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Abstract

Maternal death reviews or audits are among several interventions used to reduce maternal mortality.
The maternal death surveillance and response (MDSR) system is one such mechanism, combining case
identification with analysis of underlying causes to inform corrective action. Although introduced
to generate information for accountability in maternal health, the meaning and implications of
accountability in this context remain underexamined. A dominant framing of MDSR as an internal
quality assurance tool—coupled with a narrow, punitive conception of accountability—appears to limit
its potential to help address preventable maternal deaths. This paper draws on the stated objectives
and structural design of MDSR to argue that reconceptualizing it as a mechanism of human rights
accountability not only aligns with its normative aims but also provides a more robust framework for
tackling maternal mortality. It responds to the challenge of achieving accountability without reducing
it to blame, examining how MDSR can foster accountability consistent with international human rights

standards and what this would entail in practice.
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Introduction

Maternal mortality emerged as a global concern
in the 1980s, propelled by small but significant
data fragments from a few developing countries.’
As attention to the issue grew—spurred broad-
ly by research exposing the neglect of maternal
health in global policy, increasing awareness of
its preventability, and the convergence of the safe
motherhood, reproductive rights, and human
rights movements—the need to better understand
its scale, causes, and distribution has grown in
importance.? This depth of insight is essential not
only for raising awareness and sustaining attention
but also to support ongoing efforts to address it
through learning.

These efforts gained momentum when it
became clear that progress toward achieving the
Millennium Development Goals on maternal
and child health was falling behind. The United
Nations Secretary-General’s Global Strategy for
Women’s and Children’s Health, issued in 2010,
marked a pivotal moment in this regard. Rec-
ognizing and concerned by the slow progress
in meeting maternal and child health goals, the
strategy called on the World Health Organization
(WHO) to chair “a process to determine the most
effective international institutional arrangements
for global reporting, oversight and accountability
on women’s and children’s health.™ This led to the
establishment of the Commission on Information
and Accountability for Women’s and Children’s
Health.* The commission found that many coun-
tries with apparently high maternal death burdens
lacked reliable systems to capture such deaths and
that this absence of reliable data on key indicators,
including maternal mortality, not only hampered
efforts to monitor progress but also contributed
to the persistent lack of meaningful improvement.
Characterizing this as a “scandal of invisibility,” the
commission emphasized the importance of infor-
mation for accountability’ Among other things, it
recommended that states without functioning sys-
tems establish mechanisms to register vital events,
including maternal deaths.

This political momentum, combined with
WHO’s existing technical work on tracking

maternal deaths and investigating their causes,
contributed to the development of the maternal
death surveillance and response (MDSR) system.
Primarily intended for countries without reliable
systems to track maternal mortality, MDSR is a
continuous process that identifies and reviews all
maternal deaths to inform ongoing improvement.®
Since the 2013 release of the MDSR Technical Guid-
ance (hereafter WHO MDSR Guidance), many
countries—particularly in Africa—have adopted
the system under various names and with contex-
tual adaptations. WHO continues to support its
implementation through technical assistance, up-
dated guidance, and progress reviews.?

Given its origin, MDSR—and maternal death
audits more broadly—has been framed as an ac-
countability mechanism for fulfilling maternal
health commitments. As will be shown below,
MDSR’s operational instruments identify account-
ability as one of the system’s objectives. The United
Nations Special Rapporteur on the right to health
expressed early concern that without a reliable
civil registration system, many maternal deaths
go uncounted and unreported.® He urged states
to implement effective registration and a system of
maternal death review." More specifically, the Of-
fice of the United Nations High Commissioner for
Human Rights lists maternal death reviews among
human rights accountability tools.” Instructively,
in an introduction to a foundational volume on
human rights accountability for maternal mortal-
ity, Paul Hunt described maternal death audits as
an example of novel human rights accountability
approaches that complement efforts to strengthen
existing mechanisms, stating:

The second approach is by identifying existing
processes that were not conceived as accountability
arrangements but—suitably refined—they might
be able to serve this purpose, such as maternal
death audits or reviews. Processes of this sort are
often designed, and primarily used, by health
professionals who have to be willing to listen to, and
learn from, the human rights experts.”

Nonetheless, positioning MDSR as a tool of ac-
countability is not without challenges. References
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to accountability in this context are often incon-
sistent, even conflicting."* On the one hand, MDSR
is presented as an instrument of accountability for
maternal health—that is, a mechanism to reduce
maternal mortality by generating information
to guide corrective action.” On the other, health
workers frequently perceive the same framing as
assigning personal blame, where detailed case re-
views may expose them to censure or liability." As
Vincent De Brouwere and colleagues noted early in
the system’s development, “because the focus is on
creating changes by improving accountability ...
MDSRs might threaten confidentiality, essential for
facility-based [maternal death reviews].””

Three interrelated factors further entrench
this interpretive tension. First, accountability is
understood in divergent ways, including within
the health sector. As Hunt observes, it is frequently
reduced to either simple monitoring or punitive en-
forcement.” Second, although MDSR is intended as
a confidential, non-punitive process under a strict
“no name, no blame” principle, the absence of legal
protections amplifies concerns about blame and
liability.® Third, and closely related, the literature
often frames MDSR as an internal performance
monitoring tool, reinforcing its association with
individual staff appraisal rather than systemic
learning.>® These concerns are supported by studies
indicating that the system is often used to shift re-
sponsibility onto health workers, particularly those
in lower-level facilities—a dynamic one study de-
scribed as “sharp downward, blunt upward.™ Such
a narrow framing not only hollows out the concept
but also shapes actors’ behavior because “the way
accountability ... is discussed and disseminated by
those intervening will have an influence on pros-
pects for implementation.™?

Against this background, I examine the
potential of a human rights approach to reframe
MDSR to enhance its potential as an accountability
mechanism. In a way, this paper responds to the
call by the former Special Rapporteur on the right
to health to explore how maternal death review
systems can be strengthened through a human
rights-based approach. It does so by analyzing the
objectives and structure of MDSR, clarifying the

essence of accountability in general as well as hu-
man rights discourse, and assessing the relevance
of this framework to efforts aimed at reducing pre-
ventable maternal deaths.

However, this short paper is principally con-
ceptual and does not aim to provide empirical
evidence or a detailed outline of the human rights
accountability framing of MDSR that it advances.
Rather, itaims to clarify the conceptual foundations
of such a framing and to draw out its implications
for how MDSR might more effectively serve ac-
countability for maternal health.

The next section introduces the notion of ac-
countability as it informs the analysis of MDSR. The
following section offers an overview of the system
as set out in WHO guidance. I then explore how
a human rights-based understanding of account-
ability could offer a more relevant and potentially
effective framework for interpreting MDSR. I out-
line its key elements, discuss potential challenges,
and conclude with final reflections.

Accountability: Essence and controversies

Accountability is an elusive concept and “crops
up everywhere, performing all manner of ana-
lytical and rhetorical tasks and carrying most of
the burdens of democratic governance.”™ Broadly
construed, it “embraces (or at least overlaps with)
lots of other terms—surveillance, monitoring,
oversight, control, checks, restraint, public expo-
sure, punishment.”* Its breadth has been a source
both of its attractiveness but also of its limitation.”
In his frequently cited work, Andreas Schedler de-
scribes accountability as follows: “A is accountable
to B when A is obliged to inform B about A’s (past
or future) actions and decisions, to justify them,
and to suffer punishment in the case of eventual
misconduct.”® Similarly, Messner notes that “to
give an account means to provide reasons for one’s
behavior, to explain and justify what one did or did
not do.”” A similar understanding is shared in the
health sector.®

While three components of accountabil-
ity—namely, information, justification, and
enforcement—appear to be the minimal elements
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of consensus about the notion, the status of the
last element raises more questions.” According to
Schedler, while the first two elements correspond to
the etymological ambiance of the notion between
bookkeeping (information provision) and storytell-
ing (discursive or exploratory aspect), the element
of enforcement (sanctions) seems to be a rational
addition to make it bite3* Writing from a historical
perspective, Richard Mulgan underscores that the
original and widely accepted understanding of ac-
countability refers to the process of being called to
account by an authority for one’s actions. While it
aims at rectification, he notes that the role of sanc-
tions remains contested.”

The tension among the three core components
and the uncertainties regarding the appropriate
balance in any given setting continue to challenge
efforts to design effective accountability mecha-
nisms. A notable dilemma in health governance
is finding the balance “between accountability
for control, with its focus on uncovering malfea-
sance and allocating blame, and accountability for
improvement, which emphasizes discretion, em-
bracing error as a source of learning, and positive
incentive.™ A further challenge is the tendency
to reduce accountability to its third element—en-
forcement or sanctions? This is evident in legal
discourses, including civil and political human
rights, where accountability is often equated with
sanctioning violators, and in health systems, where
lower-level health workers are frequently penalized
for failures and become scapegoats for broader sys-
temic problems.*

Despite these conceptual ambiguities, there
is a broad consensus that the core purpose of ac-
countability is to restrain power and help ensure
its reasonable exercise. This implies, among other
things, that the design of an accountability mecha-
nism must give careful consideration to the nature
of the power it seeks to regulate. It also suggests that
accountability should not be “reduced to a techni-
cal exercise; its essence remains ... dialogue and
debate.™® Accountability needs to focus on high-
lighting “the procedural deficits that characterize
many aspects of decision-making and the exercise
of power.”™ This is particularly relevant given that

“unsettling entrenched power dynamics is crucial
to changing the patterns of health and ill health.™*

The other implication is that, insofar as the
objective of constraining power is achieved, the
three elements of accountability—information,
justification, and enforcement—need not operate
simultaneously® In some contexts, “accounting
agents” primarily demand enforcement, as in
elections; in others, enforcement may have little
place, as in the South African Truth and Recon-
ciliation Commission, where accountability for
apartheid-era abuses rested on truth-telling and
acknowledgment rather than punishment. More
broadly, the role of enforcement varies across ac-
countability settings—from a central feature in
criminal proceedings to being largely absent in me-
dia and civil society, where constraint is discursive
rather than coercive.*> Accordingly, while all three
elements remain essential, “how they are assembled
is contingent on the type of activity, the level of
uncertainty, [and] the ability to define agreed-upon
measures of performance.™

This shift toward a more nuanced under-
standing of accountability is driven largely by
the increasing diffusion of accountable power.
In the context of preventable maternal deaths,
the progressive nature of state obligations and
the involvement of multiple nonstate actors in-
fluencing health outcomes mean that traditional
approaches centered solely on identifying viola-
tions and violators provide an inadequate basis
for accountability.** Reflecting this broader and
more differentiated understanding, three main
types of accountability strategies are commonly
identified in the field of sexual and reproductive
health and rights: performance, social (or com-
munity), and legal.# Performance accountability
refers to “internal systems that governments hold
service providers and health systems to account,”
with MDSR listed as a prime example.* Social or
community accountability strategies broadly aim
to “bolster the capacity of communities to demand
improved services and provider responsiveness
through community awareness and voice.™ Legal
accountability, by contrast, involves some form of
litigation or hearing in response to alleged rights
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violations. As discussed below, a human rights-
based approach to MDSR can strengthen its role as
a social accountability mechanism, bringing it clos-
er to exposing—if not restraining—power, while
reducing its use for individual legal accountability.

Maternal death surveillance and response:
Structure and objectives

The MDSR system is a continuous and structured
process to identify, report, and review all maternal
deaths, assess preventability, guide responses, and
monitor effectiveness.*® Its stated objective is to
“count every maternal death, permitting an assess-
ment of the true magnitude of maternal mortality,”
and “eliminate preventable maternal mortality by
obtaining and using information on each maternal
death to guide public health actions and monitor
their impact.™

While the primary objective of MDSR is to
generate evidence to prevent the recurrence of
preventable maternal deaths, the WHO MDSR
Guidance also identifies advocacy and accountabil-
ity as complementary objectives. On advocacy, it
notes that “the evidence and stories behind the ma-
ternal deaths are the ingredients for powerful and
effective advocacy.™ Regarding accountability, it
emphasizes that “government accountability ... re-
quires the periodic and transparent dissemination
and discussion of key results ... among stakehold-
ers, including the civil society at large,” and that
accurately assessing the magnitude of maternal
mortality through MDSR helps “provide account-
ability for results” and “compels decision-makers
to give the problem the attention and responses it
deserves.” The guidance further suggests that “by
investigating a woman’s death, MDSR inherently
places value on her life—an important form of ac-
countability for families and communities.”°

To operationalize these objectives, the WHO
MDSR Guidance requires the identification and
reporting of all suspected maternal deaths, wheth-
er they occur in facilities, in transit, or at home. It
calls for making maternal deaths notifiable events,
assigning coordinating health officers, establishing
review committees, and engaging with communi-

ties and other stakeholders’' Review committees
are expected to be multidisciplinary, bringing to-
gether clinical, public health, administrative, and
community perspectives to ensure that medical
and systemic factors are jointly analyzed. These
committees should use medical records, accounts
from care providers, and information from verbal
autopsies with relatives or community members
to establish the circumstances, causes, and con-
tributing factors of each death and assess its
preventability. Each review, along with aggregated
trend data, is intended to inform further analysis
regarding the causes, trends, and geographic pat-
terns of maternal deaths.

To foster candid reporting and participation,
the guidance and subsequent instruments empha-
size confidentiality and the use of review findings
exclusively for learning and improvement, separate
from punitive processes.* This often requires estab-
lishing an enabling legal framework—a step that,
by and large, has yet to be undertaken in many
countries® Owing to weak legal and institutional
support, among other factors, MDSR implemen-
tation faces persistent challenges, including the
underreporting of deaths, incomplete data, super-
ficial reviews focused mainly on medical causes,
limited community and civil society engagement,
and the weak dissemination and translation of
findings into action’* As one study observed, this
creates a vicious cycle: weak implementation yields
limited results, reinforcing demotivation and sys-
temic dysfunction.”® Key barriers include a limited
understanding of MDSR’s objectives and principles,
together with a pervasive fear of blame, exacerbated
by the absence of adequate legal protectionss® This
environment sustains a prevailing “blame culture”
in which the intervention is used to appraise staff or
assign individual fault and, more critically, fosters
defensive practices that undermine its intended
purpose.’”

These challenges not only undermine imple-
mentation but also reveal a deeper limitation in
how accountability is currently conceived within
MDSR. A narrow operational focus—centered on
generating evidence for action at the individual and
facility levels while overlooking broader systemic
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and structural factors—appears to be a major cause.
This limits the system’s transformative potential
and may perpetuate the vicious cycle described
above.

This limitation is reflected in the WHO
MDSR Guidance, which adopts a predominantly
medical lens in attributing causes and contribut-
ing factors to maternal deaths. It prioritizes data
collection on indicators such as skilled birth at-
tendance and access to emergency obstetric cares®
While acknowledging that “the problems leading
to maternal death are frequently not all medical,”
reviewers are nonetheless directed to focus “only
on those events that may have directly contributed
to the maternal deaths.”™ Consequently, social and
structural factors are often treated as secondary.

While the “three delays” model—a frame-
work for understanding how delays in seeking,
reaching, and receiving care contribute to maternal
deaths—is recommended as an analytic tool, its
application tends to emphasize clinical issues such
as delayed recognition of complications or substan-
dard care.® Although the WHO MDSR Guidance
recognizes the need to consider household de-
cision-making within the broader sociocultural
context, it frames this instrumentally, as a means
to “frame behavior-change strategies.™ Reinforc-
ing this medicalized approach, and to promote
comparability, the guidance encourages assigning a
specific cause of death in line with the ICD-Mater-
nal Mortality classification, which broadly centers
on identifying the single disease or event that led
to the death.®® The review’s overarching aim, ac-
cordingly, is described as identifying “modifiable
factors and behaviors and linkages with proven
interventions and strategies to improve maternal
survival.”™

This emphasis on medical and procedural
dimensions is further reflected in the assessment of
avoidability, which plays a central role in shaping
responses. A maternal death is considered avoid-
able “if it might have been avoided by a change in
patient behavior, provider or institutional practic-
es, or health-care system policies.™* Although the
guidance recommends including in the assessment
“social and economic barriers related to the status

of women, women’s literacy level, and gender-based
beliefs and practices that may be a root cause of
poor service utilization,” the response “should be
specific and linked with avoidable factors,” arguably
reinforcing a focus on medical causes.” In addition,
quality of care—assessed against “accepted local
standards and best medical evidence,” and within
the limits of available resources—is central to this
inquiry, though the guidance offers little direction
on how resource constraints should be interpreted
or applied.*® By prioritizing responses to measures
achievable at the facility level, the guidance further
narrows the scope of analysis and action.”

This narrowing of focus also manifests in how
responsibility is distributed. Strikingly, the state
is largely absent as an actor, both in the analysis
of causes and as an addressee of recommended
responses. The focus remains on the family, local
actors, and the health system. For instance, recom-
mendations are to be addressed to the community,
care sites, and providers.®® This deflects attention
from the structural determinants of preventable
deaths, concentrating instead on implementers
with limited capacity to effect meaningful change.
This structural flaw arguably contributes to MDSR
functioning as a performance review rather than a
mechanism for systemic accountability. Evidence
from a decade of global MDSR implementation
also indicates a continued emphasis on quality of
care, with little to no engagement with civil society,
the media, or human rights organizations.*

This dynamic may also reflect a broader
misalignment between MDSR’s two core compo-
nents—surveillance and review. The surveillance
component focuses on generating data on the
magnitude and trends of maternal mortality and
primarily draws state interest, given its relevance to
international performance metrics and reputation-
al concerns. Particularly in authoritarian settings,
this dynamic may invite political interference in
reporting, discouraging candid participation by
health workers and producing cascading effects
throughout the system° By contrast, the review
component is intended to support learning and
action across all levels of the health system—from
individual providers and facilities to national
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policy makers. However, a narrow conception of
accountability, reinforced by pressure to produce
evaluative metrics, often leads administrators to
use the data to assess staft performance rather than
to drive systemic improvement. This, in turn, con-
strains the space for honest reflection and review. In
other words, the evaluative and learning functions
of surveillance and review, when combined with a
reductive notion of accountability, risk rendering
MDSR ineffective.

Framing maternal death surveillance and
response through a human rights lens

Human rights accountability

Human rights law obliges states to reduce prevent-
able maternal deaths as part of multiple rights,
including the rights to life, dignity, reproductive
autonomy, health, and equality” Several interna-
tional instruments also explicitly affirm special
protections to ensure safe motherhood.”> These
rights entail both negative and positive obligations.
The right to health—most relevant in the context
of this paper—requires states to take appropriate
measures to progressively eliminate preventable
maternal mortality. This includes ensuring access
to essential health services, such as skilled birth
attendance, emergency obstetric care, and accu-
rate health information, as well as implementing
effective public health strategies”> Equally im-
portant, advancing gender equality by tackling
discrimination embedded in laws and practices,
harmful gender norms, sociocultural barriers,
marginalization, and illiteracy is widely recognized
as essential to addressing the root causes of mater-
nal mortality

Accountability is an integral principle of hu-
man rights, as rights entail duties that are realized
through systems of accountability. Accountability
in human rights is a mechanism to provide rights
holders “with an opportunity to understand how
those with responsibilities have discharged their
duties.””” While there is no universally accepted
understanding of human rights accountability, the
essence is to ensure that duty bearers and others
provide information regarding what duty bearers

do, and fail to do, to comply with their obligations;
duty bearers should also have to explain their
decisions.

The Office of the United Nations High
Commissioner for Human Rights, in its technical
guidance on a human rights-based approach to re-
duce preventable maternal morbidity and mortality,
presents accountability as a multidimensional duty
extending beyond punishment’® Accordingly, ac-
countability is a continuous process applied across
all stages of the policy cycle—from conducting
situational analysis and planning to budgeting and
implementation. It involves monitoring through
indicators and benchmarks that assess structur-
al conditions, policy and budgetary efforts, and
health outcomes. It also includes diverse forms
of review and oversight to evaluate processes and
results against human rights obligations, as well as
remedies.

Another relevant source in which a human
rights understanding of accountability is elaborat-
ed describes accountability as “the relationship of
government policy makers and other duty bearers
to the rights holders affected by their decisions
and actions.”” Accountability comprises three key
elements: responsibility, which requires clearly
defined duties and standards; answerability, which
obliges public officials to justify their actions and
devise effective oversight; and enforceability, which
demands mechanisms to monitor compliance and
apply sanctions when necessary’®

Beyond framing accountability as a contin-
uous process of information, justification, and
enforcement, which is crucial to “expose the hidden
priorities and structures behind violations,” human
rights accountability grounds assessment in estab-
lished legal obligations’* Most importantly, and
relevant to eliminating preventable maternal deaths,
a human rights framing—and the accountability
systems it promotes—seeks to drive transformative
change by empowering individuals and commu-
nities to reshape the power relations that underlie
patterns of health and ill health. Furthermore, a
human rights approach demands attention beyond
biological factors to the social, political, historical,
and economic contexts in which health is pro-
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duced, experienced, and understood.* This, in
turn, “forces us to see the suffering that is not the
result of ‘natural’ biological causes but rather stems
from human choices about policies, priorities, and
cultural norms.”

Making the case for a human rights-based
maternal death surveillance and response

Applying a human rights-based approach to mater-
nal mortality is complex. It would broadly involve
identifying and applying the key values, principles,
and elements of the relevant right (health) and a
mechanism in question (MDSR for accountability)
into the six essential building blocks of the health
system, which are critical for addressing maternal
mortality.®> While such an exercise is beyond the
scope of this work and deserves further research,
here I outline key aspects of human rights account-
ability and their implications for MDSR.

A central implication is the need to treat
maternal deaths as potential violations of a state’s
human rights obligations. Promoting this un-
derstanding, including in technical guidance
and among implementers and the public, has the
potential to reshape how citizens perceive their
relationship with the state, paving the way for
stronger civic engagement and mobilization. This is
crucial given that maternal deaths often persist not
because effective interventions are unknown but
because entrenched gender biases have naturalized
such deaths as inevitable.

As part of a continuous process within the
policy cycle, human rights accountability invites
MDSR to examine how decision-making in policy
and budgeting contributes to each death under re-
view. Grounding the assessment in legal obligations
further broadens the frame of analysis, extending it
from immediate health needs and quality of care to
structural barriers such as laws, social norms, and
sociocultural conditions. These dimensions require
an expanded scope of the MDSR review process,
with questions formulated to interrogate relevant
decision-making processes.*

By linking rights to duty bearers, a human
rights accountability framework would also require
the maternal death review process to identify the

relevant duty bearers and clarify their respective
obligations in progressively reducing preventable
maternal deaths. Linking MDSR review to decisions
bylocal, regional, or national authorities can expose
deeper patterns of neglect or underinvestment. By
focusing on the state rather than individual actors,
a human rights-based approach also redirects at-
tention from isolated errors or delays to broader
structural drivers. Emphasizing duty may likewise
counter the tendency to disregard MDSR recom-
mendations. Moreover, the authoritative guidance
developed by human rights monitoring bodies—
including on standards for health services and
goods, the notions of minimum core obligations,
the progressive realization of rights, and the use
of maximum available resources in assessing state
obligations—can help structure the assessment of
preventability and guide appropriate responses.®

A human rights-based accountability frame-
work can further support MDSR implementation
in at least three ways. First, human rights law
requires states to establish mechanisms for rem-
edying violations. Recognizing this can ease the
pressure on MDSR to serve punitive ends by pro-
viding alternative avenues for redress. The fact that
MDSR is not designed and should not be used for
legal proceedings does not, however, mean that
legal or judicial mechanisms have no role to play
in addressing preventable maternal deaths. Indeed,
evidence shows that litigation, when embedded
in broader social and political mobilization, has
advanced maternal health.*> Properly conducted
MDSR reports can even inform such litigation by
identifying areas of persistent failure.

Second, framing MDSR as a tool for fulfilling
states” human rights obligations to advance mater-
nal health underscores the duty of implementing
states to ensure that the process is carried out in
accordance with human rights norms and that it
achieves effectiveness.® This requires, among other
things, establishing adequate legal frameworks and
safeguarding the professional freedom of health
workers, both of which are central to effective
implementation. Such empowerment would help
enable health workers to safeguard the integrity of
the process. Furthermore, this framing implies that
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other relevant actors beyond the health sector, in-
cluding civil society, the media, and human rights
monitoring bodies, should be engaged. This way,
MDSR can serve as a tool for social accountabil-
ity, expanding the possibility of exposing deeper
causes of preventable maternal deaths.”” This calls
for revising dissemination structures to ensure that
relevant actors beyond the health sector are identi-
fied and engaged to fulfill their roles.

Third, by extending the inquiry to the deeper
structures of power, a human rights-based account-
ability approach can foster more meaningful
change that goes beyond improving care delivery.
This shift could, in turn, encourage broader en-
gagement and help break the vicious cycle that risks
reducing MDSR to a procedural formality rather
than a vehicle for transformation.

Challenges in applying a human rights-based
approach

Recasting MDSR through a human rights-based
lens presents several conceptual and practical dif-
ficulties. More broadly, operationalizing a human
rights-based approach is challenging, and even its
validity is questioned when “retroactively fitting
human rights into health programs ... that were
not explicitly designed around rights,” such as
MDSR.# Similarly, while human rights account-
ability is about restraining and shifting power that
underpins ill health, identifying where power lies
and how it operates, including in the context of ma-
ternal mortality, is a daunting task because it often
involves uncovering hidden and systemic forms of
influence embedded in institutions, norms, and ev-
eryday practices.* Within this context, three major
challenges can be identified.

The first relates to the tension between the
transformative ambition of human rights account-
ability and the institutional inertia that resists it.
While the normative appeal of such a transfor-
mation is strong, human rights accountability
aims to disrupt entrenched systems and practices.
Integrating human rights into MDSR involves
identifying systemic injustices and interrogating
established decision-making processes, which
is often uncomfortable for those in power. One

significant challenge, therefore, is resistance from
power holders who resist applying the language of
rights. The problem is particularly acute in settings
with weak rule of law, common in many African
countries where maternal mortality remains high.
As Alicia Yamin and Rebecca Cantor have noted,
human rights-based approaches aim to subvert
existing power distribution and are often met with
suspicion or pushback from those who benefit from
the status quo.* Rosemary McGee also documents
that resistance from anti-accountability forces is to
be anticipated.”” Strong resistance in the 1980s to
incorporating social determinants—particularly
race—into the UK Confidential Enquiry into Ma-
ternal Deaths provides a relevant example.”

One way to counter this challenge is to act
strategically—using diverse approaches and en-
listing reformers both within the state and in the
community.®® In the context of MDSR, this could
involve engaging committed health workers, par-
liamentarians, civil society, the media, and human
rights organizations to build broad-based support.
It might also begin with expanding the composition
of, at least, national MDSR steering committees.
In the UK’s Confidential Enquiry into Maternal
Deaths, for instance, broadening the committee
to include public health experts and drawing on
human rights discourse helped overcome similar
resistance, widening both participation and the
understanding of accountability.**

The second challenge may be described as
a data-quality paradox: How can a system that
produces poor or even manipulated maternal
mortality data be used as a tool to drive deeper,
systemic change? While this remains a serious
challenge—given that accountability, particularly
for obligations to progressively reduce maternal
mortality, depends on reliable data—it can be over-
come. Misunderstandings about the objectives
of MDSR contribute to this problem; clarifying
its purpose and refocusing the inquiry may help.
Because a rights-based approach aims to create a
“dynamic of entitlement and obligation,” it has the
potential to encourage health workers not only to
claim their rights but also to act as “local audits” in
generating accurate and disaggregated data, there-
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by supporting the integrity of the MDSR process
and improving data reliability> External actors,
including human rights monitoring bodies, can
likewise play a role by examining the processes that
produce maternal mortality—an emerging metric
for assessing states’ human rights obligations.*® In
this way, the misalignment between the surveil-
lance and review components of MDSR, evident in
its current implementation, can be eased.

The third, more practical challenge concerns
the feasibility of implementation. Applying a hu-
man rights approach generally involves expanding
the remit of MDSR. However, in many settings, the
system already faces implementation hurdles, in-
cluding resource constraints, limited coverage, and
a lack of institutional support.”” Adding layers of le-
gal, policy, and sociopolitical analysis to an already
fragile system—often implemented and managed
by overstretched health workers—risks further
overburdening them. A more feasible approach
may involve conducting deeper human rights-
based analyses in selected cases, while maintaining
the surveillance component to capture and confirm
all maternal death. This is reflected in emerging
models in Kenya and Ethiopia, where complemen-
tary confidential inquiries are being introduced
on the premise that they allow for more in-depth
investigation.®® Another human rights approach,
as recommended by the Special Rapporteur on the
right to health, is to establish national, regional,
or global independent, transparent, non-statist
bodies charged with responsibility for identifying,
analyzing, and publicizing the structural injustices
exposed by MDSR

In sum, the transition to a human rights-based
MDSR is both necessary and complex. It calls for
political will, institutional adaptation, and strategic
engagement with actors at all levels to ensure that
the transformative potential of human rights is not
lost in implementation.

Conclusion

In discussing accountability within MDSR, two
mutually reinforcing paradoxes merit attention.

While accountability in both general literature
and human rights discourse comprises elements
of information, justification, and enforcement, it is
often reduced to notions of blame and punishment.
Similarly, although MDSR is intended as a confi-
dential and non-punitive process, inadequate legal
safeguards—and its framing as an internal perfor-
mance tool—tend to reinforce its association with
sanctions. These dynamics undermine both the
system’s intended function and trust among health
workers and stakeholders. Combined with the
narrow scope of data collection and use outlined
in the WHO MDSR Guidance, the system risks
ineffectiveness, perpetuating weak implementation
and defensive practices that may further compro-
mise care. This reinforces earlier critiques that
questioned the feasibility of implementing MDSR
in low-resource settings.*°

Rethinking MDSR as a tool for fulfilling states’
human rights obligations to eliminate preventable
maternal deaths can help address implementation
challenges and enhance effectiveness by reshaping
what is investigated, how data are used, and for
what purpose. It also requires the state to carry out
these processes in accordance with principles such
as due process, which often calls for an appropriate
legal framework. While improving data quality
and review, information alone cannot shift atti-
tudes or drive action. The goal should be to expose
“layers of systemic and structural norms that mar-
ginalize, disempower and dispossess.” A human
rights framing of maternal deaths—and the ac-
countability it demands—aligns more closely with
this transformative vision. Crucially, MDSR must
generate relevant data that actors beyond the health
system can use to demand explanation and change,
mainly targeting the state as the duty bearer.

However, applying a human rights approach
requires significant changes and a fundamental
refocusing of MDSR, which are likely to encounter
various obstacles. It would thus require mobilizing
support from activists, civil society, health profes-
sionals, parliamentarians, and human rights bodies
to enable MDSR to play a more transformative role.
As the Special Rapporteur noted, this may also call
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for a distinct yet complementary human rights ac-
countability mechanism to address the structural
injustices it routinely confronts.
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PERSPECTIVE
Accountability Reimagined: Decolonizing Global
Health Through Virtue and Subsidiarity

THANA C. DE CAMPOS-RUDINSKY AND DANIEL WAINSTOCK

Introduction

Accountability is widely recognized as a defining feature of human rights practice, including in the con-
text of global health.' However, prevailing models of accountability remain deeply state-centric, structured
around formal mechanisms that require power holders (governments, international organizations, and
global health authorities) to justify their actions and remedy failures. While the demands of justification are
essential for maintaining the legitimacy and trustworthiness of authorities, they often reinforce top-down
structures that produce inflated bureaucracy, perfunctory transparency, and the marginalization of local
voices. In many cases, they also reproduce colonial dynamics: concentrating evaluative authority in donors,
experts, or international actors while diminishing the agency of local actors in setting priorities, defining
success, or identifying harm.

We argue that effective and just human rights accountability requires an alternative, people-centered
model, one that is not only structurally distinct but ethically reimagined. The alternative we propose is
a relational approach that reconceptualizes accountability as a virtue and operationalizes it through the
principle of subsidiarity. As a virtue, accountability is understood not as an external demand grounded in
blame and shame but as an internal disposition: a moral and relational capacity marked by truthfulness,
responsiveness, and a willingness to be answerable in ways that nurture mutual recognition, trust, and
co-responsibility. Operationally, we ground the virtue of accountability in the principle of subsidiarity,
which affirms the moral and political authority of local communities while obligating higher-level institu-
tions to provide support without displacing or abandoning them

This perspective essay focuses on the relationship between one defining feature of human rights—ac-
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countability—and two concepts that can deepen its
ethical and structural grounding: virtue and sub-
sidiarity. While accountability and power have been
extensivelytheorized,acomprehensivereviewofsuch
scholarship lies beyond the present scope.* Our
focus, instead, is to explore how virtue and sub-
sidiarity can together reimagine accountability in
global health as both a moral disposition and a
structural principle. The upshot of our proposed
account reinforces and resonates with well-es-
tablished human rights dimensions—such as
community engagement, empowerment, and eq-
uity—rendering them more conceptually robust.
Although our argument dialogues with the human
rights literature on accountability, sharing with it
the view that accountability’s true purpose is to
empower local communities, our contribution lies
elsewhere: in offering a virtue-centered and subsid-
iarity-driven reframing that complements rather
than replicates existing analyses.

The limits of state-centric human rights
accountability

While state-centric mechanisms of accountability
remain the norm, their structure and logic have
significant limitations, particularly in global health
governance, where coloniality persists in the asym-
metries of voice, knowledge, and authority that
structure accountability relationships’ In these
contexts, accountability is often reduced to period-
ic reporting, compliance checklists, or institutional
audits. Real human rights accountability requires
far more than this.

As Lynn Freedman emphasizes, genuine
accountability entails more than the procedural
routines of monitoring or bureaucratic oversight.®
It demands a deeper, more nuanced understand-
ing, one grounded in dialogue, responsiveness,
and moral engagement. When reduced to technical
compliance, accountability loses its transformative
potential as a relational practice of trust, learning,
and shared responsibility. These instruments may
satisfy formal requirements of oversight, but they
seldom disrupt entrenched power asymmetries or
meaningfully engage the communities most affect-

ed by health policies and interventions.

This critique is increasingly echoed in human
rights and global health scholarship. For exam-
ple, Anuj Kapilashrami, Neil Quinn, and Abhijit
Das argue that traditional models of political and
bureaucratic accountability are inadequate for
today’s shifting health governance landscape’
They highlight the limitations of linear, top-down
models and call for an expanded understanding of
the accountability “ecosystem,” one that includes
community-led mechanisms, addresses corporate
actors, and accounts for the sociopolitical contexts
in which accountability is practiced.®

Yet the reality of most international systems of
accountability, in being state-centric, remain tied
to a narrow logic. They presume that the primary
duty bearers are state actors and that legitimacy is
preserved through upward-facing review. This is
increasingly out of step with a global health land-
scape shaped not only by states but by powerful
private actors: philanthropic foundations (donors),
transnational corporations, and global health
partnerships, whose influence often escapes for-
mal accountability structures. For more than two
decades, the international human rights system
has sought to extend accountability to nonstate
actors, for example, through the United Nations
Working Group on Business and Human Rights
and the development of the United Nations Guid-
ing Principles on Business and Human Rights?
These mechanisms mark an important evolution in
recognizing that corporate and transnational pow-
er must also be subject to human rights scrutiny.
Yet their reach and enforcement capacity remain
severely limited. The result is a fragmented archi-
tecture of accountability that continues to privilege
state oversight while leaving significant sources of
global health power insufficiently answerable to
those most affected by their actions.

Moreover, state-centric models tend to rein-
force technocratic norms: privileging quantitative
metrics, formal procedures, and bureaucratic ratio-
nality over moral deliberation, relational trust, and
contextual knowledge. Remedy, in this context, is
often aimed at restoring functionality, ensuring
that the system continues to operate rather than re-
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imagining who should be accountable, how power
is distributed, or what justice entails.

These mechanisms perpetuate the coloniality
of knowledge and epistemic injustices that are in-
herent to global health governance. Knowledge is
too often assumed to flow from evaluators in the
Global North to recipients in the Global South. At
the same time, the technical and phenomenological
expertise of local communities is sidelined, ex-
tracted, or reinterpreted through external frames.
Accountability, then, often risks becoming an in-
strument of blame, shame, and compliance rather
than a space for shared reasoning, mutual recog-
nition, and co-responsibility. When this occurs, it
erodes the community’s capacity to act and decide,
subtracting and displacing local agency in the
service of external interests, a dynamic that philos-
opher Caesar Atuire identifies as the moral wrong
of colonialism.” While this critique does not deny
that contemporary human rights accountability as-
pires to correct such an imbalance, our point is that
practice too often reproduces the very hierarchies it
seeks to overcome.”

To move beyond these limitations, an alter-
native model is needed, one that does not simply
discard institutional mechanisms but grounds
shared
responsibility, and a horizontal dynamic of co-de-

accountability in community agency,

liberation. The next section outlines the conceptual
basis for such a model: accountability as a moral
virtue.

Accountability as a virtue: From
compliance to a reason-giving relationship

In many global health contexts, accountability is
equated with oversight: a mechanism to ensure
compliance, expose failure, or enforce transparen-
cy. But this framing, so common in reviews, donor
contracts, and international partnerships, often
reduces accountability to a tool of control. It em-
phasizes reporting over responsiveness, and output
over moral engagement. As Lynn Freedman, Car-
mel Williams, and Paul Hunt have observed, this
conflation of monitoring with accountability has
long eviscerated the concept itself.> However, when

RIGHTS, 135-141

accountability is reframed as a virtue (a cultivated
disposition to offer justification to those with a le-
gitimate moral claim), its logic shifts from blame,
shame, and managerial control to relational trust,
shared responsibility, and justice.

As philosopher C. Stephen Evans explains, to
live accountably, in this sense, is to welcome ap-
propriate moral expectations and offer meaningful
explanation: not out of fear of sanction, but out of
respect for those affected by them.” Accountability,
then, arises from our shared moral standing. Since
humans are accountable to other humans just
because they are fellow humans, as philosopher
Stephen Darwall argues, we have the authority or
right to make certain demands on one another.™
When accountability is viewed as shared authori-
ty, it is then not merely an obligation to submit to
review, but a two-way moral exchange in mutual
recognition.

We define accountability, therefore, as a rea-
son-giving relationship in which both parties have
a responsibility to answer and receive correction.”
It calls for attentiveness to the other’s concerns, a
commitment to communicate with honesty and
discretion, and the discipline to listen carefully and
empathically in justifying one’s actions in ways that
are understandable and responsive to those affect-
ed. This relational approach to accountability is not
one-way. It emerges through mutual engagement,
where both parties participate in building shared
understanding and purpose moving forward. It is
not a reaction to failure, but a proactive posture of
relational trust. The accountable person speaks the
truth with integrity, but also listens well. They rec-
ognize that being questioned is not an attack, but an
invitation to grow. This shift in posture transforms
accountability from a performance to a moral prac-
tice—from a burden to a form of moral care.

Defined as a reason-giving relationship,
accountability depends on four interrelated dispo-
sitions: truthfulness, responsiveness, receptivity,
and openness to correction.” These virtues resist
both paternalism and passivity. Accountability
thus construed avoids both the arrogance of im-
posed authority, which presumes to know better,
and the irresponsibility of disengagement. It em-
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powers communities to ask critical questions and
to expect reasoned answers, not because they hold
formal power but because they are moral par-
ticipants in decisions that shape their lives. This
vision resonates with recent calls for “human rights
accountability from below”—an approach that
seeks to democratize accountability by grounding
it in community agency, moral reciprocity, and
collective deliberation.” In doing so, accountability
becomes not merely a mechanism of oversight but
a practice of empowerment that redistributes moral
and political authority toward those most affected.

In global health governance, this reframing
would have far-reaching implications. Donors,
international organizations, and national authori-
ties are typically treated as the “accountors” (those
who demand explanation). But from a virtue-based
perspective, these actors also bear a responsibility
to be accountable to communities: to justify their
decisions in terms that are intelligible and assess-
able by those affected, and to listen with genuine
openness to critique or dissent. This is not a pro-
cedural demand; it is an ethical and human rights
requirement. It recognizes the standing of affected
communities as moral equals and affirms their
right to receive truthful, intelligible, and timely
justification.”

This reframing orients accountability toward
flourishing and interdependence rather than error
correction alone. It opens space for solidarity, not
surveillance, and for partnerships grounded in
mutual care, not top-down compliance. In what
follows, we offer a structural complement to this
moral framework: the principle of subsidiarity,
which gives institutional form to the ethic of shared
authority and community agency.

Subsidiarity as a structural principle for
decolonizing accountability

If accountability as a virtue offers a people-centered
perspective that reframes how we stand in relation
to one another (as co-participants in reason-giving
relationships), then the principle of subsidiarity
offers its structural complement. Subsidiarity holds

that decision-making authority should reside at
the most local competent level, unless there is a
compelling reason for higher-level intervention.*
It favors bottom-up governance, where local actors
are empowered to take initiative, while higher-level
institutions support rather than override them.”
It is not simply a call for decentralization but a
normative principle that seeks to align respon-
sibility with contextual knowledge and capacity,
and agency with proximity to need.” In this sense,
subsidiarity offers a compelling alternative to both
technocratic centralization and abandonment in
the face of need.

By structuring responsibility along lines of
proximity and capacity, subsidiarity ensures that
accountability relationships remain horizontal, re-
sponsive, and contextually appropriate. It anchors
the moral commitments of answerability, mutual
recognition, and shared authority within the insti-
tutional architecture of global health governance,
ensuring that these are not merely ethical aspira-
tions but structural norms.»

In this context, subsidiarity becomes essential
to global health. While solidarity is often invoked
to promote shared goals across nations and com-
munities, subsidiarity ensures that solidarity does
not slip into colonialism or paternalism. It opera-
tionalizes solidarity through structures that protect
community agency and foster mutual account-
ability. Rather than imposing “one-size-fits-all”
solutions devised by centralized institutions,
subsidiarity requires those institutions to support
locally grounded responses, without abandoning
their duty to assist when needed.>*

The principle consists of two mutually rein-
forcing elements: agency and non-abandonment.”
Agency refers to the freedom and responsibility of
local actors to identify problems, determine priori-
ties, and define appropriate responses based on their
knowledge and lived experience. It recognizes that
those most directly affected by injustice often have
the clearest insight into what will work, and why.*¢
Non-abandonment ensures that these actors are not
left to fend for themselves, especially in contexts of
structural inequity, corruption, or crisis. Instead, it
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obliges external actors to assist in ways that are pro-
portionate, respectful, and explicitly invited.

Together, these two elements hold in tension
the dual commitments of empowerment and care,
resisting both domination and neglect. Practically,
this means that higher-level institutions, including
international organizations, donors, and multilat-
eral agencies, should not act unilaterally or assume
that formal or perfunctory consultation suffices as
meaningful inclusion.” Instead, they must become
accountable partners: answerable to communities
for the rationale, timing, and terms of their inter-
ventions. They must be willing to listen to critique,
adjust their actions in response, and support local
priorities rather than assume or dictate them.

This form of shared authority reframes ac-
countability not as vertical enforcement but as a
reciprocal structure of care and justification.

Subsidiarity therefore refuses the model in
which external experts arrive with ready-made
solutions, indifferent to the lived realities they
encounter. It also resists the extractive logic that
often characterizes donor-driven systems, where
communities are sites of implementation but not
of co-deliberation. In many global health interven-
tions, resources are conditioned by external metrics,
predetermined indicators, or donor timelines.*®
These arrangements often reduce accountability
to box-ticking exercises and marginalize local
voices.” A subsidiarity-based framework challeng-
es these hierarchies by prioritizing agency at the
ground level and establishing accountability lines
that run multi-directionally across, rather than
merely above.

Therefore, subsidiarity makes space for this
kind of horizontal correction without defaulting
to external control. It offers a way to institution-
alize the shared authority on which the virtue of
accountability rests. It reinforces the idea that
accountability is not only a virtue practiced by
individuals but also a structure that shapes how in-
stitutions relate to one another. Together, the virtue
of accountability and the principle of subsidiarity
form the basis of a people-centered, decolonial ap-
proach to global health governance®
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Applied illustration: Donor pause and
shared answerability

In early 2025, the United States Agency for Interna-
tional Development (USAID) ordered an immediate
suspension and review of nearly all international
humanitarian and global health assistance, lead-
ing to the temporary halt of approximately 90% of
more than 6,000 active projects worldwide* The
abrupt decision, described by several observers as
an act of “geopolitical vandalism,” disrupted crit-
ical programs in pandemic prevention, maternal
and child health, vaccination campaigns, food se-
curity, and disease surveillance, with ripple effects
across more than 8o countries’* While humanitar-
ian exemptions were later introduced, the sudden
withdrawal revealed the structural dependency
built into vertically organized aid systems and the
fragility of donor-centered accountability mech-
anisms, which often position external funders as
unilateral decision-makers rather than partners in
shared deliberation.

Viewed through the lens of accountability as
a virtue, the central question is not the attribution
of blame but the construction of a broader system
of answerability: Which priorities were shaped
by donor logic rather than local needs? How were
past funds allocated? And now that this external
support has vanished, who is involved in rethink-
ing the future? Local communities are not mere
victims; they are primary agents with the human
right to ask questions, receive answers, and co-de-
termine the path forward. From the perspective
of subsidiarity, an adequate institutional response
cannot be limited to merely resuming financial
flows. It requires a reordering of authority so that
local providers, community councils, and minis-
tries of health co-deliberate priorities, timelines,
and monitoring frameworks.

Three operational implications follow: first,
the need for truthful accounting of prior commit-
ments and disbursements at the country level,
ensuring clarity regarding both decisions and their
underlying rationales; second, the establishment of
inclusive, locally led forums to identify critical gaps,
competing priorities, and context-sensitive trade-
offs through deliberative engagement; and third,
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the adoption of system-strengthening partnership
terms that condition renewed external support on
demonstrable efforts to build sustainable domestic
capacity rather than perpetuating fragmented or
vertical programs.

Understood in this way, the 2025 USAID
suspension is more than a moment of disruption;
it serves as a revealing case of how the virtue of
accountability and the structural principle of
subsidiarity can jointly reorient global health gov-
ernance. Therefore, it can serve as a catalyst for
realignment: lines of accountability should begin
to run horizontally (among domestic actors) and
multidirectionally (with external partners), re-
placing unilateral control with shared authority
and reciprocal answerability. This illustration thus
substantiates our normative claim: that virtue (the
cultivated disposition to speak truthfully, to listen,
and to be corrigible) and structure (the principle of
subsidiarity) should operate together to generate a
more contextual, equitable, and resilient ecosystem
of global health accountability

Conclusion

As new global health frameworks such as the
Pandemic Treaty take shape, there is a risk that
accountability will again be reduced to reporting
obligations or centralized enforcement?* This
paper has argued for a decolonial alternative:
one that reframes accountability as a virtue and
operationalizes it through the principle of subsid-
iarity. Together, they offer a people-centered model
grounded in shared answerability, moral presence,
and structural care. In a fragile world, accountabili-
ty must move beyond metrics with an approach that
resists both abandonment and dependency. Only
when global health becomes genuinely accountable
to those it claims to serve—by listening across
borders, not dictating from above—can it fulfill its
promise of justice. This requires more than trans-
parency; it demands a fundamental shift in power,
where local communities are not just consulted but
recognized as co-authors of the future they inhabit.
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Introduction

The story of United Nations (UN) efforts to create an
independent mechanism to foster greater account-
ability across global health is one of high hopes,
missed opportunities, and, ultimately, planned
project failure. At the dawn of the Sustainable
Development Goals (SDGs) and the implementa-
tion of Agenda 2030, accountability-talk in global
health was at its apex; “accountability” seemed to be
mentioned at every global health summit, paraded
as the highest of political virtues, and deemed the
long-sought development jackpot. The creation
of the UN Secretary-General’s Independent Ac-
countability Panel on Women’, Children’s and
Adolescents’ Health (IAP) in 2016 was born out of
this enthusiasm for the idea that accountability was
the missing link to achieve progress on the SDGs
related to women’s, children’s, and adolescents’
health.

The TAP produced four reports while it exist-
ed. After its introductory report in 2016, the IAP’s
reports from 2017 to 2020 focused on accountability
in the context of specific areas: adolescents’ health
in 2017; the private sector in 2018; and COVID-19
and universal health coverage in 2020. At its incep-
tion, I was appointed by the UN Secretary-General
to the IAP, along with initially eight, and later nine,
other experts from diverse disciplines from around
the world who each served in our individual capac-
ities. Along with some of the original members, I
was reappointed in 2018 and served until the IAP
was terminated. In 2020, just as the COVID-19
pandemic began to ravage the world, the IAP
was dissolved. It was determined that account-
ability would be instead centered around the UN
High-Level Political Forum, a country-to-country
peer review process that differed substantially from
the concept of an independent accountability pan-
el.> Subsequently, other independent accountability
mechanisms have been proposed, such as for anti-
microbial resistance?

In this paper, I first set out the context for the
creation of the IAP. Thereafter, I share four lessons
as to why meaningful accountability has been
so elusive in global health and how future efforts

might benefit from these insights. These lessons
relate to the need for (1) normative grounding; (2)
institutional legitimacy; (3) genuine independence;
and (4) conceptual clarity with respect to the
meaning of accountability. I conclude by arguing
that the architecture of global governance for
health constrains possibilities for transformative
accountability. In telling this story, I do not pretend
to represent the views of other AP members, who
may have very different reflections.

Context for the IAP’s establishment

The 2008 financial crisis that began in the United
States and quickly spread throughout the world
shook development finance, as well as domestic
resources for health. The International Monetary
Fund doubled down on austerity programs, which
deeply affected health systems and development
financing.* By 2010, two-thirds of the way through
the Millennium Development Goals (MDGs),
lagging progress on MDGs 4 and 5 led then-UN
Secretary-General Ban Ki-moon to launch the
Every Woman, Every Child Initiative (EWEC) to
“intensify national and international commitment
and action by governments, the UN, multilaterals,
private sector and civil society to keep women’s,
children’s and adolescents” health and wellbeing at
the heart of development.™ As part of this initiative,
the UN Secretary-General set out a Global Strategy
on Women’s and Children’s Health, which, among
other things, identified accountability deficits as
a principal obstacle to progress.® That first Global
Strategy resulted in a World Health Organization
(WHO)-led Commission on Information and Ac-
countability. The commission elaborated a “unified
accountability framework” that included “monitor,
review, and act,” which in turn led to the creation of
the independent Expert Review Group on Informa-
tion and Accountability in Women’s and Children’s
Health iERG), a sui generis “global oversight mech-
anism to ensure that commitments to women’s and
children’s health were being delivered on time and
with impact.”

The first Global Strategy focused on 74 low-
and middle-income countries, with 49 “priority”
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countries that had high burdens of child and ma-
ternal mortality.® By the end of the MDGs, progress
was still highly uneven, and the countries “furthest
behind” were largely in Sub-Saharan Africa, where
there was the weakest infrastructure.® Macroeco-
nomic and structural constraints, however, did
not factor into measuring progress in the MDGs.
Moreover, while we should applaud progress on
these scourges, the plainly colonialist dynamics of
the knowledge and governance discourses estab-
lished in the MDGs presupposed a particular kind
of accountability. That is, many of the indicators,
such as maternal mortality ratios (MMRs), were
calculated using algorithms and monitored at a
distance by global institutions as opposed to na-
tional statistical offices.” Further, arguably, in these
highly aid-dependent countries, turning global
goals and targets—for example, reduce global ma-
ternal mortality by 75%—into national planning
tools (i.e., X country must reduce its MMR by 75%)
perverted the meaning of the goals and actually di-
verted accountability from governments to donors
and international institutions, away from their own
citizens.

The architects of the Sustainable Development
Goals sought to learn from some of the identified
problems in the MDGs.” The SDGs addressed
inequality, not just extreme poverty; explicitly
noted intersectionality and links across goals; and
applied universally to all countries. SDG 3 focused
on health broadly, and on universal health coverage
and health systems, as opposed to top-down siloed
approaches to maternal health, child health, and
certain infectious diseases.”? In preparation for the
SDGs, in 2015, the UN Secretary-General set out a
second, bolder “Global Strategy on Women’s, Chil-
dren’s and Adolescents’ Health,” through which the
iERG mechanism was succeeded by the IAP.”* The
revised Global Strategy went beyond setting out
goals with respect to “surviving” and “thriving”
and in its third pillar called for “transforming”
conditions that would allow women, children,
and adolescents to enjoy the fruits of sustainable
development.*

In its last report, the time-limited iERG had
set the stage for the IAP, arguing for a more robust

independent accountability mechanism and assert-
ing that

there is vigorous debate about the details. Where
should this group be hosted? What should be its
exact terms of reference? Who will fund it? Who
should it report to? How should its recommendations
be acted upon? These details matter. But, much
more importantly to us, the idea of independent
accountability seems secure, at least in this one
sphere of global health and in the short term."

In retrospect, those concerns were far from
logistical details, and the idea of independent ac-
countability was not so secure, even in this one area

of global health.

Lesson 1: Accountability cannot be merely
instrumental; it must have some normative
raison détre.

It was apparent from the outset that while, in glob-
al health, accountability was seen in instrumental
terms—i.e., to address lagging progress and “im-
prove the oversight of results and resources”—the
capacious and somewhat slippery concept had to
“earn adequate normative traction.™® The tech-
nocratic, results-based management approach to
the goals, targets, and indicators that permeates
global health institutions was simply not going
to be sufficient to meet the moment. As Danielle
Rachad writes, accountability alone is merely “an
empty container that structures and explicates a
bilateral or multilateral power-relationship. Some
substantive normative view, thus, must flesh out
this skeleton.” The proverbial flesh that was to
imbue the instrumental skeleton of accountability
with life, and to make it desirable and attractive for
its own sake, was good governance based on human
rights, which had been highlighted in both Global
Strategies. Moreover, Agenda 2030 itself was “to be
implemented in a manner that is consistent with the
rights and obligations of States under international
law,” which includes international human rights
law.® Accountability has long been seen as the sine
qua non of human rights, converting identified
problems into violations to be remedied through
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standard setting and the creation of institutions
and procedures to implement those standards.

In 2003, in light of the top-down approach
of the MDGs, which contrasted sharply with the
human development emphasized in the trans-sec-
toral UN development conferences of the 1990s,
the UN Development Group had set out a “Com-
mon Understanding on Human Rights-Based
Approaches to Development Cooperation and
Programming,” which highlighted accountability
and rule of law among its pillars.”” That Common
Understanding subsequently led to efforts to set
out intergovernmental agreements on human
rights-based approaches to health at the UN Hu-
man Rights Council, the first two of which related
to maternal health (2012) and child health (2014).>°

The IAP drew heavily on these experiences,
noting throughout our reports the relevance to
accountability of human rights norms related to
equality and nondiscrimination, meaningful par-
ticipation of affected communities, freedoms of
information and expression, and other democratic
ideals necessary for social and legal accountability.
However, we had neither the capacity nor the au-
thority to assess specific countries’ legal and policy
frameworks, budgets, public policies, monitoring
and evaluation standards, and remedies for viola-
tions, as these rights-based approaches had set out.

Moreover, while we rooted our normative le-
gitimacy in human rights law, we were operating
within a global health architecture that profoundly
imbricated the unaccountable private power of
transnational corporations, philanthropic foun-
dations, and other private actors.? Further, the
economic political power relations in the global
order were structured through other bodies of
international law; by the 2010s, neoliberal global-
ization had shaped international investment law,
trade and intellectual property law, and tax law,
among others.”> The “obligations of States under
international law” that were meant to guide actions
under the Global Strategy included those set out
under these other binding legal frameworks. This,
in turn, stymied the implementation of many of our
recommendations regarding, for example, curbing
the power of pharmaceutical monopolies in order

to ensure access to medicines, and stemming illicit
financial flows in order to preserve domestic re-
sources for health systems.

Far from oblivious to this context, from the
very first report in 2016, the IAP attempted to lever-
age our status as experts to highlight what the 2014
Lancet-University of Oslo Commission on Global
Governance for Health had labeled “global political
determinants of health: The norms, policies, and
practices that arise from global political interaction
across all sectors that affect health.™ Importantly,
in our reports we addressed issues in high-income
as well as lower-income countries, as well as sys-
temic forces structuring global governance for
health. For example, we included discussion of the
taxation of corporate actors, both in terms of prod-
ucts harmful to health (such as sugary beverages)
and in terms of international tax evasion.>

Yet, as a tiny panel of volunteers with a dras-
tically underfunded secretariat, we had no way
in which to foster allegiance to a set of normative
expectations that often conflicted either with these
other binding legal frameworks or with the grow-
ing conservative populist backlash to sexual and
reproductive health and rights that was emerging
forcefully at the time.>

Lesson 2: An independent accountability
mechanism requires institutional
legitimacy.

From the outset, the IAP struggled with insti-
tutional legitimacy, understood broadly as the
perception that an institution rightfully exercises
authority and can command obligations. The
exceptionally broad remit given to the IAP by the
Executive Office of the UN Secretary-General
(EOSG) was explained to us at our first face-to-face
meeting: “The Independent Accountability Panel
(IAP) ... is empowered to command attention
from the global community across the full range
of the updated Global Strategy’s accountability
framework ... across the spectrum of issues that
comprise the Global Strategy’s ‘Survive, Thrive,
and Transform’ themes.™® From the start, it was
unclear what “command attention from the global
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community” really meant, given that the IAP had
no ability to sanction governments, global institu-
tions, or private actors for poor performance—or to
confer rewards for progress. Indeed, Agenda 2030,
on which the SDGs drew, had called for a “robust,
voluntary, eftective, participatory, transparent and
integrated follow-up and review framework,” and
it was immediately apparent that states understood
compliance with the IAP’s follow-up and review
mechanism to be voluntary.”

The legitimacy stories of accountability in-
stitutions within states, even when contested or
dismissed in practice, are reasonably well accepted
in theory. However, accountability in global health
is far more complex than in a domestic sphere with
well-established institutions. As Ruth Grant and
Robert Keohane note, without a centralized gov-
ernment, there are a variety of power-wielders who
relate to one another in non-hierarchical ways.
For this very reason, in such a domain, “there is
no single ‘problem of global accountability’; there
are many.” Given that, the lack of a clearly defined
remit and legal authority posed a major problem
for the efficacy of the IAP in holding states, global
institutions, and private actors to account.*®

States are generally the subjects or principals
of international law, and international institutions,
such as WHO, act as their agents?* Human rights
law alters this relationship insofar as it sets out indi-
viduals as subjects of international law and asserts
that sovereign authority cannot be exercised wholly
independently from international standards. How-
ever, the institutional legitimacy of an international
institution, such as a supranational human rights
body, to issue judgments regarding a country’s
performance is based on the consent of states to be
bound by specific treaties or membership in spe-
cific organizations. The rules regarding signature,
ratification, and accession to human rights treaties,
as well as interpretation of the permissible scope of
reservations, understandings that are established
under international law, did not exist with regard
to the IAP»

In our case, there was no formal consent
from states and other duty bearers to be held to
account, and the follow-up and review mechanism

had explicitly been stipulated to be “voluntary.”
Endorsing Agenda 2030 or the Global Strategy was
a far cry from consent from a particular country to
be judged by the IAP for (in)actions under specific
treaties that it had ratified, or based on our inter-
pretation of the corpus juris of international human
rights law. We of course made efforts to socialize
our reports with human rights treaty monitoring
bodies, including the Committee on the Rights of
the Child. However, the IAP, just as was the case
with the iERG before it, did not have the authority
to “name and shame” specific states for violations
of human rights related to women’s, children’s, and
adolescents” health. Likewise, despite holding civil
society hearings and emphasizing the importance
of civic space and freedoms of assembly and infor-
mation, we did not have the authority to receive
individual or group complaints from affected people
and communities, as is possible through complaint
procedures in human rights mechanisms, with all
their limitations.

Our reports were limited to invoking stan-
dards, citing other well-established human rights
authorities as well as reputable indexes, and using
data to illuminate important comparisons and
trends. Because we had no proverbial sticks, we
sought to use carrots, praising certain countries
for legislative, regulatory, judicial, and other ef-
forts. For example, we praised Thailand’s National
Health Security Office for accountability in its stra-
tegic purchasing, including of benefits for women
and children; Brazil’s Supreme Court for banning
corporate contributions to parliamentarians to
influence food and other policies; and multiple
countries’ legislatures for instituting sugary bever-
age and alcohol taxes.

Additionally, the IAP faced particular legit-
imacy challenges due to the subject matter that
was a central domain of our work: sexual and
reproductive health and rights. While extraordi-
nary advances in gender equality and sexual and
reproductive health and rights had been made in
international human rights law and some domestic
constitutional law since the 1990s, a growing con-
servative backlash was apparent during these years,
which associated human rights guidance with
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illegitimate ideological global governance agen-
das® Across our reports, we made evidence-based
recommendations that aligned with emerging con-
sensuses in international law. Nevertheless, in the
context of growing conservative movements that
used contestation in reproductive rights around
abortion and LGBTQ+ rights to attack the broader
legitimacy of global human rights institutions writ
large, our inability to stand on firm institutional
legitimacy proved challenging.

Holding donor states and global institutions to
account proved equally difficult. When we attempt-
ed to act as a “monitor of monitors”—for example,
pointing out major gaps in data availability across
the 60 indicators for the second Global Strategy—
and questioned whether the right indicators were
being used to enable meaningful action, global
health institutions were not always receptive® This
resistance to our independent review extended to
arguing that the IAP’s “dashboards” of indicators
were duplicative of work that was already being
done, which ignored the fact that the data were set
out for quite a different purpose, such as delinea-
tion of responsibilities or concern for intersectional
inequalities, which were key to accountability in
the SDG framework. For example, the Institute for
Health Metrics and Evaluation and Countdown to
2030 prepared special visualizations based on its
own database as well as Demographic and Health
Survey and Multiple Indicator Cluster Survey da-
tabases, which enabled us to show equity gaps in
the financing of essential reproductive, maternal,
newborn, and child health services?” While we
were able to promote broad general agreement re-
garding the need for more disaggregated data and
actionable information to address equity gaps, it
is not clear to what extent sustained changes were
made across these institutions’ data collection and
review processes, or in development financing, as a
result of issues the IAP identified.

Perhaps the most disheartening were our
efforts to hold actors in the private sector to ac-
count for pledges and activities* At the time, the
private sector and philanthrocapitalist solutions
were being courted by leaders in global health,
and championed as responses to the lack of pub-

lic sector resources and capacity, to, among other
things, mobilize “billions to trillions.™ For our
private sector report, given the complexities and
diversity of private sector actors involved, we un-
dertook additional efforts: we met with private
sector stakeholders both in New York and at the
World Economic Forum headquarters; we hired a
consultant to conduct background research; and,
most importantly, a subset of the IAP panelists,
together with the then-director of the secretariat,
spent an entire additional week of volunteer time
holding meetings with an array of informants and
deliberating about key themes.

The 2018 report we produced contained
detailed findings and evidence-based recom-
mendations regarding the private provision and
financing of services; the pharmaceutical industry
and access to medicines; the food industry; the UN
Global Compact and EWEC partners; and donor
and business engagement in the SDGs.* We strong-
ly argued that increased monitoring and regulation
of private sector actors across these industries and
beyond was critical to ensuring accountability and
in turn making progress on women’s, children’s,
and adolescents’ health. Indeed, in 2018, we stood
out among international panels for arguing for ex-
traterritorial obligations of donor states to regulate
private sector actors headquartered in their own
countries, given the influence of the transnational
food, pharmaceutical, and other industries affect-
ing health.* Nonetheless, the lack of institutional
legitimacy meant that corporate and private actors
were able to ignore or dismiss our conclusions and
recommendations, and continue to trumpet dis-
crete actions of voluntary largesse.

Lesson 3: Meaningful accountability
requires genuine independence of the
oversight mechanism.

In the context of independent judiciaries and other
national oversight mechanisms, independence gen-
erally refers to two concepts: (1) autonomy, which
relates to freedom from political influence at the
domestic level and (2) decision-making authority,
which, as noted above, depends on both normative
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and institutional legitimacy. These two concepts are
equally relevant to the independence of oversight
mechanisms at the global level, which is why many
global panels (e.g., supranational human rights
tribunals) operate within a set of rules intended to
safeguard independent judgment.

As noted above, the IAP’s authority was chal-
lenged from the outset because it was not rooted in
a legal framework that would enable the sanction-
ing of relevant actors. Autonomy was also hindered
from the beginning. Structurally, the IAP was
created by the EOSG and reported directly to the
UN Secretary-General, not WHO as the iERG had
done. We presented our reports to the UN Secre-
tary-General at the UN General Assembly, not the
World Health Assembly, which underscored that
meaningful accountability issues extended beyond
the remit of health ministers. However, from the
beginning, the IAP faced challenges in terms of its
independence from the EWEC ecosystem.

The iERG had not been created to be indepen-
dent of WHO.* From 2012 to 2015, it attempted to
assert its small “i” independence from the rest of
the EWEC ecosystem with regard to its recommen-
dations. However, noting the lack of independence
as a major flaw in the iERG, the IAP was estab-
lished as independent from WHO from the outset,
at least in theory. Nonetheless, in practice the IAP’s
secretariat was situated within the Partnership for
Maternal Neonatal and Child Health (PMNCH),
a “partnership” hosted by WHO for which WHO
provides a legal, administrative, and fiduciary
platform. The IAP received its very small funding
as a percentage of the PMNCH budget and was
therefore legally accountable not just to the EOSG
but also to the Board of PMNCH, which includes
30 members from among the partnership’s mem-
bership.# The initial secretariat staff had even been
hired by PMNCH, although we quickly replaced
those personnel with direct hires by the IAP and
insisted on exclusive control over staffing decisions.
Further, despite a theoretical firewall between
PMNCH and the IAP secretariat, being physically
and administratively hosted by PMNCH frequently
meant obtaining budgetary approvals and sharing
information.

In addition to funding and physical posi-
tioning, another aspect of autonomy relates to
the appointment process to the IAP. The EOSG
appointed each of us to serve in our individual ca-
pacities, based on a diversity of experience, gender,
professional background, geographic representa-
tion, and age (we had two “youth” representatives
who served respectively from 2016 to 2018 and
2018 to 2020). Some members had previously held
high positions within the UN system; many if not
all of us had participated in WHO, PMNCH, and
other panels previously and were well known in
that orbit; two of our co-chairs, Carmen Barroso
and Joy Phumaphi, had previously served on the
iERG. Those backgrounds may be entirely justified
for a panel of the nature of the IAP, which had to
navigate a complicated global health institutional
architecture and also required some institutional
continuity with the iERG experience. However, it
is not clear what pool of possible candidates was
drawn on by the EOSG, nor the role of WHO and
PMNCH in the shaping of that pool or the ultimate
selection of panelists. Likewise, it was unclear how
those actors shaped the selection and remits of
the chairs in particular, who exercised substantial
control over the IAP’s internal governance and
external representation, as well as communications
with other actors in the EWEC ecosystem.

To be clear: this is not a personal critique of
anyone. I greatly admired many of my esteemed
co-panelists’ commitments to promoting equity
in global health, in addition to their formidable
technical expertise. It was a privilege to serve with
them, and many of us have stayed in touch, united
by our shared concern for women’s, children’s, and
adolescents’ health. Nonetheless, the processes for
appointment—and especially for reappointment
in 2018—were not sufficiently transparent to assess
the IAP’s structural autonomy from other actors in
the EWEC ecosystem.

Further, meaningful autonomy also requires
being protected from retaliation from powerful
stakeholders after critical reports are issued. The
IAP was accountable not just to the EOSG, which
would have been complicated enough. It was also
legally answerable to PMNCH Board, whose mem-
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bers represented different constituencies, including
donor governments and foundations, “partner
governments,” UN agencies, the private sector, and
nongovernmental organizations. This arrangement
placed us in the impossibly complicated position
of trying to hold accountable actors that held sway
over our financing and continued ability to func-
tion. Such a structural arrangement invariably
affected the boundaries of our permissible critique.
Genuine independence and institutional legit-
imacy are closely related. At a minimum, the IAP
would have required a direct, clearly articulated
mandate and accompanying budget directly from the
EOSG that was legally rooted in state consent, with
transparent selection processes. Without those con-
ditions in place, the hard-won capital “I” of the IAP
compared with the aspirational “i” in the iERG ended
up being less of an achievement than we had hoped.

Lesson 4: The concept and implications of

accountability remain deeply contested in
global health.

What complicates accountability discourses in
global health is not only the various contexts they
must address but also the multiplicity of concepts
they imply and their more or less pronounced nor-
mative undertones.* Because so much of the global
health community viewed accountability in a very
narrow limited way of monitoring data, much of the
IAP’s work entailed explaining what human rights
demanded in terms of accountability. In a 2017 arti-
cle, Carmel Williams and Paul Hunt explained the
importance of going beyond monitoring:

if the SDGs are simply monitored, using the agreed
indicators, human rights failings can be overlooked,
intentionally or otherwise. For example, if a state
were to introduce punitive measures against women
who fail to give birth in approved facilities, they
would likely show improvement on SDG 3.1.2,
with an increased number of births taking place
under supervised care. However, if this indicator is
achieved without women’s consent or in the absence
of culturally acceptable care being provided, then it
breaches women’s human rights entitlements.*>

The IAP took as a starting point the “monitor,

review, act” framework articulated by the Commis-
sion on Information and Accountability and used
by the iERG, but immediately noted that it would
additionally include remedies—in other words,
monitor, review, act, and remedy. Our reasoning
in adding judicial and other remedies was that
to be consistent with human rights law and meet
commitments to the bolder second Global Strategy
and the SDGs, national legislation and regulations
were required, policies and national plans of ac-
tion needed to be devised and implemented, and
priority-setting mechanisms for universal health
coverage needed to be instituted. All of these
require the use of law and are issues overseen by
courts in democratic societies.

As the High-Level Working Group on Health
and Human Rights of Women, Children and Ad-
olescents recognized in 2017, accountability for
rights in and through health requires legal review
as part of democratic governance.** Likewise,
General Comment 22 on the right to sexual and
reproductive health, which the UN Committee on
Economic, Social and Cultural Rights issued in
2016, underscored far more strongly the need for
judicial remedies in relation to health than had its
earlier General Comment 14 in 2000, noting that it
was imperative that

the right to sexual and reproductive health ...
be fully justiciable at the national level, and that
judges, prosecutors and lawyers be made aware of
that such a right can be enforced. When third parties
contravene the right to sexual and reproductive
health, States must ensure that such violations
are investigated and prosecuted, and that the
perpetrators are held accountable, while the victims
of such violations are provided with remedies."””

Judicial and quasi-judicial remedies are equally im-
portant at the international level for accountability
in global health and within efforts to achieve the
SDGs. For example, in its 2017 report, the IAP
highlighted the International Centre for Settlement
of Investment Disputes tribunal case in which Phil-
ip Morris had sued the government of Uruguay for
plain packaging on cigarette containers, in keeping
with the WHO Framework Convention on Tobacco
Control, and lost. The tribunal specifically noted the
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margin of appreciation (i.e., scope of permissible
policy action) afforded to states for the protection
of public health.® In its 2018 report, the IAP noted
the increasing frequency of concluding recommen-
dations from UN treaty monitoring bodies relating
to the regulation of private business enterprises, in
relation to health and beyond.#

The addition of judicial remedies in the IAP
framework had a fundamental epistemic purpose
as well; it underscored that when they are addressed
by courts, failures to address health issues are
transformed from being lapses in quality of care to
questions of dignity and nondiscrimination, viola-
tions of bodily integrity, and the like. This epistemic
change was essential to undergirding our norma-
tive claim that accountability was about more than
improvements in health indicators and required a
whole-of-government response, including sanc-
tions, which “independent review” was simply too
weak to trigger. In a real-world example, when an
estimated 272,000 women were forcibly sterilized
in Peru between 1996 and 2000 under Alberto Fuji-
mori’s administration, an independent review was
performed by the Population Council, which found
serious deficiencies in the quality of care and in-
formed consent. By contrast, human rights activists
mobilized politically and brought litigation, initial-
ly domestically and later internationally, arguing
that violations of bodily autonomy had to be un-
derstood in the context of systemic discrimination
against Indigenous women and the weaponization
of the health system under Fujimori.°

When supranational tribunals or forums are
involved, the institutional response shifts as well.
That is, when a supranational forum offers recom-
mendations or a judgment, ministries of foreign
affairs, justice, finance, and women and family
are involved, not just the ministry of health. For
example, Brazil created an interministerial com-
mittee when the Committee on the Elimination of
Discrimination Against Women found it in viola-
tion of rights regarding maternal health in Alyne da
Silva Pimentel v. Brazil >*

At the time, the enormous effort we made to
explicate accountability’s dimensions seemed an
appropriate, even strategic, response to the IAP’s

lack of capacity and authority.® We were commit-
ted to using our platform to make meaning out of
the ubiquitous disparities and deprivations faced
by women, children, and adolescents regarding
their health and to explain how such injustices
could be legally remedied and not merely lamented.
Because we were a tiny volunteer panel, and could
not ourselves sanction behavior, our efforts were
rightly intended to catalyze the strengthening and
implementation of systems at the national level and
to reaffirm the importance of existing systems at
the international level.

This focus on effective systems of democratic
governance was a departure from an idea proposed
in the final report of the iERG, which called for all
countries to “establish and implement transparent,
participatory, democratic, and independent nation-
al accountability mechanisms to monitor, review,
and act on results and resources for women’s,
children’s, and adolescents’ health, with special
attention to the translation of recommendations
into action and reporting to Heads of State.™*
Rather than promoting the creation of mini-IAPs
filled with technical specialists, the IAP instead
chose to emphasize that accountability in women’s,
children’s, and adolescents’ health was a matter of
regulating and transforming power through in-
stitutional arrangements, which both uphold and
require functioning democracies. It was critical
for the TAP, both epistemically and politically, to
repeatedly break through the tendency to focus on
the health sector, and delineate the roles of many
institutions—from national statistical offices to
health providers, and from parliaments to judicia-
ries—in protecting and promoting the health and
rights of women, children, and adolescents.

On the one hand, it was the IAP’s insistence
on judicial remedies that, perhaps more than any
other change from the iERG, garnered the enor-
mously positive feedback some of us received from
human rights advocates who were in the trenches
fighting to advance the justiciability of health-re-
lated rights and hold their governments and other
actors accountable. On the other hand, powerful
actors that may have bristled at the possibility of
facing sanctions and other legal remedies either
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rejected the idea that judicial remedies should play
a part in advancing accountability under the SDGs
or chose to elide the significance of emphasizing
remedies.

Although the IAP hoped to “command the
attention of the global community” regarding the
normative importance of all of these dimensions of
accountability, including remedies, in well-func-
tioning governance, in retrospect the time spent
on justifying evolving explanatory frameworks did
not prove as helpful as we hoped in attempting to
shore up our legitimating toolbox. Despite signifi-
cant efforts—including the creation of a brief video
created at Harvard University on a pro bono ba-
sis—in its short existence, the IAP had neither the
necessary resources nor the authority to catalyze
a broader acceptance of the justiciability of health
rights related to women’s, children’s, and adoles-
cents’ health at national and international levels.

Conclusion

In 2019, an independent evaluation of the IAP was
commissioned for the EWEC ecosystem. Among
the principal recommendations was to evolve the
remit of the IAP to include accountability for “who
is being left behind, where and why” across health
and well-being in the SDGs, with the idea that wom-
en, children, and adolescents would be among the
most left behind. However, there was no appetite
to address the extent to which the global political
economy itself perpetuates the exclusion of certain
populations in certain countries. Nor was there
readiness to acknowledge the dramatically different
legal mandate and institutional configuration that
such a remit would have required. In early 2020,
rather than set up a successor panel, the TAP was
dissolved and accountability efforts were centered
on the country-to-country peer review High-Level
Political Forum for Sustainable Development .

At a time when the Trump administration
has upended global governance for health and we
are seeing a disastrous retrogression on women’s,
children’s, and adolescents’ health, among many
concerns, the need to revive discussions of account-
ability in global health could not be more urgent.

However, the questions raised here bear serious
consideration before additional panels are set up
that are destined to fail. I have argued here that the
IAP faced at least four challenges in promoting ac-
countability for advancing women’s, children’s, and
adolescents’ health in the SDGs, which involved the
lack of effective normative grounding, institutional
legitimacy, genuine independence, and conceptual
agreement regarding elements of accountability
and why they matter.

All of these factors in turn must be understood
within a neoliberal global order permeated by enor-
mous economic and political power asymmetries,
which constrained transformative accountability.
Truly transforming the conditions that perpetuate
ill-health for women, children, and adolescents,
as the third pillar of the 2015 Global Strategy had
set out, calls for changing tax, sovereign debt,
investment, and trade and intellectual property
rules; adding leaders from the Global South to
decision-making multilateral institutions; chang-
ing the obsolete model of charity and crisis-based
development finance; and curbing the power of
private actors in the global health architecture. It
is those structural factors and “rules of the game”
that consign women, children, and adolescents to
being left behind in, if not excluded from, progress
in human development.

Even as we need to mitigate the devastation
that the Trump administration’s shambolic destruc-
tion has created, this inflection point also offers an
opportunity to consider how we might genuinely
transform global governance for health, including
the production and distribution of resources, the
construction of knowledge and epistemic authority,
leadership criteria, control over agenda setting, and
possibilities for accountability” Hard-won lessons
from the IAP should inform that thinking. There is
no room for nostalgia for the status quo ante, nor
for the empty invocation of new mantras—such as
the newly popular “country ownership”—without
situating such calls in the reality of macroeconomic
constraints and alignment with technology trans-
fer and other legal reforms. To recover lost trust
in institutions and advance global health justice
requires nothing less than a radical reimagining
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of global governance that addresses the political
determinants of global health and reanimates hope
for realizing dignity, equality, and well-being for
swaths of people across the world.
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EDITORIAL
Examining Institutional Corruption in Mental Health:

A Key to Transformative Human Rights Approaches

ALICIA ELY YAMIN, CAMILA GIANELLA MALCA, AND DANIELA CEPEDA CUADRADO

Introduction

Atatime of unprecedented upheaval in the world order triggered by the Trump administration’s withdrawal
of funding and institutional engagement, this special section adds to broader conversations regarding how
human rights praxis might contribute to a more democratic political economy of global health, particularly
global mental health. These conversations are occurring against a backdrop of dramatically reduced policy
space across global health, as a result of cuts in development finance from the United States and other coun-
tries, as well as debt servicing and illicit financial flows. Today, the Global South loses more than USs1.7
trillion annually to tax evasion, avoidance, and illicit financial flows, and as of 2024, developing countries’
external debt was almost USs12 trillion, which translates into 9o% of export revenues. The United Nations
Conference on Trade and Development estimates that 54 countries spend more on debt servicing alone
than on health care.! In this context, when there are strong pushes to increase private financing and provi-
sion, and to implement cost-cutting in health systems, the papers collected here present a cautionary tale
for policy makers and human rights activists alike.

Looking back at the last 40-plus years, the pieces in this special section make clear that the archi-
tecture of global governance in mental health has long been marked by the concentration of economic
and epistemic power in private actors, driven by knowledge hierarchies favoring biomedical approaches,
and trapped in colonialist dynamics and mentalities.* Despite significant progress in creating enforceable
normative standards, especially since the entry into force of the landmark United Nations Convention on
the Rights of Persons with Disabilities, and in elaborating the contents of human rights-based approaches
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(HRBA) to health, these efforts have not produced
transformative change in practice. There are many
factors that have stymied progress, but here we
identify institutional corruption as a significant
barrier to the promotion of rights related both to
mental health and psychosocial disabilities.

In human rights praxis, corruption is often
framed in terms of “leakage,” or abuse of entrust-
ed public power for private gain, which leads to
mapping perpetrators, victims, and potential
reforms. The underlying presumption is that cor-
ruption is an illicit deviation from the legal norm.
In the context of neoliberal globalization, an un-
critical focus on corruption in the public sphere
has been aligned with global and national policies
promoting the privatization of health services,
including mental health services. At a time when
human rights are under attack not just from con-
servative populists but also progressives who argue
that the human rights movement has been either
complicit in the rise of neoliberalism or ineffectual
at constraining its devastating consequences, we
should take the consequences of these inadvertent
alignments seriously:

In analyzing the connections between mental
health, human rights, and corruption, the papers
collected in this special section adopt a different
starting point that does not take as a given that
the problem of corruption lies exclusively in pub-
lic officials’ conduct—or that the obvious remedy
is to privatize to diminish opportunities for such
malfeasance. Here, we focus on institutional cor-
ruption. We adopt Lawrence Lessig’s definition of
institutional corruption as

manifest when there is a systemic and strategic
influence which is legal, or even currently ethical,
that undermines the institution’s effectiveness by
diverting it from its purpose or weakening its ability
to achieve its purpose, including, to the extent
relevant to its purpose, weakening either the public’s
trust in that institution or the institution’s inherent
trustworthiness.*

When applied to mental health, focusing on insti-
tutional corruption allows us to better understand
how public and private organizations alike may

“deviate from their mission by engaging in activi-
ties that endanger it, even if these activities are not
illegal.™

Highlighting institutional corruption in men-
tal health in no way negates the rampant problem
of regular corruption. It does, however, call for a
critical examination of prevalent recommendations
of best practices for public policies made without
due consideration of socioeconomic context and
health system capacity. These include scaling up
mental health coverage without adequate attention
to the content and quality of that care; privatiz-
ing services for mental health that may produce
unequal treatment through dual practice, among
other things; and proliferating “cost-effective”
pharmaceutical approaches in a global context in
which the social determinants of mental health, as
well as public funding for health systems, are being
hollowed out.

Reexamining the application of human rights
to mental health today could not be more urgent,
given the widespread attention placed on a global
mental health crisis. Alarm bells over the “crisis in
mental health” have been ringing for some time. For
example, suicide rates in the United States rose 30%
from 1999 to 2016, representing an increase among
both sexes, all racial and ethnic groups, and all ur-
banization levels.® After the COVID-19 pandemic,
The Lancet published a study finding an additional
53.2 million cases of major depressive disorder and
76.2 million cases of anxiety disorder globally due
to the pandemic’ In recent years, The Lancet has
devoted a commission to global mental health
and has published multiple series, including on
adolescent psychiatry, transforming mental health
implementation research, and climate change and
mental health.® While structural issues are often
mentioned, the focus in these reports and in the
Movement for Global Mental Health still tends to
be on scaling up and securing equitable access to
care within and across countries. Frequently, the
human rights principles of nondiscrimination and
equality have been invoked in these calls.

HRBAs also highlight the need to address
how the social determinants of health and well-be-
ing impact the prevalence of mental health issues,
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which are distinct from but overlap with some
psychosocial disabilities. A key insight of HRBAs is
that institutional arrangements, and the laws that
structure them, can be changed to modify the social
determination of mental health, as well as the social
creation of disability. The papers collected here
go a step further, focusing on the role of evolving
political economies that have fostered institutional
corruption and prevented such changes from being
implemented in practice. In so doing, they denatu-
ralize the economic order as a given and examine
how it interacts with mental health policy and the
practice of psychiatry in middle-income and low-
er-middle-income countries.

For example, in the United States, prolonged
declines in wages, barriers to education (and the
instrumentalization of education as the sole key
to social mobility), the deterioration in job quali-
ty, and subsequent alienation from the labor force
are all underlying determinants of the increase in
suicides and “deaths of despair,” and they are si-
multaneously consequences of the United States’
political economy as increasingly dominated by
the interests of the wealthiest and a discourse of
meritocracy that blames poverty on moral failure.?
While human rights analyses on mental health that
focus on socioeconomic issues directly related to
treatment or health care access, or specific policies
on issues such as housing, are important, they fail
to capture the broader structural drivers that shape
the possibilities for well-being.

If we extend this broader focus to the rest of the
world, it becomes even more urgent to situate our
human rights analyses and claims in the context of
neoliberal economic orders and examine how they
institutionalize, legitimate, and reproduce regimes
that drive systemic mental health issues—as well
as individualized biomedical remedies for those
problems.

As detailed in several papers in this special
section, the prioritization of medication as treat-
ment for mental health—which began in the 1980s
and has greatly expanded treatment in high-income
and middle-income countries alike—exists in this
broader context of the hegemonic neoliberal ethos
that pervades academic and public conceptions of
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mental health care, and which magnifies narratives
of mental health as a biological issue and an indi-
vidual responsibility.”® The special section further
considers who the actors are that are promoting
and profiting from these global discourses, which
are then transferred to local contexts. Analyzing
how the multinational pharmaceutical industry
has profited from the guild interests of professional
psychiatry calls attention to how specific actors sys-
tematically extract gains that may be unrelated to
or even undermine the health and well-being of pa-
tients and the public in general. Those entrenched
interests, and the political control they exercise,
help explain the systematic marginalization of
social determinants of mental health in setting
priorities for action, and hold lessons for moving
forward.

Different regions, disciplinary perspectives,
and issues

The collected papers span geographic contexts and
histories, as well as aspects of psychosocial and
mental health. To explicate the political economy
of mental health, which is concerned with both in-
stitutions and governance (i.e., formal institutions
and informal rules; capacity of public administra-
tion), almost all the papers situate their arguments
in the structural and socio-historical context in
which particular national mental health systems
were constructed. Former Eastern Bloc countries
with histories of Soviet psychiatry, such as Serbia,
naturally differ substantially from other countries
such as South Africa or Peru. Other papers address
specific issues within mental health to examine the
dynamics of economies of influence exercised by
the pharmaceutical industry, such as obesity med-
ications and drugs to treat postpartum depression.

It is not a coincidence that many of these
papers are written by authors from different dis-
ciplines or deploy multidisciplinary methods,
including empirical studies and normative frame-
works. Challenging disciplinary orthodoxies—not
just in biomedicine and public health but also in
human rights praxis—frequently calls for an ex-
ternal or fresh gaze in order to unsettle ways of
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understanding the world that are taken for granted
within a specific professional tribe. While these pa-
pers adopt different approaches to considering how
HRBAs might contribute to meaningful reform,
they collectively point to the need to situate our
human rights analyses and advocacy in specific
contexts, and to render visible the global and na-
tional forces that have shaped those particular
settings when designing reforms.

In the first piece, “Institutional Corruption
in the Political Economy of Global Mental Health:
Challenges for Transformative Human Rights
Praxis,” Alicia Ely Yamin and Camila Gianella
Malca set out the theoretical anchor for the spe-
cial section, in which they challenge the standard
understanding of HRBAs in three ways. First,
they suggest that transformative human rights
approaches need to be attentive to the epistemic
architectures of both biomedicine and neoliberal
economies in which mental health rights are advo-
cated. Improving technical interventions is crucial,
but broader structural and institutional arrange-
ments that entrench asymmetries at the micro level
between clinicians and patients and at the macro
level in national health systems are too often not
just displaced by biomedicine but obscured or dis-
torted by the premises built into the model. Second,
accepting the prevalent human rights construction
of corruption as “bad apples” that engage in brib-
ery or the embezzlement of public funds destines
remedies to reinforce structures that systematically
privatize wealth and deprive states of the capacity
to uphold mental health rights. If those premises
are accepted in HRBAs, applying rights to mental
health may stymie more than facilitate structural
reforms. Rather, our understanding of corruption
in mental health needs to extend to institutional
corruption that entails structural and systemic
drivers of private gain at the expense of the pub-
lic good, which are imbricated in economies of
influence between academic psychiatry and the
pharmaceutical industry and spread through the
globalization of Western biomedical frameworks
and the neoliberal consensus across the globe. Third,
they add to the literature on the psychiatrization of
the world by placing it in historical context, noting

the intertwined impacts of the spread of biomedical
approaches to mental health and neoliberal global-
ization since the 1980s and the differential impacts
across the world.

This anchor piece, together with the remain-
der of the papers, suggests that human rights needs
to be attentive to both universal trends in global
and national political economies and the plurality
of lived experiences in national settings. A series of
papers then delve into greater detail with respect to
how institutionalized corruption spreads discours-
es and practices across borders. In “Addressing the
Global Mental Health Crisis: How a Human Rights
Approach Can Help End the Search for Pharmaceu-
tical Magic Bullets,” Lisa Cosgrove argues for a shift
away from the dominant pharmaceutical paradigm
in global mental health, advocating instead for
an HRBA that recognizes how emotional distress
is often rooted in social, political, and economic
conditions. Using the specific example of zurano-
lone, a recently approved treatment for postpartum
depression, Cosgrove argues that institutional cor-
ruption, manifested through conflicts of interest
and guild influence, undermines scientific integrity
and public trust. She situates this critique within
the broader context of neoliberal frameworks that
medicalize distress and obscure structural drivers
such as inequality, discrimination, and lack of so-
cial support. Cosgrove emphasizes the importance
of moving beyond binary debates (pro- or anti-psy-
chiatry) and fostering more nuanced narratives
that critically examine who benefits (and who does
not) from current models of care.

In “Without Informed Consent: The Global
Export of a Failed Paradigm of Care,” Robert
Whitaker argues that the way in which the US bio-
medical model of psychiatry was exported globally
alongside psychiatric medications failed to provide
patients and the broader public with adequate in-
formation about the limitations and risks of this
approach, which would have been necessary for
“informed consent.” He argues that the chemi-
cal-imbalance narrative, used to justify the disease
model, was never scientifically validated and that
research consistently fails to demonstrate long-
term improved recovery with psychiatric drugs.
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Whitaker contends that institutional corruption,
which is rooted in guild interests, led US psychia-
try to misrepresent its own evidence base and that
this misrepresentation influenced World Health
Organization-endorsed  global health
frameworks. As a result, he asserts, a paradigm of
care grounded in inaccurate claims of efficacy and
safety was disseminated worldwide, contributing to

mental

worsening public mental health outcomes.

Ximena Benavides’s paper, “Too Big to Lose
Weight: How Pharmaceuticalization Corrupts the
Right to Health,” considers the political economy of
health through the lens of obesity and comorbidities
in mental health, arguing that “the pharmaceutical-
ization of obesity carries wide-ranging implications
for public health—from its intersections with
mental health and diabetes to its structural effects
on the health care system.” Noting that reliance
on glucagon-like peptide-1 receptor agonists has
generated market distortions, Benavides examines
the financialization of health care, focusing on
how policy choices allocate power to dominant
pharmaceutical manufacturers operating in highly
concentrated markets. She then describes institu-
tional corruption as the transfer of governance to
private actors that favors self-interested exercises
of governing power in drug commercialization
and redefines medical progress in terms of market
expansion and control. Benavides argues that these
dynamics disregard the social determinants of
obesity and weaken the protection of fundamental
rights to health and health care.

The remainder of the special section focuses
on middle-income countries and regions with very
different historical trajectories regarding mental
health: Eastern Europe, Peru, and South Africa.

In “Reflections on Institutional Corruption
in Mental Health Policy Implementation: Global
Insights and the Eastern European Experience,”
Dainius Puras and Julie Hannah reflect on the
missed opportunities for transformation in Eastern
Europe following the fall of the Soviet Union. Han-
nah worked closely with Piaras while he was the
United Nations Special Rapporteur on the right to
health, and much of their focus at the time was on
mental health and the obstacles posed by the bio-
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medical model. In this piece, they recount—based
on the authors’ own experiences—that although
the collapse of totalitarian regimes brought hope
for more human rights-centered mental health
systems, the convergence of neoliberalism with
remnants of totalitarian institutional cultures in-
stead led to the renewed medicalization of mental
health challenges. Their paper highlights this expe-
rience in Central and Eastern European countries
and raises important questions about authoritarian
dynamics in many mental health care institutions
that play out between providers and patients. By un-
derscoring the critical role of institutions as a major
barrier to the adoption of truly human rights-based
mental health reforms, the authors call on the
global mental health movement to move beyond a
narrow focus on mental health goals such as reduc-
ing treatment gaps and to recognize the need for
transformation of the system itself—ensuring that
care is accessible, non-coercive, and rights based—
and to address institutional corruption as both a
consequence and a cause of institutional flaws.
Milutin Kosti¢ and Danilo Vukovi¢, the
authors of “Regression of Hard-Won Advances in
Socialized Medicine: The Emergence of the Private
Sector in Health Care in Serbia,” examine how the
emergence of dual practice in post-socialist Serbia,
where the majority of physicians work simultane-
ously in public hospitals and private clinics, has
weakened the public health system and produced
conditions that foster institutional corruption.
They argue that dual practice creates direct finan-
cial incentives for physicians to conserve time and
effort in the public sector and to encourage patients
to seek care privately, which turns access to timely
and respectful treatment into a matter of ability to
pay. As the authors explain, this model “breaches
equality and access to rights and services” by
producing a two-tiered system in which wealthier
patients often receive more care (and sometimes
unnecessary care, including prescriptions), while
those dependent on the public system encounter
declining quality and access. Limited state invest-
ment in public health facilities further exacerbates
this dynamic, accelerating the shift of patients who
can afford to do so toward private providers. Kosti¢
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and Vukovi¢ propose eliminating dual practice
in mental health and beyond in order to address
structural inequity and protect the right to health.

The two papers on Peru—written by
Alberto Vasquez and Camila Gianella, respective-
ly—illustrate what happens when global mental
health discourses are transferred into local con-
texts with weak institutional capacity that refracts
the steep socioeconomic inequalities and social
fragmentation of the broader society. Each study
examines different aspects of the implementation
of an ambitious mental health reform over the past
decade. While both authors highlight some positive
outcomes of the reform, they also note how struc-
tural factors—such as a weak and underfinanced
health system, the dominance of a biomedical
approach to mental health, the lack of regulation
of private actors, and weak oversight of the com-
mercialization of drugs, including psychiatric
medication—can undermine the effects of mental
health policy reforms and contribute to maintain-
ing and even reinforcing institutional corruption.

Vasquez’s paper, “A Hard Pill to Swallow:
Pharmacy Chain Dominance and the Commodi-
fication of Mental Health in Peru,” examines how
chronic underinvestment and uneven implemen-
tation of community-based reforms have allowed
private pharmacy chains to become central provid-
ers of mental health care in Peru. He argues that
persistent medication shortages and limited access
to public services lead many people to self-medicate
and rely on pharmacies as their primary point of
care. Further, in this context, pharmacy con-
glomerates shape which psychotropic medications
are available and at what price, often prioritizing
high-profit products and limiting access to afford-
able generics. This model exemplifies institutional
corruption in that it privileges profit over the public
purpose of health institutions. Using the frame-
work of institutional corruption, Vasquez shows
how these dynamics undermine the availability,
accessibility, acceptability, and quality standards
required by the right to health. He calls for stron-
ger public investment and rights-based reforms to
ensure “that private actors operate within clearly
defined legal and ethical boundaries.”

In “When Scaling Up Isn't Enough: The
Impacts of Peru’s Mental Health Care Reform on
Adolescents,” Camila Gianella Malca also deploys
the human rights framework of availability, accessi-
bility, acceptability, and quality of facilities, goods,
and services to examine the effectiveness of Peru’s
mental health reform with respect to a specific pop-
ulation: adolescents. Gianella notes that the reform
was intended to incorporate a human rights-based
approach. Yet based on a qualitative study conduct-
ed across four regions of Peru, Gianella is able to
provide granular insights into where the rhetoric of
human rights has fallen short in practice. Through
a combination of policy analysis and qualitative
interviews, Gianella shows how the reform’s focus
on scaling up access to pharmaceutical treatment
neglects critical issues such as health system capac-
ity, the availability of trained personnel, the need
for intercultural and youth-centered approaches
tailored to diverse adolescents, and information
systems that adequately monitor policy impact. Gi-
anella’s analysis also highlights how a reform that
promotes pharmacological treatment creates risks
of abuse by private actors involved in the marketing
of psychiatric medications.

Finally, Sasha Stevenson’s paper, “South Af-
rica’s Life Esidimeni Disaster and the Institutional
Corruption That Opened the Door to It,” offers a
chilling case study on the impacts of institutional
corruption on human rights, including the rights
to health and life. Stevenson examines the Life
Esidimeni case, which shows how a policy reform
portrayed as aligned with international standards,
in a country with expansive human rights protec-
tions in its constitution, can still cause enormous
damage to vulnerable populations when private
nongovernmental actors are engaged without suf-
ficient oversight. In this case, 144 patients in the
care of nongovernmental organizations died in
grotesque conditions of neglect—undernourished,
dehydrated, unmedicated, and sometimes suffering
from bedsores and gangrene. Stevenson argues that
the Life Esidimeni tragedy “must be seen as a large-
scale human rights violation within the context of
institutional corruption: caused by inappropriate
political involvement in the administration of
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health and the drive for cost-saving, disguised as
deinstitutionalization.” As with the papers from
Peru, the Life Esidimeni case reveals the shortcom-
ings and potential harms of involving private actors
in the supply and administration of health services
in contexts characterized by weak state capacity to
oversee the quality of care and by structural vio-
lence against vulnerable populations. Stevenson’s
paper also goes on to document the “public and le-
gal processes undertaken to expose the disaster, to
secure accountability, and to begin to deconstruct
the conditions that allowed one of South Africa’s
most shameful human rights violations of the dem-
ocratic era.”

Conclusion

The papers in this special section offer three
important contributions at a time when there is
simultaneously a renewed focus on the “crisis in
mental health” and a major disruption in global
health governance, including in mental health, as
a result of changes in US policy and their follow-on
effects. Amid the intensifying calls to move toward
greater private financing and provision of health
services to fill gaps created by sharply reduced de-
velopment finance as well as renewed austerity, the
papers collected here suggest the need for different
approaches.

First, these papers make a compelling argu-
ment that addressing corruption as a barrier to
progress in mental health systems requires moving
beyond narrow understandings of illegal miscon-
duct by public officials to also consider the role of
private actors (including the pharmaceutical indus-
try’s interactions with academic and professional
psychiatry), the adoption of dual practice models
and public-private partnerships, the role of trade
liberalization and intellectual property regimes,
and the increasing financialization of aspects of
health care systems, including pharmaceutical
medications. The papers here collectively explicate
how this institutional corruption is embedded
within broader political, economic, and historical
contexts that shape priorities, allocate resources,
and determine experiences of care.

MENTAL HEALTH, 157-164

Second, taken together, the pieces in this spe-
cial section call for a rethinking of the architecture
of global mental health through a political economy
lens that recognizes how epistemic and economic
power at the global level operates to legitimate spe-
cific forms of mental health care in middle-income
and lower-middle-income countries. Evidence pre-
sented here of how these models are transferred to
specific country contexts suggests that the increas-
ingly frequent rhetorical incantations regarding
the importance of “decolonizing mental health” or
“social determinants of mental health” are unlikely
to produce meaningful change without challenging
both the narrow frameworks and authority of West-
ern psychiatry and the neoliberal globalization that
facilitates the spread of that individualized, abstract-
ed understanding of emotional distress.

As should be clear from the data presented
throughout the special section, this is in no way
an anti-scientific stance or a simplistic rejection
of psychopharmacology. It is rather an acknowl-
edgment that while the health sciences are often
taken as technical and accessible only to specialized
expertise, the frameworks in which they operate
are not free of cultural premises and interact with
the political economies that we inhabit and which
deeply affect our diverse lived realities.

Finally, the pieces collected here call for us
to reflect on how human rights approaches can
meaningfully contribute to confronting the struc-
tural conditions that sustain institutional, as well
as regular, corruption and systematically perpet-
uate violations of dignity and well-being across
social determinants of mental health as well as in
care. Facing this challenge in human rights could
not be more urgent in our current period of radical
upheaval. Applying human rights to any health issue
in transformative ways requires destabilizing ways
of framing the world that stem from disciplinary
orthodoxies and naturalized practices in medicine
and public health. But a robustly transformative
praxis of human rights equally calls for recogniz-
ing that the meaning—and meaningfulness—of
applying human rights to mental health cannot be
autonomous from our socioeconomic contexts—or
abstracted from the colonial and other socio-his-
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torical processes that have created them.
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Abstract

Through an exploration of the impacts of institutional corruption in global mental health, we argue
here that deploying human rights-based approaches to health must go beyond rhetoric regarding equity
in access to treatment to address power structures that systematically perpetuate harm against diverse
people in specific contexts. First, applying human rights to mental health in transformative ways requires
upending the biomedical paradigm that both locates mental health within people’s brains and imbues
psychiatric expertise as an unchallengeable authority in defining mental health conditions. Second, such
change in approaches to mental health has proved challenging due in significant measure to institutional
corruption, defined as a systemic, legal influence that diverts the institution from its purpose. We focus
on institutional corruption driven by financial influences of the pharmaceutical industry in combination
with the guild interests of the psychiatric profession. Third, we sketch the relation between institutional
corruption and the spread of neoliberal policy imperatives on the financing and organization of mental
health services in lower-middle and middle-income countries. Finally, we question the metrics deployed
in global health that reaffirm existing presumptions in mental health systems, such as coverage, which
can foster institutionalized corruption. We conclude that focusing on institutional corruption allows us
to understand the need for new forms of health governance aligned with transformative human rights

praxis.
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Introduction

Through an exploration of the impacts of institu-
tional corruption in global mental health, we argue
in this paper that deploying human rights-based
approaches to health (HRBAs) must go beyond
rhetoric regarding equity in access to treatment
to address power structures that systematically
perpetuate harm against diverse people in specif-
ic contexts. First, we assert that applying human
rights to mental health in transformative ways
requires upending the biomedical paradigm that
both locates mental health within people’s brains
as a stochastic phenomenon and imbues psychi-
atric expertise as an unchallengeable authority in
defining mental health conditions. Likewise, the
landmark United Nations (UN) Convention on the
Rights of Persons with Disabilities, which 191 states
and the European Union have ratified, explicitly
rejects the medical model of disability in favor of a
social model.! Under this convention, psychosocial
disability is understood to be created through the
interaction between a person’s impairment and the
social, civic, political, and economic environments
that contain physical, attitudinal, and communica-
tion barriers.”

Mental illness and disability overlap to some
degree but are not synonymous. However, the effec-
tive enjoyment of health and disability rights always
requires a just arrangement of institutions, and in
both cases the need to move beyond a biomedical
model and acknowledge the role of laws, policies
and practices has been repeatedly emphasized by
various UN bodies and human rights institutions.

Second, we assert that although normative
standard-setting has proceeded rapidly in both
health and disability rights, implementation and
systemic change in approaches to mental health
have proved challenging due in significant measure
to institutional corruption, which is directly relat-
ed to the privileging of psychiatric expertise in the
biomedical model. Following Lawrence Lessig, we
define institutional corruption as

a systemic and strategic influence which is legal,
or even currently ethical, that undermines the
institution’s effectiveness by diverting it from

its purpose or weakening its ability to achieve
its purpose, including, to the extent relevant to
its purpose, weakening either the publics trust
in that institution or the institution’s inherent
trustworthiness.?

In this context, Lisa Cosgrove and Robert Whitak-
er have used the term “economies of influence” to
describe the institutional corruption in psychiatry
that is driven by financial influences of the phar-
maceutical industry in combination with the guild
interests of the psychiatric profession.* Thus, insti-
tutional corruption is not a glitch in current mental
health systems but a feature that is woven into their
design.

Third, noting that the rise of an understand-
ing of mental illness as an imbalance of chemicals
naturally found in the brain overlaps with political
economies shaped by coloniality in global health,
together with the neoliberal globalization that
began to sweep the world in the 1980s, we sketch
some of the dramatic impacts of structural adjust-
ment programs and successive implementation
of neoliberal policy imperatives on the financing
and organization of mental health services in
lower-middle and middle-income countries. Here,
we focus on two processes. First, the coloniality of
knowledge production in global health enabled the
research premises advanced through the National
Institute of Mental Health and the categories of the
DSM (Diagnostic and Statistical Manual of Mental
Disorders) and ICD (International Classification
of Diseases) to spread throughout the rest of the
world.

This dimension of the paper contributes
to other critical accounts of psychiatrization by
emphasizing the significance of neoliberal global-
ization’s impact on social determinants and health
care reforms worldwide, which has exponentially
expanded the reach of biomedical and pharma-
ceuticalized approaches and, in turn, institutional
corruption’ The application of neoliberal policy
imperatives drove health reforms that included tar-
geting the needy and reducing universal services.
These reforms also involved cutting social protec-
tions that support psychosocial needs, expanding
intellectual property protections for pharmaceuti-
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cals, and privatizing or engaging in public-private
partnerships to provide mental health care. More-
over, throughout, we emphasize that human rights
principles have often been invoked to spread
psychiatric treatment and pharmaceuticalization
to lower-middle and middle-income countries out
of concerns for equal access to pharmaceutical
treatment.

Finally, looking ahead to what can be done,
in addition to suggesting the need for broader sys-
tems change, we question the metrics deployed in
global health—particularly the focus on coverage
abstracted from context—which reaffirm existing
presumptions in mental health systems and which
can foster institutionalized corruption. We con-
clude that focusing on institutional corruption
allows us to understand the need for new forms of
health governance aligned with more transforma-
tive human rights praxis.

In proposing changes to human rights
theory and practice, this paper draws on two
non-exhaustive reviews of public health research
(PubMed), social science and legal databases, and
gray literature on (1) corruption and mental health,
and (2) human rights (including disability rights)
and mental health. These reviews were performed
during 2023-2024. Although most of the secondary
literature dates from the last 10 years, key legal and
institutional documents from as early as the 1970s
were essential to examine to establish the context
for the arguments we make. Further, additional
literature reviews on privatization and public-pri-
vate partnerships in health, as well as on the use
of global indicators, were performed by this paper’s
authors for other studies and, in turn, inform this
work as well.

Beyond the biomedical model®

The starting point for applying human rights to
mental health in a transformative way requires
understanding how defining mental health and
psychosocial disability in terms of rights challenges
the biological individualism of mainstream psychi-
atry, which defines conditions in terms of personal
defects or abnormalities.

HEALTH, 165-178

In the biomedical paradigm, health is defined
as the absence of disease—for example, a “normal”
result on a cholesterol or other function test. This
negative definition of health, including mental
health, is simultaneously (1) abstracted from social
context (and therefore permits standardization
in research and classification of disease, however
questionable that is in mental health); and (2) ap-
praised exclusively through a specialized scientific
expertise. In the case of mental health, many mental
health problems have been reduced to an imbalance
affecting neurotransmitters, and psychiatric drugs
as the solution to balance the chemicals naturally
found in the brain’

By contrast, conceptualizing mental health
as a right requires accepting that (1) mental health
has special moral value because of its relationship
to dignity—variously and not mutually exclusively
understood as self-governance, a preservation of a
range of opportunities, and the ability to partici-
pate fully in one’s community and society; and (2)
mental health is not merely an individual biological
or biochemical issue. On the contrary, understand-
ing mental health in terms of rights requires
recognizing health, including mental health, not as
a natural good but as a social good dependent on
the just arrangement of essential social institutions,
including health systems.® Just as with disability in
a rights paradigm, our conception of mental (ill)
health in a rights framework is also constructed in
interaction with social and cultural norms.?

This broader understanding has been well-
diffused in international legal frameworks since
the entry into force of the UN Convention on the
Rights of Persons with Disabilities. In 2017, the UN
Special Rapporteur on the right to health argued
for a more expansive understanding of mental
health that encompasses social determinants.”® In
2023, the UN General Assembly adopted a resolu-
tion underscoring the need to frame mental health
not only as the presence or absence of a psychiatric
disorder or cognitive condition but rather as the
result of

an environment that enables persons to live a life
in which their inherent dignity is respected, with
full enjoyment of their human rights, and in the
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FIGURE 1. Institutional corruption in global mental health
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equitable pursuit of their potential, and that values
both social connection and respect through non-
violent and healthy relationships, and recognizing
that discriminatory laws policies, practices and
attitudes undermine well-being and inclusion."!

In addition to focusing on the social determinants
of mental health, transformative human rights
praxis calls for changing the epistemic paradigm
of biomedicine that privileges the technical ex-
pertise of psychiatrists. In the biomedical model,
the technical language of scientific “expertise”
cloaks the deeper political implications of decisions
made in biomedical research and clinical practice,
guiding narratives of social beings, human bodies,
sexuality, (dis)abilities, race, and the like. In the
case of mental health, this dominant model feeds
on and facilitates harmful stereotypes: people with
mental conditions “continue to be falsely viewed
as dangerous,” they are “labelled incompetent,”
“their capacity to make decisions is questioned,”
and they are “denied the right to make decisions
for themselves.™

While power asymmetries between health
professionals and health care users are prevalent
across health services and conditions, in the case
of mental health, they are exacerbated. Historically,
in psychiatry, objective “scientificity” as a form of
categorization has served as a pretext to regulate
populations in society for deviance from norms
and standards of being or behavior.” In some plac-
es, political dissent was defined in terms of mental
disorders (e.g., “sluggish schizophrenia” under So-
viet psychiatry); in others, feminist discontent with
social roles was labeled “hysteria.” These categori-
zations have changed over time, and with context.

When the DSM-3 conceptualized psycholog-
ical disorders as primarily brain-based diseases,
psychiatrists’ special medical expertise became
essential to diagnose and treat these conditions,
despite dissent from the beginning as to the ap-
propriateness of categorizing mental distress in
this way.* Over the last 40 years, the American
Psychiatric Association and academic psychiatry in
the United States and other countries have touted
pharmaceutical treatments in addressing mental
illness, which has greatly expanded markets for
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psychiatric medications.”

The ICD, the most widely used classification
of diseases for low- and middle-income countries,
also quickly adopted the neurochemical account of
mental disorders. While many have pointed to the
lack of diagnostic reliability and the lack of cultural
appropriateness, and disability rights activists have
argued that the medical model pathologizes neu-
rodiversity, the predominant approach to mental
health has been the biomedical one. And pharma-
ceutical interventions have been prioritized as a
first-line therapy worldwide.*

The medicalization of mental illness has had
direct effects on widespread diagnoses of mental
illness as institutional responses to “deviant behav-
ior.”” Making mental illness into an issue largely of
brain chemistryand presenting psychopharmacolo-
gy asasolution enabled an extraordinary arrogation
of power to psychiatrists to control both the supply
and demand of mental health care. Mental health
diagnoses based on genetics and neuroscience cap-
tured the fervor of academic and clinical psychiatry
in the late 20th century and the beginning of the
21st century around the world, even after they were
shown to have limited clinical utility and began to
be questioned in the Economic North.*

Institutional corruption

The standard approach to corruption in human
rights is to treat it as a leakage—that is, a drain on
resources that could otherwise go toward fulfilling,
in this case, mental health care. Traditionally, that
leakage is construed as misfeasance or malfeasance
by public officials. In some legal regimes, such as
the United States, corruption is explicitly limited to
quid pro quo cases—for example, where there is a
direct exchange between a public official and some
kind of donor, where an official takes a specific
official action in return for a benefit, or where a
donor’s influence can be proven to have impacted
the official’s judgment unduly, or if there is a strong
appearance of such influence.” Dennis Thompson
argues that institutional corruption can be applied
more generally to “political gain or benefit by a
public official under conditions that in general tend
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to promote private interests.”® However, this focus
on public officials is unduly narrow. Just as we have
expanded our understanding of infringements of
rights beyond the direct actions of state agents, it
is time to broaden our view of corruption beyond
actions by state officials, and explore how institu-
tional arrangements across both public and private
sectors foster a more insidious form of institutional
corruption.

As noted above, we adopt Lessig’s definition of
institutional corruption: “a systemic and strategic
influence which is legal, or even currently ethical,
that undermines the institution’s effectiveness by
diverting it from its purpose or weakening its ability
to achieve its purpose, including, to the extent rel-
evant to its purpose, weakening either the public’s
trust in that institution or the institution’s inherent
trustworthiness.” Cosgrove and Whitaker identify
the release of the DSM-3 as an inflection point in
mental health care, after which pharmaceuticaliza-
tion exponentially expanded. Subsequent versions
of the DSM and ICD have generally reinforced this
trend.”

Nonetheless, the drivers of inappropriate
measures go far deeper than isolated bad practices,
as the default becomes pharmaceuticalization.>
Normative guidance that fails to account for insti-
tutional corruption is likely to be ineffective. That
is, the inherent indeterminacy of international
standards, the prioritization of a biomedical un-
derstanding of mental health, an overemphasis
on scaling up treatment coverage, and the incom-
pleteness of formal human rights norms regarding
mental health care open the space for informal
and background rules to play a significant role in
everyday behavior within mental health systems.*
In this context, informal rules relate to how condi-
tions for exercising entitlements to mental health
care are deliberately restricted to impose a default
of pharmaceuticalization, as well as coercion.
Background rules, in turn, relate to how health
institutions function with respect to such factors as
staffing and information sharing, which also play
a significant role in erecting barriers to non-phar-
maceutical, non-biomedical forms of mental health
care in practice.*

The current for-profit schema of research and
development has strengthened the ties between
academic researchers and pharmaceutical compa-
nies, as well as the prevalent sponsorship of clinical
trials by the industry, imbricating institutional
corruption ever more deeply into practice.” Since
DSM-5, the American Psychiatric Association
has had an official policy of declaring conflicts
of interest (defined as receipt of US$10,000 from
pharmaceutical companies per year, with the
exception of unconditional grants). However, in
practice, more than half of psychiatrists on review
committees maintain close relationships with the
pharmaceutical industry, in particular in relation
to mood, sleep, and psychotic disorders, and re-
search on randomized controlled trials has found
evidence in support of conflicts of interest as a po-
tential bias in the outcomes of such trials conducted
for antidepressants.*

In turn, the permeation of pharmaceutical-
ization in medical knowledge and training has
become so normalized that its impact on clinical
treatment is not generally questioned by individual
patients, providers, or the general public in most of
the world.” Indeed, the pharmaceuticalization of
mental illness has been so widely exported around
the world that even where social causes, such as aus-
terity, are understood to cause emotional distress
(including depression and anxiety), the response is
still too often to treat this distress at a biochemical
level.>®

The WHO currently explicitly recommends
that national action plans “evaluate and monitor
the use and costs of psychotropic medication, psy-
chological interventions, and other treatments in
mental health and social services in primary care”
and calls for “a significant increase in investment
in research and evaluation” of alternatives to psy-
chopharmacology.” Yet the biomedical framework
is still disseminated through prominent medical
and public health journals, at universities, at aca-
demic and professional conferences, and through
the direct lobbying of the pharmaceutical industry
worldwide.

Research agendas have been crucial to propa-
gating this epistemic framework, and agencies such
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as the National Institute of Mental Health (NIMH)
in the United States have played a significant role in
shaping the global understanding of mental health
issues. Until the Trump administration took office
in 2025, the NIMH, and its parent institution the
National Institutes of Health, funded more basic
research on mental health than any other institu-
tion in the world. The NIMH has overwhelmingly
prioritized the funding of biomedical research over
social science research on structural causes or pop-
ulation effects over time.

Institutions that frame thinking as well as
funding in global health have also contributed to
these policies. For example, in 2007, The Lancet,
a leading global health journal, published an in-
fluential series on mental health, which further
disseminated the idea of pharmaceutical treatment
as cost-effective worldwides® In 2016, the World
Bank published a report estimating global burdens
of mental illness and disability and calling for mak-
ing mental health a global development priority

Professional associations such as the World
Psychiatric Association have also urged scaling up
the availability and use of psychiatric drugs and
adopting standardized approaches and categories
of diseases.” In this regard, the ICD, the most wide-
ly used system of medical classification worldwide,
provides practitioners with a universal, free, and
accessible classification system that can be utilized
by non-psychiatrists working even in low-income
settings and which has been critical for spreading
the Western biomedical model of mental health
around the world.

Human rights arguments have often been key
in spreading the biomedical model of psychiatry
beyond the United States and Western Europe to
the rest of the world. Article 25 of the Convention
on the Rights of Persons with Disabilities calls for
state parties to take all appropriate measures to
ensure access for persons with disabilities to health
services, which include providing persons with
disabilities “the same range, quality and standard
of free or affordable health care and programmes
as provided to other persons,” as well as “those
health services needed ... specifically because of
their disabilities, including early identification and
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intervention as appropriate, and services designed
to minimize and prevent further disabilities.”
Although it has shifted positions, WHO itself
encouraged the global dissemination of psycho-
pharmacological treatments in its 2001 edition of
its flagship World Health Report—whose title was
Mental Health: New Understanding, New Hope—as
aresponse to the vast unmet need for mental health
care in lower-middle and middle-income coun-
tries3* In arguing for redressing discrimination in
mental health, prominent human rights advocates
have pointed to WHO studies that have shown “a
huge and growing proportion of morbidity and
mortality from mental disorders with significant
underdiagnosis and treatment compared to phys-
ical disorders.™

The Movement for Global Mental Health has
consistently used nondiscrimination and human
rights arguments to argue for “scaling up” access to
psychiatric treatments worldwide, including phar-
maceuticals, available in the Economic North3° For
example, Vikram Patel, a leading proponent, anal-
ogizes the situation to inequitable access to HIV/
AIDS drugs:

Consider the moral argument that persons with
HIV/AIDS in developing countries had the right
to access antiretroviral drugs, that the state has to
provide them for free, that drug companies had to
reduce prices ... that discrimination against people
with HIV/AIDS had to be combated vigorously,
and that knowledge about HIV/AIDS was the most
powerful tool to combat stigma. These arguments
were human rights based ... We believe that
the time is ripe for such a [global mental health]
advocacy initiative that makes the moral case for
the mentally ill.>

Of course, a human rights framework requires that
access to treatment be universally available, and
there is no question that in too many countries the
lack of access to appropriate mental health care
causes tremendous suffering. However, the actual
quality of care and agency of persons must be part
of the equation. The reductive analogy fails on
multiple dimensions, including the unreliability of
diagnostic categories, the lack of evidence regard-
ing the effectiveness of psychotropic medication,
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the displacement of social determinants, and the
equally important right of persons across the world
to refuse treatment. Health rights cannot be con-
structed in a vacuum; in this case, a psychiatrized
vision constructed through colonialist architec-
tures of knowledge production has been applied
through ostensibly universal models that omit
and distort important features of the experience of
emotional distress in specific local contexts.

The push to spread a pharmaceuticalized mod-
el of psychiatric treatment to the rest of the world
has not been without critique. It has been accused
of psychiatric colonialism—of “exporting western
illness categories and treatments that would ulti-
mately replace diverse cultural environments for
interpreting mental health.™® Others have pointed
out that prevalent models in mental health care
are based on neocolonial power structures that
permeate public health, effectively marginalizing
traditional Indigenous knowledges in favor of al-
lopathic health treatments. As China Mills writes,
“to export psychiatry globally is to begin to reframe
an enormous variety in expression of personal and
social distress into an illness model, treatable by
drugs.” She concurs with other scholars who have
argued that because this approach is devised in a
particular Western culture that is alien to many, it
constitutes a kind of psychiatric imperialism that
may be less stark than military domination but is
no less destructive to the populations around the
world.»

Neoliberal globalization and the political
economy of global mental health

Epistemic frameworks travel through the arteries
of power. Sometimes these are professional asso-
ciations and journals; sometimes they are rooted
in the economic ordering of societies. Just as the
biochemical understanding of mental illness was
becoming embedded in mental health practice in
the 1980s, neoliberal globalization began sweeping
the globe, with extraordinary impacts on health
systems, including mental health systems. The two
processes were deeply intertwined. Divorcing all
health, including mental health, from social mean-

ing enormously facilitated the commercialization
of health care.*° It is not just that in isolation, the
answer to depression was to prescribe a psycho-
tropic medication, and the answer to the side
effects of that medication was then to prescribe
yet another pharmaceutical. Health systems came
to be understood as apparatuses for delivering
technical interventions to address individuals’
biological conditions—as determined by clinical
judgments—as opposed to social institutions at
the interface of society and the state. Furthermore,
those apparatuses were to be reformed in the most
cost-effective way, which often facilitated the priv-
ileging of pharmaceuticals over talk therapy and
relational approaches to psychosocial health in
traditional medicine.

The web of negative experiences that deeply
affect both mental and physical health includes
historical experiences of colonization, enslavement,
and marginalization, as well as adverse early life
exposures, such as exposure to family and commu-
nity violence, discriminatory employment patterns,
economic insecurity, poverty, lack of education,
and homelessness. But in a highly individualized
technical health care delivery system, these social,
political, and historical determinants could be
shunted aside.”

Various guidelines from WHO, as well as its
Comprehensive Mental Health Action Plan 2013-
2030, now call for actions across health, education,
labor, housing, and other arenas to deliver a coor-
dinated response as opposed to merely increasing
access to psychiatric medications.** Yet the past four
decades have driven health systems across most of
the world in precisely the opposite direction.

The diffusion of a menu of neoliberal
policies to lower-middle and middle-income coun-
tries proceeded rapidly from the 1980s onward
through various social processes, including pol-
icy imitation, the adoption of new ideas, and the
need to compete in global markets.# Addition-
ally, as Alex Kentilkenis and Sarah Babb argue,
“Coercion was also a key diffusion mechanism:
powerful global institutions could use their re-
sources to leverage free-market reforms.™* The
World Bank and International Monetary Fund—
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pushed by powerful shareholders, particularly the
United States—developed a set of interventions in
the internal governance and economies of coun-
tries across the Global South to address perceived
debt default threats. In exchange for rescue from
default, countries were forced to adopt “structural
adjustment policies,” which generally included pri-
vatization and deregulation; trade liberalization to
open markets to foreign investment; and the reduc-
tion or elimination of social subsidies to balance
budgets, which then entailed imposing user fees for
health services, among other things.®

In the logic of neoliberalism, the public sector
was cast as the locus of corruption in overseeing
clientelistic and poor regulatory practices, and
shrinking that potential for abuse through pri-
vatization has been a prevailing response from
international financial institutions.* Spreading the
understanding of corruption as bad apples “abus-
ing entrusted power for private gain” has been a key
pillar of promoting privatization and deregulation,
which, not ironically, has fostered conditions for
the appropriation of public power for private eco-
nomic and political gain.+

Given limited space, we highlight two
prominent effects of neoliberal globalization: (1)
the shrinking of public health capacity and turn
toward private provision of care or public-private
partnerships; and (2) the role of trade liberalization,
and heightened protections for intellectual proper-
ty, in propelling expansion of the pharmaceutical
industry into the Global South.

First, these market-friendly reforms priori-
tized fiscal discipline and balanced budgets, and
almost always involved replacing broad universal
social programs in health and beyond (often largely
aspirational at the time) with targeted programs for
the neediest, to meet “basic needs.” More than 40
years later, waves of adjustment and austerity have
been imposed on much of the Global South, which
have hampered the capacity of states to adequately
fund health systems, as well as invest in social pro-
tection, education, and other common goods that
are directly related to psychosocial well-being.**

Responding to gaps in public finance and
capacity in health systems, lower-middle and mid-
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dle-income countries governments often expand
privatized care alongside public health care for the
poor, seeking partnerships with the private sector
and establishing public-private partnerships (PPPs)
in mental health, long-term care, and other aspects
of health delivery. In the logic of neoliberalism,
PPPs are often politically attractive for moving
public spending off the government balance sheet.
Yet evidence on health PPPs is patchy at best; PPP
contracts can be expensive and inflexible, and PPP
facilities can systematically exclude “expensive
patients” to limit costs and meet targets.* Further,
contrary to arguments about privatization reduc-
ing abuse-of-power corruption, PPPs are often
unaccountable to the public and are involved in
egregious violations of patients’ rights in mental
health facilities>® Despite the lack of robust evi-
dence on the positive impacts of health PPPs, and
evidence of corruption on health infrastructure
PPPs, neoliberal ideology has displaced public
policy debates about whether the private sector is
needed and whether it is more efficient; instead, the
sole question is when and how private funding can
be sourced and de-risked.”

Another key structural aspect of privatizing
public goods for private gain occurred through
neoliberal trade liberalization and the expansion
of intellectual property protections, including for
pharmaceuticals. The Agreement on Trade-Related
Aspects of Intellectual Property Rights required
the adoption of far more invasive rules for patents
on medications, among other things, which largely
did not exist in the Global South, in contrast to
“freeing up” trade in goods by eliminating tariffs
Intellectual property became a major source of
wealth transfer from the Global South to pharma-
ceutical corporations in the North.3

The liberalization of trade and the introduc-
tion of greater intellectual property protections
for pharmaceuticals opened vast markets for the
industry, as clinicians were being introduced to
the biomedical view of psychological distress and
governments were reducing budgets for social
protections and non-pharmaceutical care in health
systems. Pharmaceutical companies modified some
of their marketing techniques in situations where it
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was clear that people understood their distress to be
caused by economic austerity, such as in Argentina,
so that anti-anxiety and antidepressant medica-
tions were promoted as biochemical interventions
for social problems.>*

Currently, neoliberal imperatives of privat-
ization and increasing financialization of health
care and commodities, including pharmaceuticals,
reinforce both the biological individualism under-
pinning psychiatrization and the social inequalities
that foster emotional distress.®> On a global level,
the effects of receding fiscal space and, in turn, the
political capacity of many states—especially those
in the Global South—hollow out the possibilities
for fulfilling meaningful claims for health and so-
cial protection by persons with mental illness and
psychosocial disabilities, and more broadly.

If we understand corruption in mental health
as institutional, HRBAs have to address not only
how neoliberal globalization has shaped legal and
policy frameworks that deprive states in the Global
South of the capacity to construct other forms of
mental health treatment, but also how neoliberal
social policy has exacerbated gaping wealth gaps.*
This includes reforming intellectual property
regimes, advancing an international framework
for tax cooperation to stem massive interstate tax
avoidance and evasion, and addressing unsustain-
able sovereign debt. Without concrete measures
that address institutional capacity and political
economy factors, invoking the importance of social
determinants in scholarly articles and national pol-
icy documents offers hollow hope.

Measuring progress in health systems: The
need for new metrics

Addressing institutional corruption calls for a
broad set of legal and policy reforms at national
and international levels and change in educational
approaches and training incentives for providers.
It also calls for different metrics. Metrics drive
funding and priorities; they create incentives for
behavior change and performance standards. In
neoliberalism, the performance standards and
behaviors are individualized. By changing metrics,

we can begin to redefine the framework for under-
standing mental health and illness, and the goals
of health systems in addressing mental health can
begin to be more aligned with demands from peo-
ple with lived experience.”

Both the Sustainable Development Goals,
which set out universal health coverage as a prin-
cipal target under the goal of “improvement of
health and well-being,” and national planning
targets emphasize coverage as an indicator of prog-
ress in health, including mental health® The use
of coverage under universal health coverage has
been successful in cultivating a sense of urgency
and shared understandings of the aims of health
systems across many countries, including cata-
lyzing a sense of urgency around a Movement for
Global Mental Health, to which some HRBAs have
contributed.

However, as noted above, HRBAs in the
context of mental health can actually foster phar-
maceuticalization by focusing on measurements
of equity of access without interrogating the re-
lationship between accessibility of treatment and
outcomes.® If our starting presumption is that
over-pharmaceuticalization is a manifestation of
institutionalized corruption, we cannot rely on the
traditional public health measures of inputs (e.g.,
drug supply) and outputs (e.g., patients attended
or medications distributed) to assess progress in
mental health, much less in combating corruption
in mental health.®

Increasing coverage in mental health in isola-
tion from quality of care and adequate evaluation
of outcomes is not a solution and may drive insti-
tutionalized corruption further. Let us recall that
providers determine both the supply and demand
for pharmaceutical treatments, and the evidence
that expanding coverage improves population
mental health is not robust. Data on psychiatric
conditions over time on a population-wide basis
reveal that the number of people taking antide-
pressants has risen exponentially and continues to
rise; for example, antidepressant prescriptions vir-
tually doubled in England in the last decade, rising
from 47 million in 2011 to more than 85 million in
2022/23, and these trends are set to continue.® Fur-
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ther, the average duration that any one person takes
an antidepressant has also doubled over the last 15
years or so, with approximately half of patients be-
ing classified as long-term users. These data should
raise alarm bells over how we assess “progress.”
Further, qualitative research reveals that
prioritizing pharmacological interventions over
other types of interventions has often been based on
questionable evidence.®> The truth is that the little
information we have on the connections between
prescription coverage and outcomes from varied
contexts does not support widespread pharma-
ceuticalization as the adoption of “all appropriate
measures” under international law.®® Systematic
reviews of studies that attempt to model the clin-
ical and cost effectiveness of various treatment
forms have uncovered difficulties in evaluating
such effectiveness, given contested assumptions
regarding the nature of clinical benefits of multi-
ple treatments.®* Further, significant disparities
in studies that measure clinical versus cost-based
effectiveness underscore the difficulty in evaluating
treatment based on such siloed efficacy metrics.*
In short, if we want to meaningfully assess
progress in mental health, and combat institu-
tionalized corruption, an important first step is to
adopt different metrics, which in turn would sug-
gest adopting different understandings of the aims
of mental health care. Indicators that are fit for
purpose would ideally combine issues relating to
institutional practice (e.g., numbers of health facil-
ities with protocols for supported decision-making;
staffing of social workers) with outcome indicators
(e.g., percentage of patients treated for psychological
conditions who finish treatment and do not relapse
within a certain period; suicide rates). In keeping
with human rights concerns about nondiscrimina-
tion, these data should be disaggregated by sex, race,
ethnicity, socioeconomic class, region, and age, and
include both PPPs and private facilities. Further,
quantitative indicators should always be supple-
mented by qualitative research to assess people’s
lived experiences at the national and subnational
level, and to account for cultural differences as well
as socio-historically constructed understandings of
emotional distress from colonialism. To advance
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systems that uphold the rights of diverse persons
suffering from psychosocial distress, we require
far more data that are reliable and actionable, and
tailored to specific social and cultural realities. Fi-
nally, legal and regulatory frameworks have been
included previously in Sustainable Development
Goal indicators (e.g., indicator 5.6.2); in this case,
it is imperative for transparency laws regarding the
pharmaceutical industry’s support to universities,
health authorities, and providers to be incentiv-
ized through monitoring processes that can drive
actions.

Conclusion

In this paper, we have challenged the standard
understanding of HRBAs in relationship to mental
health in three ways. First, we have suggested that
transformative human rights approaches need to
be attentive to these epistemic architectures of bio-
medicine and neoliberal economies in which mental
health rights are advocated. Improving technical
interventions is of course essential, but asymmetries
at the micro level between clinicians and patients
and at the macro level in national health systems
are too often not just displaced by biomedicine but
obscured or distorted by the premises built into
the model. Second, accepting the prevalent human
rights construction of corruption as “bad apples”
that engage in bribery or embezzlement of public
funds destines remedies to reinforce structures that
systematically privatize wealth and deprive states
of the capacity to uphold mental health rights. If
those premises are accepted in HRBAs, applying
rights to mental health may stymie more than fa-
cilitate structural reforms. We have argued here for
a conception of institutional corruption in mental
health that entails structural and systemic drivers
of private gain at the expense of the public good,
which are imbricated in economies of influence be-
tween academic psychiatry and the pharmaceutical
industry and spread through the globalization of
Western biomedical frameworks and the neoliberal
consensus across lower-middle and middle-income
countries. Third, we have added to the literature
on the psychiatrization of the world by placing it
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in socio-historical context, noting the growing
impacts of neoliberal globalization, which began
to colonize our collective imaginations just as the
Cold War was thawing and other modes of mental
health practice began to wane in power.

Rethinking epistemic paradigms in science as
well as economic organization may appear to be an
overwhelming task, but, along with legal and policy
advocacy, we have argued that shifting our mea-
surement of progress in mental health can facilitate
such reimagining and foster consideration of dif-
ferent sorts of governance. Coverage in access to
psychiatric treatment, while important, cannot be
the gold standard for assessing health systems and
the right to health. Governments should produce
disaggregated data—both qualitative and quantita-
tive—focusing on measuring successful outcomes
rather than inputs. These different forms of data
are critical to understanding and assessing the real
effectiveness of prioritized interventions and to
being accountable to local populations, especially
marginalized ones, regarding what interventions
are useful in specific contexts.

Ultimately, effectively addressing institutional
corruption in mental health requires different forms
of global governance for mental health, understood
as the mechanisms through which various his-
torical configurations of actors utilize legislation,
economic incentives, direct coercion, and epistemic
framings to produce, monitor, and control behav-
iors and practices related to mental health and
well-being. Biomedicine depends on what Sheila
Jasanoft has termed “technologies of hubris” to
“keep the wheels of science and industry turning,”
whereby a series of predictive methods are designed
to facilitate management and control by experts
invested with technical authority, even in areas of
high uncertainty, such as mental health. Neoliberal
globalization has relied on other technologies of hu-
bris, whereby economic policies are dictated from
afar by international financial institutions based on
abstract metrics, such as fiscal discipline and debt-
to-GDP ratios. Development frameworks, such as
the Sustainable Development Goals, similarly rely
on abstracted indicators that determine knowledge
and governance discourses about the meaning of

progress in mental health, and health more broadly,
across widely varying cultural and social contexts.
Addressing institutional corruption and advanc-
ing mental health rights for all calls for shifting to
technologies of humility, which Jasanoff describes
as “social technologies [that] would give combined
attention to substance and process, and stress de-
liberation as well as analysis.” Such technologies
of humility would “engage the human subject as
an active, imaginative agent, as well as a source of
knowledge, insight, and memory.”® As Jasanoff
suggests, these concepts alone are insufficient to
drive serious institutional change. However, they
can offer starting points for a deeper public debate
on addressing the scope of institutional corruption
and the future of human rights in mental health.
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Abstract

Although thereisa seductive neutrality to calls to end the “mental health crisis” and develop more effective
psychotropics, these calls are grounded in a neoliberal sensibility. Such rhetoric deflects attention away
from the lived realities of people’s lives and from the human rights violations that are often the cause
of mental ill-health. Moreover, the undue influence of both industry and organized psychiatry in the
mental health field create a perfect storm in which mental health research, policy, and clinical practice
are driven by the search for pharmaceutical magic bullets. This search is facilitated by medicalized
tropes, academic-industry relationships, an anti-regulatory climate, and guild interests, to the detriment
of public health considerations. Indeed, an overly medicalized response to emotional distress violates
patients’ human rights, including the rights to health and to informed consent. Using the conceptual
and normative framework of institutional corruption, this paper identifies the various economies of
influence that have paved the way for the fast-tracking of psychotropics with “novel” mechanisms of
action. I discuss the marketing of postpartum distress (PPD) as a disorder of the hypothalamic-pituitary-
adrenal axis and the “first ever” pill to treat PPD, zuranolone, as a case illustration of medicalization. I

conclude by offering solutions for reform that are embedded in a human rights framework.
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Introduction

“Half of World’s Population Will Experience a Mental
Health Disorder™

— Queensland Brain Institute

The [United States’] national economic burden of
TRD [treatment-resistant depression] was estimated
as $43.8 billion annually.?

— M. Zhdanava et al.

“Globally, one in seven 10-19-year-olds experiences
a mental disorder, accounting for 15% of the global
burden of disease in this age group ... yet these
remain largely unrecognized and untreated.”

— World Health Organization.

In light of these alarming statistics and headlines,
it is no wonder that there are calls for increasing
access to psychiatric screening and treatment and
for speeding up the regulatory process so that
countries can get new psychotropic medications
approved more quickly. Certainly, large swaths of
the population in all age cohorts are distressed, and
mental ill-health is a pressing public health issue.
However, calls to end the “mental health crisis”
are grounded in a seductive neutrality. Such calls
deflect attention away from the lived realities of
people’s lives and from the human rights viola-
tions that are often the cause of mental ill-health.
Unfortunately, the pharmaceutical industry has
taken good advantage of the rhetoric and of the
mental health disease burden estimates. Commer-
cial entities that manufacture psychotropics have
co-sponsored international events promoting the
movement and have funded researchers who re-
port on the high prevalence of mental illness and
the need for greater access to treatment.* Matthew
Roberts reports that the Gates Foundation did not
offer financial support for global mental health
projects because the pharmaceutical industry al-
ready provides funding?

Against this backdrop, and using the con-
ceptual and normative framework of institutional
corruption, this paper discusses the various econ-
omies of influence that have paved the way for the

continued search for psychotropic magic bullets. I
explore the marketing of postpartum distress (PPD)
as a disorder of the hypothalamic-pituitary-adrenal
axis, and a resulting deficit in allopregnanolone,
and the “first ever” pill to treat PPD, zuranolone,
as a case example of pharmaceuticalization. I then
offer solutions for reform that are embedded in a
human rights framework.

The mental health crisis and medical
neoliberalism

Medicalization and individualism go hand in hand,
thus giving more power and political ammunition to
the view that health is individual and autonomous
and thus outside the purview of governmental
authority and action.®

Neoliberal capitalism both requires and sustains
the medicalization of distress. This is due in part
to the fact that medicalization ignores the context
and conditions in which emotional distress is em-
bedded—such as poverty, discrimination, isolation,
and oppression—and makes these human rights
violations seem inevitable. Although mental ill-
health is inseparable from capitalism and racism,
a distinguishing feature of medical neoliberalism
is the assumption that emotional distress is best
conceptualized and treated as a disease. Such
conceptualizations take suffering out of its “moral
and political context” and lead to one-size-fits-all
psychological and psychotropic interventions.” The
medicalization of distress also encourages policy
makers to use simplistic symptom-reduction mod-
els and to focus on the economic cost of mental
ill-health. Metrics such as “disability-adjusted
life years” (DALYs) were introduced by the World
Bank and the World Health Organization in the
1990s. DALYs are based on an incidence approach
that can be used (with other metrics) to calculate,
per country or globally, the financial burden of
having disease or disability. For over two decades,
there has been ever-increasing documentation of,
attention to, and rhetoric about the “burden” of
mental disorders; biostatisticians identify the days,
months, or years that one “loses” (economically
speaking) to mental ill-health. Not surprisingly,
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critical psychiatrist Derek Summerfield has noted
that applying the DALY metric to depression is
“epistemologically lamentable.”

An increasing number of researchers are docu-
menting the ways in which neoliberal ideology and
policies have contributed to the increasing rates of
mental illness? This scholarship provides import-
ant data that can be used to develop policies that
are grounded in a human rights framework. For
example, there is a substantial body of literature
emphasizing the need to address economic and
employment issues (e.g., through “housing first”
programs) in order to prevent mental ill-health. Re-
latedly, researchers have found that farmer suicide in
India is best predicted by cash crop production and
level of debt; to significantly reduce suicide, they rec-
ommend policy-level interventions addressing the
economic realities of farmers’ lives.”® Thus, in order
to stop the medicalization of despair and improve
population mental health, there needs to be a con-
certed effort to address the drivers of medicalization.
As described below, the conceptual and normative
framework of institutional corruption can assist in
identifying and addressing these drivers.

The normative and conceptual framework
of institutional corruption

Kindergarten ethics sees the world in black and
white. There are good people. There are bad people.
Good comes from the former, bad from the latter ...
The field of “institutional corruption” was launched
to help ethics grow up."!

The ways in which academic-industry relationships
can have a biasing effect on the scientific literature
and undermine evidence-based practice have been
well-documented. Although all medical specialties
have come under scrutiny, psychiatry could be de-
scribed as being at the epicenter of this “crisis of
credibility.” Much of the literature revealing the
pro-industry habits of thought that are engendered
by financial conflicts of interest focuses on the
payments that individuals receive from industry.
For example, in the United States, the Open Pay-
ments database was developed to create “a more
transparent and accountable healthcare system.™

It provides the public with information on how
much money, and for what services (e.g., consult-
ing), prescribers have received from commercial
entities. Yet as physician and bioethicist Carl Elliot
notes, the focus on conflicts of interest may deflect
attention away from the more pernicious prob-
lem—institutional practices:

The difficulty with conflict of interest as a way of
framing the problem of industry funding is that it
directs our attention to individuals ... This way
of framing the issues makes it sound as if these
financial ties are a purely individual problem—
that an individual has a problem and we need to
manage it."”

Indeed, an acontextual focus on the amount of
money individuals receive from pharmaceutical
companies may give the erroneous impression of
wrongdoing or quid pro quo corruption. In con-
trast, the framework of institutional corruption is
oriented toward solutions, not blame, and avoids a
focus on individuals. As legal scholar Larry Lessig
puts it, “Institutional corruption is manifest when
there is a systemic and strategic influence which is
legal, or even currently ethical, that undermines
the institution’s effectiveness by diverting it from
its purpose or weakening its ability to achieve its
purpose ... weakening either the public’s trust
in that institution or the institution’s inherent
trustworthiness.”*

Certainly, the health care sector is exposed
to quid pro quo corruption, and girls and women
are particularly vulnerable. As Farzana Nawaz and
Marie Chéne note, “the consequences of expensive,
ill-tailored, inaccessible or unsafe health products
and services hit women particularly hard.” How-
ever, the conceptual and normative framework of
institutional corruption broadens the scope of the
problem. In so doing, it can help us better identify,
understand, and mitigate the “economies of influ-
ence” that have undermined the trustworthiness
of organized psychiatry—influences that reinforce
medicalization and pharmaceuticalization. For
example, organized psychiatry, in particular the
American Psychiatric Association, has developed
a financial dependence on Big Pharma. This is
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evidenced not only by monies given to individ-
ual psychiatrists but also by the monies given to
support the organization itself, its conferences, its
journals, and even its philanthropic arm, the Amer-
ican Psychiatric Foundation. In fact, each year, the
foundation thanks its “corporate alliance” (which
includes a myriad of pharmaceutical companies)
for their generous support.”

It is not surprising that commercial entities
provide financial support to organized psychia-
try. Industry benefits from an overemphasis on
chemical, neurobiological, and hormonal theories
regarding the etiology of distress and from med-
icalized diagnostic conceptualizations of mental
ill-health. The Diagnostic and Statistical Manual
of Mental Disorders (DSM) is often referred to
as the “bible” of psychiatric disorders. Since the
publication of DSM-3, when psychiatry officially
adopted the medical model, industry has exerted
an undue influence on organized psychiatry. This
was made abundantly clear by Robert Spitzer, who
chaired DSM-3; when asked by a reporter from
the New Scientist what pharmaceutical compa-
nies thought of the revised manual, he said, “the
pharmaceuticals were delighted!™ This is not to
suggest that there was any wrongdoing or quid
pro quo corruption on the part of the DSM panel
or task force members. Rather, the former chair of
the DSM was acknowledging the fact that the para-
digm shift to the medical model that occurred with
the publication of the manual in 1980 resulted in an
industry-friendly psychiatric taxonomy. It is also
important to note that, in a unique and significant
way, psychiatry benefits from its dependence on
commercial entities: industry creates a climate that
sustains the ontological status of psychiatry and
psychiatric conditions. Because of the lack of bio-
logical markers for any disorders listed in the DSM,
psychiatry is unique in its need to have industry
legitimize its existence as a medical subspecialty.

Guild interests

Although it is true that individual medical providers
care deeply about their patients, the guild of health
care  professionals—including  their  specialty

societies—has a primary responsibility to promote
its members’ interests ... it is a fool’s dream to expect
the guild of any service industry to harness its self-
interest and to act according to beneficence alone—
to compete on true value when the opportunity to
inflate perceived value is readily available.'®

Congruent with Kerianne Quanstrum and Rodney
Hayward’s insight, the framework of institution-
al corruption reveals the biasing effects of guild
interests. Such interests undermine psychiatry’s
ability to acknowledge the poor harm-benefit ratio
of many psychotropic medications and to acknowl-
edge that despite greater access to these agents
worldwide, we have not seen improvements in pop-
ulation mental health. The combination of guild
and industry interests also explains why organized
psychiatry continues to search for pharmaceutical
magic bullets and continues to export to both low-
and middle-income countries an overinflated sense
of efficacy about currently approved psychotropics.
To paraphrase Upton Sinclair, it is difficult to get
people to understand something when both their
salary and allegiance to their profession depend on
their not understanding it.”

Psychologists are also implicated in promot-
ing their guild interests, having more confidence
in psychological interventions than the em-
pirical evidence supports, and in exporting an
overly optimistic view of Western intra-individual
interventions to non-Western settings. Exporting
Western diagnostic models risks perpetrating
epistemic injustice, can result in over- or mis-di-
agnosis, and is a clear example of colonial global
health “aid.” For example, psychologists as well as
psychiatrists were involved in developing and im-
plementing one of the World Health Organization
campaigns on depression awareness, titled “When
sadness doesn’t stop: Helping Syrians talk about
depression.™ Five years after the Syrian conflict
began, the United Nations described it as the “big-
gest humanitarian and refugee crisis of our time.”
Although the campaign was well-intentioned, and
acknowledging pain and sadness can certainly help
heal broken communities, it nonetheless reflects
a US-centric and biomedical perspective. The
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assumption is that the displacement and violence
experienced by refugees is best understood as a
psychiatric disorder and treated with talk therapy.

Fortunately, there are some signs that even the
most passionate guild supporters are walking back
their claims that the psychiatric conditions codified
in the DSM are best understood via medicalized
tropes. In 2017, Martine Hoogman, a leading in-
ternational ADHD researcher who published a
high-powered analysis of brain scans comparing
patients with and without ADHD, stated, “pa-
tients with A.D.H.D. have altered brains; therefore
A.D.H.D. is a disorder of the brain.” Eight short
years later, she regretted this claim and called for a
more nuanced view. As quoted in a New York Times
article, Hoogman acknowledged, ““We emphasized
the differences that we found (although small),
but you can also conclude that the subcortical
and cortical volumes of people with A.D.H.D. and
those without A.D.H.D. are almost identical.” The
article added, “[Hoogman said] it wasn't fitting to
conclude from her findings that A.D.H.D. is a brain
disorder.”

Yet the pull of medicalization remains strong
in psychiatry in part because of its guild interests.
The next section discusses the marketing of PPD
as a disorder of the hypothalamic-pituitary-ad-
renal axis and the “first ever” pill to treat PPD,
zuranolone, as a case example of the ways in which
commercial influences sustain the medicalization
of PPD.

The first-ever pill to treat postpartum
distress: Caveat emptor

Childbirth is one of the most powerful triggers of
psychiatric illness in a womanss life.”?

The assumptions embedded in the above quote—a
contemporary version of a very old trope (women’s
reproductive capacity and organs cause mental
illness)—are being exported to both low- and mid-
dle-income countries. Giving birth to a child is a
life-altering event that is certainly stressful, and
there is a biological basis to all distress, including

that which is experienced after childbirth. Howev-
er, promoting the view that PPD is a homogeneous
psychiatric disorder that can be explained in
terms of DSM criteria and identified via the use
of acontextual survey instruments (e.g., HAM-D;
Edinburgh postnatal depression scale) is problem-
atic and leads to the pharmaceuticalization of that
distress. Yet women and their health care providers
are being told that PPD is a psychiatric disorder
with a distinct biological and hormonal cause.*
In the publications based on the clinical trial data
assessing zuranolone’s efficacy, the authors—who
have financial conflicts of interest or are employees
of Sage or Biogen (the pharmaceutical companies
that manufacture zuranolone)—emphasize the role
that low levels of allopregnanolone play in the etiol-
ogy of PPD.” For example, the authors focus almost
exclusively on the “connection between neuroactive
steroid levels [i.e., allopregnanolone], network con-
nectivity, and symptom severity in PPD.”* From
a human rights perspective, it is important to ask,
What gets erased when we make hormonal dysreg-
ulation the primary site of intervention?”

Additionally, health care providers and the
public are being told that PPD is significantly “un-
derdiagnosed and undertreated,” and thus there is
a “silent health crisis.™® In late 2023, Sage received
regulatory approval in the United States for zurano-
lone, the “first ever” pill for PPD. The cost of this
new pill is almost USs1,600 for a two-week supply,
and Sage will likely be able to grow its global mar-
ket. In fact, a 2024 marketing report, “Postpartum
Depression Drugs Market Trends,” optimistically
reported:

The global postpartum depression drugs market size
was estimated at USD 838.4 million in 2023 and is
projected to expand at a CAGR [compound annual
growth rate] of 9.63% from 2024 to 2030. The
increasing prevalence of postpartum depression,
growing research and development efforts, and a rise
in new product launches are supporting the market
expansion for postpartum depression drugs (PPD).
Furthermore, an increase in awareness about the
treatment options for PPD is driving market growth

. The postpartum depression drugs market in
Latin America is expected to grow rapidly.”
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A critical question remains: Will Sage and Biogen be
exporting an effective and safe medication for new
mothers struggling after childbirth? As discussed
by Vinay Prasad and David Allely, the short answer
is no* Unfortunately, despite regulatory approval,
an assessment of the clinical trial data suggests that
zuranolone barely outpaced the placebo statisti-
cally and likely offers little clinically meaningful
benefit. In fact, the small difference on the outcome
measure (the HAM-D) between the zuranolone
and control group could be explained by either the
placebo effect or regression to the mean’ There
are also significant safety concerns. Although
zuranolone is being marketed as a “neurosteroid,”
the integrated summary review from the US Food
and Drug Administration (FDA) notes that it is an
allosteric modulator of GABA o which is the same
pharmacodynamic action of benzodiazepines.
The FDA also reports that it carries the same po-
tential for abuse and dependence as alprazolam, a
benzodiazepine, and it is not known whether it is
safe to breastfeed while taking zuranolone.

Returning to the framework of institution-
al corruption, it is helpful to ask, What are the
economies of influence that are facilitating the
exportation of a drug with limited efficacy data
and significant safety concerns? The suggestion
that PPD is the result of a chemical or hormonal
imbalance—one that a magic-bullet medication
can fix—is supported by organized psychiatry
(with its attendant guild interests) and by research-
ers who are Sage employees or who have other
financial conflicts of interest (e.g., holding patents
on synthetic analogues of allopregnanolone)?
Additionally, financial support of both the Amer-
ican Psychiatric Association and FDA by the drug
industry has led critics to question whether these
financial relationships have opened the door for
“disease mongering.™* Indeed, the overemphasis
on a neurobiological explanation of PPD, together
with the drug narrative, “readily meld[s] scientific
credibility and commercial imperatives.”™

Such is the case with Sage’s new drug
application (NDA) for zuranolone: the FDA effec-
tively lowered the regulatory bar by allowing Sage
to compare zuranolone only to a placebo, despite

the fact that Sage received Fast Track designation.
This designation, according to the FDA, requires
pharmaceutical companies to provide data that
show some advantage over available treatments.
However, as Prasad and Allely point out, selective
serotonin reuptake inhibitors and psychotherapy
are considered standard therapies for PPD and are
recommended as interventions in many clinical
practice guidelines, yet the FDA did not require any
head-to-head comparisons with either antidepres-
sants or psychotherapy:®

It is also instructive to more closely examine
the etiological narratives that the authors of the
clinical trial data are using in the published med-
ical literature. What one finds is a story similar to
that of Prozac. The marketing of Prozac reinforced
the gravitas of “major depressive disorder” and the
chemical-imbalance theory of depression—that is,
the idea that low serotonin levels cause depression.
In much the same way, zuranolone-qua-magic-bul-
let depends on a conceptualization of PPD as a
deficit of allopregnanolone. It is noteworthy that
the manufacturer did not get its NDA approved for
zuranolone for major depressive disorder. The fact
that the FDA did not grant regulatory approval of
the drug for depression is particularly interesting
because PPD could be seen as a subset of major
depressive disorder; in the DSM, the condition
is codified as “Major Depressive Disorder, peri-
partum onset.” In light of the FDA’s rejection of
zuranolone for depression, heavily promoting the
allopregnanolone-deficit hypothesis for PPD, and
zuranolone as a novel new agent—a “neuroste-
roid”—is a successful marketing technique.

Additionally,
tions deflect attention and resources away from
addressing PPD as a public health issue. Women
are encouraged to overlook the context in which
their emotions are manifest and regard feelings
of sadness or anxiety as by-products of hormonal
changes or allopregnanolone deficiencies. Emma
Tseris summarizes this point well, noting that the
PPD label “renders invisible a broad array of social
contexts and gendered power relations and their
impacts on new mothers during the perinatal peri-
0d.”” For example, a recent meta-analysis of studies

medicalized conceptualiza-
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from 56 countries found a clear relationship be-
tween wealth inequality and PPD.* Level of debt is
also strongly associated with maternal depression,
and the United States is the only one of 41 OECD
nations that does not mandate paid family leave®
Numerous studies, including a recent systematic
review, found that paid maternity leave was sig-
nificantly correlated with beneficial mental health
effects on both mothers and children and that there
was a relationship between restrictive maternity
leave policies and rates of postpartum depression.*°
The authors called on the United States to mandate
a national paid leave policy of at least three months.

Unfortunately, as reported in a 2023 Lancet
editorial, because both breastfeeding prevalence
and breastfeeding duration are highly correlated
with paid maternity leave, “some CMF [commer-
cial milk formula] lobby groups have cautioned
against improved parental leave™ As described
earlier, paid parental leave is associated with bet-
ter maternal health and a lower incidence of PPD.
Thus, CMF lobbying groups can be seen as a dis-
tal, but important, economy of influence that may
contribute to the distress many women experience
postpartum. The marketing of zuranolone as a
“magic bullet” is an example of the promotion of
pharmaceutical solutions to what are also public
health issues.

A robust human rights approach as a
solution for reform

The juggernaut of medicalization is a complex and
powerful social and historical process that cannot
be stopped with a pithy set of recommendations for
cultural shifts, systemic and institutional changes,
and policy reform.*

Although Lantz and colleagues are correct that we
must be cautious about finding an easy “cure,” I
agree with epidemiologist and public health activist
Devra Davis, who said, “Those of us who indict past
failures have a duty to develop new solutions.” To-
ward that end, I offer the following ideas as a means
to facilitate a discussion about how a human rights
approach can address the drivers of medicalization

and stop the resource-draining search for pharma-
ceutical magic bullets.

As scholars such as Amartya Sen and Martha
Nussbaum describe, a human rights approach in-
vigorates our ethical imaginations and encourages
thinking about the promotion of well-being not
just within individuals but within societies. Critical
thinking about the mental health crisis must start
with the recognition that the field of global mental
health has been subsumed by the medical model.
Thus, what is needed is nothing short of a “moral
renaissance,” a paradigm shift, and the develop-
ment of new narratives.** Such a suggestion may
seem overly ambitious and perhaps even impos-
sible. However, the policy reset recently suggested
for suicide prevention, where the focus shifts “from
health departments to all parts of government,”
provides both hope and a road map.# This policy
reset is grounded in a population health approach
and has a clear human rights impulse. Specifically,
the focus is on addressing and ameliorating the
upstream and often sociopolitical and econom-
ic precipitants of suicide. Because many social
determinants can best be addressed by creating
economic safety nets (e.g., a universal living wage),
this public health approach to suicide prevention
involves a “whole of government and whole of soci-
ety” approach where there is a “strong commitment
from a range of government sectors, many of which
fall outside of health.™¢

However, making a similar commitment for
tackling the mental health crisis will come to frui-
tion only if researchers and clinicians develop and
promote less medicalized narratives about mental
health. As neurologist and Alzheimer’s expert Peter
Whitehouse astutely notes, “He/she/they that con-
trol language also control resources and manipulate
the sources of hope.™ Thus, in order to facilitate
a commitment from a wide range of government
sectors and engender a more robust human rights
approach in the field of global mental health, there
will need to be a marked shift in the language we
use about mental well-being and the narratives we
use to understand the “mental health crisis.” Nick
Chater and George Lowenstein, two leading behav-
ioral social scientists, eloquently argue for the need
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to shift from individual (i-level) to society (s-level)
theoretical frameworks:

An influential line of thinking in behavioral science,
to which the two authors have long subscribed, is
that many of society’s most pressing problems can be
addressed cheaply and effectively at the level of the
individual, without modifying the system in which
the individual operates. We now believe this was a
mistake, along with, we suspect, many colleagues
in both the academic and policy communities ...
behavioral scientists [have framed] policy problems
in individual, not systemic, terms: To adopt what
we call the “i-frame,” rather than the “s-frame.” The
difference may be more consequential than i-frame
advocates have realized, by deflecting attention and
support away from s-frame policies.*®

A human rights approach, as articulated by psy-
chiatrist Dainius Paras, former United Nations
Special Rapporteur on the right to health, focuses
on the “global burden of obstacles” rather than
the global burden of mental disorders.* As such,
a human rights approach is congruent with and
extends this s-level focus. Fortunately, there are
increasing efforts to transform the global mental
health movement from a top-down, individualized,
and treatment-oriented approach toward a rights-
based conception that accounts for the political,
and economic conditions that produce distress and
disability® These efforts will be enhanced to the
degree that we genuinely center the insights and
ideas of individuals with lived experience in mental
health research, policies, and practices.

It is clear that addressing the sociopolitical
determinants of mental health and mitigating
industry and guild interests will require more nu-
anced narratives about mental ill-health—ones that
focus on how to prevent it and help people flour-
ish. Publishing critiques of medicalization in the
scientific literature is helpful, but more innovative
efforts are also needed. For instance, human rights
scholars and activists can assist the media in learn-
ing how to frame the story of the “mental health
crisis” with more nuance, complexity, and appre-
ciation for the upstream causes of distress. Indeed,
a human rights framework can facilitate greater

public scrutiny about the iatrogenic consequences
of taking emotional suffering out of its moral, ethi-
cal, and political context.”
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Abstract

The discourse around health as a human rights issue usually focuses on access to medical treatment.
However, the “right to health” begins with the right to informed consent about the merits of a treatment,
which has been lacking as a US-constructed “disease” model of psychiatric care has been exported around
the globe. The narrative that supported the adoption of the disease model told of how major psychiatric
disorders were due to chemical imbalances in the brain, which could be treated by a second generation
of psychiatric drugs that fixed those imbalances, much like “insulin for diabetes.” Randomized clinical
trials had proven that antidepressants, antipsychotics, and other psychiatric drugs were safe and effective.
However, missing from this narrative of medical progress were three key facts: that investigations failed
to validate the chemical-imbalance theory of mental disorders; that studies of long-term outcomes
regularly failed to show a benefit for the medicated patients; and that this model of care has led to poor
public health outcomes in the United States and other developed countries. The principle of informed
consent in medicine can be expanded to include the obligation of a medical specialty to be a reliable
narrator of its own research, which provides a framework for understanding the violation of human

rights that occurred with the exporting of a disease model of care to a global population.
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Introduction

The legal right to informed consent arose out of the
horrors of Nazi experiments. The Nuremburg Code
stated that volunteers in research studies needed
to be informed about the risks of a study before
they could give consent. In the 1950s and 1960s,
this principle of informed consent was extended
to regular medical practice in the United States. In
the 1972 case Canterbury v. Spence, the US Supreme
Court ruled that a doctor must provide the patient
with “enough information to make an intelligent
choice” regarding the merits of a proposed treat-
ment. As for the information to be disclosed, the
court set this standard: “What would a reasonable
patient want to know with respect to the proposed
therapy and the dangers that may be inherently or
potentially involved?”™

This obligation is codified in the American
Medical Association’s Code of Ethics, which states
that “informed consent to medical treatment is
fundamental in both ethics and law.” Similarly,
the European Charter of Patients’ Rights and the
World Medical Association’s Code of Medical Eth-
ics list informed consent as a fundamental right.

While this obligation is imposed specifically
on the individual doctor, it also imposes an ethi-
cal duty—by proxy—on the medical specialty to
provide the public with an accurate and full sum-
mary of its research findings, because a society will
organize its care around that public narrative. A
medical specialty needs to be a reliable source of
information about what is known about the biol-
ogy of a disorder, as well as the risks and benefits
of a proposed therapy. In essence, it is the medical
specialty that provides society with “informed con-
sent” for its therapies.

Moreover, the right to informed consent is a
primary element of the individual’s right to health
as set forth by the United Nations Internation-
al Covenant on Economic, Social and Cultural
Rights. The covenant states that the right to health
includes “access to health-related education” and
that an “important aspect is the participation of the
population in all health-related decision-making at
the community, national and international levels.”
In other words, the individual’s right to health is

dependent on the public being properly informed
about scientific findings regarding the risks and
benefits of any proposed treatment.

As can be shown, American psychiatry failed
to meet its informed consent obligations as it pro-
moted its disease model to the public, and this
failure continued as this model was adopted in oth-
er high-income countries and exported to low- and
middle-income countries.

The American Psychiatric Association
adopts a disease model of care

Prior to the publication of DSM-3 (the Diagnostic
and Statistical Manual of Mental Disorders, third
edition), American psychiatry had conceptualized
psychiatric disorders as arising from multiple fac-
tors: family and social tensions, social inequalities
(poverty, racism, and so forth), and, on occasion,
biological illnesses. However, this was a diagnos-
tic medley that lent credence to the criticism that
psychiatrists were not “real doctors,” and in the
1970s, the American Psychiatric Association (APA)
faced criticisms from so many quarters that its
leaders spoke of their field as being under siege. Ex-
patients formed psychiatric survivor groups; popu-
lar movies suggested that psychiatrists were crazier
than their patients; psychiatrists’ diagnostics were
seen as unreliable; and outcome studies failed to
show that psychoanalysis was more effective than
less-expensive therapies provided by psychologists
and other mental health counselors.

With psychiatry’s public image in freefall, the
APA created a task force to produce a new DSM. As
this effort took hold, APA leaders spoke about how
adopting a disease model could serve to remake
psychiatry’s public image. The shrink tending to a
patient on a couch would be replaced by a doctor
in a white coat, treating “diseases” of the brain.
With this new model, APA leaders stated, the focus
would be on “the symptoms and signs of illness ...
the medical model is clearly related to the concept
of disease.™

In 1984, Nancy Andreasen, who would later
become editor-in-chief of the American Journal of
Psychiatry, presented the field’s new thinking in a
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best-selling book, The Broken Brain: The Biolog-
ical Revolution in Psychiatry. “Major psychiatric
illnesses are diseases,” she wrote. The thought was
that each “different illness has a different specific
cause ... there are many hints that mental illness
is due to chemical imbalances in the brain and
that treatment involves correcting these chemical
imbalances.™

This was the soundbite that was used to sell
the disease model to the American public. In 1988,
Eli Lilly brought Prozac (fluoxetine) to market, and
it was touted as a breakthrough medication that
fixed a serotonin imbalance in the brain. Other
pharmaceutical companies brought selective sero-
tonin reuptake inhibitor (SSRI) antidepressants to
market, and throughout the 1990s the American
public was informed, both through pronounce-
ments from leaders in American psychiatry and
pharmaceutical advertisements, that these drugs
fixed a chemical imbalance in the brain.

As APA President Richard Harding wrote in
a 2001 Family Circle article, “We now know that
mental illnesses—such as depression or schizo-
phrenia—are not ‘moral weaknesses’ or ‘imagined’
but real diseases caused by abnormalities in brain
structure and imbalances of chemicals in the
brain.” In that same issue of Family Circle, Nada
Stotland, who subsequently became president of
the APA, informed the public that antidepressants
“restore brain chemistry to normal.”

During the mid-1990s, pharmaceutical com-
panies also introduced a second generation of
“atypical” antipsychotics, which were said to fix the
dopamine imbalance that caused schizophrenia,
while also fixing irregularities in the serotonergic
system. As psychiatrist Peter Weiden wrote in a
book titled Breakthroughs in Antipsychotic Medi-
cations, the newer antipsychotics “do a better job
of balancing all of the brain chemicals, including
dopamine and serotonin.”

This narrative told of an astonishing medical
advance. Researchers had discovered the very mol-
ecules that caused depression, psychosis, and other
major disorders, and the field now had drugs that
corrected those chemical imbalances. Patients di-
agnosed with such disorders now understood that

they suffered from a known pathology and that
psychiatric drugs provided an antidote.

Indeed, in 2005, an APA survey proved that
this understanding had taken hold in the public
mind. The APA announced that “75% of consumers
believe that mental illnesses are usually caused by
chemical imbalances in the brain.” A psychiatrist,
the APA added in its press release, is “a specialist
specifically trained to diagnose and treat chemical
imbalances.”

The APA continued to tell this story in the
years that followed, with visitors to its website in
2014 able to read, in a section titled “Let’s Talk
Facts” about depression, that “antidepressants may
be prescribed to correct imbalances in the levels of
chemicals in the brain.™ Other mental health or-
ganizations, such as the National Alliance for the
Mentally I1I, the Depression and Bipolar Support
Alliance, and the Child and Adolescent Bipolar
Foundation, told this to the public as well.*® These
organizations had scientific advisory councils com-
posed of prominent American psychiatrists, and so
the public had reason to conclude that the chemi-
cal-imbalance story was a well-established fact.

Economies of influence

Any study of institutional corruption requires
identifying the “economies of influence” that can
lead an institution to betray its public duties. In
this instance of institutional corruption, there were
two such influences that led American psychiatry
astray.

The first was that American psychiatry had
an evident guild interest in promoting the chemi-
cal-imbalance story, as it told of an extraordinary
medical advance that elevated the prestige of psy-
chiatry and its influence on American society. It
also provided psychiatry with superiority in what
might be dubbed the therapeutic marketplace.
Psychiatrists had prescribing powers, while other
mental health providers—psychologists, counsel-
ors, and so forth—did not.

The second was that pharmaceutical
companies were eager to help the APA sell the
disease-model story to the public. Drug companies
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provided funding for the APA through grants,
advertisements in APA journals, and fees for dis-
play booths, and they sponsored talks at the APA’s
annual conferences. With pharma money flowing
into its coffers, the APA’s annual revenues increased
from USs$10.5 million in 1980 to US$65.3 million in
2008, with 30% of this 2008 revenue coming from
pharmaceutical companies.”

Pharmaceutical companies also began paying
academic psychiatrists to serve as their advisors, con-
sultants, and key opinion leaders, with this financial
influence so complete that in 2000, when the New
England Journal of Medicine sought to commission a
review on the efficacy of antidepressants, it found it
difficult to find an expert in mood disorders who was
not receiving money from industry.* A subsequent
investigation by Senator Charles Grassley revealed
that prominent thought leaders had received six-fig-
ure payments from industry, with several reaching
the million-dollar club.?

With pharmaceutical companies providing
the funding and academic thought leaders the
scientific legitimacy for the disease-model narra-
tive, spending on psychiatric drugs in the United
States dramatically increased—from USs2.4 billion
in 1986 to US$58 billion in 2012.'4 In 2020, one in
six adults in the United States was treated with a
psychiatric medication.”

Without consent: The science that belies
the disease model

The chemical-imbalance story lies at the heart of the
disease-model narrative that was told to the Amer-
ican public and subsequently the world. However,
decades of research failed to find such chemical
imbalances, and it is the disparity between those
findings and what was told to the public that reveals
psychiatry’s failure to provide informed consent to
the public.

The chemical-imbalance hypothesis arose
in the 1960s based on an understanding of the
mechanism of action of antipsychotics and anti-
depressants. Antipsychotics were found to block
dopamine receptors in the brain, thereby decreasing
dopamine transmission, and this led researchers

to hypothesize that schizophrenia was due to too
much dopamine. Both classes of the new antide-
pressants—monoamine oxidase inhibitors and
tricyclic antidepressants—increased monoamine
activity, prompting researchers to hypothesize that
depression was due to a monoamine deficiency (se-
rotonin is a monoamine).*®

With these hypotheses in mind, researchers
then sought to determine whether patients diag-
nosed with schizophrenia or depression actually
suffered from such chemical imbalances prior to
being medicated. In neither instance did they find
compelling evidence that this was so, and that was
particularly true regarding the low-serotonin the-
ory of depression (also known as the monoamine
theory of depression).

Even by the early 1970s, researchers were re-
porting that they were not finding evidence that low
serotonin was a cause of depression.” In a 1984 re-
port, National Institute of Mental Health (NIMH)
researchers came to the same conclusion, writing
that “elevations or decrements in the functioning
of serotonergic systems per se are not likely to be
associated with depression.”™®

Still, the hunt for a chemical imbalance
continued, and over the next 15 years, researchers
utilized a number of methods for assessing sero-
tonergic activity in depressed patients, but none
bore fruit. The 1999 edition of the APA’s Textbook of
Psychiatry traced this research history and pointed
out the faulty logic that had led to the hypothesis in
the first place:

Inferring neurotransmitter pathophysiology from an
observed action of a class of medication availability
is similar to concluding that because aspirin causes
gastrointestinal bleeding, headaches are caused
by too much blood and the therapeutic action of
aspirin in headaches involves blood loss. Additional
experience has mnot confirmed the monoamine
depletion hypothesis."

The following year, Stephen Stahl, in his textbook
Essential Psychopharmacology, put this conclusion
even more bluntly: “There is no real clear and
convincing evidence that monoamine deficiency
accounts for depression; that is, there is no ‘real’
monoamine deficit.”
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The history of research into the dopamine
hypothesis of schizophrenia is a bit more compli-
cated, but it too began to fall apart in the 1970s
and 1980s. In 1994, John Kane, who was a leader
in schizophrenia research, concluded that there
is “no good evidence for the perturbation of the
dopamine system in schizophrenia.”™ Seven years
later, Eric Nestler, former NIMH director Steven
Hyman, and Robert Malenka, in their book Molec-
ular Neuropharmacology, echoed this conclusion,
writing that “there is no compelling evidence that
a lesion in the dopamine system is a primary cause
of schizophrenia.™

With both pillars of the chemical-imbalance
theory of mental disorders having been investigat-
ed and found wanting, other prominent figures in
the research community pronounced the chem-
ical-imbalance theory dead. In 2005, Kenneth
Kendler, coeditor-in-chief of Psychological Medi-
cine, summed it up this way: “We have hunted for
big simple neurochemical explanations for psychi-
atric disorders and not found them.™

Such were the conclusions that could be found
in psychiatric texts. However, the public heard lit-
tle of this, and many were shocked in 2022 when
UK psychiatrist Joanna Moncrieff and colleagues
published an exhaustive review of research on the
serotonin theory of depression and concluded that
there was “no convincing evidence that depression
is associated with, or caused by, lower serotonin
concentrations or activity.”

Moncrieff said in an interview:

People were staggered, really surprised. I went on
one television program and the presenter said it
blows your mind that this is not true. It revealed
that the general public has been persuaded by the
pharmaceutical industry and medical propaganda
that depression had been established to be caused
by a deficiency of serotonin. Thats what people
thought, and so people were blown away to find out
that it wasn't true.”

Yet as Tufts Medical School psychiatrist Nassir
Ghaemi wrote after Moncrieff and colleagues
published their 2022 paper, “nothing is new here.
And the fuss surrounding the paper reveals much
ignorance about psychiatry. The serotonin hypoth-

esis of depression, which became popular from the
1990s until now, is false, and has been known to be
false for a long time, and never was proven to begin
with.™¢

Ghaemi was accurately summarizing the his-
tory of research into the chemical-imbalance theory
of mental disorders. The APA had been telling the
public one story, and scientific research had been
telling another, and that disparity tells of a medical
discipline that failed to fulfill its public duty to be a
reliable narrator of its own research.

The efficacy of psychiatric drugs

There are three principal types of evidence present
in the scientific literature regarding the efficacy of
antidepressants and antipsychotics. First, in ran-
domized clinical trials, both of the two classes of
drugs reduced symptoms of the disorder better
than placebo, with the difference statistically sig-
nificant. Second, in randomized controlled trials
(RCTs) conducted in patients who had responded
well to the drug, those who were withdrawn from
the drug relapsed at higher rates than those who
were maintained on it, which was seen as evidence
that the drugs help prevent relapse.

Together, these two types of RCTs became
the pillars for assertions that the use of psychiat-
ric drugs was evidence based, which enabled the
globalization of the disease-model of care. The
relapse studies, in particular, fit neatly into the
chemical-imbalance narrative that antidepressants
and antipsychotics needed to be taken on a contin-
ual basis, because they provided evidence for this
practice.

However, the deficiency of the relapse studies,
as a source of evidence supporting maintenance use
of the drugs, is of a fundamental sort. As Ghaemi
noted, the design of these studies “is biased from
the start by excluding acute symptomatic non-re-
sponders” and thus is not a “scientifically valid
design.”” Moreover, the studies do not tell how pa-
tients are faring over the long term, particularly in
regard to functional and quality-of-life outcomes,
and in comparison to unmedicated patients.

There is a third line of research that exists

DECEMBER 2025

VOLUME 27

NUMBER 2 Health and Human Rights 193



R. WHITAKER / INSTITUTIONAL CORRUPTION AND HUMAN RIGHTS IN MENTAL HEALTH, 189-201

in the literature that can provide insight into that
last question. The research is of several types—a
few randomized studies, research comparing the
change in the course of the “disorder” following the
introduction of psychiatric drugs, and naturalistic
studies—which together have raised arguments,
made within the research literature, that both of
these classes of drugs, in the aggregate, have wors-
ened long-term outcomes. Much of this research
consists of landmark NIMH investigations into the
long-term impact of these two classes of drugs.

Depression

In the 1970s, mood experts in the United States told
of how depression was an episodic disorder. Vari-
ous studies in the pre-antidepressant era found that
at the end of one year, around 85% of hospitalized
patients had recovered.?® However, after antidepres-
sants were introduced, studies began to find that
depression was now running a more chronic course,
with only about 15% of patients remitting and stay-
ing well.® In 1994, Italian psychiatrist Giovanni
Fava raised the question of whether antidepressants
were the cause of this increased chronicity:

Within the field of psychopharmacology, practitioners
have been more cautious, if not fearful, of opening a
debate on whether the treatment is more damaging
[than helpful] ... I wonder whether the time has
come for debating and initiating research into the
likelihood that psychotropic drugs actually worsen,
at least in some cases, the progression of the illness
which they are supposed to treat.®

A number of NIMH studies conducted between
the late 1980s and early 2000s provided reason to
bring this “debate” to the public. For instance, in
a one-year NIMH study of 108 real-world outpa-
tients, only 6% remitted and stayed well until the
end of the study, whereas in a NIMH study of 85
unmedicated depressed patients, 85% were well at
the end of one year'

With such questions about antidepressants
swirling in the research literature, in the early
2000s the NIMH launched the STAR*D study,
which it touted as the largest and longest trial of an-
tidepressants ever conducted. The results from this

study in “real-world” patients would guide future
clinical care in the United States. “Given the dearth
of controlled data [in real-world patient groups]
results should have substantial public health and
scientific significance, since they are obtained in
representative participant groups/settings, using
clinical management tools that can easily be ap-
plied in daily practice,” the STAR*D investigators
wrote’*

The STAR*D study had two phases. In the
first, or “acute,” phase, patients were given up to
four tries to remit. If they did not remit on a first
antidepressant, they could try a second one, and so
on. In the second, or follow-up, phase, those who
remitted would be treated with the best possible
clinical care for one year. This would provide a final
count of patients who remitted and then stayed well
and in the trial to its end.

In 2006, the STAR*D investigators announced
the study results* They reported that nearly 70%
of the patients had remitted after the four rounds
of acute treatment, and this became the result
that was promoted to the media, cited within the
profession and by The New York Times and other
media as evidence of the real-world effectiveness of
antidepressants’*

However, a team of independent investigators,
led by psychologist Ed Pigott, relied on Freedom of
Information requests to review these findings, and
inaseries of articles, they reported that the STAR*D
investigators had violated the protocol in various
ways to inflate the announced remission rate. If the
protocol had been followed, Pigott and colleagues
concluded, the remission rate at the end of the acute
treatment would have been 35%.> Moreover, they
reported on the one-year results from the second
stage of the study, which the STAR*D investigators
had failed to do. Of the 4,041 patients who entered
the trial, only 108 remitted and then stayed well and
in the trial to its one-year end. The remaining 3,933
patients either never remitted, remitted and then
relapsed, or dropped out3*

There have been a number of govern-
countries,
including the Netherlands, France, Switzerland, and
Canada, that have similarly told of better long-term

ment-funded studies from other
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outcomes and lower disability rates for depressed
patients off medication compared to those who
took antidepressants” Such results have led Fava
and several others to publish articles exploring
the possibility that antidepressants might worsen
long-term outcomes and positing a biological ex-
planation for why this might be so. Antidepressants
increase serotonergic activity, and in response, the
brain dials down its own serotonergic machinery
as it tries to maintain a homeostatic equilibrium.
“Continued drug treatment may induce processes
that are the opposite of what the medication origi-
nally produced,” wrote Rif El-Mallakh and his two
co-authors. This may “cause a worsening of the
illness, [may] continue for a period of time after
discontinuation of the medication, and may not be
reversible.”*

Although it takes a little sleuthing to find
this history in the scientific literature, it is easy to
see that if the STAR*D results had been honestly
reported, and if the public had been advised of the
evidence that antidepressants were turning an epi-
sodic disorder into a chronic one, then the public’s
understanding of the risks and benefits of antide-
pressants would have been profoundly altered.

Schizophrenia

While this may seem surprising, a similar counter-
narrative can be dug out from the research literature
regarding the long-term impact of antipsychotics.

In the 1970s, the NIMH funded three studies
that assessed the impact of antipsychotics over
longer periods of times, and the results led NIMH
researchers to worry that antipsychotics induced
brain changes that made schizophrenia patients
more biologically vulnerable to psychosis over the
long term? Canadian researchers then posited
an explanation for why this could be so, telling
of how antipsychotics could induce a “dopamine
supersensitivity” that could lead to more severe
and persistent psychotic symptoms.*> Next, in the
1990s and early 2000s, MRI studies showed that
antipsychotics shrink brain volumes and that this
shrinkage is associated with a worsening of nega-
tive symptoms and functional impairment.*

In 2007, Martin Harrow announced the 15-

year results from a NIMH-funded longitudinal
study of schizophrenia. Most of the patients en-
rolled in the study were young, suffering from a
first or second episode of psychosis, and all were
treated in the hospital with antipsychotics and dis-
charged. Harrow then periodically assessed their
status over the next 15 years. Those who stopped
taking antipsychotics were eight times more likely
to be in recovery at the end of 15 years (40% versus
5%) and, as a group, had better cognitive function,
were less anxious, and much more likely to work.*

Harrow and colleagues pointed to drug-
induced dopamine supersensitivity as a possible
explanation for the poor outcomes for patients who
remained medication compliant: “How unique
among medical treatments is it that the apparent
efficacy of antipsychotics could diminish over time
or become ineffective or harmful? There are many
examples for other medications of similar long-
term effects, with this often occurring as the body
readjusts, biologically, to the medications.™

Other studies of various types—in the
Netherlands, Australia, Germany, Denmark, and
Finland—have reported higher long-term recovery
rates for those off antipsychotic medication.* Yet
little of this information, while available in the
research literature, is told to the public. The stan-
dard of care is to maintain schizophrenia patients
on antipsychotics indefinitely, and if patients resist
taking the drug, they are said to do so because they
lack “insight” into their illness. This is the narra-
tive that governs psychiatric care in most of the
developed world, which becomes a justification for
forced treatment.

The spread of the disease model to high-

income countries

Although the World Health Organization has its
own classification system for medical disorders—
the International Classification of Diseases—the
NIMH is by far the largest public funder of psychi-
atric research, and at least in the 1980s and 1990s,
the majority of trials of psychiatric drugs were con-
ducted in the United States. This outsized influence
led psychiatric journals throughout the developed
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world to require researchers to use DSM categories
to report their results, which in turn led to a reifica-
tion of the APA’s disease model.

At the same time, the APA turned its annu-
al conference into an international gathering of
psychiatrists. Pharmaceutical companies provided
grants to psychiatrists from high-income countries
(and to psychiatrists from middle-income countries
with large populations) to attend the conference,
where they would enjoy free lunches and dinners
that featured presentations by academic “thought
leaders” telling of advances in treating psychiatric
diseases.

The foreign attendees could then be expected
to return to their home countries and promote
the disease model to their colleagues. And just as
they had done in the United States, pharmaceutical
companies paid academic psychiatrists in Europe,
Canada, and Australia to serve as their advisors and
consultants and to speak at conferences throughout
the developed world.

In a 2002 article titled “The Going Rate on
Shrinks,” psychiatrist E. Fuller Torrey told of how
the 7th World Congress of Biological Psychiatry in
Berlin included 23 symposia sponsored by pharma-
ceutical companies:

Each [symposium] brought in two to four psychiatric
experts, whom the sponsoring pharmaceutical
company usually gave business-class air tickets, four-
star hotel accommodations, and an honorarium,
typically $2,000 to $3,000 ... Honoraria and future
invitations are directly dependent on how experts
present their data. Emphasizing adverse effects of a
drug, for example, may well cost the expert a trip
to future congresses. Some of the psychiatric experts
sponsored by a pharmaceutical company are also
on the company’s speakers bureau; many own stock
and thus have a direct financial interest in the
success of the company’s products.*®

With pharmaceutical money putting its thumb on
the scale, psychiatric associations in high-income
countries embraced the disease model that had
originated in the United States, which produced
the same commercial result. Websites in developed
countries around the world now told of psychiatric

drugs that fixed chemical imbalance in the brain,
and psychiatric guilds promoted the RCT results
from short-term studies and the relapse studies as
evidence of the efficacy of psychiatric drugs.*® The
third line of research that told of drugs worsening
long-term outcomes was not introduced into that
story of medical progress, but rather conveniently
forgotten or dismissed as not having come from
RCTs.

In Europe, the prescribing of antidepressants
rose 250% from 2000 to 2020, a commercial marker
of the disease model taking hold.+

Public health outcomes in high-income
economies

At a societal level, the public—if the principle of
informed consent in medicine is applied—should
have been told that the chemical-imbalance hy-
pothesis never panned out and that the biology of
mental disorders remained unknown. It also should
have been informed of public health outcomes as-
sociated with the disease model of care. Here is a
brief summary of public health outcomes:

o In 2013, Finnish investigators reported that
long-term recovery rates for schizophrenia pa-
tients had declined since the introduction of the
atypical antipsychotics in the mid-1990s, with
only 6% “recovering” from the illness.* That is
worse than any recovery rate reported since the
schizophrenia diagnosis first appeared in asylum
medicine 100 years earlier.

o Recovery rates for depressed patients worsened
after the adoption of this disease model. The
same is true for bipolar disorder.#

o The number of people receiving disability pay-
ments due to mood disorders soared in the
United States following the introduction of
SSRIs, increasing threefold from 1987 to 2007. A
sampling of disability rates in other high-income
countries shows a similar increase in disability
payments, an increase that correlated with a rise
in antidepressant prescriptions.*
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« Standard mortality rates for patients with schizo-
phrenia and bipolar disorder have worsened in
high-income countries.”

In a 2025 article, Dost Ongiir, editor of JAMA
Psychiatry, validated this description of outcomes,
writing that “life expectancy and long-term func-
tional outcomes have worsened in recent decades
for those with severe mental illnesses, includ-
ing schizophrenia, severe mood disorders, and
obsessive-compulsive disorder, despite greater
availability of treatments.™?

Ongiir did not blame the worsening outcomes
on the medications. However, the general public,
having organized its use of psychiatric drugs for the
past 40 years around a narrative of great medical
progress, would surely be stunned to learn of this
worsening of outcomes in modern times.

Exporting the disease model to low- and
middle-income countries

As pharmaceutical companies marketed their
drugs to middle-income countries, they once again
relied on the same formula that had been successful
in the United States and high-income countries.
They paid academic psychiatrists to serve as their
speakers and key opinion leaders, and paid for
psychiatrists to attend conferences, where pharma-
ceutical freebies flowed.

Paulo Amarante, a well-known psychiatrist in
Brazil, described the scene at one such conference
in his country, where psychiatrists lined up at a
pharmaceutical exhibit to get industry handouts:

There, they received vouchers for free dinners at
restaurants with their families, and even other
benefits for non-family members, according to
the proud account of a department head who
boasted of being “sponsored” by a [pharmaceutical]
laboratory, along with his “lover” The laboratory
had paid for the airfare, the luxury hotel, and other
perks. All with great honor and pride! They also
received various gifts, such as CDs, ice cream cones
named after psychotropic drugs. There were raffles
for flights to Europe and the US, laptops, and many
other things. There were so many gifts! So many that
the [department head] had a suitcase with wheels

and a long handle, one that can be carried on the
plane. This was so he could collect more gifts, as the
bags distributed by the laboratories were considered
too small for him.>

As for the symposia, Amarante wrote, “many
of the speakers were funded by pharmaceutical
companies, and their speeches were blatant adver-
tisements for the drugs.”

Beyond such commercial influences, the glo-
balization of mental health proceeded under the
banner of science. After Prozac was brought to
market, US and European researchers began re-
porting that mental disorders were quite common
in low- and middle-income countries and that in
the absence of access to “evidence-based” treat-
ments, many patients resorted to “traditional or
spiritual healers and healing,” which were said to
be useless or even harmful. “The impact of mental
illness in these settings can be devastating, in terms
of symptoms, stigma and functional impairment,”
researchers wrote’*

With this argument in place, in 2007 The
Lancet issued an “urgent call for action to scale
up services for people living with mental health
problems and to close a substantial treatment gap,
especially in low-income and middle-income coun-
tries, where the proportions of people receiving
treatment are lowest.™

This was a clarion call by Western psychiatry
to export the medical model to all corners of the
world. The World Health Organization, for its part,
urged countries around the world to pass legisla-
tion that would increase access to mental health
treatment, with psychiatric drugs presented as a
first-line treatment in its “intervention guide.™

The title of Ethan Watters’s 2010 book Crazy
Like Us: The Globalization of the American Psyche,
neatly summarized the results of this medical cru-
sade, telling how it supplanted Indigenous methods
for treating psychiatric difficulties with DSM di-
agnoses and treatments.” From 2008 to 2019, the
prescribing of psychiatric drugs rose at an annual
rate of 8% in upper-middle-income countries and
3% in lower-middle-income countries—evidence,
once again, of the disease model taking hold **
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Global mental health outcomes

The expectation was that the adoption of a Western
model of care, together with greater access to psy-
chiatric drugs, would lead to a drop in suicide rates
and improved mental health outcomes in countries
around the world. However, that has not proven
to be the case in high-income countries, and out-
comes have been similarly dispiriting in low- and
middle-income countries.

In 2004, Australian researchers, in a study of
100 countries, found that “contrary to the hypothe-
sized relation,” the “introduction of a mental health
policy and mental health legislation was associated
with an increase in male and total suicide rates.™
They quantified the negative impact of specific
initiatives:

o The adoption of mental health legislation was
associated with a 10.6% increase in suicides.

o The adoption of a therapeutic drugs policy
designed to improve access to psychiatric med-
ications was associated with a 7% increase in
suicides.

“It is a concern,” the researchers concluded, “that
national mental health initiatives are associated
with an increase in suicide rates.”

In 2008, Ajit Shah and Ravi Bhat found higher
rates of suicide among elderly patients “in countries
with greater provision of mental health services,
including the number of psychiatric beds, psychia-
trists and psychiatric nurses, and the availability of
training mental health [programs] for primary care
professionals.™°

In 2009, Shah and colleagues reported on sui-
cide rates for people of all ages in 76 countries and
once again found that suicide rates were higher in
countries with mental health legislation. They also
reported that there was a correlation between high-
er suicide rates and a higher number of psychiatric
beds, psychiatrists, and psychiatric nurses; more
training in mental health for primary care pro-
fessionals; and greater spending on mental health
as a percentage of total spending on health in the
country.”

Finally, in 2013, Rajkumar and researchers in
Denmark assessed the level of psychiatric services
in 191 countries, with a combined population of
more than six billion people. This was a compre-
hensive global study, and, like Shah, they found
that “countries with better psychiatric services
experience higher suicide rates.” Both the “number
of mental health beds and the number of psychi-
atrists per 100,000 population were significantly
associated with higher national suicide rates (after
adjusting for economic factors),” they wrote.*

Discussion

The principle of informed consent in medicine tells
of a basic human right: patients have a right to be
told what is known about the pathology associated
with a medical diagnosis and to be informed of
the risks and benefits of any proposed treatment.
The honoring of this obligation requires that the
medical specialty overseeing a domain of medicine
provide a reliable accounting of research findings
to the public and to the larger medical community.
However, American psychiatry never fulfilled this
obligation, and that failure remained present as the
disease model took hold globally.

The informed consent failure was twofold.
Although research in the 1980s and 1990s regularly
failed to validate the chemical-imbalance theory of
mental disorders, with the APA’s own textbook in
1999 telling of this failure, the APA publicly dou-
bled down on that story, and like a medical meme,
it spread around the globe.

The other failure was that American psychiatry
never publicized the studies that told of poor long-
term outcomes and poor public health outcomes
associated with this paradigm of care. This was in-
formation that belied the narrative of progress that
American psychiatry was telling the public, and as
the disease model of care was exported to the rest
of the world, the public narrative remained much
the same. This was a story of medical progress, and
the exporting of this model of care was touted as an
effort to bring this new standard of mental health
treatment to a global public.

However, the disease model of care is now 45
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years old, and that false narrative of medical prog-
ress is now falling apart. American psychiatry has
stopped promoting the chemical-imbalance story,
and there is increasing recognition, within the
United States and abroad, that the disease model
has failed. In a 2017 interview, former NIMH direc-
tor Thomas Insel drew this very conclusion:

I spent 13 years at NIMH really pushing on
the neuroscience and genetics of mental disorders,
and when I look back on that I realize that while I
think I succeeded at getting lots of really cool papers
published by cool scientists at fairly large costs—I
think $20 billion—I don’t think we moved the needle
in reducing suicide, reducing hospitalizations,
improving recovery for the tens of millions of people
who have mental illness.*®

Indeed, in 2025, the World Health Organization
called for a “paradigm shift” in mental health care,
one that moved away from historic “over-reliance
on the biomedical approach and psychotropic
drugs,” and toward “approaches that are more per-
son-centred, recovery-oriented, and grounded in
human rights.™* That is an approach that would
honor the principle of informed consent, which
should be the centerpiece of global mental health.
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Abstract

Treating obesity with weight-loss medications has redirected clinical attention toward health conditions
long stigmatized as personal failings, while potentially benefiting comorbidities such as mental health.
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Introduction

The treatment of obesity through pharmacological
and surgical interventions gained prominence in
the United States about two decades ago, when the
medical community formally recognized obesity
as a disease. Among available treatments, the use
of weight-loss medications accelerated in the early
20108 and drew widespread attention as obesity
rates surged during the COVID-19 pandemic. Be-
tween 2019 and 2023, this “pharmaceuticalization”
of obesity expanded dramatically—by more than
700%—with glucagon-like peptide-1 (GLP-1) re-
ceptor agonists leading among therapies for weight
and eating disorders. By 2024, about one in eight
US adults had tried one of these blockbuster pre-
scription drugs.'

The medical treatment of obesity has reshaped
societal perceptions of eating disorders—from
personal failures to legitimate health conditions
deserving clinical attention. Beneath the surface
excitement surrounding a clinical innovation that
appears to reduce blame and stigma by empow-
ering patients, however, lies a political economy
that exposes corporate practices undermining the
very realization of the right to health and health
care. Obesity today is not only medicalized but
also financialized: pharmaceutical manufacturers
with dominant market power and ownership ties
to financial actors pursue investor expectations,
prioritize commercial interests over disease pre-
vention, and engage in value-extraction practices
under limited public oversight.

The pharmaceuticalization of obesity carries
wide-ranging implications for public health—from
its intersections with mental health and diabetes
to its structural effects on the health care system.
Studies estimate that up to 70% of individuals with
obesity also experience psychiatric comorbidities.
Reliance on specific medications, particularly
GLP-1receptor agonists—has generated market dis-
tortions affecting access to diabetes treatments.
These include constraints on human insulin manu-
facturing capacity, artificial drug shortages, soaring
insulin prices, and mounting financial pressure
on state-funded insurance programs. The ramifi-
cations extend beyond US borders: the decline of

human insulin production in the United States
exacerbates fragile health care infrastructures in
low- and middle-income countries (LMICs), skews
national strategies for addressing obesity and men-
tal health, and compromises access to essential
medicines.

While scholarship on the financialization
of health care continues to expand, its implica-
tions for the life sciences and access to medicines
remain comparatively understudied.> This paper
addresses that gap in two ways. First, it examines
the medicalization of obesity and its comorbidities
through the lens of the political economy of health
care financialization, focusing on policy choices
that allocate power to dominant drug makers op-
erating in highly concentrated markets. Second, it
advances a distinct understanding of institutional
corruption as the transfer of governance to private
actors, favoring self-interested exercises of govern-
ing power in drug commercialization that redefine
medical progress in terms of market expansion
and control. These dynamics ultimately dismiss
the social determinants of obesity, threatening
the advancement of public health objectives and
weakening the protection of fundamental rights to
health and health care.

The discussion unfolds across five sections.
The first section explores the interconnections be-
tween obesity, mental health disorders, and chronic
diseases such as diabetes. The second section exam-
ines how the focus on pharmacological treatments
sidesteps social determinants of health and, instead,
reinforces corporate control over related industries.
The third section offers a political economy anal-
ysis of obesity in the United States and globally,
illustrating how market concentration among a
handful of pharmaceutical firms producing insulin
and obesity drugs epitomizes the financialization
of research and development (R&D) of medical
treatments. The fourth section identifies the trans-
national consequences of pharmaceuticalization,
particularly in Africa and Latin America. The last
section concludes by urging health policy makers
and legislators to reassess the implications of inade-
quately monitored pharmaceuticalization, consider
its effects on mental health and chronic diseases,
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and integrate a right to health approach into future
policies on access to medicines.

Obesity and mental health

According to the World Health Organization
(WHO), more than one billion individuals experi-
ence obesity? The World Bank estimates that nearly
70% of them reside in LMICs.* Among high-income
countries, the United States consistently reports the
highest prevalence of adult obesity’ In the United
States alone, obesity affects at least one-third of
the population.® According to the US Centers for
Disease Control and Prevention, prevalence rates
in the US adult population have risen to 40% over
the past decade’” Obesity among children and ad-
olescents (ages 2-19) has also steadily increased,
reaching 19.7% in recent years.® Despite obesity’s
longstanding and widespread prevalence in the
United States and globally, official recognition of
obesity as a disease deserving of medical treatment
emerged only two decades ago—a shift influenced
by factors beyond scientific evidence.

Obesity emerged as a significant public health
concern only in the mid-2oth century, when WHO
officially recognized obesity as a disease in the 1948
International Classification of Diseases. Yet it was
not until 1997, coinciding with escalating med-
ical costs associated with managing overweight
globally, that the organization declared obesity a
complex, incompletely understood, serious, and
chronic disease and a global epidemic.® In 1998, the
US National Institutes of Health, the largest funder
of biomedical innovation worldwide, declared obe-
sity a chronic disease. This decision was informed
by decades of physiological research on the mech-
anisms governing body weight, acknowledging
obesity’s multifactorial nature and its profound
public health implications.”

Today, a number of medical societies clas-
sify obesity as a chronic medical condition. The
American Obesity Society recognized obesity as a
disease in 2008, but it was not until the American
Medical Association classified it as a disease in 2013
that obesity was formally medically recognized
and treated in the United States.” The American

Medical Association’s decision was not based solely
on new scientific evidence—it was significantly in-
fluenced by industry interests, particularly those of
the pharmaceutical and weight-loss sectors, which
saw market expansion as medical progress.™

US health agencies consistently define obesity
primarily through body mass index (BMI)—a mea-
sure of body fat, with thresholds varying by age and
sex. While this measure provides a standardized
diagnostic criterion, it inadequately captures the
complex and multifaceted nature of obesity, par-
ticularly its strong association with mental health
issues and its high prevalence among psychiatric
populations. Comorbidities between obesity and
psychiatric disorders, such as depression and anx-
iety, are well-documented and suggest shared risk
factors. Individuals with a mental health illness
exhibit a two- to three-fold increased risk of obesi-
ty, whereas the risk of mental illness in individuals
with obesity ranges between 30% and 70%.” Adoles-
cents with depression, for example, are more likely
to develop elevated BMI later in life, and individuals
with obesity also report higher incidences of major
depressive episodes relative to their healthy-weight
counterparts.”* The prevalence of obesity among
psychiatric populations is also significant. Estimates
suggest that up to 60% of individuals with bipolar
disorder, 70% with schizophrenia, and s0% with
depression experience obesity. Obesity in women
in particular has been associated with symptoms of
serious psychological distress, posttraumatic stress
disorder, and depression, while in men, obesity
correlates with generalized anxiety disorder and
distress.” Studies show that psychological condi-
tions such as posttraumatic stress disorder can
influence BMI trajectories, further entrenching the
bio-directional relationship between mental health
and obesity.® Among patients seeking surgical
interventions, psychiatric comorbidities are prev-
alent, with lifetime estimates ranging from 60%
to 70% for depression, binge-eating disorder, and
anxiety disorders.” The correlation between obesity
and mental health is hardly invisible.

The increasing recognition of obesity’s con-
nection to metabolic conditions, such as type
2 diabetes, hypertension, and cardiovascular
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diseases, has intensified pressure to treat obesity
pharmacologically, notably with insulin and related
drugs. Since the US Food and Drug Administration
(FDA) approved GLP-1 receptor agonists for ado-
lescents as young as 12, there has been a dramatic
increase in the use of insulin to produce weight-loss
prescription drugs.” From 2019 to 2023, the number
of overweight patients receiving GLP-1 therapies in
the United States increased by more than 700%,
with women making up nearly 60% of users.”® GLP-
1 drugs underscore the complex interplay between
obesity management, mental health, and metabolic
health. For example, clinical data indicate a risk of
retinal disease leading to blindness, which doubles
among GLP-1 users after one year of treatment.>
In the UK, increased reports of acute pancreatitis
linked to taking weight-loss and diabetes injections
have prompted health officials to carry out studies
on GLP-1 side effects.” Receptor agonists of GLP-1
drugs for weight management have demonstrated
antidepressant and anxiolytic effects.”” According
to a survey conducted in seven countries with high
diabetes prevalence, three out of every four people
with diabetes have experienced impacts on their
mental well-being. The risk of diabetes is likely to
increase in patients exhibiting biochemical changes
as aresult of psychiatric disorders and those who re-
ceive treatment for mental health disorders.>* There
is a lower incidence of depression among patients
treated with GLP-A receptor agonists compared to
other insulin-based drugs, and a lower risk of both
incident and recurrent suicidal ideation compared
to other anti-obesity and anti-diabetes medica-
tions.” These links between obesity and mental
health disorders suggest that patients with comor-
bidities, treated for mental health and weight loss
with insulin-based medications, are thus exposed
to a unique set of increased health risk factors.

Sidelining determinants of health through
the pharmaceuticalization of obesity

Obesity is heavily shaped by mainstream psychi-
atry and public health narratives. Behaviors of
bingeing, purging, and self-starvation are treated as
psychological pathologies requiring individual psy-

chological therapeutic intervention.>® Public health
initiatives for obesity prevention focus primarily on
individual behavior modification. By framing obe-
sity as an individual choice, public health policies
are largely prevented from identifying and address-
ing the structural determinants of eating disorders.
Food insecurity, discrimination, exposure to state
violence, wealth inequality, and intergenerational
trauma, affecting mostly disadvantaged popula-
tions, are some of the determinants of health that
the medicalization of eating disorders ignores.”

The increasing reliance on pharmacological
and surgical interventions to treat obesity has
shifted the perception of eating disorders from a
stigmatized, personal failure to a legitimate clinical
condition deserving of medical attention. Both ap-
proaches—obesity as a social stigma and obesity as
a clinically treatable disease—however, build on an
individual-choice approach to eating disorders that
may not always be convenient from human rights
and public health law perspectives. While the shift
can be empowering for patients, it can further
reinforce health conditions as individual pathol-
ogies, unduly placing the onus on people rather
than the enmeshing institutions themselves. From
a public health perspective, the medicalization of
eating disorders is a form of state intervention that,
without addressing the broader social, economic,
corporate, and environmental determinants shap-
ing medical conditions, shifts the responsibility of
the government in prioritizing population health
to citizens. But eating disorders are symptoms of
larger structural problems, many of which result
from inadequate regulatory environments that
allow corporations to value extraction, with im-
plications for the population’s mental health and
comorbidities.

Treating obesity with GLP-1 drugs undercov-
ersadditionallayers of unaddressed determinants of
health. The medical establishment may weaponize
weight loss as a solution to broader structural prob-
lems—and shift policy makers’ attention away from
those structural problems.”® Obesity treatments
are growing in popularity yet not accompanied
by expanded health insurance coverage, improved
health literacy about medical approaches to weight
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loss, or efforts to address junk food politics and
food insecurity in marginalized communities.”
On the other hand, the food industry profits from
creating addiction to unhealthy, hyper-processed
foods, while medical institutions are set to treat
the consequences of the consumption patterns
the food industry creates. Government subsidies
favor the production of backbone ingredients for
ultra-processed foods
sumed by low-income communities, whereas fresh
produce and whole foods receive little financial
support, becoming more expensive and less acces-

disproportionately con-

sible options* Calorie-counting policies as part
of food labeling place the burden of responsibility
on consumers rather than on food manufacturers,
reinforcing the myth that poor health outcomes are
caused by individual choice rather than the design
and governance of the food system?' All of these
policies foster a food environment in which the
most affordable options are also the least nutritious
and are obesity drivers.

Furthermore, an individual-responsibility ap-
proach to obesity may reinforce gender-, race-, and
class-based stigmas around food consumption.
Eating disorders are ignored as adaptive and
survival mechanisms developed in response to
systemic oppression, deeply embedded in histories
of trauma, racism, economic precarity, and cultur-
al pressure® Despite its apparent neutrality and
universality, the mainstream narrative of obesity
as an individual psychological problem positions
eating disorders as conditions primarily affecting
a specific population subgroup—namely, white,
middle-class women who struggle with body image
and the pursuit of thinness. A medicalized framing
erases the experiences of other populations heav-
ily affected by eating disorders, including people
of color, LGBTQ+ individuals, poor and work-
ing-class communities, and immigrants, among
others. For these groups, eating disorders are often
shaped by structural historical, economic, and so-
cial contexts rather than merely aesthetic concerns.
Constructions of fatness have historically been
used to justify anti-Blackness, colonialism, and
economic exploitation.* People of color face higher
rates of medical fatphobia, yet health care provid-

ers prescribe weight-loss medication as a universal
solution. Black and Latino communities systemi-
cally encounter structural barriers to health, such as
food deserts, labor exploitation, and environmental
racism. Empirical work consisting of interviews
with working-class women of color suggests that
women used food restriction, bingeing, purging,
and other patterns that are unrecognized by medi-
cal professionals as mechanisms to navigate unsafe
environments, cope with abuse, or assert control in
precarious conditions .

The clinical erasure of marginalized popula-
tions affected by eating disorders has profound, real
consequences. For example, marginalized commu-
nities are significantly less likely to be diagnosed
with eating disorders than their counterparts, even
when they exhibit the same symptoms?® Sociolog-
ical studies claim this moral discourse of clinical
erasure reinforces fatphobia, racialized health nar-
ratives, and economic stigmas. For example, tracing
the historical construction of fatphobia suggests
that body size has long been used as a measure of
moral worth, disproportionately harming Black
women, who are often stereotyped as “naturally”
overweight and “punished” as undeserving of
medical intervention. The medicalization of obesity
with insulin-based medications further entrenches
these social inequalities. Recent studies show that
among the US adults who are clinically eligible
to receive GLP-1 drugs (semaglutides Ozempic
and Wegovy, and tirzepatide Mounjaro), some
population groups who bear the biggest burden of
obesity encounter access-to-medicine challenges.
For example, men are less likely than women to
receive prescription drugs, while Black, Hispanic,
and Asian individuals are less likely than white
individuals to receive them.”

Pharmaceuticalization, health care
financialization, and corrupted medical
progress

Treating obesity with insulin-based GLP-1 weight-
loss drugs has gained popularity in the United States
as the FDA has expanded approvals for these drugs.
Industry-sponsored scientific studies supporting
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the treatment of obesity with these medications
have proliferated in recent years, spurring regulato-
ry approval of these treatments for adolescents and
adults. Ozempic, manufactured by Novo Nordisk,
was approved by the FDA for children as young as
12, whereas Saxenda—a similar weight-loss drug
from the same manufacturer but with a different
active ingredient—has reported off-label clinical
practices with patients as young as six years old*
In April 2025, WHO decided for the first time to
officially back the use of weight-loss drugs to treat
obesity in adults, marking an important shift in its
approach to treating obesity with medicine® Al-
though it conducted a public consultation on a draft
guideline, WHO had yet to release new guidelines
on treating obesity with GLP-1 weight-loss drugs as
of November 2025.

The pharmaceuticalization of obesity strips
eating disorders of their political and economic
context. The global insulin market is highly con-
centrated, with a few dominant pharmaceutical
companies controlling the majority of production
and commercialization: Novo Nordisk (Denmark),
Eli Lilly (United States), and Sanofi (France). This
structure reflects a broader trend of market con-
centration in the pharmaceutical industry, where a
few corporations wield significant power over drug
prices and access. Novo Nordisk, in particular,
has established itself as a leader with an extensive
portfolio of diabetes and obesity drugs globally,
a powerful position that enables it to influence
insulin pricing and availability.*> The Danish phar-
maceutical company holds about 50% to 60% of the
insulin market worldwide and a leading share in
obesity treatments, bringing significant implica-
tions for the political economy of obesity drugs and
the development and marketing of GLP-1 receptor
agonists.* Based on market capitalization and
stock performance, Novo Nordisk is considered
one of Europe’s most valuable companies, with a
share price that has quadrupled over the last five
years (2019-2024). The company’s profitability has
also surged, with net income rising from US$4.3
billion in 2019 to more than US$16 billion in 2023.4*

Novo Nordisk distances itself from the indi-
vidual-responsibility approach and refrains from

blaming individuals, food companies, or govern-
ment policies for obesity. Instead, it characterizes
obesity as a societal burden with economic implica-
tions. Although the company still uses a biomedical
framing to call obesity an epidemic, it emphasizes
the economic benefits that treatment can bring to
governments, taxpayers, and the economy. In doing
s0, Novo Nordisk shifts the focus to unmet medical
demand and paints itself as a scientific pioneer in
responding to obesity with weight-loss medicine.*
The company positions itself as a benevolent and
responsible corporate actor that offers a pharma-
ceutical solution to the obesity epidemic.
Alongside this
framing, Novo Nordisk constructs a narrative
of victimhood regarding people with obesity. It
portrays people with obesity as underprivileged
victims of the epidemic who are stigmatized and
feel ashamed to seek medical help, whose brains
are “challenged,” and who require medical inter-
vention.* In this way, Novo Nordisk casts itself as a
fighter of obesity stigma, a promoter of childhood
obesity prevention, and a provider of pharmaceu-

societal-economic-burden

tical solutions. Importantly, the company presents
people with obesity—particularly children—as a
public health risk. The tension between benevolent
messaging and a sales-driven agenda is apparent:
the solution to obesity, Novo Nordisk says, is not
exercise or lifestyle changes, but medical treat-
ment—specifically, GLP-1 pharmaceuticals. The
company has provided clinicians with scripted
dialogues for talking with patients about obesity as
a chronic disease and has advocated for insurance
coverage for obesity treatment.

Novo Nordisk’s approach to obesity must
be situated within the larger phenomenon of the
financialization of health care.# This trend is ex-
emplified by financial actors’ growing appetite as
investor-owners in the pharmaceutical industry
and by pharmaceutical companies’ prioritization
of financial returns and stability to satisfy investors
over public health risks. Under this model, enhanc-
ing innovation or increasing access to resulting
technologies is not prioritized; share value can be
increased even without sales-based revenues—for
example, through the accumulation of exclusion-
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ary rights (e.g., patents). Today, Novo Nordisk’s
expected share value benefits from both share-value
creation and sales strategies. The company not only
holds exclusivity rights and is a dominant player
with half the share of the global insulin market but
also profits from high insulin prices, particularly
in the United States, where patients pay more than
in other affluent economies.** The company also
secures greater drug sales by closing deals with
insurance companies. For example, in April 2025,
the largest pharmacy benefit manager in the United
States, CVS Caremark, announced that starting in
July, Novo Nordisk’s Wegovy would be the pre-
ferred GLP-1 medicine on its largest commercial
formularies, making Novo Nordisk’s weight-loss
drug more accessible to patients than its Eli Lil-
ly-produced rival, Zepbound.*

Share-value corporate strategies shape deci-
sion-making on profit allocation. Novo Nordisk’s
R&D expenditure ratios for insulin have been de-
creasing since 2009, but shareholder distributions
have increased.*® For example, in 2009, the compa-
ny spent 94% of total shareholder distributions on
R&D, while by 2018 this figure had dropped to 54%.
The company also funds scientific research through
the Novo Nordisk Foundation, though this rep-
resents only 7% of total shareholder distributions.
Novo Nordisk also leverages other corporate prac-
tices to boost its share value. Share buybacks, for
example, played a key role in increasing the com-
pany’s stock price by 293% between 1999 and 2018.
Share buybacks—although a legal tool to encourage
private sector investment in the US economy—ulti-
mately benefit company shareholders with surplus
value that is extracted rather than reinvested in the
economy.® The strategy of maximizing shareholder
value also informs Novo Nordisk’s innovation in-
vestment portfolio and commercial plans. Between
2009 and 2018, the company’s focus on insulin sales
grew, with these sales accounting for 81% of total
revenues. The business strategy involved halting
research on oral diabetes medication in 2011and de-
liberately shifting the company’s R&D investments
toward insulin and injectable diabetes treatments,
which promised higher returns—though this shift
also created access problems in countries where

storing injectables was challenging, as will be dis-
cussed later.

A critical view of drug makers’ corporate
practices suggests that a focus on financial returns
through share repurchases or commercial strategies
to increase insulin prices might be contributing to a
tension between innovation and financialization.®
While these corporate practices may help finance
R&D (though not in a representative way), they also
limit long-term scientific progress by restricting the
research focus. The pharmaceuticalization of obe-
sity and the focus on insulin-based GLP-1 drugs is
a clear example. In November 2023, Novo Nordisk
announced the discontinuation of Levemir— its
prescription insulin detemir for patients with type
2 diabetes—for commercial reasons.’ This decision
was unexpected and resulted in insulin shortages
for patients with diabetes. Under US regulations,
drug makers must notify the FDA six months
before they discontinue a product. However, even
when companies follow this notification rule—as
in the case of Novo Nordisk—these regulations
alone cannot prevent shortages. Responding quick-
ly to a supply gap is challenging, especially when
alternative manufacturing capacities are unavail-
ables* Artificial insulin shortages resulting from
unilaterally discontinuing a product have forced
US patients to change their treatment regimens,
exposing wider health system challenges, such as
insufficient medical staff to apply the alternative
treatments. Intellectual property rights relating to
ingredients and devices raise another set of com-
plexities difficult to overcome within the six-month
period. For example, patents on insulin detemir
expired only in 2019, delaying the market entry
of biosimilar products. Meanwhile, patents on in-
sulin delivery devices are in force until 2032 (and
yet subject to litigation against another dominant
insulin manufacturer, Sanofi), limiting the en-
trance of generics and less expensive alternatives.
In response to shortages of diabetes drugs and
blockbuster obesity medication, the FDA autho-
rized compounding pharmacies to produce copies
of brand-name GLP-1 drugs for users to access at a
reduced prices* Pharmaceutical companies, which
saw compounders as a threat to their obesity drug
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sales, responded with legal actions against these
pharmacies, arguing that their copies were not
safe. Their allegations were supported by hundreds
of adverse-event reports submitted to the FDA,
although a causal link between users’ harms and
compounded drugs remained unclear>* In parallel,
more financialized actors have become interest-
ed in the medicalization of obesity, with similar
expectations of financial returns. For example, pri-
vate equity firms have demonstrated a growing
interest in acquiring weight-loss clinics offering
medications and wellness therapies, as well as re-
search organizations conducting R&D on obesity>

Drug makers’ plans to discontinue the man-
ufacturing of lucrative treatments in favor of more
profitable revenue streams can be anticipated—for
example, by looking into the relative profitability
of products within a company’s product portfo-
lio>* However, it remains difficult to estimate with
certainty when production capacity will become
constrained since product-level manufacturing in-
formation is rarely publicly available. When Novo
Nordisk repurposed its existing insulin production
lines to produce blockbuster GLP-1 drugs for dia-
betes and obesity, there was speculation about the
company’s manufacturing capacity and production
plans” Proscribing the repurposing of a compa-
ny’s existing production capacity when alternative
means of manufacturing are nonexistent—or re-
quiringacompany to reinvest a percentage of profits,
once a certain threshold is met, to increase man-
ufacturing capacity—could be ways to counteract
socially harmful shareholder-value-maximization
practices. Additional actions could include trans-
parency commitments to public investors to
disclose data on staff, infrastructure, and resources
available by product and location to allow for better
estimations of production capacity constraints’®
These are all responses that governments can take
to guarantee people’s health rights and curb the
effects of financialization. It is the government's
role to foster a well-functioning market in which
the voluntary departure of a manufacturer does not
harm patients or the health system’s functioning.
Legislators and policy makers should ensure that
alternative suppliers, domestically or globally, are

ready to address people’s medical demands without
exacerbating existing health disparities.

The effects of pharmaceuticalization in
low- and middle-income countries

The rapid adoption and high costs of insulin and
GLP-1 drugs have influenced perceptions of obe-
sity treatment in LMICs, too. Local approaches to
obesity and mental health are often influenced by
the dominant medical models from the northern
hemisphere, which emphasize pharmacological
solutions and are supported by aggressive mar-
keting campaigns and corporate influence over
policymaking and clinical research to establish and
sustain blockbuster drugs’ market dominance’
Pharmaceutical giants thus influence medical
knowledge and treatment practices, framing
obesity as a primarily medical issue needing
medication.®® However, due to high costs, limited
health care infrastructure, and deregulatory state
policies—or the supranational regulatory power of
agencies such as the FDA—many countries in Latin
America and Africa face restricted access to these
medications.” Moreover, pharmaceuticalization
influences resource allocation: countries may pri-
oritize expensive medications over comprehensive
public health strategies that address the broader
determinants of health, affecting overall health
outcomes and mental health strategies in these
regions.

The repurposing of manufacturing capacities
and the resulting limited accessibility of insulin
treatments have had terrible consequences for
people with chronic diseases in Africa. For one,
Novo Nordisk is the primary supplier of insulin
to the South African public health system, which
serves the population with the highest prevalence
of diabetes in the region. The company’s decision
to phase out the production of insulin pens, which
are easier to use than injectables and allow more ac-
curate dosing, significantly harmed patients.®> This
decision left the South African public health sys-
tem with the strenuous task of shifting its patients
onto new formulations within a four-month span.
Among other measures, the National Department
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of Health directed health care workers to ration the
scarce supply of insulin pens, prioritizing elderly
patients, young children, and patients with visual
impairments or arthritis. Other wider health sys-
tem effects included the diversion of health care
workers and resources to support the transition,
resulting in treatment delays for other medical con-
ditions. Even in a well-resourced health system, the
time and resources required to transition patients
would have been considerable. Health care workers
in the United States, for example, are not spread
evenly to reliably facilitate a change in regimens,
resulting in expensive care or limited long-acting
treatment options for many patients.®

Similar supply constraints have been reported
in Latin America because of manufacturing repur-
posing. In Colombia, for example, officials have
reported nationwide shortages of both long- and
short-acting insulin, including Novo Nordisk’s
product Tresiba, blaming “market factors.™* In a
highly concentrated insulin market, problems af-
fecting any one of the three main drug makers can
have significant consequences for the availability of
products, without the possibility of other suppliers
being able to respond in a timely manner.

Beyond the issue of shortages, manufacturers
have not lowered global prices for GLP-1 drugs or
insulin, while generic medicines are unavailable
due to patent protections. This has had the effect of
limiting access for lower-income populations at the
same time that affluent patients are accessing these
medicines through private health care, creating
a new set of distortions in access to health, most
visible in settings with greater social and economic
inequalities.”® In countries such as Argentina and
Chile, government programs have attempted to
curb this limited access by including newer diabe-
tes medications and making these drugs available
through certain public health care programs, espe-
cially for managing diabetes and obesity.*

One way to address GLP-1 drugs’ high costs is
by increasing supply through local manufacturing.
In April 2025, Novo Nordisk announced plans to
expand its manufacturing plant in Brazil.” Brazil
is an important market for Novo Nordisk’s obesi-
ty drugs. It represents the pharmaceutical’s fifth

biggest market worldwide and the Latin American
country with the most significant adoption and
usage of GLP-1 drugs, particularly in urban and
private health care settings.®® With the expanded
manufacturing facility in Brazil, Novo Nordisk
plans to serve local demands but also to strengthen
the company’s global production capacity by pro-
ducing injectables, including anti-obesity drugs
Ozempic and Wegovy, in 2028 and producing a
generic drug based on semaglutide—Ozempic and
Wegovi’s active ingredient that is set to lose patent
protection in Brazil in 2026. Novo Nordisk’s man-
ufacturing expansion plans could address the high
increase in diabetes in the Latin American region,
which has been significantly associated with high
rates of obesity”° However, the fact that only 13% of
Latin America’s locally manufactured drugs serve
domestic needs raises concerns that expanded local
manufacturing capacity may be directed primarily
toward higher-paying markets outside of the region.

Conclusion

When policy and practice emphasize medication
and surgical interventions as primary solutions,
they sideline the social and structural determinants
of health. This narrow biomedical framing also re-
inforces corporate control over health care systems
and the adjacent food industry. When obesity is
cast as a clinical problem to be managed through
pharmaceuticals, policy makers inadvertently
legitimize the commercial interests of pharmaceu-
tical companies.

Legislators and policy makers must interro-
gate the deeper structural forces that shape eating
and mental health disorders. A moral political
economy framework, informed by human rights,
provides a productive lens for this task. The mor-
al dimension underscores the ethical failures of
medicalization—how gender, race, and class in-
fluence social understandings of eating and body
disorders—while pharmaceutical firms define
treatments according to their own commercial im-
peratives. The political economy dimension reveals
how the medicalization of obesity transfers govern-
ing power to dominant pharmaceutical companies
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operating in highly concentrated markets, raising
questions about the accountability of corporate
power. A human rights perspective recenters the
right to health and health care as a guiding prin-
ciple for scientific progress in medicine. Such an
approach may help anticipate future long-term
effects of widespread GLP-1 use and internalize
damages when governments negotiate further
availability and affordability with drug makers (for
example, drug negotiation processes mandated by
the US Inflation Reduction Act, or price controls
directly discussed with Novo Nordisk). Similarly,
the approach may help assess the antitrust risk of
corporate practices in the consolidated market of
obesity blockbuster prescription drugs (for exam-
ple, in the context of Pfizer and Novo Nordisk’s
acquisition battle for weight-loss startup Metsera).
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Introduction

This paper explores global failures and missed
opportunities to reform mental health systems in
line with modern, rights-based approaches. These
global obstacles are reflected in the experience of
Central and Eastern Europe (CEE), where authori-
tarian legacies left deep imprints on mental health
systems. Even after the collapse of the Soviet Union,
the region struggled to dismantle outdated practic-
es. As a result, it failed to seize the opportunity to
implement transformative, rights-based reforms
during the post-Soviet transition.

The paper draws on the personal experiences
of its authors, Dainius Puras and Julie Hannah.
Paras served as the United Nations (UN) Special
Rapporteur on the right to physical and mental
health from 2014 to 2020. During this period, he
was supported by Hannah, a human rights expert
and advocate from the University of Essex, who
played a key role in shaping the mandate’s work
on the right to mental health. The paper draws
from the tradition of participant observation as a
methodological foundation, reflecting on insights
gained through the authors™ active involvement
in policy processes, advocacy, and institutional
reform at both regional and global levels.' In this
way, the authors offer an experiential account that
bridges personal engagement with a broader analy-
sis of systemic challenges.

The first half of the paper focuses on Puras’s
earlier experiences in CEE—before, during, and
after the profound political and social transfor-
mations of the late 20th century. In particular, it
highlights how mental health systems were shaped
by Cold War dynamics on both sides of the Berlin
Wall and examines the missed opportunities to
invest in a human rights-based approach following
its fall. This regional account informs the paper’s
second part, which presents reflections on global
challenges in the field of mental health and human
rights, grounded in the experience of the Special
Rapporteur and the positions advanced by the UN
right to health mandate during his tenure.

Underpinning these reflections is the regional
case of CEE, which illustrates the varied roots of
institutional corruption in mental health care, with

lessons that are globally relevant.

Existing evidence indicates that mental health
policies and services are especially susceptible to
ineffective and corrupt practices.? This is a concern
echoed by Robert Whitaker and Lisa Cosgrove,
who describe the institutional corruption of
psychiatry as rooted in systemic distortions that
prioritize commercial and professional interests
over patient well-being? When viewed through
Lawrence Lessig’s lens on institutional corruption,
where legal but ethically compromising influences
distort an institution’s core purpose, mental health
systems can be seen as structurally vulnerable to
such corruption.* In this context, policy imple-
mentation is often shaped less by public health
priorities and human rights obligations than by
entrenched financial, professional, and political
dependencies, which systematically undermine
efforts to scale equitable, community-based men-
tal health services. The roots of such institutional
corruption lie in embedded systemic obstacles,
including an overreliance on the biomedical model
and pharmacological interventions, entrenched
power asymmetries, and the production and use
of biased evidence.? These factors remain pervasive
across all levels of mental health governance, dis-
torting priorities away from people’s actual needs
and undermining a delivery of care that is equita-
ble, evidence-based, and responsive to context. As
a result, even when mental health policies appear
to reflect modern human rights and public health
frameworks, their implementation often fails to
uphold the core principles of the right to health.®

In CEE, despite clear evidence that high rates
of suicide and common mental health conditions
in the late 20th century were linked to the stresses
of profound societal transition and widespread pat-
terns of destructive and self-destructive behavior,
mental health policy and service development fol-
lowed a largely medicalized path. Depression and
other mental health conditions were treated mainly
as biomedical issues, attributed to chemical imbal-
ances in the brain rather than as outcomes of social
and structural distress. Framing this situation as
a case of institutional corruption, where systems
are designed to serve entrenched professional and
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political interests instead of well-being, the discus-
sion turns to global developments in mental health
policy, with particular attention to these structural
obstacles that continue to undermine the full reali-
zation of the right to mental health for all.

Reflections on the Central and Eastern
European experience

This section outlines the state of mental health pol-
icies and services in CEE before and after the fall of
the Soviet Union, during a time of profound soci-
etal transition. It explores the interaction between
distinct mental health systems shaped by differing
political, economic, and ideological contexts during
the Cold War. With the collapse of the Soviet Union
in the 1990s, these once-separated systems began
to converge, bringing both new opportunities
and complex challenges for developing effective,
transparent, and rights-based mental health care.
To understand the transformations of the 1990s, we
first examine the state of mental health policy and
services in the region before that period.

The Soviet era of psychiatry in Central and
Eastern Europe

CEE is a unique region shaped by s0-70 years under
a Soviet-style totalitarian legacy. Following the col-
lapse of the Soviet Union in the early 1990s, many
CEE countries became known for their peaceful
revolutions and transitions toward national inde-
pendence and democracy. This historical turning
point raised important questions: What were the
opportunities and obstacles to introducing and
adapting evidence and human rights-based mental
health care practices in the region? How does the
CEE experience differ from that of other regions?
All regions today face significant challenges in
addressing global mental health issues, especially
amid a shifting paradigm in mental health think-
ing. In this regard, it is often said that all countries
may be considered “developing.” Yet regional
context matters, particularly when it concerns the
institutional legacies from which such regions are
building their reform trajectories. They shape not
only existing structures and professional cultures

but also public trust, governance capacities, and
openness to reform. For this reason, the historical,
political, and social specificities of regional context
must be carefully considered when formulating
and implementing national mental health policies,
as they can profoundly influence both the process
and the outcomes of reform.

It is important to highlight that the Soviet
school of psychiatry was deeply influenced by
the postwar and Cold War context. High-level
political decisions made in Moscow positioned
psychiatry and mental health care as strategic tools
of ideological confrontation with the West. Several
psychiatric research institutes, based primarily in
Moscow, were tasked with constructing the theo-
retical foundations of Soviet psychiatry as both a
science and a practice’

A central message promoted by the political
leadership was that, with the defeat of capitalism
and the progression toward a society of “mature
socialism,” all social and psychosocial causes of
mental health issues had supposedly been eradicat-
ed within the Soviet Union. This message, rooted
in ideological propaganda and wishful thinking,
became a dominant narrative. The role of scientific
institutions and academia was, in effect, to gener-
ate so-called evidence in support of this politically
driven claim. An example of this was the develop-
ment of the concept of “sluggish schizophrenia™ by
Soviet psychiatric authorities, which served to jus-
tify and reinforce the regime’s political narrative.
Such a diagnosis was used to pathologize dissent
and frame political nonconformity as a type of
“mental illness,” aligning psychiatric practice with
the objectives of the totalitarian state.

The narrative developed by the Soviet school
of psychiatry emphasized that in the Western
world—particularly in the United States and West-
ern Europe—violations of economic and social
rights under capitalism were the primary causes of
widespread mental health conditions. By contrast,
according to the Moscow school of psychiatry, such
issues existed in the Soviet Union and its satellite
states only to a much lesser extent.

At the highest political levels, it was decided
that in the Soviet Union, incidents such as suicide,
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violence, heavy drinking, and other forms of be-
havior deemed inappropriate could be explained
only as manifestations of a mental health condition
rooted in brain pathology. Leading psychiatric re-
search institutes in Moscow determined that these
cases were most often to be classified as forms of
schizophrenia. To support this position, diagnos-
tic criteria for schizophrenia were significantly
broadened.

Meanwhile, Soviet psychiatric authorities
maintained that if similar behaviors or psychologi-
cal conditions emerged in the United States or other
capitalist countries, they were to be interpreted as
the inevitable outcomes of exploitation and alien-
ation caused by the oppressive capitalist system.
This double standard served to align psychiatric
theory and diagnosis with ideological propaganda,
reinforcing the notion of the superiority of Sovi-
et socialism and the pathology of dissent under
capitalism.

For those without lived experience of the
Soviet system, this way of thinking may appear
logical. After all, there is substantial evidence that
inequality, particularly under capitalism and neo-
liberal policies, can have harmful effects on mental
health and societal well-being.® This understanding
may explain why many experts familiar only with
the shortcomings of capitalism are not sufficiently
critical of the effects of Soviet-style socialism.

In practice, however, the Soviet system
evolved into an Orwellian society, marked by
widespread institutional corruption, including
within the health care sector. Psychiatry was no ex-
ception.” Mental health care and decision-making
was deeply affected by a disconnect between two
co-existing realities: the official narrative presented
in documents and propaganda, and the lived reality
of everyday practice. As in Orwell’s novel, while the
system claimed equality, in reality, “some [were]
more equal than others.™

This legacy, rooted in a totalitarian system
that left no room for democratic oversight or civil
society, produced deeply harmful effects on mental
health care and outcomes.”> Psychiatric training
emphasized a strictly biological model, reinforced
by a strongly paternalistic approach. For example,

a disturbing marker of professional competence
was the ability to persuade the parents of children
with intellectual disabilities or autism to relinquish
custody, or to convince the spouse of a person
diagnosed with a mental health condition to seek
divorce. Treatment practices relied heavily on high
doses of psychotropic medications, prolonged
inpatient care in large psychiatric hospitals, and
the widespread use of institutionalization for in-
dividuals deemed “treatment resistant.” Receiving
a psychiatric diagnosis often resulted in the loss of
fundamental rights, with little to no legal protec-
tion or recourse.

The post-collapse period

In the late 1980s and early 1990s, the entire CEE
region underwent a dramatic transformation.
Countries that had been occupied or dominated
by the Soviet Union regained their independence
and began transitioning toward democracy and a
market-based economy.

There was widespread enthusiasm to reform
areas that had been suppressed under the former
system, and mental health care was among them.
Efforts were made to introduce previously margin-
alized elements such as psychotherapy, psychosocial
interventions, modern public health approaches,
and human rights principles.” These reforms aimed
to restore balance within the bio-psycho-social
model, countering the narrow biomedical focus
imposed during the Soviet era.

Although there was optimism across CEE
countries in the early 1990s, the societal transition
also brought serious negative consequences. One of
the most significant was a surge in premature deaths
across the region during the last decade of the 20th
century. According to Giovanni Cornia and Renato
Paniccia, the abrupt and intense psychosocial stress
caused by the transition from a centrally planned
system to a radically different political and eco-
nomic model led to a sharp rise in morbidity and
mortality among large swaths of the population.™ It
is estimated that approximately four million more
people died than should have been expected in a
region of around 400 million inhabitants.
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Government responses to the regions stress-
induced crisis of mortality

The last decade of the 20th century marked a pivot-
al moment for the global community. With the end
of the Cold War, there was widespread hope that
countries and regions, including Europe, would
fully embrace a human rights-based approach,
particularly in the field of mental health. As his-
tory has shown, the right to mental health can be
meaningfully realized only when all human rights
are upheld equally and without exception. How-
ever, during the Cold War, both ideological blocs
misused the concept of human rights, applying it
selectively to serve political aims. In the “capital-
ist West,” economic and social rights were often
neglected, while in the “socialist East,” civil and
political rights were suppressed. In both cases, this
selective application of human rights had a detri-
mental impact on societal mental health.

In the 1990s and into the early 2000s, there
were strong expectations that the CEE region would
become a fertile ground for the implementation of
modern, rights-based approaches across sectors
such as health, mental health, social welfare, and
education. In the field of mental health specifical-
ly, it was hoped that Western consultants would
encourage the new democracies to adopt public
health strategies, human rights-based frameworks,
and modern psychosocial interventions—tools
seen as essential for addressing the region’s high
suicide rates and widespread challenges to societal
mental well-being.

To the surprise of many local mental health
professionals, consultants from academic centers in
the Global North who arrived in the CEE region
after the collapse of the Soviet Union did not priori-
tize psychosocial, community-based interventions,
public health strategies, or human rights-based
approaches.” Instead, their main recommendation
was to invest in the biomedical model—specifi-
cally, to ensure coverage for the widespread use of
new-generation psychotropic medications. Promi-
nent psychiatrists from Europe and North America
visited Lithuania and other newly independent
states to advise governments that these medications
should be the first-line treatment for conditions

such as depression and schizophrenia, and were
essential to reducing high suicide rates.”

Unfortunately, many of these consultants
overlooked the broader social determinants of
mental health and failed to recognize that, unlike
in the West, the CEE region had not been shaped by
psychodynamic or other psychological traditions.
On the contrary, the region had long been heavily
reliant on the biomedical model—an approach that
had already contributed to a narrow, medicalized
view of mental health care.

The trajectory of psychiatry and mental health
care in Lithuania over the past few decades offers
a complex snapshot. While the country has made
significant progress in areas such as democratic
governance, the rule of law, and the development of
a vibrant civil society—especially since joining the
European Union in 2004—these positive changes
have had a limited impact on the mental health
sector.

Following the advice of foreign consultants,
Lithuania generally chose not to radically reform
its mental health system but instead to invest in
improving the existing model. As a result, after
more than three decades, the system still relies on
the same outdated infrastructure.” Despite consid-
erable investment, only the facade of the mental
health system has been redecorated, while its insti-
tutional culture continues to be marked by social
exclusion, institutionalization, overmedicalization,
and discriminatory practices.® Independent hu-
man rights monitoring in psychiatric facilities faces
ongoing resistance. Institutional care remains in
high demand, and large residential institutions re-
main full due to the lack of a diverse and adequately
resourced network of community-based services.

Officially, Lithuania has more than 100 out-
patient mental health centers serving a population
of 27 million—an impressive ratio on paper.
However, there is insufficient recognition among
key stakeholders that these centers often fail to
address core issues, such as the need to prevent in-
stitutionalization and to reduce the excessive use of
psychotropic medications. Thus, these services are
not functioning as truly comprehensive, commu-
nity-based alternatives. Resistance to meaningful

DECEMBER 2025

VOLUME 27

NUMBER 2 Health and Human Rights 219















m. kosti¢ and d. vukovic¢ / institutional corruption and human rights in mental health, 229-241

cause they believe that it provides the best of both
worlds: stability, prestige, and low expectations in
public health care, combined with higher financial
returns in the private sector.

If the state were to abolish or more closely con-
trol dual practice while also increasing investment
in public health care, it would reduce profits in the
private sector—and with key actors “sitting in both
camps,” their incentive to pursue such reforms is
limited. In our view, this inertia is likely to be detri-
mental to physicians in the long term: fighting for a
better public health sector—with better conditions
for patients and better salaries for workers—would
increase the quality of life of physicians and nurses
by allowing them more free time, giving them more
respect, and reducing the likelihood of being over-
worked by long work days.

Serbia’s current health care system is a product
of historical conditions and compromises made to
appease everyone. Unfortunately, it has predictably
failed to do so, and in a way that harms all sides.
Public health is receiving less funding and patients
seem to experience poor-quality care. Private
health care users are getting more care, which of-
ten is not better and can lead to overtreatment and
overdiagnosis. Physicians are often pulled by both
the security of a public sector job and the additional
income from private practice. This mix causes them
to be overworked and further damages the public
health care system, ultimately compromising the
right to health for Serbian residents. Addressing
this issue is hindered by institutional corruption
embedded in the way the system is built.
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Introduction

Peru’s public health system has long struggled with
underinvestment, fragmentation, and structural in-
efficiencies, leaving vast segments of the population
without adequate care.! These challenges are par-
ticularly acute in the field of mental health, where
services remain scarce, geographically uneven, and
under-resourced.* The implementation of commu-
nity-based mental health reforms in recent years,
although significant at the policy level, has yet to
shift the system away from biomedical approaches
or meet the minimum standards of availability, ac-
cessibility, acceptability, and quality outlined in the
international right to health framework?

In this landscape, private pharmacy chains
have emerged as central actors in the provision of
mental health care. For many Peruvians, especial-
ly in underserved areas, pharmacies and boticas
(drugstores) serve not only as dispensaries but also
as the first and often only point of contact with
the health care system.* People frequently bypass
formal consultations, relying instead on over-the-
counter medications and informal advice from
pharmacy staffs These private pharmacies operate
in a market dominated by two conglomerates that
control most of the retail sector. They influence
pricing, promote branded and private-label medi-
cations over affordable generics, and benefit from
regulatory gaps that allow for commercial practices
with limited oversight. In the absence of strong
public provision or regulatory enforcement, phar-
macies have accrued significant power over what
medicines are available, how they are dispensed,
and at what price.

This paper argues that the growing dominance
of pharmacy chains in Peru reflects a broader pro-
cess of regulatory capture and structural conflicts of
interest, analyzed through the lens of institutional
corruption. In this context, both illegal and legally
permitted but ethically problematic practices can
distort public health goals and prioritize commer-
cial interests over equitable mental health care.
The paper examines how these actors shape access
to medication, reinforce inequalities, and operate
within a context of weak state oversight. In Peru,
pharmacies and boticas function similarly as retail

outlets for medications—the key difference being
that pharmacies must be owned by a professional
pharmacist, although both are legally required to
operate under the technical direction of one. For
simplicity, the term “pharmacies” is used through-
out the paper to refer to both. The analysis draws
on the international right to health framework
and the Convention on the Rights of Persons with
Disabilities (CRPD) to assess state obligations and
the impact of market-driven practices on equitable
access to mental health care.

This paper is based on a critical synthesis of
secondary sources rather than primary empirical
research. It draws on academic literature, legal
and policy documents, regulatory decisions, and
investigative journalism published between 2010
and 2025, identified through targeted searches
in PubMed, SciELO, Google Scholar, and official
Peruvian databases. While not a comprehensive
empirical study, the paper builds a rights-based
analysis through the critical synthesis of existing
evidence and case examples to illuminate struc-
tural dynamics and contribute to discussions on
institutional corruption in health governance.
Findings depend on the availability and quality of
existing data, and information gaps—especially on
private pharmacy operations—remain significant.

Mental health care in Peru: Context and
challenges

Mental health care in Peru has historically faced
significant barriers, characterized by inadequate
infrastructure, insufficient resources, and frag-
mented service delivery.® Over the past decade,
however, there has been a marked shift in policy
and investment, with the adoption of a commu-
nity-based mental health model centered on
human rights, universal health coverage, and
decentralized care’ Aimed at serving the entire
population—particularly those with moderate to
severe conditions—this reform has led to the cre-
ation of 291 community mental health centers, 94
protected housing facilities, 54 specialized hospital
units, and the nationwide deployment of multidis-
ciplinary teams.®
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Despite these advances,
remains uneven, and gaps in coverage and qual-
ity persist. Public mental health facilities are still

concentrated mainly in Lima and other urban

implementation

centers, leaving rural and remote regions severely
underserved. The national treatment gap remains
high, with an estimated 72.4% of people needing
mental health care not receiving it.> While public
investment in mental health increased by 223.7%
between 2015 and 2022—an average annual growth
of 16%—mental health still represented only 2.6% of
the total health budget in 2023, well below the 10%
benchmark recommended by the World Health
Organization.”

A persistent shortage of trained personnel
further compromises the quality of services. The
number of psychologists in primary care has con-
siderably increased, but the availability of mental
health specialists remains inadequate, especially
in non-urban areas.” In many regions, the existing
infrastructure and human resources are still insuf-
ficient to meet growing demand. Furthermore, the
continued dominance of a biomedical and custodi-
al approach in professional education and clinical
practice undermines efforts to shift toward more
community-based, rights-oriented care models.”

In addition, public mental health facilities
face persistent shortages of psychotropic medica-
tions. Both community mental health centers and
psychiatric hospitals report recurring difficulties
in maintaining a stable supply of drugs such as
antidepressants, antipsychotics, and mood stabi-
lizers.” These shortages stem from chronic delays
in procurement, coordinated by the Ministry of
Health. When procurement processes break down,
hospitals often resort to direct purchases, typical-
ly at higher prices.* The Ministry of Health has
identified these delays as a significant bottleneck
in scaling up mental health services.” These stock
ruptures disrupt treatment continuity and dispro-
portionately affect low-income users who depend
on public services.

These systemic barriers have had a direct im-
pact on access to mental health care, particularly
for individuals who rely on medication as their
primary form of treatment. In the absence of con-

sistent availability of psychotropic drugs in public
facilities, many are forced to purchase them out
of pocket from private pharmacies, where generic
options are often unavailable.”® The financial bur-
den this imposes on households is significant. For
example, a monthly treatment with brand-name
antidepressants such as fluoxetine or sertraline can
cost the equivalent of 8.5 to 19.2 days of work, while
even generic options may require more than five
days of wages.” These expenditures far exceed na-
tional averages.”® As will be explored further in this
paper, in some cases, the price difference between
generics and branded drugs is negligible, further
undermining affordability.

Recent data from the Ministry of Health
show that although out-of-pocket spending is
concentrated largely on medications not listed
as essential by the Ministry of Health, more than
half of all units consumed correspond to essential
medicines that, in principle, should have been pro-
vided under the Essential Health Insurance Plan.”
Psychotropic medications accounted for 103%
of total out-of-pocket pharmaceutical spending
in Peru’s private retail sector between 2018 and
2023, making them the fourth-largest therapeutic
category after anti-infectives, pain and palliative
care, and cardiovascular treatments.® The most
commonly consumed psychotropic medications
included clonazepam, sertraline, and fluoxetine.
These figures illustrate both a high demand for
such drugs and a systemic failure to ensure their
availability and affordability through guaranteed
public mechanisms.

These systemic deficits have also fueled the
widespread practice of self-medication. Self-med-
ication is common throughout Peru, crossing
regions and socioeconomic groups. National data
show that nearly 76% of people report purchasing
medication without a prescription, and a 2019 mar-
ket survey found that only 6% of Peruvians claimed
not to self-medicate at all.» The prevalence is espe-
cially high in low-income populations and in the
Andes and Amazon regions, where barriers to ac-
cessing public health services are greatest. In Lima,
studies reveal that self-medication is more frequent
in low-income districts (66.7%) compared to wealth-
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ier areas (40.6%). During the COVID-19 pandemic,
this trend became even more pronounced.

Several factors explain the persistence of
self-medication in Peru, including limited access
to affordable public health, weak pharmaceutical
regulation enforcement, and cultural reliance on
family advice for minor illnesses. Pharmacies often
sell restricted medications without prescriptions,
with pharmacists recommending drugs based
on informal consultations. Although Peruvian
law criminalizes the sale of psychotropic drugs
without a prescription (Law No. 30681), enforce-
ment is weak.? A study found that not requesting
a prescription is the strongest predictor of unsafe
self-medication.* These issues, driven by poor
access to public care and commercial interests, dis-
proportionately affect low-income users and may
lead to unsafe medication practices.

Taken together, these dynamics reveal a
fragmented and inequitable mental health system
in which pharmacies have become default provid-
ers—particularly for those facing economic and
geographic barriers to formal care—reflecting a
mismatch between supply and need that drives
reliance on market-based pathways to care.

Pharmacy chains and market dominance

Pharmacies play a critical role as frontline health
care providers in low- and middle-income coun-
tries, where formal health systems face chronic
underfunding, workforce shortages, and limited
infrastructure. However, this prominent role has
raised concerns regarding the consistency and
quality of the service they provide. Studies have
documented problematic issues, including inade-
quate training among their staff, weak or uneven
regulatory enforcement, and the routine sale of pre-
scription-only medications without authorization.”

Private pharmacies have a broad presence
across Peru. As of 2024, there were 23,280 regis-
tered establishments, with the majority located in
urban areas.?® Due to their widespread availability,
relatively low cost, and perceived convenience, they
often serve as initial contact points for health care

advice and medications, particularly where formal
health services are scarce or difficult to access.”

The Peruvian retail pharmacy market is
notably concentrated, dominated by two major
chains—InkaFarma and Mifarma—both owned by
InRetail Pharma since 2018. Although independent
establishments constitute 85.8% of all private phar-
macies, chain pharmacies control approximately
79.2% of total pharmaceutical retail sales, with
InkaFarma and Mifarma alone making up 57.3% of
chain-affiliated establishments.>® This level of mar-
ket consolidation grants these chains considerable
influence over medication pricing, availability, and
retail practices. National household survey data in-
dicate that pharmacies are the most common point
of care (14.7%) among Peruvians who experience
health problems, surpassing public health facilities
and private clinics.”

Peru’s pharmaceutical sector has seen major
consolidation in recent years, raising concerns
about competition and consumer access. In 2018,
InRetail Pharma, a subsidiary of Intercorp Peru,
acquired Quicorp, which owned key pharmacy
chains, including Mifarma, Boticas BTL, Fasa, and
Arc