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ABSTRACT
Background: Since the signing of the Oslo Ministerial
Declaration in 2007, the idea that foreign policy
formulation should include health considerations has
gained traction on the United Nations agenda as
evidenced by annual General Assembly resolutions on
global health and foreign policy. The adoption of
national policies on global health (NPGH) is one way
that some member states integrate health and foreign
policymaking. This paper explores what these policies
intend to do and how countries plan to do it.
Methods: Using a most similar systems design, we
carried out a comparative study of two policy
documents formally adopted in 2012. We conducted a
directed qualitative content analysis of the Norwegian
White Paper on Global health in foreign and
development policy and the Swiss Health Foreign
Policy using Schneider and Ingram’s policy design
framework. After replicating analysis methods for each
document, we analysed them side by side to explore
the commonalities and differences across elements of
NPGH design.
Results: Analyses indicate that NPGH expect to
influence change outside their borders. Targeting the
international level, they aim to affect policy venues,
multilateral partnerships and international institutions.
Instruments for supporting desired changes are
primarily those of health diplomacy, proposed as a tool
for negotiating interests and objectives for global
health between multiple sectors, used internally in
Switzerland and externally in Norway.
Conclusion: Findings suggest that NPGH designs
contribute to constructing the global health governance
system by identifying it as a policy target, and policy
instruments may elude the health sector actors unless
implementation rules explicitly include them. Research
should explore how future NPGH designs may
construct different kinds of targets as politicised
groups of actors on which national governments seek
to exercise influence for global health decision-making.

INTRODUCTION
The Oslo Ministerial Declaration1 signed by
seven ministers of foreign affairs encapsu-
lated ideas about how expanding the scope

of foreign policy to strategically include
global health on the international agenda is
an important step towards improving collect-
ive action and multilateral co-operation on

Key questions

What is already known about this topic?
▸ The adoption of global health strategies by some

governments in European countries over the
past decade represents a formalised approach to
health and foreign policymaking at the national
level.

▸ Case studies on the development of the UK’s
and Germany’s global health strategies have
contributed to understanding the motivations
and interests for their production in those
countries.

▸ Little is known about the content of these docu-
ments regarding what they propose to do from a
public policy perspective.

What are the new findings?
Based on a comparative analysis of formally
adopted national policy on global health (NPGH)
documents in Norway and Switzerland:
▸ Actors at the international level that make policy

are targets for countries to influence change
related to global health;

▸ Health diplomacy is an instrument countries use
either domestically or internationally for support-
ing the desired change related to global health;

▸ The specification of rules for implementing
NPGH varies between these policy documents.

Recommendations for policy
▸ Actors in the global health governance system

are the target population intended to benefit
from change as a result of implementing NPGH.

▸ When policy instruments are unfamiliar to or
outside of the mandate of actors in the health
sector, the implementation of NPGH may
exclude structures from the health sector unless
rules specifically include them.

▸ An empirically informed definition of NPGH is
proposed for researchers and policymakers.
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transnational policy issues (eg, development, environ-
ment, security) related to health. Although foreign
policy and health academics and practitioners continue
to reflect on the relationship of these two policy sectors
and the implications for practitioners engaged in global
health diplomacy fields,2–5 there is little in the literature
to advance knowledge about what countries are doing to
develop and manage policy at the interface of the fields
of health and foreign affairs.6–11 Appearing in some
high-income and middle-income countries over the past
decade,10 12–15 national policies on global health
(NPGH) are one way for countries to co-ordinate and
integrate health and foreign policymaking. This paper
explores the general question: what do NPGH propose
to do and how do they plan to do it?
We define NPGH as policies that aim to organise and

co-ordinate a state’s action on global health across more
than one sector of public administration, as part of a
coherent approach to policy development and imple-
mentation between relevant ministries involved in
improving health on a global scale.16 Within a knowl-
edge base about countries’ motivations for integrative
approaches at the national level of policymaking to
develop their strategies on health and foreign policy,10–
13 15 17 it is unclear what such policies intend to do
about global health. The transnational dimension of
global health is important because the social, political and
economic causes, impacts and consequences of a health
problem or solution are not contained within countries’
borders.18–20 Some researchers suggest that the foreign
policy sector plays a significant (even dominant) role in
agenda setting, establishing priority interests and funding
of country’s work at the interface of health and foreign
policy.21 22 But little is known about which sector’s expert-
ise and what kind of policy tools are used for NPGH which
seem to develop at the junction of at least three policy
sectors (health, development and foreign policy) and two
policy levels (domestic and international). For example,
research in Canada shows that barriers to integrating
health into foreign policy decision-making processes
include health actors’ lack of diplomatic expertise (eg,
knowledge of international law, negotiation skills) and dip-
lomatic actors’ lack of health expertise (eg, knowledge of
health impacts of other policies, health systems).23 24

By questioning what NPGH intends to change and
how it plans to accomplish this, we aim to better under-
stand the multilevel and multisectoral empirical
characteristics of such policies. First, NPGH requires
domestic actors to collaborate to improve health globally,
but it remains unspecified where change is expected
(internally at the national level or externally at the inter-
national level). Second, NPGH demands that the health
sector collaborates with the foreign affairs and the devel-
opment sectors, but we do not know whether the goals
and methods of intervention will be those of the health
sector or of another sector. To this end, we study NPGH
with tools of health political science, a field of research
that uses theories from political science in health policy

research to generate knowledge about policy change in
matters related to public health.25

In policy science, policy design is generally conceptua-
lised either procedurally (design process, policy formula-
tion/experimentation, crafting policy) or substantively
(outcome of design process, policy content, instrumenta-
tion).26 27 Schneider and Ingram conceptualise policy
design as the elements comprising the content of public
policy.28 29 Content includes the plans, principles and
underlying discourses for a policy in their instrumental
and symbolic forms, which reflects in part the politics
and contexts that produced it. They propose six ele-
ments of policy design: goals, targets, instruments,
implementation structures, implementation rules, and
rationales and assumptions. Goals and targets are about
what the policy wants to do. Goals are what will be
achieved; they refer to the intentional, explicit change
expected as a result of the policy. Targets are for whom
the change will impact; they refer to the groups for
whom the policy intends to stimulate change in capacity
or behaviour. Instruments are about how it will be done.
Policy instruments refer to the tools and methods to
support the intended changes of the goals and targets.
Implementation structures and rules are about who will
do it. Structures refer to the agencies responsible for
policy delivery and implementing action. Rules refer to
the procedures and criteria for implementation struc-
tures to work with policy instruments. Rationales and
assumptions refer to the reasons for the policy.
Rationales legitimise the substance of the other ele-
ments of policy design, and assumptions support the lin-
kages between them. Rationales and assumptions justify
policy design as a whole: the course of action proposed,
the tools for doing it and the relevancy of the actors
responsible for delivering it. This framework allows us to
analyse the content of NPGH according to a set of attri-
butes30 rather than according to sector-affiliated labels,
also known as adjectival policy31 (ie, health policy,
foreign policy, development policy) or policy titles (ie,
health as foreign policy).29 Specifically, we ask whether
the texts of NPGH documents adopted in different juris-
dictions present any similarities in core constitutive ele-
ments that may exemplify the logic of NPGH designs.

METHODS
We conducted a comparative study of the content in
cases of NPGH policy design from two countries. In this
study, we define a case of NPGH policy design as a for-
mally adopted policy document at the highest level of
government.

Case selection and construction of comparability
Using three criteria (synchronicity of NPGH policy adop-
tion, acknowledged contributions as a state actor in
global health and analogous engagement in multilateral-
ism), we selected cases of NPGH policy design adopted
in 2012 by Norway and Switzerland from a group of four
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countries in Europe who have adopted such policies.32–35

We use a most similar systems design because these cri-
teria relate to a comparable macro-level context for
global health policy at the country level.36 The contem-
poraneous adoption of NPGH in Norway and
Switzerland establishes a shared timeframe for compari-
son. Norway and Switzerland are also similar because
they are recognised for capacity to influence global
health matters given their histories of contributions to
health through development co-operation.37–40 Both
countries are active member states of international nor-
mative institutions for health and development (ie,
WHO (Geneva and European Regional Office) and
Organisation for Economic Co-operation and
Development (OECD) Development Assistance
Committee). For example, in 2012, representatives from
Norwegian and Swiss governments served on the WHO
Executive Board. Neither country is part of the group of
major economies in whose meetings global health issues
are increasingly discussed (ie, G20, G7, G8)41 nor of the
European Union (EU), which has become an active
global health actor since 2010.42 However, both have a
close relationship with the EU (Norway via the
European Economic Area, Switzerland through bilateral
arrangements), especially on public health issues (eg,
European Centre for Disease Control (ECDC), EU
Health Programme). Although considered small devel-
oped states based on population criteria (ie, under 10
million), these two middle powers43 have comparable
ambitions for global health and its governance within a
challenging climate for governments to find balance
and create synergies between bilateral and multilateral
development aid in their search to increase their inter-
national status and influence on global health.44

Informed by Sartori’s45 questions, we compared the
NPGH policy designs from these countries to examine
what these adopted policy documents convey about the
intentions of these two high-income countries to work
intersectorally on global health, to explore similarities or

differences in their design characteristics, and to
improve understanding of NPGH components towards
an empirical definition of this emergent policy object.

Materials
In line with other studies on health and foreign policies
that identify a single policy document as a country’s
policy framework for its national global health strat-
egy,10 15 in 2014, we downloaded publically available
English language versions of adopted NPGH policy
documents from government websites of Norway33 and
Switzerland.34 Noting the characteristics of NPGH docu-
ments as policies that discuss global health, are devel-
oped nationally across more than one policy sector, and
adopted at the highest levels of government, we
excluded intersectoral policy documents discussing
global health that are not formally adopted at the
highest levels, government policy documents addressing
specific disease issues (eg, HIV/AIDS) and global health
policy documents produced by a single policy sector (eg,
global health policy of national development agency).
We excluded images and illustrations from our analysis.

Data analysis
We manually coded text of the two policy documents
using Schneider and Ingram’s six elements of policy
design28 to conduct a directed qualitative content ana-
lysis.46 We analysed each NPGH document’s design
architecture individually, replicating the framework’s
application to each text to interpret the empirical
expressions of the theoretical design elements. We sub-
mitted each case’s analysis for discussion with experts in
two independent Context Advisory Groups established,
respectively, for each case in 2014 as a strategy to reduce
bias. Each group included CMJ, and CC and one experi-
enced global health policy/governance researcher
knowledgeable about their country’s NPGH context.
These consultations aimed to identify significant omis-
sions from our understanding of their country’s policy

Table 1 Comparing policy design elements in Norwegian and Swiss NPGH documents (Source: Authors)

Norway33 Switzerland34

Targets Global health governance system: policy venues, institutions, networks and partnerships for collective

action on global health

Goals Integrate policy levels: incorporate international and

Norwegian domestic objectives related to global

health

Orchestrate policy sectors: institutionalise

collaborative working processes for global health

between multiple sectors in Switzerland

Rationales and

assumptions

Norway can impact global health governance

building on history of political leadership contributing

to global health improvement

Administrative innovation can strengthen Swiss

interactions in the global health governance

system

Instruments (External) Global health diplomacy—international

co-operation/relations

(Internal) Global health diplomacy—

interministerial co-ordination/dialogue

Implementation

structures

Ministry of Foreign Affairs, Norwegian Agency for

Development Cooperation

Federal Department of Foreign Affairs, Federal

Office of Public Health, Swiss Agency for

Development and Cooperation

Implementation

rules

Political Administrative
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design, and they were independent from the compara-
tive analysis conducted for this paper. Taking the separ-
ate analysis of each individual document, we
subsequently analysed them side by side to explore the
commonalities and differences across elements of
NPGH design.

RESULTS
Norway’s White Paper on Global health in foreign and develop-
ment policy33 (approved by the Norwegian Parliament on
29 May 2012) is a 47-page document organised around
three priority areas until 2020: mobilising for women’s
and children’s rights and health, reducing the burden
of disease with emphasis on prevention, and promoting
human security through health. Each area is divided
into subpriorities, listing a total of 70 commitments of
the Norwegian government. The Swiss Health Foreign
Policy34 (approved by the Swiss Confederation’s Federal
Council on 19 March 2012) is a 42-page document that
presents 20 objectives for a 6-year period under three
areas of interest: governance, interactions with other
policy areas and health issues. Both documents convey
the intention to strengthen connections between differ-
ent policy sectors in their country for improving consist-
ency in the government’s global health work, but the
designs differ in the problematisation—which is political
in the Norwegian design and administrative in the Swiss
design. An overview of the comparison shows that their
contents contain common types of targets, but there is
variation across the other five elements of design (see
Table 1).

Targets
The Norwegian and Swiss policies aim to act on the
global health governance system by influencing change
in policy venues, international institutions, networks and
partnership structures where decisions about global
health policy and programmes are made. The main
targets for the Norwegian policy are international policy-
making arenas where political and economic support
are mobilised for global health such as United Nations
agencies (eg, WHO, UNICEF, United Nations
Population Fund (UNFPA)), the World Bank, Global
Health Initiatives (GHI) (eg, Global Alliance for
Vaccines and Immunizations (GAVI Alliance), Global
Fund to fight AIDS, Tuberculosis and Malaria
(GFATM)), financing mechanisms (eg, UNITAID,
Health Results Innovations Trust Fund (HRITF), Global
Environment Facility (GEF)) and multilateral partner-
ships (eg, Every Woman Every Child, Global Campaign
for Health Millennium Development Goals (MDGs))
(see ref. 33 sections 3.2, 5.2 and pp. 18, 20–23, 25–29,
31–37, 44). The principle targets for the Swiss policy are
international institutions and governance bodies such as
the OECD, the Council of Europe, WHO and EU agen-
cies (see ref. 34 pp. 18, 19, 21, 22, 24, 27, 29). These
targets are systemic and international. Both NPGH aim

to impact institutions and groups of actors who make
decisions about collective action on global health in
which their governments have vested interests and
participation.

Goals
The foremost policy goal in the Norwegian policy is to
improve the continuity of domestic and international
policy objectives on global health, including a synthesis
of health objectives into foreign and development policy
(see ref. 33 pp. 5, 7, 15, 16, 36–38). The document’s
account of a composite history of Norwegian leadership
and political, technical and financial contributions to
global health is presented to solidify global health policy
as an important domestic issue (see ref. 33 pp. 7–9 and
section 3). One of the intended results is to integrate
Norway’s commitments to the health-related MDGs
(MDGs 4, 5 and 6) into their foreign policy and tech-
nical health framework (see ref. 33 pp. 9, 10, 15–23).
The goal is to integrate the political and technical
aspects for understanding and developing Norway’s
global health work at the national level among actors
involved from different policy sectors and parliament,
and with its partners at the global level (see ref. 33
pp. 8, 37, 46, 47).
The principle goal of the Swiss policy is to systematise

an intersectoral approach to global health work across
sectors within the Swiss Federal Administration. The
intended result is the normalisation of interdepartmen-
tal collaboration across agencies responsible for public
health, foreign affairs, development and intellectual
property to make decisions about Swiss positions on
matters of global health, propose instruments for institu-
tionalised dialogue about global health across govern-
ment ministries, and to standardise the procedures for
intersectoral collaboration and joint decision-making on
global health issues, positions and policies (see ref. 34
pp. 7, 14, 15, 33–35).

Rationales and assumptions
Norway’s history of leadership and contributions to
global health as an important state actor are the corner-
stone of the rationale for its policy (see ref. 33 section 2).
Examples of Norway’s development aid, its global health
projects and its role in initiatives like GAVI and the
GFATM (see ref. 33 pp. 7, 12, 20–23, 34, 44) or the
Foreign Policy and Global Health Initiative (see ref. 33
pp. 11, 36, 38, 43) serve to justify the logic for continuity
of Norway’s political leadership in global health and the
path dependence of its programmes in this domain.
The Norwegian policy is premised on the assumption
that there is a need to combine national responsibility
with global collective action for improving health on a
global scale (see ref. 33 pp. 5–7, 13, 24, 25, 43). An indi-
vidual’s right to health is a responsibility of national gov-
ernments and health systems to ensure, but collective
action at the international level is needed to support
countries with limited capacity.
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The underlying assumption of the Swiss policy is that
working responsibly with governance of the evolving
global health architecture necessitates administrative
devices for structured intersectoral collaboration at the
federal level (see ref. 47 p. 18, 19). The Swiss rationale is
that the institutionalisation of dialogue to improve
opportunities for coherence across policy sectors in the
Swiss context will increase the credibility of Swiss nego-
tiations on global health policy positions in international
settings (see ref. 47 p. 9, 10, 13–15). The arguments rely
on the experience of a previous agreement between the
Federal Department of Foreign Affairs and the Federal
Department of Home Affairs on Swiss health foreign
policy objectives (see ref. 47 p. 7, 3–35] to demonstrate
the success of tools for interdepartmental co-operation
on matters of health and foreign policy.

Instruments
The Norwegian policy proposes instruments of inter-
national co-operation like official development assist-
ance, multilateral arrangements, partnerships, political
networks and global health diplomacy to achieve desired
changes (see ref. 33 sections 2, 5.2). Norway strategically
uses diplomatic techniques to stimulate and support
change in international policy settings and to demon-
strate leadership and capacity for global health steward-
ship at the highest levels. Examples include the Oslo
Declaration of Foreign Ministers in 2007, the prime min-
ister’s establishment of the Global Campaign for the
Health MDGs and the Network of Global Leaders in
2007, negotiation process for the pandemic influenza
framework, health diplomacy for ratification and imple-
mentation of the Framework Convention on Tobacco
Control, promoting norms of rights-based approaches to
health (gender equality, sexual and reproductive rights),
supporting capacity building internationally for imple-
mentation of WHO global strategies, frameworks and
codes of practice, or via membership on Boards of
UNAIDS or UNITAID (see ref. 33 pp. 5, 7, 9, 11, 21–22,
28, 29, 32, 36, 41).
The Swiss instruments for achieving desired changes are

co-ordination tools for improving interdepartmental co-
operation to strengthen coherence. Communication-based
instruments (ie, e-platform CH@WORLD) support infor-
mation sharing across the entire Swiss public administra-
tion and the coproduction of policy guidance (see ref. 34
pp. 33, 34). These processes are carried out in bodies such
as the high-level Interdepartmental Conference on Health
Foreign Policy (for oversight), an executive support group
(for strategic decisions), and two interdepartmental
working groups on health foreign policy and on public
health, innovation and intellectual property (for oper-
ational issues) (see ref. 34 pp. 34–35). A co-ordination
office, staff secondments from Federal Department of
Foreign Affairs to the Office of Public Health and global
health policy training for diplomatic service personnel are
examples of instruments to institutionalise practices that
strengthen links between health and foreign policy sectors

and build capacity for fostering a deeper understanding
between these sectors on the ground (see ref. 34 pp. 33,
35).

Implementation structures
The foreign affairs ministry and development agency in
each country have responsibilities for implementation;
however, clarity about the role of health sector agencies
in implementation differs. In the Norwegian policy,
the Ministry of Foreign Affairs is the main implementa-
tion structure (see ref. 33 pp. 8, 25, 43, 46, 47).
Although the Ministry of Foreign Affairs and the
Ministry of Health and Care Services are joint signatories
of the document, the implementation roles within and
between those ministries are indeterminate, and the
relationships of departments, sections and subordinate
agencies in those ministries and between them regard-
ing implementation duties for Norway’s NPGH are
unclear (see ref. 33 pp. 8, 46).
The main implementation structures for the Swiss

policy include the Sectoral Foreign Policies Division
of the Federal Department of Foreign Affairs, the
Federal Office of Public Health from the Federal
Department of Home Affairs, as well as the Swiss Agency
for Development and Cooperation (see ref. 34 pp. 7, 34,
37). The Sectoral Foreign Policies Division (Transport,
Energy and Health Section) is the primary co-ordination
office for the Swiss NPGH, working closely with the
Federal Office of Public Health and the Swiss
Development Agency (see ref. 34 p. 33).

Implementation rules
Both documents state that no additional resources are
specifically allocated for implementation; the policy is
carried out with the currently budgeted resources avail-
able. The Norwegian policy’s rules are unspecific. They
authorise foreign policy and development actors in the
Ministry of Foreign Affairs to implement existing inter-
national commitments for global health based on an
approved vision up to 2020. In that time frame (extend-
ing 5 years into Sustainable Development Goals
agenda), the document’s section 6 ‘Perspectives on the
future’ explores the challenge of further developing ‘a
coherent Norwegian global health policy’ (see ref. 33
p. 46) that encompasses use of policy instruments,
including those from other sectors, for a range of pro-
blems with health consequences (eg, urbanisation,
climate change). Ambiguous rules for implementation
in the Norwegian design render decisions about imple-
mentation procedures for using selected instruments for
specific targets to the discretion of senior government
officials and politicians.
The rules for implementation in the Swiss policy are

administrative because they provide the procedures
for working across federal departments (ie, ministries).
The rules define how the co-ordination of the inter-
departmental structures is part of a collaborative process
for overseeing implementation of policy-related activities
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(eg, rules for good governance, see ref. 34 p. 13). Two
interdepartmental working groups submit an annual
implementation report to the Interdepartmental
Conference on Health Foreign Policy, the highest
decision-making body for Swiss NPGH (under the
Federal Council) (see ref. 34 p. 34). While the imple-
mentation of specific initiatives under the policy may be
the responsibility of individual agencies, the implemen-
tation rules require that information and progress are
shared regularly with the other federal agencies and
relevant stakeholders. Administrative rules for extensive
consultation and large majority consensus are also
deeply engrained in the overall Swiss policymaking
context.

DISCUSSION
Exploring the multilevel and multisectoral characteristics
of NPGH, we used a policy design framework to assess
whether NPGH documents adopted by Norway and
Switzerland shared similar design elements. The results
of this comparative analysis indicate that NPGH expect
to influence and affect change outside of their borders,
by targeting the international level. Methods and instru-
ments to support desired change are primarily those of
health diplomacy, as tools for negotiating interests and
objectives of multiple sectors on global health, for use
and adaptation internally in the case of Switzerland and
externally in the case of Norway.
These results have two implications for public health.

First, the global health governance system encompasses
the population of actors intended to benefit from
changes as a result of NPGH because the Norwegian
and Swiss governments aim to influence the capacity
and behaviour of this system with NPGH. These are not
target populations or beneficiaries of health and social
policy as generally understood by people working in
public health. Policy targets in both designs include
groups of actors who comprise the system of global
health governance, ranging from the traditional norma-
tive institution of WHO to contemporary actors like the
multipartner GHI evolving since 2000 (eg, GAVI,
GFATM). A plurality of actors representing competing
normative frameworks vie for policy attention and
resources to support respective agendas for global
health action in the global health governance system.48

The proliferation of actors who operate in the system
leads to overlapping roles and functions that create
accountability issues.49 Leadership and authority for
health at the global scale that were conventionally a
responsibility of international organisations specialising
in health (ie, WHO) have been challenged by the
ascent of non-state actors and GHI in the global health
governance system.50 51 Although private philanthropy
has historically played a role in international health
agenda setting, scholars have expressed concerns about
the influence of foundations and private industry actors
in the global health governance system in the 21st

century, including their relationships with governments,
public–private partnerships and international organisa-
tions.52–54

Both NPGH designs portray WHO, UN agencies, the
World Bank, health-related multilateral organisations,
and GHI and public–private partnerships (eg, organisa-
tions in the Health 8) as key institutions for health and
arenas for political mobilisation to support technical
advancements in global health. Schneider and Ingram
propose that groups targeted by public policy are
depicted in normative terms because policy design con-
tributes to the social construction of policy targets.55

The social construction of a policy target refers to
whether a group is depicted as deserving or undeserv-
ing, and policy design links the behaviour or capacity of
targets to the achievement of the policy’s goals.56 The
NPGH policy designs we analysed reinforce the norma-
tive underpinnings of global health governance as a
system of indispensable actors operating at the inter-
national scale, and endorse the system of global health
governance as a group of actors meriting state’s atten-
tion. The NPGH designs construct targets that govern-
ments cannot neglect in international negotiations for
health, which supports the theoretical proposition that
policy designs convey messages to ‘target groups about
how government behaves and how they are likely to be
treated by government’.57 By establishing this systemic
target for NPGH in their designs, countries participate
in the construction of a transnational population of
legitimate and powerful global health actors as the bene-
ficiaries of NPGH, potentially also contributing to con-
structing other states or international civil society
organisations as contenders or dependents with less pol-
itical power to act in that system. Furthermore, these
countries are also insiders in the institutions of that
system, and the designs confer advantage to those
decision-making bodies where the country is a member
and intends to influence decisions on global health.
Second, the implementation of NPGH may be elusive

to health sector actors. Although both NPGH designs
construct similar target populations, different instru-
ments to reach them relate to who is responsible for
implementation and according to what rules. Policy
instruments are technical and social devices represent-
ing knowledge about how to coerce or enable a change
in the target population.58 They have symbolic import-
ance for communicating the nature of the relationship
between the targets and the implementers. In Norway’s
design, the Ministry of Foreign Affairs is the main imple-
mentation structure with authority, legitimacy and
expertise to use political mobilisation and health diplo-
macy as instruments to affect desired change in the
international system. In Switzerland’s design, the instru-
ments are structures for interministerial collaboration,
with multiple implementation agencies cutting across
sectoral divides because the rules about consultation
and collaborative approaches impose shared responsibility
at the federal level for NPGH. In neither case are the
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instruments specific to the health sector or to public
health. Global health diplomacy is an instrument used at
international and national levels.59 This means that
health sector actors may be challenged to work with
unfamiliar policy instruments unrelated to their area of
expertise (eg, global health diplomacy) or be excluded
from the implementation structures even if they were
involved in developing NPGH with other sectors. Public
health actors seeking to influence health and foreign
policy are encouraged to discern ways health is framed in
global health policy.60 A combination of a lack of familiar-
ity, understanding or experience with diverse policy
frames and instruments may limit public health actors’
participation in implementation unless implementation
rules in designs support a clearly defined role for them.

Limitations
These results and their implications for public health
must be considered within the methodological and the-
oretical limitations of our analysis. The narrow concept
of policy design we used confines the scope of policy
content to texts of adopted NPGH strategy documents.
This is an incomplete picture of content as theorised by
Schneider and Ingram. Symbolic forms of content could
be collected through interviews and other materials, but
our analysis focused on single policy documents from
two countries. Our deductive approach to using
Schneider and Ingram’s policy design elements also
imposed limits. By applying generic categories of design
elements to explore the content of NPGH documents,
we might have omitted issues of focus in global health
policy. For example, our analysis excludes discussion per-
taining to the meaning of global health in NPGH and
global health priority topics promoted by states for atten-
tion in the system of global health governance (eg,
health systems, vaccination, universal health coverage,
access to medicines, maternal and child health, global
health security). Research has explained why certain
policy issues receive political attention over others in the
global health agenda,61 62 but such questions were not
part of the framework we adopted to explore the archi-
tecture of these NPGH documents. Finally, the frame-
work did not equip us to acknowledge the composition
of policy sectors. For example, health and foreign affairs
sectors are not homogenous groups of actors or expert-
ise; diverse subgroups compose each sector (eg, foreign
policy sector includes humanitarian affairs, economic
development, human security, and health policy sector
includes hospitals and healthcare, insurance, drugs,
public health). One caveat of conducting directed quali-
tative content analysis of policy documents is limitation
for understanding the policy processes, negotiations
between sectors and subsectors, and trade-offs in the
content’s production.63 Further research on develop-
ment and implementation of NPGH is needed to con-
textualise their elaboration and use. Aware of these
limitations, we suggest this policy design framework is a
theoretical tool for public health researchers to do

comparative analyses of content in policy documents
across jurisdictions at any level.

CONCLUSION
Global health policy and governance research generally
focuses on how different frames of global health construct
policy problems and legitimise the knowledge, actors and
resources associated with their solutions.64–66 Our com-
parative analysis of Norwegian and Swiss policy documents
to better understand what NPGH propose to do suggests
that these policies contribute to the construction of global
health governance through its constitution as a system of
policy targets. Formally adopted NPGH in Norway and
Switzerland designate the actors in this system that the
country considers as legitimate and authoritative groups
for making decisions that impact health on a global scale
and with which state actors must interact to influence
these decisions. Based on these findings, we modify our
definition of NPGH to: a policy that connects a country’s
work on global health across more than one government
policy sector, in which the health sector may not have a
leading implementation role, with the aim to act in and
on the global health governance system.
While there is no consensus on the understanding and

use of the term global health governance in scholarship
or practice,67–69 our findings support a conceptualisation
of global health governance that is multisectoral, taking
place in multiple sites and on multiple levels.66 70 This
leads us to question the empirical salience of conceptual
distinctions between global health governance and global
governance for health69 as systems targeted by NPGH
because the two designs target alike actors for whom
health is the main objective and actors for whom it is not.
NPGH targets various types of actors making decisions
related to global health whether they are specialised in
health or not (eg, intergovernmental, private/public,
state/non-state and hybrid: see ref. 71 72 for thorough
presentation). For example, the amalgamation of public
and private actors in the global health governance system
may be of concern for NPGH designs when policy targets
that include financing mechanisms (ie, GAVI, GFATM)
are combined with those that do not, or when govern-
ments target transnational public institutions similarly to
private or hybrid actors. In this study, we found that
NPGH designs designated different actors in the global
heath governance system as targets for government atten-
tion without transparent analysis of institutional arrange-
ments or explicit questioning of normative or evaluative
bases for targeting them. Noting pressing questions
regarding legitimacy and accountability of philanthropic
and hybrid actors operating in the global health govern-
ance system,73–76 we think future research needs to
explore how NPGH designs may construct different kinds
of targets as politicised groups of actors on which national
governments seek to exercise influence.

Handling editor Valery Ridde.

Jones CM, et al. BMJ Glob Health 2017;2:e000120. doi:10.1136/bmjgh-2016-000120 7

BMJ Global Health

 on A
pril 23, 2024 by guest. P

rotected by copyright.
http://gh.bm

j.com
/

B
M

J G
lob H

ealth: first published as 10.1136/bm
jgh-2016-000120 on 4 A

pril 2017. D
ow

nloaded from
 

http://gh.bmj.com/


Twitter Follow Catherine Jones @_CatJones_

Acknowledgements We would like to thank the Context Advisory Group
members Kristin Ingstad Sandberg (Norwegian CAG) and Ilona Kickbusch
(Swiss CAG) for their contributions to the discussion and validation of the
preliminary analyses of the policy design for each case in September 2014
and November 2014, respectively. We would like to acknowledge the helpful
comments received from a Public Health Qualitative Research and Analysis
Review Group of doctoral and postdoctoral researchers at the Université de
Montréal on a preliminary version of the comparative analysis for an oral
presentation delivered at the 2015 American Public Health Association
Conference. We are also grateful for the valuable comments on an early draft
of this article from the members of the Paris Social Science and Health
Writing Group.

Contributors CMJ designed the study, conducted data collection and analysis,
and wrote and revised the manuscript. CC and LP contributed to refining the
study methods and provided overall supervision for the project. All authors
critically reviewed and approved the manuscript.

Funding The doctoral research of CMJ was supported by a Vanier Canada
Graduate Scholarship from the Canadian Institutes of Health Research (CIHR)
(grant number CGV127503). LP holds the Canada Research Chair in
Community Approaches and Health Inequalities (CIHR 950-228295).

Competing interests None declared.

Provenance and peer review Not commissioned; externally peer reviewed.

Data sharing statement No additional data are available.

Open Access This is an Open Access article distributed in accordance with
the terms of the Creative Commons Attribution (CC BY 4.0) license, which
permits others to distribute, remix, adapt and build upon this work, for
commercial use, provided the original work is properly cited. See: http://
creativecommons.org/licenses/by/4.0/

REFERENCES
1. Oslo Ministerial Declaration—global health: a pressing foreign policy

issue of our time. Lancet 2007;369:1373–8.
2. Fidler DP. Health in foreign policy: an analytical overview. Canadian

Foreign Policy J 2009;15:11–29.
3. Møgedal S, Alveberg BL. Can foreign policy make a difference to

health? PLoS Med 2010;7:e1000274.
4. Katz R, Kornblet S, Arnold G, et al. Defining health diplomacy:

changing demands in the era of globalization. Milbank Q
2011;89:503–23.

5. Kickbusch I. 21st century health diplomacy: a new relationship
between foreign policy and health. In: Told M, Kickbusch I, Novotny
TE, eds. 21st century global health diplomacy. New Jersey: World
Scientific Publishing Company, 2013:1–40.

6. Huang Y. Pursuing health as foreign policy: the case of China.
Indiana J Global Legal Stud 2010;17:105–46.

7. Labonté R, Gagnon ML. Framing health and foreign policy: lessons
for global health diplomacy. Global Health 2010;6:14.

8. Sandberg KI, Andresen S. From development aid to foreign policy:
global immunization efforts as a turning point for Norwegian
engagement in global health. Forum for Dev Stud 2010;37:301–25.

9. Labonte R, Mohindra K, Schrecker T. The growing impact of
globalization for health and public health practice. Annu Rev Publ
Health 2011;32:263–83.

10. Gagnon ML, Labonté R. Understanding how and why health is
integrated into foreign policy—a case study of Health is Global, a UK
Government Strategy 2008–2013. Global Health 2013;9:24.

11. Watt NF, Gomez EJ, McKee M. Global health in foreign policy-and
foreign policy in health? Evidence from the BRICS. Health Policy
Plan 2014;29:763–73.

12. Sridhar D. Foreign policy and global health: country strategies.
Oxford: All Souls College, 2009.

13. Kanth P, Gleicher D, Guo Y. National strategies for global health. In:
Kickbusch I, Lister G, Told M, et al. eds. Global health diplomacy.
New York: Springer, 2013:285–303.

14. Bozorgmehr K, Bruchhausen W, Hein W, et al. The global health
concept of the German government: strengths, weaknesses, and
opportunities. Glob Health Action 2014;7:23445.

15. Aluttis C, Clemens T, Krafft T. Global health and domestic policy—
what motivated the development of the German Global Health
Strategy? Glob Public Health 2015:1–13.

16. Jones CM. What could research on national policies on global health
reveal about global health governance? An illustration using three
perspectives. J Health Diplomacy 2014;1.

17. Sridhar D, Smolina K. Motives behind national and regional
approaches to health and foreign policy. Global economic
governance programme working paper. Oxford: Oxford University
College, 2012.

18. Lee K, Buse K, Fustukian S, eds. Health policy in a globalising
world. Cambridge: Cambridge University Press, 2002.

19. Koplan JP, Bond TC, Merson MH, et al. Towards a common
definition of global health. Lancet 2009;373:1993–5.

20. Bozorgmehr K. Rethinking the ‘global’ in global health: a dialectic
approach. Global Health 2010;6:1–19.

21. McInnes C, Lee K. Health, security and foreign policy. Rev Int Stud
2006;32:5–23.

22. Feldbaum H, Michaud J. Health diplomacy and the enduring
relevance of foreign policy interests. PLoS Med 2010;7:e1000226.

23. Hoffman SJ. Strengthening global health diplomacy in Canada’s
foreign policy architecture: literature review and key informant
interviews. Canadian Foreign Policy J 2010;16:17–41.

24. Runnels V, Labonté R, Ruckert A. Global health diplomacy: barriers
to inserting health into Canadian foreign policy. Glob Public Health
2014;9:1080–92.

25. de Leeuw E, Clavier C, Breton E. Health policy—why research it
and how: health political science. Health Res Policy Syst
2014;12:55.

26. Howlett M. From the ‘old’ to the ‘new’ policy design: design thinking
beyond markets and collaborative governance. Policy Sci
2014;47:187–207.

27. Howlett M, Lejano RP. Tales from the crypt: the rise and fall (and
rebirth?) of policy design. Adm Soc 2013;45:357–81.

28. Schneider AL, Ingram H. Policy design for democracy. Lawrence,
Kansas: University Press of Kansas, 1997.

29. Schneider A. Policy design and transfer. In: Araral E, Fritzen S,
Howlett M, et al. eds. Routledge handbook of public policy. London:
Routledge, 2013:217–28.

30. Schneider A, Ingram H. Systematically pinching ideas: a
comparative approach to policy design. J Public Policy
1988;8:61–80.

31. Colebatch HK. Policy: McGraw-Hill International, 2009.
32. Government HM. Health is Global: a UK Government Strategy

2008–13. London: UK Department of Health, 2008.
33. Norwegian Ministry of Foreign Affairs. Global health in foreign and

development policy. Oslo, 2012. https:// http://www.regjeringen.no/
en/dokumenter/meld.-st.-11-20112012/id671098/?ch=1.

34. Federal Department of Foreign Affairs, Federal Department of Home
Affairs. Swiss Health Foreign Policy. Bern: Swiss Confederation,
2012. http://www.bag.admin.ch/themen/internationales/13102/index.
html?lang=en.

35. German Federal Government. Shaping global health—taking joint
action—embracing responsibility: the federal government’s strategy
paper. Berlin: The Federal Government, 2013.

36. Lijphart A. II. The comparable-cases strategy in comparative
research. Comp Political Stud 1975;8:158–77.

37. OECD Development Assistance Committee. OECD development
cooperation peer review: Norway 2013. Paris: OECD, 2013:124.

38. OECD Development Assistance Committee. OECD
development cooperation peer review: Switzerland 2013. Paris:
OECD, 2014:120.

39. Waddington C, Hadi Y, Pearson M, et al. Global aid architecture and
the health millennium development goals. Study Report. Oslo:
Norwegian Agency for Development Cooperation, 2009:140.

40. Engelhardt A, Fischlin A, Kickbusch I, et al. Evaluators’ final report.
In: Cooperation SAfDa, ed. Evaluation of SDC’s Global Programmes
on Climate Change, Water Initiatives, Food Security, Migration and
Development, and Health. Bern: Federal Department of Foreign
Affairs, 2015:23–224.

41. Fioramonti L. A post-GDP world? Rethinking international politics in
the 21(st) century. Global Policy 2016;7:15–24.

42. Aluttis C, Kraft T, Brand H. Global health in the European Union—a
review from an agenda-setting perspective. Global Health Action
2014;7:23610.

43. Chapnick A. The middle power. Can Foreign Policy J 1999;7:73–82.
44. Institute for Health Metrics and Evaluation. Financing Global Health

2013: transition in the Age of Austerity Financing Global Health.
Seattle, WA: IHME, 2014:106.

45. Sartori G. Comparing and miscomparing. J Theor Polit
1991;3:243–57.

8 Jones CM, et al. BMJ Glob Health 2017;2:e000120. doi:10.1136/bmjgh-2016-000120

BMJ Global Health

 on A
pril 23, 2024 by guest. P

rotected by copyright.
http://gh.bm

j.com
/

B
M

J G
lob H

ealth: first published as 10.1136/bm
jgh-2016-000120 on 4 A

pril 2017. D
ow

nloaded from
 

http://twitter.com/_CatJones_
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://dx.doi.org/10.1016/S0140-6736(07)60498-X
http://dx.doi.org/10.1080/11926422.2009.9673489
http://dx.doi.org/10.1080/11926422.2009.9673489
http://dx.doi.org/10.1371/journal.pmed.1000274
http://dx.doi.org/10.1111/j.1468-0009.2011.00637.x
http://dx.doi.org/10.2979/GLS.2010.17.1.105
http://dx.doi.org/10.1186/1744-8603-6-14
http://dx.doi.org/10.1080/08039410.2010.506222
http://dx.doi.org/10.1146/annurev-publhealth-031210-101225
http://dx.doi.org/10.1146/annurev-publhealth-031210-101225
http://dx.doi.org/10.1186/1744-8603-9-24
http://dx.doi.org/10.1093/heapol/czt063
http://dx.doi.org/10.1093/heapol/czt063
http://dx.doi.org/10.3402/gha.v7.23445
http://dx.doi.org/10.1080/17441692.2015.1094706
http://dx.doi.org/10.1016/S0140-6736(09)60332-9
http://dx.doi.org/10.1186/1744-8603-6-19
http://dx.doi.org/10.1017/S0260210506006905
http://dx.doi.org/10.1371/journal.pmed.1000226
http://dx.doi.org/10.1080/11926422.2010.9687318
http://dx.doi.org/10.1080/17441692.2014.928740
http://dx.doi.org/10.1186/1478-4505-12-55
http://dx.doi.org/10.1007/s11077-014-9199-0
http://dx.doi.org/10.1177/0095399712459725
http://dx.doi.org/10.1017/S0143814X00006851
http://www.regjeringen.no/en/dokumenter/meld.-st.-11-20112012/id671098/?ch=1
http://www.regjeringen.no/en/dokumenter/meld.-st.-11-20112012/id671098/?ch=1
http://www.regjeringen.no/en/dokumenter/meld.-st.-11-20112012/id671098/?ch=1
http://www.regjeringen.no/en/dokumenter/meld.-st.-11-20112012/id671098/?ch=1
http://www.regjeringen.no/en/dokumenter/meld.-st.-11-20112012/id671098/?ch=1
http://www.regjeringen.no/en/dokumenter/meld.-st.-11-20112012/id671098/?ch=1
http://www.bag.admin.ch/themen/internationales/13102/index.html?lang=en
http://www.bag.admin.ch/themen/internationales/13102/index.html?lang=en
http://www.bag.admin.ch/themen/internationales/13102/index.html?lang=en
http://dx.doi.org/10.1177/001041407500800203
http://dx.doi.org/10.1111/1758-5899.12269
http://dx.doi.org/10.3402/gha.v7.23610
http://dx.doi.org/10.1080/11926422.1999.9673212
http://dx.doi.org/10.1177/0951692891003003001
http://gh.bmj.com/


46. Hsieh HF, Shannon SE. Three approaches to qualitative content
analysis. Qual Health Res 2005;15:1277–88.

47. Federal Department of Home Affairs, Federal Department of Foreign
Affairs, Federal Office of Public Health. Swiss Health Foreign Policy:
agreement on health foreign policy objectives. Bern: Swiss
Confederation, 2006.

48. McInnes C, Lee K. Global health & international relations.
Cambridge: Polity, 2012.

49. Ng NY, Ruger JP. Global health governance at a crossroads. Glob
Health Gov 2011;3:1–37.

50. Brown TM, Cueto M, Fee E. The World Health Organization and the
transition from “international” to “global” public health. Am J Public
Health 2006;96:62–72.

51. Lidén J. The World Health Organization and Global Health
Governance: post-1990. Public Health 2014;128:141–7.

52. Birn A-E. Philanthrocapitalism, past and present: the Rockefeller
Foundation, the Gates Foundation, and the setting(s) of the
international/global health agenda. Hypothesis 2014;12:e8.

53. McGoey L. The philanthropic state: market–state hybrids in the
philanthrocapitalist turn. Third World Q 2014;35:109–25.

54. Mccoy D, Chand S, Sridhar D. Global health funding: how much, where
it comes from and where it goes. Health Policy Plan 2009;24:407–17.

55. Schneider A, Ingram H. Social construction of target populations:
implications for politics and policy. Am Political Sci Rev
1993;87:334–47.

56. Pierce JJ, Siddiki S, Jones MD, et al. Social construction and policy
design: a review of past applications. Policy Stud J 2014;42:1–29.

57. Ingram H, Schneider A, Deleon P. Social Construction and Policy
Design. In: Sabatier PA. ed. Theories of the Policy Process.
Boulder, Colorado: Westview Press, 2007:93–126.

58. Lascoumes P, Le Gales P. Introduction: understanding public policy
through its instruments—from the nature of instruments to the
sociology of public policy instrumentation. Governance
2007;20:1–21.

59. Ruckert A, Labonté R, Lencucha R, et al. Global health diplomacy: a
critical review of the literature. Soc Sci Med 2016;155:61–72.

60. Labonté R. Health in all (foreign) policy: challenges in achieving
coherence. Health Promot Int 2014;29(suppl 1):i48–58.

61. Smith SL, Shiffman J. Setting the global health agenda: the
influence of advocates and ideas on political priority for maternal
and newborn survival. Soc Sci Med 2016;166:86–93.

62. Hafner T, Shiffman J. The emergence of global attention to health
systems strengthening. Health Policy Plan 2013;28:41–50.

63. Oberg P, Lundin M, Thelander J. Political power and policy design:
why are policy alternatives constrained? Policy Stud J
2015;43:93–114.

64. Shiffman J. A social explanation for the rise and fall of global health
issues. Bull World Health Organ 2009;87:608–13.

65. McInnes C, Lee K. Framing and global health governance: key
findings. Glob Public Health 2012;7 2):S191–S98.

66. McInnes C, Kamradt-Scott A, Lee K, et al. The Transformation of
Global Health Governance. London: Palgrave Macmillan UK, 2014.

67. Batniji R, Songane F. Contemporary global health Governance:
origins, functions, and challenges. Handbook of Global Health
Policy: John Wiley & Sons, Ltd, 2014:63–76.

68. Lee K, Kamradt-Scott A. The multiple meanings of global health
governance: a call for conceptual clarity. Global Health 2014;10:28.

69. Kickbusch I, Szabo MMC. A new governance space for health.
Global Health Action 2014;7:1–7.

70. Hein W, Moon S. Informal Norms in Global Governance: Human
Rights, Intellectual Property Rules and Access to Medicines.
New York: Routledge, 2016.

71. Youde J. Global Health Governance. Cambridge: Polity Press, 2012.
72. Harman S. Global Health Governance. New York: Routledge, 2012.
73. Bruen C, Brugha R, Kageni A, et al. A concept in flux: questioning

accountability in the context of global health cooperation. Global
Health 2014;10:73.

74. Shiffman J, Schmitz HP, Berlan D, et al. The emergence and
effectiveness of global health networks: findings and future research.
Health Policy Plan 2016;31(suppl 1):i110–i23.

75. Harman S. The Bill and Melinda Gates Foundation and
Legitimacy in Global Health Governance. Global Governance:
A Review of Multilateralism and International Organizations
2016;22:349–68.

76. Youde J. The Rockefeller and Gates Foundations in Global Health
Governance. Global Society 2013;27:139–58.

Jones CM, et al. BMJ Glob Health 2017;2:e000120. doi:10.1136/bmjgh-2016-000120 9

BMJ Global Health

 on A
pril 23, 2024 by guest. P

rotected by copyright.
http://gh.bm

j.com
/

B
M

J G
lob H

ealth: first published as 10.1136/bm
jgh-2016-000120 on 4 A

pril 2017. D
ow

nloaded from
 

http://dx.doi.org/10.1177/1049732305276687
http://dx.doi.org/10.2105/AJPH.2004.050831
http://dx.doi.org/10.2105/AJPH.2004.050831
http://dx.doi.org/10.1016/j.puhe.2013.08.008
http://dx.doi.org/10.1080/01436597.2014.868989
http://dx.doi.org/10.1093/heapol/czp026
http://dx.doi.org/10.2307/2939044
http://dx.doi.org/10.1111/psj.12040
http://dx.doi.org/10.1111/j.1468-0491.2007.00342.x
http://dx.doi.org/10.1016/j.socscimed.2016.03.004
http://dx.doi.org/10.1093/heapro/dau031
http://dx.doi.org/10.1016/j.socscimed.2016.08.013
http://dx.doi.org/10.1093/heapol/czs023
http://dx.doi.org/10.1111/psj.12086
http://dx.doi.org/10.2471/BLT.08.060749
http://dx.doi.org/10.1080/17441692.2012.733950
http://dx.doi.org/10.1002/9781118509623.ch3
http://dx.doi.org/10.1002/9781118509623.ch3
http://dx.doi.org/10.1186/1744-8603-10-28
http://dx.doi.org/10.3402/gha.v7.23507
http://dx.doi.org/10.1186/s12992-014-0073-9
http://dx.doi.org/10.1186/s12992-014-0073-9
http://dx.doi.org/10.1093/heapol/czw012
http://dx.doi.org/10.1080/13600826.2012.762341
http://gh.bmj.com/

	Are national policies on global health in fact national policies on global health governance? A comparison of policy designs from Norway and Switzerland
	Abstract
	Introduction
	Methods
	Case selection and construction of comparability
	Materials
	Data analysis

	Results
	Targets
	Goals
	Rationales and assumptions
	Instruments
	Implementation structures
	Implementation rules

	Discussion
	Limitations

	Conclusion
	References


