-autonomous bodies that all have their own (sometimes competing or conflicting) goals, agendas, and operational procedures. They face, like government bureaucracies, internal and external pressures of competing ideas, interests and (political) institutions (Klein and Marmor 2009). Ideas matter. Critics were successful, for example, in pressing the World Bank to give increased attention to underserved populations and other causes (e.g., women’s health, orphan drugs or environment). Interests matter, too. Strong stakeholders can have disproportionate influence. For example, major member states actively supported neoliberal, market-oriented health policies that ultimately also prompted WHO to change direction. Political structures matter as well. Formal representation—and the rise of new international platforms for policy debate—gives greater voice to some states or stakeholder groups than others. (Dissatisfaction with current arrangements, we also found, can prompt countries to a partial exit or even create a new organization).
We noted major shifts in the international health policy landscape. By the late 1980s, the World Bank had take over much of the lead role of WHO. The Bank had become the dominant funding source for health care at the same time the OECD had emerged as the major source of statistical data and policy advice. Next, the traditional IOs lost terrain to newly created PPPs and NGOs. Major donor governments increasingly channeled (part of) their foreign aid money via those organizations.  They did so, however, without ending their membership of the large IOs—thus demonstrating ‘partial exit’. Large PPPs and NGOs, especially GAVI, GF, and the Bill and Melinda Gates Foundation became major players in the international health arena. They gained substantial influence without explicit mandates or democratic representation. The last three decades of the 20th century witnessed the rise of many new NGOs, most of which targeted specific causes and populations. Their activities –while widespread--are commonly ‘under the radar screen.’
The shifting focus and expanding ambitions of existing organizations, and the creation of a both large PPPs and NGOs and scores of smaller ones dramatically changed the health policy environment.   We found growing overlap in activities, blurring borderlines between public and private responsibilities, and fragmentation in both health policy-making and health care. This also created an unstable landscape in health-oriented development activities, as donor preferences can—and did--shift over time. Despite some convergence in policy thinking –including commitments to coordinate foreign aid programs-- there has been little agreement on the role of IOs, PPPs and NGOs in overall agenda-setting or the direction of national health policy-making.  
Millions of persons in low- and middle-income countries have benefitted from improved access to drugs, malaria nets and other medical services because of the expanded activities of traditional IOs and new PPPs and NGOs. But there has been growing criticism of those organizations. The international health-oriented activities do not properly reflect the burden of disease in recipient nations (Lozano et al 2012). Some are too dominant (two “800 pound gorillas” in the room take up a lot of space), crowding out other causes and dissenting views.
Other organizations are too narrowly focused on specific disease categories, neglecting other ones. Each organization has its ideological preferences, policy agenda and administrative rules (e.g. for grant applications, financial reporting, monitoring and auditing). The very presence of large numbers of IOs and NGOs commonly overburdens local bureaucracies. Their presence can also undermine local capacities by making heavy demands for expat housing, security, office space and transportation, and lead to ‘poaching’ qualified staff from governments and other agencies. Affected communities, moreover, are not well represented in the governance of most IOs, PPPs and NGOs, and weak accountability or evaluation mechanisms are commonplace.
While NGOs commonly started with a specific (local) focus of their activities, over time, many expanded their agenda.  This was also fueled by growing contributions from donor governments eager to shift part of the responsibility for the implementation of their programs to independent organizations. As a result, those NGOs became dependent on public money for their very survival and had to follow the administrative rules and ideological orientation of their sponsor (Banks and Hulme 2007). External actors increasingly became dominant in setting local and national priorities. The larger the NGOs, however, the more remote they became from their local target group and the less effective in empowering local communities. Finally, whatever the importance of the IOs, PPPs and NGOs in shaping national policy directions, their role in domestic financing of health services remains at the margin.
Finally, what can we expect for the future? 
Once in place, large organizations create constituencies that will support their long-term survival (Pierson 1995). The large PPPs and NGOs discussed in this paper will not likely disappear soon. But as their funding largely depends on governments and a few large donors, they will have to deal with changing demands and fashionable policy ideas. The promise of the new PPPs as alternative, faster and more efficient mechanisms of disbursement seemed tainted by news of fraud and mismanagement.  This prompted measures to make those organizations more similar to traditional IOs (namely, large bureaucracies). In recent years, donor countries paid much more attention to issues of “good governance” (see e.g. the 2003 annual report of the World Bank), transparency and accountability. It is not clear, however, whether PPPs and large NGOs have an edge over the traditional IOs regarding those issues. Major donor countries have become hesitant to replenish the large sums of money they originally committed. 
We noted a certain tension between ambitions to strengthen ‘global health governance’ and the ongoing divergence of political orientations, policy focus and organizations features in health care arrangements.  This appears as well in the independent positioning of countries that regard themselves major actors rather than recipients of development aid, as illustrated by the creation of the new coalition of the ‘BRICS’ group. This tension is not likely to abate any time soon despite pleas for stronger global health governance (for example by Hale et al. 2013). As we noted, health, health care and health policy-making are first and foremost matters of national concern, and efforts to improve those fields have to start at that level. External agencies can only play a limited role. 
As there has been substantial improvement in average family incomes, population health--and the capacity to manage national health care in many countries in Asia and Latin America, international support for health will likely focus on fewer countries, mostly in Sub-Saharan Africa. This may well aggravate the problem of coordination between local and national governments and IOs, PPPs and NGOs. The rise in incomes in some parts of the world will increase pressure to shift decision-making power and representation within IOs. Large countries like China, India and Brazil will gain votes, and traditional shareholders in Europe and North America will lose positions (in reaction, the latter may engage in further partial exit).
 The shift from government to non-government actors in health care will increasingly bring private (both non-profit and for-profit) actors into the international health policy arena. Private hospital chains and private health insurance have already set up business across the world. Initially they focused their business on expats and urban elites, but as incomes rise, they will expand their activity to broader populations. This will produce “multi-layer,” stratified and fragmented health care systems where governments have less power to impose population-wide policies.
Large IOs, PPPs and NGOs will act like any other large bureaucracy.  They will try to protect their future existence by creating strategic constituencies and broadening their agendas. The smaller NGOs are here to stay, too, largely operating “under the radar screen” and not easily controlled by national governments. But they will face increasing demand by their (public and private) sponsors to improve accountability and transparency.  That in turn will force the smaller NGOs to behave more like large public institutions, perhaps encouraging a larger scale of operations by merging with others. 
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