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1. INTRODUCTION: EPIDEMICS AS SOCIAL CHALLENGES
1

In the years between 1346 and 1350 an epidemic known as the ‘Black
Death’ killed about one third of the population of Europe, i.e., more than
30 million people. Most likely, the epidemic had originated many cen-
turies earlier in Mongolia, from where it had slowly traveled through
China and the Middle East to Crimea and Turkey. In all these places it had
created widespread suffering and killed huge numbers of people, without
leading to far-reaching changes in the lifestyles of the surviving people.

The plague reached Sicily in 1346. One year later it was in France, two
years later in England. In many cities, more than half of the inhabitants
died within months. In Europe, the epidemic led to all sorts of reactions,
ranging from the emergence of rituals of self-punishment to efforts at iso-
lating the ill to block contagion. It also led to a massive shortage of man-
power in many economic activities, and it lead to increased freedom to
migrate for the surviving rural population. What it did not lead to was a
general mood of despair or a period of economic stagnation. Quite the
opposite, the plague was followed by the outburst of cultural creativity
and economic expansion known as the Renaissance.

A remarkable cultural reaction to the experience of the Black Death is
given by the Italian writer Giovanni Boccaccio. Immediately after the
onset of the epidemic, around 1349, he started working on his master-
piece: the tale of a group of noble men and women fleeing from the
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plague in Florence to the countryside and entertaining each other by
telling amusing short stories, each of which is worth reading in its own
right. It is noteworthy that for the rest of his life Boccaccio was insecure
whether his work was really something to be proud of or rather a sign of
disorientation in the wake of a great disaster. He would certainly have
been relieved to know that in the long run his creative reaction to the
Black Death helped crystallize the Italian language along the lines set by
Dante, whom Boccaccio deeply admired.

What distinguished Europe from other world regions hit by the
plague earlier on was the fact that here this terrifying experience was
countered by a wave of innovations that transformed not only Europe,
but actually the world as a whole. While it would be naïve to attribute the
emergence of modern society to the experience of the Black Death, it is
remarkable how in this case the experience of a tremendous epidemic
was integrated into a history of creative progress.

There are many other instances of large-scale epidemics, but none of
them triggered a comparable response so far. Take the case of the
‘Spanish Flu’ of 1918-19. It seems that it originated in March 1918 in
Kansas, U.S., most likely through a virus transfer involving poultry, pigs,
and humans. The huge movements of soldiers involved in World War I led
to a fast spread of the epidemic across the Atlantic. In Spain, which was
not involved in the war, the epidemic was more widely publicized in the
media, hence the somewhat misleading name ‘Spanish Flu’. A remarkable
feature of the flu was that it by no means spared young, healthy people,
as flu usually does. In summer 1918, somewhere in France, the virus
underwent a mutation that made it even more deadly. It reached Africa,
Russia – brought there by troops fighting the communists –, China, India,
and Australia. In 1919, it suddenly disappeared, having killed around 30
million people, about one third of which in densely populated, poor India.

This disastrous experience certainly played a role in the wave of revo-
lutionary movements that rolled over Europe in the following years. But
even if this was the time when some of the most significant break-
throughs of modern art – from Joyce’s writing to Picasso’s painting and
Eisenstein’s film-making – were achieved, it is a period remembered more
for the rise of totalitarian ideologies and regimes than for cultural
achievements on a par with those of the Renaissance.

Nowadays, the HIV-Aids epidemic confronts large parts of humankind
with a similar challenge. Epidemiological research suggests that it is quite
possible that even larger epidemics will arise in the years to come. At the



time of writing, avian flu is in the headlines around the planet. Toxic pollu-
tion may well acquire similar dimensions. Chemical, nuclear, and biological
pollutants have the potential to cause human suffering and large numbers
of death in many parts of the world, in particular in developing countries.

How will humankind respond to the experience of large-scale dis-
eases, toxic pollution, and the clear risk of even larger future human
health disasters? One possibility is to stick to existing patterns of devel-
opment, another one to engage in spirals of increasingly destructive con-
flict. The present paper explores a third possibility: a creative process
leading to new forms of solidarity in an age of globalization.

2. ILLNESS AND TWO FORMS OF SOCIAL SOLIDARITY

Since the origins of humankind, the reality of illness is tied to the pos-
sibility of solidarity. For obvious reasons, the rules defining rights and
obligations in case of illness have always been closely related to analo-
gous rules with regard to the elderly. 

Three basic mechanisms are involved in such rules. First, there is the
need to deal with uncertainty: we do not know for sure when we will be hit
by illness and death. Second, there is the opportunity to improve every-
body’s lot by exchanging some resources for health care: a little time – or
other resources – by the healthy and the young makes a huge difference for
the ill and the old. As everybody is likely to play both roles in the course of
time, everybody is better off by accepting some obligation to help. Third,
there is the problem of free-riding: some sense of solidarity must be con-
solidated to make sure that people actually fulfill those obligations.

All three mechanisms can be mobilized quite effectively in face-to-face
networks between people sharing long stretches of their lives. This may be
a key reason why, until the 19th century, solidarity with the ill – as with the
elderly – was rooted mainly in kinship and in religious practices. The latter
are geared to kinship via rituals of marriage, baptism, burial, and more.
And it is obvious that the phenomenon of social solidarity is closely linked
to the Christian concept of Caritas (Benedict XVI, 2006).

Since the origins of humankind, being ill meant being dispensed from
various obligations towards one’s community, while being entitled to care
from various members of that community. Sometimes this entitlement
included help from a person with a healing role, like a Shaman. In the
course of history, the happy few endowed with exceptional power or
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wealth could summon healing services from others, but for most people
kinship and religion remained the basis for the solidarity they needed in
case of illness.

It is useful to relate this situation to a fundamental institutional
dichotomy rooted in Roman law: the polarity of private and public law.
Private law deals with interactions between physical persons, public law
deals with interactions between the legal person constituted by a state
and either other states or physical persons. This dichotomy is particular-
ly relevant when it comes to property rights: private property rights are
rights of physical persons to take action with regard to things (in Ancient
Rome, a slave was a thing, too); public property rights are rights of states
to take action with regard to things. 

Along these lines, one can distinguish two forms of social solidarity,
private and public. Private solidarity is rooted in kinship and religion
(and to some extent plain neighborhood). As far as we can tell, it charac-
terizes human culture since its origins at least several tens of thousand
years ago. Public solidarity is rooted in people being members of the
same state – a phenomenon that seems to have emerged for the first time
in Mesopotamia less than ten thousand years ago. It seems that the dif-
ferentiation of a public and a private domain was one of the most signif-
icant steps in the evolution of human culture.

The social solidarity required to deal with illness originated in the ear-
liest forms of human culture and remained a matter of private solidarity
for millennia. (An important exception is the solidarity provided by states
to soldiers injured in wars). With the expansion of market institutions,
things changed in a fundamental way, leading to current systems of
health care and social security (Achenbaum, 2003; Kingson and
Berkowitz, 1993; Tomasson, 2002). 

This development took place in several steps. First, the old patterns of
solidarity broke down as reliable means to deal with illness. They did so
for a variety of reasons. The development of the market economy weak-
ened older linkages of social solidarity that could provide non-monetized
health care – in particular by severing them through migration. Moreover,
the pattern of industrialization associated with the spread of the market
economy was extremely unhealthy for large numbers of people, both in
their workplaces and in their homes. As illness often brings old people
closer to death, these problems made the situation of the elderly particu-
larly difficult. A further reason is linked to the fact that various forms of
health care became services traded on markets, along with medical drugs.



Episodes of illness often are random events, and once people started to
live in a market economy, such episodes often required expenses that
exceeded the financial means available in the given situation. 

New forms of solidarity were called for, but they did not develop
smoothly. In a second step, trade unions as well as a wide variety of
friendly societies – including bodies like the Ancient Order of Foresters as
well as the Masonic Order – provided sickness insurance to their mem-
bers, i.e., insurance for health-related loss of income. Again, face-to-face
networks with considerable continuity were involved in dealing with the
three mechanisms highlighted above. In the setting of formal insurance
schemes, the problem of uncertainty leads to the one of adverse selection,
the problem of free-riding to the one of moral hazard. Trade unions and
friendly societies were able to handle these problems by the solidarity
organized via their well-articulated networks. The workers’ movement
turned this solidarity into a dramatic challenge of emerging capitalism –
much as later on a similar movement, with important linkages to the
Polish Pope John Paul II (Luxmoore and Babiuch, 2006), challenged com-
munism in Poland. 

Out of the resulting turmoil, in the third step far-reaching institution-
al innovations evolved. In Europe – and Canada – nation states organized
systems of social security and public health (Freeman, 2000). They
included provision of health care, but also systems of sewage and drink-
ing water as well as various forms of support for the elderly. This meant
that private solidarity in the face of health risks was substituted for by
public solidarity. By helping its citizens to cope with the risks of illness
and ageing, the nation state could strengthen a sense of national identity
in its citizens – an effect consciously mobilized by Bismarck in establish-
ing the German pension system.

In the U.S., the role of the nation state in health insurance was much
weaker. In 1929, a group of Dallas teachers invented a scheme under
which they would pay a hospital a regular fee in order to be able to go to
the hospital when the need would arise. The American Hospital
Association encouraged such schemes, state-level legislation freed them
from various insurance-related regulations and from taxation. In 1934,
the American Medical Association adopted a set of principles for similar
schemes relating to physician services. Seeing the success of these
schemes, private insurance companies entered the market, too. They han-
dled the adverse selection and moral hazard problems by focusing on
groups of employed workers. The elderly and the poor were left out by
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this development, and in the 1960s national health insurance schemes –
Medicare and Medicaid – were introduced to address their needs. But of
course now there was a huge adverse selection problem: these programs
had to serve a fraction of the population with above average health risks
and below average incomes.

As for pensions, private companies took the initiative in the U.S. After
a series of smaller initiatives, in 1940 General Motors established the first
large-scale private pension plan. Such plans became widespread, and so
the risk of their failure through bankruptcy became a serious issue. In the
1970s, therefore, legislation established a national body offering re-insur-
ance for private pension plans. 

Meanwhile, it is increasingly doubtful whether nation states will be
able to successfully provide the social solidarity required to deal with ill-
ness and ageing in the globalized world we have entered (Sheehan, 2002).
Several factors need to be considered here. Science-based medicine has
led to highly sophisticated, but also very expensive, treatments for a vari-
ety of illnesses. With existing schemes of health insurance, these treat-
ments can be sold in large numbers even if few people can afford them
out of their more immediate financial resources. Moreover, public health
systems combined with increasing economic welfare have led to spectac-
ular increases in life expectancy. This implies rapidly growing costs for
retirement schemes and additional costs for health insurance systems.
For health care alone, in the U.S. the costs rose from about 7% of GDP to
15% over the past three decades (Holtz-Eakin, 2004, Table 3). Other
industrialized countries show similar patterns, and the fraction of GDP
earned by the elderly reached even higher levels.

By itself, there is nothing wrong with large and increasing amounts of
income being spent to finance retirement and health care. In a globalized
market economy, however, there is something worrying when financial
streams of the order of magnitude of half the GDP are administered by
nation states. Experiences as well as theoretical analysis suggest that a
market economy tends to get inefficient if it is exposed to too much gov-
ernment control. Of course, one can argue that health care and social
security involve public goods that must necessarily be provided by the
state. However, globalized health risks as well as global demographic
developments involve public goods not at a national, but at a global scale,
and nation states cannot easily provide those (Kaul et al., 2003; Feachem,
R.A., Sachs, J., 2002). 



Moreover, the demographic and economic situation of most develop-
ing countries makes it extremely difficult to establish nation-based sys-
tems of social security and health care. As a result, in a globalized econo-
my engendering new health risks for everybody, and especially for the eld-
erly, billions of people are exposed to these risks without a sound struc-
ture of governance to deal with them.

3. HEALTH CARE IN ATOMISTIC MARKETS

Faced with these challenges, the idea of cutting back the role of the
state in favor of market solutions to the problem of human illness is gain-
ing influence. This idea is based on the historical success of two remark-
able innovations in handling money: credit and insurance.

Credit links the act of an agent A entitling an agent B to spend some
amount of money X with a promise by agent B that at a later moment in
time he will give some amount of money Y to agent A. (Y-X)/X then is the
nominal rate of interest implied by that particular credit (to the extent to
which a suitable rate of inflation can be indicated, the real rate of inter-
est is the nominal rate divided by the rate of inflation).

Insurance is based on contingent contracts, i.e., contracts where an
agent A pays some price P to an agent B while B promises that under a
series of pre-specified conditions C1, C2,..,Cn, agent A will get payments
X=f(Ci), i=1,2,..,n. An insurer sells a number of such contracts in such a
way that he can expect the sum of his revenues to be larger than the pay-
ments he will have to make. This requires two things. On one hand, the
conditions specified in the contracts must be such that it is highly unlike-
ly for conditions triggering large payments to be realized simultaneously
in most contracts. On the other hand, the buyers of the contracts must
have a strong interest to avoid running into those conditions without
compensating payments.

The latter phenomenon is known as risk aversion: often, people pre-
fer a limited payment to be performed with certainty to a large loss that
may happen as a random event. If people were immortal, this would
mean that in the long run their average stream of payments would actu-
ally be larger than if they would accumulate wealth individually and pay
their random losses out of this wealth. 

In reality, however, most people die long before they had a chance to
accumulate enough wealth to pay for health care in case of serious illness.
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Under these circumstances, health insurance redistributes income from
the healthy to the ill in ways that make both of them better off: the
healthy live without the anxiety generated by the possibility of falling ill
without the means to cope with illness, and the ill receive the means need-
ed for that purpose (Nyman, 2002). 

The basic mechanism is a Pareto improving set of transactions, i.e., a set
of transactions whose result is preferred by all parties to the original situa-
tion. To the extent that this mechanism requires nothing than the invisible
hand of the market to turn individual egoism into a collectively desirable
outcome, one may describe it as the operation of an atomistic market.

With this background, we can now consider an ideal type of health
care and retirement pensions as being provided exclusively by private
businesses. This takes three kinds of firms: producers, insurers, and
banks (of course one company may perform several of these activities).
Producers deliver health services and medical drugs along with other
goods and services. Insurers offer contracts for health insurance. With
health insurance, the insurer gets a payment for each time period (say,
each month), while the insured gets a payment in case of illness, where
the amount of the payment depends on the kind of illness and on the
treatments available. When somebody gets ill, he can then buy various
health services and medical drugs, all of which are strict private goods in
the sense introduced above. 

In the ideal-typical situation to be considered here, retirement then is
based on private saving organized by banks. During their economically
active life, people accumulate savings on bank accounts, and during retire-
ment they live by running down these accounts. As the time of death is not
known in advance, however, this is not sufficient. In addition, there is a
need for retirement insurance. Here, the fee must be paid in advance. If the
insured then lives longer than average, he gets a pension from the insurer.
If the life of the insured is shorter than average, his remaining wealth goes
to the insurer (this helps reducing the fee for retirement insurance).

If inflation does not run out of hand and all incomes are high enough,
this is certainly a feasible scheme for retirement. Although the lives of dif-
ferent people have different duration, the basic mechanism of such a
scheme still is the use of part of current production to sustain the liveli-
hood of the elderly. If the proportion of retired people in the population
increases, everybody’s consumption can still increase as long as produc-
tion per capita increases, too. The growth of production per capita, in
turn, depends to a considerable extent on the fraction of past output ded-



icated to gross investment. Besides a relatively stable rate of inflation and
a sufficient level of the lower incomes, then, such a retirement scheme
also requires that a sufficient fraction of gross income be dedicated to
gross investment. If these conditions are met, even a population with a
rapidly increasing fraction of retired people can avoid a pensions crisis.

Schemes for health care and for retirement financing, then, require
different mechanisms. Nevertheless, they should not be analyzed in isola-
tion, if only because health risks tend to increase with age (Alemayehu
and Warner, 2004; Hogan et al., 2001). A combination of credit, insurance,
and saving yields an ideal concept for how to finance health care and
retirement in a market setting. Given the remarkable capability of a mar-
ket economy to satisfy people’s wishes and needs, there is little doubt that
a creative response to global health risks will heavily rely on these instru-
ments. However, additional instruments are needed to cope with the
rather severe limitations of atomistic markets in the face of those risks
(Jaeger et al., 2001).

4. THE IMPORTANCE OF CLUB GOODS

A useful model of an atomistic market can be framed with a set of two
kinds of agents: households and firms. Households may be characterized
by utility functions and initial endowments, firms by production func-
tions. Firms produce goods and services and exchange them with each
other and with households; households supply labor services and own the
firms. The goods and services are private in the following technical sense:
if a good or service enters the production function of a firm, it cannot
enter any other production or utility function; and if a good or service
enters the utility function of some household, it cannot simultaneously
enter the utility function of any other household.

Under a series of non-trivial additional conditions, one can then show
that no institutional arrangement can yield better results than a compet-
itive market. Better, that is, in terms of the preferences of the households,
and given a set of technologies and a distribution of initial endowments.
This result is important because it helps to understand what happens if
goods are not private in the sense defined above. One then gets so-called
external effects that make the atomistic market inefficient. 

Private goods are often contrasted with public goods, i.e., goods that
enter all production and/or utility functions at once. This is a theoretical
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limit case never to be found in practice. What really matters are club goods,
i.e., goods that are necessarily used jointly by some set of firms and/or
households. In the presence of club goods, the operation of atomistic mar-
kets can be improved by establishing suitable clubs, i.e., collective agents
jointly using some good or service in such a way as to operate internally
according to non-market rules and externally as a participant in the market. 

Of course, firms, households, states all are clubs in this sense of the
word. However, while in atomistic markets these operate as disjoint enti-
ties, in more complex markets collective agents overlap in a rich variety
of ways. To overcome inefficiencies due to externalities generated by
some club good, then, one needs to either find some existing club that can
take care of it or to establish a new club that fits the case. 

In practice, the expression ‘public good’ is used with regard to some
restricted community, typically inhabitants of a nation state. In this sense,
public goods are a special case of club goods, with the inhabitants – or the
citizens – of a nation state forming the relevant club. The concept of glob-
al public goods can then be used to advocate the emergence of a global
government, along lines first drawn by Kant in his essay on the need and
possibility of ‘perennial peace’.

But already Kant saw that a society of nations that have learned to
interact peacefully may be a more realistic goal than a single global gov-
ernment. It may also be less dangerous, because the existence of multiple
nation states provides a system of checks and balances that might be hard
to match in the setting of a global government. This problem would
become especially serious if the power of such a government would be
geared to a monopoly of force on its territory – which then would be the
whole planet.

A creative answer to global health risks may require more imaginative
solutions than an extrapolation of the nation state to the global level
(Ostrom, 1998). Such an answer may be facilitated by thinking about the
importance of global club goods. A particularly important example of
such a good is the professional knowledge developed and maintained in
health-related institutions – hospitals, medical schools, pharmaceutical
companies, etc.

Currently, scientific knowledge is geared to the power of a few nation
states (and thereby more closely to military purposes than is often
acknowledged). In the field of health as in other fields, this has led to a
situation of opaque and sometimes missing accountability, and thereby to
an incentive structure that leaves room for improvement (Fried, 1998). It



has also led to claims of certainty in areas where a more pragmatic
approach seems warranted (Feyerabend, 1978; Jaeger et al., 2001; Servan-
Schreiber, 2004). Even global environmental change may be such a field.

Accountability in the development of health related knowledge will be
particularly relevant in view of global health risks. Managing these risks will
require sophisticated systems of health data that raise serious issues of pri-
vacy. And the expanding use of genetic engineering will confront us both
with new opportunities to reduce health risks and with risks unknown
before. Global governance for human health needs to take this into account. 

5. THE POTENTIAL OF VOCATIONAL SOLIDARITY

We live in a world increasingly shaped by truly staggering flows of
money directed at short-term gains without sound incentives to pursue
goals like poverty reduction, fostering peace, and avoiding environmental
risks. These are not simply noble goals for idealists. In the age of nuclear
weapons, they are essential goals for responsible behavior. There is a need
for global mechanisms that combine a real capability to shape long-term
developments with a robust system of checks and balances (Shiller, 2003). 

One possibility to develop such mechanisms is by creating vocational
groups that can pool the savings of people linked by shared vocational
knowledge. In view of global health risks, it is worth considering the pos-
sibility that people working in the health sector might form one or sever-
al international associations pooling and managing the savings of their
members. Similar groups may emerge in other sectors. In a way, they
would renew the tradition of friendly societies and trade unions that lays
at the origins of the American system of health insurance. And they would
enable associations like the American Medical Association, which played
such an essential role in the development of that system, to help address
its current shortcomings.

By now, the largest investors on global financial markets are pension
funds (Drucker, 1996/1976). These funds, however, are currently managed
without in any way involving the people on whose savings they thrive.
Vocational groups actively managing the savings of their members can
modify patterns of social solidarity – in particular, the solidarity between
generations (Shubik, 1981) – at a global scale. And as there would be a
plurality of such groups competing with each other for members, they
would provide a structure of checks and balances. 
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Such vocational groups would simultaneously possess global financial
clout and have access to the professional knowledge of the broad eco-
nomic sectors they represent. With this background, they would be in a
position to provide an efficient mechanism for managing many large-
scale health risks. The mechanism would work as follows. Any firm wish-
ing to engage in some activity deemed risky by the law would need to be
certified by a vocational group owning a critical amount of assets. The
group certifying the operation would then accept unlimited liability for
damages caused by the firm. The firm would be granted great freedom
from regulations in its activity, while being held accountable for its action
by the vocational group.

Vocational groups could quite naturally act as trustees of that global
club good, vocational knowledge (Abbott, 1988). They can confer educa-
tional degrees on the basis of suitable tests, they can run schools leading
towards these degrees, and they can run research institutes detached or
combined with those schools. To deal with the health risks associated
with global change does not require a static kind of knowledge settling the
relevant questions once and for all. It requires a co-evolution of profes-
sional practice and the environment in which this practice takes place.
Treating vocational knowledge as a global club good means to establish
such a co-evolution. In the long run, this may enable scientific traditions
to make even more effective contributions to the solution of global prob-
lems than they have already begun to do.

The understanding of vocational knowledge as a club good is highly
relevant for the debate about how best to translate the health costs of
globalization into incentives for medical R&D (Archibugi, Bizzarri, 2005;
Kremer, 2000; Nosek, 2004). It may well be that in the longer run neither
private companies nor nation-states or organizations formed by these
agents will be the most appropriate agents to promote vocational knowl-
edge about the health risks associated with global change. Vocational
groups may turn out to be a superior alternative.

The possibility of vocational groups to operate as trustees of voca-
tional knowledge resonates with Catholic social thinking (Dougherty,
2003; Nell-Breuning, 1936), but also with very different traditions of
social theory (Durkheim, 1997/1893). Unfortunately, it is difficult to dis-
cuss this possibility in a dispassionate manner because it is also related
to the radical experience of Spanish Anarcho-Syndicalism. Things are
even more difficult because somewhat similar ideas were entertained in
Fascist circles. However, it is neither a sign of strong democratic values



nor a step towards intellectual progress if the analysis of global club
goods like vocational knowledge is blocked by an inability to distinguish
between the use of a misleading idea and the abuse of a potentially fruit-
ful idea. In the latter case, the task is to free the idea from its abuse in
order to gain new insights from it.

Such insights are needed if we are to understand the health risks
involved in global change (Epstein, 1999) and the factors influencing the
differential vulnerability of people to those risks (Ribot et al., 1996). They
are needed if we are to take ‘global dimensions seriously, in regard to the
formation of international solidarity and the constructions of identity pat-
terns that go beyond national borders’ (Sen, 1999, p. 116). Exploring the
potential of vocational groups to create global solidarity is an essential way
of taking seriously ‘the range of multiple identities accessible to individuals
and makes ‘justice’ applicable to a corresponding diversity of socio-political
realities, independent of the idea of national frameworks’ (loc. cit.).

6. CONCLUSION: THREE PRACTICAL STEPS

If a truly creative response to global health risks is to emerge, this is
likely to take several decades. Nevertheless, there are steps that can be
made with a time horizon of a few years. Three such steps shall be men-
tioned here.

First, the risks of toxic chemical pollution can be reduced by develop-
ing suitable systems of certification and liability. In the short term, there
is no way of doing this via a vocational group of people active in chemi-
cal industries. But it is possible to require any company dealing with risky
chemical substances to be member of an industrial association repre-
senting a critical volume of assets. Such associations would be granted
considerable freedom from government regulation in return for unlimit-
ed liability for damages caused by its members. This would provide an
incentive structure where the professional knowledge of the firms
involved would be used to keep risks within acceptable limits as set by lia-
bility law. And it would provide credibility to firms claiming that some
technology is actually safe according to state-of-the-art knowledge.

Second, prevention and treatment of large-scale episodes of illness
can be fostered by encouraging and supporting global networks of health
professionals to monitor both risk indicators for such events and suc-
cessful medical practice when dealing with them. This would have three
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advantages. First, it would help collecting valuable information in a cost
effective manner. Second, it would provide an opportunity to limit the
tendency of governments and companies to weaken standards of privacy
in dealing with this kind of data. And third, it would prepare the ground
for the kind of vocational solidarity discussed in the previous section as a
possible component of a long-term response to global health risks.

Third, the linkage between epidemics, poverty, and malnutrition can
be addressed by a focused effort to realize the potential for sustainable
development currently untapped in the world region most dramatically
affected by the HIV epidemic: Sub-Saharan Africa. This implies a
Marshall-plan style initiative of perfectly feasible proportions. The histor-
ical Marshall Plan did not simply organize a flow of money into Western
Europe. It was a remarkably efficient scheme to strengthen critical insti-
tutions in Germany and other Western European countries (De Long,
Eichengreen, 1993). In particular, credits were given in foreign currency
and had to be paid back in local currency. This fostered imports into
Western Europe and helped to reconstruct the German financial sector.
Moreover, the whole initiative was consciously developed so as to build
up the expectation that Western Europe would experience significant eco-
nomic growth. This expectation greatly amplified the effect of the finan-
cial flows involved in the scheme. 

A remarkable feature of the historical Marshall Plan was the extent to
which it was based on learning by doing. A critical mass of highly compe-
tent people in different institutions were able to implement a shared vision,
learning from preliminary successes as well as from partial failures. This
capability would be even more important with regard to Sub-Saharan
Africa. Launching a similar process is possible with a financial stream con-
siderably smaller than the more than 50 billion Euros spent annually on
German re-unification or on the aftermath of the Iraq war, as long as there
is a clear long-term commitment – for about three decades – to maintain
the process. Already after a first year of operation, it would be essential to
review encouraging and discouraging developments, and to repeat such a
review on an annual basis. Clearly, the whole operation might fail for many
reasons, in particular lack of trust between investor and recipient countries.
But it seems worth to take such a risk to avoid the clear and present dan-
ger of a destructive spiral of socio-economic development.

Along such lines it is possible to generate employment and strengthen
vocational groups in Sub-Saharan Africa. This would help to build on the
amazing degree of reconciliation – another form of solidarity – that has
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been achieved in several countries of that region. The rich nations on the
planet are in a position to launch such an initiative, and by so doing they
could regain a sense of historical purpose that might be an even greater
benefit than the economic return that can be expected from growing
trade with a successful Sub-Saharan economic region. 
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