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INTERNATIONAL SOURCES OF FINANCIAL COOPERATION FOR
HEALTH IN DEVELOPING COUNTRIES!?

Lee M. Howard?

A study of selected organizations has been conducted to assess the current status
of international financial support for health activities. This investigation was
directed at seeing how effectively international financial cooperation could be
expected to support the “‘health for all’’ effort and how the pace of such co-
operation could be increased. The summary report of that study, presenied here,
indicates that such support can make a major and perhaps sufficient contri-
bution, but that major changes in the procedures for providing health-related
assistance will be needed.

Introduction

In May 1979 the World Health Assembly
declared an ‘‘overriding priority’’ to be *‘the
attainment by all citizens of the world by the
year 2000 of a level of health that will permit
them to lead a socially and economically pro-
ductive life.”” In defining the terms of this un-
precedented challenge, the Assembly agreed
that the objective could not be attained by the
health sector alone, that a global mechanism
for attracting bilateral and multilateral finan-
cial resources was essential, that a global in-
formation exchange directed toward attaining
the objective should be established, and that
WHO should play a major role in enlisting the
cooperation of those charged with managing
the world’s resource potential (7,2).

Are the risks and the costs of this challenge
fully appreciated? Success will depend on
technical objectives and strategies not yet fully
determined, on mobilization of financial and
professional resources not yet committed, and
on mutually agreed-upon systems for multilat-

1A1s0 appearing in Spanish in the Boletin de le Oficina
Sanitaria Panamericana.

2A summary of a published 649-page report to the
World Health Organization by the author entitled 4 New
Look at Development Cooperation for Health: A Study of Official
Donor Policies, Progr , and Perspectives in Support of
Health for All by the Year 2000, Geneva, 1981 (4).

30ffice of External Cooperation, Pan American
Health Organization, Washington, D.C.

eral and bilateral coordination not yet estab-
lished.

Within the specified time-frame of 20 years,
the initiative is relatively young. But the total
time-frame is short; and the anticipation of
varying country interpretations of the under-
taking makes it reasonable to ask some ques-
tions. For instance, Are the official objectives
sufficiently clear? Are the multiple develop-
mental factors influencing national health
understood? Have global resources been iden-
tified? In view of expected country variations
in goal definition, what are the resource re-
quirements? And, in view of global economic
stress, What is the realistic outlook for obtain-
ing those resources over the next two decades?

A considerable international flow of health
resources is already in progress. It is estimated
that over 50 official donor* agencies, plus
as many as 1,500 nongovernmental organiza-
tions, are transferring approximately US$3
billion annually to recipient* countries. At the
same time, the world’s 68 poorest countries
are spending an estimated US$14 billion of
their own resources on the health sector (3).

#The terms “donor’” and ““recipient’’ are used in this
study only to denote sources and recipients of conces-
sional financial assistance, both grants and low-interest
loans. It is assumed that international financial coopera-
tion is inherently interdependent.
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Study Methods and Data Sources

Achieving a comprehensive understanding
of current international cooperation in health
would require a review of donor as well as
recipient policies, processes, and programs.
Such a study would preferably cover all poten-
tial donors, as well as the health sector and
health-related development sectors such as
agriculture and education.

In view of the Assembly’s specific appeal to
international funding agencies, the author, in
cooperation with the Division of Coordina-
tion, WHO/Geneva, undertook a study in-
volving informal consultations with selected
external donor agencies in order to under-
stand their views on supporting health initia-
tives, in particular the campaign for universal
health. The intent was to characterize and il-
lustrate the problem rather than to provide an
exhaustive review of all potential public and
private resources.

This study was conducted over a twelve-
month period (August 1979 to August 1980).
An initial review of multidonor and multi-
sectoral literature on health was carried out at
the Institute of Development, University of
Sussex, England. In a second phase, as a con-
sultant to WHO, the author held direct and
informal consultations with over 20 donor
agencies and organizations and with 200 in-
dividuals in Europe, Southeast Asia, and the
Western Pacific. Separate profiles were pre-
pared on 16 official external cooperation
sources: the Asian Development Bank, the
European Economic Community, the OPEC
Fund, and the governments of Australia,
Austria, Belgium, Denmark, the Federal
Republic of Germany, France, Japan, the
Netherlands, New Zealand, Norway, Sweden,
Switzerland, and the United Kingdom.> A
detailed report of this study’s findings and

5Subsequently, additional profiles were prepared on
the Inter-American Development Bank, UNICEF, the
World Bank, and the governments of Canada and the
United States.

recommendations has previously been pub-
lished by WHO (4).

Within the brief period available for each
donor consultation, it was not feasible to ob-
tain a comprehensive and authoritative view.
Collectively, the consultations illustrated some
of the principal features and trends of donor
policies and practices. They also demonstrated
the difficulty of isolating health-specific data
from the records of development agencies and
banks that customarily pursue multisectoral
activities. Nevertheless, the picture of donor
agency trends and problems that emerged has
helped to clarify what steps may be necessary
should the World Health Organization or any
alternative agency seek actively to promote
the mobilization of financial resources sup-
porting the goal of “‘health for all by the year
2000.”

A Cross-Sectional Analysis of Illustrative
Donor Profiles

Assistance Policies

To understand the health perspectives and
practices of a given donor, the donor’s general
development policy must first be understood.
Initially it should be noted that, in response to
the multisectoral characteristics and require-
ments of national governments, most official
donor agencies and organizations which sup-
port health have an essentially multisectoral
organization. However, all the donors inter-
viewed subscribed to the policy that no sector,
including the health sector, should be ex-
cluded a priori as a target for appropriately
designed development cooperation (5). Eli-
gibility for health assistance, as for other kinds
of assistance, is dependent largely upon
whether the recipient country makes a fun-
dable request that has the approval of the re-
cipient’s national planning authority. Most
donors accept the idea that health is an inher-
ent part of general development. However,
preference 1s given to recipient requests that
permit concurrent development in more than
one sector.
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All the interviewed donors directly or indi-
rectly supported international health pro-
grams. And, while few of their parliamentary
authorities or governing boards had specifi-
cally singled out health as a formal area for
support, eight of the 16 donor organizations
had issued formal statements or guidelines in
support of the health sector.

Distribution of Bilateral Assistance

With few exceptions, all the interviewed of-
ficial government donors were found to en-
gage in general development assistance within
all WHO geographic regions but not in all
countries of each region.® The Asian Devel-
opment Bank and African Development Bank
work within three WHO regions (Figure 1).

Table 1. The numbers of countries provided with
development assistance and health assistance by 17
donor governments and international organizations

in 1976-1980. The data shown do not include
assistance provided through international
organizations, aside from the European
Economic Community and OPEC Fund.

No. of countries provided with:

Donor Development Health
assistance assistance

Australia 52 16
Austria 80 -
Belgium 30 30
Canada 60 21
Denmark 16 4
EEC 126 48
Federal Republic of

Germany 110 25
France 49 27
Japan 70 23
Netherlands 90 42
New Zealand 34 15
Norway 39 8
OPEC Fund 66 6
Sweden 21 13
Switzerland 21 16
United Kingdom 132 36
United States of America 88 60

6Reference ¢ provides maps showing the distribution
of each donor’s assistance.

In a review of 17 multisectoral and bilat-
eral donors, only five specifically reported in-
cluding health assistance in over half of their
national development assistance agreements
(Table 1). Since assistance to the health sector
is generally considered an acceptable proposi-
tion, the potential for increasing health as-
sistance is substantial. This observation sug-
gests that recipient countries may not be giv-
ing sufficient priority to health in making their
official requests for external assistance.

Between 1976 and 1978, the 16 countries of
the world most frequently receiving official bi-
lateral health assistance (which received be-
tween seven and 12 assistance grants apiece)
were also found to be the recipients of the
greatest general development assistance with-
in their respective geographic regions. This
indicates that a vigorous national program for
overall development may offer the most recep-
tive framework for accelerating international
cooperation for health.

Distribution of Multilateral Assistance

The work reported here did not review the
geographic distribution of assistance provided
by most multilateral organizations, since the
principal multilateral institutions that sup-
port health—such as WHO, UNICEF, the
United Nations Development Program, and
the World Bank—are global in character. Col-
lectively, bilateral donors from industrialized
nations provided about one-third of their
development assistance (US$6.7 billion) to
multilateral organizations (6). For UN agen-
cies, these contributions amounted to US$1.6
billion in 1978, of which US$32 million went
to WHO’? and US$126 million went to
UNICEF.

Although official donors have increased
support for United Nations organizations dur-
ing the past decade (1968-1978), there is no

"These data exclude the official assessed contributions
of Member Countries to WHO.
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evident current trend suggesting that future
contributions to such organizations will in-
crease significantly beyond the present aver-
age of one-third of all official development
assistance (grants and concessional loans).
That is, bilateral donors can be expected to
continue allocating the major share of their
financial assistance directly to recipient coun-
tries.

Assistance by Nongovernmental Organizations

An estimated 3,000 nongovernmental or-
ganizations annually mobilize on the order of
US$1.5 billion of their own resources for in-
ternational assistance in all sectors (6). The
allocation made for health purposes is not
known with accuracy due to the limited avail-
ability of worldwide data on this subject.
Highly tentative estimates suggest as much as
one-third of the total flow (i.e., US$500 mil-
lion) could be going to health-related fields. In
addition, official donor agencies collectively
contribute some US$200 million more through
grants and cofinancing arrangements. Within
both donor and recipient nations, greater ef-
forts are needed to document the current and
potential resource flows to the health field
from the private sector.

The Scope of Development Assistance Activities

All of the interviewed donors were found to
provide assistance in the areas of health, agri-
culture, banking, construction, education, in-
dustrial activities, mining, public administra-
tion planning, public utilities, social infra-
structure improvement, and trade. The pre-
cise configuration of the assistance in each
case depended upon the nature of the recipi-
ent’s requests and the donor’s program poli-
cies. The general nature of the assistance also
varied, consisting in different instances of
debt relief; provision of commodities; budget
support; and technical advisory services (tech-
nical cooperation) for planning, training, and
managerial assistance.

Consistent with the strategy of ‘‘health for
all by the year 2000,” besides providing as-
sistance to the health sector, the sources of in-
ternational assistance provide parallel support
to critical sectors that encourages productive
employment, food production, education, and
general development planning. This broad
development approach fosters the precondi-
tions required for improvement of national
health levels.

Within the traditional health sector, the
qualitative range of assistance provided is
quite wide. Of course, donor preferences are
influenced significantly by officially-approved
recipient preferences; and despite their sup-
port in principle for primary health care, most
recipient governments have not yet formally
restructured their national plans along the
lines called for by the ‘‘health for all’’ strate-
gy. Thus traditional requests, biased toward
institutional medicine and infrastructure de-
velopment, predominate.

Considering all potential assistance-related
activities, the single most obvious need is for
increased emphasis on strengthening devel-
opment-related national health planning. At
present, the lack of experienced institutions
and trained planners is seriously limiting re-
cipients’ ability to identify, plan, and justify
requirements of the ‘‘health for all’’ effort.
Yet among all categories of joint cooperation,
health planning is one of those least requested
by recipients and least supported by donors.

Development Funding

Total ‘‘concessional’’ and ‘‘nonconces-
sional’’ assistance-related resource flows in
1979 totaled US$81.9 billion. So-called ‘‘of-
ficial development assistance’’ (grants and
concessional loans) accounted for about one-
third of this amount (US$29.9 billion), the re-
mainder being made up of nonconcessional
assistance.

Concessional aid is the primary source of
international financial cooperation in the
health sector. In 1979, US$24.2 billion of the
total US$29.9 billion in concessional aid was
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obtained from the ‘““DAC’’ countries (17 in-
dustrialized countries belonging to the Devel-
opment Assistance Committee of the Organi-
zation for Economic Cooperation and Devel-
opment). Another US$4.7 billion was con-
tributed by OPEC countries. The countries of
Eastern Europe contributed less than US$1
billion (7).

Concessional aid from the DAC countries is
increasingly provided in the form of grants
and technical cooperation (technical advisory
services). Two-thirds of such assistance is
typically provided to low-income countries.

The traditional health sector receives on the
order of 8-10 per cent of all concessional aid.
It is also true, however, that major conces-
sional aid allocations to agriculture, educa-
tion, food aid, and general development con-
tribute directly to national health improve-
ment goals.

Sectoral allocations for health or other sec-
tors do not commonly represent predeter-
mined donor preferences; rather, they typical-
ly result from donor-recipient negotiations
based on recipient proposals. Consequently,
priorities set for the use of donor funds are
subject to considerable flexibility.

Collectively, donors continue to argue for
increasing the total flow of concessional aid.
Therefore, the prospect for increased devel-
opment funding over the next two decades
would appear to depend upon donor percep-
tions of the balance between the need for in-
ternational economic interdependence and the
realities of domestic inflation, energy short-
ages, employment policies, and levels of exter-
nal debt.

Health Funding

Variations in donor reporting patterns and
sector definitions preclude precise estimation
of the total flow of assistance to the health sec-
tor. However, estimates based on the avail-
able data suggest the total flow in 1978 came
to approximately US$3 billion (Figure 2).

As of that time, no individual bilateral or
multilateral donor was contributing more
than 14 per cent of the total health assistance
(4). Although very large World Bank invest-
ments in water supply (if they are categorized
as health assistance) would make the Bank the
largest single donor, it would appear more ac-
curate to conclude that there are no over-

Table 2. Net disbursements in 1978 and 1979 by member countries of the
Development Assistance Committee of the Organization for Economic
Cooperation and Development (DAC), the Organization of Petroleum Exporting
Countries (OPEC), and the Council for Mutual Economic Assistance (CMEA).

Amount of
contributions, % of all
in US$ billions contributions
Type of contribution and source
1978 1979 1970 1978 1979
Concessional assistance: 26.4 29.6 47 33 36
DAC? 21.5 24.2 40 27 30
OPEC 4.3 4.7 2 5 6
CMEA countries 0.6 0.7d 5 1 1
Nanconcessional assistance: 54.5 52.3 53 67 64
DACP 53.0  50.9 51 66 62
OPEC*® 1.4 1.3 2 2 2
CMEA countries 0.1 0.1 - - -
Total assistance: 80.9 81.9 100 100 100

Source: Organization for Economic Cooperation and Development, Press Release A/A(80), 19

June 1980,

2Including grants by private voluntary agencies.
Including international lending by private banks,

COfficial sector only.
Estimated.
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Table 3. Total bilateral contributions and health sector contributions of countries belonging to ‘‘DAC,”’
the Development Assistance Committee of the Organization for Economic
Cooperation and Development, in 1977-1978.

Bilateral official devel-
opment assistance allo-
cable by sector (in

Official development assistance allocated to
the health sector (in millions of US$)

Estimated total bilat-

Official bilateral totals

% of each donor’s
total (column 3)

millions of US$) eral/multilateral reported to OECD for devoted to official
health contribu- 1978 based on direct bilateral health
Country Year Total Project aid tions, 1978 donor consultations  total (column 6)
. 1977 184.1 138.8 1.5
Austral :
ustralia 1978 138.5 96.0 31 4.8 3.5
Augtria 1977 86.6 59.4 x
1978 114.3 79.6 0.1 0.8
Belgium 1977 191.6 40.1 6.4
1978 248.8 58.7 60 10.0 40
Ganada 1977 558.8  480.4 11.2
1978 668.8  570.1 17.1 2.5
Denmark 1977 100.4 67.8 17.1
1978 159.9  108.8 42 2.6
Finland 1977 13.9 - 0.2
1978 31.5 - 0.4 1.2
France 1977 2,264.8 714.2 266.3
1978  2.867.4  796.9 409.2 14.2
Federal Republic 1977 1,509.6  912.4 27.7
of Germany 1978 1,893.8  1,029.8 51 32.8 1.7
Ttaly 1977 38.1 - 3.7
1978 40.9 - 4.5 11.0
Japan 1977 1,565.9 1,397.3 22.4
1978 17842 1,530.6 87 75.4 42
Netherlands 1977 7706 558.8 57.9
1978 937.9  643.4 72.9
New Zealand 1977 26.7 17.4 2.6
ew fealan 1978 38.5 23.8 5.0 2.9 7.5
Norway 1977 150.3 52.8 3.1
1978 209.6 87.4 51.5 43.5 20.7
Swed 1977 485.1 177.3 47.2
weden 1978 136.0 56.4 65.6 16.6 12.2
Switzerland 1977 56.2 51.3 2.1
witzerian 1978 92.2 89.9 2.2 2.3
N 1977 468.0 2470 19.1
United K
nited Kingdom 1978  1,031.7 7330 24 17.8 1.7
United S 1977 1,099.4  1,099.4 198.4
nited States 1978  2.269.4 - 294.0 12.9
1977 9,570.1  6,014.4 686.9
Total DAC ' ,
o 1978 12,663.4 - 1,008.4

Source: Organization for Economic Cooperation and Development, Development Cooperation, 1979 Review (6).
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Figure 2. Estimated health assistance provided
by external donors in 1978. (DAC = 17
industrial countries belonging to the
Development Assistance Committee of the
Organization for Economic Development and
Gooperation; UNFPA = United Nations Fund
for Population Activities; UNICEF = United
Nations Children’s Fund; UNDP = United
Nations Development Program; IARC =
International Agency for Research on Cancer;
UNEP = United Nations Environmental
Program; CMEA = Council for Mutual
Economic Assistance; and OPEC =
Organization of Petroleum Exporting Countries.

$
Millions

DAC Bilateral 1200

Non-Governmental 700
Organizations

International Funding
Institutions

Excludes. CMEA, OPEC. Non-DAC Donors, and
Develaping Countnes (e.g China)

whelmingly predominant donors to the health
sector. At the same time, the health sector as a
whole receives the fourth-largest amount of
concessional funding cooperation provided for
any sector—a fact giving an indication of reci-
pient national priorities (Table 3).

The WHO budget’s contribution to the
total flow of health assistance funds is relative-
ly modest (10 per cent). Therefore, the way in
which WHO uses its limited resources to pro-
mote more efficient use of the larger non-
WHO flow may be more significant in the
long term than its promotion of directly spon-
sored and managed intramural WHO pro-
grams.

It should be remembered that the prospects
for increasing the total flow of health assis-
tance is related to the potential for increas-
ing all development assistance. Nevertheless,
there is also substantial room for increasing
the proportion of health funding within the
currently available US$30 billion in conces-
sional aid committed each year for general
development purposes. In this regard, a cru-
cial factor in increasing health funds is the suc-
cess with which recipients are able to define
their own needs, formulate proposals, and get
national planning commissions (or equivalent
authorities) to approve the submission of such
proposals to appropriate sources of coopera-
tion.

Within this context, it is noteworthy that
donors favor the development of a more active
catalytic role by WHO and its regional offices
in assisting member countries to develop their
own abilities to identify, formulate, justify,
and present national health requirements
through the approved national development
process. In 1979, the WHO personnel struc-
ture included approximately 2,500 profession-
al staff members, a far greater number than
that which is provided for health by develop-
ment assistance agencies.

In terms of the estimated external coopera-
tion required to achieve primary health care
objectives, it appears that the outlook for fi-
nancial assistance is adequate—assuming that
needs for external assistance are effectively
defined by recipient countries and that equally
effective management of available national
and external resources is provided. However,
in the absence of national cost estimates for
either the primary health care or ‘‘health for
all”’ objectives on the part of most recipient
countries, precise and rational forecasting is
not possible.

The Programming Process

The programming cycle is highly specific
for each donor and recipient (4,8). However,
it is important to be familiar with the general
nature of the cycle and its limitations, espe-
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cially in view of the accelerated resource
transfer requirements of the ‘‘health for all”’
effort.

In general, health requests are normally in-
cluded as a part of national development re-
quests. Usually, such requests are forwarded
by the recipient through its own national plan-
ning commission or equivalent authority. By
their own regulations, donors generally can-
not respond to national requests without such
official in-country approval of those requests.
Consequently, the recipient government’s in-
ternal process for justifying health proposals
in competition with other development pri-
orities becomes a central factor in the ability of
ministries of health to mobilize international
resources.

Exceptions to this general rule may include
recipient country requests made directly by a
ministry of health to WHO through its resi-
dent WHO representative. But that route,
while technically valuable, permits access to
no more than 10 per cent of the potential ex-
ternal financial resources, because approxi-
mately 90 per cent of the external funding for
health is provided by official bilateral agen-
cies, multilateral banks, and nongovern-
mental organizations.

On the donor side of the cycle, the total
number of professional health officials with
specific responsibility for negotiating health
projects is small (approximately 200) when
compared to the number of professional staff
members employed by UN agencies, WHO
alone having approximately 2,500. Of the 18
major bilateral donors, 12 have no field health
representatives and nine have no professional
health personnel at their headquarters.

Partly because of these circumstances, if
one allows for the many exceptions that occur
in actual practice, it appears that the key pro-
cedural constraints on accelerating the flow of
international financial assistance are as fol-
lows:

® Ministries of health often lack the professional
capability to identify needs, determine internal ver-
sus external requirements, design external funding
proposals, and defend such proposals before the na-

tional planning commission or other authority in
competition with other sectors.

* Representatives of external multilateral and
bilateral organizations customarily emphasize spe-
cific projects rather than helping governments ex-
pedite national health sector objectives as a whole.

® WHO representatives, despite their constitu-
tional responsibility for cooperating with their re-
spective ministries of health, are often heavily en-
gaged in implementing specific ongoing WHO proj-
ects, and so their ability to assist new activities and
to mobilize external resources is restricted.

® Recipient governments, depending on their
countries’ levels of development, often experience
significant difficulty in trying to effectively manage
the disbursement and utilization of external re-
sources.

* Recipient governments and their resident in-
ternational advisers are often not fully aware of the
range of potential sources of external financial as-
sistance.

® Donors are often unaware of the health pro-
gram and financing requirements of a recipient
country’s overall health sector.

The Organizational Structure

Within donor countries or organizations,
where is official responsibility for health co-
operation located? With few exceptions, it ap-
pears that individual government agencies’
responsible authorities are located in the min-
istry of foreign affairs, while the multilateral
banks, funds, and UN organizations assign
this responsibility to a constituent assembly or
board.

Administration of official bilateral financ-
ing and programming is normally the respon-
sibility of a semi-independent development
cooperation authority, for example the Swed-
ish International Development Authority
(SIDA), which is responsible to its foreign
ministry (or equivalent) for policy and budget
review.

As already noted, the number of profes-
sional health personnel at donor agency head-
quarters is limited, and the number of their
resident health representatives in cooperating
countries is even more limited. Certain coun-
tries, however, provide a substantial number
of technical advisory personnel for specific
project assistance.
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Since most donor agencies are accountable
to the ministry of foreign affairs, only two of
the donors surveyed were found to rely reg-
ularly on the services of their national minis-
tries of health. This organizational distinction
between foreign ministry and health ministry
functions may explain why the messages and
debates of the World Health Assembly and its
regional committees—represented as they are
by the ministers of health—may not be ade-
quately communicated to authorities in the
donor countries’ ministries of foreign affairs
that have responsibility for administration of
development assistance. This view is sup-
ported by the observation that half of the 16
donors visited were only marginally familiar
with the urgency of the “‘health for all”’ ini-
tiative or the rationale behind it. This finding
suggests that each donor-country ministry of
health (or its equivalent) should serve as a
more active advocate of the ‘‘health for all”’
effort before the country’s international de-
velopment authorities.

Donor Perspectives on ‘Health for All
by the Year 20007’

All the interviewed donors agreed that mea-
sures for improving national health conditions
in developing countries were eligible for sup-
port and that such support was desirable. In-
deed, many donors had been providing policy
and program support for a basic human needs
approach to health years before the Alma-Ata
conference on primary health care in 1978.

On the other hand, organized and separate-
ly identifiable programming specifically sup-
porting the ‘‘health for all’’ objective is not yet
atypical feature of many donor activities, part-
ly because various components of the ‘‘health
for all’’ effort exist already but are classified
under other categories of health assistance.
And while there are no constraints in principle
against more identifiable ‘‘health for all’’ pro-
gramming, it would appear that official donor
organizations are not always as fully informed
about the content of the ‘‘health for all’’ effort
as are their health ministry counterparts in

the same country. Furthermore, to effectively
plan greater technical and financial support
for this effort, such donor agencies would wel-
come closer collaboration from their health
ministry courterparts regarding the work of
WHO and its Assembly. Therefore, it would
appear that donor country health ministries
may wish to exert a more active promotional
role in order to strengthen their countries’
commitments through joint interministerial
cooperation and planning.

The responsible donor agencies said they
were prepared to provide additional financial
support if such support were formally re-
quested by countries in need. However, these
agencies, which have the official authorization
and financial responsibility for administering
health cooperation activities, have also asked a
wide range of questions about implementation
of the “‘health for all’’ endeavor, including the
following:

® Are the goals of ‘‘health for all’”’ adequately
defined?

® Are the definitions of primary health care pre-
sented by the World Health Assembly subject to
misinterpretation, especially with regard to ex-
pected benefits?

® Is the health improvement being sought likely
to occur without concurrent investment in general
development?

® [s there documented and evaluated experience
upon which to base expectations for the year 2000?

Views on Acceleration of Funding
and Collaboration

Over the past decade, organizations pro-
viding external financial assistance have col-
laborated in joint efforts to expedite the fund-
ing process and rate of disbursement for gen-
eral development purposes, including health.
Nevertheless, systematic and specific donor
efforts to accelerate health programming, as
distinguished from general development pro-
gramming, have not generally received special
attention. That is largely because officially ac-
cepted views on the interdependence between
health and general economic development
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have led to the need for accelerating assistance
to many sectors of development. This, of
course, raises the question of whether a strat-
egy of ‘‘health for all’’ can be accomplished in
the absence of a concurrent strategy for expe-
diting general development,

As to the “‘health for all’’ objective per se,
there is a policy consensus on the need for ac-
celerating appropriate assistance, although
there are differences of opinion on the rate at
which such a goal is likely to be achieved.
There is also a consensus that combined donor
and recipient country resources are adequate
to meet minimal primary health care require-
ments, provided that acceptable mechanisms
for mobilizing the necessary resources can be
established.

At present, major constraints on rates of
fund disbursement and utilization of assis-
tance in recipient countries are perceived to
include the following:

® poor project identification and preparation;

® poor defense of health projects vis-a-vis the
demands of other sectors;

® inadequate effort to obtain national planning
comumission approval; and

® limited continuity in self-reliant health sector
planning.

Important constraints upon acceleration of
financing inside donor organizations include
the following:

® existence of a multiplicity of approval pro-
cedures;

® availability of only limited numbers of multi-
sectorally trained health personnel;

¢ limited systematic cooperation between dif-
ferent donors for common health objectives.

Donors acknowledge that joint donor/recip-
ient cooperation is essential for improved aid
implementation. However, accountability for
accelerated health sector development obvi-
ously lies with the recipient countries, which
have the responsibility for determining their
own health matters. Overall, the largest pro-
portion of financial resources currently avail-
able to support the ‘‘health for all’’ effort are
those available within the recipient countries
themselves. This means the effectiveness and

quality of external aid will depend upon the
quality of recipient country planning and
commitment.

Other important points to recognize are
that if there is to be high-volume acceleration
of external assistance, health requirements
should be planned as an inherent part of gen-
eral development requirements; and in order
for donor responses to be effective, proposals
must be submitted by the recipient country’s
development planning authorities or their
equivalents. It would also appear that, in the
absence of a current international system for
health resource mobilization, new forms of
donor-recipient collaboration should be fully
explored.

In this same vein, acceleration of external
assistance would appear to place certain re-
quirements on recipients and donors alike. In
the case of recipient countries, the actions re-
quired include the following:

¢ Improve the quality of health sector planning
through training, experience, and information ex-
changes between countries and international or-
ganizations.

* Define the national commitment to ‘‘health for
all’> more explicitly.

® Keep currently informed on potential sources
of external financial and technical cooperation.

¢ Identify specific projects consistent with na-
tional development planning.

® Improve the quality of project preparation, in-
cluding project justification in relation to projects
proposed by other national sectors.

® Process proposals through the national devel-
opment authority, which is the primary channel for
major increases in external assistance.

¢ Participate with external financial organiza-
tions in rationalizing the allocation of resources
directed at attaining ‘‘health for all’’ objectives.

® Make the fullest possible use of WHO,
UNICEF, and United Nations Development Pro-
gram assistance in designing programs and identi-
fying, preparing, and justifying projects.

® Participate in the development and use of a
new international system designed to match needs
more rationally with potential resources.

¢ Take greater advantage of funds which are
readily available from numerous external donor
sources for preparing projects.

Similarly, needed actions by donor orga-
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nizations for the purpose of accelerating their
assistance activities would appear to include
the following:

¢ Engage in major retraining of international
personnel and advisers for the purpose of providing
orientation regarding (a) the relationship between
health and development; (b) program preparation
and justification; (c) donor program procedures; (d)
potential donor and recipient country resources;
and (e) information exchange procedures.

® Encourage a new and more assertive role by
UN agencies at the country level for the purpose of
assisting governments with identifying, justifying,
and presenting health programs.

® Assess the potential comparative advantages of
WHO as a channel for project acceleration. Given
the large volume of external assistance required,
donors perceive that WHO is in a relatively advan-
tageous position to assist requesting countries with
needs assessments, preparation of projects, and ap-
proval of projects at the national level. Meanwhile,
bilateral and other donors are in a relatively advan-
tageous position to conduct project negotiations at
the country level and to implement well-prepared
projects (with continued WHO cooperation at the
project level).

¢ Develop a mutually acceptable system for ex-
changing information about needs, resources, pro-
grams, and financing.

® Engage in joint analysis with recipients of the
alternatives for increasing the efficiency of resource
mobilization.

® Undertake joint development with the recip-
ients of a new and systematic global mechanism for
matching needs with resources.

Views on the Role of WHOQ

The World Health Organization continues
to be highly regarded for its technical repute,
political neutrality, and program initiatives
in support of global health priorities. Donor
representatives thus tend to welcome a WHO
role which, with the agreement of govern-
ments, provides major guidance to those gov-
ernments in health sector planning, needs
identification, project preparation and pre-
sentation, and definition of external financial
requirements. On the other hand, donors that
have major responsibilities for how develop-
ment funds are used—under terms established
by respective parliaments, legislatures, and
governing boards—also ask if WHO would be

prepared to serve beyond its traditional tech-
nical advisory and coordinating role in order
to catalyze and accelerate development fund-
ing for health objectives. For example, the
following queries have been noted:

* [s WHO able to distribute evaluated experi-
ence on ‘‘what works”’ in primary health care?

¢ Could WHO provide the health and develop-
ment training required to reorient national and in-
ternational personnel working toward the ‘‘health
for all’’ goal?

® Is WHO prepared to revise its own organiza-
tional structure so as to devote the time, attention,
and essential staffing needed to obtain the desired
financial mobilization?

® Is WHO prepared to serve as the global focus
for gathering, analyzing, and disseminating donor
and recipient program and financial data?

® Would WHO be prepared to respond to gov-
ernment requests with sufficient rapidity to meet
the project preparation needs prior to the annual
lapse of donor funds?

Such questions, asked in good faith, do not
affect the underlying willingness of donors to
accept WHO as the appropriate coordinating
focus of ‘‘health for all’”’ resource mobiliza-
tion. Donors recognize their own limitations
in expediting health planning at the country
level, and their questions and reservations
reflect their own legal accountability for com-
mitment of development funds. Such ques-
tions and reservations also reflect uncertainty
about whether WHO, which does not have
constitutional responsibility for development
coordination, would be prepared to make an
organizational commitment to provide the
staffing and functional changes needed to
significantly influence the global flow of de-
velopment resources serving ‘‘health for all’”’
goals.

Recommendations for a Global Resource
Mobilization System

Basic Constderations

‘The central conclusion of this study is that
significant acceleration of international health
improvements during the next 20 years will
require a more formal and systematic resource
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mobilization system than presently exists.
This conclusion assumes that the WHO
Member States already agree on the following
points:

¢ Health is an inherent component of develop-
ment programming.

® ‘“‘Health for all by the year 2000°’ is an over-
riding priority.

® Resource acceleration is required if the ‘‘health
for all’’ effort is to succeed.

® Regional and global information exchanges on
needs and resources are an essential part of ‘‘health
for all’’ planning.

¢ A global mechanism for resource mobilization
is essential.

* WHO has a constitutional responsibility to
bring into being the cooperative mechanisms
needed to support World Health Assembly objec-
tives,

Another basic consideration is that approxi-
mately 90 per cent of the external assistance
funding available for health purposes is de-
rived from sources other than WHO. More
specifically, the main sources of external
health funds are donors providing multisec-
toral funds for development purposes. Fur-
thermore, any new cooperative framework
must take account of the fact that no single
donor source or international institution holds
constitutional authority for the utilization and
coordination of worldwide development funds.

An international consensus has affirmed
that WHO should play the leading catalytic
role in health resource mobilization. How-
ever, success of the current global program
will require the fullest possible cooperation
from all the development-oriented sources of
assistance—multilateral institutions, bilateral
donors, other government entities, and pri-
vate and voluntary organizations—all of
which must necessarily remain accountable to
their own legal and constitutional authorities
and to their cooperating partner countries.

A key advantage of WHO, in comparison
with other international multilateral and bi-
lateral institutions, is its universal distribu-
tion and large number of professional staff
members. For the purpose of establishing a
global resource mobilization system under

WHO sponsorship, the following measures
would seen appropriate:

¢ Establish a data management system to iden-
tify donor health resources.

* Establish a data management system to iden-
tify recipient country needs and resources.

* Analyze and rationalize resource flows.

® Mobilize resources by matching needs with
potential resources.

® Provide training for resource mobilization.

Administrative Agreements

Given the varying (and largely develop-
ment-oriented) sources of external funds for
health, the new system’s nucleus should con-
sist of a consultative group of donors, recipi-
ents, and international organizations con-
vened by the Director-General of WHO.8
Specifically, the group should include repre-
sentatives of potential donors (including mul-
tilateral organizations, governmental donors,
and nongovernmental organizations) as well
as representatives of recipient countries by
geographic region.

While this proposed consultative group
would meet once or twice annually, the daily
work of resource mobilization should be as-
signed to a formal structure comprised of a
full-time Secretariat at WHO Headquarters
in Geneva, comparable supporting units at
the WHO regional offices, and especially
trained UN and WHO staff members at the
country level.

The Secretariat should be established under
the direct authority of the Director-General of
WHO. However, in order to properly express
WHO's consultative and cooperative role in
promoting resource mobilization with many
donors and countries, the Secretariat’s rela-
tionship to the WHO Director-General should
be such as to prevent any perception that in-
ternational financial cooperation in the
“‘health for all’’ effort is merely part of an in-

BSince 1980 the Director-General of WHO has au-
thorized periodic meetings in Geneva of a Health Re-
sources Group for Primary Health Care.
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tramural WHO program. Additional counter-
part secretariats or resource* mobilization
units should be established in each WHO re-
gional office under the authority of the re-
gional director.®

Among the functions that the WHO Head-
quarters Secretariat should perform are prep-
aration and updating of guidelines for the
following: donor and recipient information
systems; analysis and rationalization of global
needs and resources; matching resources to
needs; mobilizing resources; training; and
evaluation.

Other functions should include systematic
collection of donor resource and program in-
formation, analysis and matching of inter-
regional ‘‘health for all’’ needs based on
member countries’ requirements, analysis of
regional needs in relation to potential re-
sources, provision of assistance to member
countries for preparation of fundable pro-
grams, encouragement of negotiations be-
tween potential recipient countries and exter-
nal donor sources, and training of appropriate
regional and country WHO and non-WHO
personnel.

Underlying all these proposed administra-
tive arrangements is the original intent that
WHO should systematically promote cooper-
ation among representatives of all external
funding sources through consultation at coun-
try, regional, and WHQO Headquarters levels.
Ilustrative examples of these administrative
arrangements are contained in the full report
of this study (4).

In view of WHOQO’s constitutional role of
promoting coordination and the special re-
quirement that WHO support ‘‘health for
all’’ as an ‘“‘overriding priority,”’ resource
mobilization should be considered a central

9Within the Pan American Health Organization, re-
source mobilization is an established function of the Of-
fice of External Cooperation.

activity of the Organization. Modest funding
for Secretariat activities, therefore, could be a
legitimate requirement built into the WHO
Regular Budget or, alternatively, one fulfilled
by a specially established Trust Fund to which
participating donors and international organi-
zations might contribute.

If it is accepted that the administration and
programming of an estimated US$3 billion in
development-related funds will remain the
primary responsibility of various sponsoring
multilateral, bilateral, nongovernmental, and
United Nations agencies, then any new re-
source mobilization system coordinated under
WHO auspices would not be required to
manage or administer either ongoing or new
funds—aside from a relatively small adminis-
trative fund used for Secretariat and ‘‘cata-
lytic’’ purposes. And while a new system of
this kind would require the reorientation of
personnel (both national and international) to
carry out new functions, no significant in-
crease in the number of technical advisory
personnel would be required.

As this implies, the proposed systemn would
consist primarily of a data management and
analysis system to identify needs and funding
sources, and to catalyze, facilitate, and pro-
mote the acceleration of resource flows. In
essence, it would be a strategic planning sys-
tem designed to ensure that the ‘‘health for
all’” effort receives the necessary external
financial and administrative support. Secre-
tariat activities would not involve duplication
of effort or competition with currently funded
WHO program categories. The progress
achieved would be measured in terms of the
rate of flow and the distribution of external
resources channeled into the ‘‘health for all’’
effort, irrespective of the sources or organiza-
tions that provide them; and the evaluation of
that progress would be engaged in jointly by
all of the interested donors, recipients, and in-
ternational organizations involved.
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SUMMARY

Is it realistic to expect that sufficient external
financial resources can be mobilized to supplement
national support for approved WHO objectives by
the year 20007 What is the current status of exter-
nal financial cooperation in the health sector? What
could be done to accelerate the rate of external sup-
port?

A study of 16 selected official sources of interna-
tional financial cooperation was carried out in 1979
and 1980. By direct consultation and review of pub-
lished sources, an effort was made to assess the
policies, programs, and prospects for support of
established international health goals.

This study demonstrated that approximately 90
per cent of the external health sector funds are pro-
vided via development-oriented agencies. The ma-
jor agencies providing such assistance agree that no
sector, including health, should be excluded a priors,
providing that the requesting country conveys its

nronosale throuch the annronriate national devel-
Proposais mroughn € approprial€ nationa: Geves

opment planning authority. Also, the agencies in-
cluded in the study were found to be supporting
health-related programs in all the geographic re-
gions of WHO.

On the other hand, an associated review of 30 ex-
ternal funding agencies showed that only five re-
ported providing health assistance in more than half
of the countries where they provided assistance for
general development purposes. Interviewed sources
ascribe this to the limited manner in which health
proposals have been identified, prepared, and for-
warded (with national development authority ap-
proval) to international agencies.

In 1979, concessional development financing
totaled approximately US$29.9 billion, US$24.2
billion being provided by 17 major industrial coun-
tries, US$4.7 billion by OPEC countries, and less
than US$1 billion by the countries of Eastern

Europe. Approximately two-thirds of such conces-
sional f'mancing is administered bilaterally, only
one-third passing through multilateral institutions.

United Nations agencies receive only 12 per cent of
these total concessional development financing re-
sources.

In 1979, concessional funding for health totaled
approx1mate1y US$3 billion, approx1mately one-
tenth of which was administered by WHO and its
regional offices. It is anticipated that future interna-
tional funding for health in developing countries
will continue to come primarily from public and
private development institutions directly, rather
than being passed through WHO or United Na-
tions channels.

In this regard, it is important to recognize that
each donor has a very specific programming cycle,
and that donors’ organizational structures and pro-
fessional health staffs vary greatly. It is also impor-

tant for the ministries of health of recinient coun-
tant ior the 1€8 Of recipient coun

tries to become more familiar with the processes of
program identification, proposal preparation, and
proposal justification within the context of their
own national planning commissions’ approval pro-
cedures.

Another significant point is that agencies pro-
viding external assistance perceive the possibility of
expediting the funding process by reducing con-
straints on program processing that exist in the re-
cipient countries, and they feel that reduction of
such constraints is needed. Overall, however, it
would appear that a more organized system for
mobilizing international financial assistance will be
needed if appropriately expeditious support for the
goal of ‘‘health for all by the year 2000 is to be
provided. Such a system, described more fully by
the complete report of this study (4), is discussed
briefly in the foregoing presentation.
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SPECTINOMYCIN-RESISTANT, PENICILLINASE-PRODUCING
N. GONORRHOEAE 1IN U.S. MILITARY PERSONNEL

Transmission of spectinomycin-resistant penicillinase-producing Neisse-
ria gonorrhoease (PPNG) was recently documented for the first time in U.S.
military personnel. Between August 1982 and January 1983, 27 cases of
spectinomycin-resistant PPNG infection were reported by U.S. Air Force
Facilities in the Pacific. Twenty-five of these cases occurred among U.S.
Air Force personnel stationed at Osan or Junsan, Republic of Korea. At
least eight spectinomycin-resistant PPNG isolates were identified in pre-
treatment cultures obtained from individuals with recently acquired gono-
coccal urethritis.

In 1982, the U.S. Air Force (Pacific) began testing all gonococcal isolates
for penicillinase production. All PPNG isolates and all isolates from pa-
tients who failed spectinomycin therapy were tested for spectinomycin-
resistance. Because of the implementation of this surveillance system, the
occurrence and distribution of this outbreak can be readily described.

Strains collected from six of the patients have already been confirmed by
the Centers for Disease Control (CDC) as spectinomycin-resistant and
penicillinase-producing. Additional analyses show that all these strains con-
tain plasmids of 2.6, 4.4, and 24.5 megadaltons.

Source: World Health Organization, Weekly Epidemiological Record 58(18):137, 1983.




