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Abstract

The main objective of this study isto assess the extent to which Globa Hedth Initiatives are
trandated to the country level as effective and long-term sustainable programs for hedlth
improvements and how this can best be done. To achieve this objective the study

presents previous experience with specific disease control programmes;

discusses the devel opment of sector-wide development and sector investment approaches,
reviews the Globd Hedth Initiatives and,

discusses what approaches and mechanisms are needed to ensure that targeted disease control
programmes and integrated sector devel opment approaches become compatible and work
together for sustainable systems support.
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The study concludes that collaboration between Sector-wide Approaches (SWAp) and disease
control programmes must be based on diaogue and partnership. Standard models can only guide,
not dictate, sector development at country level. Disease control programmes and Globa Hedlth
Initiatives should reduce their emphasis on globd or regiond targetsto alow for more flexibility in
priority setting a country leve. Preconditions for successful implementation of SWAp should be
further analysed. In some poor settings, resources may not be sufficient to run a consistent sector
development programme.Under such circumstances, diseases of particular concern, such as
HIV/AIDS, may have to be given priority.

Integrated Mangement of Childhood IlIness (IMCI) may be amodel for disease control designed in
order to facilitate integration into wider hedlth sector development programmes. The IMCI has no
globa targets, afocus on health services activities and process, and presents a generic disease
control adgorithm that can fit into most hedth sysems.
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1 Introduction

In the past recent years, anumber of Globad Hedlth Initiatives (GHI) have been initiated in view of
improving disease control, notably for the poor. Examples of such initiatives include Roll-back
Maaria(RBM), Globa Alliance for Vaccine Initiative (GAVI), Stop-TB and Tobacco-free
Initictive. All of the initiatives include a number of partners, dthough WHO is the common
denominator.

The GHI are, generdly, widely welcomed by the internationa health development community, as
they offer an important opportunity to improve the health of the poor and to raise additiona financia
resources.

At the same time, it isimportant to assure that the GHI are trandated into effective hedlth
interventions at the nationd leve that respect existing nationd hedth care sysems and inditutionsin a
comprehensve and sustainable manner. Moreover, health outcomes are achieved through work in
multiple settings and contexts, meaning that GHI cannot subgtitute for effective nationd hedth
systems that ensure sustainable service ddivery.

As such, the main objective of this study is to assess the extent to which GHI gpproaches are

trandated to the country level as effective and long-term sustainable programs for hedlth

improvements and how this can best be done. To achieve this objective the study

> presents previous experience with specific disease control programmes;

» discusses the development of sector-wide development and sector investment agpproaches as a
reaction to fragmented health sector development based on separated programmes,

> reviewsthe Globd Hedth Initiatives and, findly,

» discusses what approaches and mechanisms are needed to ensure that targeted disease control
programmes and integrated sector devel opment approaches become compatible and work
together for sustainable systems support.

The study and the discussion included in this report is based on information from programme
documents and studies, some of them documented in endnotes in the text, discussons with
professionas with experience from health devel opment processes a internationd and nationd level
and 16 years of persona experience from work with disease control and sector development
programmes in approximately 30 countriesin Ada, Africaand Latin America

The Terms of Reference for the study are given in Annex 1.



2 Development of Disease Control Programmes

A tradition of disease control was established from the onset of internationa assistance for health
development. Maariaand smallpox were diseases that were specificaly targeted dready in the
60ies. Mdariafor the reason that it dways had been amgor threat to inhabitants and visitorsin
tropica countries. Smallpox because it had over generations put amgor scourge on populations. It
was aso identified as avird disease which could possibly be eradicated for the reason that manis
the only known hogt to the virus and that immunisation had provided effective protection.

Following the success of the smallpox campaign which lead to eradication of the disease, disease-
oriented target-driven hedth programmes became amodd for public hedth work in developing
countries. In 1979 the concept of "selective primary hedth care’ was established'.

21 Expanded Programme on Immunization

After the successful campaign againgt smallpox a sgnificant pool of experienced immunisation
workers had been established in many countries and at the internationd level. This resource was
channelled to anew globd programme called the Expanded Programme on Immunization (EP1)
which started in 1974°. The EPI programme had the objective to reduce morbidity and mortality
from six target diseases - diphtheria, whooping cough, tetanus, polio, meades and tuberculosis. The
means to achieve that was primarily immunisation. In 1977 the god of providing immunisation
sarvices for dl children in the world by 1990 was set by the World Health Assembly 2. Thiswasa
bold target since it was estimated that at the onset of the programme coverage with the EPI vaccines
in developing countries was less than 5%".

Theingpiring achievement of the smalpox campaign was one reason why the EPl soon received
sgnificant support from nationa governments and the international community. Another reason was
that immunisation was feasible in a poor setting and that it gppeared to be a cos-effective
interventior?. In comparison with many other preventive interventions, vaccination is fairly smple and
graight-forward. Immunization can be done by hedlth auxilliaries. Limited behavioural changein the
community isrequired. It was for ingance quite possible to make people co-operate in immunization
activities in the poorest seitings during the smallpox campaign.

It was estimated in 1989 that globaly approximately 1.9 million children were saved every year asa
result of the impressive progress in immunisation coverage made by countries under the EPI® and by
1990 globa immunisation levels stood at 80%.

Thisresult has been achieved by a very systematic commitment by nationa and international
communities to immunisation. Of great importance was the dliance formed between Unicef and
WHO to focus on child surviva including EPI. Unicef supported countriesin direct implementation of
their programmes through the provision of vaccines and equipment for the cold chain. WHO
provided technica guidance at globd leve, developed standard training programmes which were
given financid and technical assstance at country level and monitored progress of the immunisation
programmes.



Other organisations dso came in at large scae, such asthe Rotary Internationa which raised funds
for the support of Polio eradication from 1985 on-wards. To date, the PolioPlus program has
contributed $373 million to the protection of nearly 2 billion children. By 2005, Rotary's financia
commitment will reach nearly $500 million. Thisis an early example of how a decison by a private
organisation has contributed to the development of internationa health. The commitment by Rotary
has made it possble for the internationa health community to keep polio eradication high on the
globa hedth agenda.

211 EPI and health systems development

How then has EPI related to the development and support of health syssems? The programme has
been critisized for being too focussed on achieving its own targets thereby not only ignoring the long
term development of sustainable hedlth services but aso attracting resources from other pressng
needs in the health sector®. Programme documents however carry evidence of a different way of
looking at things within WHO. For ingtance, it was stated in a report to the Executive Board of
WHO in 1988 that "EP! itsdf isabuilding-block of Primary Hedth Care: immunisation services,
because of their basic amplicity, provide an excdlent means for srengthening the hedth infrastructure
to ddliver other services at the same time to ensure maximum combined benefits for both women and
children. When children thrive, parents gain the confidence to limit the number of births to the number
of children they dedire, and this, in turn, provides further health benefits for mother and child.”™.
According to this viewpoint EPI will contribute to hedth services development by providing
opportunities to deliver services that may otherwise not reach the target population. Secondly, the
programme will have other positive hedth effects than mere protection from the target diseases.

EPI programme documents have not discussed in detall if the positive effects when dlocating scarce
resources on afocussad intervention such as immunisation outweigh the negetive. However, the
comprehensive review of possible interventions for health that was made in 1992-93 by experts
engaged by WHO and the World Bank showed that immunisations are among the most cost-
effective interventions of al*. Thisreview did not discuss or assess the effects on long term hedlth
system devel opment and hedlth from alocating resources to immunization.

At the point of ddlivery, EPI sarvices have generaly been ddivered within the exigting hedlth
infrastructure. Typicaly, hedth facilities have had an EPI or immunization room to which parents have
brought their children, directly or through referrd. This arrangement has contributed to separate
management of children and women who come for immunization and those who come for illness™.

EPI has been seen as a possible vehicle for the ddlivery of other services. Vitamin A supplementation
isthe foremost example of this mechanism being redized. At times EPI outreach services have been
combined with delivery of other essentia services, such as treatment of diarrhoea and respiratory
infections,

Inthe last few years, the EPI has addressed hedlth systems issuesin a more systematic way. Asa
result EPI has now developed guiddines for assessng immunization services which have as one of
five objectives to support health system development. The reason given for thisisthat the "hedth
system gtructure, the location of authority and responsbility, and the mix of public and private
participation are changing sgnificantly in many countries.” The methodology proposed in the



guiddines examines the hedth system and the externd environment in which immunization services
operate, as well as the services themselves®.

2.1.2 Impact of EPI programmes

The current hedlth impact from EP! is now estimated to amost 3 million lives saved each year, and
750 000 children saved from disability™ *. With regard to polio it has been reported that globdly
poliomydlitis incidence has declined by over 80% since 1988 .

2.2 Programmefor Control of Diarrhoeal Diseases

In 1980 the World Hedlth Organization initiated a specia programme for Control of Diarrhoed
Diseases (CDD). The programme made reduction of mortaity itsimmediate objective and a
decrease in morbidity alonger-term objective®. It was estimated & the time when the programme
was launched that globaly around 4.6 million desths due to diarrhoea occurred each year™. The
primary intervention chosen to reduce diarrhoedl mortdity was promotion of oral rehydration therapy
(ORT) with afluid containing glucose, sodium, potassum and a base. 1t had been found aready in
the late Sixties that such solutions enhanced absorption of sodium and water, afinding of grest
importance in the treetment of acute watery diarrhoea® . It was estimated by the WHO CDD
programme that about two thirds of al diarrhoed deathsin children were due to acute watery
diarrhoea and hence could be prevented with ORT?. A powerful remedy for agloba child mortality
problem had thereby been identified and this was a reason for establishing a specid programme to
promote this knowledge that was il little used among hedth professionas and the public.

The Expanded Programme on Immunization was well established in 1980 and had aready had
consderable success in rasing immunisation coverage in developing countries. The programme
model used by EPI was largdly replicated to the CDD programme. An gpproach based on the same
Logical Framework Approach (LFA) that had been used by EPI was established™. It contained
clear objectives, targets and activity plans. CDD developed similar training manuas as the EPI had
been using for saverd years and encouraged training of nationd programme managers and mid-leve
managers in planning and implementation of CDD programmes. Sometimes these courses were
combined with EF! training. The mid-level managers were usudly province, didrict or hospita
managers and they were typicaly in charge of severd programmes.

The CDD programme sdlected clear strategies to control diarrhoea: proper case management,
promotion of proper nutrition, promotion of proper hygiene and provison of ample quantities of safe
water?. In redlity, the focus of the programme was on case management and education of caretakers
on when to refer their child to hedlth services. The programme largely worked through the
edtablished hedth services. A sgnificant component of many national CDD programmes was dso
socia marketing of key messages directly to the public through media and loca |eaders and opinion
makers.

Initidly the CDD programme of WHO recommended countries to set targets for morbidity and
mortality reductior? but later it revised these targets to reflect to what extent case management
(rehydration and feeding during diarrhoea and, for dysentery, correct antibiotic given) was properly



carried out. Indicators for training coverage were aso developed and included in programme
monitoring™.

221 CDD Programme Management

The CDD programme advised countries to develop Nationd CDD programmes with a specific plan
and an appointed national manager. However, they did not explicitly recommend countries to have
full time programme managers below thet level. The programme as such depended on the
cooperation of the established hedth services for the implementation of proper case management of
those cases which could not be managed at home. Therefore it never sought to establish separate or
"verticd" structures which would go pardle to ordinary hedth services from minigtry to peripherd
leve.

222 Impact of CDD Programmes

Theimpact of activitiesfor control of diarrhoea diseases has been documented in severa country
reports™ * # and in globd reviews* #. The review carried out by Victoraet a shows positive trends
in diarrhoea management in most parts of the world. Ora rehydration therapy appears to be given to
the mgority of children with diarrhoeaiin the world. Asareault, it is estimated in the Sudy that the
annua number of desths attributable to diarrhoea among children under 5 yearsfdll from the
edimated 4.6 million in 1980 to about 1.5 million in the year 2000.

It should be pointed out that the estimates of mortdity reduction for both EPl and ORT impact are
indirect, measured through the adoption of control measures and their assumed life saving effect. In a
study of the decline in child mortaity from 1990-1999 it was estimated that 2.2 million children less
than five years old fewer died in 1999 as compared to 1990%. As the world population hasrisen in
the same period the corresponding decline in child mortaity rate is around 30%, from 96/1000 live
birthsin 1990 to 67/1000 in 1999. This has been achieved in spite of the HIV/AIDS epidemic.
Some of this decline is no doubt due to the implementation of child hedth programmes.

2.3 Programmeon Acute Respiratory Infections

As EPI and CDD programmes made further progress, childhood mortdity causes gained in rdative
importance. The next group of diseases to get attention were Acute Respiratory Infections (ARI)™. It
was estimated by WHO that ARI diseases accounted for around 4 million deaths®. Offiddly a
programme for their control was launched by WHO in 1982 * but it took some years for the
programme to redly take off*. The programme stressed proper management of ARI casesand in
particular identification of cases with pneumonia or severe pneumonia for trestment with carefully
selected antibiotics . Like the CDD programme its focus was on reaching health workers and
caretakers with some key messages on clinical Sgns and management. Through a careful review of
data, prevention other than proper nutrition and immunization had been found to have little impact on
morbidity and mortality from these diseases®. The ddivery of proper management for children faling
ill from ARI was the main priority of the programme™.

ARI programmes similar to those established to fight diarrhoea were consequently set up in many
countries”.



2.4 I ntegrated Management of Childhood IlInesses

From the beginning of the 90ies WHO and Unicef started to integrate CDD and ARI into one
programme for Integrated Management of Childhood IlIness (IMCI)*. The purpose of presenting a
new gpproach to control childhood illness was to rationalise case management in health facilities and
households as children often have several symptoms and diseases at the same time. Another intention
was to address some further illnesses of importance, such as manutrition, malariaand meadesin a
comprehensive treatment package.

Today, IMCI is abroad strategy to improve child health outcomes which encompasses interventions
a home, in the community and in the health syslem. The aims are to reduce childhood desths,
illnesses, and disability and to improve children's growth and development, with a particular focus on
the poorest and most disadvantaged children.

IMCI has three main components:
Improve family and community practices related to child health and nutrition;
Improve the health system for effective management of childhood illness;
Improve health workers' skills.

IMCI isaflexible strategy that in each country addresses the mgjor health problems of children under
five years of age. It includes preventive and curative interventions, such asimproved infant and child
nutrition, breastfeeding promotion, immunization, and use of bednetsin areas with madaria. The
programme has not set any global targets, has a focus on health services activities and process, and
presents a generic agorithm for prevention and cure of the targeted diseases that can fit into any
health system. The World Development Report 1993 identified IMCI as one of the most cost-
effective services that could avert 14% of the globa burden of disease for only US$1.60 per capita

per yearsg_
2.5 Strengths and weaknesses of child health programmes

All the programmes described above have child survival as their common eement. They aso have
some essentid managerid characteristics in common. What have been the strengths and wesknesses
of these child health programmes?

It is an undisputed fact that the programmes described have had an impact on child mortality, the
main objective of thair activities. In terms of value for money it appears that donors and ministries
have been rewarded. Clearly, these programmes with their target-oriented approach have created
models for the new disease-oriented programmes which are now being established under the
umbrella of Globa Hedth Initiatives. It seems therefore essentid to discuss the strengths and
wesknesses of the child surviva programmes in relation to objectives of long term development and
sugtainability of the hedth sector.

The contributions of the child surviva programmes to hedth sector organisation and management
have been the following:

1. Edablishment of a planning and management structure which is focussed on clear objectives,
defined and measurabl e targets, evidence-based strategies and activities related to the strategies



Establishment of epidemiologica toals, such as the cluster survey methodology, which have
proven vauable to many other programmes.

Training of large numbers of hedth managers in programme planning and management. The kills
adopted in these courses have been of generd use in daily management of health services.

A large number of hedth workers trained in management of immunisation services and
management of cases with common childhood diseases. In this, the dissemination of rationa
agorithms for assessment and treatment of sick children has taken place.

The establishment of killsin the logigtics for procurement of vaccines and drugs. In the case of
EPI, the establishment of skills in the organisation and maintenance of the cold chain and
equipment meant for storing and distributing products sengtive to het.

The possible negative effects have been:

1

Incorrect priority setting. The child survival programmes have received hgh priority by the
internationa community. Countries which have given them priority have been rewarded with
ggnificant externd support for these activities. This may have crested an incentive for
governments to give higher priority to these programmes than what would have been the case if
the resource dlocation had been done on entirely rationa grounds.

The second point follows from the first. The child surviva programmes may have deviated scarce
resources from more pressing activities. They have aso consumed significant portions of joint
resources such as manpower, again in possible conflict with more pressing needs.

The child surviva programmes may have worked against a coherent and integrated health sector
policy asthey have been focussed on specific disease categories. Many times they have been run
as projects with their own budgets and staff at centrd leve.

The child surviva programmes have not considered long-term sustainability of the hedth sector
aufficiently as they have been strongly focussed on short- and mid-term targets.



3 Development of Integrated Health Programmes

31 The Alma Ata Declaration and the development of Primary Health Care

In 1978 WHO and Unicef agreed on a platform for ddivery of Primary Hedth Care in Alma Ata®.
The Declaration of Alma Ata dated that primary hedth care isthe key to ataining hedth for al. The
Declaration cdled on governments to formulate national policies, strategies and plans of action to
launch and sustain primary hedlth care as part of comprehensive national health system
development and in coordination with other sectors. (Author'sitdic). The Declaration said that at
least the following should be included in primary hedth care;

v"educaion concerning prevailing hedlth problems and the methods of preventing and controlling
them;

promotion of food supply and proper nutrition;
an adequate supply of safe water and basic sanitation;
materna and child hedth care; induding family planning;

immunisation againgt the major infectious diseases;
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prevention and control of locally endemic diseases, gppropriate trestment of common diseases
and injuries, and

v’ provision of essentid drugs.

At the same time WHO concluded that widdy different approaches could be used to implement the
primary hedlth care strategy. A full range of services could be provided, starting with those in greatest
need and progressively reaching the whole population. Alternatively, limited services could be
provided to the total population from the beginning and the range of these services could then be
progressively extended (WHO 1979). The choice of strategy would be chosen by each country
depending on the basis of various factors, such aslevel of development and type of hedth system.
Each country were to develop its hedth policies as part of its overal socio-economic development
policies, congdering its own problems and possibilities, socid and economic structures, and existing
politica and adminigtrative mechanisms. This meant that both "sdective’ primary hedlth care, in which
some interventions were promoted, and comprehensive primary hedlth care would be endorsed by
WHO.

Almogt from the onset of the Primary Hedth Care movement dispute arose around which Strategy
would be the better in order to attain hedth for al* . The issue was not so much whether to
incorporate cross-sectord interventions or not, as envisaged in the declaration, but rather how
comprehensive an ided intervention package should be. The dream of abroad action for heath with
many sectors and minigtries joining hands under a common Strategy never redly materidized. Insteed
services within the health sector tended to become more concentrated as compared to what they had
used to be. "Sdective' primary hedth care, particularly immunisation, was energeticaly promoted by
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many countries as afast track to "hedth for al". It was fdt that such a strategy would at least provide
some essentia services to everybody.

The Primary Hedlth Care ideology paved the way for " sdlective’ policies asit advised that action
plans for the attainment of Hedlth for All should lead to " detailed formulation of country-wide
programmes that have been identified as being required to dedl with priority problems,.....A
programme implies a series of interrelated actions aimed at attaining defined objectives, such asthe
improvement of child hedlth or the provison of safe drinking-water to a population.....Each country-
wide programme to be developed in the light of the master plan will include specific objectives and
related targets, quantified if possible, and including the manpower, technology, physicd facilities,
equipment and supplies required, means of evauation and financia estimates, a caendar of action,
and ways of ensuring gppropriate correlation among al the above.(WHO 1979)". Clearly, whét is
described hereisin anutshdl the design of various disease control programmes, such asthe EFl and
the CDD.

3.2 Development of integrated health sector development programmes

The criticiam againg the limited priority setting resulting from the PHC concept and the growth of the
90 cdled verticd programmes led to formulation of policies for comprehensive heslth sector
development™ “,

While this move towards defining models for more integrated planning and delivery of hedth services
took place, the World Bank increased its lending to the hedlth sector significantly®. The World Bank
supports macro-policies which should lead to long-term and sustainable development. Since the
loans from the bank are given on long-term basis, the lender must work to establish a stable and
positive economic development for many yearsin order to be able to pay off its debts.

In the mid-90ies The World Bank developed a broad sector approach to lending formulated in so
called Sector Investment Programmes (SIP)*. A SIP

1. Issector-widein scope;

2. |Isprepared by loca stakeholders;

3. Includesdl donorsin the sector;

4. Involves common implementation arrangements;

5. Minimisesthe use of long-term technica assistance;

6. Isbased on aclear sector policy framework and strategy.

It has been felt that SIPs can address severa long-standing issues of concern to both donors and
recipients, such as the fragmented nature of traditiona project assstance, the resulting ditortionsin
the alocation of resources, and the lack of broad-based sectoral policies and priorities”.

An intention behind the SIP ideology is to obviate the need for a ministry to adopt specific
procedures for planning, implementation and evauation of each donor-assisted programme or
project. Idedlly, the SIP will have adl donors come together and support a coherent policy framework
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and drategic plan, coupled with expenditure projections based on a caculation of dl available
resources, whether domestic or external®. This means that the government will set priorities within a
framework in which al needs and options should have been identified. This priority setting will then
lead the decisions on where both domestic and externa funds should be allocated.

The SIP idea has much in common with a concept named Sector-wide approach (SWAp) which
was developed by WHO together with several donor agencies from 1990 onwards. The basis of the
SWAp concept was presented in a WHO guide which developed in athorough process in which
severd prominent donors participated®. The guide is an example of how donorsfdt an increasing
need to gather around a common agendain order to speed up development and support hedth
sector development in recipient countries. The basic attributes of a SWAp are set out asfollowsin
the guide:

1) A sustained partnership, led by nationa authorities,

2) With the god of achieving improvementsin people's hedth and contributing to nationd human
development objectives,

3) In the context of a coherent sector, defined by an appropriate indtitutiona structure and nationa
financing programme;

4) Through a collaborative programme of work focussing on:
a) The development of sectord policies and strategies,

b) The preparation of medium-term projections of resource availability and sector financing and
gpending plans, consstent with a sound public expenditure framework;

c) The establishment of management systems, by nationa government and donor agencies,
which will facilitate the introduction of common arrangements for the disbursement and
accounting of funds; procurement of goods and services, and monitoring sectora
performance;

d) Inditutiona reform and capacity building in line with sectora policy and the need for systens
development.

5) With established structures and processes for negotiating services and management issues, and
reviewing sectord performance againg jointly agreed milestones and targets.

The basic idea behind a sector-wide approach is that governments will bein a better position to
achieve sectord gods if development assistance is used to support nationdly defined policies and
drategies, rather than specific projects. The most fundamental eement in SWAp isthat some donors
will give up support to specific projects, in exchange for the right to have avoice in the process of
developing a sectord strategy and the ensuing overal resource dlocation. For these donors,
becoming a recognised stakeholder in negotiating how resources are spent replaces donor-specific
project planning, and joint reviews of sectoral performance replace evaluation of discrete projects.

An important characteristic of SWAp and SIPsisthat they seek to define aset of preconditions for
successful implementation of hedlth sector reform. These preconditions will be addressed through a
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well defined macro-palicy framework developed by the ministry of hedth. The framework will not be
seen as the end-product of a development process, but rather the platform from which devel opment
will take place. This means, as compared to a fragmented project scenario in which each donor will
support specific programmes or specific geographica regions, that the donor consortium will have
sgnificant influence over the policy development in the recipient country. To quote the WHO guide,
the concept of nationa ownership must alow for negotiation based on ajoint (between the country
and the donor consortium) scrutiny of policy and spending priorities - smilar in many respects to the
negotiation that takes place between a private company seeking additiond finance and a commercia
bank™.

3.3 The case of Ghana — The Sector-wide Approach realised

Ghanais generaly seen as one of the best examples of awell integrated sector support programme
with strong leedership from the Ministry of Hedlth** *°. The basis for the sector-support programmein
Ghana is an agreement between the MoH and the leading donors which was signed in 1997. The
process which lead to the agreed programme of work started in 1993. The following excerpt from
the document which lays the foundation for the present World Bank support to the hedlth sector in
Ghana™ provides indgghts into the fundaments of the programme.

"The vigon for the future development in the hedlth sector and the policy framework has been
articulated in the Medium Term Health Strategy Towards Vison 2020 (MTHS), and given an
operationd description in the Programme of Work (POW). The main strategies are to: (a) improve
access, quality and the efficiency of primary hedth services, (b) strengthen and reorient secondary
and tertiary service delivery to support primary hedth services, (¢) develop and implement a
programme to train adequate numbers of new hedth teams to provide defined services, (d) improve
capacity for policy development and andlys's, resource aloceation, performance monitoring and
evauation, and regulation of service ddivery and hedth professionds; () strengthen nationd support
systems for human resources, logigtics and supplies, financid management and hedth information; (f)
promote private sector involvement in the delivery of hedlth services, and (g) advocate for support in
inter-sectora action, specificdly in population, food and agriculture, socid welfare, loca government,
education, and water and sanitation agencies.

The policy and operational frameworks are the product of widespread consultations, and have
received the endorsement of awide number of stakeholders, including the donor community.

...... Under this framework, the government maintains its leading role in hedlth sector reform and has
strong ownership of the program. Therole of the Minigtry of Hedlth is clearly defined as one of
policy making, financing, monitoring and regulation, while sarvice provison is being moved out of the
bureaucracy to a Ghana hedlth service, the misson sector, and increasingly with private providers.
The consolidation of multiple donor projects into a sector wide approach further reduces duplication
in managing various donor-driven projects and builds loca capacity in planning and managing hedth
services.”

In areview of the Ghana SWAp, Anarfi Asamoa-Baah and Paul Smithson have identified some of
the chdlenges facing the programme™. One of them is that donors will no longer be able to attribute
particular inputs or activities to their own support. Instead they must have the confidence that the
Minigtry is able to deploy al resources - externa and domestic - to achieve the outputs and targets
gpecified for the sector as awhole. However, as the authors point out, it isimpossble within the
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existing accounting systems to specify the level of hedth service output that can be achieved with a
given increment in funding. Therefore, it will be essentid that the MoH is able to link more clearly the
resources provided to the sector with the results achieved. If not, donors may face increasing
criticism from their own domestic congtituents that they are unable to demondtrate results and then
again require that their funds are linked to clear projects with measurable outputs.

34  SWAp developments

Though most SWAp programmes are il in their first and early phasg, it is dready clear that the
actua implementation of these programmes is not easy. The discrepancy between forma and red
commitment to the principles of SWA ps has been apparent in severd cases. In Bangladesh for
ingance it was found in a survey among donors and Bangladeshi government officers that pogdtive
attitudes toward the theoretical SWAp give way to cautious and sceptica responses in practice™.

A review of studies of SWAp processes at different stagesin five countries® found that

There was improved diagnosis of barriers to service utilisation and improvement, including better
understanding of corruption and incentives problems as aresult of the SWAp process.

Sector programmes were becoming better integrated within the budget planning process, and the
need to develop links to other public sector reform processes was recognised, if not yet realised.

The links between policy and implementation were growing. Governmentsin the countries under
review had the resources to implement sector-wide policies without negotiating multiple projects,
and donors had aforum for raising sector-wide concerns.

At the same time it was aso found that other expected changes had not yet occurred. Among them
were

= Broad participation in SWAp design and planning had been limited, both within the government
and externdly within civil society.

= Monitoring systems were underdevel oped and much remains to be done before donors gain
confidence in them as the main source of sector performance information. This has meant that
donors are il keeping close to the detail of sector programme development and
implementation, expecting close liaison and consultation with government officials throughout the
process.

Thefive countries under review were at very different stages in developing a SWAp and only one of
them (Tanzania) redly had a framework in place which could be seen as a complete SWAp.

The report by Foster et . highlights some causes for concern in relation to the SWAp-process.

Asareault of SWAp overloaded minidtries of Hedlth have to achieve and maintain high levels of
momentum and productivity, especialy when transaction costs have increased as aresult of
SWAPp negotiaion. Thereisadanger of burn out in the minigtries involved.
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SWAp programmes tend to be orientated towards immediate expansion of hedlth provison
without concomitant emphasis on increased effciency.

As hedlth services move from vertical to horizontal delivery, outcomes may suffer. A sector-wide
approach to sector reform must be used to address these problems, not exacerbate them.

Not al donors are using common systems.
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4 Global Health Initiatives (GHI)

At the end of the last decades several new Globa Hedlth Initiatives were taken. Two of them were
launched by WHO as anew Director Generd, Dr Gro Harlem Brundtland, came into office. These
were Roll Back Mdaria (RBM) and the Tobbaco-free Intiative. A programme against Tuberculos's,
Stop TB, was adopted by the World Hedlth Assembly in 1998 and at a meeting in Davos in the year
2000 an aliance to support immunisation activities and vaccine development was formed (GAVI -
Globd Alliance on Vaccines and Immunization). Lasily, the fight againgt HIV/AIDS is getting
increased attention by many minigtries and internationa organisations contributing to the focus on
disease control.

This chapter contains a presentation of three of these initiatives. The Tobbaco-freeinitiative is not
included here since its main focusis on activities outsde the hedth sector.

The information below is based on officid information from the programmes.
41 Roll-back Malaria

Upon taking office in July 1998, the World Health Organization's (WHO) new Director-Generd, Dr
Gro Harlem Brundtland, decided that maaria was to be one of WHO's top priorities. It was evident
that malariawas ill amgor health scourge in many parts of the world, in Africaabove dl. Thetop
politicd priority given to malaria control among African leaders was confirmed in the adoption of the
Abuja Declaration on Roll Back Mdariain Africain April 2000°".

There are an estimated 300-500 million cases of maaria per year. The mgority of these occur in
Africa, while the vast mgority of the estimated 1 million annua degths from the disease occur among
children, and mainly among poor African children. Mdariais above dl a disease of the poor,
impacting at least three times more gresatly on the poor than any other disease.

Roll Back Malaria (RBM) is seen by the programme designers as an attempt not only to beet a
devadtating disease, but dso to develop endemic countries hedth systems and build new means of
tackling globa health concerns.

The genera objective of RBM will be to sgnificantly reduce the globa burden of maaria through
interventions adapted to loca needs and by reinforcement of the health sector. Gods are to be set by
countries based on Stuation analyses and assessment of feasbility, and could include: mdaria
morbidity and mortdity gods; financid gods (e.g., Sgnificant increase in resources available for
community level activitiesin hedlth care); accessbility goas (e.g., Percentage of population with
access to early and adequate treatment); coverage goas (e.g., Proportion of the targeted population
with insecticide treated bed nets); hedlth sector reform gods (e.g., New partnerships with private
sector hedlth care providers); gods of policy change (eg., Significant changesin policy favouring
evidence-based strategy development). Performance indicators will be used to assess the RBM
Project.
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RBM's implementation a country level will provide an indicator of the effectiveness of the hedth
systems, while the programme will aso serve asamodd for WHO in developing other globa hedlth
and development initiatives and new methods of controlling infectious diseases.

The Roll Back Mdariacampaign first focusis Africa. RBM in Africais amed at:

- upgrading hedth ddivery systems at both the local and nationa levelsin maarious countries,
intengfying use of bed-netting (nets coated with insecticide) to prevent night-time biting by
mal aria-carrying mosguitoes,
mapping of malariaregions and of medica facilities to better direct hedth resources;
developing new drugs for victims dready infected with maarig;
coordinating the development and testing of new maaria drugs and vaccines,
devel oping methods to address malariain emergencies, (eg., refugee and post-war
Stuations).

The regiond targets set for RBM at the Abuja Summit are to

Halve the maaria mortdity for Africa s people by 2010

At least 60% access to and ability to use correct, affordable and appropriate trestment within 24
hours of the onset of symptoms by 2005

At least 60% of those at risk of mdaria, particularly pregnant women and children, benefit from
the mogt suitable combination of persona and community protective measures by 2005

At least 60% of dl pregnant women who are at risk of maaria, especidly thosein thar first
pregnancies, have access to chemoprophylaxis or presumptive intermittent trestment by 2005.

At country level, RBM will work towards development of sustained capacity to address maaria (and
other priority health problems) that is adapted to local redlities, and ddivering measurable and
properly validated results. RBM will support the building of coditions for action &t regiond and
country level, and assst with development of clear, evidence based action plans at country and
regiond levels. RBM will develop a systematic approach to monitor progress and results, and broker
financid and technicd inputs into countries.

RBM will support Resource Networks which will facilitate the implementation of RBM in endemic
countries by providing support in specidised aress, eg.:

Needs assessment and intervention &t digtrict leve;

Sector-wide approaches and financing;

Qudity and supply of anti-mdarids a the locd levd;

Implementation of bed net programmes, including supply of nets and insecticides,

Improving qudity of care a the home;

Geographic mapping of malariaand hedth care;

Prevention and control of epidemics;

Monitoring of drug and insecticide resistance;

Malaria control in war-torn zones.

Mogt victims of maariadie smply because they do not have access to hedth care close to their

home, or their cases are not recognized as maaria by hedth care professonas. In addition, life
saving drugs are often not available.
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In Africa, RBM will creste a network of teamsto go into villages and andyse trestment and
prevention practices at the household and community leve, the availability and quality of hedth care
by the public and private sector, and potentia loca partners. RBM will provide technical and financid
support for each andyss through this network at the digtrict leve.

In African digricts with stable, high transmisson madaria, RBM will smultaneoudy seek to
ggnificantly improve early diagnosis and gppropriate treetment of maaria-related feversin children,
early trestment/prevention in pregnant women, and persond protection for children and pregnant
mothers through the use of insecticide impregnated bednets (I1BNS). In many didricts, this will
require reinforcement of theloca public and private health sector, focusing on activities a the
community level. RBM will aso attempt to upgrade the training of health care providers to ensure
qudlity care after the campaign ends.®

It is clear from this and other information sources on the maariainitiaive thet its main focusis on
maaria activities and that its success will depend on the degree to which maaria control serviceswill
become available and used and the subsequent morbidity and mortdity reduction. The RBM policy
documents cresates links between ambitions to establish wider hedlth sector development and mdaria
control. The primary aim of such links are to further strengthen maaria control. Hedlth sector
development is therefore a means, and not an end. The RBM Documents underline that improved
activities for maaria control will strengthen hedlth services.

4.2 Global Alliance on Vaccines and lmmunization

The Globd Alliance for Vaccines and Immunization (GAVI) is an internationd codition of partners
which includes nationa governments, internationa organisations, philanthropic inditutions, the private
sector, and research and public health ingtitutions.

GAVI is created to continue and build upon the work of the earlier Children’s Vaccine Initiative,
which had been launched in 1990. In GAVI, the pharmaceutica industry's participation as afull
partner is an innovation. The Globa Fund was created with an initid grant of US$ 750 million from
the Bill & Melinda Gates Foundation. Since that time other donors have joined in supporting the
Globa Fund, pushing itstota resources to above US$ 1 billion for 2001-2005. More countries are
expected to contribute to the Globa Fund and contributions from corporations and foundations will
also be pursued.

Therdionde given for the GAVI initiative is as follows.

In the 90ies immunisation levels decreased in many countries and fell to 74% in 1999 from 80% in
1990 (WHO 1999). Onein four children in the world still remains without immunisation againgt the
ax diseasesinitialy covered by EPI (meades, polio, pertussis, diphtheria, tetanus and tuberculoss).
Nearly two million children world-wide il die each year of vaccine-preventable illnesses.

For only US$ 17 per child, lifetime protection against the six historical scourges can be provided and

for not much more, the protectioncan be extended to include hepatitis B, yellow fever and
Haemophilus influenzae type B (HiB). WHO has been recommending vaccination againgt Hepatitis
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B since 1993, yet it kills approximately one million people each year. Recommendations have dso
been made for yellow fever, yet 30 000 desaths occur each year.

Access to immunisation varies grestly across the world. In some countries, up to 70% of children do
not receive the full set of vaccines; the lowest coverage is found in sub-Saharan Africa. In Africaasa
whole, over 40% of children are not immunised against meades, amgor cause of infant mortality thet
kills one child every minute.

Thereisalack of investment in research and development for new vaccines to combat the diseases
that are prevaent in developing countries: diarrhoed diseases, maaria, tuberculosis, pneumonia and
HIV/AIDS.

The GAVI partners consder immunisation to be akey eement of public hedth, a prerequisite to
economic and socid development and a crucid eement in enabling every child to reach hisher full
physica and intdlectud potential. The Alliance recognises the need to:

Reverse the decline in vaccination coverage in many countries,

Increase R& D efforts for vaccines againgt disease of public hedth importancein the
developing world;

Revitalise globa commitment for immunisation at nationd, regiona and internetiond levels.

At the country level, governments should collaborate with the Alliance partners through a nationa
Inter-agency Coordinating Committee (ICC), which explores ways of strengthening immunisation
services and the financing of those services through nationd, bilatera and multinationa resources.

GAVI has st five drategic objectives.
- Improving access to sustainable immunisation services.
Expanding the use of dl existing safe and cogt-effective vaccines.
Accderating the development and introduction of new vaccines.
Accderating research and development efforts on vaccines and related products specificaly
needed by developing countries, especidly those againg HIV/AIDS, maariaand
tuberculosis.
Making immunisation coverage an integra part of the design and assessment of internationa
development efforts, including deep debot relief.

The Alliance has put together targets to guide its own work &t the globa level and to help
governments in their nationa immunisation programmes™
- By 2002, 80% of developing countries with adequate delivery systems should have
introduced hepetitis B vaccine; by 2007 this should have been achieved in dl countries.
By 2005, 80% of developing countries should have systematic immunisation coverage of at
least 80% in dl digtricts on the basis of diphtheria-tetanus-pertussis (DTP3) and meades
Vaccines,
By 2005, 50% of the poorest countries with high disease burdens and adequate ddlivery
systems should have introduced immunisation againg Haemophilus influenzae type b (Hib),
which remains amajor cause of pneumonia.
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By 2005, the vaccine efficacy and disease burden in respect of rotavirus and pneumococcal
disease should be known for dl regions, and a mechanism should have been identified to
make the vaccines available for the poorest countries

421 Polio eradication

A particular component of the globa immunisation activitiesis Polio Eradication. In 1988, the World
Hedth Assembly responded to the remarkable successes of the Americasin controlling poliomyelitis
by selecting this disease as the next disease to be targeted for global eradication. A target was set for
eradicating polio globaly by the year 2000 and certification of a polio free world should be achieved
by 2005. Eradication has not yet been achieved but &t the turn of the millennium the number of polio-
infected countries was no more than 20%.

The key to polio eradication liesin effective surveillance for al cases of acute flaccid pardydsin
children. More than one hundred countries are now conducting surveillance specificaly for cases
of acute flaccid paradyss. Specidised reference laboratories as well as regiond and nationa
laboratories are providing virologica confirmation of diagnosisin suspected cases. In addition,
these |aboratories are able to identify the source of the virus by molecular studies.

All countries embarking on polio eradication have undertaken mass campaigns using OPV, followed
by "mopping-up” (house-to-house vigits) in locations where cases persst. The incidence of polio has
continued downward and, more importantly, increasing aress of the world are becoming free of the
disease. In 1994, the Americas were declared polio-free.

The globd drategy to eradicate polio is four-pronged, involving®™:
high routine immunisation coverage with OPV,
supplementary immunisation in the form of nationa immunisation days (NIDs)
effective surveillance for acute flaccid pardyss (AFP) and wild poliovirus,
door-to-door immunisation ("mopping up” campaigns)

43 STOPTB

Stop TB isagloba movement to accelerate socid and political action to stop the unnecessary
spread of tuberculosis around the world. The mission isto increase access, security, and support to
ensure that every TB patient has access to TB treatment and protect vulnerable populations from TB.
Theinitiative also seeks to reduce the socid and economic toll thet TB exerts on families,
communities, and nations*

The main intervention of the Stop TB initiative is DOTS which stands for Directly Observed
Treatment. DOTS means that hedlth workers observe TB patients when they take their medicine to
ensure that afull courseistaken. Thisisto prevent that intake of drugs, which must be given for
periods of 3 to 9 months, isinterrupted. Such interruption means that the diseaseis not fully cured. It
may aso lead to development of strains of the tuberculosis bacteria which are resstant againgt the
medicines given.

The priorities of the Stop TB Partnership are to expand, adapt, and improve strategies to control and
eiminate TB. Thewill be done by
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1. Promoting wider and wiser use of existing strategies to interrupt TB transmission, by:
1. increasing accessto accurate diagnoss and effective treetment, by accelerating
expanson of DOTS to achieve the globd targets for TB control
2. increasing the availability, affordability and qudity of TB drugs
2. Adapting exigting strategies to address the chalenges posed by emerging threats, for
example, by:
1. deveoping an effective Srategy to prevent and manage multi-drug resstant TB
2. developing an effective strategy to reduce the impact of HIV-related TB
3. Accderating imination of TB, by:
1. promoting research to develop new and improved diagnostic tests, drugs and
vaccines
2. promoting adoption of new and improved tools by ensuring access and affordability

The Partnership develops advocacy and resource mobilisation strategies in support of these
priorities, and co-ordinates and ‘ brokers' resource flows.

Thetargets set by Stop TB are™:
By 2005: 70% of people with infectious TB will be diagnosed, and 85% cured
By 2010: The globa burden of TB disease (deaths and prevalence) will be reduced by 50%
(compared with 2000 levels)
By 2050: The globa incidence of TB disease will be lessthan 1 per million population

Stop TB is programme with a clear focus on a specific disease. Action given priority by the

programme is sdlective and specific for TB control but focussed on management and treatment within
an established hedth system.
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5 Global Health Initiatives and Health Sector Support

The Globa Hedth Initiatives described above are disease-oriented and in most instances target-
driven. These are two characterigtics which they share with programmes like EPI, CDD and ARI
which were described earlier. With the launch of the Globa Hedth Initiatives the globa hedlth
agenda has entered into a new cycdle which has much in common with the cycle that started with the
smallpox eradication and later developed the child surviva programmes some 20-25 years ago. A
difference is however that since then, other mode s for the ddivery of hedth care and the trandfer of
international support for health development, represented by the SIP and SWAp models, has been
established. The disease-control programmes are now faced with a different challenge as compared
to 25 years ago. At country level, they need to fit into a more complex system for nationa hedlth
systems devel opment as compared to before. They need to design ther strategies so that they do not
conflict those of governments who have set out their development objectives within the framework of
a Sector Investment Programme or a SWAp.

To what extent do the Globa Hedlth Initiatives consder the thoughts and intentions behind the
sector-wide devel opment gpproach? What are the policies of the RBM, GAVI and Stop TB with
regard to heath system development and long term sustainability of hedlth sector investments? Are
these policies compatible with comprehengve hedlth sector development?

Answers to these questions can be sought in different ways. One isto review the policy satements
and implementation directives which the programmes have made. Another isto study a country and
digtrict level how the programmes are actualy implemented. In this study we will concentrate on
distilling from various programme documents their officid policies on hedth sector development.

5.1 Roll Back Malaria

Roll Back Mdaria has dedlt with relationships of malaria control programmes to hedth sector
reforms thoroughly. The following is an excerpt from areport from WHO's expert committee on
Madaria®. Certain sections have been marked with itaics by the author.

"Effective management of maaria control activities requires that certain nationa-level competence
and coordinating functions be retained or developed at the centrd level of the programme (not
necessarily the nation's capital) during the process of decentrdization. These functionsinclude
providing strategic direction to the programme, developing mdaria policy a the nationd leve, and
Setting standards, norms and indicators for monitoring the progress of operationa activities. In
addition, they include mohilizing and coordinating externd funding, epidemiologicd andyss, qudity
assurance, providing technicd training and support for maariateam members at the local leve,
coordinating the response to epidemics, and evauaing and validating programme activities, including
operational research undertaken at the digtrict leve. Thus, effective management of control
programmes will require not only expertise in disease management, epidemiology, survelllance and
vector control, but aso socia, economic and behavioura studies and adequate adminigirative,
datigticd and logistic support. In countries where mdariais a high priority within the ministry of
hedlth, part-time staff who do not work exclusively on control programmes cannot normally
provide this level of competence.



Important benefits of a decentralization policy to maaria control are that decison-making and
planning capacity would be based at the level where the problems occur. At the district and sub-
digtrict levels, where responsibility for the successful execution of control activitiesis centred,
functions required would include local-level planning, resource dlocation, disease survelllance,
monitoring of programme activities, hedth education, training and vector control. Didrict saff must
serve as an effective liaison between fidd staff and nationd-level staff and provide continuous
operationa guidance to the peripherd leve. Epidemiological information collected at the periphery
should beinitialy analysed et this leve, with feedback and technica guidance provided to fidd taff
for rapid action, while the centra team is provided with a summary of the data on aregular basis for
more detailed andyss. Local capacity for surveillance and rapid response needs to be
strengthened, especially in high-risk and epidemic-prone areas.

Itiscrucial that responsibility for the implementation of malaria control activities at the
district and sub-district levels be accompanied by adequate funding. Furthermore, sufficient
logistic support must be provided to enable loca authorities and staff to carry out their
responsibilities and respond rapidly and effectively to changes in the epidemiologicd Stuation.”

This section illustrates that disease-focussed programmes primarily assess the capacity of a hedlth
system from the perspective of how wel it can fulfil the requirements of the programme itsdf.

Thisis further illustrated by the andys's of decentraisation made by the committee:

"The poorly managed decentrdization of maaria control programmes has undermined their
effectiveness and hampered ther ability to fulfil their regpongbilities. Asaresult of this
decentraization, which often occurs without any input from maaria control programme staff,
programmes that were previoudy highly effective have lost direction and focus. In addition,
experienced and dedicated personne with specific technical expertise have retired or moved to other
positions. Thus, programmes have lost the capability to respond rapidly and effectively to changing
conditions (e.g. epidemics), and their commitment and ability to guide operations at the community
leve.

These losses have generally not been counterbalanced by the crestion and development of technical
competence and resources a the district and sub-digtrict leve, thus creating a vacuum in mdaria
control expertise and implementation. As aresult, many of the potentialy positive outcomes of
decentrdization, such as locd ownership and responsbility for the programme, more active
community involvement, increased ability to tailor control measures to local epidemiologica
Stuations, and greater intersectoral collaboration, are not being seen. Similar problems have dso
been observed in countries which lacked an effective nationd control programme when the
decentralization process began: such countries are left disorientated and unable to ded effectively
with the chalenge of building up human resources and technica competence & the central and local
levels”

Thereisacertain risk that most disease-control programmes will find that the capacity to ddiver
services and information which is required to achieve the targets st by the particular programme is
not sufficient. In consegquence, specid resources and staff ear-marked for the programme are often
cdled for. Thisiswdl illustrated in the sections marked by the author above.
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One of RBMs six basic eements dedls with principles on support to hedlth sector devel opment.®

Element 5: B Efforts to roll back malaria are implemented in a way which contributes to
Well Co-ordinated sustainable and effective health care systems
Action B Health systems take account of local situation when responding to the

threats people face as a result of malaria

B National health services, private practitioners and local healers work
together to respond effectively to malaria and other diseases.

B Many organizations join in a synchronized effort to roll back malaria
(including schools, community groups, local business, government
departments and NGOS)

In this dement it is mentioned that efforts to roll back malaria should be implemented in ways which
contribute to sustainable and effective hedth care systems. At the same time the urgency signified by
the quotations above may lead to a discusson on what such a contribution represents. The redl
chdlenge to a programme like Roll Back Ma aria comes when the programme may have to sacrifice
ghort term goals for the sake of longer term sector development gods. Will the programme at
country leve for instance be prepared to abstain from spending funds on separate transport for
malariaworkers (identified as a possible necessity by the expert committee above) if such adecison
will jeopardise co-ordination of broad programme activities in which cost-effective delivery of
services has been achieved? A country or adigtrict may have found that it is more cost-effective to
deliver outreach services in comprehensve packages once or twice a month. The conclusion may
have been made by the ministry based on an assessment of how resources can best be used to
maximise the overall hedth impact. The maaria programme would however be more interested in
having the hedlth workers go out every week to look for cases of maariaas it would reduce malaria
morbidity and mortality more than if the programme participated in integrated out-reach services.

Rarely are policy documents from disease control programmes specific enough to provide sufficient
guidance to managers on how to dedl with complex issues of priority setting. If anything, the
documents from RBM, like for most other disease-specific programmes, would suggest to a manager
that he should fight for his programme to seek to maximise the share of resources dlocated for
combating his target disease. Programme documents underline that malaria control programmes
should be implemented "in away which contributes to sustainable and effective hedth care sysems’
while the active participation of the programme in agenera health sector development processis less
emphasised.

52 GAVI

Programme documents produced in relation to GAVI in generd contain little on relations between
immunisation activities and hedlth sector development. The policy is the one adopted and promoted
by the EPI and the Polio eradication. It has aclear and specific focus on immunisation activities and
vaccine logistics. As such they do not require specid arrangements but could be integrated in regular
hedlth services. However, concerns have been expressed that the launch of GAVI may distract
interest and resources from integrated health sector support programmes and sector-wide
approaches.
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The issue was discussed at the first meeting of GAVI partnersin Noordwijk, the Netherlands last
year under the topic "Integrating immunization services within the health system”. At the meeting, Dr
Tore Godd, Executive Secretary of GAVI said that ” The Alliance is committed to enabling countries
to strengthen their own immunization programmes as part of an integrated health sector.” He gave as
an ensurance of this commitment the example of the proposa process for the Globa Fund for
Children’s VVaccines which requires countries to set their own priorities and targets, gives countries
maximum freedom in the use of funds for strengthening immunisation services through the ” share’
concept, and emphasises nationa control by requiring each country to have its own nationd inter-
agency co-ordinaion committee (ICC) focused on immunisation.®®

Dr Goda addresses in this statement more the issue of nationa ownership than the relation between
the immunisation programme and other hedlth sector activities. The maximum freedom of use of funds
referred to islikely to be limited by the directions of implementation given by the globa EPI
programme.

At the meeting in Noordwijk aministeria symposium was held on how to extend access to hedth
sarvices for ther citizens. The report of the meeting is of interest asit contains many of the issues on
how to implement immunisation programmesin integrated hedlth service ddivery that have been
raised. Thefollowing is an excerpt from the report.*’

Ministerial symposium: new health priorities within the health sector: complementary not
competing efforts

More than 20 Ministers of Health from developing countries, and other high-level health ministry staff,
participated in alively discussion of the issues, challenges and mechanisms to extend access to quality
hedlth services for dl their citizens.

The Ministers largely agreed that international initiatives such as GAVI are vauable for bringing
agencies and organisations together around agreed priority outcomes. This focus increases the
likelihood of efficient resource use, of demonstrated results, and of inspiring greater investment.

Idedlly the new initiatives would:

- help nationa authorities highlight particular activities that will be needed if people are to be enabled
to benefit;
help national authorities to better deliver these activities through expanding and improving capacity
of their health systems;
strengthen the capacity of nationa authorities to co-ordinate partners and monitor progress

Furthermore, the Ministers agreed that international health initiatives can be successfully integrated into
sector wide approaches, provided that certain conditions are met:
respect for national planning and implementation processes (including decentralisation),
appreciation of the real shortages in human and financia resources, and
response to the need for "core" financial support to heath systems.

To thisend, it would be best if new resources were to be made available without tight earmarkings,

were available over along time frame, and within budget. The initiatives should be carried forward in
ways that minimize unnecessary duplication at the country level.
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Ministers believe that the new globa priorities will prove essential for mobilizing resources and raising
hedlth issues on the international political agenda. The desire to see results quickly in meeting specific
health targets should not tempt governments to adopt unsustainable approaches or approaches which
compete with broader health goals. In a well-managed system — provided sufficient resources can be
mobilized — targets can be met in a sustainable way and the wider health system can be enhanced in
the process.

As can be expected from a high-leve statment of alarge number of ministers the document does not
go into detall on how to actudly help nationa authorities to better ddiver activities through expanding
and improving capecity of their heath systlem. However, the meeting has set the prioritiesin stating
that "The desire to see results quickly in meeting specific hedth targets should not tempt governments
to adopt unsustainable approaches or approaches which compete with broader health gods. In a
well-managed system - provided sufficient resources can be mobilized - targets can be met in a
sustainable way and the wider system can be enhanced in the process.”

The question is how GAV 1 supported activities will take into account this consideration. What has
happened in the past is that programmes driven by short- to medium term targets have met hedth
systlems in which resources have been insufficient and therefore not well-managed. In this Stuation it
has often been tempting to seek a"short-cut” through a direct pipeline for ddivery of servicesin
order to reach the targets. As discussed before this may not necessary mean that such a course has
been detrimentd to overd| hedth sector development gods. It could in some ingtances even have
contributed to them. However, the question if the resources invested could have generated more
vaue from along-term development perspective remains unanswered.

That the EPI is aware of the issues is documented in the "Assessment guiddines' referred to earlier.
In these quiddinesit issaid that

"Investments in outcome oriented programmes usualy have consegquences for the whole hedlth
system. Activities, which benefit the whole hedth system, should be favoured. Recommendations that
short term may benefit immunization services, but have potentia negative impact on other services
should be discouraged. Sustainable solutions should be sought.™®

An assessment of the health system isincluded in the guiddines. This assessment has a focus on how
the hedth system will affect immunisation activities rather than how these activities can fit into the
overd| hedlth sector development policy.

Even 0, it must be concluded that GAVI/EPI isincreasingly taking into condderation the discusson
on "vertical programmes' and sector-wide gpproaches. The ministerid statement above from the first
partner meeting of GAVI will no doubt speed up this process.

Many of the questions around implementation of immunisation and other disease-oriented control
programmes can only be answered by assessng how they perform at country and digtrict level. A
serious effort was made some years ago to make such a study of the Polio eradication programme®.
Three country studies were made and the results synthesised. The study concluded in essence that
Polio eradication programmes may strengthen the hedlth sector, rather than weaken it, but that this
will require co-ordinated planning and a strong leadership which has wider responsibilities than just
polio eradication.
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53 STOPTB

The documents on Stop TB contains little on the reation between TB control and the hedlth sector.
However, the TB control strategy is based on full integration of the activitiesin afunctioning hedth
system. The programme does not suggest that separate structures or functions be established within
the hedth system to reach programme targets®. The TB programme has, from that point of view,
more in come with initiatives such as the Integrated Management of Childhood IlInesses (IMCI) and
the Safe Motherhood Initiative (SM1), programmes which focus on activities which occur in the
household or in the hedlth facility when a heglth worker meets a patient™. To quote a recent paper
funded by the Irdland Aid "These initiatives (i.e IMCI and SMI author's note) address best practices
and their implementation, so their inputs do not conflict with the Irdland Aid sector approach and
serve only to build human capacity in hedth care. In turn thisimproves the range and qudlity of
primary care ddlivered to poor communities at the periphery.'”
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6 Discussion and conclusions

This sudy has documented that targeted disease control programmes often have been reatively
successful in achieving their targets. These programmes have however often had a short- to mid-term
perspective and they have been very focussed on the specific targets they have set up for themsalves,
sometimes ignoring the need for systematic and coherent approaches to hedlth sector devel opment.
At the same time this study has concluded that these programmes have generated system effects
which should have benefitted the hedlth sector as awhole. Development of skillsin management and
programme planning are examples of such effects.

The cogts of the disease control programmes in terms of |ost opportunities for sustainable health
sector development have not been assessed, much for the reason that such estimates necessarily
would have to be based on a number of questionable assumptions. Even o, it should be pointed out
that the resources used for programmes aimed at controlling specific diseases can and could have
been used in adifferent way. It cannot be excluded that such use could have lead to larger hedth
gainsin along-term perspective than what has actualy been generated.

Much as aresult of the piece-meal organisation of health services that specific disease contral
activities and projects have lead to, new models for health sector support have been developed.
These models have sought to creste acommon platform for al health sector support, a platform
based on integrated, balanced and coherent development of the health sector. These moddls,
gathered under the concept Sector-wide Approach (SWAP), have been thorough in their system
design and support, but have been less specific on the actud content of the services to be ddivered
through the heath system. From that point of view they complement targeted disease control
programmes which often have lessto say on the hedlth system through which they work or will be
implemented. 1t would therefore seem that there would be opportunities for collaboration.

The SWAp concept has after ten years of preparation and methodological work become functiona
in savera countries and the gpproach is gradudly being introduced in more countries, in particular in
Africa. It has been said that "The sector gpproach in a concept whose time has come.'”. However,
the concept now faces the chalenge of being tested through red implementation. Unlessiit can prove
itsvaluein a short- or medium-term perspective, donors may not have the patience to wait for the
gpproach to become fully viable.

New targeted disease control programs are now being launched. Malaria and tuberculosis are among
the targeted diseases The Globd Alliance on VVaccines and Immunization (GAV1) is srengthening the
dready existing Expanded Programme on Immunization which has shown sgns of weskness as
donors have tried to withdraw from its support. HIV/AIDS is dso getting increased attention as the
epidemic is getting worse. All this puts the coordinated approaches to sector-wide support which are
now gradually being adopted by many countries a risk. Since large sums are now being invested in
disease control through various globd initiatives, countries may give priority to short-term morbidity
and mortaity reduction at the expense of more long-term investments which may yield more
sugtainable hedth gains.
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How will the GHI programmes affect the SWAp process? Will the Initiatives interfere with the basic
ideaof running an integrated sector programme or will they form part of it? Will they disrupt the
sector-wide approach and force ministries to adopt an organisational matrix based on projects with
separae line orders of responsibility down to the periphery? Or will they rather provide the
substance of SWApsthat will lead to the impact on hedlth indicators that ministries and donors dike
hope will be the result of integrated programme planning and implementation?

These are essentid questions now facing the international health community. The Globa Hedth
Initiatives represent both athreat and an opportunity to the sector-wide approach concept. A
serious discussion on modes of implementation must be initiated to ensure that internationa support
to the hedlth sector in deprived countries and popul ations leads to improved health on a short- as
well asalong-term basis.

The chdlenge for the coming yearsisto ensure integration of disease control in sector investment
programmes. It is felt that both disease control programmes and sector-wide approach models can
gain from such an integration. Through the adoption of SWAp, disease control programmes will be
implemented in a health system which provides the infrastructure and management support required
for sugtainable achievementsin disease control. Through integration of disease control, SWAp will fill
the system with specific and clearly structured content which will motivate managers and hedth
workersto fully participate in the sector-wide gpproach.

Arguments for such an gpproach can be found in arecent World Bank report whereit is concluded
that ” A mgor thrust in the HNP (Health, Nutrition and Population) sector is hedth reform or hedlth
systems devel opment (HSD). Only about 20 percent of hedlth reform projects have defined the basic
services that could facilitate linking project budget dlocations with health outcomes. However, some
HSD projects support public heath functions thet are critica for sustainable implementation of the
best buys, for example, surveillance and pharmaceutica systems.”™

The collaboration between SWAp models and disease control programmes must be based on
dialogue and partnership. Both sides must be prepared to make compromises and adjustments to
ensure that forces are joined for increased hedlth gains. These increases are in particular to comeina
long-term and sustainable perspective. Short-term and long-term targets must therefore be balanced.
It should also be acknowledged that standard models can only guide, not dictate sector devel opment
at country level. In some poor settings, resources may not be sufficient to run a consistent sector
development programme, in which case some areas of particular concern, such as maariaor
HIV/AIDS may have to be given priority. (See Annex Il for adiscusson on HIV/AIDS control and
SWAPp in Tanzania.) Preconditions for successful implementation of sector-wide approaches should
therefore be further analysed. At the same time, disease control programmes and Global Hedlth
Initiatives should reduce their emphasis on globa or regiond targets to dlow more flexibility in choice
and priority setting a country level.

The modd for Integrated Mangement of Childhood IlIness (IMCI) may be an example of how
disease contral activities can be designed in order to facilitate integration into wider health sector
development programmes. The IMCI has not set any globa targets, it has afocus on hedlth services
activities and process, and it presents a generic algorithm for prevention and cure of the targeted
diseases that can fit into any hedlth system.
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The support mobilised for disease control and the theoretical framework for integrated and
coordinated hedlth sector development which has been established through the Sector-wide
Approach provides a unique opportunity for true development of the hedth care sysemsin
resource-scarce settings. This opportunity should not be missed by allowing theoretica concerns or
inflexible attitudes to dominate the internationa arena for assstance to hedth development. Work in
international health must now be focussed on integration of disease control in health sector
development models. All forces should come together to find a common platform for maximum
health outputs from sustainable and yet efficient hedth services.



Annex |

WHO Commission on M acroeconomics and Health (CMH)

Working Group 6: Health and Inter national Development Cooper ation

Terms of Reference
Topic 2: Effectiveness of Development Assistance in Health (DAH)

Paper 2.4: Global Health Initiatives and National Level Health Programs:
Assuring Compatibility and Mutual Re-enfor cement

1. Background

The Effectiveness of Development Assistance in Health: Lessons from the Literature and
from Case Studies. The objective of this paper isto ensure that the WG’ s congderation and
recommendations on future directions in DAH build on the record of past experience. At least two
perspectives on the definition of effectiveness will be consdered in developing thiswork. Firg, it will
be important to acknowledge the complexity of the chain of links that intervene between the injection
of money and ideas and better hedlth outcomes. It isinherently difficult to thinking about the impact
of development assstance in isolation. Except in very unusud circumstances one islooking at the
impact of spending from avariety of sources (including, of course, domestic ones) on hedlth
outcomes. Attributing impact to aid doneisrarely going to be ussful. This paper will help structure
the WG’ s consderations of issues such astherole of DAH in various policy and inditutional settings
that are less propitious for sector reform than others.

Effectiveness of DAH is understood as aid financed hedlth interventions reaching its stated objective
however defined —i.e. ‘doing the right thing’. Further, the notion of efficiency, or cost-effectiveness,
refers to whether effective DAH reaches its objectivesin the least costly manner —i.e. *doing the
right thing in the best possble way’. Moreover, it is also emphasized that it is of equa importance to
incorporate aspects of sustainability, i.e. effectiveness over time, in thiswork.

2. Global Health Initiativesand National Level Health Programs. Assuring
Compeatibility and Mutual Re-enfor cement

In the past recent years, anumber of globd hedth initiatives (ghi) have been initiated in view of
improving disease control, notably for the poor. Examples of such ghi include Rall-back Mdaria
(RBM), Global Alliance for Vaccine Initiative (GAV1), Stop-TB and Tobacco-free Initiative. All of
the initiatives include a number of partners, athough WHO is the common denominator.

The ghi are, generdly, widely welcomed by the internationa health development community, as they

offer an important opportunity to improve the health of the poor and to raise additiona financia
resources.
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At the same time, it isimportant to assure that the ghi are trandated into effective hedth interventions
a the nationd leve that respect existing nationa hedlth care sysems and indlitutionsin a
comprehensive and sustainable manner. Moreover, hedth outcomes are achieved through work in
multiple settings and contexts, meaning that ghi cannot subgtitute for effective nationa hedlth systems
that ensure sustainable service ddivery.

As such, the main objective of this study is to assess the extent to which ghi gpproaches are
trandated to the country level as effective and long-term sustainable programs for hedth
improvements.

To thisend, the study will address these issues and questions:

A.

the positive analysis:

To what extent are specific disease targeted programs included in nationa plans and
priorities, for example in PRSPs, Hedlth Sector Strategic Plans and SWAp processes?

To what extent are recipient countries represented in the on-going discussions on ghi a the
nationd, regiond and globd levds?

How isthe notion of national ownership of specific disease programs assured and accounted
for?

Support to nationa health care systems. to what extent are disease pecific programs
systems dependent on, and to what extent do such programs actually support nationd health
care systems?

To what extent are targeted programs included in existing adminigtrative and financia report
and planning systems?

Accountability: what is the pattern of accountability among the different partnersinvolved in
targeted programs, i.e. who is accountable to whom and for what?

How is the long-term sustainability of programs assured?

the normative analysis:

What approaches, reforms and mechanisms are needed to ensure that targeted disease
interventions are systems supporting and compatible with sector approaches? What actions
are needed to ensure that dl partners are truly involved in the discussons of formulating the
future of DAH and ghi?

How can partners ensure that targeted programs also contribute to improvements in public
hedlth (as opposed to only medica care) through behavioral changes when such changes are
needed, e.g. in combating HIV/AIDS?

How can partners ensure that targeted programs contribute toward a comprehensive hedth
policy diadogue that incorporates the overall macroeconomic and other issues at stake; e.g.
civil service reform, poverty reduction strategies and resource mobilization for loca and
globa public goods?

M ethodology
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The study should address the above issues by means of a host of gpproaches: the author’s own
experiences, discussons with rdlevant individuds, exigting literature, reports and evauations of past
and current programs and initiatives.

Annex I1.

Comments on each of theissuesraised in the Terms of Reference

In the Terms of Reference (ToR) for this assgnment anumber of issues and questions have been
rased. In this annex each one of them is systematically addressed.

1. Towhat extent are specific disease targeted programsincluded in national plans and
priorities, for example in PRSPs, Health Sector Strategic Plans and SWAp processes?

A review of documents from countries where SWAp processes are under way or dready much in
place, such as Mdi, Senegd, and Ghana, and generd policy documents on integrated health sector
development shows that specific diseases are little addressed in these documents™ " 7 ® ™, The
reports dedl with overdl issues of development of planning processes, management and
implementation, human resources development and monitoring and eva uation. The target groups
which are often identified as prioritised tend to be the same as those targeted by disease control
programmes, such as women, children, and HIV/Aids affected. When the content of the actud hedth
services to be delivered is discussed the activities which are mentioned are usudly those promoted
through various speciaised programmes. They may be child health services (promoted through the
IMCI and EPI), maternity services (promoted through the Safe Motherhood Initiative and other
related programmes), services to those afflicted by HIV/Aids (promoted through Stop TB,
programmes for control of Sexualy Transmitted Infections and Aids) or other specific diseases. It
would therefore seem that there would be opportunities for broad sector investment programmes to
incorporate various disease control programmes within their framework. This has been donein
severd countries for the Integrated Management of Childhood IlInesses where advisers on this
programme has been on the planning team for a Sector Investment Programme from the start®. In
fact, there has been little controversies around thisinitiative because it has from the onset abstained
from any ambitious programme design which would include establishing a management structure
separae from the one dready in place for broader hedlth sector development in most ministries™.
Apart from this, limited work has been done so far on building bridges between sector-wide
approaches and disease-oriented control programmes, maybe creating unnecessary conflicts
between "vertica" and "horizontd™ approaches. It is quite possible that much could be achieved if a
serious effort was made to define how disease contral fits into sector-wide support programmes.

2. Towhat extent are recipient countries represented in the on-going discussions on GHI at
the national, regional and global levels?

There has been involvement of recipient countries from the onset of the Globa Hedlth Initiatives,
ether on a consultative basis or through partnerships.



WHO has initiated Roll Back Mdaria. WHO is an organisation in which countries from Africa, Asa
and Latin America are represented on the same terms as countries in Europe and North America
They have therefore been involved from the gart of the discussons on thisinitiative. The African
minigters of hedth were dso quick to adopt the initiative at the African summit on maariain Abujain
April 2000.

With regards to GAVI, recipient countries have over the years devel oped significant expertise in the
implementation of immunisation programmes. These experts have had good participation at global
level in the discussion on vaccinaion policies and programme developments. EPI programmes have
been given highest priority by many countriesin Africa, Asaand Latin America over the years and
the support for GAVI has been received positively by their governments. At the same time the
Statement made by the African ministers in Noordwijk expresses a concern over some critical
eementsin the launch of the initiative. This may suggest that they have nat been fully involved in the
development of the policies set out by GAVI.

Stop TB has been devel oped over severd years by WHO in close collaboration with other
internationa organisations such asthe International Union againgt Tuberculosis and Lung Disease, an
organisation gathering professionas from al over the world. This has ensured a participatory process
in which the recipient countries dso have played an important role. Severd of the principles guiding
the programme have aso been tested in Africa, ASaand Latin America before adoption.

While participation of recipient countries often has been good in the development of disease control
programmes and Globa Hedlth Initiatives, it is aso important to note that there is alimit to how much
each country can influence the generic and globa programme. The purpose of these programmes is
to combat diseases globally and as has been illustrated they often set globa targets. The success of
the programmes will depend on how well the generic programme isimplemented in each country.
Some adaptation to loca conditions for the implementation may be required but the overal targets
and design cannot be changed. A minitry of health may not necessarily see tetanus dimination asa
priority in their own country but it will be under pressure to adopt it as atarget in order to make its
contribution to the globa hedth agenda. Each county's share of the globa hedlth indicator will

depend on the size of its population so the bigger the population, the more pressure will there be on a
country to implement the various hedlth initiatives which set globd targets.

The actua freedom of choice for a country may be more limited once a globa programme has been
established than what it may appear to be when just reviewing the participatory process before a
global agendais set. The benefit of setting globa or regiond targetsis that targets tend to provide an
incentive for hard and determined work to reach these targets. The cost of such targetsis however
that they reduce the freedom of choice in priority setting for each country in the region or the world.

3. How isthe notion of national ownership of specific disease programs assured and
accounted for?

Nationa ownership of disease programmes is ensured through the participatory programme
development process described above. It is aso up to each country to adopt or adapt the
programmes according to their priorities. However, as dready discussed thereisin redity alimited
degree of freedom for each country in selecting disease control initiatives and programme design.



Once the World Hedlth Assembly has decided on a globa health programme, member states are
expected to adopt it. So far, these programmes have also developed rather detailed guidelines for
programme policies and implementation, leaving little room for loca adaptation. IMCI has however
emphasised the participatory process and advised countries to go through an adaptation phase
before launching the initiative. The choice of antibiotic to be recommended for trestment of, for
ingtance, pneumoniawill depend on the patterns of resistance againg antibiotics anong the bacteria
causing the disease.

4. Support to national health care systems: to what extent are disease specific programs
systems dependent on, and to what extent do such programs actually support national
health care systems?

Disease specific programmes rely heavily on nationa hedlth care systems. The programmes require a
health sector infrastructure through which their services can be ddlivered, they need killed
manpower who can readily take on the messages on programme design, prevention and case
management and then implement programme guidelines, and they need the financia resources and
politica commitment from the leadership in the hedlth sector. Without dl this support a disease
gpecific programme will achievelittle.

Disease gpecific programmes support nationd hedth care sysemsin various ways. They deliver
guidelines for disease control including details of how to ded with prevention and disease episodes.
They provide generic models for hedth programme management. They contribute to improved skills
of hedlth care personnd by transferring knowledge on programme and case management and they
support monitoring and evaluation by introducing methods for follow up and feedback to programme
managers and personndl.

5. Towhat extent are targeted programs included in existing administrative and financial
report and planning systems?

The diseases which are targeted by disease pecific programmes are usudly included in the generd
disease reporting systems of countries. However, some of these programmes have not found this
reporting detailed enough and have therefore advised countries to devel op separate reporting
systems. This has caused much debate and contributed to the need for coherent and integrated
approaches to health sector development.

On financing and accounting, programmes have often had separate budget lines in the Minigtry of
Hedlth budget. The principles of book-keeping and accounting have often been the same as for
other minigtry activities. The issue a hand is not whether or not targeted programmes have set up
pardld systemsfor reporting and accounting because it is not typica. The issueisrather that they
have been treated as separate entities within the ministry system. Planning has therefore tended to be
separated from other activities within the public hedth system. At lower leves, implementation has
however more often than not been integrated with other services.

6. Accountability: what is the pattern of accountability among the different partners
involved in targeted programs, i.e. who is accountable to whom and for what?



In countries, lower level gtaff is accountable to their superiors within the government structure. These
superiors often have awider respongbility than only one targeted programme. Even for EFI it is
more common than not, to have the programme being supervised by a person who is overal
responsible for Communicable Disease Control (CDC) at didtrict level. Special EPl managers may
be found at provincid level, but it gppears to be as common to find a CDC person in charge here as
well. AIDS control programmes may have separate management down to district level®.

At country leve it iscommon to have anationa manager for atargeted programme. The person
supervising the programme at province or regiond leve will report to this person. The line of
authority often goes, however, from the head or director of the CDC department in the ministry to
the person in charge a lower leve, and not from the manager of the specific disease control
programme. The CDC director may sometimes del egate supervison and decison making to the
latter but it is as common to find that the specific disease managersin the ministry are seen more as
experts within their field of work and as such advice the CDC director and other directors on
necessary action to be taken with regard to control of the targeted disease. In redity, formd lines of
authorities in disease specific control programmes therefore are much less "vertical” than what they
may appear from outside. A reason for the misperception, is that the actua power may follow the
money and not the formd line of responghility. Since many of the targeted programmes have
received subgtantial funding from donors and international organisations like Unicef, those in charge
of these programmes have had more influence than what their formal pogitionsimply.

Ministries have been responsible to the donors and since programme performance has been
important for decisons on further support, the programme managers have been quite important in the
political process within the minigtries of heglth.

The stuation described has sometimes made the actud line of authority and accountability somewhat
unclear a country leve.

7. How isthe long-term sustainability of programs assured?

It has been discussed above that disease specific programmes tend to have a short- and medium
term perspective since they are usualy driven by targets with such a perspective. Even o, long-term
sustainability has been addressed in various ways. One way has been to seek to integrate teaching on
the specifics of disease control in basic teaching at medical faculties and nurse training school s™.
Another, has been to encourage countries to establish regiond or loca production of medicines or
vaccines required for the implementation of the programmes™*. A third has been to subdtitute foreign
funding of programme activities for nationd, in a phased manner.

So far, these attempts have been met with little success. Sustainability of EPI has for instance been
discussed and planned for in most countries for the last ten years a leadt, but in very few cases has
the international community been able to withdraw its assstance. One reason why immunisation
coverage leves have gone down is that national ministries have not had the capacity to take over the
full responghility for these programmes. This fallure to transfer the full respongibility of immunisation
programmes to nationa governments can be seen as a strong reason for the establishment of GAVI.



To conclude, specific disease control programmes have not been successful in ensuring long-term
sudtainability of programmes.

The normative analysis:

8. What approaches, reforms and mechanisms are needed to ensure that targeted disease
interventions are systems supporting and compatible with sector approaches? What
actions are needed to ensure that all partnersare truly involved in the discussions of
formulating the future of DAH and GHI?

In order to ensure system support and compatibility with sector approaches, targeted disease control
programmes need to take into consderation the existing structure when designing thelr
implementation plan. They need to adapt their training programmes to the existing manpower
structure and the overd| plans for human resources management. They need to co-ordinate their
trangport and logigtics with other smilar activities.

The disease pecific programmes should be integrated with overal hedth plans from their onset.
Panning should be made in common at al levelsin the hedth care system and it should involve all
essentia actors. The targeted programmes should fit into the existing macro-gtructures in the hedlth
sector and they should be put under same responsbility a provincid and digtrict level as other hedlth
programmes. Targeted programmes should not establish their own systems for reporting, monitoring
and supervision but rely on integrated approaches for these functions.

Hedlth sector development programmes, on the other hand, should include targeted disease control
as an essentia element. Sector-wide approaches should bring their framework and policiesto the
implementation level. When doing so they will need concrete plans for the daily work in the hedlth
services and a community level. These plans can often be provided by the disease specific
programmes. These programmes provide the technical guiddines and information required for a
holistic and credible sector programme. Such information is aso often needed in order to gain the
confidence of professond groupsin asector programme.

Involving disease specific programmes in the planning of comprehensive hedlth sector deve opment
or sector investment programmes should ensure these programmes that their agenda is considered
and ligten to. It would provide an incentive for these programmes to support the overal sector
development. When involved, programme managers may find that they have more to gain than to
lose from integrated planning and implementation.

In order to ensure that dl partners are truly involved in the establishment of Development Assistance
for Hedth as well as Globd Hedlth Initiatives, dl parties should acknowledge theright of each
partner to bring his agenda to the planning process and respect hisright to get listened to. True
participation can only be ensured by gaining the confidence of partners and people. Thisisastrue a
internationd level as & village level. The commitment of the GHI programmes to sector-wide
approaches cannot be won without creating the confidence among these programmes that their
particular interests are better looked after in a Sector-wide Approach than in an arrangement in
which the programme is implemented separately.
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To dlow for greater flexibility a country level more emphasisin the Globa Hedlth Initiatives should
be put on nationa targets than on globd or regiond targets. As discussed, such targets may put
pressure on individual countries to alocate more resources to control of diseases than what they
would have done otherwise. It would therefore be beneficid if disease control programmes could
emphasse nationd system development and nationd priority setting to ensure that the interventions
they promote are systems supporting and compatible with sector approaches. What these
programmes could offer would then be the policies and approaches that a country could adopt and
adapt in order to be successful in its endeavours to control a particular disease. An example of a
programme thet is designed in this way is the programme promoting Integrated Management of
Childhood IlInesses (IMCI). This programme has abstained from defining global targets® and is
focussed on developing and testing best practices on how to prevent and treat childhood illnesses.

A serious and open discussion on which gpproach and strategies to chose must aways be held at
country level when sector planning takes place. As has been pointed out the recent article on
Tanzania by Hansor® it may be better if specific disease control programmes, such asthe Aids
control programme, are supported by integrated and horizonta system functions, but in poor
countries, resources are not sufficient to cover the costs for their build-up and maintenance. The
author argues that in such settings there is arisk that resources will be spread so thinly in ahighly
integrated system across the different service delivery activities and horizonta functions, thet activities
fall to reach the minimum quantity and quality for any impact on hedlth. Theoreticaly & leadt, it may
be better in such settings to base services on different disease specific programmes asit would alow
one programme to fail without a serious effect on the others. The article goes asfar asto say that
below a certain resource level the service output of integrated systems are likely to be lower than in
systems based on vertica programmes. It should be kept in mind that these arguments derive from a
gtuation in which there is grave concern over the AIDS Stuation.

A dudy from Tanzania on lodine deficiency control found that distribution through specia
programme activities was more cogt-effective than distribution through the generd hedlth services”.

The examples from Tanzaniaiillustrates well that there are no given answers to the questions on how
to best organise hedlth service ddlivery. Thiswill depend on the resources available, the planning
perspective, priorities set and the urgency in achieving a hedth impact. A good starting point for
health sector planning would therefore be to enter the planning process with an open agenda and no
ready-made solutions or formats.

9. How can partners ensure that targeted programs also contribute to improvementsin
public health (as opposed to only medical care) through behavioral changes when such
changes are needed, e.g. in combating HIV/AIDS?

From the description of the targeted programmes in this report it can be concluded that they usudly
have significant programme components aimed at behavioura change. The programmes have
increasingly become aware of the need to have a community oriented gpproach.

Child hedlth programmes have a strong component of community involvement, emphasising proper
management of cases at home and referrd to health services when danger signs occur®. UNAIDS
was formed partly for the reason that it was realised that combating Aids requires multi-sectoral



collaboration towards community-based action. A medica approach which had dominated the work
up to that point was proven to be far from sufficient. The immunisation programmes have aways
worked with community mobilisation as an essentid dement. This dement hasin particular been
supported by Unicef. Mdaria control programmes have over the last ten years been struggling with
dissemination and use of impregnated bed-nets. Seeping under nets means in many communities a
behaviourd change which does not come easily. Stop TB seeks to change the behaviour of patients
by encouraging them to return frequently for trestment even after their symptoms have subsided,
something that has proven to be difficult enough.

In essence, this means that most of the targeted programmes today have arather strong focus on
community behaviour. Donors, international organisations, governments and other partners need to
ensure that this community focusis dso redlised and given proper priority and funding. The political
structures from top to bottom needs to become engaged. Non-governmenta organisations should be
involved in programme implementation. Comprehensive plans for action amed a behavioura change
needs to be worked out in each country.

10. How can partners ensure that targeted programs contribute toward a comprehensive
health policy dialogue that incor porates the overall macroeconomic and other issues at
stake; e.g. civil service reform, poverty reduction strategies and resource mobilization for
local and global public goods?

The confidence, engagement and commitment from any individua or organisation is gained by
conviction, not by coercion. Targeted programmes, such asthe Globa Hedlth Initiatives, should be
involved in a participatory process a internationd, national and local level in which comprehensive
policies and broad issues are discussed. Their contribution in this dialogue should be respected and
listened to without being judged by preconceived ideas. Targeted programme leaders and policy
makers, on the other hand, need to prepare themselves for participation in broad devel opment
grategiesin which conflict of gods may require their compromises so thet they can count on full
support from al actors.

39



! Walsh JA, Warren KS. Selective primary health care: an interim strategy for disease control in developing
countries. New England Journa of Medicine, 1979, 301:967-974

2 KejaJ, Henderson R. The Expanded Programme on Immunization: Global Overview. Geneva, WHO, 1984
(EPI/GEN/84/9)

® 1bid.
* 1bid.

® Jamison DT, Saxenian H. Investing in immunization: conclusions from the 1993 World Development Report. In
Cutts FT, Smith PG. Vaccination and World Health. New Y ork, John Wiley and Sons, 1994

® Global advisory group meeting. Report of the Expanded Programme on Immunization. Abidjan, October 1988.
Geneva, WHO, 1989 (WHO/EPI/GEN/89.1)

" Rotary International. Web-site. www.rotary.org/foundation/polioplus. 29.04.01

8 Banerji D. Crash of theimmunization program: Consequence of atotalitarian approach. Int JHealth Serv 1990,
20:501-10

° Executive Board. Eighty-third Session. Expanded Programme on |mmunization. Progress and eval uation report.
Geneva, WHO, 1988 (EB/83/4)

“World Development Report. Washington, World Bank, 1993

! Global advisory group meeting. Report of the Expanded Programme on Immunization. Abidjan, October 1988.
Geneva, WHO, 1989 (WHO/EPI/GEN/89.1)

12 A ssessment of immmuni zation services. www.who.int/vaccines-diseases. 29.04.01

13 Cutts FT. Advances and challenges for the expanded programme on immunization. Br Med Bull 1998, 54(2):445-
61

14 GAVI Global alliance for vaccines and immunization. Web site: http://www.who.int/inf-fs/en/fact169.html
12.04.01

> Cutts 1998

* Merson M. The WHO Diarrhoeal Diseases Control Program: The practical application of oral rehydration
therapy. In Proceedings of the International Conference on Oral Rehydration Therapy. Washington: USAID, 1983:
23-28

¥ Snyder JD, Merson M. The magnitude of the global problem of acute diarrhoeal disease: areview of active
surveillance data. WHO Bull 1982, 60(4): 605-613

'8 pierce NF, Banwell JG, Mitra RC, et al. Effect of intragastric glucose-electrolyte infusion upon water and
electrolyte balance in Asiatic cholera. Gastroenterology 1968, 55:333-43

¥ Nalin DR. Ora maintenance therapy for cholerain adults. Lancet 1968, (ii):370-2

% Manual for the planning and eval uation of national diarrhoeal diseases control programmes. Geneva, WHO,
1984

 Ibid.



I bid.
2 Ibid.

A review of the Programme's key indicators and targets. Technical advisory group 14™ meeting. Geneva, WHO,
1993 (CDD/TAG/93.10)

% Miller P, Hirschhorn N. The effect of aNational Control of Diarrheal Diseases Program on mortality: the case of
Egypt. Socia Science and Medicine 1995, 40:S1-S30

% VictoraCG et a. Therecent fall in diarrhoea mortality in Northeastern Brazil: did ORT play arole. Health Policy
and Planning, 1996, 11: 132-141

# Gutierrez G et al. Impact of oral rehydration and selected public health interventions on reduction of mortality
from childhood diarrhoeal diseasesin Mexico. WHO Bull 1996, 74: 189-197

% Bern C et a. The magnitude of the global problem of diarrhoeal disease: aten-year update. WHO Bull 1992, 70:
705714

# VictoraCG, Bryce J, Fontaine O et al. Reducing deaths from diarrhoea through oral rehydration therapy. WHO
Bull 2000, 78(10): 1246-1255

% Ahmad OB, Lopez AD, Inoue M. The declinein child mortality:a reappraisal. WHO Bull 2000, 78(10):1175-1191
%! Shann F. Pneumoniain children: aneglected cause of death. World Health Forum 1988, 6(2): 143

¥ Acute Respiratory Infections: A guide for the planning, implementation, and eval uation of control programmes
within primary health care. Geneva, WHO, 1986 (WHO/RSD/86.29)

* Fifth Programme Report. Programme for Control of Acute Respiratory Infections. Geneva, WHO, 1992
(WHO/ARI/92.22)

% Acute Respiratory Infections: A guide for the planning, implementation, and eval uation of control programmes
within primary health care. Geneva, WHO, 1986 (WHO/RSD/86.29)

* Pio A. Public health implications of the results of ARI intervention studies. Bulletin of the Intern Union against
Tuberculosis and Lung Disease 1990; 65(4):31-33

% Fifth Programme Report. Programme for Control of Acute Respiratory Infections. Geneva, WHO, 1992
(WHO/ARI/92.22)

¥ WHO steps up programmes against child-killing diseases. WHO Features no 159. Geneva, WHO, 1991

% Tulloch J. Integrated approach to child health in developing countries. Lancet 1999, 354(Suppl 2:Sl1): 16-20
% http://wbln0018.worl dbank.org/HDNet/HDdocs.nsf/ 07.06.01

“ Formulating strategies for health for all by the year 2000. Geneva, WHO, 1979

I Rifkin SB, Walt G. Why health improves: defining the issues concerning 'comprehensive primary health care'
and 'selective primary health care'. Soc Sci Med 1986, 23(6):559-66

*Walsh JA, Warren KS. Selective primary health care: an interim strategy for disease control in developing
countries. New England Journa of Medicine, 1979, 301:967-974

* Cassels A, Janovsky K. A time for change: health policy, planning and organization in Ghana. Health Policy and
Planning 1992; 7(2):144-154

a4



“ CasselsA Aid instruments and health systems development: an analysis of current practice. Health Policy and
Planning 1996; 11(4): 354-368

“*® de Beyer JA, Preker AS, Feachem RGA. Therole of the World Bank in international health: renewed commitment
and partnership. Soc Sci Med 2000, 50:169-176

* Cassels A, Janovsky K. Sectoral Investment in health: Prescription or principles? Soc Sci Med 1997; 44(7):1073-
76

" Cassels A Aid instruments and health systems development: an analysis of current practice. Health Policy and
Planning 1996; 11(4): 354-368

*® Cassels A, Janovsky K. Sectoral Investment in health: Prescription or principles? Soc Sci Med 1997; 44(7):1073-
76

* Cassels A. A guide to sector-wide approaches for health development. Geneva, WHO, 1997
% Cassels A. A guide to sector-wide approaches for health development. Geneva, WHO, 1997

*! Cassels A, Janovsky K. A time for change: health policy, planning and organization in Ghana. Health Policy and
Planning 1992; 7(2):144-154

*2 Asamoa-Baah A, Smithson P. Donors and the Ministry of Health: New partnershipsin Ghana. Geneva, WHO,
1999 (WHO/EIP/99.1)

% Staff Appraisal Report. Republic of Ghana. Health Sector Support Program. Report No. 16467-GH. Washington,
World Bank: Human Development 2 Africa Region, 1997

* Asamoa-Baah A, Smithson P. Donors and the Ministry of Health: New partnershipsin Ghana. Geneva, WHO,
1999 (WHO/EIP/99.1)

*® Walt G, Pavignani E, Gilson L, Buse K. Managing external resources in the health sector: are there lessons for
SWA ps? Health Policy and Planning 1999; 14(3):273-284

% Foster M, Brown A, Conway T. Sector-wide approaches for health development. Geneva, WHO: Global
Programme on Evidence for Health Policy, 2000

* The African Summit on Roll Back Malaria. Abuja, Nigeria, 25 April 2000. Geneva, WHO:RBM, 2000.

% Roll Back Malaria. Fact Sheet No 203. Geneva, WHO, Sept 1998

% www.who.int/vaccines-diseases/history. 29.04.01

% poliomyelitis. Fact Sheet No. 114 (Rev April 2001). Geneva, WHO,2001

81 www.polioeradication.org 2001. 05.05.01

% www.stoptb.org. 05.05.01

& bid.

# WHO Expert committee on Malaria: Twentieth report. WHO, Geneva, 2000

% Nabarro D. RBM Action at Country Level: theinception process. Geneva, WHO, 2000 (WHO 01/14/00)

% http://www.vaccinealliance.org/downl oad/noordsummary.doc 12.04.01

42



I bid.

% Assessment of immmunization services. http://www.who.int/vaccines-diseases/* 29.04.01

% Mogedal S, Stenson B. Disease eradication: friend or foe to the health system? Synthises report from field
studies on the Polio Eradication Initiative in the Tanzania, Nepa and the Lao People's Democratic Republic.
Geneva, WHO, 2000.

" K umaresan J, Luelmo F, Smith |. Guidelines for Conducting a Review of aNational Tuberculosis Programme.
Geneva, WHO, 1998

™ Claeson M, Waldman RJ. The evolution of child health programmes in developing countries: from targeting
diseases to targeting people WHO Bull 2000, 78 (10): 1234-1245

2K evany J. Global health initiatives for the major diseases of poverty: opportunities and challenges for Ireland
Aid. Dublin, Trinity College, 2001

" Asamoa-Baah A, Smithson P. Donors and the Ministry of Health: New partnershipsin Ghana. Geneva, WHO,
1999 (WHO/EIP/99.1)

™ Claeson M, Mawji T, Walker C. Investing in the best buys. A review of the health, nutrition, and population
portfolio, fy 1993-99. Washington, World Bank (HNP), 2000

" Staff Appraisal Report. Republic of Ghana. Health Sector Support Program. Report No. 16467-GH. Washington,
World Bank: Human Development 2 Africa Region, 1997

"® République du Mali. I dentification desinterventions dans | e secteur de la santé financement de la Commission
européenne sur fond du 8éme FED. Rapport final. Brussels, European Commission, 1999

" Senegal . Programme d’ appui au secteur de la sante. Proposition de financement
8eéme FED. Brussels, Direction générale V111 Dével oppement, European Commission, 1998

8 Republic of Senegal . Integrated Health Sector Development Program. Staff Appraisal Report. Report No. 16756-
SE. Washington, World Bank: Human Devel opment 2 Africa Region, 1997

™ The World Bank and the Health Sector in Mali. An OED Country Review. Report No. 18112. Washington,
World Bank: Sector and Thematic Evaluations Group. Operations Evaluation Department. 1998

% The Gambia- Participatory Health, Population, and Nutrition Project. Project Appraisal Document. Washington,
World Bank: Human Development 2 Africa Region, 1998

8 Waldman R. et al. Overcoming remaining barriers: The pathway to survival. Washington, Basics, 1996

¥ Hanson S. Health sector reform and STD/AIDS control in resource poor settings - the case of Tanzania. Int J
Hedlth Plann Mgmt 2000, 15:341-360

% Ninth Programme Report 1992-1993. Programme for Control of Diarrhoeal Diseases. Geneva, WHO, 1994
(WHO/CDD/94.46)

| bid.
® Tulloch J. Integrated approach to child health in developing countries. Lancet 1999, 354(Suppl 2:Sl1): 16-20

# Hanson S. Health sector reform and STD/AIDS control in resource poor settings - the case of Tanzania. Int J
Hedlth Plann Mgmt 2000, 15:341-360



% Peterson S, Forsberg BC, Gebre-Mehdin M et al. Cost-effectiveness of distribution systems for iodized oil
capsules. Hygiea 1994;103(1):360

% Claeson M, Waldman RJ. The evolution of child health programmes in developing countries: from targeting
diseases to targeting people WHO Bull 2000, 78 (10): 1234-1245



