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Denor assistance to health care in developing countries

David Nabarro

1. Introducticn

Most of the papers in this colloquium have examined alternative
Folicles and strategies for improving the health of populations in
developing sccieties. This paper . is explicitly concerned with
mechanisms through which overseas development aid is provided. How can
it be used to assist with the formulation of relevant policies and the
Successful implementation of sustainable gtrategies by governmenta,
public and private institutions and other concerned grours within
developing countries? The ©paper examines the advantages and
disadvantages of the hilateral ald process. It then ccnsiders the
Potential advantages of multilateral agencies as Promoters of
development and examines the objectives, workstyle and impact of a
number of multilateral aid agencies that utilise donor funds to
Initiate actions that will affect health. The paper ends with a list
of issues that, in the author's view, all bilateral agencies need to
keep under cont'inuous review whether they provide finance t¢ developing
countries directly or channel their funds through a multilateral
agency.

2. The purpose of overseas develorment asgistance: rrinciples and
practice

All donor agencies - whether bilateral or multilateral - accept
that the underlying purpose of external financial and technical
assistance to developing countries is to increase their people’s
capacity to promote development. External assistance should help them
to design and manage effective, equitable and sustainable initiatives.
The people of a developing comntry should be in control of this
Process, and should determine the priorities for development
activities. In many cases, national governments will act on behalf of
their people and secure technical and financial assistancs for
develorment initiatives from cutside. Hence, most donors emchagise the
need to work threcugh governments, particularly when they are cenvinced
that they are representing their people’s best interests. The
Situaticn is a little more complex if a donor agency perceives that a
sovenmment is  cincerned with the interests of a small fraction of the



pcpulation.

The requests for external assistance generally c¢cme frem
developing ccuntry governments to donor agencies - both bilateral and
zultilateral - through their representative missions in the countries
themselves. Donors, of course, have their priorities, too. There is
usually considerable dialogue between the government and the denor, and
between donors, when such a request is being made.

3. Bilateral donors® priorities

What are the priorities of bilateral donors? Scme of these relate
to explicit global, regional or local political issues, and the extent
of the political influence that the donor wishes to have over the
recipient country’s government. Such factors have a direct effect cn
the amount of foreign aid offered to a particular country and to the
conditions that may be attached to it. Sometimes there is close co-
operation between bilateral donors and aid is channelled through
agencies which represent groupings of bilaterals - such as the EEC.

Funds for bilateral aid initiatives have to be provided cut of
Government resources, obtained through taxation. Government spending
is always under scrutiny frem parliaments and, increasingly, frem
pressurs groups. Governments of donor countries are therefore
wnwilling to offer aid if they do not believe that their money will be
used to good effect. This consideration applies whether the aid is
being channelled through the bilateral process or threugh a
multilateral agency. Hence donors are concerned with the way in which
aid funds are being used. When they examine 2 request for agsistance
to improve national capacity they will want more detailed information.
"Capacity to do what?"; "How will the capacity be improved?”; "How will
these imprbvements be assessed?”; “How will the process of capacity
building be initiated, maintained and monitored?”  They may be forced
to ask "How will the process benefit cur domestic interests?" Donors
will have views on appropriate mechanisms for improving capacity, and
the feasibility and suitability of those proposed by recipient
countries. There will be debate and dialogue on these issues within
any one donor agency, tetween donors, and between the dcnor and the
recipient country. Inevitably, therefore, the donor will "interfere"
in the process of development if it is providing financial and
technical assistance for this Frocess.



4. The bilateral assistance process in practice,

Requests for financial and technical assistance are usually
sutmitted to donor governments through their diplomatic representatives
- ambassadors, high commissioners ete - within developing countries.
The decision as to whether the request will be met depends on:

(a) funds available for the country pregrarme

(b) the priority given to the sector from which the request has

come

(c) technical appraisal of the request

(d) the extent to which the request conforms with the denor’s

policy for the sector

Most donors perceive that assistance for health - particularly for
Primary Health Care - is a low priority area. It is usually difficult

to show that health aid will have direct benefits for domestic’

production within a developing country. Usually it provides few
commercial opportunities for the donor (unless capital construction-
eg hospitals - is involved). At the same time, the donor will probably
be short of technical advisers to appraise the request, to examine ita
'feasibility and to assess its potential impact en population health.
Most donors recognise that attempts to improve primary level services
in any sector - health, agriculture, education, for example - are beset
by difficulties and that projects in these areas require cansiderable
investment of management time by well-trained and experienced technical
staff. Ideally these will be citizens of the recipient country: in
practice, though, there is usually a shortage of perscnnel with the
technical and organisational capacity required by the donor. Often,
therefore, external advisers (perhaps employed as consultants) are
utilised by the donor to assist with implementation. Personnel who are
familiar with the recipient country and its problems are not easily
available, As a result, the donor organisation may have limited
institutionsl experience with the management of aid projects in the
health sector.

Scme donors have explicit policies for their health sector work
and try to confine their assistance to meeting requests that fit in
with this policy. Requests outside the policy framework may still be
<onsidersd, but attempts are made, throcugh the precese of PCLICY
DIMOGUE to brig the reguest #ithin the pwview of the denor agency's
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policy. This may cavse problems o these who are respensible for
recaiving requests from the developing country govermment: a tight
dener pelicy will restrict their capacity to negotiate. As a result,
Scme embassy staff - and their gecgrarhical divisicn chiefs - may
actively discourage developing countries frem sutmitting requests for
health sector assistance. They may be concerned thut if the process of
Felicy dialogue dees lead to the establishment of a project that fits
in to the donor’s policy framework, it may prove difficult to implement
of the ground because of limited political commitment on the part of
the recipient. The result could well be substantial underspending-

the cash that i3 not spent would represent a less to the necipi.ent'

country and could, perhaps, have more easily beeen spent on activities
within ancther sector.

5. HMutilateral agencies dnvolved in the health sector: priorities

Multilateral agencies have usually been established under the
aegis of the United Naticns for specific puposes.  Some have a remit
to help governments strengthen their activities in particular sectors
(eg health, education, agriculture ard food systems, envircnment,
population, industry), others promote the interests of particular
population groups {children, labourers). Those most active in the
health eector are the World Health Organisation (WHO), the United
Nations Children‘s Fund (UNICEF), the United Nations Fund for
Population Activities (UNFPA), and the United Naticns Development
Programme (UNDP). For the purpose of this paper, it may be useful to
consider some WHO epecial programmes - particularly the Special
Programme on AIDS, the EPI programme and the programme for the control
of commmicable diseases - as though they are separate agencies.

Each multilateral agency expects to receive some core fimding from
individual ON member countries. Multilaterals have representation in
most developing countries: they also keep a small staff which will
include a number of technical personnel with experience in health
issues and with Programming ability. They then co-operate with
recipient country governments to pPropose actions that relate to their
agency’s interests. Multilaterals differ from many bilaterals in that
their policies are quite explicit. Characteristically they initiate
detailed reviews of the problems faced by the recipient country’s
gevernment in the areas which ccncern  them (ie UNICEF rsports on the



svatus of wemen and children, UNFPA studies the dynamics of pepulaticn
and acceptance of family planning, WHO studis=s of the country’s health
programme ), These reviews ars then used as the basis for naticnal,

regicnal and even global pregramming .

Multilataral agencies tend to cencentrate on  the use of defined
strategies for the achievement of their policy goals (eg primary health
care, the child survival revolution, contraceptive gccial marketing).
These strategies are often, but by no means always, evolved through
operational research; preferred strategies do change from time to time
tut usually only after new strategies have béen endorsed in a major
internaticnal meeting. The representatives of agencies tend to Promote
the strategies that they cwrently favour to recipient country
governments - to parliamentarians, opinion leaders and professicnals,
as well as to civil servants - using sophisticated . advocacy
techniques. The process of policy dialogue still occurs but in a
somewhat cne-sided manner. There may be little opportunity for the
recipient government to negotiate the financing of a proposal based an
strategies other than those advocated by the multilateral. In my
experience, representatives of recipient governments involved in such
negotiations often consider that they have not had the opportunity to
demonstrate that the strategies they propose could achieve the
mltilateral s goals in a more cost-effective or sustainable manper.

6. Bilateral finance for multilateral agency projects

A multilateral agency’s project proposal might cover a small pilot
scheme; it is just as likely to be a substantial national, regional or
even global programme with a budget of several million dollars. It
will usually have precise goals for reducing mortaiity, fertility or
disability; the strotegies to be Utilised will have been widely
described and debated among the danor commumnity and the agency will
have worked hard to establish a consensus in support of the strategies
that are to be used in the project. The proposal is circulated to
bilateral agencies. Donors committed to supporting the policy goals of
the agency, and to providing assistance in the country or region
covered by the project, will "buy into" it.

This mechanism is to the advantage of bilateral agencies which
have limited resources with which to work up health sector projects,
and which  have committed  themselves to a Farticular rate of
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distursement of funds for health aid to the support of activities in
certain priority countries. At the sape time, the bilateral agency's
staf? will be reassured that the strateyies being utilised in a
particular noted project are those which have been used elsewhere and
have received broad approval frem genior health and development
professionals. The bilateral agency will not have to expend precicus
technical manpover to monitor the Jroject - indeed the mechanisms
available for individual hilateral agencies to monitor co-financed
malti-bi project implementation are not well established. Often a

ultilateral agency implomenting - a large national programme is well
Placed to ensure the co-ordination of other aid.activiiies in the same
sector, and donors that have bought into a large country pmJect
implemented through a multilateral agency may congider that this action
reduces their need to worry about co-ordination problems.

6. The Development Banks

One other group of multilateral agencies operate in a rather
different manner. International Development Banks - such as the UN's
World Bank, or IBRD, and the AAsian, Pan-American and African
Develorment Banks - are important sources of credit for developing
country Governments. Because they are mandated to assis: ‘countries to
undergo social and economic development, much of their lending is
directed to the support of specific eectors - and these include
Population, health and nutrition. Thus a proportion of leoans given
will be geared to the achievement of the banks” stated policy goals for
these sectors. At the same time, the banks have often preceded a
dialogue about a loan in any of these ‘sectors with a country sector
review, and the loan offer - and the negotiation process -~ will te
conditioned by the findings of such a review. In practice, loans
usually go towards the strengthening of the recipient country’s human
and physical infrastructure so that it is better able to provide health
care, pcpulation control or nutriticn improvement activities in an
efficient and equitable fashion.

The maintainance of any government infrastructure carries
sutstantial recurrent cost implications. Banks will therefore te
concerned with examining the potential for recipient governments to
contain these costs without gsacrificing quality or equity. The
Fotential for recipient countries to locate resources to cover the
custs of health service delivery - through cost recovery frem service



recipionts, redistribution of government rescurces or rescurces from
nen-government resources - will also be  examined., Clearly they will
want to examine the effect of charging for services on their
utilisation Ly those whose capacity to pay for health care is limited,

7. Future Trends: Hard Questicns and Difficult Answers

The potential power of multilateral agencles, and of scme of the
large bilateral donors, to influence the paftern of health sector
activities in developing countries, is becoming increaingly Clear.
Even the poorest developing countries have to handle conflicts of
interest between different pressure groups within their owm countries.
Each grcup will attempt to push for an increased sghare of public
resources for the health care activity that it favours. As a result,
governments are rarely able to implement strategies that are likely to
lead to equitable development without ensuring that there are
discernable benefits for these in powerful pesitions. Duriig the last
15 years, many donors - both through the bilateral process and,
particularly, through miltilateral channels - have attempted to help
developing countries to increase the rescurces epent on, and services
provided for, the most disadvantaged people in their communities.
There has been widespread frustration that many countries have not been
able to sustain the actions that were initiated with donor support-
they have not been able to redistribute resources away from expensive
care which reaches a priviliged few to appropriate levels of care for
the majority. At the same time, the level of resources available to
developing ccuntry health sectors is not increasing; in many cases the
real value has declined substantially in recent years.

There are signs that the donor community has become increasingly
concerned about the spiralling costs of curative health care, and the
economic burdens faced by developing societies because of the high
levels of preventable illness, disability and mortality fuced by their
peoples.  Individuals in developing countries continue to have to make
difficult choices about the ways in which they utilise their own
resowrces to maintain or improve their health; their governments, too,
are having to decide priorities for Public health interventions based
on assessaments of the severity of the problems their peopls face and
the feasibility of tackling thenm. A number of donor agencies-
particularly multilaterals like CNICEF and the World Bank, cften



woriting in collaboraticn with bilaterals that have access to STCULS
which undertake cperational research in health care - have locked for
Ways to respond to these problems, They been Prempted bty the erisis
coenditions of runy developing country health care systems to identify
priority problems faced by the populations of developing countries, to
assess  thelr econcmic consequences, to identify cost-effective
technologies for tackling them, and to consider alternative strategies
for making these technologies available to individuals and ccmmmities.

Some donors have started to make explicit their view that naticnal

Western-style health care systems cannot possibly be financed frem the
public purse (the difficultics cwrrently being faced by the British NHS
are salutory) and that even 1if they could be, they are inefficient
mechanises for ensuring the diffusien of health~producing technslogies
o those who need them. They suggest that complementary pathways-
perhape involving +he private sector, supported by well-designed
programmes for marketing the technologies and creating demands for them
- D2y be more cost effective mechanisms for helping people to “produce
better health”.

However, it also geems likely that developing country governments
which have struggled hard to try to establish “Western-model" health
care systems will face substantial political problems if they attempt
to divert their resources towards such new approaches, away frocm the
more ccnventicpal pattern, The political problems will be greater
still if a government has attempted to meet the total costs of health
care through subsidy from the government, and has tried to provide a
health care system that is free of charge. The problems will be faced
even if the alternative approaches - such as chrging the users of
curative care at point of service, or using non-health sector channels
for dissemination of health producing technologies - can be shown to be

crunch will come as doncrs attempt to put increasing pressure on
developing countries to reallccate  resources according to <this
"logical” rationals: it is likely that the policy dialogue will, in
some instances, become a "stand-off", Some bilateral agencies would be
extremely concerned if this kind of breakdown in the policy dialcgue
were to become a reality. There is a real possibility that
multilaterals - together with some  larger bilaterals - will greup
Legether in an attempt to forve the racipiant governmwent. to adopt new
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stratagies. There would be af conflict between donors arnd the
recipient abcut appropriate mechanisms of developing national canpacity
for health care. There might also be a similar conflict between
different bilateral donor agencies, betwean scme bilaterals and the
pewerlul multilaterals, or even between multiiaterals.

3. Donor attempts to influence national health policies and
strategies: some unavoidable obligaticns

Eoth multilateral agencies and scme of the larger bilaterals are .

now  explicitly involved in attempts to influence the health sector
Policies of developing countries through the combination of
sophisticated advocacy for particular Policies and stratgies (eg child
survival) and restricting aid to propoegals which encompass the favoured
strategies. Agencies advocating such selective appreaches do have a
number of obligations.

8.1 They need to be sure that the health problems with which they
have a glotal interest really are the health problems which
are of greatest concern to the Pecple of the developing
country being offered aid

These problems of greatest concern are not neceszarily
the same as the problems which cause the greatest
mortality or years of productive life lost.

8.2 They need to ensure that the health producing techniques that
they offer really will
(a) reduce the magnitude of these healti problems, and
(b) save the number of lives that they claim to save '

A technique that prevents an individual from dying as a
result of one diseare is not necessarily going to reduce
that individual’s chance of dying as he/she may still
face high risks of death from other conditiions and
succumb as a result of one of scme months or years
later. The underlying risk factors will still te
present.

g.3 They need to check that the mechanism that is progcsed for
delivering the technigues to the people who need them really
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will do this, not just in the immediate short temm, but in
the longer tera tco

It iz clearly inappropriate for an agency to start to
taink about sustainability a year or two aftar a major
efort has been put into advocating a specific strategy
for delivering health pProducing  technolcgies:
sustainability must be considered from the start

8.4 If agencies place their major emphasis on a small number of
Selected priority problems and particular technologies to
tackle these problems they need to be sure that this will not
wdermine ongoing activities to improve health in other areas
that are, to the pecple of the recipient country, at least as
important as those which have been emphasised by the dcnor

The opportumity costs of selective public health
activities mist be considered in the light of restricted
planning, managerial and supervisory capacity in all
developing countries; claims that gelective
interventicng are the engines an which broader health
care interventions can bhe built need to be subjected to
sober econcmic and volitical analysis

8.5 Agencies should ensure that Foliticisation of health problems
faced by a specific secticn of the population (children under
3 years, pregnant women etc) through intensive advecacy will
not erase other important health issues from public
oon.sciodsness

In any society there is only a limited number of issues
that can be kept in the public eye at any cne time:
there is always the danger of popular fatigue and
disellusion if too many issues are intensively promoted,
with excessive claims being made for their potential
benefits to the people served.

The dialogue between donors and recipient countries must not be so
one sided as to prevent these issues be.irng' debated. They need to be
cebated at many levels. Firstly they should be discussed within the
solicy dialegue that gpuss take Place Letween aid agencies and


http:technologies.to

govermermnts oI develcping countries. Discussions shculd also take
place within commmities in developing countries, inside aid agencies
and, particularly, in developing country health and develorment
ministries. Powerful multilateral agencies, involved in high profile
internaticnal campaigns, may consider that they have too much to lcse
if they encourage such questicning and debate. Perhaps scme of the
other donors, who run their chews in a less public way, and do not
premise their backers that their efforts will produce dramatic results,
have a vital role to play in ensuring that the donor community as a
whole meets these obligations. Unless it does, there is a esericus.
chance that in the health sector, at least, the underlying principles
of foreign aid will befcome entrenched rhetoric; that the capacity of
developing countries to establish their own priorities for health care
will not be strengthened and will, instead, bte sericusly undermined.

David Nabarro
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1. Introductien

Host of the papers in this colloquium have examined alternative
policies and strategies for improving the health of populations in
developing socleties. This paper is explicitly oconcerned with
mechanisms tnrough which overseas development aid 18 provided. How can
it be used to aesist with the formulation of relevant Policies and the
successful lmplementation of sustainable gtratagies by governments,
mblic and private institutions and other concerned groups within
developing countries? The paper examines the advantages and
disadvantages of the bilateral ald process. It then considers the
Potential advantages of multilateral agencies as promoters of
development and examines the objectives, workstyle and impact of a
number  of multilateral aid ogencles that utilise donor funds to
ininlate actions that will aZfect health. The paper ends with a list
of lssues that, in the author's view, all bilateral agencies need to
keep under continuous review whether they provide finance tc developing
ccuntries directly or channel their funds through a muitilateral
agoency.

2. The purpose of oVeldéhs develorment assistance: principles and
practics

All donor agencies - whether bilateral or multilateral - accept
that the underlying Purpose of external financial and technical
assistance to developing countries ig to increase their people’s
capacity to promote development. External agsistance should help them
to design and manage effective, equitable and sustainable initiatives.
The penpla of a developing country should be in control of this
process, and should detemine the priorities for development
activities. In many cases, national governments will act on behalf of
thelr people and secure technical and financial asgistance for
development initlatives from cutside. Hence, most donors emphasise the
need w0 work through governmenta, particularly when they are ccnvinced
that they are representing their peopla’s best interests. The
situntion ls a littie more complex if a donor agency percelves that a
government {8 concerned with the interects of a smal] fraction of the



population.

The requests for external assistance generally come from
developing country @overnments to donor agencies - both bilateral and
maltilateral - through their representative missions in the countries
themselves. Donors, of course, have their priorities, too. Ther: 1s
usually considerable dialogue between the government and the donor, and
betienn dunors, when such a request le being made.

3. Bilateral denors’ priorities

What are the priorities of bilateral donors? Sope of these relate
%o explicit global, regional or local political issues, and the extent
of the political influence that the donor wishes to have over the
recipient country’s government. Such factors have a direct effect on
the amount of foreign aid offared to a particular country and to the
conditions that may be attached to it. Sometimes there is close co-
Operation between bilateral donors and ald is channelled through
agencies which represent groupings of bilaterals - such as the EEC.

Funds for bilateral aid initiatives have to be provided out of
Government resources, obtained through taxation. Government epanding
ls always under scrutiny from parliaments and, Incrsasingly, from
preesure groups. Governments of donor nountries are therefore
wwilling o offer aid if they do not believe that their money will be
uced to  good effoct. This consideration applies whether the aid is
belng channelled through the bilateral process or  through a
multilatoral agency.  Hence donors are concerned with the way in which
aid funds are being used. When they examine a request for agsistance
W limprove natiocnal capacity they will want more detailed information,
"Capacity to do what?"; "How will the capacity be improved?”; "How will
these improvements be ageessed?”; “How will the process of capacity
building be initiated, maintained and monitored?”  They may be forced
t ask “How will the process benefit our dazestic interestz?” Do'nors
will have views on appropriate mechaniem for improving capacity, and
e feasibility and suitability of those proposed by recipient
covntries. There will be debate and dialogue on these issues within
any one donor agency, between donors, and between the doner and the
reciplent country, Inevitably, therefore, Wie donor will “interfere"
in the process of developmwent if it ig providing financial and
technical asaistance for this process.



4. The bilateral assistance process in practice.

Requests for finaneial and technical assistance are usually
submitted to donor governments through their diplomatic representatives
- ambassadors, high commissioners etc - within devslcping countries.
The declsion as to whuther the request will be met depends on:

(a) funds available for the country programme

(b) the priority given to the sector from which the request has

come

(¢) technical appraisal of the request

(d) the extent to which the request conforms with the donor’s

policy for the sector

Most donors perceive that assistance for health - particularly for
Primary Healtn Care - is a low priority area. It is usually difficult
to chow that health aid will have direct benefite for domestic
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genanptel__vempponigiea. daw. Tha_doone (unlpna.onoifol nonatpuoting,
be short of technical advisers to appraise the request, to examine its
feasibility and to assess its potential impact on population health.
Most donors reccgnise that attempts to improve primary level services
in any sector - health, agriculture, education, for example - are beset
by difficultiec and that projecte in these areas require considerable
investment of management time by well trained and experienced technical
etaff. Ideally these will be citizens of the recipient country: in
practice, though, there is usually a ahortage of personnel with the
technical and  organisational capacity required by the donor. Often,
therefore, external advisers (perhape employed as ccnsuitants) are
utilised by the donor to assist with implementation. Persannel who are
familiar with the recipient country and its problems are not sasily
availatle. As u result, the donor organisatian may have limited
institutional experience with the management of aid projects in the
health sector.

Some donors have explicit policies for their health sector work
and try to confine their assistance to meeting requests that fit in
with this policy. Requests outside the policy framework may still be
considered, but attempts are made, through the process of POLICY
DIALOGUE to bring the request ﬁithin the purview of the donor agency's
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pollcy. This may cause Problems to those who are respansible for
rerelving requesta from the developing country government: a tight
donor policy will restrict their capacity to negotiate. As a remult,
gome  cmoasey staff - and their geographical divieion chicfe - may
acllvely diecourage developing countries from submitting requests for
health sector assistance. They may be cancerned that if the process of
Policy dialogue does lead to the 2atablishment 6f a project that fits
in to the donor’s policy framework, it may prove difficult to implement
of the ground because of limited plitical commitment on the part of
the recipient. The result could well be substantial underspending-
the cash that is not spent would represent a loes to the recipient
country and could, perhaps, have more easlly beeen spent on activities
within another sector.

o.  Multilateral agencies involved in the haealth soctor: priorities
and stretegiass

Multilateral agencies have usually been estatlished under the
aegls of the United Nations for specific purpoges. Some have & remit
tu help governments strengthen their activities in particular sectors
(e health, education, agriculture and food systems, envircnment,
Pupulation, lndustry), others promote the interests of particular
plation groge (shildren, labourers) . Thoge moat active in the
health gector are the World Health Organisation (WHO), the United
Natiocns Children‘s Fund (UNICEF), the United Nations Pund for
Fopulation Activities (UNFPA), and the United RNations Developmens:
Programme (UNDP). For the purpose of this paper, it may be useful <o
consider some WHO special programmes - particularly the Special
Programme on AIDS, the EPFT programme and the programme for the control
uf communicable diseases - as though they are separate sgencies.

Each multilateral agency expects W receive some core funding from
individual UN member countries. Multilaterals have rspresentation in
most developing countries: they also keep a small staff which will
include a number of technical personnel with experience in health
issuves and with programming ability. They then co-operate with
recipient country governments to propose acticns that relate to their
agency’s interests.  Multilaterals differ from many bilaterals in that
their policies are Quite explicit. Characteristically they initiate
Jdetailed reviews of the problems faced by the recipient country’s
government in the areas which concern them (ie UNICEF reports on the



status of woman and children, UNFPA studies the dynamics of population
and acceptance of family planning, WHO studles of the country's health
programme). These reviews are then used as the basis for natiocnal,
regional and even glocal pregramming.

Multilateral agencies ted to concentrate on the use of defined
strategies for the achievement of their rolicy goals (eg primary health
care, the child survival revolution, contraceptive aocial marketing).
Thege strategles are often, hut by no means -always, evolved through
operational rescarch: preferred strategies do change fico tims to time
but usually only after new strategies have been., endorsed in a major
internaticnal meeting. The representatives of agencies tend to promote
the strategies that they currently favour to recipient country
governments - to parliamentarians, opinion leaders and professianals,
as well a2 to civil servants - using sophisticated advocacy
techniques. The process of policy dialogue still occurs but in a
somewhat one-sided manner. There may be little opportunity for the
recipient government to negotiate the financing of a propozal based on
gtrategles other than those advocated oy he multilateral. In my
experience, representatives of recipient governments involved in guch
negotiations often consider that they have not had the oppertunity to
demonstrate  that the strategies they rropose could achieve the
multilateral's goals in a more cost-effective or sustainable manner.

6 Bilateral finance for multilateral agency projects

A multilateral agancy’s project proposal might cover a small pilot
scheme; it is Just as likely to be a sutstantial national, regicnal or
even glohal programme with a budget of several million dollars. It
Will usually have precise goals for reducing mortality, fertility or
digability; the stratagies to be utilised will have been widely
deﬁcribed and debated among the donor community and the agency will
have worked hard to establish a consensus in support of the strategies
that are to be used in the project. The proposal is circulated to
bilateral agencies. Donors committed to supporting the policy goals of
the agency, and to providing assistance in the oountry or region
covered by the project, will "buy into” it.

This mechaniam 18 to the advantage of bilateral agencies which
have limited resources with which to work up health sector projects,
and which have committad themselves w a particular rate of



disburgement of fmds for health aid to the 8upport of activities in
certain priority countries. At the pame time, the bilateral agency's
staff will be Feassured that the strategies being utiliesed in a
Particular noted project are  those which have been used elsewhere and
have precelved broad approval fran senior health and development
profescionalg. The bilateral agency will not have to expend precious
technical manpower to monitor the project - indeed the mechanisms
available for individual bilateral agencies - to monitor co-financed
mlti-bi project implementation are not tell established. Often a
multilateral agency implementing a large national programme {8 well
Placed to ensure the co-ordination of other aid activities in the same
sector,  and donors that have bought into a large country project
implementad through a multilateral agency may consider that thig action
reduces their need to worry about co-ordination problems.

€. The Development Banks

One other group of multilateral agencies operate in a rather
different manner. International Development Banks - such ag the UN's
World Bank, or IBRD, and the Asian, Pan-American and African
Development Banks - are important sources of credit for developing
country Governments.  Because they are mandated to assiat countries to
wndergo social and econoric development, much of their lending ig
directed tc the 3upport of specific sectors - and thege include
population, health and nutrition. Thus a Proportion of loans given
wlll be geared to the achievement of the banka stated policy goals for
thesc sectors. At the same time, the banks have often preceded a
dialogue about a loap in any of these sectors with a country cector
review, and the loan offer - and the negotiation procesg - wlll be

care, population control op nutrition improvement activities in an
efficient and equitable fashion.

The matntainance of any government infrastructure carries
cubctantial recurrent cost lmplications. Banks will therefore be
cuncermed with examining the potential tor recipient governments to
contain these costa without sacrificing quality or equity. The
potential for recipient countries to locate resources to cover the
ccats of health service delivery - through cogt recovery from service
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recipients, redistribution of fovernpent resources or resources from
nen- government resources - will also be exampined. Clearly they will
want to  examine the effect of charging for services on their
utllisation by those whose capacitly to pay for health care is limited.

7. Puture Trends: Hard Questions and Difficult Angwers

The potential power of oultilateral agencies, and of some of the
large bilateral donors, to influence the pattern of health ogcctor
activitles in develaping contries, ie becoming increaingly clear.
Even the puorest developing countries have to ‘handle conflicts of
intereat betwesn different pressure groups within their own countries.
Bach group will attempt to push for an increased share of public
resources for the health care activity that it favours. As a resuls,
Buvernments are rarmly able to implement strategies that are likely to
lead to  equitable development  without ensuring that there are
dlscernable benefits for those in powerful positions. During the last
1 years, many donors - both through the bilateral process and,
partleularly, through multilateral channels - have attempted to help
developing countries to increagse the resources gpent on, and gervices
provided for, the most disadvantaged people in their communities.
There has been wifdespread frustration that many countries have not been
able to austain the actions that were initiated with donor support-
they have not been able to redistribute rescurces away from expensive
cdre which reachex a priviliged few o appropriate levels of care for
the majority. At the game time, the level of resources available to
developing country health sectors is not increasing; in many cases the
real value has declined substantially in recent years.

There are signs that the doner commnily has becotme increasingly
concerned about the spiralling costs of curative health care, and the
ezonomic  burdens faced by developing eocieties because of the high
levela of preventable illnees, dieability and mortality faced by their
Pevples.  Individuals in developing countries continue to have to make
difficult choices about the ways in which they utilise their own
résources to maintain or improve their health; their governments, too,
are having to decide priorities for public health interventions baged
Oh asscasments of the severity of the problems their people face and
the feasibility of tackling them. A number of donor agencies-
varticularly multilaterals 1like UNICEF and the World Bank, often



working in collaboration with bilaterals that have access to groups
which undertake cperational research in health care have locked for
waye to respond to these problems. They been proapted by the cricis
conditions of many developing country health care systems to identify
Priority problems faced by the Populations of developing countries, to
acsegs thelr ecaonomic consequences, to identify cost-effective
technologies for tackling them, and to consider altermative strategies
for making these technologies available to individuals and commmities.

Some donors have started to make explicit their view that naticnal
Western etyle health care systems cannot possibly be financed from the
public purse (the difficulties currently being faced by the British NHS
are salutory) and that ewen if they could be, they are inefficient
mechanisms for ensuring the diffusion of health-producing technologies
to those who need them. They sugeest that complementary pathways-
porhaps involving the private sector, supported by well-designed
programmes for marketing the technologies and creatirg demands for them

may be more cost effactive mechanisms for helping people to "produce
better health™.

However, it also seems likely that developing country governments
which have struggled hard to try to establish “Westermn-model™ health
care systems will face subetantial political problems if they attempt
Lo divert their resources towards such new approaches, away from the
more convenlional pattemrn. The political problems will be greater
gtill if a government has attempted to meet the total ocats of health
care through subsidy from the government, and has tried to provide a
health care system that is free of charge. The problems will be faced
even if the alternative approaches - such as chrging the users of
curative care at point of gervice, or using ncn-health sector channels
for dlssemination of health producing technologies - can be showm to be
more effective in enabling populations to produce better health. The
crunch will come as donors attempt to put increasing pressure on
developing countries to reallocate resolroes acoording to this
“logical” rationale: 1% 18 1likely that the policy dialegue will, in
some instances, become a “stand-off”. Some bilateral agencies would be
extremely concerned if this kind of breakdown in the policy dialogue
were to become a  reality. There is a 1real poesibility that
multilaterals - together with eome larger bilaterals - will group
Wgether in an attempt tc force the recipient government to adopt new



strategies.  There would be af conflict between demors and the
recipient about appropriate mechanisme of developing national capacity
for health -care. There might also be a similar conflict betweern
different bilateral donor agencies, between some bDilaterals and the
powerful multilatarals, or aven betwean multilaterals.

8. Donor attempts to influence naticnal health policies and

strategies: some unavoidable obligaticns

Both multilateral agencies and some of the larger bilaterals are
now explicitly involved in asttempts to influencc the health sector
policies of developing countries through the combination of
gophicticated advocacy for particular policies and strategies (eg child
nurvival) and restricting ald to propusals which encompass the favoured
strateyice.  Agencies advocating such selective approaches do have a
number of obligaticns.

8.1 They necd to be sure that the health problems with which fhey
have a global intereat reaily are the health problems which
are of greatest concern to the people of the developing
country being offared aid

These problems of greatest concem are not necessarily
the same ar the probleme which cause the grentest
mortality or years of preductive life lost.

w
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They need to ensurc that the health producing techniques that
they offer really will

(a) reduce the magnitude of these health problems, and

(b) save the number of lives that they claim to save

A technique that prevents an individual from dying as a
result of one disease is not necessarily going to reduce
that individual’s chance of dying as he/ahe may still
face high risks of death from other canditfions and
succumb as a result of one of some monthg or years
later. The underlying risk factors will still be
present.

8.3 They need to check that the mechanism that is propoeed for
delivering the tachniques to the people who need them really



will do this, not just in the immediate short term, but in
the longer term too

It is clearly inappropriate for an agency to start to
think about sustainability a year or two after a major
effort has bsen put into advocating a specific strategy
for deliverins health preducing  technologies:
sustainability must be considered from the start

8.4 If agencies place thelr major emphasis on a amall number of
selected priority problems and particular tochnoiogiee /e
tackle these problems they need to be sure that this will not
undermine angolng activities to improve health in other areas
that are, to the people of the recipient country, at least as
Important as those which have been egphasised by the donor

The opportunity costs of selective public healzh
activities must be considered in the light of restricted
planning, managerial and supervisory capacity in all
developing countries; claima that selective
interventions are the engines on which broader health.
care interventions can be built need to be subjected o
sober economic and political analysis

8.5 Agencies should enaure that politicisation of health problems
faced by a specific esection of the population (children under
3 years, pregnant women etc) through intensive &dvocacy will
not erase other important health issues from public
consciousness
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disgllusion if too many issues are intensively promoted,
With excessive claims being made for their potential
benefits to the people served.

The dialogue between donors and recipient countries must not be so
one sided as to prevent these issues being debated. They need to be
debated at many levels. Firstly they should be discuased within the
Policy dialogue that st take place between aid agencies and



governenmnts of developing countries. Discussions should also take
place within communities in developing countries, inside ald agenciec
and, particularly, in developing country health and development
ministrics. Powerful multilateral agencies, involved in high profile
intermational campaigns, may consider that they have too much to lose
if they encourage such questicning and debate. Perhaps some of the
vther donors, who run their showe in a less public way, and do not
promise their backers that their effurts will produce dramatic results,
have a vital role to play in ensuring that the donor community as a
whole meats these obligations. Unless it does, there is a serious
chance that in the health sector, at least, the underlying principles
of foreign aid will befcome entrenched rhetoric; that the capacity of
developing countries to cstablish their own prioritiss for healty care
will not be strengthened and will, instead, be seriocusly undermined.

David Nabarro
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