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1. Introduction
 

Most of the papers in this colloquium have examined alternativePolicies and strategies for improving the health of populations in

developing societies. 
 This paper -is explicitly concerned 
withmechanism through which overseas develoPment aidis provided. How
it be used 

can 
to assist with the formulation of relevant policies and thesuccessful implementation of sustainable strategies by governrments,

public and private insti tions and other concerned groups within 
developing countries? 
 The paper examines 
 the advantages and

disadvantages of tlateralthe aid process. It then considers thepotential advantages Of -u.ltilateral agencies as promoters of

development and examines the objectives, workstyle and impact of anumber of multilateral aid agencies that utilise donor funds toinitiate 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 continuous review whether they provide finance to developing

countries directly or channel their 
funds 
through a multilateral
 
agency.
 

2. The Purpose of overseas developent assistance: principles 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. Exteimal assistance should help them 
to design and manage effective, equitable 
and sustainable initiatives.
 
The people of a developing country 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 assistance 

developmnt initiatives from outside. 

for
 
Hence, most donors emphasise the
need to work thrcugh governments, particularly when they 
are convinced


that they are 
representing their 
people's 
best interests. 
 The
situaticn is 
a litvle more complex if a 
donor agency perceives that a
&ove-nm.ezit is ccncerned with the i.terest3 cf a small fraction of the 



Ppulation.
 

The requests for evtezrnal assistance generally come from 
developing country governments to donor agencies - both bilateral and
 
multilatcral - through their 
representative missions 
inthe countries
 
themselves. Donors, of 
course, have their priorities, too. There is
 
usually considerable dialogue between the government and the donor, and
 
between donors, when such a request isbeing made.
 

3. .Blateral donors' priorities 

What are the priorities of bilateral donors? 
Some of these relate
 
to explicit global, regional or local political issues, and the extent
 
of the political irfluence 
 that the donor wishes to have over the
 
recipient cozntry's government. Such factors 
 have a direct effect on 
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 out of
 
Government resources, obtained through taxation. Government spending

is always under scrutiny from parliaments and, increasingly, from
 
pressure groups. 
 Governments 
of donor countries are therefore
 
unwilling 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 
nmultilateral agency. 
 Hence donors are concerned with the way in which
 
aid funds are being used. Hhen they examine a request for assistance
 
to improve 
national capacity they will want more detailed information.
 
"Capacity to do what?"; "How will the capacity be improved?"; "How will
 
these improvements 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 our 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, between donors, 
and between the donor and the
 
recipient country. Inevitably, therefore, the donor will 
"interfere" 
in the process of development if it is providing financial and 
tcy-mioal assistance for this process. 



4. The bilateral assistan process in practice. 

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

(a) funds available for the country prcg-ge 
(b) the priority given to the sector from which the r-quest has 

come 
(c) 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 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 its 
feasibility and to assess its potential impact on opulation 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 considerable 
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 personnel with the 
technical and organisatinal capacity required by the donor. Often,

therefore, external 
 advisers (perhaps employed as consultants) are
 
utilised by the donor 
to assist with implemeltation. Personnel who are
 
familiar with the recipient 
 country and its problems are not easily

available. As 
 a result, the donor organisation may have limited

institution-1 experience with the management 
 of aid projects in the 
health sector. 

Scme donors have explicit olicies 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
cor.sidered, but attempts are made, thrcugh the process of FOLICY 
DI.rAUE t _ -,ig the r~quest within the u.Irview of the dcnor agency s 



policy. This may cause problems to thcse who am responsible for
receiving requests fr-m the developing country goverviment: a tight
dcnor policy will restrict their capacity to negotiate. As a result, 
some embassy staff - and their gecgaphical division chiefs - may
actively discourage developing countries frm submitting r_quests for 
health sector assistance. They may be concerned that if the process of
policy dialogue does 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 i not spent would represent a loss to the recipient' 
country and could, perhaps, have more easily beeen spent on activities
 
within another sector.
 

5. Multilateral aeagcdis involved in the health sector: priorities 
and strategies 

Multilateral agencies have usually been established under the

aegis of the United Nations for specific purposes. Some have a remit
 
to help governments strengthen 
 their activities in particular sectors
 
(eg health, education, agriculture and 
 food systems, environment,
 
population, industry), 
 others promote the interests of particular
population groups (children, labourers). Those most active in the
health sector are the World Health Organisation (WHO), the United
 
Nations Chldren's Fund (UNICEF), the Un-ited 
 Nations Fund for
Population Activities (UNFPA), and the United Nations Development
Programme (MNW). For the purpose of this paper, it may be useful to
 
consider some special
WHO programmes - particularly the Special

Programme on AIDS, 
 the EPI programme and the programme for the control 
of communicable diseases - as though they are separate agencies. 

Each multilateral agency expects to receive some core fmding from
 
individual UN 
 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 propose 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 theof problems faced by the recipient country's
gcver-=..zzt in the whichareas ccncern them (ie UNICEF reportz on the 



status Of wcmen and children, UTFPA studies the dynamics of Pcpulaticn
and acceptance of family planning, WHO studies of the country's health 
programme). These reviews are then used as the basis for naticnal, 
regional and even jlobal prcgramming. 

Multiateral agencies tend to concentrate on the use of defined 
strategies for the achievement of their policy goals (eg primary health 
care, the child survival revlution, contraceptive socdl. marketing).
These strategies are often, but by no means always, evolved through
operational research; preferred strategies do change from time to time
but usually only after new strategies have ben endorsed in a major
international meeting. The representatives of agencies tend to promote
the strategies that they currently favour to recipient contry
governments - to parliamentarians, opinion leaders and professional., 
as well as 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 opportunaty for the
recipient government to negotiate the financing, of a proposal based
strategies other than 

on 
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 ould achieve the
multilateral's goals in a more cost-effective or sustainable manner. 

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 mortality, fertility or

disability; 
 the strategies to be utilised will have been widely
described 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 country or region 
covered by the project, will "buy into" it. 

This mechanism is to the advantage of bilateral agencies whichhave limited resources with which to work up health sector projects,
and which have ccitted selves to athe particular rate of 



du4.rzemen'..-urz of fuds for hcalth aid to the support of activities in
certain priority countries. At the same tie, the bilateral agency's
staff urill be reassured that the strategies being utilised in aparticular noted project are those which have been used elsewhere and 
have received broad approval from senior health and development
professionals. The bilateral agency will not have to expend precious
technical manpower to monitor the roJec - indeed the mechanisms 
available for individual bilateral agencies to monitor co-financed 
multi-bi project implementation are not well established. Often a 
multilateral agency impl-menting a large national programme is well
placed to ensure the co-ordination of other aidactivi"ALes in the same 
sector, and donors that have bought into a large cotntry project
implemented through a multilateral agency may consider that this action 
reduces their need to worry about co-ordination problems. 

6. The Development Banks 

Cne other group of multilateral agencies operate in a rather 
different manner. International Development Banks - such as the UN's 
World Bank, IBRD, theor and Asian, Pan-American and African 
Development Banks are important- sources of credit for developing 
country Governments. Because they are mandated to assist countries to 
undergo social and economic development, much theirof lending is 
directed to the support of specific sectors - and these include 
population, health and nutrition. Thus a proportion of loans given
will be geared to the achievement of the banks' stated policy goals for 
tho-se 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 be
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, population control 
 or nutrition improvement activities in an
 
efficient and equitable fashion.
 

The maintainance of any government infrastructure carries
 
substantial recurrent 
 cost implications. Banks qill therefore be
concerned with exa=ining the potential for recipient governments to 
contain these costs without sacrificing orquality equity. The
potential for recipient countries to locate resources to cover the 
costs of health service deliver/ - through cost recover/ frcm serice 



r-cin 'i-n, redistrlbuticn of government r-sources 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 by those whose capacity to pay for health car. is limited. 

7. Future Trends: Hard Questions and Difficult Answers 

The potential power of Iultilatergal aencies, and of some of the
large bilateral donors, to in.fluence the Pattern of health sector
activities in developing countries, is becoming increaingly clear. 
Even the poorest developin countries have to handle conflicts of
interest between different pressure groups within their own countries.

Each group will attempt to push for 
 an increased share of gublic
resources for the health care activity that it favurs. As a result,

governments 
 are rarely able to implement strategies that likely toare 

lead to equitable development without enauring that there are

discernable benefits 
for those in powerful positions. Dri: g the last

15 years, 
 many donors - both through the bilateral p.ocess and,
Particularly, through multilateral channels - have attempted to help
developing countries to increase the resources spent on, and services
 
provided for, the most disadvantaged 
 people in their communities.

There has been widespread frustration that many countrierj have not been
 
able to sustain the actions that were initiated with donor support­
they have not been able to redistribute resources away from 
ex sive 
care which reaches a priviliged few to appropriate levels of care for
the majority. At the same time, the level of resources available todeveloping ccuntry health sectors is not increasing; in many cases the
 
real value has declined subetantially 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 faced 
 by their
peoples. Individuals in developing countries cont:Uue to have to make
difficult choices about the ways in which they utilise their own 
resources to Maintain or improve their health; their governments, too,
are having to decide priorities for public health interventions based 7/on assessments of the severity of the problems their people face and
the feasibility of tackling them. A number of donor agencies­
particulariy multilateralz like UNICU and the World Bank, often 



woricirg in collaboraticn with bilaterals that have access to gru;:s
which undertake oPerationa. research in health care ­ have locked for 
ways to respond to these problem-, 
 They been prompt&e by the crisis 
conditions of miny developing country health care systems to identify
Priority problems faced by the poplations of developing countries, to 
assess their economic consequences, to identify cozst-effective 
technologies for tackling them, and to consider alternative strategies
for making these technologies available to Individuals and c munities. 

Some donors have started to make explicit their view that national 
Western-style health care systems cannot possibly be financed frcm the 
public purse (the difficulties currently being faced by the British NHS 
are salutory) and that even if the7 could be, they are inefficient 
mechanisms for ensuring the diffusion of health-1r .ucing technologies 
to those 
who need them. 
 They sugest that complementary.pathws_
perhaps involving the private sector, supported by well-designed 
programmes for marketing the technologies and creating demands for them
 
- may be more cost effective mechanism for helping people to "produce 
better health".
 

However, it also seems likely that developing country governments

which have struggled hard to try 
to establish "estern-modil'" health
 
care systems will face substantial political problems if they att~nvt 
to divert their resources towards such new approaches, away from the 
more conventional pattern. The. political problems will be greater

still if a government has attempted to meet 
the total coste; of health
 
care through subsidy from 
the government, 
and has tried to pro-ride a

health care system that is free of charge. The problems will be faced
 
even if the alternative approaches - such as chrging the use1s of 
curative care at point of service, or using 
non-health sector channels

for dissemination of health producing technologies - can be chown to be
 
more effective in enabling populations to produce better health. The
 
crunch 
 will come as donors attempt to put increasing pressure
developing countries 

on 
to reallocate resmrcs according to this 

"logical" rationale: 
 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 dialogue
 
were to 
 become a reality. There is a real 
 possibility that
 
mul ilaterals - together 
with some larger bilaterals - will group
together i an attempt to force the rtcicient governiment: to adopt new 



strategies. There would be a$ confl ct between donors and the
raciPient about appropriate mechanisms of developing national capacity
for health care. There might also be a similar conflict between
different bilateral donor agencies, betwet n scme bilaterals and the 
powerful multilaterals, or even between mlti.Lterals. 

8. Donor attempts to influence national 
health policies and
 
strategies, some unavoidable obligations 

Both 	multilateral agencies and some 	of the larger bilaterai.s are. 
now 	 explicitly involved in attempts to influence the health sector
 
policies of 
 developing countries 
 through 
 the combination 
of
 
sophisticated advocacy for zarticular policies and strat:'gies (eg child
survival) and restricting aid to proposals which encompass the favoured 
strategies. 
 Agencies advocating such selective 
approaches do have a
 
number of obligations.
 

8.1 	The- need to be sure that the health problems with which Zbh 
have a global interest really are the health problems which 
are of greatest concern to the 	people of the developing
 
country being offered aid 

Th&se problems of greatest concern are not necessarily 
the same as the problems which cause the greatest 
mortality or years of productive life lost. 

They 	need to ensure8.2 	 that the health producing techniques that 
they offer really will 
(a) reduce the magnitude of these healta 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 diseane is not necessarily going to reduce
 
that individual'a chance of dying as 
he/she may still
 
face high risks of death from 	other condityons and 
succumb as a result 
of 
one of some months or years

later. The underlying risk factors 
will still be
 
present.
 

8.3 	 The7 need to ched tlhot the mechanism that is proposed for 
delivering the techniques to tie people who need them really 



will do thi-, not just in the i ediate short term, ut 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 been put into advocating a specific strategy 
for delivering health 
 producing 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
 
undermine ongoing 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 emphasised by the donor
 

The opportunity costs selectiveof public health 
activities must be considered in the light of restricted 
plaainq, managerial and supervisory capacity in all 
developing ountries; 
 claims 
 that selective
 
inter-entions are the engines 
oa which broader health
 
care interventions 
can be bilt need to be subjected to 
sober econoic and political analysis 

8.5 Agencies should ensure that ;oliticisation of health problems
 
faced by a specific secticn of the population (children under
 
3 years, pregnant women etc) through intensive advocacy will 
not erase other important health issues from public 
consciousness
 

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

The dialogue between donoz 
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 discussed within the 
 /

2i~cy dialogue axisthat take place between aid agencies and 

http:technologies.to


goverer.ntz of develcpLng countries. Discussions shculd also take 
place within communities in developirg countries, inside aid agencies
and, particularly, in developing country health 
and development

ministries. Powerful multilateral agencies, involved in high profile
international casaigs, may consider that they have too much to lose 
if they encourage such questioning and debate. Perhaps scma of the 
other donors, who run their 'hows ina 
less public way, and do not
 
promise their backers that their efforts will produce dramatic results,

have a vital role to play inensuring 
that the donor community as a 
whole meets these obligations. Unless it does, there 
is a serious.
 
chance that inthe 
health sector, at least, the underlying principles 
of foreign aid will belcome entrenched rhetoric; that the capacity of

developing countries to establish their own priorities for health care
 
will not be streg-thened and wi.!, instead, 
 be seriously undermined. 

David Nabarro 
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Bilateral versus Multilateral Aid:
Donor assistance to health care in developing c=mtries 

1. Introductio 

Most of the papers in this colloquium have examined alternativePolicies and st~rtoegies for improving the health of Populations Indevelopi.I Societiem. This Paper is explicitly concerned withchanli=3 ti'oush Which overseas develoemmnt aid is provided. How can
it L- used to assist with the formulation of relevant policies and the'6u':cessffJJ implementation of sustainable stratales by governments,
public and private institutiond and other concerned groups withindeveloping cotutr'ee? The par examines the advantages anddisadvantages of the bilateral aid process. It then considersPotential advantages of mu. ilateral agencies 

the 
as promoters ofdevelopment and exaimines the objectives, workdtyle and impact of ahum1=0:t- of multilateral aid agencies that utlise donor funds toiniate n,:tiuna that will affec- hmalth. The paper ends with a listof issues that, in the author's view, all bilateral agencies need tokeep under con:inuous review whether they Provide flnance tc developingcouxtries directly or charel their funds throug, a multilateral 

a6gc:uy. 

2. The pu' e of Llel&develomnt asastance: principles and 
practica.
 

All donor agencies ­ whether bilateral or Multilateral - acceptthat the underlying purpose of external financial and te-hnicalasaiatance, to developing countries ic to increase their people'scaPicity to promote developnent. External assistance should help them.to design and manage effective, equitable and sustainable initiatives.Th X-)ple of a developing country should be in control of this
procoss, and 
 should determine the priorities for development
acLivities. Inmany cases, national governments will act on behalf oftheir people andand secure technical 
 financial assistance
developriezt jIitlatives from outside. 

for 
Hence, most donors emphasise theried *,o work through governments, particularly when arethey convincedthat they are representing their people's best interests. The"ituntion isa little more complex if a donor agency perceives that ag0vzIlment is ccncern-d with the interests of a small fraction of the 



Population.
 

The reuests for 
 external assistance generally cmx fromdOvrlopjnW country governments to donor agencies - both bilateral andwl!tilUt<al - throui, their repremei1tive missions in the countries
Uemselves. Donors, of course, have their priorities, too. Ther4, isusually considerable dialogue between the government and the donor, and 
between dwnors, when such a request is being made. 

3. Bilateral dnors" Priorities 

Wiat are the priorities of bilateral donors? Sme 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 therecipient country's government. Such factors have a direct effect on
thie amount of foreign aid offered to a particular country and to ther-.ondiiona that may be attached to it. Sometimes there is clee co­
operation between bilateral donors and aid is cJannelled through
agencies which represent groupings of bilaterals - such as the EEC. 

Funds for bilateral aid initiatives have to be provided out of
Govei~ment reources, obtaine d through taxation. Government spending
Is alwayd under scrutiny from parliaments and, increasingly, from pressure groups. Governments of donor .ountries are therefore
unwilling to offer aid if they do not believe that their money will be
uced to good effect. This coniideration applies 
 whether the aid is

beI ng channelled through 
 the bilateral process or thrtugh amultilat-tral agency. Hence donors are ooncerned with the way in which
aid funds are being used. When they examine a request for assistance 
to impruvc national capacity they will want more detailed information.
 
"CApacity 
 to do what?"; "How will the capacity be iproved?"; "How willthese improvements be assessed?"; "How will the process of capacity

Wlilding be initiated, 
maintained and monitored?" They may be forced 
to ask "How will the process benefit our dmestic interesta?" Donors
will have views on appropriate mechanism 
 for improving capacity, and

the feadibility 
 and suitability of those proosed by recipient
ciwntrie. There will be debate and dialogue on these issues within any one donor agency, between donors, and between the donor and the
rec.pkept cgqktry, IntVITAbly, thoreforc, the dnr will "interfere"
in the process of development if it is providing financial and 
technical assistance for this process. 



4. 	 The bilateral assistce process in practice. 

Requests for finaneial and technical assistance ane usually 
submitted to donor governments tunough their diplomatic representatives 
- ambassadors, high commissioners etc - within devaloping countries. 
The decision as to whether the request will be depends on'met 

(a) 	 funds available for the country programme 

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

(c) 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 show that health aid will have direct benefits for domestic 

Iuawitj 12.innahuft t8oa,I g .flfA-lolfuLInlfainllol flontluat ion. 
be shor. of technical advisers to appraise the request, to examine its 
feasIbility and to assess its potential impact on population health. 
Most donors recognise that attempts to improve primary level services 
in any sector - health, agriculture, education, for example are beset-
by difficultiec and that projects in these areas require considerable 
LiveLtnent uf 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 personnel with the 
tchnical and organitsational capacity required by the donor. Often, 
therefore, external advisera (perhaps employed as ccnsultants) are 
utiliaed by the donor to assist with implementation. Personnel who are 
familiar with the recipient o'ntry and its problems are not easily 
available. A. a result, the donor organisation 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, tUrough the process of POLICY 
DIALCtE to bring the request within the purview of the donor agency's 
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Policy. This may cause problems to those who 
are responsible for

Mleiving requests from the developing country governmen.: a tight
donor policy will reatr qt thr C.Apitv tg ngQtjate. Ags a rmj It,.
,'kk uinOassy staff - and their geographical divieion chicfs 

actively discourage developing countries 
- may 

from submitting requests for 
health sector assistance. They may be cocerned that If the process of
 
Policy dialogue does lead to the establishment of a project that fitsin to the dnor's policy framework, it may prove difficult to implemnt
of the ground becaue of limited Political coim=t on thie ,.pi't.of
the recipient. The result could well be substantial underspending­
the cash that it not spent would represent a loss t the rnm.ip1t
country and could, perhaps, have more easily beeen spent on activities 
within another sector. 

. Multilateral aaenciee involved In 
the health setor: prioritie, 
and strateies 

Multilateral agencies have 
usually been established under the 
aegis of dhe Uni ted Nations for specific purposes. Soe have a remit 
t- help iuvez.nments strenwgten their activities in particular sectors 
(eg health, education, agricultuie and food systems, environment,
Ppulation, industry), others promote the interests of particular
rnilAt.irvi errlr (children. latcttrarz). Thou. most act±'e in thehealth aector are the World Health Organisation (WHO), the Vnited 
Naticns Children's Fund (UNICEF), the 
United Nations Fund forFopulation Activities (UNFPA), 
and the United Nations Developmen:

Prcgranne (UND?). For the purpooe of this paper, it may be useful to
consider some WHO -pecial programes particularly the Special

Froarame 
on AIDS, the EPI prceramme and the progr-m for the control
 
uf Lonmunicable diseases - as though they 
are separate agencies. 

Each mltilatoral agency expects to receive some core funding from

Lndividual UN member countries. 
 Multilaterale 
have representaton in
 
mnat 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 propose actions 
that relate to their
agenrny's interests. Mutilaterals differ from many bilaterals in that
their policies are quite explicit. Characteristically they initiate 
dJeailed reviews of the problems faced 
by the recipient country's

government in the areas which concern 
them (Lie UNICEF reports on the
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st~tut of women and children, UNFA studies the dynamics of population
and acceptance of family planning, M) studies of the country's health 
programme). These reviews are then used as the basis for national, 
regional and ete gooal programming.
 

Multila~eral agencies tend to concentrate on the use of defined 
strategies for the achievement of their policy goals (es primary health 
care, the child survival revolution, contraceptive social marketing). 
These strategies are often, but by no means -always, evolved thnvugh
operational rcoearch; preferred strategies do chance ft= time to time 
but usually only after new strategies have been. endorsed in a major
iternaticiml meting. The repreentatives of aaencies tend to proote

the strategies that they currently favour to recipient country 
governments - to parliamentariano, opinion leaders and professionals, 
au well as to civil earvants - using sophisticated advocacy
techniques. The process of policy dialogue still occurs but in a 
cow-what one-sided manner. There may be little omportunity for the 
recipient government to negotiate the financing of a proposal based on 
strategies other than those advocated oy he multilateral. In my
e.periuce, representatives of zneeipienL governments involved in ouch 
negoulations often consider that they have not had the opportunity tu 
demontrate that the strategies they ;ropose could achieve the 
multilateralIa goals in a more cost-effective or sustainable manner. 

Bilateral finance for multilateral agency projects 

A multilateral agency's project proposal might cover a small pilot

tchemc; it is Just as 
 likely to hP A m atantial na-,Unal, regional or
 
even global programme with 
 a budget of several million dollars. It
 
will usually have precise goals for 
 reducing mortality, fertility or 
disability; the strategies to be utillsed 
vill have been widely

described and debated among the donor ommunity 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 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 particular rate of 

Y'I
 



disburement of funds for health aid 
 to the support of 
 activitiescertain Priority countries. in 
At the same time, the bilateral agency'astaff will be reassured that the strategies beind utiliWedP;_IrtiLular noted in aProject are th0se which have been usedh.',ve reived elsewher andbroad approval from senior health and developmentprofescionals. The bilateral 

technical manpower to 
agency will not have to expend precious

monitor 
the project - indeed 
the mechanisms
available for individual bilateral agencies -to monitor co-financedmulti-bi Project implementation are not well established.multilateral Often aagency implementing a large national Proramoeplaced to is wellensure the co-ordination of other aid activities insector, the sameand donors that have bought into a large country projectimpleented through a multilateral agency may consider that this actionreduces their need to worry about co-ordination problem. 

,. The Development Banks
 

One other group of 
 multilateral agencies operate in a ratherdifferent manner. International Developnent Banks - suchWorld an the tITN'Bank, or IRD, and the Asian, Pan-AmericanDevelopment Banks and African - are importamt sources of credit for developilt.,uitry G-vernenta. Because they are mandated to assist countries toundergu social and econonic develop ent, much of their lendingdirNcted intc the support of specific aectort - and these includepopulation, health and nutrition. Thus a proportion of loans givenwill be geared to the achievement of the banks' stated Po.icy goalsthesu sectors. At the same time, the banks have 
for 

often precededdialogue about aa loan. in any of theae sectors with countryreview, and a aectorthe loan offer - and the negotiatin process - will beCodiLioned by the findings 
usually g( 

of such a review. In practice, loanstowards the 6trengtihiing of the recipi.nt country's human
and phyical infraatructure 
 so that it is better able to provide healthf' re, wxpulation control or nutrition improvement activities in anefficient and equitable fashion.
 

The maintainance 
 of any government infrastructurecubstantial carriesrecurrent cost implications. Banks will thereforecuincerned bewith examining the 
contain 

potential for recipient governments tothese costs without sacrificing quality orpotential equity. Thefor recipient countries to locate resources to cover thecote of health service delivery - through cost recovery from service 

http:recipi.nt


rcclPinta, redistribution of government reeourt or resources from
nton* vernment resources - will also be examined. Clearly they willwant to examine the effect of charging for services on their
litilluation by those whose capacity to pay for health care is limited. 

7. Future Trends: Hard Queetions and Difficult Anavern 

The potential power of multilateral agencies, and of some of thelarge hilateral donors, to influence the Pattern of health occtor
actlvitle in developing mntries, 
is becoming increaInaly clear. 
Even the Poorest developing countries have to -handle conflicts ofinterest between different pressure groupa within their own countries.
Each group will attempt to pish for an increased share of public
I%-ources for the health care activity that it favours. As a result,
guvrnmcntd are ramnly able to implement strategies that likely toare 

lead to equitable development 
 without ensuring that there 
are

dcizcernable beefita for those in powerful positions. During the last
1r years, many donors - both through the bilateral process and,
Particularly, through multilateral channels - have attenwted to helpdeveloping countries to increase the resources spent on, and services
provided for, the most disadvantaged people in their coanlties. 
There has been widespread frustration that many countries have not beenable to sustain the actions that were initiated 
with donor support­
they have not been able to zdistribute resources away from expensive
=crQ which retcihMI A prviliged few to appropriate levels of care forthe majority. At the same time, the level of resources available
developig country health sectors 

to 
is not increaing; in many cases the
 

real value has declined substantially in recent years.
 

There are siVW that the donor co==uity ha beome increaingly
concerned about the spiralling costs of curative health care, and the 
economic Lurdenz faced by developing societies because of the high

levels of Preventable illnens, disability and mortality faced 
 by their
pevplcs. Individualz in developing countries continue to have to make
difficult choicea about the ways in which they utilise their own 
resources to 
maintain or improve their health; their governmenta, too,
are having to decide priorities for public health interventions based 
on woemsmenta of the severity of the problems their people face andthe feasibility of tackling them. A number of 
donor agencies­
particularly multilaterals like MJICU and the Wc)rld Bank, often 



workinzg in collaboration with bilaterals that have accees to groups
which undertake operational research in health care have looked for 
ways to repond to these problems. They been proted by the crisis 
conditions of many developing country teaalth care system to identify
priority problems faced by the populations of developing countries, to 
&aSeMi their economic consequences, to identify cost-effective 
technologies for tackling them, and to coniider alternative strategiec
fur makig these technologies available to individuals and cosmuities. 

Some donors have started to make explicit their view that national 
Western style health care systems cannot possibly be financed from the 
public purse (the difficulties currently being faced by the British NHS 
ar salutory) and that even if they could be, they are inefficient 
mechanisms for ensuring the diffusion of health-producing technologies 
to those who need them. They suggeet that complementary pathways­
perhaps involvijg the private sector, supported by well-designed 
programmer for marketing the technologies and cr -atirg demands for them 

ma.y be more Lost effective 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 "Western-model" health 
care systems will face substantial political problems if they attempt 
to diver-t their resources towards such new approaches, away from the 
more convenLional pattern. The political problems will be greater

dtill if a government has attempted to meet 
 the total oosts 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 
more effeutive in enabling populations to produce better health. The
crunch will come as donors attempt to put increasing pressure
developing countries 

on 
to reallocate resouroes ardng to this
 

"logical" rationale: it 
 is likely that the policy dialogue will, in 
some instances, become a "stand-off". S bilateral agencies would be
extremely concerned if this kind of breakdown in the policy dialogue 
were to become a reality. There is a real possibility that 
muItilaterals - together with some larger bilaterale - will group
together in an attempt to force the recipient government to adopt new 



strategies. There would be aq conflict between donors and the 
recipient about appropriate m3chani-- of developing national capacity
for health care. There might also be a similar conflict between 
different bilateral donor agencies, between some bilaterals and thc 
ixwurful multil.teral,, or even between multilaterals. 

8. 	 Donor attmt to influence national health policies and 
strategies: some unavoidable obligati=m 

Both 	multilateral agencies and some of the larger bilaterale are 
now explicitly involved in attewpts to influencc the health sector 
policies of developing countries through 
 the combination of
 
oophiaticated advocacy for particular policies and strategies (es child 
(survival) and restricting aid to proposals which encompass the favoured 
. stratergiee. Agencies advocating such selective approaches do have a 
number of obligations. 

8.1 	 They need to be sure that the health problems with which 12= 
have a global Interest really are the health problem which 
are of greatest concern to the people of the developing 

unxtry being offered aid 

These problems of greatest concern are not necessarily 
the same az the problems which cause the greatest
 
mortality or yenrs of productive life lost.
 

8.2 	 They need to ensure that 	the health producing techniques that 
they 	offer really will
 
(a) 	 reduce the magnltude 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 diease is not neomearily going to reduce 
that individual's chance of dying he/she may stillas 
face high risks of death from other conditylons and 
succumb as a result of one of some months or years 
later. The underlying risk factors will still be
 
present. 

8.3 They need to check that the mechanism that is proposed for 
delivering the techniques to the people who need them really
 



will do this, not Just in the imediate short term, but in 
the longer term too 

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

8.4 	 If agencims place the.r major emphasis on a small number of 
selected priority problem and particular technologies to 
tackle these problem they need to be sure that this will not 
undermine ongoing 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 eciphasised by the donor 

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

8.5 	 Agencies ahould ensure that politicisation of health problems 
faced by a specific section of the population (children under 
3 years, prennt wcen etc) through intensive advocacy will 
not erase other important health issues from public 

consciousness 
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disalluaion 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 levels.many Firstly they should be discussed within the 
policy dialogue that mst take place between aid agencies and 



governenhnts of developing countries. Diacursions should also take 

place within coamunitiea in developing countries, inside aid agencies 
and, particularly, in developing country health and development 

ministries. Powerful multilateral agencies, involved in high profile 

internatixmal campaigns, may consider that they have too much to lose 

if they encourage such questioning and debate. Perhaps some of the 

uther donors, who run their shows in a leas public way, and do n:t 

prcmise their backers that their efforts will produce dramatic results, 
have a vital role to play in ensuring that the donor cowiunity as a 

whule meets these obligations. Unless it doets, there is a serious 

chance that in the health sector, at least, the underlying principles 

of foreign aid will be" entrenched rhetoric; that the c&Lacity of 

developing countries to Lstablish their own priorities for healta care 

will not be strengthened and will, instead, be seriously undemined. 
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