EDITORIALS

that ought to circumvent these problems, all too often they
fail in practice.
The conflict between private interests in science, protected by patents and cloaked in secrecy, and open access
research remains one of the most contentious issues in modern science and one that affects us all. This latest scientific
development is simply another arena in which this conflict
will play out.
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The past decade has been a “golden window” for global
health.1 New disease specific health initiatives and major
new funding programmes have contributed to impressive
gains.2 3 In 2008, for example, 10 000 fewer children were
dying each day than in 1990.3 But there are disturbing signs
that the window may be closing.
Donor agencies have warned African countries that financial help for HIV treatment programmes cannot be assured.1
The Global Fund to Fight AIDS, tuberculosis, and malaria and
the Global Alliance for Vaccines and Immunisation (GAVI
Alliance) face serious funding shortfalls. The Spanish government just announced that it will cut foreign aid by €600m
(£506m; $734m) as part of its austerity measures, and other
donor governments seem likely to follow suit.4 Without sustained funding to strengthen the fragile health infrastructure
of developing countries, the millennium development goals
are unlikely to be reached.
How will the global health community respond? One risk
is that the various sub-communities, or silos, such as those
working on HIV, malaria, vaccines, or health systems, will
advocate and compete for their own stake in the shrinking
pot of donor money.
A more rational response would be for the community to
come together and agree on a “cross cutting” agenda for global health. Such an agenda should focus on how to get the
overall global health architecture right, and how to ensure
maximum return for every dollar invested.
This agenda should tackle four key areas. A better understanding of these interconnected areas could help to lay a
foundation to make decisions in global health that are based
more on empirical analysis and less on disease based advocacy or political whim.
The first point is to ensure a robust sustained way to finance
the global health system. Most interest currently centres on
innovative financing mechanisms, the “new architecture
for development.”5 The high level Taskforce on Innovative
International Financing for Health Systems laid out a menu
of different mechanisms.6 Some are up and running, such as

the “mandatory solidarity levy” on airline tickets that generates about €180m a year in France, most of which goes
to UNITAID to support the scaling up of treatments for HIV,
tuberculosis, and malaria. Others, such as a proposed tax on
currency market transactions, are at an earlier stage.
One problem with these new mechanisms is that they tend
to fund specific silos and so could perpetuate the fragmentation in global health. Another is that they risk letting donors
off the hook for their unfulfilled commitments—the group of
eight countries (G8), for example, has failed to live up to its
2005 Gleneagles commitments.7 From a cross cutting viewpoint, it would be valuable to stand back and consider the
implications of these new financing mechanisms, which are
adding yet more complexity to an already messy global health
landscape. Could they be launched in a more strategic and
coordinated way? Could they be harmonised and reorganised to raise money explicitly to support horizontal integrated
delivery of health through stronger health systems?
A second point is to make sure that money raised is spent
rationally and efficiently, with a strong focus on supporting
the needs of countries and better alignment between aid flows
and national priorities, as laid out in the Paris Declaration on
Aid Effectiveness.8 Here there are lessons to be learnt from the
new and innovative global health initiatives. The global fund
and the GAVI Alliance adopted demand driven approaches
to development assistance, in which money is invested in
programmes proposed by developing countries themselves
rather than by donors. Could demand driven financing be
a model for basing global health decisions on the needs
expressed by countries themselves rather than on the latest
“fashionable” topic?
A third point is to encourage donors to use strategic
methods for deciding how much money to allocate directly
to countries and how much to invest in multilateral funds,
such as the global fund. At present these decisions seem to be
ad hoc. Why, for example, did the government of the United
States reduce its proposed allocation to the global fund in its
budget for financial year 2011 compared with 2010? These
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kinds of decisions should be made less haphazardly and be
based more on an overarching framework that considers the
strengths and weaknesses of bilateral versus multilateral
assistance for global health.
The final point is to develop better methods to track funding flows, estimate funding gaps, and evaluate whether funds
have been spent in ways that improve health. The data on
global health funding flows have been called “messy and
inadequately tracked,”9 although the Institute for Health
Metrics and Evaluation has developed better tracking methods.2 The science of estimating funding gaps faces major
hurdles, as shown by the wide range of estimates for how
much money will be needed to reach the health millennium
development goals.10 As for evaluating global health initiatives, we agree with the Lancet that the lack of serious commitment to such evaluation is “damaging the entire global
health movement.”11
We realise that a cross cutting agenda would require an
extraordinary degree of joint working among multiple global
health actors. But there are promising signs of more “joined
up” thinking: eight of the largest global health agencies
recently made a joint commitment towards “analysis, synthesis, validation, and use of health data”12; the global fund,
GAVI Alliance, and World Bank are entering a partnership to
create a joint platform for strengthening health systems; and
the Obama administration’s Global Health Initiative takes a
more integrated, government-wide approach than that taken
by previous US administrations.
Cross cutting policy matters tend to be neglected for several reasons. There is no vigorous advocacy or lobby group
for these matters. A cross cutting agenda can feel threatening
to some advocates for specific health topics. From a political perspective, the agenda will hardly win votes—it will not
cause ripples of excitement to run through parliaments or
electorates. But if we remain stuck in our silos during this
time of economic uncertainty we will miss our opportunity
to fashion an overarching global health system that can effectively deliver health for all.

Competing interests: All authors have completed the Unified Competing
Interests form at www.icmje.org/coi_disclosure.pdf (available on request
from the corresponding author) and declare: (1) No financial support from any
commercial entity for the submitted work; (2) RF is adviser to McKinsey and
Company and chair of the health policy advisory board at Gilead Sciences; CS
leads SEEK Development, a global health and development consulting group;
GY declares no financial relationships with commercial entities that might have
an interest in the submitted work; (3) RF is married to Neelam Sekhri Feachem,
the chief executive officer of Healthcare Redesign Group; CS and GY have no
spouse, partner, or children with relationships with commercial entities that
might have an interest in the submitted work; (4) RF has held senior positions
at the World Bank and the Global Fund to Fight AIDS, Tuberculosis, and Malaria
and has advised several bilateral and multilateral development financing
organisations. He directs the Global Health Group (GHG) and the Evidence-toPolicy Initiative, E2Pi; both the GHG and E2Pi have received financial support
from the Bill and Melinda Gates Foundation and E2Pi has also received support
from the global fund. He is a member of the scientific oversight group that
advises the board of the Institute for Health Metrics and Evaluation. GY co-leads
E2Pi in the Global Health Group at the University of California, San Francisco. CS
has held senior positions at the global fund, and advises bilateral and multilateral
development institutions on a range of strategic and policy questions.
1
2
3
4
5
6

7
8
9
10
11
12

McNeil D Jr. At front lines, AIDS war is falling apart. New York Times 2010.
www.nytimes.com/2010/05/10/world/africa/10aids.html.
Ravishankar N, Gubbins P, Cooley RJ, Leach-Kemon K, Michaud CM,
Jamison D, et al. Financing of global health: tracking development
assistance for health from 1990 to 2007. Lancet 2009;373:2113-24.
You D, Wardlaw T, Salama P, Jones G. Levels and trends in under-5
mortality, 1990-2008. Lancet 2010;375:100-3.
Mallet M. Tough new Spanish austerity measures. Financial Times 2010.
www.ft.com/cms/s/0/91ca42de-5d9e-11df-b4fc-00144feab49a.html.
Anderson T. Innovative financing of health care. BMJ 2009;339:b4235
Taskforce on Innovative International Financing for Health Systems.
More money for health, and more health for the money. www.
internationalhealthpartnership.net//CMS_files/documents/taskforce_
report_EN.pdf.
Organization for Economic Cooperation and Development. Donors’ mixed
aid performance for 2010 sparks concern. 2010. www.oecd.org/documen
t/20/0,3343,en_2649_34447_44617556_1_1_1_37413,00.html.
Organization for Economic Cooperation and Development. The Paris
Declaration and Accra Agenda for Action. www.oecd.org/document/18/0,
3343,en_2649_3236398_35401554_1_1_1_1,00.html.
McCoy D, Chand S, Sridhar D. Global health funding: how much, where it
comes from and where it goes. Health Policy Plann 2009;24:407-17.
Schäferhoff M, Schrade C, Yamey G. Financing maternal and child health—
what are the limitations in estimating donor flows and resource needs?
PLoS Med 2010 [forthcoming].
Evaluation: the top priority for global health [editorial]. Lancet
2010;375:526.
Chan M, Kazatchkine M, Lob-Levyt J, Obaid T, Schweizer J, Sidibe M,
et al. Meeting the demand for results and accountability: a call for
action on health data from eight global health agencies. PLoS Med
2010;7:e1000223.

Female genital mutilation
Paediatricians should resist its medicalisation
Susan Bewley consultant
obstetrician, Guy’s and St Thomas’
NHS Foundation Trust, Women’s
Services, St Thomas’ Hospital,
London SE1 7EH
susan.bewley@gstt.nhs.uk
Sarah Creighton consultant
gynaecologist, University College
London Hospitals NHS Foundation
Trust, Department of Women’s
Health, London NW1 2PG
Comfort Momoh female
genital mutilation/public health
specialist, Guy’s and St Thomas’
NHS Foundation Trust, Women’s
Services, St Thomas’ Hospital,
London SE1 7EH

Cite this as: BMJ 2010;340:c2728

Female genital mutilation is defined by the World Health
Organization as any procedure that involves partial or total
removal of the external genitalia or other injury to the female
genital organs for non-medical reasons.1 Worldwide, 100140 million girls and women are estimated to live with the
consequences of such practices.
Although a graded classification of types exists,2 female
genital mutilation is recognised internationally as a violation of human rights with no health benefits. Immediate
risks include haemorrhage, infection, and death. Long
term consequences include menstrual problems, infertility,
psychosexual and psychological difficulties, and adverse
obstetric outcomes including caesarean section, perineal
trauma, haemorrhage, and perinatal death.3 So why did the
American Academy of Paediatrics (AAP) amend an earlier
policy to suggest that United States law could be changed to
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allow doctors to “nick” female genitalia, as a cultural compromise?4 Women’s rights organisations, the World Health
Organization, and the UK Royal Colleges of Obstetrics and
Gynaecology and Paediatrics and Child Health all expressed
dismay.5 6 The AAP released a statement on 27 May to say
that they have withdrawn the policy,7 but at the time of going
to press it remains available unchanged on their website.4
Migration has led to an increase in women with genital
mutilation in developed countries. In 2001, 66 000 were estimated to live in England and Wales, with over 20 000 young
girls at risk. An estimated 1.43% of all childbirths in 2004
occurred in women with genital mutilation (6.3% in inner
London).8 The 1985 Prohibition of Female Circumcision Act
made it an offence to carry out, aid, abet, or procure any form
of female genital mutilation in the United Kingdom. The 2003
Female Mutilation Act closed the loophole that allowed fami1317

