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Introduction

There Has Never Been a Constitutional Crisis Over a Prostate

The point at which I really became sick of it was in February 2020. It happened when I walked into the Ministry of Health in downtown Freetown, Sierra Leone and someone checked my temperature and asked me to wash my hands. It was the sinking feeling that it was going to happen again.

For two weeks up to that point, I had been in Freetown talking to women about the impact of Ebola on their lives during the 2014/16 outbreak. I was on research leave from my usual day job as a professor teaching global health politics at a London university, and was in the country to investigate how health emergencies impact on women’s lives. Over two weeks in Freetown, women told me how they had to improvise their own PPE (personal protective equipment) as they went about their front-line healthcare work, how more women died of pregnancy- and birth-related complications than Ebola itself, and how rates of domestic violence had increased because of stay-at-home orders. Women explained to me that they had been exhausted by keeping their family and friends sane during the crisis while doing wider work to help their friends and neighbours in the community. Many were outraged when girls who had become pregnant during Ebola were banned from returning to school when they reopened in April 2015. I learned how the outbreak had completely disrupted major aid programmes trying to end Sierra Leone’s reputation for being one of the worst places in the world to be pregnant and give birth. And how a health system already struggling to deal with a brain drain of health workers moving abroad to find better-paid work depended on unpaid women to fill the gaps. Women told me how they were crying out for the international community to help mitigate the impact of the Ebola crisis on women and their health, but no one would listen unless they had good data proving something was afoot. And how once they got the data, no one believed them. As I washed my hands that day, the World Health Organization had put the world on warning about another major health emergency, COVID-19. I knew that everything the women in Freetown had told me risked happening again to other women. I felt sick at the inevitability that, should the COVID-19 health emergency get worse, it would be women who bore the brunt.

By February 2020, I had spent fifteen years researching global health politics, looking at how major diseases and foreign aid funding impact on women and their lives. As a professor of international politics, I had conducted research all over the world and sat in meetings with governments, donors, militaries, NGOs, community groups, activists and other academics, listening, discussing and advising on how to make sense of global health threats. I had spent time tracing how decisions made in Washington, New York and Geneva translate to national health ministries and rural healthcare settings, often with little understanding of how healthcare works in these parts of the world. I had made a film with women living with HIV/AIDS in Tanzania to try and get people to notice them. Most politicians and international organisations rarely considered the impact of health emergencies on women until it was too late, and women’s bodies have always been a site of contested politics. I thought I’d wrap up the project in Sierra Leone, write some academic papers and move onto something else.

But that day in Freetown was a wake-up call. It was not just the coming threat of COVID-19 to women’s lives – as massive as I knew that was going to be – but a nagging sense that progress on women’s health was going backwards. Donald Trump had been president for three years and was wreaking havoc on women’s health by cutting funding to family planning programmes in the US and abroad. Around the world populist politicians were uniting around the need to curtail women’s access to reproductive health care, with dire consequences for women’s health and well-being. A decade of austerity in Europe was changing how governments thought about foreign aid funding to women’s health in poor countries. Maternity hospitals had become targets in war zones. Health inequalities for women persisted between rich countries in the global north and poorer countries in the global south. And then there were persistent inequalities within countries. In the UK, where I live, for example, a landmark study had been published two years earlier, presenting clear data that black women were five times more likely to die from pregnancy and childbirth complications than white women.

On top of all of this it seemed to me that the very organisations in the world responsible for advancing women’s health were part of the problem. Scandals were emerging about the UN’s involvement in sexual abuse and exploitation of women and girls in an Ebola outbreak in the Congo. The solution to these problems seemed to rest on getting women to sort it all out. Post #MeToo, lots of people in power started talking about gender equality in healthcare and male bias in science, but all this seemed to add up to was counting the women who sat on panels, authored publications and participated in clinical trials.

I knew I was not alone in thinking that the world seemed seriously scary and messed up for women, and that the different attacks and neglect of our health were somehow connected. I wanted to work out what connected all this turbulence. If another pandemic was to come along, would women, yet again, end up as substitute teachers/carers/unprotected health workers/victims of domestic abuse? Why did it feel like things were going backwards after twenty years of unprecedented investment in women’s health? And what about all the preventable causes of death? Why is AIDS still the leading cause of death of young women, with one woman becoming infected with HIV every minute? And why will one woman die in the next two minutes from preventable complications linked to pregnancy and childbirth? The question I kept coming back to was simple: why do women still die when they don’t have to?

As I started to think about my nagging questions, I realised the thread that connected all the turbulence was how central women’s health is to how global politics works. Not just in the most obvious way – through reproduction being the backbone of economies, or politicians controlling women’s bodies through abortion – or just in health emergencies and pandemics. But also in surprising and unpredictable ways, from some countries using successes in women’s health as part of their diplomatic branding, to champions of gender equality doing everything in their power to block women leading international health agencies. Some of the worst offenders in abusing women’s health for political gain aren’t your usual right-wing politicians, but the very people who are supposed to be helping improve women’s health. There were two sides to the problem – how women’s health is exploited as a political issue, and how women themselves are exploited in the health sector. Women’s health is huge currency in global politics. If you want to get elected, forge diplomatic relations, change the politics and society of another country, gain international recognition in the world or make money for your charity, one of the best political tools with which to do so is women’s health. In turn, if you want to run a health system, a major health campaign or project, or sustain a million-dollar aid budget, you need women’s cheap, or sometimes free, labour and expertise. The world works off the back of exploiting women’s health, but rarely for the purposes of improving women’s health. This is why nothing changes for the better.

It’s a total misconception to suggest women’s health gets little attention in the world or political leaders don’t really care about it. Far from it. Some aspects of women’s health – notably reducing the number of women dying from childbirth- and pregnancy-related complications – are the number-one thing that governments around the world continuously agree to act on. This has led to countless global strategies, billions of aid dollars and high-profile proclamations at the UN, all centred on women’s health. Women’s health has visibility, money, prominent women leaders calling for change, global political commitments, a women-majority workforce, the knowledge to stop preventable death, and strategies and targets to make prevention a reality. Women’s health gets loads of attention. It’s just the wrong kind. This attention never has the purpose of making women healthier and happier. Gosh, no. Women’s health either gets too much attention for the wrong reasons – trying to curtail women’s access to contraception, winning votes by keeping the ‘tradition’ of FGM (female genital mutilation) or restricting abortion – or not enough attention for the right reasons – research, funding, correcting male bias in science.

Women die when they don’t have to, not because of a lack of attention, science or evidence on what works for women’s health, but because of the exploitation of women’s health as a means of attaining and sustaining power in the world. This book is the starting point to stopping this sick politics: explaining how using and abusing women’s health for political ends works and how it stops us making real strides in women’s health. It does not offer quick-fix easy solutions to these problems. If anything, it strongly argues against such quick fixes, which just add to an endless feedback loop of add more women, then a different woman, to structures that fail women. I’m not going to leave you without answers, though: there are clear suggestions at the end of the book as to what you can to do cope, resist and enact change. And the book points to stories and evidence of women from across the world coming together towards progress, as they have done for centuries. They are the ones who are already calling out politicians in their national governments and the international organisations that shape so much of women’s health. It is these women whom this book is inspired by and dedicated to.

But what about men? You know men are dying, too?

Whenever I talk about women’s health, I get asked one of these questions. When these questions fail to provoke a reaction in me, people ask me which women I am talking about, as if I don’t know women are hugely diverse, with differing intersecting inequalities and advantages, interests, needs and politics. Before we get going, allow me to clear two things up so there are no unnecessary distractions and, selfishly, so that no one asks me the man question ever again (although I bet they still will). First, throughout the book I use the term woman or women to refer to all women, and only specify particular categories of women (which are also hugely diverse) – rich, poor, white, black, trans, of colour, living with disability, living in a specific country or region of the world, for example – when necessary to recognise the difference in their health experiences, outcomes and types of political exploitation. There is more that unites women in how our health is exploited in global politics than divides us. Second, this is not a book that centres on men and men’s health, and for good reason.

Men and boys also die of preventable causes. Gendered norms around what it is to be a man screw men and their health. Expectations that men and boys should be masculine and strong, and not talk about their feelings, impact on the health of billions of men around the world. Masculinity can be a barrier to men seeking out support and treatment that could help them lead happier and healthier lives. It prevents men from opening up about how they are feeling and discussing serious mental health issues such as depression. According to the leading health authority in the world, the WHO, men make up the vast majority of global death by suicide cases. In the UK, suicide is the biggest killer of men under forty-five. In the US, Argentina and Russia, men are four times more likely than women to die by suicide.

Men are also less likely than women to go to the doctor to seek help for physical and mental health problems, which has a knock-on impact on women and girls who have to suffer the impact of their behaviour when they don’t get help and who have to seek out health facilities and medicines on behalf of their husbands, brothers, boyfriends, uncles, grandparents etc. But back to men . . .

The questions that people ask me about men’s health are rarely asked in pursuit of improving men’s health and challenging the gender stereotypes that produce all kinds of inequality in health. The questions are a political act to silence women and limit the importance of discussing women’s health or correcting male bias within science. Trying to shut me up and centre men or distract from a focus on women is part of a wider pattern of how power is embedded in women’s health, of how women’s health is diminished or framed as unexceptional. Anyone who questions this is silenced. It overlooks one of the fundamental problems of women’s health: women’s health is exceptional compared to men’s because of how it is used as a political tool around the world.

There has never been a constitutional crisis over a prostate. Governments and courts don’t argue about a country’s constitution off the back of men wanting to have a vasectomy. States don’t show off about how they have improved treatment and survival rates of prostate cancer as a means of demonstrating to the world how advanced they are. Presidents do not cover up political murders by citing high rates of vaccination of men and boys. It is not men in poor countries who are told to have fewer children as the (wrong) solution to climate change. When the international community wants to end poverty, they don’t get men to do the donkey work. Men expect to be paid for the work they do in health settings, and are rarely expected to volunteer to care for family and neighbours as an act of love. When men work in health, they are seen as leaders and tend to be appointed to more senior and better paid positions. When men lead organisations it is the norm; when women do so they get held to a higher standard, and it is assumed they will represent every interest of every woman in the world. Women are left to die for routine reasons. And, let’s face it, if men gave birth, they would not have to do so in car parks, at army checkpoints or without help or pain relief. When abortion is banned, it is other women collectively organising, driving other women across state borders to access healthcare and ordering abortion pills from the internet. It is not men. With the notable exception of the early AIDS crisis, the only time people ever get cross about men’s health is when men give birth. Otherwise men and their health are left alone. Men take for granted that their health matters.

*

Women are sick of their health being used by politicians when it suits them and then forgotten about when help is needed. We are sick of men asking us what about them and their health when the whole world is organised around their needs and their right to be ignored. We are sick of it because we know it doesn’t have to be this way.

In three parts, I am going to explain how the exploitation of women’s health in global politics works, why it is the reason women die when they don’t have to, and what you can do about it. The first part of the book, ‘Saving Mothers’, looks at how women’s health – specifically maternal healthcare – is used as a tool to gain and sustain power in the world. The second part, ‘Exploiting Women’, concentrates on the way women are exploited within health and foreign aid sectors, often as collateral damage in the wider delivery of healthcare. The women featured in this section vary from underpaid community health workers to young women and girls exploited, abused and harassed by male health workers. The third part of the book looks at some of the same old solutions – ‘SOS!’ – we are always told will help women’s health: leadership, gender experts, better data. It explains how these solutions can fail in practice, and what can be done about them. The final chapter in the book is one of hope and persistence, of women delivering change in health for other women. If you’re up for challenging this sick politics of exploiting women’s health for political gain, and for stopping women from dying when they don’t have to, the Epilogue will show you how: from the easy things you can do to the bigger stuff that takes a bit more effort but is worth it.

I don’t want you ever to feel like I did in February 2020, knowing how bad something can be and feeling you can’t do anything about it. Thinking that the attacks on women’s health are so big and overwhelming that you don’t even know where to start with fighting back. Such feelings rob us of our collective power. I wrote this book to make you feel less alone and disempowered when it comes to women’s health around the world, and to help you understand how global politics works to exploit women’s health as a means of changing it.




Part 1

Saving Mothers




1

Soft Power and Healthwashing

In 1994, Rwanda was devastated by a genocide in which approximately 800,000 people were killed, many by their friends and neighbours, in a matter of days. In the aftermath, Rwanda’s health and health system, like the rest of the country’s soul and infrastructure, were on its knees. Post-genocide, Rwandans had the lowest life expectancy and highest rate of child mortality in the world. Ninety-four per cent of health workers had either been killed or had fled the country during the genocide, and many healthcare facilities and supply chains had been destroyed by the conflict.1 Rwanda did not have any trauma surgeons or psychiatrists.2 By the end of 1994, months after the genocide had ended, Rwanda was receiving some of the lowest contributions of foreign aid compared to other African countries, and was limited in terms of what it could borrow as a designated low-income country in international credit markets.3 There was the persistent threat of HIV/AIDS, malaria and tuberculosis. The outlook for Rwanda’s health, as with many post-conflict countries, was bleak. If health in the country continued to decline, even more people would die from preventable causes than had during the genocide.

The story of what happened next is extraordinary. Rwanda made the health of the country a priority, and put women and their health at the centre of this. Between 2000 and 2015, following the genocide, Rwanda’s investment in health translated into incredible results: under-five child mortality decreased by 70 per cent; there was a rapid decline in deaths from two of the biggest killers on the continent – malaria and AIDS; 97 per cent of children were vaccinated for ten key diseases (a higher vaccination rate than the US); 45.1 per cent of eligible women had access to modern contraception; it launched the first cancer treatment centre in rural Africa; 69 per cent of births in the country were attended by skilled birth attendants; and there was an astonishing 85 per cent reduction in maternal mortality.4 The country met the UN standard of 80 per cent of people living with HIV being on life-saving treatment, and made sure women who contracted HIV on account of sexual violence during the war were first in the queue. The genocide undoubtedly played a role in prioritising the needs of survivors of sexual violence, but as a report in the medical journal the Lancet stated, ‘The equity agenda was explicit’ in Rwanda’s health revolution.5 Post-genocide, the leaders of the country wanted to rebuild in a way that recognised the contributions and needs of women in society. Rwanda therefore not only prioritised the international targets on women’s health, it also transcended these to think through the relationship between rape as a weapon of war and women’s health. Later, Rwanda was one of the first African countries to immunise girls against HPV – human papillomavirus. The leaders of Rwanda believed that women in poor, post-conflict countries deserved the same advanced cancer services as women in rich countries.

Such impressive results would be incredible for any country to achieve, even more so for a low- to middle-income country emerging from conflict and genocide. Rwanda also showed that a poor country could invest in health and deliver better health outcomes for women while growing its economy. Between 2002 and 2012, Rwanda reported annual growth rates of 8 per cent, took one million people in the population out of poverty, and was ranked by the World Bank as the third most business-friendly destination in Africa.6 Health and, more importantly, women’s health, was not an afterthought but central to the future and growth of the country. Rwanda became the model of what happens to women’s health when a government chooses to prioritise it. Such prioritisation was not without political motive. Women’s health was about improving both the lives of women and the reputation of the Rwandan government.

In the aftermath of the genocide, the government of Rwanda knew no one else was coming to rebuild its health system. The international community’s failure to call the genocide what it was and act to prevent or stop it gave a clear signal to Rwanda’s politicians that if you want to change your country, you can’t wait for others to help you. Change would be led by Rwandans for Rwanda, not by foreign aid agencies and consultants that appear in countries after a conflict with their own ideas and priorities. As Jean Pierre Nyemazi, a senior member of the Rwandan Ministry of Health who advises the WHO, put it, ‘Countries really need to sit and understand the issues they faced themselves first, instead of throwing the responsibility to external donors or technical assistants.’7 To sit and understand the issues, Rwanda took what is called a ‘burden and gap approach’ – it looked at where the major burdens and gaps in health were and who they were impacting upon the most.8 Unsurprisingly, as with many health sectors in low-income countries, the burden of poor health was falling on women both in regard to their own health and well-being and their caring responsibilities for others, and the gaps were in primary healthcare and prevention, notably with regard to maternal mortality. To address the burden and gap and transform the health system, the Rwandan government would have to prioritise women’s health.

Making women’s health a priority was not just about the burdens and gaps in the health system. It was also about who was in charge and, crucially, Rwanda’s commitment to gender parity across its political structures post the 1994 genocide. Rwanda’s 2003 constitution states women should make up at least 30 per cent of all decision-making bodies in government. This is engineered at the national level, through twenty-four seats in the legislature being reserved for women. In 2008, Rwanda became the first parliament in the world to have a female majority and ten years after the passing of the new constitution, in 2013, women made up 64 per cent of parliamentary seats in the country. Women parliamentarians have reformed numerous policies to improve gender equality, including equal access and ownership of land, succession and inheritance rights, pay and labour laws, measures to end gender-based violence and, of course, they have made women’s health a political priority within the country.9 Add presidential commitment from Rwanda’s leader, Paul Kagame, and Rwanda’s health sector had the clear backing of the government to create change.

Driving this change was one dynamic woman leader, described by the Lancet as ‘her government’s greatest asset’ and the BBC as ‘one of the most important public health figures in the world today, if not the most important, and who has led some of the most remarkable declines in premature mortality the world has ever seen’: Agnes Binagwaho.10 Binagwaho had previously worked within the Rwandan health sector as the executive secretary of Rwanda’s National AIDS Control Commission, permanent secretary of the Ministry of Health, and then minister of health for five years. When President Kagame asked her to take on transforming the health sector, her first instinct was to decline, given the scale of the challenge.11 Like a lot of Rwandans, she had had been living in France during the genocide. But she knew if Rwandans like her didn’t go back and fix the problem, no one would. So, she did.

As soon as Binagwaho took on the role, she was given a clear instruction by Kagame: ‘Don’t come here to do Politics. We want results.’12 Tying future funding to clearly defined results can be a highly effective tool in advancing women’s health, as it not only shows where progress is being made, but also where a health system or facility is failing, neglecting or not delivering for women and their health. If you combine this knowledge with government commitment to women’s health, you can pinpoint where to put more or less money and/or political pressure to improve results for women. Rwanda did this with great success through what is called performance- or results-based financing – PBF or RBF for short. The idea is you create a set of targets and indicators and when health clinics hit these targets they receive more money. Money for performance or results – i.e. hitting the targets – is meant to motivate the health sector and individuals within it to do even better. This should be a win-win, because it motivates health professionals and ensures money keeps flowing to much-needed health issues for women. Health professionals don’t have to worry about the money stopping as they know it will keep flowing if they perform and commit to women’s health. Donors and health ministries can track where their money is going and therefore worry less about corruption. Women are part of the incentive structure, with health clinics incentivising women to come and give birth alongside skilled birth attendants (super important to improving mum and baby survival). Everyone wins.

Results are all very well from the supply side of health where you provide fully staffed and equipped health facilities, but to deliver better outcomes for women’s health you also need to make sure women can access and afford quality care. Doing this in Rwanda meant providing health services and access within communities. Community health provision is important for everyone, but it is particularly important for women. Women living in poor rural communities – though really this applies to all women – have greater burdens on their time as they almost always have to engage in paid work, do the vast proportion of unpaid labour in the home and take on additional care burdens for their families and communities. Hence, women have less time to travel long distances outside their communities to access healthcare, may not be able to do so without the permission of a man, will put the health and needs of everyone else before their own and so defer travel for health until they really need to, by which point it is often too late. Centring health workers and services in the communities in which women live cuts the additional time burden for women and responds to their specific needs. Rwanda knew this and developed interventions that would help target these needs by introducing a system that connected community health workers to central health authorities, and ensured health was affordable and accessible to all through a community-based insurance scheme, the mutuelle de santé.13

Many countries have tried similar policies on women’s health – particularly on maternal mortality – with mixed or little progress. Rwanda was different as it hit on a magic formula: focus on results + affordable, community-based healthcare + an effective woman leader in the health sector who has the backing of women parliamentarians and the president = better health outcomes for women. The story of Rwanda shows that if you look at where the burdens and gaps lie in the health sector, women’s health will become a priority. And that when you make women’s health a priority you can deliver results. If you can deliver better health for women in a poor, post-conflict country like Rwanda, you can do it anywhere. This is definitely the story that the government of Rwanda wants to put out into the world, but it is only part of the story.

The transformation of women’s health in Rwanda came at a time when the international community was looking for a success story. As the next chapter shows in more detail, the late 1990s and early 2000s were a pivotal moment in women’s health. One of the few issues world leaders could agree on during this time was the need to reduce maternal mortality, particularly in low- and middle-income countries and the continent with the highest rates of maternal death, Africa. The UN and major aid agencies were doing everything in their power to get other countries to do the same as Rwanda. The problem was that as much as countries claimed maternal health was a priority, results on improving the number of deaths from childbirth were not appearing as fast as hoped. For poor African countries, Rwanda became the model of what they should do to improve women’s health – if a country like Rwanda could do it, so could they – and for aid donors, Rwanda showed that investment in women’s health worked. Follow the Rwanda method and the international community could deliver a global success story on women’s health.

Rwanda became a donor darling. So called because donors loved what the country was doing for women’s health and continued to pour money into the country to support its efforts. This boosted the reputation of the country in both the medical science and aid communities, attracting new partners and opening up investment and diplomatic opportunities. Contrary to the story the Rwandan government likes to tell – that Rwanda transformed its health sector alone – at its peak in 2009, foreign aid made up 67 per cent of the country’s health spending.14 Rwanda has the highest aid per capita in East Africa.15 All of the major health donors in the world – the US, the EU, the Bill & Melinda Gates Foundation, the Global Fund to Fight AIDS, Tuberculosis and Malaria, and the World Bank – all have a strong presence in the country.

To top it all off, in 2014, Rwanda, in partnership with three international partners – the Bill & Melinda Gates Foundation, the Cummings Foundation and Partners In Health – created a university dedicated to levelling up inequities in health: the University of Global Health Equity. Women’s health and gender equality is central to the university’s brand: it has a specialist programme on gender, sexual and reproductive health delivery, a commitment to ensuring 70 per cent of the intake for its flagship MSc in global health delivery is made up of women, and a mentorship programme for women and gender equality in science, medicine and global health through its specialist Centre for Gender Equity.16 All of which is perhaps unsurprising given Agnes Binagwaho – Rwanda’s transformational health minister – served as one of the first vice-chancellors of the university. The university builds Rwanda’s reputation and esteem in the world not just by what it does on women’s health, but who it partners: Bill Gates, one of the richest men in the world and major health philanthropist, and Paul Farmer of Partners In Health, a hugely respected doctor and global advocate on the right of the poor to access healthcare.

International recognition for Rwanda’s overall health success snowballed. The Rwandan health model has become the subject of research in leading science and medical journals. Rwandan health experts have an international profile in health diplomacy through UN positions and international advisory boards. The international community flocks to Rwanda’s state-of-the-art conference facilities, with major women’s health conferences taking place there. One such is Women Deliver, a global organisation that ‘champions gender equality and the health and rights of girls and women, in all their intersecting identities’17, who held their annual conference in the country in 2019 and 2023. When the African Union launched its ambitious strategy to transform vaccine manufacturing on the continent – to increase production of all vaccines used by the continent from 1 per cent made in Africa to 60 per cent by 2040 – it did so in Rwanda, with Kagame announcing the New Public Health Order, putting Africa at the centre of global health security. By 2023, to fully understand how women’s health worked in the world you had to pass through one, if not all three, major hubs of power in global health: Geneva and Washington – where the main global health and international aid agencies are based – and Kigali, Rwanda’s capital.

In the past, Rwanda’s position in the world was defined by the 1994 genocide. Now, Rwanda uses women’s health to define its reputation, status and influence in the world. Rwanda is a pioneer not only in its successful health outcomes for women, but also in using women’s health as a tool of soft power. It uses success stories in women’s health to gain global recognition and legitimacy with some of the most powerful states and philanthropists in the world, keep aid flowing to the country, build future education, research and knowledge, and to use such recognition to cement the country’s position as one of the major powers within Africa. In turn, access to this sort of aid and diplomatic standing compounds the image of Rwanda as a major player in Africa and the world.

Using women’s health as a tool of soft power is not necessarily a bad thing: it would be great if all the countries in the world gained their standing, recognition and good diplomacy from helping women. But there is a sinister side to this. Rwanda uses its standing on women’s health to ‘healthwash’ the unseemly, more murderous part of Rwandan politics.

In theory, Rwanda is a presidential republic with a multiparty democracy and a tripartite division of power between the executive of the president and Cabinet; legislature of the Chamber of Deputies and Senate; and judiciary. Representatives that sit in the Chamber of Deputies are elected through proportional representation, and the president is elected by direct popular vote. As outlined above, Rwanda ticks all the right gender equality boxes: not only does it prioritise women’s health, it was the first country in the world to have a female majority in parliament. On paper, then, Rwanda is a progressive democracy, leading the way in women’s representation and gender equality policies.

The reality is quite different. Since the genocide in 1994, Rwanda has been ruled by one party – the Rwandan Patriotic Front (RPF) – and one man, Paul Kagame. Kagame officially became president in 2000, but had considerable influence on the government in the late 1990s. Since becoming president, Kagame has changed the constitution, which previously restricted the leader to two terms only, to allow him to run for three and then four terms. When Kagame ran for president in 2003, 2010 and 2017, he received approximately 90 per cent of the vote each time. This is not a marker of his popularity: any election observer (unless they work for an authoritarian regime) will tell you it is impossible for any leader to receive such a high percentage of the vote. The government of Rwanda has waged a sustained campaign of political repression against opposition parties. Any critics of the government are called out as partaking in ‘divisive ideology’. Opposition politicians have been arrested, imprisoned or disappeared. Foreign media, such as the BBC, have been suspended from the country for periods of time, for speaking out on issues such as election results, the suspicious deaths of journalists or anything that questions the government’s official position on the genocide, which the government would rather were kept quiet.18

Rwanda is reportedly a political regime that murders ex-friends, opponents and allies, loots from neighbouring states, spies on citizens and visitors via their phones and laptops, prolongs civil wars in countries such as the Democratic Republic of Congo (DRC) and Burundi, and silences opposition.19 According to journalist Michela Wrong, none of this is a secret. Those complicit in these crimes have admitted it. As Wrong clearly breaks down in her book Do Not Disturb, Kagame has been filmed ‘effectively boasting’ about the murder of ex-RPF politician Seth Sendashonga.20 The UN has investigated and reported on the looting of the DRC.21 A magistrate court in South Africa found the Rwandan government guilty of the murder of Kagame’s comrade-in-arms and ex-head of Intelligence, Patrick Karegeya, and that the Rwandan government had put pressure on the government of South Africa to cover it up. Rwandan exiles in Sweden and the UK have been informed about threats to their life by the national security services.

Murderous authoritarian regime is not the reputation Rwanda wants in the world. This is where women’s health comes in. Healthwashing works in two ways: deflection and complicity. Deflection is the easy bit. Saving mothers from dying is the ultimate ‘yes, but’ deflection tool. As we will see time and again in this book, women’s health, particularly the notion of saving mothers, has strong political currency in the world: it is an issue that no one can disagree with, or wants to undermine efforts towards, and is an incredibly useful tool for politicians to use to justify a range of measures, from abortion bans to war to political disappearances. If you combine this with delivering a feminist women’s health utopia – women-led health reforms, positive discrimination to train up women scientists and doctors of the future, and a health system that is designed around how women use it – you have a compelling counter story that shows you are a country that not only gets good health outcomes, but is also progressive and committed to social and gender justice to boot. Yes, there have been some political disagreements, but look at the HPV vaccination rates; yes, there are some disappearances, but look at how we prioritised women in our AIDS response.

For deflection to work, you need complicity. Scientists, medics, women’s health advocates and world leaders who endorse and promote the success story of Rwanda are what make healthwashing work. Advocates who would usually oppose human-rights abuses instead defend and legitimise the offending state. People involved with the Rwandan health sector face a difficult choice: support a state that has seen tremendous advancements in health, particularly for women, or call out the other side of the story and diminish the state’s reputation and thus the external funding that has supported such advancements. This is not a straightforward choice. They may be too reliant on the health sector for their livelihood/degree/promotion to call out what is happening. In extreme cases, they could be too scared.

What in effect often happens with healthwashing is a slow complicity. Working in the Rwandan health sector gives people a sense of pride at what has been and what might yet be achieved. If you put long hours into achieving incredible results, it is an insult to suggest this effort is for some purpose other than simply improving the lives of Rwandans. Some people may play politics with what you achieve, but this is not why you do the work. International partners maintain a cognitive dissonance between Rwanda’s health and Rwanda’s politics as a means to continue to support the country. And you can see why. As the other chapters in this book will show, advances in women’s health are so difficult that you have to celebrate the wins. A Rwandan government official would probably respond to this chapter by saying their politics is Rwanda’s business, the country has shown incredible success, and if you don’t like it, keep your nose out and don’t make trouble. Besides, name a country that doesn’t have a problematic history of political violence; it is unfair to pick on Rwanda.

If you think authoritarian rule is a good way of getting successful health results or is something you can turn a blind eye to, then I advise caution. Authoritarian rulers can ration who does or does not get access to health, rule the health sector by fear not trust (which has long-term implications for people working in the health sector and seeking out care) and create power vacuums when they leave power (whenever that may be). Light tolerance of authoritarian rule by international partners is fine while the country gets results, but as soon as the results stop and the authoritarian is seen to overstep the mark, the international community will turn their back on them. Zimbabwe is a cautionary tale: a country with one of the best health systems in Africa under the early years of Robert Mugabe’s rule, which was ruined by the time of his death by the dual impact of authoritarianism and isolation from the international community. Women and women’s health certainly do not benefit from increased isolation and growing authoritarianism: their health needs are often the first to be reversed. Kagame will definitely have one eye on Rwanda not becoming another Zimbabwe, but ultimately political actions of authoritarian rulers will come home to roost for the health sector. Fundamentally, the lives of women who have benefited from and been saved by Rwanda’s health sector should not have more value than the lives of political opponents to Kagame.

Fundamentally, the means/ends argument demonstrates the power and efficacy of using women’s health to wash the reputation and politics of Rwanda. It feels impolite to bring up Rwanda’s acts of political murder or repression in health circles, as if I am the party pooper who has ruined a celebration of women’s health and the achievements of a dedicated group of people working in extraordinary circumstances. We want to be able to disassociate the two. But we can’t do this when domestic and international health leaders are the ones doing the washing. Healthwashing human-rights abuses and authoritarianism is a clear example of how women’s health is used as a political tool. Rwanda exploits success in women’s health to deflect negative attention and extend its influence and reputation in global politics. This is not just a stain on the reputation of Rwanda, but on all of the aid and global-health sector that validates prioritising women’s health goals over blatant abuses of human rights and political murder.

In 2016, the biggest medical journal in the world, the Lancet, did attempt to question Rwanda about this other side to the country’s reputation, first with an editorial questioning journalistic freedom in the country and asking whether Rwanda was the complete opposite to the country usually depicted in the journal – a human rights-defending, women’s-health success story. In writing his piece, the editor reached out to a Rwandan colleague who allayed his concerns and said that ‘surely it would be unreasonable for the cumulative experience of countless medical professionals with deep knowledge of Rwanda gained over many years to be overridden by one mythmaker’, the mythmakers here being the sources in the original editorial. Avoiding a clear judgement, the editor concluded the issue needed more scrutiny.22

Two years later, the Lancet tried again with Pulitzer Prize-winning journalist Laurie Garrett’s short ‘Perspective’ piece reviewing Judi Rever’s book In Praise of Blood: the Crimes of the Rwandan Patriotic Front, in which Garrett notes, ‘Kagame’s critics have a funny way of getting into car accidents’, and how one physician who worked in the country argues, ‘The global health community’s love affair with Kagame’s Rwanda has to end.’23 The leader of Rwanda’s health transformation, Agnes Binagwaho, wrote a rapid response criticising the article as ‘revisionist history’ and condemning the Lancet for publishing it, as it would not publish a piece on holocaust denial. This may seem like an odd comparison, as the main article never denied the Rwandan genocide, but such an accusation is a core part of Rwanda’s authoritarian politics, where anyone seen to criticise the government is accused of genocide denial. What is particularly notable about Binagwaho’s rebuttal is the clear example of healthwashing: ‘Garrett’s Perspective makes no attempt to acknowledge Rwanda’s contemporary progress to improve health outcomes.’24 As if health outcomes absolve the car accidents, as if what everyone should be talking about is the Rwandan success story.

The global health community’s love affair with Kagame’s Rwanda did not end. More aid, international conferences and high-profile platforms were offered to Rwandan health officials and politicians without so much as a question about the politics of the country. As the world of global health changed after COVID-19, and countries in Africa were demanding greater say on decisions of global health security and vaccine manufacturing, it was Rwanda again that came to the fore in leading these discussions. Once again, the country was using health as a tool of foreign policy, and once again partners could not, and chose not to, ignore Rwanda. Instead, Rwanda expanded its reputation as a country world leaders could do business with. A solution to migration to Europe, a UN ‘pacesetter’ in solutions to climate change, and a growing presence in international peacekeeping and African security.25 Through women’s health the country had solidified its reputation and future at the heart of global health and African international relations.

Healthwashing and soft power are important places to start thinking about the exploitation of women’s health in global politics because they rest on the power of success. Usually when we think about the political exploitation of women’s health, we assume it is going to be a negative story, one about governments failing women and their health. Rwanda flips this expectation. Rwanda’s approach to women’s health and gender equity demonstrates the advances that can be made in women’s health when a country sees it as a priority. This is a vital point: governments can transform women’s health if they want to. It is not impossible in low-income, post-conflict countries if politicians and health leaders have the right political will, investment and a strategy. Not investing or investing in the wrong type of plan for women’s health is rarely based on evidence or financial decisions, but political ones. Transforming women’s health is a major win for women and for politicians and can be a major source of soft power in international diplomacy. Promoting women’s health is a far more effective tool of foreign policy than curtailing women’s health. Given the efficacy of such soft power, it is a wonder more countries don’t invest in and exploit women’s health in the same way.
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