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Acute Respiratory Infections
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Country Coordination Mechanism

CDD
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DAC

Development Assistance Committee
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EPI

Expanded Programme of Immunisation
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HNP
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International AIDS Vaccine Initiative 
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International Agency Coordinating Committee 
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International Conference on Population and Development

IDA

International Development Association
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Institute for Health Sector Development

IMCI

Integrated Management of Childhood Illnesses

IMF

International Monetary Fund
NGO

Non-governmental organisation
ODA

Official Development Assistance

OECD

Organisation for Economic Co-operation and Development

PHC

Primary Health Care

PRSP

Poverty Reduction Strategy Papers
SDC

Swiss Agency for Development and Co-operation

STD

Sexually Transmitted Disease
SWAPs
Sector Wide Approach

TB

Tuberculosis

TRIPS

Trade Related Aspects of Intellectual Property Rights
UN

United Nations

UNICEF
United Nations Children’s Fund
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World Health Organisation

Summary

This paper has been commissioned to assist SDC as it moves forward to develop a new health policy and subsequent strategy.   It considers the trends and developments that have taken place in international health over the last few years, providing a historical perspective to the issues and challenges we face today.   Changes in the modalities of development cooperation are discussed, while the final section suggests some possible priorities for SDC.   These are included for discussion and to stimulate internal debate.

Considerable gains have been made in the last 30 years in the control of some communicable diseases, in reducing fertility rates, and in developing strategies for addressing some of the world’s major health problems.  However with the increase of world poverty, the rise of HIV/AIDS, and major economic changes there are signs that gains are starting to be undone in certain parts of the world.  Some countries, which previously had relatively good health indicators, are seeing a drop in life expectancy and a rise in infant and child mortality.

The international development community has come together with partner governments to develop a range of strategies to address key health issues:

· Shared objectives have been agreed to reduce poverty and mortality.  New trends in cooperation have focused common attention and increases in donor funding on the Millennium Development Goals, recently reinforced by the work of the Commission on Macroeconomics and Health.  This has demonstrated a powerful link between poverty reduction and economic growth and the need for concerted global action to increase access of the world’s poorest to essential health services.

· The control of communicable diseases, reproductive health and improved maternal and child health are the highest public health priorities.   These changing priorities led to some disillusionment with the integrated programmes and efforts at health reform of the 1990s.  By the end of the 1990s there was a push for more targeted programmes again.  
· New and substantial disease-oriented and target driven global funds have been set up, such as Roll Back Malaria, Stop TB and more recently the Global Alliance for Vaccines and Immunisation (GAVI) and the Global Fund for HIV/AIDS, TB and malaria (GFATM).   These have been widely welcomed as having tremendous potential for improving the lives of the poor.

· Developments in health research reflect the increased global effort against communicable diseases, including initiatives such as the International AIDS Vaccine Initiative (IAVI) and the research element of GAVI.  

· New thinking about addressing poverty through partnership approaches have led to major changes in aid modalities.  The emphasis is increasingly away from stand-alone projects towards building government capacity to make and implement effective health policy, within a framework of wider national pro-poor development.  Development partners are increasingly looking at aid as an investment fund for building country capacity.

· The sector wide approach (SWAP) was developed in response to the new partnership agenda. More recently some development partners have supported Direct Budget Support, welcoming the associated on-going policy dialogue, made possible by the Poverty Reduction Strategy Paper (PRSP) approach.  

However challenges remain:
· Health sector specific challenges include both communicable and non-communicable diseases, the problem of meeting the resource gap that impairs achievement of the Millennium Development Goals, ensuring that those resources which are available are used appropriately and efficiently and monitoring progress towards poverty reduction.  In particular how to build country-level capacity to use resources effectively remains a major challenge, including the role of technical assistance.

· Problems of establishing equitable financing systems for the poor remain, which hinder the provision of basic and accessible services.  In low-income settings it is not clear how to move away from excessive reliance on out-of-pocket payments towards a system which incorporates a greater element of risk pooling.  Strengthening health systems continues to be a priority with issues such as affordable access to appropriate medicines a particular challenge.  Even when drugs are available they may be expensive or used inappropriately leading to resistance.   It is also proving difficult to devise strategies to reach the poor with basic services.  The hardest to reach groups are often the very poorest.

· The choice of aid modalities is crucial for countries, different strategies being appropriate for different conditions.  Country level capacity is a key issue in this decision, as are the macroeconomic, policy and institutional environments.  Different aid instruments are suitable for supporting different objectives, in different contexts, and a combination of interventions at macro, sector, and project level may be needed.  And whilst the modalities can be seen as an investment in systems, care must be taken to ensure that key service delivery through vertical programmes does not suffer in the course of any integration.  

· The Global Initiatives have sought to address the issue of retaining programme performance whilst presenting their own challenges in terms of coherence with national systems, and sustainability.   It remains a challenge to integrate these global programmes into country priorities and existing frameworks.  Their strong drive and high levels of short term funding may disrupt priorities and reforms that have been carefully negotiated between government and partners at national level.   Coordination mechanisms have been established at the country level, but there have been difficulties in linking the agreements reached in the coordinating committees with the plans and development in the rest of the sector.    In addition the long-term prospects for these funds is not clear.
· The partnership strategy means more than a relationship between just government and donors.  Civil society, the private-for-profit sector, non-governmental organisations (NGOs) and the traditional sectors play a significant role in the health sector in many low-income countries.  It is essential to develop clear strategies for working with these groups.  It will also be essential to work effectively beyond the health sector to achieve health outcomes especially in HIV/AIDS.

Possible priorities for SDC may include:
· Establish a clear technical profile, or niche, in targeted countries, and potentially also at global level, that is easily identifiable by all partners and will allow the agency to play a visible role in policy dialogue.    This will involve focusing efforts on one or two key challenges facing the sector and include:

· Using shared criteria across SDC to select the technical challenges, although it will be important to retain some flexibility in order to be responsive to country needs. Criteria include needs at country level, the availability of other sources of expertise and knowledge, the strategic and comparative advantage of SDC, an interest at policy level and the willingness of Government and other agencies to enter into a policy discussion and the existence of a mechanism or platform to engage in early policy dialogue.

· Review how to deliver the technical focus.  This may be through; an international centre of expertise working with local organisations; technical assistance, either updating skills of existing staff and / or additional expertise; or the development and dissemination of an evidence and knowledge base for both country level use and also for participation in global and international debate.  
· Support the integrated implementation of Global Initiatives at country level, through the identification of a focus area.  The focus could be an advocacy or monitoring role, looking at the reality of implementation, if this is not being addressed in other ways.  Are the initiatives working? Are they disrupting other important successes?  Are they reaching the poor?  Do they fit within existing sector plans and budgets?  

· Consider supporting the Global Initiatives at global level, recognising that this tends to be resource intensive.  

· Where there is not a SWAP, continue to work closely with multilaterals as a sensible strategy. By providing high quality technical inputs to complement their larger financial resources, this strategy allows SDC to make a larger contribution to policy direction and has the potential to make a significant impact on health outcomes.    

· Recognise that experience with health SWAPs has built up a significant amount of experience and continue this commitment to sector wide approaches in those countries where SDC already operates, while considering carefully whether to embark on a SWAP in additional countries.  Involvement in a SWAP provides SDC a clear entry point to play a visible role in policy dialogue with Governments and partner agencies.  Recognise that in many countries the SWAP approach is neither desirable nor appropriate.
· At the global level consider involvement with the Inter-Agency Group on SWAPs.  This would allow SDC to keep up to date on global level thinking and contribute to policy debate. 

1.
Introduction
1.1
The international community has been working with developing countries over the past 20 or 30 years to improve quality of life for their populations.  The significant health gains that have been achieved are encouraging and demonstrate that progress can be made, for example the eradication of small pox and the near eradication of polio, leprosy and guinea worm disease. These programmes have been supported by technological advances in drug therapies and heavy investment in a range of innovative outreach activities, which have combined to break the chains of transmission.  Similar strategies have been brought to bear on family planning programmes where the success of countries such as Bangladesh in reducing total fertility rates have contributed to the reproductive, health and economic status of the population, especially women.  

1.2
Progress is also starting to be seen in more difficult health issues such as HIV/AIDS.  The weight of donor coherence, the availability of funds, and the necessity to address HIV/AIDS as a priority has enabled more visionary governments, such as Uganda’s, to adopt far reaching and innovative strategies that challenge social mores, use partners such as NGOs effectively, and therefore start to show results in disease control. 

1.3
However, there are signs that the gains are starting to be undone in certain parts of the world. In the last 10 years alone, the number of poor people in Sub-Saharan Africa rose by more than a third.  Rapid improvements in child mortality before 1990 slowed almost everywhere in the 1990s, and in parts of Africa infant and child mortality rates actually rose.   HIV/AIDS continues to have a devastating impact.   In some countries, after decades of steady improvement, life expectancy figures are plummeting.  The 2002 World Development Indicators show that life expectancy fell a staggering 14 years in South Africa, 5 years in Uganda, 4 years in Russian Federation, and 2 years in Nigeria
.  

2.
Trends and developments in international health cooperation
2.1
The development of shared objectives in poverty and mortality reduction

2.1.1
Perhaps the most significant change in development cooperation over the last 5 years has been the emergence of a common focus.   In 1996 members of the OECD committed themselves to a partnership with developing countries and with countries in transition, the success of which would be measured against key targets from the United Nations (UN) summits – the International Development Targets. More recently the World Bank and the IMF decided to co-ordinate their development efforts behind the targets and in 2000 they were endorsed by the G8 Summit in Japan.  At the UN Millennium Summit in September 2000 international commitment was affirmed and they were reframed as the Millennium Development Goals.   

2.1.2
The result was broad global commitment to halving the proportion of people in extreme income poverty and hunger by 2015.  The goals demonstrated the emergence of health as a key factor in reducing poverty.  More than a third of the goals are health related (see Box 1) – three out of a total of eight - the others relate to education, gender equality, environmental sustainability and the development of a global partnership for development.  By the end of the 1990s a number of key international organisations and bilateral donors, including the World Bank and DFID, had the improvement of health outcomes as one of their primary objectives.

Box 1 - Health related Millennium Development Goals

Eradicate extreme poverty and hunger
Halve, between 1990 and 2015, the proportion of people whose income is less than $1 a day

Halve, between 1990 and 2015, the proportion of people who suffer from hunger

Reduce child mortality
Reduce by two-thirds, between 1990 and 2015, the under-five mortality rate

Improve maternal health
Reduce by three-quarters, between 1990 and 2015, the maternal mortality ratio

Combat HIV/AIDS, malaria, and other diseases
Have halted by 2015 and begun to reverse the spread of HIV/AIDS 

Have halted by 2015 and begun to reverse the incidence of malaria and other major diseases

2.1.3 At the end of last year health became even more firmly established in the development agenda with the publication of the findings of WHO’s Commission on Macroeconomics and Health (CMH).  It demonstrated that the linkages of health to poverty reduction and to long-term economic growth are powerful, much stronger than generally understood.  Essentially poverty leads to ill-health, and ill-health keeps poor people poor.  Increasing the access of the poor to essential health services is a means to achieving economic growth and reducing poverty.  The CMH concluded that the disease burden can be brought down in line with the development targets, but only if there is a concerted, global strategy of increasing the access of the world’s poor to essential health services.  

2.1.4
Over the last few years levels of total investment in the health sector have been rising as a reflection of the growing role of the health sector in development cooperation.  For example, EC aid to health and population grew from barely 1% of total aid in 1986 to more than 8% of total in 1998 (OECD average 5.5% in 1998)
.   Overall EC commitments to the sector in 1998 amounted to well over € 700 million making the EC the second largest donor behind the World Bank.  In 2000 new World Bank lending amounted to $15.3 billion - of this $1 billion went to the HNP sector.   Much greater attention has been given to disease prevention and control.  In 2001 the Bank aimed to triple IDA lending for AIDS, malaria, TB and immunisation
 - from $270 million annually to around $900 million.  Several bilaterals have followed suit.  DFID bilateral investment in health increased from £20.8 million in 1998/99 to £40.4 million in 2000/01.   Swedish Development Assistance for the health sector made up 9% of the total in 2000, which represented an increase of 23% compared to 1999
.   This all needs to be viewed against the fact that overall official development assistance (ODA) to developing countries is falling – ODA from DAC members in 2000 was down 0.4% from 1999.  In 2000 official funding for development was the lowest since 1990.  

2.1.5
Over the last decade we have also seen a change in the geographic allocation of development assistance.   Resources have tended to concentrate on the medium and large poorest countries in Africa and Asia where there is political commitment to fight poverty and an effective policy and institutional environment.   For instance Sub-Saharan Africa received 54% of EC health and population support between 1990 and 1999, with Asia receiving 19%.  DFID shows a similar picture with increases being seen in Africa and Asia, especially India, and decreases in the Western Hemisphere and Eastern Europe.

2.2
Changing priorities identified in health

2.2.1
In 1978 WHO and UNICEF agreed on a platform for delivery of Primary Health Care (PHC) in Alma Ata.  This was an attempt to integrate the more vertical programmes of the 1960s and 1970s and address the range of health problems people were facing.  Alma Ata set the agenda for the 1980s and into the 1990s.  The emphasis was on expanding the public provision of basic services, mainly at the primary level.  However, despite attempts at integration, donor dependent vertical programmes were still the norm.  For instance the vertical WHO programmes of Control of Diarrhoeal Diseases (CDD), Acute Respiratory Infections (ARI) and the Expanded Programme of Immunisation (EPI).  

2.2.2
Despite significant achievements in disease control, the 1990s saw the earlier concept of primary health care criticised for its limited priority setting and the growth of the vertical programmes.  These suffered from inefficiency, due to parallel and often duplicated implementation arrangements, and were criticised for their lack of attention to sustainability and country capacity building. This led to formulation of policies for more comprehensive health sector development.  The concept of an essential package of services was introduced, prioritising cost effective services. We saw a shift towards improving health policies and promoting health sector reforms.  Primary health care was seen more in the context of the district health system, including the first level (district) hospital and a referral system.   Vertical programming gave way to integration.  For instance the CDD and ARI were brought together under a new integrated programme, Integrated Management of Childhood Illnesses (IMCI).  

2.2.3
During the 1990s the donor driven population control and family planning agenda of the 1970s and 1980s became more integrated with other reproductive and sexual health services, including HIV/AIDS.   There was a new understanding that population goals would be met through meeting broad reproductive and sexual health needs - by choice and opportunity, not coercion and control.  The turning point was the 1994 International Conference on Population and Development (ICPD) in Cairo, where 179 countries agreed on a comprehensive 20-year plan to stabilise the world’s population by investing in people and better meeting their health and development needs. The Programme of Action articulated a new vision, asserting the interdependence of population and development and calling for the empowerment of women both as a matter of justice and as the key to improving the quality of life for everyone. 

2.2.4
By the end of the 1990s international consensus was emerging on priorities and strategies for maximising health gains.  In line with the development targets the control of communicable diseases, reproductive health and improved maternal and child health became the highest public health priorities.  At the same time there was some disillusionment with the integrated programmes and efforts at health reform of the 1990s, including sector wide approaches.  The communicable disease burden was getting worse and effective health interventions weren’t reaching the poor.  This lead to a push for more targeted programmes again.  New and substantial disease-oriented and target driven global funds started to emerge, such as Roll Back Malaria and Stop TB.  In many respects they shared characteristics with the programmes of the 1980s, such as CDD and ARI, and represented a reinvention or a strengthening of vertical funding channels.  However, this time they are trying to avoid the mistakes of the past, including too much duplication and the neglect of the broader health system.  

2.2.5
Over the last couple of years, in recognition that the earlier initiatives were not having enough impact on priority problems, the next generation of these global programmes have been developed, including the Global Alliance for Vaccines and Immunisation (GAVI) and the Global Fund for HIV/AIDS, TB and malaria (GFATM).  They have been, generally, widely welcomed by the international health development community, as they offer an important opportunity to target resources on public health priorities and raise additional financial resources, including through the involvement of private sector foundations.  However there are concerns that the strong drive and high levels of short term funding of the global initiatives may disrupt priorities and reforms that have been carefully negotiated between government and partners at national level.  Efforts are being made to design fund management in such a way to avoid this. 

2.2.6
The GFATM organised the recent first proposal round through a Country Coordination Mechanism (CCM). The CCMs have been encouraged to include broad representation from government agencies, NGOs, community‑based organisations, private sector institutions and development agencies. The CCMs have the flexibility to design proposals to the GFATM to fit in with countries needs and priorities.  This reflects the Funds’ wish to support programmes that have national ownership and respect public-private partnerships.   At country level GAVI works through Inter-Agency Co-ordinating Committees (ICCs), made up of interested stakeholders.  Countries have a restricted choice of the types of support from GAVI in line with country conditions.  However GAVI experience has been that there are difficulties in linking the agreements reached in the committees with the plans and development in the rest of the sector.    (See Current and Future Challenges for more discussion).

2.2.6
Developments in health research have reflected the increased global effort against communicable diseases.  Initiatives such as the International AIDS Vaccine Initiative (IAVI) and the research element of GAVI have been set up and funded. IAVI was created to accelerate the development of the most promising AIDS vaccines with a focus on the needs of the developing world.   IAVI's emphasis on product development and targeted research is intended to complement national AIDS vaccine research programs, which have focused primarily on basic research.   GAVI plans to use some Vaccine Fund resources to support research on vaccines and bring a wider range of vaccines to developing countries, with the idea of raising further funding for new vaccines once they are developed.  These technological advances are absolutely central to the achievement of poverty reduction targets.  

2.3
Towards poverty, partnership and participation 

2.3.1
At the same time as poverty reduction and the diseases of the poor were moving centre stage, there were significant developments taking place in aid modalities and the role of multilateral and bilateral agencies.   The 1996 OECD/DAC strategy Shaping the 21st Century: the Contribution of Development Co-operation, led the way in many respects.  It set out a vision of development co-operation based on principles – partnership, ownership, country leadership, broad-based participation, development effectiveness and accountability – which all have far-reaching implications for the way development agencies conduct business.   Development agencies have become more supportive of nationally driven processes and strategies – committing to allocate technical and financial resources to build up weak government systems, maximising use of local human resource capacity, concentrating more on performance and outputs rather than inputs.   The development partners are increasingly looking at aid as an investment fund for building country capacity, and are trying to become supporters and facilitators, rather than drivers of their own agendas.

2.3.2
In line with this new agenda we have witnessed a move away from stand alone targeted projects, towards more flexible funding at the sector or national budget level.  Projects have their advantages: they have clear objectives, activities and mechanisms to monitor and encourage good performance.  However they also have a high management burden, high transaction costs and often lack sustainability.  Multiple projects do not favour the development of a coherent national sector policy and lead to fragmentation, duplication of efforts, and loss of policy and implementation coherence.  By the mid 1990s the development community had acknowledged the limitations of projects. Alternative approaches that promoted a more rational use of resources, better targeting of priority services were supported as having greater potential for making a sustainable contribution to poverty reduction.  This shift has had a wide-ranging impact across all least developed and transition countries which are working in partnership with development agencies.  Regardless of aid modality, it has meant closer and more supportive working relationships between development partners.

2.3.3
The sector wide approach (SWAP) is an aid modality developed in response to the new agenda.  There have been SWAPs in the health sector since about 1997, while donors supported the multi-sectoral Social Action Programme (SAP) in Pakistan since 1993.  SDC has been heavily involved in the development of health SWAPs in Tanzania and Mozambique.  Research has shown that whilst aid is effective in addressing poverty, it works better when delivered in a sound policy environment.   Projects not framed within a national policy have not always result in a significant and sustained reduction in poverty, particularly at the national level.   Perhaps more than any other aid modality, a SWAP provides a clear entry point for engagement with Government over sector policy.   However, development agencies have not always been confident that Government will allocate resources in the ways they consider most important, in particular to NGOs and specific technical areas, e.g. to family planning.   Yet, the benefits of the SWAP approach include:

· A shared policy framework and budget, with a reduced number of projects - allows for more coherence, better resource allocation, less duplication 
· The opportunity to work in partnership with Government in development of sector policy and strategy. 
· improvements in planning, financial management and accountability, greater expenditure at district level, swifter programme mobilisation, and wider accountability for programme performance.
· Ability to promote coherent poverty policy and provide a structure for intra and inter-sectoral poverty action. Potential for increasing and protecting social sector expenditures, eg Pakistan SAP.  

2.3.4
There is growing experience with the implementation of SWAPs which suggests that they represent an effective investment in systems capacity and government ownership; although immediate health impacts are slow to follow from SWAPs in comparison to short projects, the indications of deeper systemic change are positive and point to possible longer term and more sustainable health outcomes.  An essential long term test will therefore be how well they have improved the health of the poor and supported pro-poor health systems.   Early evidence suggests that their success in this depends on how far targeting the poor was a specific and high priority objective embedded in sector plans
.

2.3.5
More recently some development partners have supported direct budget support, welcoming the associated on-going policy dialogue, made possible by the Poverty Reduction Strategy Paper (PRSP) approach.  The PRSPs should afford the opportunity for more coherence between sector policies and national priorities, with supporting funding from HIPC.  In practice, despite some encouraging signs in Tanzania and a small number of other countries, the link between the two has been more limited, so the PRSPs remain an opportunity to be developed. 

3. Current and Future Challenges 

3.1
Health sector specific

· Today our greatest health challenge is communicable disease.  With an estimated 40 million people living with HIV/AIDS and 20 million deaths since the disease was first identified, AIDS poses an unprecedented public health, economic, and social challenge.  Malaria is endemic in more than 100 countries and territories and affects some 300 million people each year. TB, meanwhile, is the main cause of deaths from a single infectious agent among adults in developing countries, and has grown rapidly in Eastern Europe and Central Asia, Africa, and Southeast Asia.   

· However non-communicable diseases are also a growing problem in the developing world.  Diabetes, smoking related and cardiovascular diseases, and hypertension are all increasing and requiring different health promotion and prevention strategies, as well inter-sectoral initiatives to take a more holistic view of the causes of such diseases.

· Achieving the development targets – the resource gap.  WHO’s CMH reported that the disease burden can be brought down in line with the health development targets if resources are significantly scaled up in line with a concerted, global strategy of increasing the access of the world’s poor to essential health services.   The challenge is significant. The CMH estimated that minimum financing needs to be around $30 to $40 per person per year to cover essential interventions, including those needed to fight HIV/AIDS. Currently the least developed countries average approximately $13 per person per year in total health expenditures, of which the public sector accounts for $7. UNAIDS estimates that HIV/AIDS programmes in developing countries and countries in transition need to spend US$10 billion annually for an adequate AIDS response. Current funds available are less than a quarter of that
.   Clearly there is a need for a substantial increase in funds made available to the sector.  However it is not clear whether the funds will be available.  There is a clear need for more rationale debate on what is realistic and a priority.

· Measuring progress towards poverty reduction.    Investing more money into development is not the only answer – we also need to use available resources appropriately and efficiently and measure progress towards reaching the MDGs.  This requires information on basic health and poverty indicators and programme effectiveness, including cost effectiveness.   However in many countries health information systems are not functioning well or largely absent and a low priority is given to statistics and surveillance.   A key challenge is increasing the focus on assessment and monitoring of indicators.  There are international initiatives to develop shared monitoring approaches, building on tools such as Demographic and Health Surveys, which will need support.

· Country-level capacity is potentially a significant barrier to reaching the MDGs.  The national delivery system needs to have the absorption capacity to utilise any increase in resources.  Often for maximum impact this will mean working in different ways and require new skills.   The real difficulty is how to build local capacity. Key questions include the role of technical assistance, including long-term technical assistance, and what can be done to strengthen training.  This is especially complex where there are high death rates in working age adults, often related to HIV/AIDS.

· Increased prioritisation of preventive services and health promotion and a refocus away from curative and hospital based provision.  The principle is generally accepted and is supported by robust cost effectiveness evidence.  However, such a reorientation has proven to be incredibly difficult in many countries, especially in an increasingly privately funded service.  Consumers who pay for services tend to place preventive care at a lower priority than obviously needed essential treatment such as hospital based services.  Furthermore, the importance of hospitals in providing emergency obstetric care, one of the important interventions for reducing maternal mortality, means that it is not clear that the best strategy is reducing resources for hospitals. The public sector has a role to ensure that the public good of health prevention and promotion are supported, which implies an active role for the state even where the private sector predominates.  Strategies must also be developed to counteract the public perception of the relative values of interventions, and also to address inappropriate drug consumption.
· Financing the sector in ways that ensure access for the poor. The way in which a country finances its health care has a major bearing on the access to health services enjoyed by its poor.  Health financing reforms are a core part of health sector development in low and middle-income countries. The current focus of the international debate is on the need to move away from excessive reliance on out-of-pocket payment as a source of health financing towards a system which incorporates a greater element of risk pooling (for example, through health insurance) and thus affords greater protection for the poor. This is a central premise of the WHO World Health Report 2000 Health Systems: Improving Performance and features strongly in the World Bank’s Health, Nutrition and Population Strategy document and in national poverty reduction strategies. However it is not clear how to do this in low income settings, where there has been little success with community-based insurance.  Although formal (voluntary or social) insurance could be introduced for the employed, there are few prospects for extending it to the rest of the population.   Using other forms of tax is more of a possibility, but this runs into existing problems with allocation and use of public funds.

· Equity, gender and reaching the poor with basic services.  The key issue is how to reach the poor and what trade off to make in terms of reducing efficiency.  This is particularly difficult.  The hardest to reach group is the very poorest who may live in the remotest areas, have the strongest cultural taboos against accessing services, or may be socially excluded through reasons of gender, caste, tribe or disease; and even without these barriers they are usually the hardest to reach through standard prevention and promotion programmes because of poor education and low expectations.  Their needs are for accessible primary health care services, and perhaps more crucially, for affordable hospital services which can be used without causing financial catastrophe to the family.
· Strengthening health systems.  Assuming that additional funds can be mobilised, the crucial questions concern delivery.  A reasonably well developed and integrated health system capable of performing a range of public health functions, as well as curative services, is crucial to improving health status quickly. Often national programmes are constrained by common problems, including: inadequate human resources, lack of non-salary recurrent budgets, insufficient salaries, weak strategic planning, inefficient management, corruption, and poor coordination.   In many respects the future of health development will have to be anchored on improved country level health system performance which in turn depends on wider public sector reform programmes concerning such key governance issues as public expenditure management, civil service reform, and anti-corruption initiatives – complex and politically sensitive issues that need strong government commitment to solve them.  And yet many of the interventions to control communicable diseases and address maternal and perinatal conditions are not unduly complex technically and most can be delivered at district level and below.  The key challenges are how to ensure that wider reforms create a pro poor health systems environment, and more problematically, how to strengthen health systems when that wider reform agenda is weak.   In addition it is important to widen our focus to include the private sector, which often has a role in service delivery, and consider standards and regulation.

· Affordable access to appropriate medicines.    The largest single cost of health, whether funded through the public sector or out of pocket, is drugs.   Often drugs are not available, and when they are they may be expensive or used inappropriately leading to resistance.  Where national drug policies are in place they are not working.  While most drugs on essential drug lists are not branded, we are witnessing the inclusion of more branded drugs (e.g. in April WHO recommended the inclusion of antiretrovirals for treatment of HIV/AIDS).  The inclusion of branded drugs restricts access further as they are more expensive.  The cost of drugs and the WTO's Trade Related Aspects of Intellectual Property (TRIPS) agreement both threaten access to medicines.  In addition procurement and supply is often through donor supported vertical programmes or UN agencies.  This has had some success, but brings all the problems of vertical programmes, including sustainability and lack of investment in building in-country capacity.   The international community has a role to play especially in effectively working with the pharmaceutical industry to reduce prices and generate interest in new products for diseases of the poor.  In addition there needs to be much more attention given to the quality of drugs and their appropriate use in the community.
3.2
New approaches to development cooperation

· Choice of aid modality.  The range of aid modalities available present opportunities, but not without challenges.  Choices need to be made on a country basis following careful appraisal of conditions within the country, specifically the macroeconomic, policy and institutional environment.  Different aid instruments are suitable for supporting different objectives, in different contexts, and a combination of interventions at macro, sector, and project level may be needed.  Indeed synergies can be achieved by donors working together with partner governments to combine different types of co-operation at different levels.  However the choices present internal challenges for donors who may find that their technical expectations and aid management procedures need reform.  Moreover the aid instruments themselves come with advantages and problems; for example whilst SWAPs and direct budget support afford an opportunity for influencing sector policies, it may be more difficult to ensure a specific focus on the poor.
· Retaining programme performance as health services move from vertical to more integrated delivery, or a sector-wide approach is introduced where vertical programmes are in place.  With integration there is a danger that outcomes may suffer.  This can be attributed to the reorganisation of technical responsibilities, rationalisation or change of procurement arrangements, shortages of funding, changes in priorities and changes in government and donor relationships.  However the risks of this can be overstated and problems are also possible with a project approach, including procurement delays.   Where a sector-wide approach to sector reform is in place, it must be used to address these problems, not exacerbate them.  
· Achieving benefits through the vertical Global Initiatives at country level.  The Global Initiatives have tremendous potential for improving the lives of the poor and have been welcomed by the development community.  It remains a challenge to integrate these global programmes into country priorities and existing frameworks. It is important to ensure that global programmes build on existing programmes and monitoring arrangements, and are incorporated in sector and national planning and budgeting arrangements.  They need to translate into effective health interventions at the country level that respect and reinforce existing health care systems and strategies.  Essentially these additional resources need to be planned and managed within existing development frameworks and aid modalities specific to individual countries.  This requires the establishment of coordination mechanisms at the country level, such as the Global Funds’ CCMs (see 2.2.5), which need to link with MoH management structures and monitoring arrangements.   Where a SWAP exists, contributions from global initiatives need to be integrated into Government SWAP planning processes and placed within the SWAP accountability structures.
· The sustainability of the Global Initiatives.  The funding of the Global Initiatives is far from secure.  They have strong drive, high levels of short term funding and few, if any, commitments to long term funding. The international community needs to consider sustainability issues.  What are the long-term prospects for these funds and how will the resources be sustained?  The funds need to be employing appropriate and cost effective technologies, which have the potential for being sustained over time. There is concern, for example, that international pressure could lead to the provision of expensive drug treatment for HIV/AIDS in circumstances where there is little prospect for sustainability and the health system that is not robust enough for effective delivery.  If treatments are used inappropriately and stopped, or interrupted, then drug resistance, and its associated problems, is inevitable.  Some of the vaccine formulations provided by GAVI have increased immunisation programme costs hugely and it is unclear who will fund these.  International partners need to address this situation.

3.3
Effective partnerships

· Working effectively with the private-for-profit sector, NGOs, the traditional sector and civil society and at large.  All these groups play a dominant role in the health sector in most low-income countries.  There are a number of challenges:

· In many cases explosive and unregulated growth of the private-for-profit sector is delivering expensive yet often poor quality services.  There are no clear strategies and approaches to address this situation, although we do have some good small scale examples.

· Development agencies have had concerns about Governments’ willingness to use NGOs, especially as we move from project to sector funding and direct budget support.  The PRSP process represents a potentially significant step towards the institutionalisation of participatory approaches in dialogue and policy analysis with civil society. However there is a risk that direct budget support will mean less engagement between Government and NGOs.  

· The traditional or folk medicine sector has been largely neglected in policy and planning by both government and donors, and there is a limited evidence base on the effectiveness of different approaches (including Ayurvedic, Chinese, Arabic-Galenic medicine and African traditional healers).  The challenge is what strategies and approaches governments should take to working with the traditional sector.   
· The role of civil society, particularly advocating for better services.  We need to know how to best work with civil society at local and national levels in order to ensure that these groups have a useful role.
· Working effectively beyond the health sector to achieve health outcomes.   Improved health status depends not only on action within the health sector, but also on complementary policies and developments in other sectors, including education, water and sanitation and agriculture.  However the way that development agencies and government partners are organised and traditionally do business often discourages cross- and multi-sector working. New programming approaches and institutional arrangements are addressing these problems. For example many countries in Sub-Saharan Africa are setting up new institutional structures within central government to manage HIV/AIDS from a multi-sectoral perspective.  Although it is early days yet, there is some way to go. The Poverty Reduction Strategy process is explicitly intended to encourage cross- and multi-sector analysis and identification of complementarities, trade-offs and priorities.  

4.
Priorities for Discussion

4.1
Introduction

4.1.1
In considering priorities it is appreciated that SDC has limited financial, human and technical resources when compared to some of the larger bilateral and multilateral agencies.  Necessarily SDC has chosen a number of South and East priority countries in which to work.  The strengths of SDC in the health sector are clearly articulated in the current health policy.  The 2010 strategy commits SDC to a long-term view to development, recognising the need to look to the future and ensure sustainability.  

4.1.2
It is suggested that SDC will want to use the opportunity of a new health policy to review priorities in order maximise the contribution to poverty reduction.   This should result in the establishment of a clear profile, or niche, that is easily identifiable by all partners and has the potential to impact on the policy direction of the sector.  This will necessitate SDC making choices and developing a coherent approach across the organisation, although the need for flexibility and responsiveness to the needs of individual countries will remain.  

4.1.3
This section presents some suggestions for discussion.   We believe that SDC’s potential to make an impact on policy through financial resources is limited, due to the small size of investments relative to larger development agencies and private funders.   Therefore some practical ideas are discussed focusing on how SDC might define a technical niche in targeted countries, and potentially also at global level, that will allow the agency to play a visible role in policy dialogue.   

4.2
Developing a technical niche at country level

4.2.1
In order to identify a clear technical focus, SDC should consider focusing its efforts on one or two key challenges facing the sector and provide knowledge, experience and technical assistance for policy development and planning.  In effect SDC could provide key policy inputs, advocate for a sensible approach and make an significant contribution within a clearly identifiable area.   In support of this SDC will need to invest in its relationships with like minded donors and engage in multilateral policy dialogue in order to build partnerships.
4.2.2
In defining the technical focus and choosing key challenges at country level there are a number of considerations.  It will be important to retain some flexibility in order to be responsive to the needs of individual countries.   Criteria to consider include:

· needs at country level – what are the major challenges facing the sector?  What are the key areas identified for operations research in the sector plan?

· availability of other sources of expertise and knowledge – is there a gap?  What are other development agencies covering?  Where have resources already been targeted?

· the strategic and comparative advantage of SDC, including technical and geographical experience to date.   

· an interest at policy level and the willingness of Government and other agencies to enter into a policy discussion.  The climate for policy dialogue needs to be right and there needs to be other stakeholders with a clear interest in the area chosen.

· the existence of a mechanism or platform to engage in early policy dialogue and an opportunity to introduce options and knowledge for debate.  An effective entry point is essential.

4.2.3
SDC may wish to consider selecting issues that are significant for more than one country.  This will allow the building up of knowledge and expertise across countries, with all the synergy and other advantages that this brings.  Such an approach is consistent with the principle of capitalisation in the current health policy.    Some examples of the type of issues SDC may wish to consider include:

· How to generate affordable access to appropriate medicines and encourage better use of medicines at country level, such as influencing consumer demand in favour of better informed purchasing.  Piloting and innovation at country level is needed to partner international initiatives to address the problem of affordable drug supplies and small scale initiatives on improving drug use require support.

· How to work effectively beyond the health sector to achieve health outcomes.  SDC could usefully explore what makes multi-sectoral working effective, perhaps through  reviewing its own projects to identify best practice and demonstrate success.

· How to work effectively with the private for profit sector  - develop strategies and approaches to encourage cost-effective and appropriate services from the private sector.

· How to work effectively with traditional and folk medicine – the evidence base on the effectiveness of different approaches is limited and we need clear strategies and approaches to the traditional sector. 

4.2.4
Once a clear technical focus or challenge has been identified, it will be important to review how to deliver it.  Possible approaches include the development and dissemination of an evidence and knowledge base, including the funding of small scale operations research and pilot activities to fill identified gaps.   The findings would be useful at country level and also for participation in global and international debate.  Alternatively SDC may wish to consider contracting an international center of expertise to work with local organisations.   However, it is anticipated that full consideration will need to be given to the use of technical assistance.  SDC may wish to update the skills of existing technical staff, and / or bring in additional in-house technical expertise.  Any approach will need flexibility to be responsive to country needs they change over time.   
4.3
Supporting integrated implementation of Global Initiatives.   

4.3.1
All bilateral agencies will have been considering for some time how to work most effectively with Global Initiatives.   It is recommended that SDC supports the initiatives, although recognising the challenges that they face (see previous section).  In countries where SDC is already engaged with the health sector, the initiatives are present and there is an opportunity for policy dialogue, it is suggested that SDC will wish to be involved with the CCM and other coordinating mechanisms.   It is appreciated that SDC is a relatively small agency with limited potential for impact at the global level.  

4.3.2
It is suggested that a niche area or focus is identified for maximum impact at the country level. In countries where SDC has good working relationships the agency, with Government support, may wish to consider adopting a monitoring and advocacy role.  For example, GAVI and the GFATM are not clearly poverty focused.  Therefore SDC could assume a monitoring role looking at the reality in implementation, if this is not being addressed in other ways.  Are the initiatives working? Are they disrupting other important successes?  Are they reaching the poor?  Do they fit within existing sector plans and budgets?  This bringing together of relevant experience and lessons learnt could be commissioned from research bodies or NGOs with strong country links.  Such an exercise would serve as an independent review process with the potential to influence country coordination policy dialogues and raise the profile of SDC.

4.3.3
SDC could also consider getting involved at global level, although this tends to be resource intensive.  For example, GAVI is looking for a bilateral agency to be involved with the Taskforce and Working Group.  This would require reasonably substantial resource inputs of approximately 50% of a technical person.  

4.4
Aid modalities

4.4.1
SDC is involved in a range of aid modalities across a number of countries in the South and East.  This engagement has involved the development of partnerships and policy dialogue with governments, other development partners, including multilateral organisations, and NGOs where possible.   Where there is not a SWAP, working closely with multilaterals is a sensible strategy and one SDC will want to consider continuing.  By providing high quality technical inputs to complement their larger financial resources, this strategy allows SDC to make a larger contribution to policy direction and has the potential to make a significant impact on health outcomes.    

4.4.2
SDC has developed a lot of experience of working with SWAPs in the health sector.  It is suggested that SDC should consider building on experience with SWAPs and maintaining and developing this commitment, both in Tanzania and Mozambique and also in other priority countries where the circumstances are appropriate.   Involvement in a SWAP provides SDC a clear entry point to play a visible role in policy dialogue with Governments and partner agencies.  However, it is recognised that in many countries the SWAP approach is neither desirable nor appropriate.  In these situations it may be feasible to draw on certain characteristics of a SWAP, such as improved donor coordination, and promote these.
4.4.3
There are many issues to take into account when considering whether to embark on a SWAP, and they can not be given justice here.   A SWAP is really only worthwhile in a country if it is clear that there are good prospects of reaching agreement on policy issues, and where the government and other donors either have or are prepared to consider seriously such a revision of aid modalities.   Governments need to perceive the SWAP to be an advantage - that leading on the management of combined development assistance has greater advantages than brokering fragmented agency funding.   There needs to be full commitment to agreeing sector policy with development partners.  In fact the approach has been applied primarily in African and Asian social sectors, most of which are characterised by high aid-dependency, fair economic management, but often weak sector management capacity and a need for strengthening the policy process.    For more discussion see Mick Foster’s paper on aid instruments
.

4.4.5
At the global level SDC might wish to consider involvement with the Inter-Agency Group.  This would allow SDC to keep up to date on global level thinking and contribute to policy debate.  However involvement with the group would have some resource consequences.

Annex 1

Terms of Reference:

Consultant Global Health: Context Analysis 

Requirements : knowledge of bilateral/multilateral development aid

Tasks:

As a contribution to the process of developing a new SDC health policy the consultant will write a short discussion paper outlining the following issues:

· Current issues and challenges in international health with a focus on least developed and transition countries in the South and East:

i. Elaborate briefly on the challenges, achievements and successes of health development over the past 10 years and the factors that determined change in the partner countries (recipient countries). 

ii. To what extent did international health assistance contribute to the change. 

iii. What are future important challenges in international health and how should international health assistance respond. 

· What are past and current successful strategies and approaches in health development cooperation in collaborating with the poorest/transition countries.

· Trends and developments in the field of international development cooperation in health and health research addressing the above mentioned problems. 

· What priorities (strategic and approaches) should a small agency like SDC, - which is adopting a holistic view on development -, focus on in order to be able to make a significant contribution to the efforts of the international community in reducing poverty in developing and transition countries.

� World Bank, “Many Developing Countries Not on Track to Reach 2015 Poverty Goals: World Bank urges action by both rich and poor countries”, Press Release April 20th 2002


� http://www.developmentgoals.org/


� Overview of the EC’s Health, AIDS and Population Portfolio in Developing Countries (1990-1999), David Daniels and Jason Edwards, IHSD  


� World Bank Issue Brief AIDS on http://www.worldbank.org/html/extdr/pb/aids.html


� � HYPERLINK "http://www.sida.se/Sida/articles/9100-9199/9182/HDD2001.4.pdf" ��http://www.sida.se/Sida/articles/9100-9199/9182/HDD2001.4.pdf�


� Mick Foster and Sadie Mackintosh-Walker, Sector Wide Programmes and Poverty Reduction, Working Paper 157, Centre for Aid and Public Expenditure, Overseas Development Institute, November 2001


� UNAIDS Fact sheet HIV/AIDS financing gap, February 2002


� Mick Foster and Jennifer Leavy, The Choice of Financial Aid Instruments, Centre for Aid and Public Expenditure, Overseas Development Institute, October 2001
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