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Good morning and muy buenos días a todos y todas. Es un honor y un placer de estar aquí en 
Bogotá con ustedes para presentar esta ponencia sobre la política de las políticas de sistemas de 
salud. 
 
It is an honor and a pleasure to speak with you today about the politics and policies of health 
systems. This topic can be explored from many different perspectives. Today, I offer some 
personal reflections, drawing on my writings over the past five decades. As I move on in my 70s, 
I enter the life phase of reflection—looking back and trying to make sense, while looking 
forward and gently suggesting lessons.  
 
Here I focus on one question: When can the powerless influence policy? In this talk, I draw 
examples from my work, in the hope of stimulating your personal thinking, the panelists’ 
discussions, and perhaps work you undertake in the future. 
 
You may wonder, what does he mean by “the powerless”? I will not provide a crisp definition at 
this time, except to note the obvious: people who have less power than others; so it is a relative 
term. Also, I should note that power comes in many forms, including money, organization, votes, 
but also less material modes. I return to this point later. 
 
My first reflection is that social protest movements are important in pushing for policy 
reform in favor of the powerless. In the early 1970s, in my twenties, I spent several years in 
Japan studying and writing about the movement against environmental pollution in that country. 
This stay resulted in a book I coauthored called Island of Dreams: Environmental Crisis in 
Japan [1]. The book recounted the explosion of anti-pollution protest movements in the late 
1960s and early 1970s caused by Japan’s unfettered economic growth. The victims of pollution 
crises, and the citizens seeking to stop environmental destruction, figured among the powerless 
in Japanese society: farmers, fishermen, people living near petrochemical plants and suffering 
from asthma, people poisoned by mercury waste from the chemical plant in Minamata, people 
poisoned by PCB-contaminated cooking oil, school teachers, university researchers, and more. 
People I met in Japan in the early 1970s. 
 
This movement transformed the values and policies of Japanese society. Japan moved away from 
a focus on economic growth at any cost and adopted a broader concern with protection of life 
and environment. The struggle took many forms: public protest and mobilization by pollution 
victims and their supporters, organizations of pollution victims and citizen activists, lawsuits 
against governments and companies to hold them accountable, sit-ins outside corporate offices 
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and factories, and the engagement of all political parties. In time, the movement grew from 
powerless to powerful. The movement pushed both for companies and governments to pay for 
past damages and protect against future harms.  
 
This transformation from powerless to powerful also had its costs, for the participants, for the 
activists, for their families. The same holds true today, in other places around the world. Just 
consider what has happened to environmental activists globally. In the past decade, over 200 
activists have been killed every year, according to Global Witness; in 2021, over half of these 
deaths occurred in Latin America—in Mexico, Colombia, and Brazil [2]. 
 
The role of social protest movements seeking to transform public policies remains a global theme 
for health systems today. Think about women’s movements. A major recent example is the 
women’s movement in Argentina, called Ni Una Menos (“Not one [woman] less”), which 
pushed the government to legalize abortion on December 30, 2020 [3]. More recently, women’s 
movements in two countries better known for repression have gained global attention. In Iran, 
women have protested against oppressive restrictions on their clothing and behavior; and in 
Russia, women have demonstrated against the military conscription and war in Ukraine [4]. 
Whether these two movements will achieve success in policy reform remains to be seen. But 
they illustrate the persistent potential power for policy reform of women’s movements and other 
forms of social protest. 
 
But a note of caution: protest movements can also arise with different social values and different 
political directions. This is dramatically illustrated by the nationalistic, insurrectionist, violent 
and undemocratic tones of the Make American Great Again movement in my own country. 
 
My second reflection is about the role of political leaders in driving health system reform 
that supports the powerless. We do not usually think of political leaders as among “the 
powerless.” But sometimes the political leaders of poor countries face powerful multinational 
corporations when they seek to redistribute resources in favor of less powerful people. 
 
In the early 1990s, I wrote a paper about how, Bangladesh, in 1982, overhauled its 
pharmaceutical policy [5]. In this case, on 27 April 1982, about one month after seizing power 
and declaring martial law, Bangladesh’s military leader formed an Expert Committee on Drugs. 
That committee delivered its report two weeks later, and the new policy was issued about one 
month later, on 12 June, as the Bangladesh Drug (Control) Ordinance.  
 
The new policy applied the concept of essential drugs to both public and private sectors in 
Bangladesh, with a limited list of 150 essential drugs and 100 specialist drugs, and a ban on 
about 1700 drugs from production or sale in the country. The goals of the new policy were to 
meet the basic human needs of the majority of the people and improve the economy of the 
country, by reducing expenditure and foreign exchange on unnecessary drugs or drugs of 
marginal value.  
 
The new essential drugs policy received support from the World Health Organization and from 
international consumer groups. But the policy was stridently opposed by the international and 
domestic pharmaceutical industries, by the governments of the United States, West Germany, the 



3 
 

United Kingdom, and the Netherlands, and by the Bangladesh Medical Association—powerful 
groups that normally got their way in policy decisions. In this case, policy reform was driven 
forward by the new political leader, Chief Marshal Law Administrator HM Ershad—and he 
succeeded. 
 
This example illustrates that political leaders sometimes can design, adopt, and implement public 
health policies in favor of the poor and the powerless in ways that powerful interest groups are 
unable to stop or stymie. However, this power is not absolute. Political leaders can also be 
constrained by powerful domestic forces. Later in his term, in 1990, Ershad failed to enact a 
broader health reform, when opposition from the Bangladesh Medical Association resulted in 
widespread public protests and strikes by medical doctors (and then many other professionals 
and students). This uprising ultimately led to Ershad’s forced resignation, arrest, and detention.  
 
By this example, I am not suggesting that martial law is a good path to policy reform for public 
health. Rather, I am suggesting that political leaders and political moments can matter in seeking 
policy reform in favor of less powerful groups in society. This is perhaps a truism. But it 
deserves repetition, as does the related principle that public health professionals and reformers 
need to learn how to speak to and work with politicians. 
 
But working with politicians can also pose ethical dilemmas for public health refomers. As I 
wrote [5]:  

An ethical question for public health professionals is whether to work with repressive 
governments to improve health policies, if the policies will contribute to the 
government’s political stability and thus to the continuation of repression. What level of 
public health benefit justifies collaboration with repressive regimes? 

 
A related point is the following: while some political leaders can drive the process of health 
reform in one direction to benefit the powerless, subsequent political leaders can also eliminate 
that reform and drive policy in a very different direction, sometimes suddenly. This double-
edged sword is illustrated by the Mexican health reform known as Seguro Popular that was 
driven forward by Minister of Health Julio Frenk in 2003, and then abruptly eliminated by 
President Andrés Manuel López Obrador’s government in late 2019 [6]. The assumption of path 
dependency does not always hold [7]. The Mexican case, and its consequences, are important for 
our Colombian hosts to consider, as the new government here seeks to restructure the nation’s 
health system.  
 
My third reflection is on the role of political analysis in guiding strategies for health system 
reform that give more voice to the powerless. I have long believed in the importance of 
applied political analysis. For me, this means political analysis that can be used in real time for 
assessing the political landscape and designing strategies for change [8]. I developed a software 
program for political analysis in the mid-1990s and have updated it multiple times [9]. I have 
also written many teaching cases to instruct public health people how to “think politically” about 
health reform. Applied political analysis is an important element for successful reform efforts. It 
is something that good politicians do intuitively—and that public health people need to embrace 
and practice. 
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Another case from Mexico is the successful adoption of a tax on sugar-sweetened beverages in a 
country with a hugely powerful soda industry. This example shows how applied political 
analysis can help change power dynamics and facilitating policy reform [10]. My colleague Erin 
James and coauthors analyzed the process of getting the soda tax on the policy agenda in Mexico 
and the process of passing the law in the Mexican Congress.  
 
Her analysis uncovered several important factors that contributed to successful reform. One was 
that the advocates for the soda tax found more reliable and committed allies in Mexico’s 
Ministry of Finance [(known as Hacienda)] than in the Ministry of Health; indeed, the Ministry 
of Health was barely involved and even opposed the soda tax proposal.  
 
A second key factor was that Bloomberg Philanthropies provided a grant to Mexican consumer 
organizations, as part of their efforts to fight the obesity epidemic in Mexico. This grant allowed 
the consumer groups to hire a professional political strategy firm, to launch major paid media 
campaigns, and to create an alliance among NGOs, academics and lobbyists. The alliance then 
implemented the strategic plan and moved the soda tax proposal forward on both the public and 
political agendas.  
 
To be clear, I am not suggesting that political analysis is a sufficient condition to advance health 
policies. But I am suggesting that applied political analysis can be a helpful condition; if done 
well and creatively, it can assist advocates, practitioners and decision makers in moving their 
agendas forward, and can help change power dynamics so that the powerless become powerful 
enough to influence policy reform. The Mexican soda tax is a clear and positive example of how 
a relatively powerless consumer group (ironically called Poder del Consumidor) beat the much 
more powerful industry group (the soda companies) in the policy game.  
 
Concluding Remarks:  
Let me conclude by returning to my question: When can the powerless influence policy? The 
short answer is to remember that the distribution and the total amount of “power” is not static in 
society. Power comes from both material or hard sources—as well as non-material or soft 
sources. The powerless can influence policy when they imaginatively create power and increase 
their power and then use that power effectively. It is not easy; it carries risks and costs; and it 
depends on factors of social structure, timing, and luck. But it is is not impossible.  
 
Since we are in Bogotá, it is important to note that Colombia has recently experienced its own 
explosion of social protests. A national mobilization took place on 28 April 2021, in “el Paro 
Nacional de Colombia.” These protests reflected the deep dissatisfaction with social programs. 
They contributed to Colombia’s ongoing and major political and policy restructuring—including 
the election of Gustavo Petro, the country’s first leftist President. He is pushing multiple policy 
reforms that were not thought possible in previous administrations. 
 
Finally, let me comment on our role as participants in this global symposium on health systems 
research. We are here to increase knowledge about the political processes that promote better 
performance of health systems for academic purposes—but also to provide practical assistance to 
groups that feel powerless and seek to influence policies in ways that agree with our values. 
Thank you; and I look forward to comments from the discussants. 
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