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Durham Health Summit Commentary 

Governance for Health in a Changing World 
10-11 November 2014, Durham University 

 
Background 

Over 30 invited speakers and participants took part in the Health Summit held over two 

days at Durham University.  It took place against a backdrop of health threats – notably 

Ebola, an increasing burden of non-communicable disease and considerable ferment in 

global governance processes occurring outside as well as inside the health sector.  These are 

the result of increasing evidence around the determinants of health and most particularly 

the social determinants, shifts in the balance of power, austerity measures which contribute 

to widening inequalities, changes in the capacities of health technologies, and the 

emergence of a new international order which will have profound consequences for future 

cooperation and governance for health.  

Despite the many health challenges requiring global multilateral approaches, these seem 

harder than ever to secure when the key institutions are gridlocked.  The Summit set out to 

explore such complex issues and consider their implications for policy-makers and 

practitioners and the contribution academic research can make to overcoming gridlock. 

The Health Summit was also held to mark the occasion of the Centre for Public Policy and 

Health’s designation in March 2014 as a WHO Collaborating Centre on Complex Systems 

Research, Knowledge and Action. The Collaborating Centre has a specific remit to support 

WHO Europe in delivering its health policy framework, Health 2020, through the 

implementation of the accompanying European Action Plan for Strengthening Public Health 

Capacities and Services in the areas of governance, research and knowledge mobilisation.   

This brief Commentary captures the key themes presented and discussed at the Health 

Summit.  A more in-depth exposition of the presentations given at the Health Summit is 

planned for a special issue of Public Health to be published in June 2015.  The Commentary 

is structured around four key themes: 

 parameters of the debate  

 tensions in global governance/governance for health 

 gridlock pathways: failures in global governance 

 paths beyond gridlock. 

The speaker presentations, in conjunction with the Commentary, can be accessed at 

www.dur.ac.uk/public.health/whocc and then clicking onto WHO CC News. 

http://www.dur.ac.uk/public.health/whocc
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Parameters of the debate 

Welcoming delegates on behalf of the organisers, which included Professor Ted Schrecker 

and Dr Richard Alderslade, Professor David Hunter reminded them that the purpose of the 

Summit ‘was to focus on what actions and steps might be taken to address the many health 

challenges requiring multilateral approaches – approaches which seem harder than ever to 

secure when the key institutions are gridlocked, under-resourced, lack focus and/or are 

bypassed’.   While ‘there is no shortage of description and analysis of the problems’ there is 

‘less surety of direction when it comes to finding politically acceptable solutions to these’.  

The Summit, it was hoped, ‘would explore possible ways forward’.    

The Summit took as its starting point the Lancet/University of Oslo Health Commission on 

Global Governance for Health published in February 2014 with the aim of putting politics 

back into global health. Health is intimately inter-linked with politics and development. The 

political nature of global health and need to appreciate the social, commercial and political 

determinants were highlighted in the Commission’s report.  Understanding what is involved 

in global governance for health, including how global forces and flows influence and shape 

domestic policy, is critical.  Political action is required at both national and local levels across 

all sectors of government which influence health.  A criticism of the UN’s Millennium 

Development Goals is that health was conceived as a technical issue and not a systemic one. 

But this may reflect the fact that many governments still seem, perhaps for reasons of 

convenience, to harbour the illusion that there are technical fixes for their problems and 

that the issue lies in there being no or weak evidence to guide action.  There is therefore 

less pressure on policy-makers to find solutions to complex social problems if they can fall 

back on the argument that evidence is lacking.  There is also a need to empower policy-

makers who may lack power across programmes that are up-and-running in their country or 

region.  In many countries, for instance, ministries of health are weak and creating space for 

health from more powerful government departments or ministries can be problematic 

when it comes to achieving effective horizontal governance.   

Tensions in global governance/governance for health 

Governance today takes place against a background of significant power shifts and a 

pervasive neoliberal ideology.  The growing marketisation and individualisation of public 

policy marks a significant shift away from the post-Second World War values of collectivism 

and solidarity. Global corporations and financial markets are now – or at least are seen as 

being – beyond the reach of individual governments and nation states.   

Health inequalities are often understood as inequalities in access to services rather than in 

the whole of government and whole of society sense as articulated in WHO Europe’s Health 

2020 policy framework.  A concern with social justice and equity cannot be assumed to exist 

across all countries, even among the 53 Member States comprising WHO Europe.  The 
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status of public health remains low in many European countries let alone elsewhere in the 

world. Further afield, countries like the US have a different collective culture concerning 

issues such as social justice and equality and are not unequivocally signed up to such ideas. 

Civil society is deemed to be important as a platform for action – it has, in the words of one 

speaker, ‘enormous power’ and the public health community should endeavour to seek to 

form a strong alliance with it.  Civil society can be thought of as being made up of three 

groups: those that are part of the system; those that are ameliorative; and those that are 

transformative, that is, attempting to challenge the status quo.  However, paradoxically 

perhaps, although the role of civil society is seen to be important, it is also weak and 

unexplored in terms of what might be done to engage it more effectively.  But civil society is 

not monolithic and comprises complex competing interests with people sometimes 

appearing to act against their own interests.  It is also important not to view civil society as a 

‘panacea’ when there is an accountability issue and absence of transparency. Having a more 

sophisticated and wider understanding of power differentials among different groups of 

actors and how this is exercised in health systems, including by NGOs, would be an 

important starting point in any political analysis. 

There is also a question to be asked about whether poverty is primarily a national or 

international issue.  The answer is a combination of both.  Around 70% of the world’s 

poorest people no longer live in the world’s poorest countries – ‘austerity is always 

selective’.  For instance, the poorest regions in the UK are poorer than anywhere else in 

Northern Europe, and we have the largest intra-regional economic inequalities of any EU 

country.    

Gridlock pathways: failures in global governance 

Emerging multi-polarity 

Since the Second World War we have had a system of multilateral governance which is now 

widely seen to be less effective than hitherto.  From this follows a questioning of the 

legitimacy of the post-World War II international order which has led to a ‘crisis of 

multilateralism’.   A set of arrangements that were seen as innovative and working 

reasonably effectively are now no longer seen as ‘fit for purpose’.  Five global governance 

dysfunctions have been identified by the Lancet/University of Oslo Health Commission:  

weak accountability, democratic deficit, missing/weak institutions, inadequate policy space, 

and institutional ‘stickiness’.   

Multilateralism has enabled more actors to engage with the institutions and their 

deliberations but over time it has become a victim of its own success with its virtues, 

including finding common or shared solutions to complex problems that transcend 

individual countries, now becoming a serious impediment to getting things done.  Greater 
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interdependency has made it more difficult to get agreement among countries with a 

divergence of interests and increased transaction costs.  Combined with changes in 

technology, communications and the way in which capitalism has evolved, these institutions 

are now experiencing a state of gridlock. 

The role of ideology cannot be discounted, in particular the spread of neoliberalism.  As part 

of the narrative surrounding neoliberal thinking, we – that is, all of us – are sold the idea 

that the UN is antiquated and that we need new players like the Bill and Melinda Gates 

Foundation to step in.  It is all part of a general critique of public institutions and a 

corresponding reverence for private ones.  The result is an increasingly crowded field when 

it comes to sources of authority on global health issues, including WHO, IMF, World Bank, 

the Gates Foundation.  They create challenges to cooperation and potentially create a more 

fragmented and disjointed approach. 

The weakening of multilateralism and rise of neoliberalism has resulted in an increase in the 

power of global companies.   Among other consequences, health is thereby subordinated to 

profit and economic growth as is evident in the aims and purposes of the EU-US 

Transatlantic Trade and Investment Partnership (TTIP), and the manner in which it is being 

pushed through governments despite growing public opposition to much of its content. 

There is a drive, of which TTIP is a prime example, to shape democracy in line with 

capitalism, not the other way around.  Politics need to be brought back into governance.  

With the current governance model, there is power without accountability.  

Institutional inertia 

In the absence of a strong political dimension, and as noted above, increasingly there is 

power without accountability in the global health governance domain. Inertia arises from 

the competing and divergent interests evident among different institutions and 

stakeholders. 

The UN system was designed to incentivise the most powerful players globally to stay 

involved while ensuring universal participation but in the last decade it has not been 

responsive to new emerging states and institutions and the shifts in power, for example, 

from West to East.    

Although not an especially new development, the scale of philanthropy has grown and is 

now venerated and regarded as a publically accepted form of governance and source of 

funds.  But the crucial difference is that this is an optional and not a mandated 

responsibility. 

Harder (complex) problems 
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Problems confronting governments globally are becoming harder to resolve.  They include 

international trade (which cut across foreign and domestic issues), climate change (where 

there is a significant divergence of interests between low and high income countries) and of 

course health. 

To tackle these problems afresh and in ways which might lead to real and sustainable 

change there is a need to consider the ‘political determinants of health’.  Part of this way of 

thinking entails using terms like ‘inequity’ not ‘inequality’, and ‘governance for health’ not 

‘governance of health’.   

It is debatable whether health and wellbeing should be at the core of global governance and 

policy, for example, along the lines of the widely canvassed Health in All Policies (HiAP) 

initiative. The risk is that those involved in the health agenda may be too myopic and closed 

off, failing to see the need to adopt wider ‘whole of government’ and ‘whole of society’ 

perspectives. Health can be seen as ‘imperialist’ in relation to other sectors.  In WHO 

Europe’s Health 2020 policy framework a whole of government/whole of society approach 

‘embraces HiAP’ while recognising the important contribution other sectors make to 

‘wicked’ health problems that transcend particular policy sectors and professional 

boundaries. Sometimes health does not need to be the priority to make it the main 

outcome – ‘sometimes the answers are right in front of your face’ and ‘you don’t need to 

put health in there to have health outcomes’.  

A whole of society approach is made more difficult by the absence of sufficient civil society 

participation. Moreover, a focus on health may not get to the root causes of societal 

problems that manifest themselves in poor health as only one part of several dimensions – a 

point that is emphasised in the Lancet/University of Oslo Health Commission’s report (see 

p.636).  

Fragmentation 

When health becomes depoliticised, the results can be catastrophic. As one speaker argued, 

‘risk definition is a power game and the perception of risk becomes the driver of global 

governance for health’.  A good example concerns the Ebola outbreak in West Africa.  Some 

analysts consider that it is treated as a technical health protection issue which can only be 

addressed with drugs and vaccines.  Yet the outbreak can be seen as a consequence of 

poverty, poor infrastructure, lack of investment in health systems and corruption in 

government.  Tackling Ebola without also tackling the underlying structural causes will be 

insufficient to prevent future outbreaks of Ebola or some other disease.  The response to 

Ebola has already drawn resources away from malaria, maternal and infant health, 

malnutrition and so on.    
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WHO was established to act as the directing and co-ordinating authority on international 

health work.  It was set up as a separate entity after World War II to be able to focus on 

technical health work and avoid becoming embroiled in the politics of the UN and it was an 

office in the UN’s predecessor, the League of Nations.  WHO has its own internal problems 

that have been well documented which have hampered its ability to respond quickly and 

effectively to health emergencies.  It has also had its budget for emergencies cut 

significantly by member states.  But it is not only WHO which experiences difficulties in 

adopting appropriate and timely action.  Getting action within countries can also be difficult 

if, for example, coalition governments are constrained in what they are able to do if they are 

unable to agree on what actions to take.  Public health in particular is not well developed 

among most EU member states let alone further afield.  Whole of government and whole of 

society approaches therefore become much more problematic and difficult to embed. 

There is a surfeit of knowledge and evidence but also a lack of collective wisdom to guide 

and shape the change in systems that is happening.  As one speaker put it, ‘what is the 

message of the global health community to the global public domain’?  

Paths through gridlock 

There are no simple or easy solutions to finding a way out of gridlock but a number of 

possibilities merit further exploration if it is accepted that the status quo is no longer an 

option. 

Social movements 

The central theme of the Summit has been the need for politics to be brought back into 

governance in the manner described by the Lancet/University of Oslo Health Commission 

and to figure much more prominently in discussions around policy.  At the same time, civil 

society must be encouraged and equipped to drive the agenda and enable change to occur 

locally within countries. Civil society may provide a new platform to rejuvenate interest in 

politics and counter the prevailing apathy and cynicism concerning politics and politicians 

(as was evident in the vigorous and spontaneous outpouring of community led political 

debate spawned by the Scottish independence referendum in September 2014). 

Civil society is a slippery term and difficult to define and pin down with precision.  It is also 

not a homogenous entity and the power differentials contained within it are considerable.  

Greater transparency is required to promote grassroots policies.  But embedding civil 

society activities and harnessing what might emerge from them is another challenge for 

governments.  Is it to be achieved through urban planning or through some other means? 
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A civil society focus must not become a form of ‘social dumping’ whereby responsibility is 

shifted onto civil society.  Mandates for responsibility for health must reside with 

governments. 

Institutional adaption 

The health sector and nation states cannot address health inequities and their underlying 

political causes on their own.  Global political solutions and new global social norms are 

needed.  There will need to be more interaction between foreign policy and the domestic 

health sphere.  Also, the WHO will need to strengthen its resources for scoping the political 

environment so that shifts in political moods can be anticipated in advance and prepared for 

accordingly.    

The solution to transnationalism is greater collaboration across borders. But in order to 

consolidate change of this type it must be institutionally based.   

Within countries, as the example of Scotland shows, resilience can be built into policy to 

counter the effects, and break the vicious cycle, of inequalities.  A deeper understanding of 

the biopsychosocial effects of deprivation in health is required.  Such an understanding 

informed the Scottish Government’s approach to a whole of government and whole of 

society approach informed by asset based thinking.  A key lesson from this work is that 

governments have to lead and take back power where required. 

Identifying what makes treaties work may provide opportunities to develop incentives for 

cooperation and for influencing trade agreements.  There is the example of Montreal 

Convention on Substances that Deplete the Ozone Layer which successfully achieved 

cooperation between countries although some dispute how typical this Convention is given 

the nature of the actors involved, the availability of technology and the distribution of costs 

and benefits.  Treaties must make it in the interests of countries to participate and comply.   

Institutional reform 

Global governance for health is needed comprising rules, enforcement and the monitoring 

of systems. It is not self-evident that the WHO as presently constituted is in a position to 

undertake this task since, as was pointed out earlier, global governance for health reaches 

far beyond the confines of the WHO. 

Markets depend on rules so there is no reason why global markets cannot reduce cost 

externalities, building in the embedded human and environmental costs of their activities. 

There will need to be incentives to obtain agreement.  

Health systems are not machines but complex adaptive systems where solutions are 

emergent rather than determined.  Applying complex systems thinking points towards 
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building on emergent principles and sharing what works horizontally rather than via a 

vertical top-down approach.  The Scottish Government’s adoption of a whole of government 

approach to tackling wellbeing is an example of such an approach.  

Strong leaders  

Health is a form of ‘soft power’ and a ‘political tool’ which is why reinstating the political 

determinants of health is so important. A new political economy is needed alongside 

traditional economics and the other social sciences. 

Policy entrepreneurialism is needed to counter the sense of inevitability of inequity – it is a 

key message from the Scottish Government’s experience. 

The political leverage afforded by Health 2020 is also important and WHO has ‘access to the 

ears of decision-makers’ although ‘it cannot make as much noise as some NGOs can’.  The 

local level is most appropriate to implement such policies provided they are multi-sectoral, 

bottom up, empowering and engaging.   Which is why the need is to speak not only to public 

health audiences but also to education, transport, the built environment interests and 

others. Mayors and local leaders are beginning to see themselves as influential actors in 

global health and believe they have the power to act on issues such as climate change, 

obesity and other policy areas. 

Leaders need to be value-based but also evidence-informed.  They need to avoid being 

blown off course by academics ‘killing’ the evidence by overcomplicating it.  Leaders need to 

be able to translate the evidence and find ways of incorporating it into their narrative for 

changing health systems. There is a need for real time learning and ‘solution labs’ or what 

one participant termed ‘dialogue-based change innovation’.     

Achieving change in complex systems requires, first, destabilising existing systems and then, 

second, creating order generating rules that are kept simple to allow experimentation and 

emergence through adopting a Plan Do Study Act approach but doing it at scale and not 

through piecemeal and time limited projects.  

Concluding Comment 

The Health Summit had no preconceived agenda or outcome.  It did not result in a clear set 

of policy prescriptions.  Nor was it designed to produce any or even a declaration or 

communique.  Rather, it served as a space in which to reflect on a set of dynamic and 

complex issues that are vexing policy-makers and those with an interest in the future 

direction and shape of governance for health.  Teasing out the issues with a view to finding 

a way forward remains work in progress.  If the Durham Health Summit contributed in some 

small measure to that task then it will have been of value.  Let the discussion and search for 

solutions continue. 
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Note 

This Commentary has been written by David J Hunter with reference to notes on the Health 

Summit taken by Emily Henderson, Shelina Visram, Linda Marks and Paula Franklin.  

Comments on an earlier draft were received from co-organisers, Ted Schrecker and Richard 

Alderslade, and by some of the speakers.  Responsibility for the final text rests with David 

Hunter to whom any comments should be directed. 

December 2014 


