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INTRODUCTION

Community of Practitioners on Accountability and Social Action in Health  (COPASAH) along with like-

minded organisations hosted a 'practitioner-centred' Symposium, with the theme Leaving No One 

Behind: Strengthening Community Centred Health Systems for Achieving Sustainable Development 

Goals from October 15-18, 2019. The Symposium focused on sharing and learning of accountability 

praxis by practitioners of diverse cultural, linguistic, geopolitical and national contexts, primarily from 

the global south. This Symposium facilitated interactions, between around  500 delegates from over 40 

countries representing Latin America, Africa, South Eastern/Central Europe, South Asia and pro-people 

intellectuals/researchers from Global North and Asia-Pacic. The participants included practitioners in 

health; policymakers, academics, researchers, and other activists on common issues of concern. 

INTERTHEMATIC SESSIONS IN COPASAH GLOBAL SYMPOSIUM 

The interactions and exchanges in the COPASAH Global Symposium were facilitated through different 

sessions and themes deliberating on varied practices of accountability. The Symposium also witnessed 

inter-thematic session's facilitated discussions around critical and intersecting themes and issues that 

determine the politics of social accountability in its interface with global policies. Amongst the twelve 

inter-thematic sessions in the symposium, a session focusing on the theme “For-Prot Actors, Global 

Governance and Accountability in Health” hosted by COPASAH was held on October 17, 2019. 

CONTEXT OF THE SESSION

SESSION SNAPSHOT

Session: For-Prot Actors, Global Governance and Accountability in Health

Moderators: E. Premdas Pinto, Centre for Health and Social Justice (CHSJ), India and Prof. Rama V. 

Baru, Jawaharlal Nehru University (JNU), India

PANELISTS

·��Jashodhara Dasgupta, National Foundation of India(NFI) India

·��Anuj Kapilashrami, Queen Mary University(QMU), London, UK

·��Gopa Kumar KM, Third World Network (TWN), India

·��Sarojini NB, Sama, India

·��Moses Mulumba, Center for Health Human Rights and Development (CEHURD), Uganda

·� �Borjan Pavlovski, Association for Emancipation, Solidarity and Equality of Women of Republic of 

Macedonia (ESE), Macedonia

Opening Remarks: The moderators welcomed all the delegates and stated that there is interestingly 

range of issues impacting the health systems globally.  They invited the panelists to speak on the health 

systems issues. 

PRESENTATIONS BY PANELISTS

1. Jashodhara Dasgupta from NFI, India opened her presentation by stressing on the need for 

understanding the political determinants of health. She remarked that the Michael Marmot report on 

social determinants of health goes deeper in understanding the root causes of inequality, but there is a 

need to understand the political determinants also. She emphasised on the necessity of upholding and 

2



3

protecting people's struggles. She outlined examples of resistance shown by people in India towards 

policies related to trade agreements- such as the promotion of genetically modied crops, bauxite 

mining, and Bhopal factory etc. She said that the resultant actions of these policies are enormously 

devastating as these devastate food security and affect the health of the people. 

Reecting on transnational governance, she opined that it is difcult as members of transnational 

corporations do not belong to just one country and institutions like World Health Organisation (WHO) 

cannot control the private for-prot actors. Commenting on the global scenario, she said that even with 

grievance redressal mechanisms existing, smaller countries are eager for developed countries to 

approach them due to due weak accountability. There is still insufcient attention being paid to health 

priorities, and the focus is more on economic growth. She emphasised on the need for research that 

convinces the international actors to have strong global governance to safeguard health.

2. Anuj Kapilashrami from QMU London, UK began her presentation by outlining the impact of 

neoliberalism on health policy in terms of the dangerous element, i.e. structural adjustment programs 

(SAPs), which led to rolling out of the state. She said that a steep rise in the Public-Private Partnership 

(PPPs) paradigm had been observed which is grounded in the new public management and professes 

the idea that the state has failed and is unable to meet the complex health needs. This justication is 

given simply that the public health system is weak and needs to partner with the private.  She informed 

that currently there are more than 120 global health PPPs- with more heterogeneity at the country 

level. The growth of PPPs is blurring the role of the private and the public, thus diffusing accountability. 

There is a lack of transparency in the ow of donor PPPs. The funds are not going to developing 
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countries. Even if the funds are being given most of the time PPPs are not able to stick to the health 

system components, she remarked. She opined that the private sectors in health care services are a 

threat to health systems and implementation for universal access. She emphasized on the need for 

radical reforms, the need for developing a radical proposal to redistribute wealth and the need to 

monitor global nancial ows. 

3. Gopa Kumar KM from TWN, India stressed on the need for demanding accountability from the 

pharmaceutical industry. He opined that there is a lack of transparency in terms of data and data 

suppression related to clinical trials and the prices of drugs.  The reason for this suppression is that 

people will question the ethicality of the clinical trials and the overcharged prices of drugs. Information 

asymmetry is taken as an advantage by the pharmaceutical company by charging high prices. Cancer 

medicines are sold at higher prices with the assurance that these will extend life for six months. He said 

that the overcharged price of drugs lead to denial of accessibility to many, and it is a violation of 

human rights and rights to science. The irony is that most of the pharmaceutical industries are part of the 

PPPs. For example, the BMG Trust makes a massive investment in these industries. He outlined that it is 

signicant to know who is setting the standards.  It is not the WHO, but the International Council for 

Harmonisation of Technical Requirements for Pharmaceuticals for Human Use (ICH) which makes the 

regulatory capture. Though generic medicines can be made available, institutions such as ICH makes it 

difcult. He said, it is pertinent to explore that at the international level, how do we make them 

accountable? He added that the working groups on business and human rights and binding treaty on 

business and human right need to be actively involved in making the pharmaceutical companies more 

accountable to patients' rights. 

4. Sarojini NB from Sama, India spoke about the regulation of medical technology and the private 

sector. She outlined that the current “make in India” dialogue is encouraging the private sector to come 

to the forefront, but the question remains, how should regulation be established. She added that case 
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studies on the success of medical technology had been highlighted, but the aftermath, which is the 

health outcome, has not been spoken of.  For example, a 74-year-old woman was able to deliver twins- 

but her health was never asked about? She said that the larger question that remains is how the medical 

technology such as the Assisted Reproductive Technology (ART) can be regulated. Advertisements are 

shown with offers for such procedures during the festival season (such as Diwali offer) in India. In the 

state of Gujarat, India it was highlighted about the rst uterus transplant- this is simply a case of 
 imposing patriarchal normsthat you have to have your own child and considered the donor uterus as not 

useful anymore - a reductionist concept of body, she added. She said that no social and political 

questions had been asked on this. She lamented that in a country like India, where people need mainly 

preventive measures; there is much investment in medical technologies. Religion also plays a role in 

India where the right-wing bodies like RSS (Rashtriya Swayamsevak Sangh) reclaim that Indians were 

the original Aryans and needs to reproduce tall and fair babies. This is highlighted in national 

newspapers. She queried that isn't' it an act to promote eugenics?

5. Moses Mulumba from CEHURD Uganda shared experiences of PPPs from Uganda.  The PPPs in 

Uganda are classied into three categories, i.e. private for-prot, private not for prot and as loan/ 

grant/ donors. He added that the private not for prot, such as religion is not encouraging progressive 

policies in the areas of sexual and reproductive health. In 1954, PPPs were mentioned in a report which 

listed it as Public Subsidy through Voluntary sector. In 1961, a notice gave more power t the voluntary 

health sector. In 1986, it was emphasised that the government must have collaboration with the private.  

Moses questioned that such notices raise a question that is the government entertaining the private 

sector or in the private sector entertaining the government?  He outlined that the major areas of PPPs 

start with service delivery. A famous hospital was privatised in Uganda by signing the contract with the 

corporates from Italy. Governments get ready to give millions of dollars to the private sector but not 

when asked by the civil society to strengthen the public health system; it doesn't pay any heed. He 

emphasized on the need of the state to be made more accountable by making it reclaim its position and 

function more.

6. Borjan Pavlovski from ESE, Macedonia shared about experiences of PPPs from Macedonia. Borjan 

outlined that the health system in Macedonia is based on the health insurance model. The out-of-pocket 

expenditure for people is high regardless of insurance. The 'failure of the public health system' forces 

people to use the private sector.  He said that in Macedonia, the insurance model leads to unnecessary 

surgical procedures, a higher number of diagnostics prescription, and lack of availability of free 

medicines. He cited examples from case studies like a case of the primary health care gynaecologist 

who is also working as a private entity at the same time.  He shared instances of illegal charges of 

treatment at the government health facility. Borjan added that measures had been taken by the civil 

society as part of social accountability and legal empowerment processes, but challenges continue to 

remain as most of the time women patients are reluctant to le a complaint against the malpractices 

done by the gynaecologists. The lack of specialists such as gynaecologists gives the gynaecologists also 

more “power”. Apprising about the current scenario in Macedonia, he said that the law for access to 

information does not cover private entities and the current new Prime Minister is also keen on promoting 

privatisation in the country. 



DISCUSSION 

The elaborate and enriching panel presentations were followed by some questions and comments from 

the delegates. A signicant question was raised on how bilateral agreements can be negotiated by 

making the World Trade Organisation (WTO) more accountable to citizen rights. Though foreign 

countries are supplying drugs, medical devices, etc. but they should not be involved in formulating the 

Public Health Acts. It was expressed that citizen solidarity is required so that the bilateral treaties that 

are signed do not compromise the health of the people.  Participants also shared examples of the lack 

of regulation of the private sector. For example, it was outlined that a lot of public resources were given 

to the private sector in the state of Maharashtra in India, but they have no accountability at all, or they 

are never made accountable. It was expressed that there is no control of the private sector by the 

public, shall this be allowed to continue in the context when health care is a public good. It was mooted 

that the question that remains unanswered is that why is there so much of engagement with the private 

sector. 

The moderators concluded the session by stressing on the need to make pharmaceutical companies 

more accountable by asking them for transparency in clinical trials and data. It was opined by them that 

the data is used by the private sector to further their business interests, though it belongs to the people. 

They stressed on the need of reclaiming the data by the people. The session concluded with a vote of 

thanks by the moderators. 
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