
It is a common failure of the imagination to
dismiss as a “soft” add-on to foreign policy
American efforts to combat pestilence and
ill-health elsewhere. In blunt truth, the
United States benefits doubly from every
victory won abroad, not only in the intangi-
ble form of goodwill but also in our own
homeland defense against disease. The re-
turns for relatively modest expenditures are
enormous. As part of America’s self-exami-
nation in the wake of September 11, this
overlooked dimension of Washington’s glo-
bal role cries out for attention. Immediately,
an exceptionally promising opportunity is to
work with Russia to help arrest a continu-
ing and dismaying decline in fertility and
life expectancy.

Foreign health assistance deserves a cor-
responding rank with other vital elements 
of diplomacy—security, trade, and develop-
ment. The humanitarian concerns are obvi-
ous. The enormous health and medical re-
sources possessed by the United States—
knowledge, pharmaceutical and medical in-
dustries, trained personnel, and effective
nongovernmental organizations—speak 
for themselves. Yet the record of the last
decade, during which the U.S. government
devoted less than 0.1 percent of the coun-
try’s gross national product to foreign health
programs, and thus ranks behind all other
industrialized states, also sadly speaks for 
itself.

A recent report prepared by the Council
on Foreign Relations contends that both
“narrow” and “enlightened” self-interest are
important in guiding our policies for health
assistance as part of our overriding foreign

policy. We are understandably anxious about
the specter of infectious disease—HIV/AIDS,
tuberculosis, including the drug-resistant
form, and other emerging infections—in-
truding on our shores. The threat is ampli-
fied by the mobility of peoples. The tuber-
culosis epidemic in New York City ten years
ago and its lower but still worrying preva-
lence there now are in part attributable to
travel and immigration from other coun-
tries, including high-tuberculosis areas of
the former Soviet republics.

A broader self-interest argument derives
from the relationship between social well-
being and health, on the one hand, and po-
litical stability and economic development
on the other. The conventional wisdom in
some quarters is that health status, like
boats, will rise with improvement in eco-
nomic status. In fact, health both influences
and is affected by economic development.
Health is both an economic input and an
output. High prevalence of disease and dis-
ability, and reduced longevity, compromises
productivity. Forty-two percent of U.S.
trade is with developing nations, and their
economic health contributes to ours.

The linkage between health status and a
stable civil society has been long recognized.
Otto von Bismarck acknowledged this rela-
tionship in 1883 by enacting the first na-
tional health insurance program precisely to
preserve civil order and political stability in
Germany. The Carnegie Commission on
Preventing Deadly Conflict contended six
years ago that “among the most urgent
needs for international assistance is to help
fund safety net programs….”1 The authors
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of this report argued that this was not chari-
ty but an investment in economic reform of
countries on behalf of long-term stability.
The interplay of humanitarian, economic,
and security concerns underlying foreign as-
sistance has been repeatedly noted in succes-
sive reviews of foreign aid, beginning with
the Marshall Plan.2 Historically, in fact,
there are some highly successful examples in
which health was used explicitly as an in-
strument of foreign policy. Their scale and
creativity contrast sharply with the still-in-
adequate assistance programs for health in
Russia. Among them was the effort to eradi-
cate yellow fever. In 1900, Walter Reed and
his collaborators, working in Havana,
proved the theory of C. J. Finlay that the
disease was caused by a mosquito-borne in-
fection. The sanitation expert W. C. Gorgas
shortly thereafter demonstrated (through his
work in the Panama Canal Zone and else-
where in the world) that the disease could
be controlled through mosquito eradication
measures (which also served to control
malaria). The subsequent development of a
yellow fever vaccine, along with the applica-
tion of strict quanrantine measures, further
aided in the control of the disease.

In 1940, the European war gave new 
urgency to strengthening ties with Latin
America. Many believed that stationing
U.S. troops in Latin America would become
necessary. This, in turn, gave high priority
to reducing threats of malaria and other en-
demic tropical diseases. In addition, the
United States was concerned with gaining
access to certain resources such as rubber,
protecting the Panama Canal, and luring
Argentina and Paraguay away from the Axis
camp. Nelson Rockefeller, then a dollar-a-
year man in the Roosevelt administration,
acting with the strong support of President
Roosevelt, established an Institute for Inter-
American Affairs as a quasi-governmental
corporation devoted to health and medicine
assistance for 18 Latin American nations.
Members of the staff of the Rockefeller
Foundation were heavily involved in this

project and impressed upon Nelson Rocke-
feller the importance of health as a vital ele-
ment in Latin American social and economic
development. The institute was, in fact, one
of a number of extra-governmental groups
established with presidential leadership to
serve foreign policy concerns in Latin Amer-
ica. Besides health and sanitation, projects
centered on nutrition, housing, agriculture,
and other public works. The extra- or quasi-
governmental form was chosen explicitly to
allow for flexibility, to encourage contribu-
tions by professionals from the academic and
foundation communities, and to avoid nor-
mal regulatory restrictions.

Physicians and sanitary engineers were
deployed from the Public Health Service to
the military. Close cooperation with host
governments was fostered in each country,
usually through the Ministries of Health.
The entire operation was directed by Brig.
Gen. George Dunham, a highly respected
authority on tropical medicine and a mem-
ber of the U.S. Army Medical Corps with
extensive experience in Panama and the
Philippines. The United States committed
itself to a specific funding level, usually
above half of the initial expense. The under-
standing in all cases was that the host coun-
try would eventually assume the entire cost.

Looking back, the Institute for Inter-
American Affairs and its health and medical
program blazed a promising path. From the
beginning, the effort was closely collabora-
tive with host governments. It enjoyed sub-
stantial continuity and longevity, coming to
an end only in 1958. In collaboration with
the Rockefeller Foundation, the program
built hospitals, nursing schools, and health
clinics. It supported training programs for
visiting nurses and health education for the
general public. It combined service, expert
advice, and training of over 1,500 physi-
cians. By 1945, three hundred Latin Ameri-
cans had received scholarships and travel
grants to the United States.3

A second example was the health pro-
gram that rose from the rubble of civil war
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in Greece. The country had barely begun to
rebuild after the Second World War. In
1947, Greece was heavily in debt, threat-
ened with economic collapse and famine. In
February 1947, a straitened Britain secretly
informed the United States that it could no
longer provide military assistance to Greece
and Turkey. Within weeks President Tru-
man announced a major aid program for
both countries, to cost $400 million, of
which $250 million was earmarked for
Greece. The aim was to help the Athens
government defeat the leftist Greek guerril-
las, who were being supported by Commu-
nist Yugoslavia, and thus halt the spread of
communism in the Near East.

The Truman Doctrine resulted in the
dispatching, in July 1947, of a combined
military and civilian mission to Greece. By
November, the American Mission had de-
veloped a strategy that combined military
and physical security, including specific
measures to improve health and social wel-
fare, based in part on the success of the ear-
lier Institute for Inter-American Affairs.4

The effort succeeded. Over a seven-year pe-
riod, specialists developed potable water
supplies in rural areas and put in place pro-
grams to reduce malaria and to modernize
hospitals and clinics.

The United States also spearheaded the
programs to eliminate smallpox and polio.
The impetus to eliminate smallpox, which
killed more people in the first three-quarters
of the twentieth century than all wars com-
bined, came from the Soviet Union in 1958.
Close cooperation between the U.S. Centers
for Disease Control, the World Health Or-
ganization, and the Soviet scientific estab-
lishment led to the eradication of the disease
in 1977. Polio Plus, an initiative of Rotary
International in connection with the U.S.
Centers for Disease Control, the United Na-
tions Childrens Fund (UNICEF), and the
World Health Organization to vaccinate
every child against polio has been operating
since the mid-1980s. Rotary International,
which has raised $2.5 billion for the fight,

expects to see the eradication of the disease
in the next two or three years.

Russia and Other Transition Societies
In the early 1990s, a group of American
economists proposed a $27 billion assistance
fund for Russia to stabilize the Russian
economy, ease the burden of internal and ex-
ternal debt, and promote economic and so-
cial stability.5 The proposal included an $8
billion “social fund” designed to tide over
the nation during an expected difficult tran-
sition period. The proposal, regrettably, was
not adopted. An opportunity was lost for
consolidating the nascent Russian democra-
cy during a period of devastating hyper-
inflation and unemployment.6

Nor was Western assistance for health
and social support for Russia afforded a high
priority. Instead, U.S. foreign assistance cen-
tered on democracy building, economic de-
velopment, and fostering a market economy.
U.S. government programs for health were
episodic, with little systematic effort toward
attracting the best private as well as govern-
mental talent and advice.

This vacuum of official leadership was
partially filled by unconnected private ef-
forts by church groups, individuals, institu-
tions, and service organizations. Although
the number and variety of these projects was
large, there was no coordination. For exam-
ple, Rotary International and individual Ro-
tary clubs provided $12 million in aid to
communities in Russia between 1993 and
2001, of which 76 percent was devoted to
health.7 These uncoordinated efforts, while
well-intentioned, certainly did not represent
a coherent program. Recent studies have un-
derscored their meager results. A review of
U.S.-Russian relations by the Carnegie Cor-
poration of New York noted the fragility of
economic progress and the disillusionment
among Russians who feel let down by unful-
filled expectations of market-based systems
and democracy.8

One coordinated effort that is yield-
ing results is the Eurasian Medical Educa-
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tion Program (EMEP), a partnership between
the American College of Physicians (ACP)
and the Institute of Health Policy Analysis.
Through its Continuing Medical Education
Program, it is introducing Russian physi-
cians to advances in Western medicine.
Western internal medicine experts share
their experience and knowledge with their
Russian colleagues at Russian regional aca-
demic centers. The program concentrates on
those diseases that are most responsible for
Russia’s devastating premature death statis-
tics. In a little over three years, 3,500 Rus-
sian physicians have participated in the 
program.

EMEP is working on a “swords to plow-
shares” initiative that would employ former
Soviet bio-warfare scientists to redirect their
expertise toward fighting infectious diseases.
The Soviet Biopreparat program once em-
ployed 50,000 scientists, technicians, and
support staff in 47 biological warfare labora-
tories and testing sites. EMEP is working
with the U.S. National Institutes of Health
and the Nuclear Threat Initiative (begun by
former senator Sam Nunn and funded by
Ted Turner) to explore ways of using some
of these former biological warfare labs as 
diagnostic laboratories for tuberculosis
(which is epidemic in Russia, especially in
the prison system), HIV, and other infectious
diseases, and to employ these scientists 
constructively.

A New Opportunity
Immediately following September 11, the
U.S. administration began to forge a coali-
tion in the struggle against terrorism, of
which Russia is a key member. For the first
time since 1941, Moscow and Washington
are united by a common enemy. This seis-
mic change favors collaborations that were
once deemed impossible, such as stationing
U.S. troops on former Soviet soil (in Uzbek-
istan). An important security issue for Rus-
sia is a relentless decline in population of
0.4 to 0.6 percent per year. Russia sustained
a net loss of 750,000 persons last year. The

major contributors are falling fertility rates
and, more important, increased mortality.
This decline in population, unprecedented
in time of peace, is most striking among
those who should be among the most pro-
ductive citizens, young and middle-aged
males. Life expectancy for males, which
reached a nadir of 57 years in 1994, had on-
ly risen to 59 in 2000.9

“The most acute problem facing Rus-
sia is its declining population,” President
Vladimir Putin said in his first presidential
address to the Russian people in July 2000.
Unless reversed, “the very survival of the na-
tion will be endangered,” he warned.10 The
principal contributors to premature death
are cardiovascular disease and the effects of
violence. More than half of the deaths of
males are due to heart attacks and strokes.
This reflects self-imposed risk factors (prin-
cipally smoking and drinking) and wide-
spread undetected and untreated high blood
pressure. The prevalence of high blood pres-
sure in Russia is essentially the same as it is
in the United States—25 to 27 percent of
the adult population. However, in Russia
only 8 percent of hypertensives are recog-
nized and appropriately treated.

In the United States, a marked decrease
in cardiovascular mortality occurred begin-
ning in the late 1960s and early 1970s,
thanks to the recognition of the importance
of treating what had formerly been inter-
preted as normal or “borderline” blood pres-
sure. Effective treatment depended on basic,
inexpensive drugs (principally diuretics).
This reinterpretation of what was thought of
as normal blood pressure, and its aggressive
treatment, saved many American lives. Even
a modest replication in Russia would bring
substantial increase in longevity.

In brief, there are clear contributions
that can be made to health in Russia that do
not depend on technologically complex in-
terventions. In general, these contributions
are entirely consonant with our other for-
eign policy goals. Health and medicine are
neutral, noncontroversial subjects and coop-
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erative assistance is almost always wel-
comed. Cooperative assistance builds on ex-
isting strengths, recognizes the accomplish-
ments of the host, and is offered in the spir-
it of partnership. The Russian admonition
throughout the 1990s has been to “limit
humanitarian assistance and help us help
ourselves.”

Assistance in the health sector character-
istically involves professional exchanges. Ex-
cellent examples of programs of this sort
have included the Hospital Partnership Pro-
gram, administered by the American Inter-
national Health Alliance, and the Eurasian
Medical Education Program—in partner-
ship with the American College of Physi-
cians. These exchange efforts are in harmony
with the spirit of the Russian Leadership
Program of the Library of Congress and en-
courage the development of new, young
Russian leadership.

What are the principles we need to ob-
serve in designing a program of health assis-
tance for Russia?

First, health assistance should be consid-
ered a vital element of our foreign policy.
Emphasis should be placed on life-threaten-
ing diseases. Tuberculosis and HIV are clearly
priorities. However, increased attention to
chronic ailments, such as cardiovascular dis-
ease, is necessary to prevent the serious 
complications that are responsible for the
devastating decline in Russian male and fe-
male longevity. This is also the least expen-
sive route. The epidemiological transition
from infectious disease to chronic disease,
which has occurred in all countries as they
have become more prosperous, means that
populations will demand increasingly ex-
pensive, technically complex medical 
treatments for life-threatening events. 
This, in turn, places impossible budgetary
pressures on governments. Far less expen-
sive will be early and basic medical inter-
ventions (such as treatment of uncontrolled
hypertension or diabetes) combined with
public education to reduce lifestyle risks 
to health.

We should also emphasize the impor-
tance of professional exchanges between 
the two countries. Particular attention
should be devoted to collaboration not 
only at the national level but also at the
provincial level with local governmental, 
academic, and clinical leaders. Civic lead-
ership and citizen participation must 
also be encouraged.

Assistance efforts should be designed
with an appropriate long-term commitment
in mind. Short-term, episodic projects
should be avoided.

We should strive to engage the best pro-
fessional talent and advice. Successful pro-
grams for improving health in the past have
enjoyed the solid contribution of physicians
and other health workers from universities
as well as from foundations.

Such a program would combine comple-
mentary skills and resources from the fields
of clinical medicine, public health, and pub-
lic education. Best of all, the joining of
community resources with professional med-
ical talent would make for a powerful com-
bination. A current example of just such a
combination is a coalition involving Project
Hope, the Eurasian Medical Education Pro-
gram, the American Public Health Associa-
tion, and Russian Rotarians from Rotary
Clubs in 67 cities of Russia.

Financial support should be drawn from
a combination of public and private sources,
including philanthropic and private busi-
ness interests. The leadership in internation-
al health already shown by the philanthro-
pists Bill Gates, George Soros, and Ted
Turner should be further encouraged and
honored by others. This effort should pro-
ceed with the understanding that financial
support should increasingly become the re-
sponsibility of the host.

The case for treating foreign assistance
in the health sector as a key element of U.S.
foreign policy unassailable. Health is a secu-
rity issue. Russia’s case makes this clear. It 
is unquestionably in our interest that Rus-
sia be economically strong and politically
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stable. Attending to Russian health and
longevity issues should be an important
component of any strategy to ensure long-
term prosperity and stability.

A recent traveler to Russia post-Septem-
ber 11 tells the story of being approached
by an elderly Russian male who asked, “You
American?” When the traveler said that he
was, the Russian raised clasped hands and,
with a big smile, said, “Uncle Joe and FDR
partners. Russia and America, partners
again.” A health partnership between the
United States and Russia may be just what
the doctor ordered for a thriving U.S.-Rus-
sian relationship.•
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