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A Case for Prioritizing Global Health Diplomacy

Emerging (and reemerging) 
infectious diseases (EIDs) 
continue to be a major con
cern to public health officials 

at local, national, and international 
levels. Severe acute respiratory syn
drome, dengue fever, chikungunya 
virus, reemerging viral hemorrhagic 
fevers, and highly pathogenic avian 
influenza virus are just a few of the 
identified infectious disease risks in 
this new millennium. The reasons for 
the rising incidence of EIDs include 
increasing population pressure, wors
ening environmental stress (due to 
such factors as human encroachment 
on previously unexploited land and, 
possibly, climate change), increasing 
global travel, mass migration of popu
lations, and evolving microbial resis
tance.1 Moreover, the potential use 
of microorganisms for germ warfare 
or terrorism is an ongoing concern to 
the international community.   

The idea that public health does 
not recognize borders is particularly 
true with regard to infectious dis
eases. In an era of global travel, dis
eases can emerge and cross borders 
or even continents with surprising 
ease—potentially leading to massive 
travel disruptions, economic losses,2 
exacerbation of refugee problems, and 
heightened international tensions. 
When ineffective or uncoordinated, 
public health measures taken in one 
area may backfire and worsen the 
situation in another region. Recent 
disputes over intellectual property in 

avian influenza research have dem
onstrated that coordination of efforts 
is not automatic or simple,3 and fail
ure to share resources or knowledge 
weakens the search for new vaccines, 
therapeutics, and interventions.  

During the past three decades, 
the public health community has 
improved its global response to infec
tious disease outbreaks and threats 
significantly, but clinical medicine 
has not always kept apace with such 
developments.4 The lack of adequate 
clinical response to EIDs hampers 
disease reporting, reduces commu
nity support, fosters drug resistance, 
and limits scientific evaluation that 
could improve overall public health 
response in the future. Experience 
suggests that relatively simple inter
ventions—applied in a rigorous, evi
dencebased fashion—may reduce 
EID morbidity and mortality sub
stantially.5 Advances in rapid testing, 
noninvasive monitoring, and other 
treatment adjuncts may improve dis
ease management and public health 
outcomes even further. 

There is a significant mismatch, 
however, between the areas of the 
world where EID risks are greatest 
and those where global resources 
to address them are concentrated.6 
In countries with limited resources, 
which often contain the socioeco
nomic, environmental, and ecologic 
conditions associated with increased 
EID risks,6 other health problems 
(such as malnutrition and diarrhea) 
usually pose more immediate health 
risks to the population than do EIDs 
of global concern (such as Ebola hem
orrhagic fever or Lassa fever). Local 
governments in developing nations 
struggling with poverty and insuffi
cient health care workforce and infra

structure cannot shoulder the addi
tional burden of responding to these 
EIDs.

Improvements in clinical care dur
ing outbreaks, therefore, require coor
dinated international efforts not only 
to harmonize and standardize best 
practices but also to provide essential 
resources during an event. In this 
editorial, we’ll explore how the U.S. 
government is currently supporting 
the development of such responses 
and what more it can do.   

Why GEt involvEd?
What is the rationale for the U.S. gov
ernment to participate at all in efforts 
to address global health concerns? 
There are actually several reasons, 
one of which is purely humanitarian. 
Providing assistance in times of need 
is a deeply rooted American value. 
Assisting the global response to EIDs 
is simply the right thing to do. 

Another reason is the United States’ 
commitment to evidencebased medi
cine as a global public good. Already, 
much of the clinical research on EIDs 
is supported by the U.S. government, 
and this continued work will ensure 
optimal treatment of people every
where.

Beyond the altruistic benefits, how
ever, there is a strong argument based 
on enlightened selfinterest. Adequate 
response to EIDs in other countries 
helps to ensure the safety of the U.S. 
population both at home and abroad. 
(In 2007, 64 million Americans trav
elled abroad and 31 million travelled 
overseas.7) The most effective out
break intervention, from a population 
health standpoint, is “containment 
at the source”—that is, breaking the 
chain of transmission as close to the 
index case as possible. Thus, the U.S. 
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government can help prevent sec
ondary spread of infection and new 
outbreaks by engaging with the inter
national public health community.

Finally, such assistance has been 
shown to support peace and stability 
in troubled areas worldwide and to 
build stronger relationships between 
the U.S. and other nations. This type 
of “health diplomacy” is arguably one 
of the best ways to win the hearts 
and minds of friends and foes alike. 
One of the authors vividly recalls 
the words of a nurse he encountered 
while working at a South African 
AIDS clinic supported by the U.S. 
President’s Emergency Plan for AIDS 
Relief (PEPFAR) in 2004. “I don’t like 
your president or what your country 
is doing in Iraq,” she said, “but I also 
know which country helped my peo
ple when we faced the greatest threat 
to life we have ever known, and I 
appreciate it.”

A plAn for ExpAndinG thE 
U.S. rolE in GlobAl Eid 
rESponSE 
How would expanded U.S. engage
ment in the clinical response to EID 
outbreaks be structured? Because 
competition between bureaucracies 
reduces the effectiveness of inter
national assistance, any response 
should be coordinated through fed
eral aid agencies that share a com
mon purpose.8 Furthermore, any U.S.  
government response should be coor
dinated through the World Health 
Organization (WHO) and its Global 
Outbreak Alert and Response Network 
(GOARN). WHO has unique author
ity and responsibility for such coor
dination efforts granted to it by its 
member states under the revised 2005 
International Health Regulations.9 
The United States already provides 
substantial support for GOARN and 
benefits from the additional global 
health security provided by this net
work. 

Clinical assistance provided should 
take into account the size and nature 
of the outbreak, the cultural setting 
in which it occurs, and the efforts of 
other international donors. The sover
eignty and authority of the host nation 
government always must be para
mount. After the outbreak, respon
sibilities for ongoing care should be 
transitioned to local governmental 
or nongovernmental resources. U.S. 
assistance should then be focused on 
infrastructure and human resource 
development to assure sustainability. 
The Institute of Medicine (IOM) of the 
National Academies has called recently 
for an increase in overseas develop
ment assistance as a key element of 
foreign policy.10 This assistance could 
start with outbreak response and then 
shift to infrastructure development 
that can support national capacity 
development.10

The response of the U.S. govern
ment also should take advantage of 
the goodwill and experience of prac
ticing U.S. government clinicians from 
across agencies. Growing interest in 
global health is now demonstrated by 
both civilian and military institutions. 
About 20% of U.S. foreign assistance 
is provided through the DoD, and 
there are now approximately 40 global 
health training and research programs 
in U.S. universities. Recently, the IOM 
proposed the establishment of a U.S. 
Global Health Service. Such a federal 
service could provide a mechanism to 
recruit and reward fully trained clini
cal professionals—a sort of “Peace 
Corps for health”—and offer a fel
lowship program for established clini
cians to participate in international 
outbreak response and health system 
development.11 

Finally, there is enormous potential 
for partnerships with the private sec
tor to improve global health responses. 
Philanthropic organizations, such as 
the Bill and Melinda Gates Foundation 
and the Rockefeller Foundation, and 

corporations, such as Merck and Co., 
already provide substantial funding 
for such enterprises. 

in ConClUSion
In this globalized word, geographic 
distance no longer insulates us from 
health risks that originate in far off 
lands—if it ever did. Fortunately, 
our knowledge of the management 
of complex illnesses continues to 
advance. A decade ago, it was widely 
believed that antiretroviral therapy 
could never be delivered sustainably, 
safely, and reliably to HIVpositive 
patients in Africa, but determined 
efforts have succeeded in demonstrat
ing its feasibility and efficacy.  

Government leaders should unite, 
as they did with PEPFAR, to pro
vide opportunities for skilled clini
cians and other health care workers 
to assist during EID outbreaks. U.S. 
clinicians can make a meaningful dif
ference in outbreak response where it 
makes the most difference to individ
ual patients: at the bedside. But these 
efforts require coordination, as well 
as an understanding of public health 
and development approaches in the 
21st century. As a new Presidential 
administration takes the helm, health 
care needs to be central to U.S. for
eign policy. U.S. engagement in health 
diplomacy will be a key contributor 
to improved health both at home and 
around the globe and will help to sus
tain peace and security in the global 
community. ●
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also have communicated their appre-
ciation of the program’s accessibility 
and its use of a CRNP coordinator, 
who is familiar with their case from 
start to finish, to organize their cancer 
evaluation and answer any medical 
questions that arise as they progress 
through this stressful experience. Ad-
ditionally, various service lines within 
the VAPHS have benefited from 
knowing that a designated individual 
is available for contact and consulta-
tion and that results may be obtained 
in a timely manner. 

Overall, while the LNEP isn’t al-
ways able to change the course of 
lung cancer, we have seen that hav-
ing the disease evaluated more 
thoroughly from the outset enables 
patients to have a more positive expe-
rience and to have their care managed 
more efficiently in the long run. ●
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