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Foreword

The extent of premature death and ill health in the developing world is staggering. In 2000 almost 11 million children died before their fifth birthday, an estimated 140
million children under five are underweight, 3 million died
from HIV/AIDS, tuberculosis claimed another 2 million
lives, and 515,000 women died during pregnancy or child
birth in 1995, almost all of them in the developing world.
Death and ill health on such a scale are matters of concern in their own right.They are also a brake on economic
development. It was these twin concerns that led the international community to put health firmly at the center of
the Millennium Development Goals when adopting them
at the Millennium Summit in September 2000.
This report focuses on the health and nutrition
Millennium Development Goals agreed to by over 180
governments. It assesses progress to date and prospects of
achieving the goals.The report argues that where progress
has been slow, the reason is not lack of technical solutions
but that effective interventions are not used.The report
reviews the determinants to low access and use of these
interventions at household and health systems levels, and
shows the role that policies and institutions play.
The report argues that low coverage of MDG-related
interventions reflects in part the low level of government
health spending but more fundamentally the numerous
policy and institutional weaknesses across the entire health
system. It shows that additional spending on health would
accelerate progress toward the MDGs in countries with
good policies and institutions, while progress in countries
where they are weak, requires a more targeted approach. It
requires first and foremost a focus on households—not only
as users of services but as producers of health—and on
providers and their accountability. Accelerating progress
toward the MDGs in those contexts requires strengthening
of input markets, such as people and pharmaceuticals, and

of core public health functions: monitoring, evaluation, surveillance, regulation, social mobilization, and concerted
action beyond the health sector.
The report identifies what developing country
governments can do to accelerate the pace of progress
while ensuring that benefits accrue to the poorest and
most disadvantaged households. It also pulls together the
lessons of development assistance and country initiatives
and innovations to improve the effectiveness of aid, based
on a number of country case studies. It highlights some of
the principles of effective development assistance: country
driven coordination; strategic coherence expressed in
comprehensive poverty reduction strategies, which fully
address the issues of health, nutrition, and population;
financial coherence embodied in medium term expenditure framework; pooling of donor funds; and a common
framework for reporting and assessing progress.
A process has begun that we hope will lead to more
coordinated donor actions to accelerate country level
progress.This report aims to inform this process at the
global level, resulting in actions to which the international
community is firmly committed. But more importantly,
we hope that this report will stimulate and inform policy
dialogue and actions at national and sub-national levels,
involving the many stakeholders—households foremost
among them—that are critical for achieving the health
and population MDGs. Ultimately, this report will have
served its purpose if it generates action and change, and if
it contributes to accelerate the pace toward achieving the
MDGs. Many lives are at stake.We know what needs to be
done. It is time to act.
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K E Y M E S S AG E S A N D P O L I C Y H I G H L I G H T S
At the United Nations Millennium Summit in September
2001, 147 heads of state endorsed the Millennium
Development Goals, half of which concern different
aspects of health—directly or indirectly. This report assesses
progress to date toward these goals and analyzes prospects
for the future.The report argues that faster progress can be
made with existing health interventions. It argues that
extra government health spending is not enough, and that
policies and institutions within and beyond the health sector need to be strengthened if faster progress toward the
health millennium development goals is to be made. On
these and other issues the report reaches clear-cut conclusions.These are summarized below.

most optimistic calculations, the combined effects of
these stimuli will be insufficient for most countries to
make the difference between hitting and missing the
Millennium Development Targets.
• Developments within the health sector will tend to
slow down progress. Many countries cannot sustain the
rate of increase of coverage of attended deliveries they
saw during the 1990s—the inevitable slowdown will
lead to a slower rate of decline for maternal mortality.

Progress toward the Millennium Development
Goals for health has been mixed.

• Effective interventions exist for malnutrition, child
mortality, maternal mortality, and communicable
diseases. But they are being used too little by the people
who can benefit from them—especially poor people. If
universal coverage rates were achieved for a handful of
key child health interventions, the number of underfive deaths worldwide would fall by nearly two-thirds—
the Millennium Development Target.A three-quarters
reduction in the rate of maternal mortality—the
Millennium Development Target—could be achieved
by scaling up coverage rates of a handful of key
maternal mortality interventions, including improved
access to comprehensive essential obstetric care.The
technology is available—it just needs to be used by all.

Accelerating progress toward the Millennium
Development Goals for health is possible in all
regions and countries.

• Some good news: nearly 80 percent of the world’s people live in a country that is on track to hit the malnutrition target. In the 1990s, 38 percent of countries
accelerated the rate of decline for under-five mortality
despite HIV/AIDS.And in two regions—East Asia and
Pacific and the Middle East and North Africa—maternal mortality appears to have fallen swiftly in the 1990s.
• But plenty of bad news, too. On under-five mortality,
progress has been much too slow—and has been
getting even slower. Sub-Saharan Africa is lagging
behind badly across all the Millennium Development
Goals for health but especially on under-five mortality,
for which no Sub-Saharan country is on track to hit
the target.All regions face challenges on at least some
Millennium Development Goals, including regions
with many middle-income countries. Overall,
however, the poorest countries are progressing the
slowest. And at least for under-five mortality, poor
communities within countries are progressing the
slowest.

Additional resources are required but will not be
sufficient to reach the Millennium Development
Goals.
• Increased government spending on health is a part of
the answer to getting effective interventions used more
widely. But it is not the whole story. In countries with
very poor policies and institutions, across-the-board
increases in government spending will have little if any
impact on Millennium Development Indicators. In
these countries, improved policies and institutions—
within and beyond the health sector—are crucial if
progress toward the Millennium Development Goals is
to be accelerated. Even in countries with relatively
good policies and institutions, additional government
health spending needs to be targeted. Preliminary estimates suggest the returns to targeted spending—in
reduced mortality—are much higher than the returns
to across-the-board increases in government health
spending.

Progress in the second half of the 1990–2015
window will not necessarily be swifter.
• There will be some stimuli for faster progress outside
the health sector. Economic growth is set to increase in
all regions except East Asia and Pacific.The
Millennium Development Goal agenda may well speed
up progress toward universal primary enrollment, the
elimination of gender gaps in secondary education, and
increased access to safe drinking water. But even on the

xi

Strengthening policies and institutions in the
health sector requires working across several
interrelated areas.
• Stronger policies and better institutions for health
require lowering the financial and nonfinancial barriers
that households face in their dual roles as producers of
health and users of health services. Price is key,
especially for the poor, but knowledge and geographic
access are also important.
• Better policies and institutions within the health sector
also entail improving the performance of health
providers—on their quality, their responsiveness, and their
efficiency—through greater accountability.Within
provider organizations, stronger management involves
increasing the accountability of frontline providers to the
organization. But their performance can also be improved
by making them more accountable to the public, whether
along the direct route (for example, enabling community
organizations to exercise oversight of providers) or the
indirect route (making providers more accountable to policymakers through, for example, contracts or agreements,
and making policymakers in turn more accountable to the
public through greater democracy and openness).
Reaching the poor requires new thinking about the most
effective service delivery for the different kinds of basic
services: outreach, fixed facilities, and referral.
• Human resource challenges face most developing
countries, and policymakers need to work along several
dimensions.Wages and monetary benefits are
important elements of recruitment and retention
efforts. But there are other avenues that can usefully be
explored, such as increasing training opportunities,
enhancing promotion prospects, and so on.
• For medicines and essential supplies, governments have to
ensure that medicines reach and are affordable for people
who need them most.Again, working along a variety of
dimensions is required, including improved logistics, but
also better incentives, more strategic procurement
arrangements, and a more responsible role for industrial
governments in making existing drugs available at affordable prices and providing the appropriate incentive environment for research and development into diseases that
disproportionately affect poor countries.
Many governments lack credible and resourcebacked strategies for the prevention, treatment, and
control of communicable diseases.
• Too little effort is devoted to surveillance, monitoring
and evaluation, learning the lessons of such exercises,
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and incorporating the lessons into policymaking.And
all too often intersectoral issues are poorly handled.Yet,
as is becoming increasingly clear, investments outside
the health sector (in water and sanitation, and roads and
transport) do not achieve their full impact on health
unless they are accompanied by well designed programs
that aim to change people’s behavior (for example,
hand-washing) or accessing services.
Some countries appear to spend less than they
can afford.
• In these countries, governments should consider raising
the share of government spending in GDP, or increasing the health share of total government spending.
Such reforms take time and may require technical and
financial assistance from donors. Governments need
also to play a stronger role in encouraging or arranging
the pooling of out-of-pocket expenditures through
insurance and prepayment mechanisms.
Donors can do better than they have done
in the past.
• Development assistance to health is too unpredictable,
and the transaction costs are too high. Development
assistance to health—like government spending itself—
is more productive in countries with sound policies
and institutions. Aid can help foster good policies and
facilitate transition to them, but donors cannot force
policies on countries against their will.Aid is fungible,
at least in part: this points toward enhanced
coordination, aid pooling, and putting countries in the
driver seat. Global partnerships in health add value, but
contain risks.
• At the High-Level Forum on the Millennium
Development Goals for health in Geneva in January
2004, there was broad agreement among a wide variety
of different actors—donors, international technical
agencies, philanthropists, and developing countries—
on a number of points. It was agreed that the
Millennium Development Goals for health pose formidable challenges and that it is vital for all to rise to
them.All agreed that a greater sense of urgency is
required if 2015 is not to pass by with a large number
of countries having missed the targets.The forum participants agreed on actions in the mobilization of
resources for health, aid effectiveness and
harmonization, human resources, and in the monitoring of performance.

S TAT I S T I C A L H I G H L I G H T S
ied across regions—slowest in Sub-Saharan Africa, swiftest
in the Middle East and North Africa.

Why the Millennium Development Goals matter—
it’s the world’s poor who die earlier.

• 60 percent of the people in the Middle East and North
Africa are in countries on track to reach the goal for
under-five mortality, 39 percent in Latin America and
the Caribbean, 28 percent in Europe and Central Asia,
17 percent in East Asia and Pacific, 10 percent in South
Asia, and 0 percent in Sub-Saharan Africa.
• 84 percent of the people in the Middle East and North
Africa are in countries on track to reach the goal for

Rates of mortality and malnutrition tend to be much higher
among the world’s poor and, with the exception of deaths
from HIV/AIDS, lower among better-off sections of the
world’s population.
• 41 percent of children in the poorest quarter of the
world’s population are underweight, 3 percent in the
richest quarter.
• 114 deaths among children under five per 1,000 live
births for the poorest quarter, 13 per 1,000 for the
richest quarter.
• 63 maternal deaths per 10,000 live births for the poorest quarter, 4 per 10,000 for the richest quarter.

Figure 2 Progress toward the Millennium
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maternal mortality, 69 percent in East Asia and Pacific,
19 percent in Europe and Central Asia, 3 percent in
Sub-Saharan Africa, 2 percent in Latin America and the
Caribbean, and 0 percent in Sub-Saharan Africa.

• 164 AIDS deaths per 100,000 people for the poorest
quarter, 31 for the richest quarter.

Even within a region the progress toward the
Millennium Development Targets can vary
tremendously.

Progress toward the Millennium Development Goal
targets has varied—across indicators and across
regions.

Many countries in East Asia and Pacific reached the
required annual rate of reduction to achieve the target of
halving of malnutrition by 2015 in the 1990s, and the
region as a whole is on track to hit the target. But several
countries have not achieved the required rate of
reduction.

Progress has been fastest for malnutrition, reflecting in part
the lower target for this indicator (a halving of the rate
between 1990 and 2015, compared with a two-thirds
reduction in the case of maternal mortality). Progress has
been slowest for under-five mortality. Progress has also var-
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• China has been reducing malnutrition by 8.2 percent a
year, Malaysia by 5 percent,Thailand by 2.7 percent
(just enough to reach the goal).
• Myanmar and Cambodia have been reducing malnutrition by only 1.1 percent a year, Lao PDR by 0.9
percent, and the Philippines by 0.6 percent.
• In Mongolia malnutrition has been increasing by 1.1
percent a year.
The poorest countries are progressing slowest
toward the Millennium Development Goals.
For malnutrition, under-five mortality, and maternal mortality the story is the same—the low-income countries
reduced their rates least quickly in the 1990s.
• Low-income countries have been reducing
malnutrition by only 2.6 percent a year, lower middleincome countries by 7.6 percent, and upper middleincome countries by 4.6 percent.
• Low-income countries have been reducing under-five
mortality by 2.3 percent a year, lower middle-income
countries by 2.5 percent, and upper middle-income
countries by 4.9 percent.
• Low-income countries have been reducing maternal
mortality by 2.4 percent a year, lower middle-income
countries by 4.9 percent, and upper middle-income
countries 2.5 percent.

These figures are culled from the text. Please see the text
for source material.
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Figure 4 The poorest countries are progressing
slowest toward the Millennium Development Goals
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Most of the world lives in a country where underfive mortality fell slower in the 1990s than it did in
the 1980s.
Under-five mortality typically fell slower during the
1990s than it did in the 1980s.
• In South Asia only 11 percent of the people lived in a
country where the rate of decline quickened in the
1990s, in East Asia and Pacific 20 percent, in Middle East
and North Africa 34 percent, in Europe and Central Asia
36 percent, in Latin America and the Caribbean 38 percent, and in Sub-Saharan Africa 51 percent.

Figure 5 The pace of decline of under-five
mortality slowed during the 1990s
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where rate of decline increased in 1990s
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Figure 3 Varying progress in East Asia and Pacific
toward the malnutrition goal
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Rising to the Challenges

The scale of death and ill health in the world is staggering.
In 2000 more than 11 million children died before their
fifth birthday.1 Among the world’s 613 million children
under five, 140 million are underweight.1 In 1998, 843
million people were classified as undernourished on the
basis of their food intake. In 2001, 3 million people died
from HIV/AIDS.2, 3 Tuberculosis claimed 2 million lives,
and in 1995 half a million women died during pregnancy
or childbirth.
This heavy burden of death and suffering is heavily concentrated in the world’s poorest countries (figure 1). Just 1
percent of the world’s 11 million under-five deaths
occurred in high-income countries, with 42 percent occurring in Sub-Saharan Africa alone. Almost half the world’s
underweight children—65 million children—live in South
Asia. And 98 percent of the world’s half million maternal
deaths took place in the developing world—252,000 in
Sub-Saharan Africa alone.1 Within countries, too, it is the
poor who shoulder the lion’s share of the disease burden.
Death and disease matter in their own right, but they
also act as a brake on poverty reduction.As Nobel laureate
Amartya Sen recently put it, “health is among the most
important conditions of human life and a critically significant constituent of human capabilities which we have reason to value.”4 But health also matters because it affects
living standards—of households and countries. Health
expenses can easily become burdensome for households:
in Vietnam alone they are estimated to have pushed some
3 million people into poverty in 1993.5
Beyond its direct impact on a household’s living standards through out-of-pocket expenditures, ill health has an
indirect effect on labor income, through productivity and
the number of hours people can spend working. The

effects of illness on income may take time to appear and
be long lasting. If children are malnourished, they are less
likely to be in school, and they learn less when they are in
school.As a result, they are less productive later in life.
The devastating economic consequences of illness and
death are evident at the macroeconomic level, too.
Demographic variables account for an estimated half of the
difference in growth rates between Africa and the rest of
the world over 1965–90.6 Children require teachers to
learn, and in some parts of Africa deaths from HIV/AIDS
are making a major dent in the stock of teachers—Zambia
now loses half as many teachers as it trains to HIV/AIDS.7
The AIDS epidemic has been estimated to knock 0.3–1.5
percentage points off rates of economic growth.8
During the 1990s the international community became
more alarmed about the scale of ill health and death in the
developing world and at the growth of HIV/AIDS and
tuberculosis.The decade also saw major new global health
initiatives and partnerships, including UNAIDS (the Joint
United Nations Programme on HIV/AIDS); the Global
Alliance for Vaccines and Immunization; the Stop TB
Partnership; the Global Fund to Fight AIDS, TB and
Malaria; and many others. With the 1990s drawing to a
close the international community decided that even
more needed to be done.At the UN Millennium Summit
in September 2001, 147 heads of states endorsed the
Millennium Development Goals (MDGs), nearly half of
which concern different aspects of health—directly or
indirectly (box 1).*
* Throughout the report,“health” is interpreted broadly. For example, nutrition is both a key aspect of health in its own right and a key influence on
other aspects of health.

1

Figure 1 The poorest countries suffer the highest
burdens of premature mortality and malnutrition

Box 1 The health-related Millennium
Development Goals
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160

• Goal 1: Eradicate extreme poverty and hunger.The target
is to cut in half the proportion of people who suffer from
hunger between 1990 and 2015, with progress measured
in terms of the prevalence of underweight children under
five.The target implies an average annual rate of reduction
of 2.7 percent.
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Source: References 130, 131, and 123.

• Goal 4: Reduce child mortality.The target is to reduce the
under-five mortality rate by two-thirds between 1990 and
2015, equivalent to an annual rate of reduction of 4.3
percent.
• Goal 5: Improve maternal health. The target is to reduce
the maternal mortality ratio by three-quarters between
1990 and 2015, equivalent to an annual rate of reduction
of 5.4 percent.
• Goal 6: Combat HIV/AIDS, malaria, and other diseases.
The target is to have halted and begun to reverse the
spread of these diseases by 2015.
• Goal 7: Ensure environmental sustainability. The target is
to cut in half the proportion of people without sustainable
access to safe drinking water by 2015.

The health Millennium Development
Goals: Progress and prospects
Tracking progress toward the health goals is not straightforward. Good-quality trend data are available for most
countries only for under-five mortality. Poorer-quality
trend data are available for a limited set of countries for
child malnutrition. Limited trend data are available for
maternal mortality, so this study used a model to forecast
rates in the 1990s and beyond.Trend data are also limited
for communicable diseases, and no modeling was undertaken for the report.

A mixed score at half-time
Of the Millennium Development Goals for which trend
data are available or estimated, the fastest progress has been
on malnutrition (table 1).The following factors are important in interpreting the mixed score at half time:
• The number of people living in on-track countries, not just
the number of countries, matters.Worldwide 77 percent of
the people living in the developing world live in
countries that are on track to meet the malnutrition
target. In Sub-Saharan Africa only 15 percent of the
people live in an on-track country.
• Different indicators show different levels of improvement. For
under-five mortality the developing world managed
only a 2.5 percent average annual reduction in the
2|
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• Goal 8: Develop a global partnership for development.
The target is to provide access to affordable essential drugs
in developing countries.
Source: Reference 9.

1990s, well short of the target of 4.2 percent. For maternal mortality the average population-weighted decline
was just 3.2 percent, far from the 5.4 percent target.
• Health targets are relevant for middle-income countries as
well as low-income countries. Two of the most affluent
regions—Europe and Central Asia and Latin America
and the Caribbean—have the smallest shares of countries on track for the child mortality target (22 percent
and 10 percent). Only 4 percent of countries in Latin
America and the Caribbean are on track to meet the
maternal mortality target.
• Evidence on how the poor are faring within countries is mixed.
For malnutrition, within countries the poorest 20 percent of the population appears, on average, to have been
experiencing broadly similar rates of reduction as the
population as a whole. But for under-five mortality the
rate has been falling more slowly among the poor.
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38.2

35.7

39.1

54.2

21.9

35.3

39.7
40.7

37.5
41.7

26.7

33.3

33.3

56.5

n.a.

Share of
countries
with
faster
rate of
decline
in 1990s

26.7

31.7

25.8

31.5

37.0

28.9

31.3
19.8

11.4
50.6

33.5

37.7

35.8

20.2

n.a.

Share of
population
living in
country
with faster
rate of
decline in
1990s

–3.1

–2.5

–3.2

–2.5

–1.9

–2.5

–2.4
–4.9

–2.9
–1.6

–6.9

–1.5

–4.3

–4.5

–5.4

Populationweighted
average,
1990s
(yearly
percentage
change)

15.6

4.5

17.4

0.0

10.0

5.6

10.3
32.6

12.5
7.3

64.3

4.2

25.0

14.3

n.a.

Share of
countries
on track for
Millennium
Development
Target

28.3

0.0

32.0

0.0

1.3

2.1

1.3
67.0

0.0
2.7

84.4

1.6

18.8

68.5

n.a.

Share of
population
living in
on-track
country

Maternal mortality ratio

Will the second half go better?
As a comparison of the child mortality experiences in the
1980s and 1990s demonstrates, past performance is not
necessarily a good predictor of future performance. The
fact that a country is on track on the basis of its performance in the 1990s does not guarantee that it will maintain the required annual rate of reduction of malnutrition
or mortality during 2000–15. It is also possible that countries currently off track may get on track in the second half
of the Millennium Development Goal “window.”
S T I M U L I F RO M O U T S I D E T H E H E A LT H S E C T O R
C A N B E E X P E C T E D The World Bank estimates that
economic growth will fall somewhat in East Asia and the
Pacific in 2000–15, turn from negative to positive in
Europe and Central Asia and Sub-Saharan Africa, and
increase somewhat in Latin America and the Caribbean,
the Middle East and North Africa, and South Asia.10
Primary education completion rates will also probably
grow faster in the new millennium as a result of the
“Education For All” and “Fast Track” initiatives. But higher
rates of educational attainment among women of childbearing age will not show up until 2005 or so, and even
then the first full round of effects on under-five mortality
will not be felt until 2010. More relevant is the fact that
gender gaps in secondary education may well narrow more
quickly in the new millennium than in the 1990s as a result
of the gender Millennium Development Goal. To achieve
parity with boys by 2015 in the proportion of the population 15 and over who have completed secondary education, girls’ completion rates will have to grow faster in the
new millennium than in the 1990s in most regions, especially in South Asia and East Asia and the Pacific.And if the
water Millennium Development Goal is to be reached,
access rates will need to grow much faster in 2000–15,
especially in Sub-Saharan Africa.
E V E N W I T H E C O N O M I C G ROW T H A N D FA S T E R
P RO G R E S S O N T H E N O N H E A LT H G OA L S , M A N Y
REGIONS

WILL

STILL

MISS

MANY

OF

THE

The combined contributions to the
decline in malnutrition and mortality of faster economic
growth and achieving the gender and water goals could be
significant. In Europe and Central Asia progress on these
fronts might add as much as 1.4 percentage points to the
rate of decline of under-five mortality, 1.1 percentage
points to the rate of decline of maternal mortality, and just
under 1 percentage point to the annual rate of reduction in
underweight children. In South Asia they might add as
much as 2.6 percentage points to the annual rate of reduction in maternal mortality, taking it from 2.9 percent a year
to 5.5 percent.While these contributions will push counH E A LT H TA R G E T S
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tries and regions firmly toward the targets, they will for the
most part not get them there (figure 2). The picture is
bleakest for under-five mortality—and for Sub-Saharan
Africa. Even with Sub-Saharan Africa’s extra percentage
point in annual reductions in under-five mortality coming
from economic growth and achievement of the gender and
water goals, its projected rate of reduction of under-five
mortality for 2000–15 is still only 1.6 percent a year.
The assumptions underlying these calculations are probably overoptimistic.The gender and drinking water targets may well be
missed. And contrary to what has been assumed, it is
unlikely in the absence of these stimuli that the pace of
decline of the Millennium Development Indicators
achieved in the 1990s will continue. The three variables
used to forecast maternal mortality in the model are likely
to be less conducive to reductions in maternal mortality in
the new millennium than in the 1990s.

W H Y T H E P I C T U R E M AY B E B L E A K E R

The goals matter for all countries
Given the likelihood that many countries will miss several
of the goals, why should they be taken seriously? The goals
matter for several reasons.
• Faster progress is important even if targets are missed. A key
message of this report is that progress can be accelerated through a judicious mix of spending and policy
and institutional reform.
• The goals facilitate benchmarking. By focusing on a limited
set of outcomes, the Millennium Development Goals
show what is achievable and where faster progress can
be made.
• The poor risk being left behind. One weakness of the
Millennium Development Targets is that they are
national averages and so do not remind us automatically that progress needs to be for everyone, not just the
better off. Progress has been uneven, with the poorer
countries lagging behind the rest. For under-five mortality, the poor within countries are lagging behind the
rest of the population. Progress needs to be monitored
and analyzed by income—and efforts directed toward
population groups that are being left behind.

Effective interventions exist—they
need to reach more people
Lack of interventions is not the obstacle to faster progress
toward the goals. It is the low levels of use—especially
among the poor—of interventions that work.

Figure 2 Faster economic growth and other changes outside the health sector will help move regions
toward the targets, but in most cases it will not get them there
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The array of existing effective interventions is impressive
The available interventions constitute a powerful arsenal
for preventing and treating the main causes of malnutrition
and death (see chapter 3, table 3.1). Diarrhea, pneumonia,
and malaria account for 52 percent of deaths among children worldwide. For each of these causes, there is at least
one proven effective preventive intervention and at least
one proven effective treatment intervention, each capable
of being delivered in a low-income setting. In most cases,
several proven effective interventions exist. For diarrhea—
the second-leading cause of child deaths—there are no
fewer than five proven preventive interventions and three
proven treatment interventions.

If use of all the proven effective childhood preventive and
treatment interventions were to rise from current levels to
99 percent (95 percent for breastfeeding), the number of
under-five deaths worldwide could fall by as much as 63
percent.11 Deaths from malaria and measles could be all but
eliminated. And deaths from diarrhea, pneumonia, and
HIV/AIDS could be dramatically reduced. If coverage rates
of the key maternal mortality interventions were increased
from current levels to 99 percent, 391,000 maternal deaths
worldwide—74 percent of current maternal deaths—might
be averted. One intervention stands out as especially
important: access to essential obstetric care, which accounts
for more than half the deaths averted (figure 3).

Effective interventions are underused,
especially by the poor

What countries need to do
to rise to the challenges

Why, then, are the high rates of malnutrition and death in
the developing world so high? For one reason or another,
people do not receive the effective interventions that could
save their lives or make them well nourished. In upper middle-income and high-income countries, 90 percent of children receive DPT3 vaccinations, more than 90 percent of
babies are delivered by a medically trained person, and more
than 90 percent of pregnant women make at least one antenatal visit. In South Asia less than 50 percent of pregnant
women have antenatal checkups, and only 20 percent of
babies are delivered by a medically trained person.The story
is similar for other childhood interventions—and for interventions for other goals. Of the estimated 6 million people
in low-income and middle-income countries currently
needing antiretroviral therapy, only 300,000 receive it. In
Asia, where more than 7 million people are living with
HIV/AIDS, no country has exceeded 5 percent antiretroviral therapy coverage.
Just as shortfalls in coverage vary across countries, they
vary within countries, with the poor and other deprived
groups invariably lagging behind.These groups are less likely
to receive full basic immunization coverage, have their deliveries attended by a medically trained person, or make at least
one antenatal care visit to a medically trained person. On the
positive side, the poor for the most part are making faster
progress in coverage, reflecting that the better off already
have high coverage rates for many interventions. Progress has
been more propoor in professionally delivered interventions.

If the lack of interventions is not keeping countries from
achieving the goals, what is? What do countries need to do
to accelerate progress toward them?

Underuse of effective interventions costs lives
The low use of effective interventions—in the developing
world in general and among the poor in particular—translates into rates of mortality, morbidity, and malnutrition
that are far higher than they need be.
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Figure 3 Full use of existing interventions would
reduce maternal deaths dramatically
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Extra government health spending
is needed, but it is not enough
Some argue that the cause of slow progress is the lack of
government health spending.12 The evidence presented in
support of this view is not altogether compelling.Arbitrary
assumptions are made about the links between scaling up
expenditures and intervention coverage rates, and no
explicit assumptions are made about the links between
coverage levels and health outcomes.There is no assurance
that incurring the extra government health spending
claimed to be necessary would reduce mortality at all—let
alone by the proportions required to reach the goals.
In fact, some writers have argued that government health
spending has little impact at the margin on health outcomes,
once the effects of other determinants have been accounted
for.The reason? The many weak links in the chain running
from government spending to health outcomes.13–15 Their
evidence has limitations. It refers simply to child mortality,
not to health outcomes in general. It indicates what happens
to child mortality among the whole population, in an average country, and therefore hides significant spending effects
among specific subpopulations and in well-governed countries.16–19 And it indicates what would happen to child mortality if additional government spending were to take the
form of a proportional scaling up of all government health
programs, not what would happen if extra spending were
focused on specific subpopulations or specific programs.

Policies and institutions mediate the impact
of government health spending
In countries with good governance, additional government
health spending does reduce child mortality.19 This result is
consistent with recent studies that find that the elasticity of
infant mortality to development assistance depends on the
quality of a country’s policies and institutions. Development
assistance has a stronger effect in countries with strong policies and institutions than in countries with only average
quality policies and institutions—and an insignificant effect
in countries where policies and institutions are weak.20,21
The assertion is also consistent with the findings of a study
undertaken for this report, which includes other outcomes

† The Country Policy and Institutional Assessment is an annual assessment
by World Bank staff of the quality of International Bank for Reconstruction
and Development and International Development Association borrowers’
policy and institutional performance in areas relevant to economic growth
and poverty reduction. It consists of 20 equally weighted criteria representing policy dimensions of an effective poverty reduction and growth strategy,
such as economic management, structural policies, policies for social inclusion and equity, and public sector management.

alongside child mortality and uses the Bank’s Country
Policy and Institutional Assessment index† to measure the
quality of policies and institutions.

How much would reaching the goals cost
in well-governed countries?
Well-governed countries with good policies and institutions could, in principle, achieve the goals simply by scaling
up their expenditures on existing programs in proportion to
current allocations. In practice, however, the amount of
extra spending required would likely be prohibitive. Take
East Asia and the Pacific. If economic growth proceeds as
expected and the other relevant Millennium Development
Targets are hit, the region would achieve the required rates
of reduction of underweight and maternal mortality even
without additional government health spending. But it
would miss the under-five mortality target. To hit this target, a minimum of five percentage points would need to be
added to the rate of growth of the government health share
of GDP.That would take the projected share of GDP spent
on government health programs to 3.7 percent in 2015—
more than twice what it would be if the 1990s pattern of
growth continues.
In Sub-Saharan Africa the conclusions are even starker.
Even if faster economic growth materializes and the other
targets are hit, the share of government health spending in
GDP would need to grow by an additional 12.3 percentage
points a year, taking the share to 12.2 percent in 2015.
Compare that with a 2000 figure of 1.8 percent and a 2015
forecast of 2.2 percent based on the 1990s annual growth
of just 1.2 percent in the government health share of GDP.
Poorly governed countries cannot expect to make
much progress toward the Millennium Development
Goals simply by scaling up their expenditures on existing
programs in proportion to current allocations. And while
well-governed countries could in principle simply scale
up existing spending to reach the targets, this is unlikely to
be affordable—for them or for their donors.
What are the implications for health spending? The first
is that targeting additional government spending is important for both sets of countries.The second is that building
good policies and institutions is important for all countries: it increases the productivity not just of additional
spending but also of existing spending commitments. But
what do better policies and institutions entail in the health
sector? Health systems are very broad—far broader than
many people think.Weak policies and institutions can arise
at several points along the pathway from government
health spending to health outcomes (figure 4).The report
uses this framework to tackle the difficult question of how
to build stronger policies and institutions.
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Figure 4 Paths to better health, nutrition, and population outcomes
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Improving expenditure allocations
and targeting
Geographic targeting
In most countries, governments spend most of their
money in cities, and spending disproportionately benefits
the better off.22,23 Resource allocation formulas can be
used to reduce government spending gaps across regions.24
In Bolivia, which has used such formulas since 1994 as
part of its decentralization efforts, some fairly large—and
propoor—improvements in maternal and child health
indicators have occurred. Targeting resources to poor
regions and provinces may benefit from nontraditional
mechanisms for priority-setting and implementation, such
as social investment funds. A recent impact evaluation in
Bolivia concluded that such funds were responsible for a
decline in under-five mortality from 88.5 per 1,000 live
births to 65.6.25

Changing the allocation of spending across levels of care
Developing country spending on health is characterized by a
surprisingly high concentration of spending on secondary
8|
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and tertiary infrastructure and personnel—despite low bed
occupancy rates. Some governments have tried to scale back
the share of hospital spending.Tanzania, for example, reduced
the share from 60 percent in 2000 to 43 percent in 2002.
Simply reallocating the budget toward primary care
need not result in higher payoffs to government health
spending in lower malnutrition and child and maternal
mortality, however.14,15 In many instances service providers
have failed to deliver good-quality care and use resources
efficiently.The trick is to couple expenditure reallocations
with measures to improve the performance of primary care
facilities and district hospitals—and measures to ensure that
households actually demand relevant interventions.

Targeting specific programs
Programs such as the directly observed treatment, shortcourse for tuberculosis (DOTS) and Integrated Management of Childhood Illness for child health are good
examples of programs that may yield high returns to government spending at the margin. Both are the subject of
ongoing evaluation, but early results are encouraging.26,27
A recent World Bank study28 in India provides further

support for the idea that the way government spending is
allocated across programs makes a difference to its impact
on the Millennium Development Indicators.

Targeting specific population groups
Many countries subsidize all government health services
for everyone. These blanket subsidy schemes fail to target
interventions that give rise to externalities, and they fail to
disproportionately benefit the poor—this, despite the
stronger equity case for subsidizing their care and the fact
that they tend to bear a disproportionate burden of malnutrition and child and maternal mortality.

Targeting spending to remove bottlenecks
Another approach is to assess the health sector impediments
to faster progress in a country, identify ways to remove them,
and estimate both the costs of removing them and the likely
impacts of their removal on Millennium Development Goal
outcomes.29 Work along these lines—sometimes referred to
as marginal budgeting for bottlenecks—has begun in several
African countries and India.30 In Mali key bottlenecks were
identified for supporting home-based practices and delivering periodic and continual professional care.These included
low access to affordable commodities and the need for community-based support for home-based care; low geographical access to preventive professional care (immunization,
vitamin A supplementation, and antenatal care); shortages of
qualified nurses and midwives; and an absence of effective
third-party payment mechanisms for the poor for professional continuous care.
Combining estimates of the costs of measures to
remove these bottlenecks with estimates of the mortality
reduction on their removal gives an elasticity of mortality
to government health spending that compares very favorably with the elasticities for untargeted government health
spending—even those for well-governed countries with
good policies and institutions. Only time—and careful
monitoring and evaluation—will tell whether these estimates turn out to be accurate.

Better policies toward households—as
producers and demanders of care
Improving people’s health is the overarching aim of the
health sector. But households are not just the endpoint of the
sector’s activity.‡ They are major actors. Indeed, they play a
dual role: as users of health services delivered by professional
‡ The term “household” is used here to refer to whatever grouping of people share responsibility for health. It is not limited to parents (caregivers of
children might be grandparents, aunts, stepparents) and can encompass the
broad array of kinship and household patterns around the world.

providers (if patients don’t demand care, providers cannot
deliver it) and as producers of health through the delivery of
home-based interventions and in their everyday health
behaviors (this is especially important for child health). In
both roles they face barriers. Policymakers need to be aware
of those barriers and to formulate appropriate policies.

Lowering financial barriers
Low income is a barrier to the use of most health interventions. Economic growth is therefore an important weapon in
the war against malnutrition and mortality.31,32 But social
protection programs are also important. South Africa’s oldage pension scheme increased the height of under-five black
children by eight centimeters, half a year’s growth.33,34 Also
important are informal community solidarity schemes, which
often substitute for formal social protection programs.35
The other part of the affordability equation is price.
Higher money prices tend to reduce demand—especially
among the poor—unless accompanied by improvements
in service quality.36 In many cases out-of-pocket payments
are informal rather than formal.37 And it is not just the
payments to health providers that matter—users of health
services incur other money costs in using health facilities,
including transportation costs.
User charges for Millennium Development Goal interventions are to be discouraged.Why? Many of these interventions involve benefits that spill over to people who do
not receive the intervention (immunization is a classic
example). But an equity case can also be made for reducing prices facing the poor and near-poor, even where
there are no spillovers. Subsidies should thus be targeted to
services with spillovers and to the poor. In practice, they
are often badly targeted in at least one respect if not both.
There are exceptions, however. In Ifakara, Tanzania, a
voucher program for mosquito nets was launched successfully for pregnant women and children under five.38–40
And in Indonesia a health card introduced during the economic crisis increased use among the poor.41
Some recent programs, especially in Latin America, have
not simply made health care affordable for the poor—they
have made it profitable. Rather than simply reducing the
cost of using specific interventions these programs provide
cash payments to users, linked to specific interventions and
restricted to certain groups—often poor mothers and their
children.The experience with these programs, in targeting
and impact, is encouraging.42–47
There is another reason for limiting user charges. Risk
aversion coupled with the unpredictability of illness provides a motivation for pooling risks through an insurance
scheme. Lack of insurance and the consequent exposure to
the risk of medical expenses cause households to hold more
wealth (and more of their wealth in liquid form) than they
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otherwise would in the hope that they can smooth their
consumption when health shocks occur.48 Evidence from
rural China suggests that households fail in these efforts and
that the poor have the least success in self-insuring against
income shocks.49 Insurance in the developing world is very
limited, and those who are least able to smooth consumption without insurance are the least likely to have insurance
coverage.50 Governments have a role to play here. In Egypt
a school health insurance program for all children attending
school resulted in larger increases in coverage among the
poor than among other groups and achieved considerable
impact on use and out-of-pocket expenditures.51

Empowering women
Women exercise little control over household resources in
many countries.All else constant, such women are less likely
to receive antenatal care, to have antenatal visits, and to have
visits in the first trimester of pregnancy.52 Microcredit programs aimed at poor women are thought to be one way of
increasing women’s financial autonomy. Whether they
increase the use of maternal and health services is less clear.53
Also important is a woman’s ability to make decisions more
generally. In India, although contraceptives are readily available in retail shops, community pressure or disapproval by
husbands often prevent women from using them.

Providing information—enhancing knowledge
Lack of knowledge is a major factor behind poor health. It
results in people not seeking care when they need it,
despite the absence of price barriers. In Bolivia a large fraction of poor babies are not delivered by a trained attendant
even though the mothers are eligible for free care under
the Maternal and Child Health Insurance program.54 Lack
of knowledge also results in people, especially poor people,
seeking and receiving inappropriate care—and paying for
it.55 Ignorance may also result in people not getting the
maximum health gain out of inputs they have available to
them for use. Many people do not know that piped water
in many countries requires further purification or that
hand-washing confers much of the health benefit of piped
water. Not surprisingly, piped water has a much greater
impact on the prevalence of diarrhea among the children
of the better off and better educated.56
Better-educated women—especially those with a secondary education—achieve better health outcomes for
themselves and their children.57 They do this not by using
health-specific knowledge that they acquire at school but
by using general numeracy and literacy skills learned at
school to acquire health-specific knowledge later in life.58
So, while better-educated girls will mean healthier women
and healthier children in years to come, a shorter and
more direct route to increasing health-specific knowledge
10 |
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and skills is through information dissemination and counseling in the health sector.
One venue for delivering health messages is the public
facility. A lactation clinic at the Children’s Hospital in
Islamabad, Pakistan, promoted exclusive breastfeeding by
altering women’s perceptions of its importance and by
counseling them on techniques.59 But a focus on public
health facilities is far from ideal, since many people,
including many poor people, do not use them when they
fall ill—and may not even seek care at all. Programs in the
community—where the conveyers of knowledge seek out
target groups—seem likely to have a better chance of
reaching a broader group and reaching the poor.
There are several success stories here. In Brazil health
knowledge among mothers and feeding practices improved
after health workers trained by the Integration of Childhood
Management Illness provided information and counseling at
health facilities and in the community.30 After only 18
months the nutritional status of children in the area
improved as well. Social marketing and media campaigns
have also proved effective in some circumstances.38,39,60

Reducing time costs
Transportation systems, road infrastructure, and geography
influence the demand for care delivered by formal
providers through their impact on time costs, which can
be substantial.61–65 In rural communities, where roads are
poor and transport unreliable, the time spent waiting for
transport is also a major cost.Time costs tend to be a major
issue for maternal mortality. Health centers are unable to
provide essential obstetric care for a complicated delivery,
and hospitals, which could provide the needed care, are
hard to reach. Road rehabilitation and other transport
projects are important here.66 But so are subsidies linked
to the use of health services. Malaysia and Sri Lanka provide free or subsidized transportation to hospitals in emergencies.67 Other options to tackle inaccessibility include
engaging in outreach, building new public facilities in
underserved areas, and establishing partnerships between
government and nongovernmental organizations (NGOs),
private providers, or community organizations.

Providing access to water and sanitation
The availability of plenty of water and improved sanitation
are associated with better maternal and child health outcomes, at least among the better educated, even after controlling for other influences.61,63,68–74 This isn’t altogether
surprising. Hand-washing is easier if the household has
piped water that provides readily available quantities of
safe water. And the safe disposal of feces is easier if the
household has an improved form of sanitation.The developing world lags well behind the industrial world in

both—and poor people fare especially badly.They are less
likely to be connected to a network, and the sources they
rely on tend to be more costly per liter than the networked services used by the better off.75
The two challenges from a health perspective are to
increase access to water and sanitation infrastructure and
to ensure that people know how to get the maximum
health benefits from such investments. The first was
addressed extensively in the World Bank’s 2004 World
Development Report: Making Services Work for Poor People.75
The second is addressed in chapter 8 of this volume.

Improving health service delivery
Health providers—in both the public and private sectors,
and in both the formal and informal sectors—deliver interventions of relevance to the Millennium Development
Goals. Many are efficient, deliver high-quality care, and are
responsive to their patients. But many are not. As a result,
resources—public and private—are wasted and facilities sit
underused. Patients often receive care—and pay for it, out
of very limited means—that is inappropriate to their needs.
They may also receive downright dangerous care.
Two things can make a difference. One is the quality of
management. Better management means a clearer delineation of responsibilities and accountabilities inside organizations, a clearer link between performance and reward,
and so on. Management means getting accountabilities
right within an organization. The other thing that can
make a difference is getting accountabilities right between
the organization and the public.75 Some strategies work
along a “short route” leading directly from the patient to
the provider (figure 5). Others work along a “long route”

Figure 5 What makes service providers
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leading from the citizen to the policymaker and thence to
the provider. Still others work along both routes simultaneously.

Improving management—increasing accountability
within provider organizations
Much of the world’s public sector is managed through
what is, in effect, a command-and-control structure.
Initiative and decisionmaking are exercised only at the
highest level. Problems at lower levels are passed up to
higher levels for decisions.There are few managers in the
true sense of the word. Instead, administrators execute
decisions according to previously agreed protocols and
rules, with little or no scope for autonomous decisionmaking at facilities.
Management styles have recently begun to change,
though the impact is not altogether clear. Responsibility
for tasks and decisionmaking is delegated to specific parts
of the organization and to specific individuals. Individual
accountability is emphasized, and there is a focus on performance—not inputs or processes but outputs and outcomes. Good performance is rewarded, financially or in
some other way.There is also a focus on clients and a belief
that an organization is ultimately accountable to its clients.
A client-oriented strategy emphasizes customer choice
and satisfaction. Business techniques enhance performance
and are a standard part of strategic planning.
The new approach is evident in several countries,
including Malaysia. Elements of the approach are also evident in successful nutrition and child health programs. In
the Tamil Nadu Integrated Nutrition Program, in India,
community nutrition workers were given clearly defined
duties. Information on outputs enabled the community to
keep them accountable, but it also enabled the nutrition
workers to see how their program was working. In the
Programa de Agentes de Saude, in Céara, Brazil, health
agents and nurse-supervisors were assigned clear tasks and
given clear responsibilities.The program has been credited
with substantially reducing child mortality.76 The intended
outcomes of the program were emphasized to health
workers and members of the public. Good team performance was rewarded with a prize. And health agents were
held accountable through community-based monitoring.

Providers
Management
Frontline

Organizations

Increasing the accountability of
provider organizations to the public
Having community
representatives participate in the governance and oversight
of providers can improve the productivity and quality of
public sector providers. Relatively little is known about
the impact, and several governments have had difficulty

G OV E R N A N C E PA RT I C I PAT I O N
Services

Source: Based on reference 75.
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establishing meaningful participation. But where it has
been established, the changes have been for the better. In
Burkino Faso participation of community representatives
in public primary healthcare clinics increased immunization coverage, the availability of essential drugs, and the
percentage of women with two or more antenatal visits.77
In Peru comparisons of primary healthcare clinics with
and without governance participation indicated that governance was associated with decreases in staff absenteeism
and waiting times and increases in perceived quality by
patients.22,78 The approach probably works best for primary care and when strong technical and advisory support
is provided to community representatives.
Contracting can take the form of
internal contracts within the public sector or external
contracts between the public sector and the private sector,
whether nonprofit or for-profit. Contracts are between
the policymaker and the provider, specifying remuneration
for the delivery of certain types of service, with or without
a quality threshold. Payment is tied to some measurable
aspect of performance. Some contracting arrangements
also strengthen the short route of accountability—by
encouraging patients to choose between providers and
having the payment follow the patient, for example.
Contracts with NGOs commonly include outreach in
urban slums for health promotion or education, services
for stigmatized or hard-to-reach groups, and social marketing of priority health goods or services, such as condoms and oral rehydration salts. In the for-profit private
sector, contracting often focuses on primary care services
and services for which the public sector lacks capacity,
such as diagnostic and high-tech services.
Evidence on the impact of contracting within the public
sector is mixed, but such contracting seems to work best in
middle-income countries. In several countries in Europe
and Central Asia, there is evidence of positive impact from
performance-based payment at the primary care level.79–82
In Argentina and Nicaragua social security institutes have
increased productivity by establishing capitation-based payments for an integrated package of inpatient and ambulatory services.83 In several countries in Europe and Central
Asia the introduction of capped case-based payments for
inpatient services was followed by an increase in services
and a reduction in average length of stay.79 Quality has not
deteriorated because of skimping on costly unobservable
aspects of quality. In the former Soviet republics and in
Latin America, however, the results are more ambiguous.
Key influences on the success of contracts within the public sector include whether the provider has the ability to
respond, whether service commitments are congruent
with funding levels, whether output and key components
C O N T R AC T I N G
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of performance expectations are easily measurable (as in
primary health care), and how far capacity-strengthening
of the payer or funder is addressed as a central part of the
initiative.
Contracting with nonprofits is most common in lowincome countries. Most cases have had positive impacts on
target outcome or output variables. In Bangladesh contracts with nonprofits for the planning and implementation
of an expanded program on immunization was credited
with a dramatic increase in immunization. In Haiti contracting for a primary healthcare package also significantly
increased immunization coverage.84 In Bangladesh, Madagascar, and Senegal significant reductions in nutrition rates
were attributed to contracting initiatives.85 Only a few
cases assess efficiency. Contracting with nonprofits works
best when the contractors have well-functioning accountability arrangements and strong intrinsic motivation. The
government needs to be capable of assessing, selecting, and
managing the ongoing relationship with contractors. It
must be able to fulfill its side of the deal (contractual agreements on funding are genuine) and not interfere with the
running of the services.
Results on contracting with for-profits are mixed.
Efficiency gains were achieved in contracting for hightech diagnostic services in Thailand.86 But experience
from the hospital sector warns that weak government
contracting capacity often allows the provider to capture
efficiency gains or expand volume to generate more
income. In Zimbabwe the cost per service decreased, but
the lack of volume control led to an increase in total
cost.87 Other adverse outcomes are also possible. In Brazil
contracting with for-profit hospitals led to increases in
access but also to false billing and cream-skimming to
avoid costly patients.88 These problems seem less pronounced in primary health care. In Peru and El Salvador
contracting with private primary healthcare providers
increased access, choice, and consumer satisfaction.89
Contracting with for-profit providers seems to work best
when the government invests in the development of
capacity to manage the contracting process,90 when quality is at least as high in the private sector as in the public
sector (ability to monitor quality is usually low), and
when it involves primary care or other relatively observable services (diagnostic services).
Decentralization can increase
patient leverage because local governments are more easily
pressured than central ones. It strengthens policymakerprovider accountability because the government supervisor
gets closer to the provider. But the impact of decentralization
on the health sector has been mixed in low-income countries. In Tanzania it improved the efficiency of and access to

DECENTRALIZATION

primary healthcare services, but in Ghana efficiency
declined.91 There is less evidence on the impact in middleincome countries, though in Colombia it has improved both
responsiveness and equity.92 One important factor influencing the success of decentralization is whether the other arm
of the long route of accountability (the voter-policymaker
link) is functioning well. Also important are building local
government capacity—planning, supervision, budgeting,
expenditure and financial management—and setting up
mechanisms to ensure continuing capacity to cover core
public functions.

Ensuring adequate human
resources for health
A common lament in international health is that faster progress
toward the health-related Millennium Development Goals is
being impeded by a variety of human resources problems.

The issues
Human resource stocks in health are often low, and in
some countries they are falling. In Europe and Central
Asia there are on average 3.1 physicians per 1,000 population, in Sub-Saharan Africa just 0.1. Tanzania is projected
to see its health workforce fall from 49,000 in 1994 to
36,000 in 2015.93 Many developing countries appear to
face the double burden of low personnel inflows and high
personnel outflows.94–98
Skills are often woefully inadequate, with misdiagnosis
and mistreatment commonplace.99 Even if the correct
treatment is administered, there is no assurance that it will
be administered successfully. In the public sector in India
in the early 1990s less than 45 percent of patients diagnosed with tuberculosis were successfully treated.100
It is not just the level of skills that matter—it is also the
skill mix. A recent study in Tanzania found an excess of
unskilled labor of 5,000 full-time equivalents and a shortage of skilled labor of 8,000.93
Low application to the job is another concern. Recent
random surveys of primary health facilities in six developing
countries found absenteeism rates of between 19 percent
(Papua New Guinea) and 43 percent (India).75 In Tanzania
time-and-motion studies showed overall staff productivity
in public facilities as low as 57 percent, with only 37 percent
of staff time spent on patient care and as much as 10 percent
spent on irregular breaks and social contacts.101

Narrowing compensation differentials
Low wages in the medical professions relative to wages in
other professions discourage people from entering training
institutions, completing their studies, and joining the profes-

sion if they graduate. They also encourage people in the
profession to think about leaving—to exit from the labor
force, join another profession, or leave for another country.102 And they encourage absenteeism, which makes for
higher workloads for those left behind, further reducing
motivation and prompting further absenteeism and exits.
Low rates of compensation in rural settings help explain
rural-urban imbalances. And compensation differentials
between the public and private sectors influence transitions
from the public sector to the private—and occasionally
back again.
Narrowing compensation differentials is clearly an
important potential policy tool. Thailand has attracted
back medical professionals through a reverse brain-drain
program offering generous research funding and monetary
incentives.103 Zambia more than doubled nursing salaries
with the support of 16 development partners. Several
countries have experimented with bonus schemes for
health workers working in rural areas, some successfully.
There are, however, limits to what can be achieved
through changes in compensation alone. Fortunately,
research suggests that nonpecuniary aspects of jobs also
matter to people. A recent study from India shows what
public and private health workers hope to get from their
job and the extent to which they get it (figure 6).104 It
shows that in the public sector, health workers want—and
have—good working relationships with colleagues, freedom from political interference, and absence of bribes.
What they lack are the tools and materials they need to
apply their skills, training opportunities and opportunities
to advance, employment benefits, good physical working
conditions, income, and time for personal and family life.
A recent study in Uganda found that medical staff working in religious nonprofit institutions work for a wage
below the market rate but that these institutions provide
more propoor services than other providers and more services with a public good element—dimensions of the job
that the underpaid staff presumably derive some satisfaction from.105 There would seem to be much scope for
using the results of such studies to build feasible and better
human resource policies.

Refining recruitment and training
People raised in rural areas are more likely to practice in
rural locations and to choose family medicine.106 In
Thailand rural recruitment and training yielded some success. Evidence suggests that rural service of graduates
lengthened, with two-thirds of the graduates continuing
their rural placement after their compulsory years.103
Training opportunities are clearly valued by health workers. But training makes health workers more marketable and
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Figure 6 What health workers in Andhra Pradesh want from their jobs—and whether they get it
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Source: Reference 104.

more likely to leave the public sector for the private sector
or foreign countries. One way around this is to focus government spending on the development of specific skills and
to leave health workers themselves to pay—in the form of
lower wages—for any general training. This seems sensible
in the light of the emerging evidence on the poaching and
international migration of health workers. The countries
that have emulated the training standards of industrial countries (such as Ghana) are those that have been most vulnerable to poaching by them.75 Training in areas of special
relevance to the goals—such as Integrated Management of
Childhood Illness107,108—provides a good example of specific training unlikely to be especially valued in industrial
countries.
Realigning the skills mix represents another option.
Many interventions for the Millennium Development
Goals can be delivered by relatively low-skilled providers,
such as community health workers. In addition to being
cheaper, these providers are more likely to be willing to
work in rural areas and less likely to lured away by the private sector, urban provider organizations, or foreign health
sectors.

Ensuring appropriate and affordable
medicines and other health supplies
Medicines and other commodities are key components of
the arsenal of effective interventions against child and
maternal mortality, and against communicable disease
mortality. Here, too, are major concerns.
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Getting drugs to the frontline
Some countries have succeeded in improving the supply
chain through better logistics. In Ghana, as part of the
“Strategies for Enhancing Access to Medicines” initiative
funded by the Bill and Melinda Gates Foundation, part of
the drug distribution system has undergone innovative
reforms to improve mission hospitals’ use of medicines, with
good results. Better management is important. But without
institutional arrangements that give the right incentives to
the different actors involved in drug distribution and prescription, drug availability will improve only marginally.
Where drugs are not in facilities, part of the reason—
sometimes a major reason—is that providers have little
incentive to have them there. Surveys in Uganda suggest
that on average about 70 percent of medical supplies and
drugs in public facilities were appropriated by staff for use
in their private work.109–111 Where providers have an
incentive to have the drugs available, they often are. The
concern then is that they will prescribe inappropriate or
poor-quality drugs. Limiting this through regulation and
behavior change is not impossible, but it is not easy either.
There may be scope in changing the incentive arrangements in the distribution of drugs—by contracting out the
distribution of medicines to the private sector, for example.

Information asymmetries and drug regulation
Health education in various forms (providing information
on dosages and how to administer to patients) and building
trust between patients and prescribers have helped increase

patient compliance and reduce high levels of self-medication.112 A mix of interactive group discussions with mothers,
training seminars for various providers at the community
level, and districtwide monitoring has reduced the “irrational” use of injections for children.113 But behavior change
programs directed at providers and retailers will have only
limited effects if they have strong economic incentives not to
be responsible in their prescribing behavior.
All countries require some form of drug regulatory
framework. It is unreasonable and largely inappropriate to
expect developing countries to set up a drug regulatory
authority with the resources and capacity of, say, the U.S.
Food and Drug Administration or the European Medicines
Agency. Policymakers can, however, usefully explore, identify, and set up a drug regulatory authority that implements
the most essential functions in an efficient, transparent, and
affordable way.

Policies toward drug prices and drug spending
Drug costs are often not covered by insurance at all, or
they are covered only partially. This reflects both the lack
of insurance in the developing world and the tendency to
exclude at least some (usually outpatient) drug costs from
schemes that do exist. The exclusion of outpatient drug
costs makes little sense, since it deters people from both
taking preventive care and seeking care from a low-level
provider as soon as they fall ill. They may well get even
sicker later and end up in the hospital, where they incur
large inpatient bills against which they are fully covered.
Governments have ways of influencing drug prices—
both the prices they (and ultimately taxpayers) pay when
they subsidize the cost and the prices consumers pay out of
pocket.They can exert a direct influence over retail prices
by regulating them (through fixed prices, risk-sharing
agreements, and reference-based pricing schemes). They
can also influence retail prices indirectly through their
policies toward the domestic pharmaceutical industry. And
they can make large bulk purchases from manufacturers
and then sell drugs at wholesale prices to the private nonprofit sector.Whether governments sell the drugs they purchase or keep them for use or sale in their own facilities,
they can exert a major influence over drug prices by
engaging in strategic purchasing—purchasing from abroad,
pooling procurement efforts with other groups (including
international agencies), and focusing on generics.

Research and development and intellectual property
The lengthening of patents under the Trade-Related
Aspects of International Property Rights agreement led to
concerns that new drugs would become even less affordable to developing countries. In August 2003 it was agreed
that countries facing public health emergencies without

the capacity to manufacture medicines could still use the
Doha compulsory licensing opportunities by contracting
with foreign firms. So far, the provision has been cited to
increase the supply only of antiretroviral therapy. An additional route to making antiretrovirals affordable is the
Accelerating Access Initiative, launched by five UN agencies and five pharmaceutical companies to reduce the high
cost of antiretroviral drugs and increase access to
HIV/AIDS care and treatment. One way out of the
impasse on neglected diseases is to separate research and
development from drug manufacturing and sales.114
Industrial countries, donors, or foundations would commit
to purchasing—for a sizable fee—the patent resulting from
the development of a major new vaccine or drug and then
make the patent available freely to drug manufacturers.
Another innovative idea is the global public-private partnership known as the International AIDS Vaccine Initiative,
a public-private partnership supporting and speeding vaccine development in order to expand the number and
quality of new vaccines.

Strengthening core public health functions
Vulnerable populations need to be informed, educated,
and protected from risks and damages. Public health regulations need to be established and enforced. Infrastructure
needs to be in place to reduce the impact of emergencies
and disasters on health.All this needs to be done through a
public health system that is transparent and accountable.
Developing country governments generally recognize
that these public health functions are important, but they
often lack the capacity and financial resources to implement them. Indeed, few low-income countries invest in
these public health functions.

National strategies for disease prevention,
treatment, and control
By employing skilled public health professionals, the government can develop and enforce standards, monitor the
health of communities and populations, and emphasize
health education, public information, health promotion,
and disease prevention. Public action can help improve
consumer knowledge and change attitudes so that private
markets can operate effectively to meet the needs of the
poor—through, for example, the social marketing of
insecticide-treated bednets to reduce transmission of
malaria or condoms to reduce transmission of HIV.

Government-led monitoring and evaluation
Integrated disease surveillance, program assessment, and
collection and analysis of demographic and vital registration data are essential if governments and donors are to
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ascertain whether policies and programs are having an
impact on the health goals. Chapter 2 presents a list of
intermediate indicators and “proxies” for the goals that can
help monitor progress, test the impact of policies, and
adjust programs going forward. There is a need for much
greater investments in systems to monitor these intermediate indicators. Disease surveillance then helps determine
whether health outcomes are improving.
Some good practices in surveillance are being developed, in Brazil and elsewhere. But not all developing
countries can afford to invest in the infrastructure required
for strong surveillance systems. Most rely on alternative
short- to medium-term solutions for data gathering, such
as intermittent household surveys, health facility surveys,
and simplified facility-based routine reporting. A few
countries have made special efforts to improve the surveillance of a specific intervention, such as tuberculosis treatment or immunization, while others attempt to monitor
progress toward a specific Millennium Development Goal.
Some governments are explicitly developing or modifying
their monitoring and evaluation framework to focus on
the goals.

Intersectoral actions—going beyond
the ministry of health
Significant potential exists for intersectoral synergies in
meeting the Millennium Development Goals. Roads and
transport are vital for health services, especially for reducing maternal mortality. But it is not just physical infrastructure that matters.Also important are the availability of
transportation and the affordability of its use.115 Transport
and roads are complementary to health services.A 10-year
study in Rajasthan, India, found that better roads and
transport helped women reach referral facilities, but many
women died anyway because there were no corresponding
improvements at household and facility levels.116
Improved hygiene (hand-washing) and sanitation (using
latrines, safely disposing of children’s stools) are at least as
important as drinking water quality in shaping health outcomes, specifically on reducing diarrhea and associated
child mortality.117 Constructing water supply and sanitation facilities is not enough to improve health outcomes—
sustained human behavior change must accompany the
infrastructure investment. In collaboration with other sectors, the health sector can develop public health promotion and education strategies and implement them in
collaboration with agencies that plan, develop, and manage
water resources.The health sector can also work with the
private sector to manufacture, distribute, and promote
affordable in-home water purification solutions and safe
storage vessels—and advocate for water, sanitation, and
hygiene interventions in poverty-reduction strategies.
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Indoor air pollution is caused by the use of low-cost,
traditional energy sources, such as coal and biomass (wood
and cow dung) for cooking and heating, the main source
of energy for about 3.5 billion people. Indoor air pollution
is a major risk factor for pneumonia and associated deaths
in children and for lung cancer in women who risk exposure during cooking. Projects in China, Guatemala, and
India are under way to improve access to efficient and
affordable energy sources through local design, manufacturing, and dissemination of low-cost technologies, modern fuel alternatives, and renewable energy solutions.118
The community-based project in China was initiated by
the health sector, troubled by the leveling off of child mortality reductions among the rural poor.
Agricultural policies and practices influence food
prices, farm incomes, diet diversity and quality, and household food security. Policies that focus on women’s access
to land, training, and agricultural inputs; on their roles in
production; and on their income from agriculture are
more likely to have a positive impact on nutrition than
policies that do not specifically focus on women, particularly if combined with other strategies, such as women’s
education and behavior change.119,120

Financing additional spending for the
goals—in a sustainable way
Additional health spending will be required in many
countries to accelerate progress toward the health goals.
But how should this extra spending be financed?

Encouraging risk-pooling and private spending
Health spending can be broken down into private (outof-pocket expenditures and private insurance), public
(expenditures financed out of general revenues and social
insurance contributions), and external sources (development assistance).
Private spending absorbs a larger share of income in
poorer countries. In low-income countries it absorbs a
larger share of GDP, on average, than domestically
financed public spending. And in low-income and lower
middle-income countries, private spending invariably
means out-of-pocket expenditures, not private insurance.50 This leaves many near-poor households heavily
exposed to the risk of impoverishing health expenses.The
risk is clearly greater the poorer the country, since poorer
countries tend to have larger shares of poor people.121 A
country’s private share of health spending in GDP may
not in practice be related to its per capita income. But on
poverty-reduction grounds, there are good reasons to wish
that it were. Governments thus have a major role to play in
helping shape effective risk-pooling mechanisms.

Getting governments to spend what they can afford
Government spending as a share of GDP is higher in
richer countries. But at any given per capita income, there
is a surprising amount of variation across countries in the
share of GDP allocated to government health programs.
Countries that appear able to spend similar shares of GDP
on government health programs end up spending quite
different amounts.
How can extra domestic resources be mobilized where
countries are spending less than they can afford to?
Domestically financed government health spending comes
from general revenues, social insurance contributions, or
both. The amount of general revenues flowing into the
health sector is the product of the amount of general (tax
and nontax**) revenues collected by the government (the
general revenue share) and the share of general revenues
allocated to the health sector (the health share of government spending).122 Low government health spending
could be due to either or both being low. In poorer countries both shares are typically lower than they are in richer
countries. But there are differences across countries that
cannot be explained by per capita income alone.
Countries need to ascertain whether their low spending
is due to unduly low general revenues or to unduly low
allocations to health and explore ways of making appropriate adjustments. Bolivia managed to raise its general
revenue share in the 1990s, as the result of a sustained
reform process begun in 1983.The health sector there has
been one of the beneficiaries of this growth of tax revenues: government health spending as a share of GDP
grew at an annual rate of nearly 10 percent in the 1990s.123
Raising domestic resources takes time. This does not
mean, though, that countries that can apparently afford to
spend more out of their own resources should not be
encouraged to start the process. Development agencies
have a role to play here—by providing technical support
of tax reform, helping develop government commitment
to health in public expenditure allocations, and providing
financial assistance, both to ease the adjustment costs and
to provide support while the gap between current and
affordable spending is being closed.

Recognizing the limits of development assistance
Official development assistance tends to account for a
larger share of government health spending in poorer
**Some countries with large public sector companies, especially in the
Middle East and North Africa, South Asia, and Sub-Saharan Africa regions,
have important nontax revenues, which can represent as much as 9 percent
of GDP. Increasing revenues from this source would require consideration of
the competitive environment in which the companies operate and the need
for reinvestment in the companies.

countries. Development assistance for health is especially
important in Sub-Saharan Africa: in all countries in the
region, external funding exceeded 35 percent of total
health expenditures in 2000.124
Development assistance is not, however, without its
drawbacks. There is no assurance that development assistance to the health sector will continue to grow. Many
donors require that assistance be kept in parallel budgets
outside the ministries of finance, which eliminates the
possibility of appropriate planning and targeting of
expenditures. Such off-budget expenditures make it
impossible to properly target resources to particular interventions, geographic locations, or population groups.Yet
such targeting may be essential to improving the impact
of expenditures on outcomes and the probability of
reaching the health goals. Last and most important, commitments of expenditures in health must be permanent,
implying that any external financing must at some point
be substituted by additional domestic revenues or expenditure reallocations.

What the development community
needs to do to rise to the challenges
With the advent of new funding sources for health in
2000–02—including the Gates Foundation; the Global
Fund to Fight AIDS,Tuberculosis and Malaria; the special
U.S. financing for HIV/AIDS; and the use of World Bank
International Development Association (IDA) grants—
development assistance to health from all external sources
rose from an average of $6.4 billion in 1997–99 to about
$8.1 billion in 2002. What has this money achieved in
recent years? Can it be spent in a way that will achieve a
greater impact on the Millennium Development Goals?
What are some of the lessons that can be carried forward
as the external financing envelope expands?

Learning the lessons of development
assistance for health
Development assistance to health works—
in a good policy environment
Recent research suggests that development assistance to
health does lead to better health outcomes.20,21 But it does
not do so in countries where the policy environment is
poor.21 The productivity of aid is not a black and white
issue—there are gradations of good policy, and as policy
gets better, the productivity of aid increases. This finding,
corroborated by the World Bank’s experience with projects, is influencing IDA allocations.
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Aid can help improve health policies—
but only under certain conditions
Tying aid to the adoption of policy changes through conditions is widely used, but recent studies cast doubt on its
wisdom.125 If governments are committed to reform, conditions can help by enabling governments to publicly
commit to certain reforms and thereby persuade private
investors of their seriousness. But if governments are not
committed to reform, conditions will not make them
reform, not least because disbursements often continue
even when the conditions are not met. Donors cannot
force policies on governments, but they can help in policy
design.
Donors have recently begun to use innovative financing
mechanisms to improve performance by linking disbursements to specific performance measures, including better
policies.This is the tack taken by the Global Fund to Fight
AIDS,Tuberculosis and Malaria and by the Global Alliance
for Vaccines and Immunization, which disburses funds to
countries using a per capita payment for each additional
child fully vaccinated against a target schedule. Recent
programmatic social adjustment loans to Brazil and Peru
by the World Bank link the disbursement of large single
tranches of funding to changes in key policies in the health
sector to improve the targeting of public spending toward
the poor. Performance-based lending is also at the heart of
the new scheme for IDA credit buy-downs for polio.

There is substantial fungibility in
development assistance for health
Recent research suggests that aid is fungible—across sectors and within sectors.125 This implies that when aid is
earmarked for primary health services and excludes tertiary care, governments simply focus their resources on
health services for the population served by public hospitals—a wealthier, urban population in many poor countries. This suggests that donors should not try to channel
their external funding to specific programs without
engaging in a dialogue with the government on basic
changes in the overall patterns of public spending for
health. If these changes occur, donors may be able to transfer their financial assistance to the health sector as a whole,
knowing that they are likely to have a positive impact on
Millennium Development Goal outcomes.

The transactions costs of aid are still too high
More than 20 donors involved in health—including bilaterals, multilaterals, global programs, foundations, and large
NGOs—can operate in a single low-income country.
Donors are starting to acknowledge that the demands on
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recipient countries can be huge and that individual project
management units have not made sustainable contributions. Donor-funded units have sometimes run parallel to
local structures, fostered a sense that the project staff were
accountable to the financier rather than the government,
and redirected the most qualified human resources away
from government employment toward employment in
development assistance agencies.

There is need to enhance coordination,
explicitly pool aid, and put countries in the driver seat
There is a growing view that if aid is indeed fungible and
earmarking imposes transaction costs on recipient countries, donors should dispense with the fiction that they can
identify what their money buys.This view has encouraged a
search for broader development assistance mechanisms that
recognize the importance of the entire expenditure program. These mechanisms range from the Multi-Country
AIDS Program in Africa to sectorwide approaches in health
and Poverty Reduction Support Credits that back a broad
public spending agenda.
Several key principles are emerging:
• Countries, not donors, need to drive the coordination.
• Poverty Reduction Strategy Papers and the health sector analysis that feeds into them can help achieve
strategic coherence.
• Medium-term expenditure frameworks and agreements that all donor funding will respect the overall
spending plans and limits of the government can help
achieve financial coherence.
• Donor funds are best pooled into a single account, and
aid is best untied from procurement only from the
donor country.
• Programs have greater impact when the number of
country coordination bodies is limited and when a
common reporting and progress assessment framework is used, with a strong focus on countries doing
the monitoring and evaluation, learning from it, and
using the information to make their programs more
effective.

Global partnerships can add value, but they involve risks
The many global initiatives and partnerships in the health
sector speak different technical languages, have vastly different resource bases, and target different risk groups. But
they all seek to add value through a common array of
functions, including national and global coordination,
strategy development and evaluation, global financing and

delivery mechanisms and new tools, and resource mobilization, social mobilization, and advocacy.
Recent external evaluations of some of the major
health partnerships, such as Stop TB and the Global
Alliance for Vaccines and Immunization, suggest that these
collaborations are adding significant value in these areas.
But several challenges call for caution in embarking on
new global partnerships for health instead of concentrating on improving the effectiveness of some of the existing
partnerships. Some partnerships lack strategic focus and
try to do too much. Others fail to engage adequately with
country processes. Partnerships can easily ignore or even
exacerbate the problems afflicting the entire health system,
such as the lack of human resources for service delivery
and weaknesses in integrated monitoring and evaluation.

Getting funds to the frontline
Central government funds can easily leak as they move
through the system to the periphery of the country. And
in the absence of local initiative and the right incentives,
service provision can fail to reflect the views of local people. Effective development assistance for health needs to
channel technologies, ideas, finance, and technical assistance closer to households, health providers, and supervisory officials in ways that are consistent with national
policies and amenable to monitoring and reporting.
Assistance is likely to be more successful if the following
are in place:
• decentralized systems of fiduciary and technical
management in the public sector
• financially sound NGOs and private providers

Applying the lessons
to the World Bank’s work
A review of recent trends and changes in the Bank’s principal instruments suggests some encouraging developments in the way the institution is responding to the
Millennium Development Goal challenge. While much
more needs to be done in the coming years, some positive
signs are already visible.

Analyzing Millennium Development Goal trends,
prospects, and challenges
A study of the causes of the large interstate disparities in
Millennium Development Goal outcomes in India concludes that the impact of additional public spending for
improved child health and nutrition would be greatest in
the poorer Indian states.28 It recommends steps to improve
the efficiency of public expenditures, by targeting immunization and community-based nutrition activities and villages and districts in the poorer states, where health and
nutrition indicators are the worst. In Egypt a recent
Millennium Development Goal analysis also found that
targeting publicly financed services and involving civil
society in implementing programs and monitoring
progress for the health goals are critical for success.126
The World Bank has collaborated with local analysts and
policymakers in Africa over the past two years to conduct
studies on the causes of health trends, especially among the
poorest households. Country status reports have been completed for nine countries—Burkina Faso, Chad, the Gambia,
Guinea, Malawi, Mauritania, Mozambique, Niger, and
Tanzania—and are under way in several others.

• a government body equipped and charged with
regulating the quality of public and private providers

Helping incorporate the Millennium Development
Goals in government policies and budgets

• a balanced approach to community-driven development in health, to ensure that social fund–type financing for community health initiatives is sustainable

The findings of the country status reports have fed into
country-led processes—for the Poverty Reduction Strategy
Papers and the medium-term expenditure frameworks—
changing key policies in the health sector and reallocating
public spending toward health-related services likely to have
an impact on the health goals. In Mauritania the results of
the country status report and the linked marginal budgeting
for bottlenecks exercise shaped the Poverty Reduction
Strategy Paper and resulted in important policy shifts.
Success in promoting policy change and increasing spending for the health goals requires awareness and buy-in from
the ministries of health and finance, a strong donor coalition, involvement of the International Monetary Fund in
budget discussions, high-quality technical assistance, and
information campaigns and the mobilization of local government and civil society.

Development assistance for health remains unpredictable
Development assistance for health depends on donor budgets, which are subject to the usual business and political
cycles. Assistance may go up or down yearly as a result of
decisions by legislative bodies during budgetary processes.
Further work is needed in designing mechanisms that provide greater assurance of sustained long-term financial
support. The challenges are to overcome the factors that
result in interruptions in long-term assistance, including
those stemming from changes in political leadership and
aid agency management that can lead to reneging on earlier agreements.
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Using the goals to assess World Bank
country assistance
To better align the Bank’s country assistance strategies with
the goals, informal assessments have been carried out in
several regions.A portfolio ranking in Benin found that the
Bank’s activities were weakly related to the goals. It concluded that the Bank needed to do more—through
Poverty Reduction Support Credits and other projects—to
have a substantial impact on the health-related Millennium
Development Goals.127
Bank staff in the European and Central Asia region
drafted a Millennium Development Goal “business plan,”
including a country-by-country analysis showing that official data on child mortality and malnutrition are questionable and that many countries in the region are unlikely to
meet the goals for 2015.The business plan called for special
efforts to strengthen capacity for monitoring and evaluation, align Bank projects to support achievement of the
goals, and expand multisectoral linkages.

Integrating the goals in sectorwide
and programmatic instruments
The goals are increasingly providing the strategic underpinning of Bank assistance to countries in programs in health
and multisectoral budget support. A recent health project in
the Dominican Republic used Millennium Development
Goal intermediate and outcome indicators to monitor
progress. The health information system was designed to
capture data on these indicators, augmented by periodic
household surveys. In Bolivia performance indicators for the
Bank-financed health project include coverage and quality
of key child and maternal health and disease control services,
as well as changes in mortality and disease incidence.
Monitoring will be at the municipal and national levels, with
the involvement of civil society, to increase local participation and make local politicians and health care providers
more accountable for results. Some sectorwide health operations in Africa embody a strong focus on the goals.

Reorienting and increasing Bank loans and grants to
achieve Millennium Development Goal outcomes
To underpin national efforts to improve health outcomes—through projects focused on specific diseases and
population groups or through broader health sectorwide
approaches and other multisectoral operations—the Bank
has expanded its financial commitments in health significantly over the past four years, consistent with the stated
goal of systematically increasing health lending from $1
billion in fiscal 2001 to $2.2 billion in fiscal 2005. New
lending commitments grew from $0.95 billion in fiscal
2000 to $1.7 billion in fiscal 2003.
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An important feature in health lending is that much of it is
being incorporated as health components in other sectors,
such as transport, social protection, and water supply and sanitation. Of the $1.7 billion committed in fiscal 2003, some 44
percent was in projects and programs outside the health sector.This pattern is consistent with the lessons of development
assistance, but it also raises new issues.The Bank’s organizational structure and incentives make it difficult to bring
health specialists into project teams led by staff from other
fields, and a different inhouse skills mix is required to work
along these lines. Monitoring and evaluation also need to be
improved in order to assess such cross-sectoral projects.

Using the Millennium Development Goals to build
monitoring and evaluation capacity
Effective national programs to pursue the health goals
depend on intermediate indicators to track progress—and
on national monitoring and evaluation systems. The Bank
convened a meeting of technical experts in November 2001
to review and agree on a framework of intermediate determinants. Those determinants were published in a booklet
now being used in identifying indicators for Millennium
Development Targets in Poverty Reduction Strategy Papers
and other national strategies and in developing monitoring
and evaluation systems.128
Strengthening the capacity for monitoring and evaluation
is taking different forms. In Albania a monitoring and evaluation template has been prepared to help four ministries,
including health, develop their own systems, and a specialized advisory body on monitoring has been established. In
Mali a health card has been developed to give government
officials and the public access to a snapshot of policy actions,
health service indicators, and health outcomes for the country and for income groups. One of the most important
efforts to improve monitoring and evaluation for the
Millennium Development Goals is in HIV/AIDS, and the
World Bank has been asked to take the lead role in coordinating the support to country monitoring.

Coordinating donor actions to accelerate
progress toward the goals
The Framework for Action to Accelerate Progress on the
health, nutrition, and population Millennium Development
Goals, endorsed at the high-level policy meeting in May
2003 in Ottawa, Canada, holds promise for all stakeholders
in coordinating their efforts.129 An important part of this
framework is building stronger national health systems as a
platform for delivering essential services to the poor in
pursuit of the goals.The framework lays out common principles and describes a process for countries and donors to

work together in expanding and improving the effectiveness
of their investments in health systems. The framework
requires country actions, such as incorporating analysis of
Millennium Development Goal challenges and policy and
funding gaps in Poverty Reduction Strategy Papers and
simplifying donor coordination arrangements. It also calls
for stronger efforts at the global level to invest in key public
goods with multicountry benefits, such as supporting
research and development on new drugs and vaccines for
AIDS, tuberculosis, and malaria and documenting and sharing successful national efforts to achieve the goals for malnutrition and maternal and child health.
The top issues identified in Ottawa included increasing
human resource and related system capacity; improving
management and strategic planning; creating efficient health
information systems; providing safe, affordable, and predictable supplies of drugs; understanding the social and cultural determinants of health, illness, and care-seeking
behaviors and the related policy responses; and moving
beyond the traditional public sector service delivery mode
to work with NGOs and the private sector in extending the
coverage of the interventions for core health, nutrition, and
population. It was decided to establish a High-Level Forum
on health MDGs to review progress on health goals, to
monitor changes in donor commitments and behaviors in
moving toward better harmonization, and to act on issues
holding back progress.
The first High-Level Forum for health MDGs, held in
January 2004 in Geneva, addressed several of these issues.
Heads of development agencies, bilateral agencies, global
health initiatives, and ministers of finance and health met
to informally discuss concrete actions to accelerate and
monitor progress toward the MDGs for health and nutrition.They agreed on actions in four areas:
• Resources for health and poverty reduction strategy papers.
Countries should have a single process leading to
one “MDG-responsive” Poverty Reduction Strategy
Paper. Participants agreed on the importance of
incorporating explicit reference to progress toward
the MDGs in joint assessments of Poverty Reduction
Strategies.
• Aid effectiveness and harmonization. A working group
would follow up on country pilots in budget support
for health and link with other broader development
efforts on harmonization, drawing out lessons on common methods and instruments for health.
• Human resources. Participants agreed to assess expenditures on human resources and conduct in-depth
human resources, and learning by doing studies in
selected countries.

• Monitoring performance. Participants agreed on the need for
a common set of intermediate indicators and measures of
policy and institutional performance to gauge short- and
medium-term progress toward the MDGs.
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CHAPTER 1

Backdrop to the Millennium
Development Goals

“It started in 1999 when my brother, Geogys, went away—I
mean, he died at that time. He was ill so many times with
fever. He was 28 when he went away. After two months, his
first-born went away too, and three months later our two sisters, Margaret and Lucy, followed them. Malaria killed all of
them. And it keeps on going. Two weeks ago our aunt died
from malaria. She was ill on Tuesday, complaining about a bad
headache and fever, and on Wednesday she was dead. It is not
unusual like that. At least with AIDS it can take you a long
time to die, but malaria is quick. In the past three years, 25 of
my family and friends have died in this way.
My village is in the highlands. Everyone is getting malaria
nowadays. Recently, we have buried 10 people from this disease, including my aunt, because it is so bad. Everyone knows
mosquitoes are the danger, but the problem is that people are
poor. Even if you tell them about bednets, they are thinking
about how they will eat. Nobody uses nets. Instead we build
fires in our places to try to keep the mosquitoes out with
smoke. But we still get infected.When the fever comes, it’s better to find the doctor quickly and think about how to pay later.
It can force you to sell a cow sometimes, or maybe the doctor
will take some hens or a sheep. But sometimes the medicine
does not work well, so maybe it is better just to pray.
Me, I am worried about my wife and my second-born,
Marcy.They are always complaining of fever. I have taken them to
hospital, and they have taken different medicines, but still they
have the headaches and the fever.What should I do? I’m worried

that they will go away, too. And now my youngest boy, Isaac, is
also starting. He is a year old now, but it’s very easy with young
children to see how they feel with their malaria.Their temperature
rises very quickly and they start to sweat. For myself, it comes and
goes. Last year, I was affected almost all year, so I could not work
well.The headaches were very bad. But this year, it is better.”
—GEORGE

O S I G A , C O B B L E R , K E N YA

(adapted from a supplement in the Guardian,
“Earth: Health check for a planet and its people under pressure,”
August 22, 2002)
The extent of premature death and ill health in the
developing world is staggering. In 2000 almost 11 million children died before their fifth birthday, 99 percent
of them in the developing world, 4.5 million in SubSaharan Africa alone.An estimated 140 million children
under five are underweight, almost half of them in
South Asia. In 2001, 3 million people died from
HIV/AIDS, 99 percent of them in the developing
world.Tuberculosis claimed another 2 million lives.And
515,000 women died during pregnancy or childbirth in
1995, 98 percent of them in the developing world.
Death and poor health on such a scale are matters of
concern in their own right. But they also act as a brake
on economic development. It was these twin concerns
that led the international community to put health
firmly at the center of the Millennium Development
Goals when adopting them in 2001.

25

Health, interventions, poverty, and people
The Kenyan cobbler in the opening story records the
deaths of no fewer than 25 family members and friends
over three years—deaths that are far from atypical.
• Almost 11 million children died before their fifth
birthday in 2000.1 Less than 1 percent of these deaths
(79,000) occurred in high-income countries, compared with 42 percent in Sub-Saharan Africa, 35 percent in South Asia, and 13 percent in East Asia.
• Of the estimated 140 million children under the age
of five who are underweight, almost half (65 million)
are in South Asia.
• In 1998 an estimated 843 million people were considered to be undernourished on the basis of their food
intake.2
• Of the 3 million people who died from HIV/AIDS in
2001,3 almost all (99 percent) were in the developing
world—73 percent in Sub-Saharan Africa alone.
• Tuberculosis claimed 2 million lives, with the epidemic worsening during economic and social crises.
• In 1995, 515,000 women died during pregnancy or
childbirth: 1,000 in the industrial world, 252,000 in
Sub-Saharan Africa.1
Death, disease, and malnutrition on this scale are matters for concern in their own right—the first theme of this report. As
Nobel laureate Amartya Sen put it, “Health is among the
most important conditions of human life and a critically
significant constituent of human capabilities which we
have reason to value.”4 Put another way, being poor is not
simply about having too little money. To be poor, as the
2001 World Development Report: Attacking Poverty notes, is
“to be hungry, to lack shelter, to be sick and not cared for,
to be illiterate and not schooled.”5
George Osiga’s story illustrates a second theme of the
report. For the most part, it is not the lack of effective
interventions that is the principal cause of the large number of deaths in the developing world. It is that the coverage
of preventive and treatment interventions is too low. For example, insecticide-treated nets are effective in preventing
malaria, and effective antimalarials exist for treating it.The
scope for reducing mortality by scaling up the coverage
rates of effective interventions is considerable: if the utilization rates of childhood interventions were to rise from current levels to 99 percent, the number of under-five deaths
worldwide would fall by an estimated two-thirds.6
This begs the question: why are effective interventions
so little used in the developing world? The opening story
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points to one of the reasons—the close connection between
health and poverty, a third theme of this report. Poverty
makes people especially vulnerable to sickness. But it also
means they have few resources to spend on preventive
measures and on curative care. So they are more likely to
be malnourished and to die early (box 1.1).
As George’s story illustrates, people’s ability to work
depends on their health. As long as they remain ill, their
earning capacity is reduced, and the income flow into the
household remains limited. George and many like him in
the developing world appear to be caught in a vicious circle: their poverty keeps them from taking appropriate preventive measures and seeking health care when sick. This
keeps them sick—which keeps them in poverty. If the
poor spend their limited resources on preventing disease
and restoring themselves to good health when they fall
sick, they risk leaving themselves and their loved ones with
too little for food and other necessities.
Illness and death in a household reduce income and
lead to potentially impoverishing expenses on medical
care. In Vietnam health expenses are estimated to have
pushed about 3 million people into poverty in 1993 and
2.7 million in 1998.7 Voices of the Poor records the case of a
26-year-old man in Lao Cai, in the north of Vietnam.As a
result of the high health care costs of his daughter’s severe
illness, he moved from being the richest man in his community to one of the poorest.8
The vicious circle of ill health and poverty is evident at
the country level also. With a daily per capita income of
$1.17 (purchasing power parity of $5.60) in 2000, it is
hardly surprising that coverage levels of key preventive and
treatment interventions are so low in low-income countries.9 Barely 40 percent of the births in low-income countries take place with the assistance of a medically trained
person. Barely 60 percent of children receive DPT3 immunization.And only a third of infectious patients with tuberculosis are using effective treatment. These low coverage
rates translate into high rates of child and maternal mortality and low levels of nutrition.That, in turn, acts as a brake
on economic growth and contributes to income poverty.
Children are less likely to be in school if ill and malnourished, and they learn less when they are in school. Their
productivity in later life is reduced as a result. A recent
study estimates that $1 invested in an early child nutrition
program in the Philippines would yield at least a $3 return
in higher earnings thanks to better educational outcomes.10
But children require teachers to learn, and in some parts of
Africa deaths from HIV/AIDS are making a major dent in
the stock of teachers—Zambia now loses half as many
teachers as it trains to HIV/AIDS.11
Illness and malnutrition reduce the productivity of
current workers, too—as well as the hours they can

Box 1.1 Worlds apart: The poor die earlier
Between the world’s poorest and richest people are large differences in the risk of premature death and malnutrition. Box figure
1 lines countries up by their per capita income and divides the
world’s population into four equal groups based on the per capita
income of the country they live in—the world’s poorest quarter,
the world’s second poorest quarter, and so on.The figure does not
capture the fact that people within countries vary in terms of per
capita income and mortality risks. But box figure 2 does. (The

scales of the denominators for the rates and ratios were chosen to
ensure that each gradient is visible.)
The under-five mortality rate among the poorest quarter of
the world’s population is 10 times that of the richest quarter (box
figure 1). The figure for tuberculosis mortality is only slightly
lower. The figure for maternal mortality is 20 times that of the
richest quarter. Within countries too, gaps exist—and persist—
between the rich and the poor, as box figure 2 shows.14, 15
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spend working. A recent study from Indonesia finds that
the loss of the ability to undertake a typical activity of
daily living leads to a loss of earnings equivalent to 10
percent of average earnings, while a loss of ability to
undertake any activity of daily living wipes out earnings
altogether.12 The effects of poor health and mortality
show up in macroeconomic aggregates: health and
demographic variables have been estimated to account
for as much as half the difference in growth rates
between Africa and the rest of the world between 1965
and 1990.13 Low rates of economic growth and low initial per capita incomes translate into low coverage of key
interventions and high rates of mortality and malnutrition.And so the cycle goes on.
George Osiga’s story draws attention to a fourth theme of
the report: interventions are not dropped like manna from heaven;
they are demanded by people and delivered by people. Households

decide whether to use mosquito nets or build fires, whether
to seek treatment when fever comes or simply to pray. If
treatment is sought, it is a health provider who makes the
diagnosis and delivers the care. Households and providers are
fallible, and their knowledge and skills are often lacking.
Patients often request inappropriate drugs and tests in the
mistaken belief that they are appropriate.And providers often
knowingly administer or prescribe them, since they have a
financial incentive to do so. This contributes to drug resistance, to poverty, and in the extreme to death.
Providers can also be ill informed, lacking even rudimentary diagnostic skills. In a survey in Burundi in 1992
only 2 percent of children with diarrhea taken to a health
facility were correctly diagnosed, and of these only 13
percent were correctly rehydrated.16 Households need
not always be ignorant of health matters, and providers
can acquire the appropriate skills. In Vietnam in 1997, 78

Backdrop to the Millennium Development Goals

| 27

percent of children seeking care for diarrhea were correctly assessed, and of those 67 percent were correctly
rehydrated.16 Vietnam is also one of the few high-burden
countries that have already surpassed global targets for
2005 for tuberculosis treatment and cure.
This report argues for better understanding of what
prompts households to engage in preventive activities and
to seek care when sick—and what makes some providers
but not others deliver good-quality care. Poor households
and poor countries can break out of the vicious circle
linking poor health and poverty. Improving knowledge is
one avenue. Lowering prices and other barriers to using
effective interventions is another. Sri Lanka started to
achieve dramatic reductions in its maternal mortality ratio
as far back as the 1930s, when it was extremely poor.17
The exercise of understanding the factors behind household and provider behavior has to be done in the context
of the health system, but it also has to go beyond the health
system. It has to be done in the context of government
policies for the health sector, but also for other sectors.And
it has to be done in the context of development assistance
and international initiatives and partnerships.

Health gets on the international
community’s radar screen—and the
Millennium Development Goals are born
In the 1990s the international community recognized the
importance of health in development. In a period when
official development assistance (ODA) was declining,
development assistance to health rose—in real terms.18 It
also doubled as a share of International Development
Association (IDA) disbursements, which in turn accounted
for a larger share of ODA (27 percent in 1996–98, up from
25 percent in 1990–92).*
The 1990s saw a growing clamor in the industrial world
over debt in the developing world, fueled in no small measure by a perception that interest payments were constraining government health expenditures in developing
countries.19 The enhanced Highly Indebted Poor Country
Initiative was explicitly geared to channeling freed
resources into the health and other social sectors.20 The
Poverty Reduction Strategy Paper was introduced for
developing country governments seeking debt relief or
concessional IDA loans to set out their plans for fighting
poverty on all fronts, including health.
The 1990s also saw the development of major new global
health initiatives and partnerships, including UNAIDS, the

* The International Development Association, part of the World Bank
Group, provides loans to the world’s poorest countries at zero interest with a
grace period of 10 years and maturities of 35–40 years.
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Global Alliance for Vaccines and Immunization, the Stop
TB Partnership, Roll Back Malaria, the Global Fund to
Fight AIDS, Tuberculosis and Malaria, and most recently
the Global Alliance for Improved Nutrition (box 1.2).The
scale of philanthropic involvement in international health
also increased, with the launch of the Bill and Melinda
Gates Foundation and the Packard Foundation and the
greater attention to global health issues by such established
foundations as the Rockefeller Foundation. These initiatives brought new funds to the fight against disease, death,
and malnutrition in the developing world—as well as new
ideas, new energy, and new coordination challenges and
mechanisms.
With the 1990s drawing to a close, the international
community decided that even more needed to be done to
address the array of development challenges facing the
poor. In September 2001 at the Millennium Summit, 147
heads of states endorsed the Millennium Development
Goals. Later, at the UN General Assembly, the heads of
state of all 189 UN member states adopted the goals.

The rest of the report
This report focuses on the Millennium Development
Goals, which all governments have agreed on. Other health
outcomes are equally or even more important in many
countries, especially in countries going through the demographic, epidemiological, and nutritional transitions and
those in which noncommunicable disease and injury contribute significantly to the burden of disease. The focus in
this report is on outcomes, on households, on health system
constraints and public health functions, and on investments
in improving policies and institutions. The agenda is relevant for all countries, whether their targets are the Millennium Development Targets, other national and subnational
targets, or some combination of the two.All countries have
an interest in monitoring progress using national and
context-specific intermediate indicators, in buying better
results with their limited resources, and in accelerating
progress toward their goals.
• Chapter 2 sets out the Millennium Development
Goals for health and assesses progress to date and
prospects of achieving the goals.
• Chapter 3 argues that where progress has been slow,
the reason is not a lack of effective interventions but
inadequate use of existing interventions.
• Chapter 4 introduces the report’s second part (chapters
5–10). It argues that low coverage rates partly reflect
the low levels of government health spending but more
fundamentally the numerous policy and institutional
weaknesses across the entire health system.

Box 1.2 The promising (and challenging) array of health-related partnerships
This list is not comprehensive, but it gives a sense of the large
number of partnerships, most of them formed in the past seven
to eight years. Many involve formal governance structures with
international institutions, donors, governments, industry, and
civil society.
Communicable diseases
Global Fund to Fight AIDS,Tuberculosis and Malaria
UNDP/World Bank/WHO Special Program for Research &
Training in Tropical Diseases

International Public/Private Partnership for Health
Global AIDS Monitoring and Evaluation Team
International Treatment Acceleration Coalition
Region-specific partnerships
African Program for Onchocerciasis Control
International Partnership against AIDS in Africa
Maternal and child health and nutrition

Joint United Nations Program on HIV/AIDS (UNAIDS)

Safe Motherhood Initiative

Global Alliance for Vaccines and Immunization

Research in Human Reproduction Program

International AIDS Vaccine Initiative
Stop TB Partnership

Global Alliance for Improved Nutrition Partnership for Child
Development

Global Drug Facility

Child Health and Nutrition Research Initiative

Global Alliance for TB Drug Development (TB Alliance)

Health systems strengthening and financing

Fund for Investment in New Diagnostics
Roll Back Malaria

Alliance for Health Policy and Systems Research

Multilateral Initiative on Malaria

European Observatory on Health Care Systems

Medicines for Malaria Venture

INDEPTH Health Surveillance and Experimentation Network

International Trachoma Initiative

• Chapter 5 shows that additional government health
spending would accelerate progress toward the health
Millennium Development Goals only in countries
with relatively good policies and institutions.
• Chapter 6 argues that poor progress toward the goals
reflects weak household demand for the services of
formal providers and weak household capacity to
deliver key home-based interventions.
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CHAPTER 2

The Millennium
Development Goals for Health:
Progress and Prospects

Nearly half the Millennium Development Targets concern
health—directly or indirectly.They vary in their ambitiousness,
with the maternal mortality goal of a three-quarters reduction
between 1990 and 2015 being the most ambitious. Progress
has varied across the goals, in part reflecting the differences in
ambitiousness. All World Bank regions except Sub-Saharan
Africa will hit the malnutrition targets, but many countries—
even in regions where malnutrition has fallen rapidly—will
not. Progress on child survival has been insufficient to leave
any Bank region or any Sub-Saharan country on track to hit
the target, but 40 percent of Sub-Saharan countries accelerated
their pace of reducing child mortality in the 1990s.All but one
Bank region will miss the maternal mortality target, albeit by a
smaller margin than for the child mortality target. That’s the

situation at “half time” in the 1990–2015 period for the
goals.
The “second half” may go better. Per capita incomes are forecast to grow faster in all but one region (East Asia and the
Pacific). And reaching the targets for gender and environment
would imply faster progress in girls’ education and access to safe
drinking water than in the 1990s for most regions.This impetus
may push three regions to (or close to) the maternal mortality target. But it will still leave all regions well short of the child mortality target and Sub-Saharan Africa well short of the malnutrition
target. This chapter argues that the Millennium Development
Goals are useful because they focus on outcomes and remind us of
what is achievable. What is important is to accelerate progress
toward the targets, even if the targets will not be hit.
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Health is prominent in the Millennium
Development Goals
It is a reflection of the international community’s concern
for health in the developing world that nearly half the goals
and targets concern—directly or indirectly—different
aspects of health.* Table 2.1 sets out the goals, targets, and
indicators, along with key additional monitoring indicators
recommended by a technical consultation in 2001.1
The first goal explicitly aims to improve the living standards of poor people.The other goals do not. It is statistically
possible for there to be no reduction in child malnutrition
among, say, the poorest 20 percent of a population but for
the population as a whole to achieve the required 50 percent reduction.Achieving such a result would require a 62.5
percent reduction among the top 80 percent of the population, but it is a possibility with which policymakers need to
be concerned. One bilateral aid agency recently expressed
concern over this, urging that the pursuit of the goals be
done through a propoor approach to ensure that the poor
see gains across all goals.2 This report presents new evidence
on whether progress toward the health-related Millennium
Development Goals has left the poor behind.
There are, of course, links and interdependencies among
the various goals:
• Nutrition has an important influence on maternal and
child health, so progress toward meeting goals 1, 4, and
5 is likely to be related.
• Nutrition also influences the severity of communicable
diseases, including HIV/AIDS and tuberculosis, reducing people’s ability to fight off such diseases. Similarly,
diarrhea, measles, and malaria are major influences on
children’s nutritional status (such as anemia). Success
on goals 1 and 6 is thus also likely to be linked.
• Progress in securing access to safe water and satisfactory sanitation (goal 7) and on securing access to
affordable medicines (goal 8) is likely to influence
progress toward goals 1 and 2.
• Progress on the health Millennium Development
Goals is also likely to reflect progress on the nonhealth
goals. Early child nutrition and health, for example,
affect educational outcomes for school-age children.
• Rapid progress on the income poverty goal would
speed progress on the health goals, as would rapid
progress on the education and gender equality goals.
* Throughout the report we interpret “health” broadly. For example, nutrition is both a key aspect of health in its own right and a key influence on
other aspects of health.
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What’s the score at half time?
Tracking progress toward the health goals is not straightforward because of differences in how the indicators are
defined, which measurement instruments are used, how frequently information is collected, and how much effort has
been invested in developing measurement systems (see
appendix B). And as with progress on anything, much
depends on how it is measured.Are we talking about countries being on track to hit the Millennium Development
Targets or about how close countries come to hitting the
targets? Are we talking about the number of countries that
are on track or the number of people living in on-track
countries? Are we talking about progress at the global level,
at the level of the World Bank region, or at the level of different income groupings of countries (low, middle, or high)?
Are we talking about progress for populations as a whole or
for specific sections of the population, such as the poor?
Countries may, after all, hit the Millennium Development
Target for the whole population and yet leave some groups
(the poor, women, ethnic minorities) or regions behind.

Prospects for meeting the malnutrition
target are reasonably good
Goal 1 calls for halving the proportion of people suffering
from hunger between 1990 and 2015, an average annual
reduction of 2.7 percent. One of the two indicators tracking
progress toward this goal is the prevalence of underweight
children among children under five.
Five of the six Bank regions achieved populationweighted average annual reductions in underweight children of 2.7 percent or more in the 1990s (figure 2.1).†
Upper middle-income countries and particularly lower
middle-income countries exceeded the target (see figure 2.1). Not surprisingly, then, the developing world as a
whole is on track to reach the malnutrition target, having
achieved a population-weighted average annual decline of
5 percent in the 1990s. More than 50 percent of the developing world’s population lives in an on-track country for
the malnutrition goal (figure 2.2). In East Asia and South
Asia, the figure is more than 85 percent, and in lowincome countries, the figure is 64 percent.
Against this good news is some inevitable bad news.
Sub-Saharan Africa saw barely any change in child malnutrition in the 1990s. Only 17 percent of countries there
are on track to meet the malnutrition goal (figure 2.3), and
only 12 percent of people there live in an on-track country. Malnutrition has been falling more slowly in lowincome countries than in middle-income countries. In the
†

See appendix A for a full explanation of data sources and methods used.

Table 2.1 Goals, targets, and indicators—many of them for health
Millennium
Development
Goal
Goal 1: Eradicate
extreme poverty
and hunger

Goal 4: Reduce
child mortality

Targets

Indicators

Additional monitoring indicators

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

Prevalence of underweight
children under five years of age
Proportion of population below
minimum level of dietary energy
consumption

Core intermediate indicators
Percentage of children 6–59 months who
received one dose of vitamin A in the past six
months; proportion of infants under six
months who are exclusively breastfed
Optional indicators
Low birth weight incidence rate; proportion of
mothers receiving vitamin A supplementation
by eight weeks postpartum
Indicators requiring further research
Timely complementary feeding; recuperative
feeding

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

Under-five mortality rate
Infant mortality rate
Measles immunization among
children under one

Core intermediate indicators
Proportion of infants under six months who are
exclusively breastfed; proportion of surviving
infants who have received a dose of measles
vaccine by their first birthday; proportion of
children with fast or difficult breathing in the
past two weeks who received an appropriate
antibiotic; proportion of children with diarrhea in
the past two weeks who received oral rehydration therapy; proportion of children under five
who slept under an insecticide-treated net the
previous night (in malarious areas); proportion of
children with fever in the past two weeks who
received an appropriate antimalarial (in malarious areas)

Halve, between 1990 and
2015, the proportion of
people whose income is less
than $1 a day.

Optional indicators
Vitamin A supplementation; proportion of
infants six- to nine-months-old receiving breast
milk and complementary food; piped water and
sanitation; female education; effects of income
on mortality (such as access to water and sanitation, access to and use of cars); birth spacing
Indicators requiring further research
Perinatal and neonatal indicators (for example,
deliveries attended by skilled personnel); indicators to capture determinants of death in the first
days of life (such as identification and treatment
of asphyxia, prevention and treatment of sepsis
at birth)
Goal 5: Improve
maternal health

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

Maternal mortality ratio
Proportion of births attended by
skilled health personnel

Core intermediate indicators
Contraceptive prevalence rate; percentage
of women receiving any antenatal care;
provision of emergency obstetric care;
prevalence of syphilis in pregnant women and
proportion properly treated; percentage of
women receiving antenatal care who receive at
least two intermittent preventive malaria treatments during pregnancy (in malarious areas)
Optional indicators
Prevention of mother-to-child transmission of
HIV/AIDS; perinatal mortality rate; total fertility
rate; female genital mutilation
Indicators requiring further research
Adolescent reproductive health; caesarean
section rate
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Table 2.1 Goals, targets, and indicators—many of them for health (continued)
Millennium
Development
Goal

Targets

Indicators

Additional monitoring indicators

Goal 6: Combat
HIV/AIDS, malaria,
and other diseases

Halt by 2015 and begin to
reverse the spread of
HIV/AIDS.

HIV prevalence among 15- to
24-year-old pregnant women
Condom use rate of the
contraceptive prevalence rate
Number of children orphaned
by HIV/AIDS

Core intermediate indicators
Percentage of people using a condom during
most recent higher-risk sexual encounter;
percentage of sexually transmitted infection
clients who are appropriately diagnosed and
treated according to guidelines; percentage of
HIV-positive women receiving antiretroviral
treatment during pregnancy to prevent motherto-child transmission of HIV

Halt by 2015 and begin to
reverse the incidence of
malaria and other major
diseases.

Prevalence and death rate
associated with malaria
Proportion of population in
malaria risk areas using effective
malaria prevention and
treatment measures

Core intermediate indicators
Percentage of patients with uncomplicated
malaria who received treatment within 24
hours of onset of symptoms; percentage of
children under age five sleeping under insecticide-treated nets; percentage of pregnant
women sleeping under insecticide-treated
nets; percentage of pregnant women who
have taken chemoprophylaxis or drug
treatment for malaria

Prevalence and death rates
associated with tuberculosis
Proportion of tuberculosis cases
detected and cured under DOTS

Core intermediate indicators
Percentage of estimated new smear-positive
tuberculosis cases registered under the DOTS
approach

Goal 7: Ensure
environmental
sustainability

Goal 8: Develop
a global
partnership for
development

Integrate the principles of
sustainable development
into country policies and
reverse loss of environmental
resources.
Halve by 2015 the proportion
of people without sustainable
access to safe drinking water.

Proportion of population with
sustainable access to an improved
water source, urban and rural

By 2020 achieve a significant
improvement in the lives of
at least 100 million slum
dwellers.

Proportion of urban population
with access to improved sanitation
Proportion of households with
access to secure tenure

Develop further an open,
rule-based, predictable,
nondiscriminatory trading
and financial system.
Address the special needs of
the least developed, landlocked, and small island
developing countries.
Deal comprehensively with
the debt problems of
developing countries.
Develop and implement
strategies for decent and
productive work for youth.
In cooperation with pharmaceutical companies, provide
access to affordable essential
drugs in developing countries.
In cooperation with the
private sector, make available
the benefits of new technologies, especially information and communications.

Source: Reference 18.
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Proportion of population with
access to affordable essential
drugs on a sustainable basis

Figure 2.1 Progress on malnutrition, under-five

Figure 2.2 People on track to hit malnutrition,
under-five mortality, and maternal mortality
targets

mortality, and maternal mortality, by region and
income
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low-income countries, malnutrition has declined only 2.6
percent a year—just short of the target rate. Even in the
regions experiencing high average annual declines in malnutrition, several countries have fallen short of the target
rate of 2.7 percent (figure 2.4). The East Asia and the
Pacific region is well on target, for example, but nearly half
the countries there are currently off target. But things
could have been worse. That 17 percent of Sub-Saharan
countries and 20 percent of low-income countries are on
track provides some hope for other Sub-Saharan and lowincome countries.
How have the poor fared in reducing malnutrition? For
the 17 countries with disaggregated trend data, the average
rate of reduction of malnutrition in the 1990s was broadly
similar for the poorest 20 percent of the population and
for the population as a whole (figure 2.5). In two coun-

tries—Colombia and Tanzania—progress was substantially
faster among the very poor than among the whole population. But in several countries—including Bangladesh and
Bolivia, often held up as examples of countries that have
implemented propoor policies—child malnutrition has
been falling more slowly among the very poor.

Child mortality: Poor progress
The targets call for a two-thirds reduction in infant and
under-five mortality rates between 1990 and 2015, an
average reduction of 4.3 percent a year. But no Bank
region achieved a population-weighted annual average
reduction in excess of 4.3 percent in the 1990s (see figure
2.1). The only countries on target are the high-income
countries—indicating that, contrary to what is often
claimed, large percentage reductions in child mortality are
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Figure 2.3 Countries on track to hit malnutrition,
under-five mortality, maternal mortality targets
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possible even at low levels of mortality. The goals, which
are defined in terms of percentage reductions rather than
absolute levels, are as relevant to middle-income and highincome countries as they are to low-income countries. As
a group, the middle-income countries experienced slower
annual reductions in child mortality than the high-income
countries, and they are off track for the child mortality target.The upper middle-income countries have fared better
and are just on track, while the lower middle-income
countries are badly off track.
The widening gap between poor and better-off countries is mirrored at the country level.And gaps in child mortality between the poor and the better off are widening
within countries, too. On average, the child mortality rate
among the poorest 20 percent of the population fell just half
as fast as for the whole population (figure 2.6 and appendix
B). And there is more bad news. Only 16 percent of coun-
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tries are on track for the under-five mortality target, and
only 22 percent of the developing world’s population lives
in an on-track country (see figures 2.2 and 2.3). Not a single Sub-Saharan country is on track for the child mortality
target.And in all regions—especially Latin America and the
Caribbean, the Middle East and North Africa, and SubSaharan Africa—the rate of decline of under-five mortality
was greater in the 1980s than in the 1990s (figure 2.7).
The news on child mortality is not all bad, however.
Although mortality rates fell more rapidly, on average, in the
1980s than in the 1990s, 38 percent of countries saw a faster
decline in the 1990s than in the 1980s (figure 2.8). For SubSaharan Africa the figure was 41 percent, and half the region’s

Figure 2.5 How the poor have fared on
malnutrition reductions—absolutely and
compared with the less poor

Figure 2.6 How the poor have fared on
under-five mortality reductions—absolutely
and compared with the less poor
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people live in a country that accelerated its rate of decline of
child mortality in the 1990s.This partly reflects the fact that
Ethiopia and Uganda improved their performance in the
1990s.This is also a cause for hope: despite HIV/AIDS, many
Sub-Saharan countries have shown themselves able to accelerate the rate of decline of under-five mortality.

Maternal mortality: Insufficient progress
The Millennium Development Goals call for a threequarters reduction in the maternal mortality ratio between
1990 and 2015, an average annual reduction of 5.4 percent.
The developing world as a whole is off target, having
registered an average population-weighted decline of just
3.2 percent in the 1990s (see figure 2.1).‡ Indeed, only one
region—the Middle East and North Africa—is on target,
though East Asia and the Pacific comes fairly close, with an
‡ More accurately, a country’s estimated rate of reduction is weighted by the
number of births.

estimated annual reduction of 4.5 percent. Across the
developing world, 17 percent of countries are on track to
achieve the maternal mortality target, but there are large
variations across regions, ranging from 4 percent in Latin
America and the Caribbean to 64 percent in the Middle
East and North Africa. For the developing world as a
whole, 32 percent of the population lives in an on-track
country. But the 12 percent of countries on track in South
Asia have a negligible share of that region’s population.

Communicable diseases:Too little progress
The goals call for a reversal in the spread of HIV/AIDS and
other communicable diseases and the beginning of a
decline in incidence. According to UNAIDS, the AIDS
epidemic led to the deaths of an estimated 3.1 million people in 2002, and an estimated 5 million people were living
with HIV infection in 2002. Some countries have been
devastated by HIV/AIDS. In Botswana the rate of increase
in the number of new cases appears to have peaked in the
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Figure 2.7 Child mortality—the pace of decline is
too slow, and in the developing world it’s getting
even slower

Figure 2.8 Child mortality—percentage of
countries with a faster rate of decline in
the 1990s than in the 1980s
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late 1990s—but not until the prevalence of HIV reached a
staggering 44 percent in urban areas. Yet there are some
hopeful signs. In Uganda HIV prevalence in Kampala has
been declining steadily—from a high of 30 percent in 1990
to 11 percent in 2000—and similar rates of decline have
been observed in other areas of the country (figure 2.9). In
Côte d’Ivoire HIV prevalence in major urban areas has
declined for the last three years for which data are available.
The number of countries implementing directly
observed treatment, short-course (DOTS) regimens for
tuberculosis has increased to 155 (of 210). More than 10
million patients have been diagnosed and treated in DOTS
programs since 1995. While some countries have made
rapid progress in DOTS detection rates, those with high
tuberculosis burdens are not increasing case detection rates
toward the 70 percent target in DOTS areas. Treatment
success under DOTS for 2000 was 82 percent on average
but substantially below average in Africa (72 percent).
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Figures 2.10 and 2.11 show DOTS detection and cure
rates for selected countries in Sub-Saharan Africa.

Will the second half go better?
As the well-known stock market dictum warns—and as
figure 2.12 shows for under-five mortality—past performance is not necessarily a good predictor of future performance.The fact that a country is on track on the basis of
its performance in the 1990s does not guarantee that it
will maintain the required annual rate of reduction of malnutrition or mortality in 2000–15. It is also possible, of
course, that countries that are currently off track may get
on track during the second half.What are the likely future
trends in the various country-level determinants of malnutrition and mortality? Will countries grow more rapidly
in the new millennium than in the 1990s? If so, how much
extra mortality reduction will this faster growth buy?

Figure 2.11 Tuberculosis DOTS cure rates, selected
countries in Sub-Saharan Africa, 1994–2000
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Figure 2.9 Trends in HIV prevalence among
pregnant women in Uganda, 1990–2001
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Figure 2.10 Tuberculosis DOTS detection rates,
selected countries in Sub-Saharan Africa, 1995–2001
Percentage of new cases detected under directly
observed treatment, short-course
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(figure 2.13). Given mortality’s and malnutrition’s close
links with per capita income,4,5 the increase in growth will
help push countries toward the goals, especially in Europe
and Central Asia, where the change in growth is appreciable. But even with faster growth, per capita incomes will
rise at more than 2 percent a year in only two regions—
East Asia and the Pacific and South Asia.
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Economic growth will increase in the new
millennium, except in East Asia
The World Bank3 estimates that growth will fall somewhat
in East Asia, turn from negative to positive growth in
Europe and Central Asia and Sub-Saharan Africa, and
increase somewhat in Latin America and the Caribbean,

The Millennium Development Goals call for 100 percent
completion rates at primary level, and it is likely that
Education for All and the Fast Track Initiative will accelerate
progress toward universal primary completion.The health
payoffs to this in the second half are unclear.An increase in
the primary completion rate in 2000 will not filter
through into higher levels of educational attainment
among women of childbearing age until 2005 or so. And
the first full round of effects on under-five mortality will
not be felt until 2010. Since only a small percentage of
births are to 15-year-olds, the bulk of any child survival
payoffs associated with an increased primary completion
rate in 2000 will come after 2010—mostly well after 2015.
Even beyond 2015 it is unlikely that increases in primary school completion rates will yield appreciable payoffs
in better health outcomes. A recent multicountry study6
using Demographic and Health Surveys data found that
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Figure 2.12 Past performance is not necessarily a

Figure 2.13 Growth rates of per capita income:

good predictor of future performance: under-five
mortality

actual 1990–2000 and forecasts for 2001–15
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while secondary education can exert a significant effect on
infant mortality, primary education does so in only a few
countries.§ This is consistent with the finding7 that bettereducated women achieve better health outcomes not by
using health-specific knowledge acquired at school but by
using the general numeracy and literacy skills they are
taught at school to acquire health-specific knowledge later
on in life. The implication is not that primary schooling
necessarily has limited and possibly negligible payoffs for
child and maternal health. It is that current average levels
§

This is consistent with cross-country econometric work undertaken for
this report that finds that while female secondary education significantly
reduces maternal mortality, female primary education has no significant effect
on any Millennium Development Goal outcome (see appendix A).
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of quality are probably too low for girls to acquire the literacy and numeracy skills needed to develop enough
health-specific knowledge later in life.

Gender gaps in secondary education may
well narrow in the new millennium
One of the Millennium Development Goals is to promote
gender equality and empower women. If the elimination
of gender disparities at all levels of education entails faster
growth in secondary school completion rates among girls,
it could have significant consequences for maternal and
child health outcomes. To achieve parity with boys by
2015 in the proportion of the population 15 and older
that completes secondary education, girls’ completion
rates will have to grow faster in the new millennium than
in the 1990s in most regions, especially in East and South
Asia (figure 2.14).**

Attaining the drinking water and sanitation goals would
entail faster growth in access in the new millennium
The Millennium Development Goals (and the Johannesburg
goals) call for halving the proportion of the world’s popula** In this simulation it is assumed that the proportion of males in each
World Bank region who complete secondary education continues to grow
in 2001-15 at the same rate it grew during the second half of the 1990s.The
figure for females is then brought up to the level that males would reach in
2015, on the assumption that the figures for both males and females grow
linearly.

Figure 2.14 Girls catching up with boys at

Figure 2.15 In all but two regions access to

secondary school level—growth needed in the
share of female population over age 15 who have
completed secondary education to eliminate the
secondary education gender gap
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tion without access to safe drinking water and sanitation
between 1990 and 2015. If drinking water access rates grow
linearly at the trend rates of the 1990s, only Latin America
and the Caribbean and the Middle East and North Africa
will achieve the Millennium Development Target.To achieve
the water target, access rates would need to grow much
more rapidly, especially in Sub-Saharan Africa, where access
is currently growing by 0.43 percent a year but would need
to grow by 2.53 percent a year to meet the goal (figure
2.15). If access rates were to grow rapidly enough to achieve
the water target, the under-five and maternal mortality rates
could fall appreciably.

Even with economic growth and faster progress
on the nonhealth goals, many regions
will still miss many of the health targets
Faster economic growth and achievement of the gender
and water goals will lead to appreciable declines in mortality
and malnutrition (see appendix A for methods). In Europe
and Central Asia progress on these three fronts might add as
much as 1.4 percentage points to the rate of decline of
under-five mortality, 1.1 percentage points to the rate of
decline of maternal mortality, and just under 1 percentage
point to the annual rate of reduction of underweight (table
2.2). In South Asia it might add as much as 2.6 percentage

points to the annual rate of reduction of maternal mortality,
taking the annual rate of decline from 2.9 percent to 5.5
percent. These contributions will push countries and
regions firmly toward the Millennium Development
Targets, but for the most part they will not get them there.
(An exception is maternal mortality in East Asia.) In Europe
and Central Asia and South Asia the impetus is also large—
but for the relatively slow progress in the 1990s, the anticipated faster economic growth and faster progress on girls’
education might have allowed both regions to hit the
maternal mortality targets.The picture is bleakest for underfive mortality and for Sub-Saharan Africa. Even with the
one extra percentage point annual reduction in under-five
mortality driven by economic growth and achievement of
the gender and water targets, the projected reduction of
under-five mortality for 2000–15 is still only 1.6 percent a
year in Sub-Saharan Africa.

Why the picture may be bleaker
The assumptions about future trends in the determinants
of the Millennium Development Goals used for the simulations conducted here are probably overly optimistic. It is
assumed that progress on eliminating gender gaps in secondary education and expanding access to drinking water
is fast enough to achieve the relevant target. It is also
assumed that in the absence of faster economic growth
and accelerated progress toward the gender and water
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Table 2.2 Economic growth and attainment of the gender and water targets will push countries toward the health
targets but leave many a long way from them

Millennium
Development
Goal
Under-five
mortality rate

Maternal
mortality ratio

Underweight

Tuberculosis
mortality

Target
growth rate
1990–2015
(percent)

Current
growth rate
1990–2000
(percent)

East Asia and the Pacific
Europe and Central Asia
Latin America and
the Caribbean
Middle East and North Africa
South Asia

–4.3
–4.3
–4.3

–2.7
–2.5
–3.7

–0.2
–1.4
0.0

–2.9
–3.9
–3.7

–4.3
–4.3

–3.6
–2.6

–0.1
–0.6

–3.7
–3.2

Sub-Saharan Africa

–4.3

–0.3

–1.0

–1.3

East Asia and the Pacific
Europe and Central Asia
Latin America and
the Caribbean
Middle East and North Africa
South Asia
Sub-Saharan Africa

–5.4
–5.4

–4.5
–4.3

–1.7
–1.0

–6.3
–5.3

–5.4
–5.4
–5.4
–5.4

–1.5
–6.9
–2.9
–1.6

0.0
–0.8
–2.6
–2.4

–1.5
–7.8
–5.5
–4.1

–2.7
–2.7

–6.7
–9.6

0.2
–0.9

–6.6
–10.5

–2.7
–2.7
–2.7
–2.7

–4.1
–6.3
–3.5
–0.2

0.0
–0.1
–0.1
–0.3

–4.1
–6.4
–3.6
–0.5

n.a.
n.a.

n.a.
n.a.

0.2
–1.1

0.2
–1.1

n.a.
n.a.
n.a.
n.a.

n.a.
n.a.
n.a.
n.a.

0.0
–0.1
–0.1
–0.3

0.0
–0.1
–0.1
–0.3

Region

East Asia and the Pacific
Europe and Central Asia
Latin America and
the Caribbean
Middle East and North Africa
South Asia
Sub-Saharan Africa
East Asia and the Pacific
Europe and Central Asia
Latin America and
the Caribbean
Middle East and North Africa
South Asia
Sub-Saharan Africa

Contributions from faster
economic growth and
progress toward gender
and water targets (percent)

Revised
growth
rate (percent)

n.a. Not applicable (no targets for tuberculosis mortality).
Source: World Bank staff calculations.

goals, the pace of decline would continue at the rate of the
1990s. Both assumptions are probably overly optimistic.
Changes in three variables found to be good predictors of
maternal mortality are likely to be less conducive to
reductions in maternal mortality in the new millennium
than they were in the 1990s (box 2.1). In the absence of
faster economic growth and accelerated progress on the
nonhealth goals, maternal mortality will probably decline
less quickly in the new millennium than in the 1990s.

So why do the Millennium
Development Goals matter?
The upshot of all this: even if economic growth accelerates as
Global Economic Prospects predicts, and even if progress toward
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the gender and water goals is substantially accelerated, the
developing world is likely to wake up on the morning of
January 1, 2016, some way from the health targets; in SubSaharan Africa, it may be a long way. So why should the
Millennium Development Goals be taken seriously?

Progress can be quickened, irrespective of the targets
Accelerating progress on the various health goals is critical—
even if the targets will not be reached. Reversing negative
trends in Sub-Saharan Africa and accelerating slow progress
in other regions are vital.A key message of this report is that
progress can be accelerated through a judicious mix of
spending and reform of both policies and institutions.
Countries can set—and are setting—their own development
targets, based on the Millennium Development Goals, but

Box 2.1 Why the decline in maternal mortality is slowing
The Millennium Development Goal for maternal health is to
reduce the maternal mortality ratio by three-quarters between
1990 and 2015. In addition to the challenge of accomplishing
such a large reduction, it will be difficult in many countries to
measure whether the goal has been achieved or whether countries have recently been making enough progress to be on track
to reach the goal.Trends in maternal mortality ratios are difficult
to establish for several reasons:
• Measurement of maternal mortality is complex, partly
because of the concept itself (a cause-specific mortality rate)
and because of the rarity of maternal mortality. Estimates
based on hospital studies suffer from a lack of representativeness.Vital registration systems exist in many countries, but
the incompleteness of the systems is a major obstacle to their
use in epidemiology. Household surveys using respondents’
reports on the mortality of sisters have provided most of the
measured estimates of maternal mortality in developing
countries. But estimates based on this approach usually lack
precision and are typically for several years in the past.
• Maternal deaths are frequently misclassified. Even in countries with complete coverage of deaths in vital registration,
maternal deaths may be misclassified in 50 percent of cases.8
• Baseline estimates have not been collected in many countries, and too few additional estimates are likely to be forthcoming. This is the most serious obstacle to monitoring
trends in maternal mortality.
To overcome the paucity of the data, UNICEF and the World
Health Organization (WHO) have developed models to predict
the maternal mortality ratio from a set of variables that are
known to be related to maternal mortality. Such model-derived
estimates have been issued for 1990 and 1995, and a set of estimates for 2000 was released as this report was being completed.
Because the models use different variables, the results of the three
exercises are not comparable, and the data cannot be used to analyze trends over time.
New analysis
Analysis for this report uses the model developed by WHOUNICEF for countries without vital registration data or reliable
survey estimates to generate the 1995 estimates and extends the
period back to 1990 and forward to 2015.8 Estimates of progress
from 1990 to 2001 are made by calculating the rate of change in
the maternal mortality ratio for this period, which is then compared with the rate of change needed to achieve the Millennium
Development Goal by 2015.
The model estimates the proportion of deaths of women of
reproductive age due to maternal causes from the following variables: the proportion of births with a skilled health care worker;
the general fertility rate; whether a country is in formerly socialist Europe; whether a country is in Latin America, South or West

Asia, or Africa; whether death registration is complete; and the
prevalence of HIV among adults.
Skilled attendance at delivery has a negative correlation with
maternal mortality (and is an indicator used to measure the
Millennium Development Goals for maternal health by itself).
HIV prevalence and the resulting mortality from AIDS reduces
the exposure to death from other causes, including maternal
mortality. Higher fertility rates tend to lead to higher maternal
mortality ratios, because more high-risk pregnancies occur.
Data for these variables for 1990, 1995, and 2001 are estimated
from World Bank and UN databases. Projections for 2015 are based
on extrapolated trends in the proportion of skilled attendants in the
1990s and on the assumption of gradually increasing or decreasing
HIV prevalence, depending on trends in the 1990s.The general fertility rate is estimated from projections of the number of births and
the number of females between 15 and 49 (see appendix B).
The estimated proportion of deaths of women of reproductive age is applied to the overall envelope of deaths to women
15–49 (estimated and projected) to obtain the number of deaths
due to maternal causes for all countries.The maternal mortality
ratio is then calculated by dividing this number by the estimated
or projected number of births.
Results: 1990–2001
Skilled attendance at birth rose, fertility declined, and HIV/AIDS
increased (see table) in all Bank regions in the 1990s. In each case
the effect was to reduce the proportion of deaths of women of
reproductive age (PMDF). In East Asia and the Pacific, Europe and
Central Asia, and the Middle East and North Africa, the number of
female deaths also fell, reinforcing the effect of the declining
PMDF. However, the number of births fell in these three regions,
putting upward pressure on the maternal mortality ratio. The
maternal mortality ratio is estimated to have fallen in all three
regions, though by a smaller percentage than the PMDF in East
Asia and the Pacific and in Europe and Central Asia. In the Middle
East and North Africa, the decline in the number of births was
small, and the maternal mortality ratio fell by a larger percentage
than the PMDF. In Latin America and the Caribbean, Southeast
Asia, and Sub-Saharan Africa, the number of female deaths rose
during the 1990s, partly offsetting the fall in the PMDF. In Latin
America and the Caribbean, Southeast Asia, and Sub-Saharan
Africa, the maternal mortality ratio is estimated to have fallen less
than in the other three regions, in part because of relatively small
percentage reductions in the PMDF, in part because of increases in
female deaths.
Projections for 2001–15
The extrapolated trend in skilled attendance at birth will further
reduce the PMDF. In some countries, however, skilled atten(continued)
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Box 2.1 Why the decline in maternal mortality is slowing (continued)
dance has already reached high levels and has limited room for
future increases; in only two regions (Latin America and the
Caribbean and Southeast Asia) are attended deliveries expected
to increase at a faster rate than in the 1990s.The general fertility
rate is projected to continue to decline but at a slower rate than
in the 1990s, except in Sub-Saharan Africa, where it is projected
to decline more rapidly. HIV/AIDS prevalence will continue to
increase or decline, depending on trends in the 1990s, but the
rate of increase or decline will slow.

The result of these projected changes in the independent variables is that the PMDF will keep falling, but at a slower rate than
in the 1990s, except in Southeast Asia. Beginning in 2001, female
deaths are expected to rise in all regions except the Middle East
and North Africa, partly offsetting the fall in the PMDF.The net
effect is likely to be a reduction in the number of maternal deaths,
but—partly because of changing numbers of births—the maternal mortality ratio is projected to decline more slowly than in the
1990s, except in Latin America and the Caribbean.

Maternal mortality ratio trends and forecasts

East Asia and
the Pacific

Europe and
Central Asia

Latin
America
and the
Caribbean

Middle East
and
North Africa

Southeast
Asia

SubSaharan
Africa

1990–2000 growth rates

Attended
deliveries
Gross fertility rate
HIV/AIDS
Proportion of
deaths of women
of reproductive age
Number of female
deaths
Number of births
Maternal
mortality ratio

1.9%
–0.6%
72.5%

1.1%
–0.9%
74.7%

0.2%
–0.5%
80.5%

3.7%
–0.7%
61.6%

2.1%
–0.4%
78.5%

1.8%
–0.2%
101.4%

–4.6%

–5.6%

–3.4%

–5.4%

–2.7%

–2.1%

–1.1%

–0.1%

2.1%

–0.7%

0.8%

3.2%

–1.6%

–2.2%

–0.2%

–0.3%

–0.1%

1.9%

–4.5%

–4.3%

–1.5%

–6.9%

–2.9%

–1.6%

1.6%

0.2%

0.5%

1.3%

2.8%

1.5%

–0.2%
1.4%

–0.2%
4.9%

–0.4%
1.2%

–0.3%
4.7%

–0.4%
–0.2%

–0.3%
0.8%

–2.9%

–2.6%

–3.0%

–2.8%

–3.2%

–2.1%

2.1%

1.3%

0.3%

–1.0%

2.1%

3.0%

–0.3%
–1.5%

–0.6%
–1.1%

–0.6%
–1.9%

0.9%
–4.8%

–0.2%
–2.5%

1.1%
–1.3%

2001–2015 growth rates

Attended
deliveries
Gross fertility rate
HIV/AIDS
Proportion of
deaths of women
of reproductive age
Number of female
deaths
Number of births
Maternal
mortality ratio

they are tailoring the targets to local circumstances. In some
countries the targets may be more ambitious than the
Millennium Development Targets. In others realism will
require the setting of less ambitious targets. The important
thing is that the goals be pursued and that realistic but challenging targets be aimed at.

Progress needs to be for everyone, not just the better off
Progress toward the Millennium Development Targets is
uneven within countries (see figures 2.5 and 2.6). For under44 |
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five mortality—less so for child malnutrition—the poor are
progressing less quickly than the better off.There is an urgent
need to ensure that countries do not progress toward the
Millennium Development Goals by focusing on the lowhanging fruit, leaving the poor behind in the process.
Countries and regions that are on track cannot be complacent. For example, the Middle East and North Africa region
has better prospects than most for reaching the targets, but it
has some of the largest inequalities across wealth groups in the
Millennium Development Indicators.The challenge there is

to ensure that progress for the whole population is accompanied by narrowing the gaps between the poor and the better
off. In Egypt in the late 1990s under-five mortality fell more
rapidly among the poor than among the whole population
(see figure 2.6).That should inspire other countries to reach
out to the poor in their efforts to hit the targets.

Goals help focus on outcomes
A major attraction of the Millennium Development Goals
is that they provide an opportunity to refocus attention in
the health sector on outcomes. Focusing on a specific set
of outcomes requires choosing a limited set of corresponding interventions and devising strategies to ensure
that everyone who could benefit from these interventions—whether affluent or poor—actually gets them.This
approach forces us to think about why coverage levels are
often so low and about the role of household factors, community factors, and health system factors.
The appropriate strategy will usually entail working at
all levels.The role of households in initiating and delivering care cannot be ignored. The role of communities in
shaping demand and delivering interventions is often crucial, especially in poorer communities. Also crucial is the
health system—providers and their links to one another,
the human and material inputs they have available to
them, the incentives they face, the organizational and regulatory structure they work in.
These factors have long been considered important in
the health sector. What is different about the Millennium
Development Goals is that they force us to take stock of
whether the general debates surrounding the health sector
have done enough to generate strategies for raising the
coverage levels of the very specific set of interventions of
relevance to the goals.
Public policy debates in the health field too often focus on
the delivery of services in health facilities. Indeed, analysis and
debate often center on the delivery of care in public facilities.
The Millennium Development Goals, with their focus on
outcomes, provide a powerful reminder that such perspectives
are unduly narrow. The preventive care and treatment that
households themselves deliver are important to health outcomes. The care delivered outside the public sector is also
important. The Millennium Development Goals provide a
chance to refocus health policy on health outcomes and the
major determinants, core interventions, and delivery strategies—and in the process to forge closer links between health
ministries and other organizations that can help achieve these
outcomes, including other government ministries.

The goals remind us of what is achievable
The value of the Millennium Development Goals goes
beyond getting policymakers to focus more on outcomes.

True, the targets are ambitious. But if they had been set so
low that developing countries could have achieved them
by making progress at current rates, they would have been
criticized for being unambitious. In the 1990s, 20 percent
of developing countries achieved the target 4.3 percent
annual reduction in under-five mortality. And several
countries accelerated their annual reductions—Egypt
from 5 percent to 8.5 percent, Indonesia from about 3
percent to 6.25 percent, and Bangladesh from about 3 percent in the 1980s to 5.5 percent in the 1990s.
What this suggests is that the world should not abandon
hope for the countries off track on reaching the goals.
Annual rates of under-five mortality reduction in excess of
4.3 percent are possible. Some developing countries with
impressive rates of decline in the 1980s accelerated those
rates in the 1990s.A final reason for hope: many countries
not on track for the under-five mortality target achieved
(or were close to achieving) the required annual percentage reduction in the 1980s (see figure 2.12). All this suggests that, while the targets are ambitious, they are not
impossible for the majority of developing countries.
Countries off track should be encouraged to ask how they
can get on track—or back on track.
There is reason to hope that developing countries can
make faster progress toward the other Millennium Development Goals as well.9 Several countries have achieved significant reductions in maternal mortality rates. Sri Lanka, a poor
country, reduced the maternal mortality ratio from 555 to 24
per 100,000 live births between 1950 and 1995.10 Malaysia
reduced its maternal mortality ratio from 500 to 21 over the
same period. And China, Egypt, and Honduras greatly
improved maternal health outcomes in the 1990s.11
There are encouraging examples for communicable disease, too. Tuberculosis case detection under the recommended DOTS approach increased steadily through the
late 1990s—from 7.5 percent of tuberculosis cases in 1995
to 33 percent in 2001, although the scaling-up is still too
slow. Even so, large countries such as China, India,
Indonesia, Pakistan, the Philippines, and the Russian
Federation are all moving to scale up more quickly, with
some successes so far. The epidemiological impact of service interventions is measurable. In China the areas of 16
provinces where DOTS had been applied, with World
Bank support, saw a 36 percent drop in tuberculosis prevalence between 1990 and 2000—a decline that was more
than 10 times greater than in nonintervention areas. In
Peru reaching cure and case detection targets was associated with a rapid decline in incidence.
Sustained reductions in HIV infection have been
achieved in Thailand through government efforts to promote safer sex.The HIV prevalence rate has been reduced
among 13–19 year-olds in Masaka, Uganda.The spread of
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HIV has been contained in Senegal through a broad-based
response to keep HIV prevalence low among pregnant
women and steps to maintain a high level of condom use
to prevent sexually transmitted infections among sex
workers. In the effort to roll back malaria, free treatment
and insecticide-treated nets have reduced malaria deaths in
Vietnam and coastal Kenya, while insecticide spraying and
effective case management have reduced malaria in
Azerbaijan.

The rest of the report
That some countries—and indeed some regions—have
achieved the target rates of improvement in the
Millennium Development Indicators points to the need to
understand what has been responsible for the successes
and the failures. Chapter 3 reviews the interventions available for reducing child and maternal mortality, malnutrition, and communicable disease mortality. It argues that,
together, they constitute a powerful arsenal of weapons to
take on the Millennium Development Goals and that gaps
in the arsenal have not, for the most part, held countries
back. The report’s second part argues that the causes of
slow progress lie elsewhere—in low levels of government
health spending and, even more, in poor policies and institutions across the entire health sector.
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CHAPTER 3

Effective Interventions
Exist—They Need
to Reach More People

Suneeta, a Bengali woman living in a rural village, falls ill with
chronic cough, fever, weight loss, and other problems. Others
around her may have previously been ill with similar symptoms.
She may delay seeking care due to other duties or a lack of funds
to pay for travel or consults. She may purchase medicines from a
drug seller or visit a traditional healer or private physician. She
may take drugs sporadically until her money runs out, her symptoms remain, and she becomes further incapacitated. Her family
or neighbors may then bring her to a health center or hospital,
where she sees a nurse auxiliary who may or may not refer her to
a physician.The physician may charge her for an X-ray or treat
her with general antibiotics and send her home or refer her for a
free sputum smear exam if available.
Suneeta is found to have active infectious tuberculosis.The
physician or nurse may tell her about tuberculosis—or due to a
lack of interest or time, tell her only that she needs to take more
medicines.They may give her a month’s worth to take home or
tell her to attend the health clinic every day, even though it is
two hours to get there from her home.Worse yet, they may tell
her to buy the medicines elsewhere, if no drugs are in stock. She
might get only two of the four medicines she needs, and family
members who may also have become infected or ill may not be
seen by the health provider. The health provider may not be
able to follow up to see whether Suneeta tolerated the medicines, took them regularly, was cured, remained ill, or died. No

functioning information system may be in place to register that
a case was detected and treated. No supervisors visit the facility
to provide training or feedback on performance.
It is not the lack of an effective intervention for tuberculosis
that explains this sequence of events. It is the delays in seeking
care, the insufficiently skilled or inadequately paid staff, the lack
of patient and community health education, the poor supply
chains, the failure to report the tuberculosis case, the lack of follow-up with the patient or her close contacts, and the poor supervision in the use of the medicines that explain the risk of failed
treatment, chronic disease, or death for the patient.This situation
can also contribute to the spread of infection in the community
and to the emergence of drug-resistant organisms, which pass
from community to community and across borders.
It is not a lack of interventions that is the main obstacle
to faster progress toward the Millennium Development
Goals—it is the low levels of use, especially among the
poor, of existing effective interventions. Globally, the
use of effective interventions for child health is typically
below 50 percent, and in many poor countries the figure is much lower. Using all known interventions
appropriately—achieving 99 percent coverage rates—
could avert 63 percent of child deaths and 74 percent of
maternal deaths.
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Interventions are being developed and tested for each of the
Millennium Development Targets, with the potential to
substantially reduce mortality and ill health.That is for the
future—though in some cases the not-too-distant future.
What matters for the present is the impressive array of
interventions now available to fight child malnutrition,
child mortality, maternal mortality, and communicable disease mortality (table 3.1). Not all the evidence is equally
strong, and not all interventions are equally effective. But
overall the interventions listed in table 3.1 constitute a
powerful arsenal for preventing and treating the main
causes of death and malnutrition.
Take child mortality. Three causes of death—diarrhea,
pneumonia, and malaria—account for 52 percent of
deaths worldwide (figure 3.1). Neonatal causes account
for another 33 percent, measles for 3 percent, and AIDS
for 1 percent. Malnutrition is an underlying cause in

Figure 3.1 Why children die
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Reprinted with permission from Elsevier (The Lancet, 2003, vol. 361, page 6).

Table 3.1 Effective interventions for reducing illness, deaths, and malnutrition
Goal

Preventive interventions

Treatment interventions

Reduce child
mortality

Breastfeeding; hand-washing; safe disposal of stool; use of latrine;
safe preparation of weaning foods; use of insecticide-treated nets;
complementary feeding; immunization; micronutrient
supplementation (zinc and vitamin A); antenatal care, including
steroids and tetanus toxoid; antimalarial intermittent preventive
treatment in pregnancy; newborn temperature management;
nevirapine and replacement feeding; antibiotics for premature
rupture of membranes; clean delivery

Case management with oral rehydration therapy
for diarrhea; antibiotics for dysentery,
pneumonia, and sepsis; antimalarials for malaria;
newborn resuscitation; breastfeeding;
complementary feeding during illness;
micronutrient supplementation (zinc and
vitamin A)

Reduce
maternal
mortality

Family planning, intermittent malaria prophylaxis, use of
insecticide-treated bednets, micronutrient supplementation (iron,
folic acid, calcium for those who are deficient)

Antibiotics for preterm rupture of membranes,
skilled attendance (especially active management
of third stage of labor), basic and emergency
obstetric care

Improve
nutrition

Exclusive breastfeeding for six months, appropriate complementary
child feeding for next 6–24 months, iron and folic acid supplementation for children, improved hygiene and sanitation, dietary
intake of pregnant and lactating women, micronutrient supplementation for prevention of anemia and vitamin A deficiency for
mothers and children, anthelminthic treatment in school-age children

Appropriate feeding of sick child and oral
rehydration therapy, control and timely
treatment of infectious and parasitic diseases,
treatment and monitoring of severely malnourished children, high dose treatment of clinical
signs of vitamin A deficiency

Prevent and
combat
HIV/AIDS

Safe sex, including condom use; use of unused needles by drug
users; treatment of sexually transmitted infections; safe, screened
blood supplies; use of antiretrovirals in pregnancy to prevent
maternal to child transmission and after occupational exposure

Treatment of opportunistic infections,
cotrimoxazole prophylaxis, highly active
antiretroviral therapy, palliative care

Prevent and
combat
tuberculosis

Directly observed treatment of infectious cases to prevent
transmission and emergence of drug resistant strains and treatment
of contacts, BCG immunization.

Directly observed treatment to cure symptomatic
cases, including early cases of tuberculosis

Prevent and
combat
malaria

Use of insecticide-treated nets, indoor residual spraying (in
epidemic-prone areas), intermittent presumptive treatment of
pregnant women

Rapid detection and early treatment of
uncomplicated cases, treatment of complicated
cases (such as cerebral malaria and severe anemia)

Note: “Intervention” refers to the direct action that leads to prevention or cure. The act of immunization, not the vaccine itself, is the intervention. Case management, not medicines or vitamins, is the intervention. Counseling for safer sex is not an intervention in this sense—safer sex is.
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nearly half of under-five deaths. For each of these causes of
death, there is at least one proven effective preventive
intervention and at least one proven effective treatment
intervention (figure 3.2). And each can be delivered in a
low-income setting. In most cases, there are several proven
effective interventions. For example, for diarrhea—the
second-leading cause of child deaths—there are no fewer
than five proven preventive interventions (breastfeeding,
complementary feeding, hygiene and use of safe water,
zinc, and vitamin A) and no fewer than three proven treatment interventions (oral rehydration therapy, antibiotics,
and zinc). Many of these interventions can be—and are—
delivered by households, but many are not.
Similar arguments can be made for the other goals.
Some interventions for maternal mortality are delivered
by the household (nutrition, family planning), but most
are not (figure 3.3).And for those delivered by households,
there is typically little—if any—scientific evidence available on impact.
Because of the multiple and interrelated causes of childhood and maternal deaths, integrated strategies, such as
Integrated Management of Childhood Illness (IMCI) and
Integrated Management of Pregnancy and Childbirth
(IMPAC) have been introduced in many countries.
Delivery of these bundled interventions has the potential
to yield greater efficiency, synergy, and impact—if implemented on scale and not underused.

Effective interventions are
underused—especially by the poor
The proximate cause of the high rates of death and malnutrition in the developing world is that, for one reason or
another, people do not receive the interventions that could
save their life or make them well nourished. In upper middle-income and high-income countries, 90 percent of children receive diphtheria, pertussis, and tetanus (DPT3)
vaccinations; more than 90 percent of babies are delivered
by a medically trained person; and more than 90 percent of
pregnant women have at least one antenatal visit (figure 3.4). In low-income and lower middle-income countries, the figures are much lower—often dramatically so. In
South Asia less than 50 percent of pregnant women receive
antenatal checkups, and only 20 percent of babies are delivered by a medically trained person (figure 3.5). In some
countries less than 20 percent of children with acute respiratory infections are seen by a medically trained person
(figure 3.6)—despite the fact that pneumonia, the most
severe respiratory infection, can be treated with an antibiotic.The story is similar for other childhood interventions
and for interventions for other Millennium Development

Goals (box 3.1). In short, there is substantial underuse of
effective interventions in the developing world.
Just as shortfalls in coverage vary across countries, they
vary within countries.The poor and other deprived groups
invariably lag behind the population in many preventive and
curative health interventions. They are less likely to receive
full basic immunization coverage (bacillus of Calmette and
Guerin [BCG], measles, and DPT) (figure 3.7); to have their
deliveries attended by a medically trained person; or to have
at least one antenatal care visit to a medically trained person.
The trends in use by wealth group are more encouraging.
For the most part, the poor are making more rapid progress
than the better off, who already have high coverage rates for
many interventions (see tables in appendix D). Progress has
been more propoor in professionally delivered interventions
(skilled attendance, treatment of common childhood illnesses) than in home-delivered interventions (breastfeeding,
timely complementary feeding, and vitamin A supplementation) (figure 3.8).

The underuse of effective
interventions costs lives
The low use of effective interventions—in the developing
world and among the poor—translates into rates of mortality, morbidity, and malnutrition that are far higher than
they need be.
Take child mortality. If the use of all the proven effective
childhood preventive and treatment interventions were to
rise from its current level to 99 percent (95 percent for
breastfeeding), the number of under-five deaths worldwide would fall dramatically (figure 3.9). Deaths from
malaria and measles could be all but eliminated, and deaths
from diarrhea, pneumonia, and HIV/AIDS could be dramatically reduced. Overall, a reduction in childhood
deaths of 63 percent could be achieved by increasing coverage rates to 99 percent.
Of these 6 million averted deaths worldwide, perhaps half
would result from increased coverage of home-delivered
interventions.* This fraction will vary according to the relative importance of different causes of death. In Brazil and
China, just under half of child deaths are neonatal,2 for
which the relevant effective interventions are professionally
delivered. In much of Sub-Saharan Africa, by contrast,
* This is a preliminary estimate, based on the figures in table 2 of Jones and
others.1 It classifies breastfeeding, insecticide-treated materials, complementary feeding, hygiene and use of clean water, vitamin A supplementation,
oral rehydration therapy, and antimalarials as home-delivered interventions.
The figure is a tentative estimate because unlike table 3 in Jones and others,
no account is taken in table 2 of competing risks (in principle, a child could
be saved several times over in this calculation).
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neonatal deaths account for about a quarter of child deaths,
and malaria and diarrhea—two causes of death for which
household-delivered interventions could be important—
together account for more than half of child deaths.2
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Spectacular reductions in mortality could also be
achieved if coverage rates of the key maternal mortality
interventions in figure 3.3 were increased from current
levels to 99 percent. It is estimated that perhaps as many as
1391,000 deaths worldwide—74 percent of current maternal deaths—could be averted,† all from increased coverage
of professionally delivered interventions. Four stand out as
especially important (figure 3.10): access to essential obstetric care (52 percent of deaths averted), access to safe abortion services (16 percent), active rather than expectant
management in the third stage of labor (10 percent), and
the use of magnesium sulphate and other anticonvulsants
for women with pre-eclampsia (8 percent).
†

These are preliminary estimates.The details will be spelled out in a separate
technical note.

Box 3.1 Low coverage of HIV/AIDS
interventions
Most countries have developed strategic frameworks for HIV
prevention, but only a fraction of people at risk have meaningful access to basic prevention and treatment.
Risk reduction behavior among young people
Survey results indicate that condom use with nonregular partners is higher in urban than in rural areas and higher among
young men than among young women. Data also suggest that
condom use varies considerably across countries, ranging from
2 percent to 88 percent in Sub-Saharan Africa. In this region,
15–20 percent of young people report having had sexual intercourse before the age of 15, with young women reporting an
earlier median age of first sex than males.
Management of sexually transmitted infections
Because untreated sexually transmitted infections increase the
risk of HIV transmission by several orders of magnitude, control of sexually transmitted infection is a fundamental element
of effective HIV prevention. Yet from limited information
received, only one in four countries in Sub-Saharan Africa
reports that at least 50 percent of sexually transmitted infection
patients are appropriately diagnosed, counseled, and treated.
Prevention of mother-to-child transmission
Four years after research indicated that a relatively inexpensive
single dose of nevirapine to mother and newborn significantly
reduced the odds of HIV transmission to the infant, prevention
of mother-to-child transmission (PMTCT) coverage remains
virtually nonexistent in many heavily affected countries. Apart
from Botswana, where coverage reached 34 percent by the end
of 2002, PMTCT remains extremely low in countries hardest
hit by HIV/AIDS.
Antiretroviral therapy
While an estimated 6 million people in low- and middleincome countries currently need antiretroviral therapy, only
300,000 were obtaining such therapy by the end of 2002.
Although coverage remains low in Sub-Saharan Africa,
Botswana, Cameroon, Nigeria, and Uganda have made serious
efforts to increase antiretroviral therapy coverage through the
public and private sectors. Caribbean countries report coverage
of less than 1 percent. In Asia, where more than 7 million people are living with HIV/AIDS, no country has exceeded 5 percent coverage.
Source: World Bank.

Figure 3.7 Proportion of children age 12–23 mos
who received full basic immunization coverage—
poorest 20 percent vs. population as a whole
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The challenge
If the lack of interventions is not holding countries back
from achieving the goals, what is? Part II of the report
investigates this question. Chapter 4 argues that a lack of
government health spending is only part of the story of
low coverage rates. It makes the case that governments
need to improve their targeting of health spending, but
even more they need to improve their policies and the
institutions of the health sector—very broadly defined.
The rest of part II shows how.
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Figure 3.8 Use trends for household-delivered
and professionally delivered interventions

Figure 3.9 Full use of existing interventions
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CHAPTER 4

Extra Government Health Spending
Is Necessary but Not Sufficient—
Health Sector Strengthening Is Also
Required, and Spending Needs to Be
Better Targeted

Views diverge widely on government health spending. One
view holds that low government health spending in the developing world is the cause of poor health indicators. According to
this view, government health spending needs to be increased
substantially and financed largely through development assistance.1 At the other extreme is the view that government
health spending has little impact on health outcomes at the
margin, reflecting the multitude of weak links in the chain running from government spending to health outcomes.2–4
According to this view, more government health spending
would be unproductive; the focus should instead be on
strengthening the weak links.
This chapter argues for a more nuanced view. Adding to
government health budgets and scaling up proportionally all

government health programs has an impact on Millennium
Development Goal outcomes in well-governed countries. But
the impact of such across-the-board increases on health outcomes
would be modest, so substantial increases in spending would be
needed. Carefully targeted spending can improve Millennium
Development Goal outcomes even in poorly governed countries.
But policies and institutions need to be strengthened if acrossthe-board increases in spending are to be productive.
Shaping strong policies and institutions for achieving the
goals requires broad thinking, across a wide variety of policy
instruments and areas.They include those not normally considered integral parts of the health sector, such as households and
communities, and those outside the health sector, such as water,
sanitation, transport, and education.
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The limits and returns to government
health spending
The impact of government spending on mortality depends
in part on its impact on coverage rates—and in part on the
impact of coverage rates on mortality.The case for substantial increases in government health spending has been
weakened by the absence of firm evidence on the first of
these links. It is also weakened by the failure to factor in the
contributions and resource requirements associated with
changes in other sectors (water, sanitation, roads, female
education).5
The case against extra government health spending is
built on empirical evidence that shows that additional government health spending has no perceptible impact on
infant and under-five mortality, once other influences are
held constant.2 But this analysis has limitations. It refers
simply to child mortality, not to health outcomes in general. Child mortality differs from, say, maternal mortality in
that several of the interventions aimed at children are delivered by the household, while almost all interventions
aimed at mothers are delivered by professional providers. It
is unlikely that, say, maternal mortality is as unresponsive
(or inelastic) to government health spending as child mortality is.The results are also very general: they indicate what
happens to child mortality among the population as a
whole, in an average country. As a result, they hide significant spending effects among specific subpopulations and
specific types of countries. Finally, the results indicate what
would happen to child mortality if additional government
spending were to take the form of a proportional scalingup of all government health programs. They do not show
what would happen if extra spending focused on specific
subpopulations or specific programs.

The importance of good
policies and institutions
For the developing world as a whole, then, and for populations as a whole, proportional scaling-up of government
health programs has no perceptible impact on child mortality, once other influences are held constant.2 But recent
evidence suggests that scaling up does make a difference
for specific subpopulations and specific types of countries.
Child mortality among the poor—whether the poorest
20 percent of the population or those living under $1 (or
$2) a day—does improve with additional government
health spending.6–8 And among countries with good governance (measured by the quality of the bureaucracy),
additional government health spending reduces child
mortality (see the first panel of table 4.1).9 This finding is
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consistent with recent World Bank studies on aid effectiveness.10, 11 In countries with “good” policies and institutions (strong property rights, absence of corruption, a
good bureaucracy), an extra 1 percent of GDP in aid has
been estimated to lead to a decline in infant mortality of
0.9 percent. By contrast, in countries in which policies are
only average, the impact is just 0.4 percent.Where policies
are “bad,” aid has no statistically significant effect on infant
mortality.
These findings are also borne out in the results of a
study undertaken for this report (see table 4.1 and appendix A), in which the quality of policies and institutions was
measured by the World Bank’s Country Policy and
Institutional Assessment (CPIA) Index. As policies and
institutions improve, this index increases from 1 to a maximum of 5 (figure 4.1). As the second panel of table 4.1
shows, the elasticity also increases in absolute size—government spending has a larger impact on health outcomes
at the margin in better-governed countries. For example,
at a CPIA score of 4 (one standard deviation above the
mean), a 10 percent increase in the share of GDP devoted
to government health spending results in a 7.2 percent
decline in the maternal mortality ratio.
The elasticities in the second panel of table 4.1 reinforce
the finding that across-the-board increases in government
health spending have no perceptible impact on under-five
mortality in poorly governed countries. But they also show
something new: the same is true of other Millennium
Development Goal outcomes. Whether the outcome is
underweight, maternal mortality, or tuberculosis mortality,
in countries one standard deviation below the mean CPIA
score, across-the-board additions to government health
spending have no significant effect. Indeed, for malnutrition and tuberculosis mortality, the CPIA score has to get
above the population-weighted average of 3.5 for additional government health spending to have any bite.
The message, then, is clear. In countries with poor governance—and weak policies and institutions—improvements need to occur in these areas if additions to
government health budgets are to have any impact.These
improvements may require reforms that entail transition
costs, which may need to be covered by government
spending.And it may be possible to phase in the additional
government health spending as these reforms are being
implemented. But the fact remains: in these countries,
extra government health spending by itself will do little, if
anything, to accelerate movement toward the Millennium
Development Targets.This is why the rest of part II—the
bulk of the report—is devoted to the difficult but often
overlooked question of how to shape effective policies and
institutions in the health sector.

Table 4.1 Elasticities of Millennium Development Goal outcomes to government health spending, as a percent of
GDP, by quality of policies and institutions

Governance score

Under-five mortality

Maternal mortality
ratio

Underweight among
children under five

Tuberculosis
mortality

Quality of bureaucracy index

2.2
3.7
5.2

–0.350
–0.450*
–0.560*

—
—
—

—
—
—

—
—
—

1.0
2.0
3.0
3.25
3.5
4.0
4.5

0.799
0.507
0.215
0.142
0.069
–0.077
–0.223

–0.622
–0.654
–0.687
–0.695*
–0.703*
–0.720*
–0.736*

0.130
–0.087
–0.305
–0.360
–0.414
–0.523*
–0.632*

0.651
0.276
–0.098
–0.192
–0.285
–0.472
–0.659*

5.0

–0.369

–0.752*

–0.740*

–0.847*

CPIA index

— Not available.
Note: An elasticity of –0.622 means that a 10 percent increase in spending reduces mortality by 6.22 percent. The values 2.2, 3.7, and 5.2 are, respectively, one
standard deviation below the mean, the mean, and one standard deviation above the mean. The means are based on a sample that includes industrial and developing countries. The population-weighted mean CPIA score is 3.5, with a standard deviation of 0.4. These figures are based on developing countries only, though
industrial countries were also included in the regression (with CPIA values set at 5).
*Significantly different from zero at the 90 percent confidence level or above.
Source: Elasticities for the quality of bureaucracy index are from reference 9. Elasticities for the CPIA Index are based on a study undertaken for this report (see
appendix A for details).

More government spending in wellgoverned countries—how large are the
returns relative to the Millennium
Development Goal challenge?

Figure 4.1 CPIA scores across Bank regions
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In well-governed countries, and ones with good policies
and institutions, there is scope for improving health outcomes through a proportional scaling-up of government
health programs.According to the upper panel of table 4.1,
extra government health spending would reduce child mortality in countries with above-average governance conditions. According to the lower panel, it would reduce
maternal mortality ratio in countries with above-average
CPIA scores and reduce malnutrition and tuberculosis mortality in countries with CPIA scores that are respectively
1.00 and 1.75 standard deviations above the mean. So wellgoverned countries in the developing world could, in principle, accelerate progress toward the health goals simply by
adding to government health budgets. But how much extra
momentum could they achieve by doing so? Or to put the
question the other way around, how much extra would
they need to spend to hit the Millennium Development
Targets?
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What would extra government health spending in
well-governed countries actually achieve?
Figure 4.2 shows how much faster child malnutrition,
under-five mortality, and maternal mortality would fall per
year if an additional 2.5 percentage points were added to
the annual growth rate of government health spending as a

share of GDP, assuming the country in question has a
CPIA score of 4 (one standard deviation above the mean).
Also shown are the current rate of reduction of the
Millennium Development Indicator, the estimated contributions from faster economic growth and quicker growth
in girls’ secondary school completion and access to drink-

Figure 4.2 The contributions of faster growth of government health spending in countries with good
policies and institutions
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Note: Panels b and c are based on the elasticities in the first and second panels of
table 4.1. For government health spending, the figure shows the effects on annual reductions in mortality and malnutrition of adding 2.5 percentage points to
the growth of the share of GDP devoted to government health spending. In panel a the elasticity used corresponds to a quality-of-bureaucracy score of 3.7, the
mean for all countries in the sample, including developing countries. The actual score is probably somewhat closer to one standard deviation above the mean for
developing countries. In panel b the elasticity corresponds to a CPIA score of 4, roughly one standard deviation above the mean. The extrasectoral contributions
are from table 2.1.
Source: World Bank staff estimates.
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ing water, the target rate of reduction, and the required
rate of reduction for the period 2000–15 given progress in
the 1990s. For example, in East Asia and the Pacific underfive mortality fell by only 2.7 percent a year in the 1990s,
so it would need to fall by 5.3 percent a year in 2000–15
for the region to achieve the targeted two-thirds reduction
between 1990 and 2015.
For the maternal mortality ratio, the contribution from
an additional 2.5 percentage points of growth in government health spending as a share of GDP would be substantial, pushing two regions (Europe and Central Asia and
South Asia) up to their required rates of reduction for
2000–15. For malnutrition the contribution would also be
appreciable but unnecessary given trends to date, except in
Sub-Saharan Africa, where it would be insufficient to get
the region to the target. For under-five mortality the estimated contribution of extra health spending depends on
the set of elasticity estimates used. If the first set is used,
Latin America and the Caribbean and the Middle East and
North Africa would hit the under-five mortality targets if

an additional 2.5 percentage points were added to the rate
of growth of government health spending as a share of
GDP. If the second set is used, the extra government
health spending would have little—if any—impact.

How much would reaching the Millennium
Development Goals cost in well-governed countries?
Another way of looking at the spending question is to ask
how much faster government health spending as a share of
GDP would need to grow to hit the Millennium Development Targets in well-governed countries. Would such
extra growth be reasonable? Table 4.2 presents estimates
for two scenarios—one in which the expected economic
growth materializes and the other relevant Millennium
Development Goals are met, another in which growth
fails to materialize and there is no acceleration in the rate
of progress toward these other goals. Obviously in the second case, the costs of reaching the health goals will be
higher, because the health sector cannot ride as much on
the coattails of other sectors.

Table 4.2 How far would the share of GDP devoted to government health spending need to rise in well-governed
countries to meet the Millennium Development Goals?

Region
East Asia and
the Pacific
Europe and
Central Asia
Latin America
and the
Caribbean
Middle East
and North
Africa
South Asia
Sub-Saharan
Africa
Developing
countries

2000 values

Annual
percentage
change
in 1990s

Assumes
that 1990s
trend
continuesa

Assumes that economic growth
accelerates and other
Millennium Development
Goals are met

Assumes that economic growth
continues at current rate and no
acceleration occurs in progress
toward other Millennium
Development Goals

Underweight

Underweight

Under-five Maternal
mortality
mortality

Under-five Maternal
mortality
mortality

1.7

–0.2

1.7

1.7

3.7

1.7

1.7

3.9

2.2

3.5

0.5

3.8

3.8

6.3

4.5

3.8

9.9

5.5

3.4

4.6

6.6

6.6

9.0

22.3

6.6

9.1

22.3

2.3

6.2

5.7

5.7

8.1

5.7

5.7

8.3

5.7

0.9
1.8

0.7
1.2

1.0
2.2

1.0
6.4

2.1
12.2

1.4
4.6

1.0
6.8

2.6
16.5

2.4
7.4

1.6

1.0

2.1

2.6

4.6

3.8

2.6

5.5

4.6

Note: Averages are population weighted. Under-five mortality estimates based on elasticity in first panel of table 4.1 corresponding to a quality-of-bureaucracy
score of 3.7. This is the mean for all countries in the sample, including developing countries. The figure for developing countries is probably closer to one standard
deviation above the mean. For underweight and maternal mortality, elasticities correspond to a CPIA score of 4, roughly one standard deviation above the mean.
Developing world averages are weighted by regional populations.
a

Assumes compound growth.

Source: Baseline data are from reference 30. Estimated 2015 values are derived using regressions in appendix A. Extrasectoral contributions from table 2.1.
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In East Asia and the Pacific the share of GDP devoted to
government health spending was a little over 1.7 percent
in 2000, and the share shrank at –0.2 percent a year in the
1990s. If this trend were maintained, the share would be
about 1.67 percent in 2015. If economic growth is as
expected in the new millennium (a slight reduction is
anticipated for East Asia and the Pacific), and the other relevant goals are reached, East Asia and the Pacific would hit
the underweight and maternal mortality ratio targets even
without additional health spending. It would, however,
miss the under-five mortality target—an additional five
percentage points would need to be added to the rate of
growth of the government health share of GDP to hit the
target, taking it to 3.7 percent in 2015. If there were no
change in economic growth in the new millennium and
no acceleration in progress toward the other goals, the rate
of growth of the government health share of GDP would
have to rise to 3.9 percent, more than twice the projected
2015 value based on 1990s trends.
For all regions except Latin America and the Caribbean
the binding constraint is under-five mortality—government spending has to rise faster to hit this target than it
does to hit the others. And the results for under-five mortality may be overly optimistic, based on the elasticities in
the first panel rather than the second. Since the second set
of estimated elasticities is not statistically significant, the
extra spending required could be infinite. Looking across
the developing world, well-governed countries could
achieve the goals if they raised the share of GDP devoted
to government health spending to 4.6–5.5 percent in
2015, depending on whether anticipated economic
growth materializes and the other relevant targets are hit.
This is two to three times the GDP share projected for
2015 on the basis of 1990s trends.
In Sub-Saharan Africa the implied increases in the GDP
share going to government health programs are even less
palatable. Even in the optimistic first scenario, the share
would need to rise to 12.2 percent by 2015. In the second
scenario, the required share in 2015 would be even more
unrealistic—16.5 percent. And this applies only to countries whose quality of policies and institutions is above
average. Sub-Saharan Africa has few of them: only five of
47 Sub-Saharan countries had a CPIA in 2000 of at least
4. For the other Sub-Saharan countries, accelerated
progress toward the goals will not happen through extra
spending alone, however large the increases.

The bottom line
So, yes, in well-governed countries, additions to government health budgets will by themselves lead to reductions
in malnutrition and mortality. But the implied increases in
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the share of GDP to be devoted to government health
spending are impressively large. In the few well-governed
countries in Sub-Saharan Africa, the share might need to
be nearly eight times what it is predicted to be in 2015
based on current trends. In poorly governed countries,
then, extra spending alone will not result in faster progress
toward the goals. In well-governed countries it will, but
the implied resource increases are unrealistically high.This
second group of countries faces two options: raising the
productivity of existing spending and targeting additional
spending carefully.

Improving expenditure
allocation and targeting
It is important to be clear about what the elasticities in
table 4.1 show.They are estimates of the effects at the margin of adding to the government’s health budget on the
assumption that the additional spending will be allocated
across programs and institutions in proportion to current
allocations. From the viewpoint of expanding health
budgets—through, say, budgetary support by external
donors—these calculations are clearly highly relevant. But
even here they may be misleading if budget support is
linked to policy changes that entail shifts in spending patterns or a different spending pattern for the extra spending.The elasticities in table 4.1 do not tell us what health
impacts will be achieved if, rather than making additions
to a ministry of health budget without changing the composition of government health spending, additional
resources were instead spent in very specific and targeted
ways.

Geographic targeting
The poorest district in Lesotho receives only 20 percent
of the amount the capital city receives in per capita allocations of public expenditures on health—inequality that
is not resolved when accounting for nongovernmental
services. In Peru per capita spending allocated through
the regional budget (which excludes teaching hospital
allocations) is 66 percent higher in the Lima region than
in the very poor regions.12 In Bangladesh more developed districts receive more per capita than less developed
districts.13
Resource-allocation formulas can reduce government
spending gaps across regions and ensure that the poor also
benefit from government spending. But they have an efficiency angle too—resources can be diverted from areas
where the marginal benefit is probably fairly low (high-tech
hospitals in the capital city) to those where the marginal
benefit is likely to be high (immunization in rural areas).

Such formulas have narrowed regional gaps in industrial
countries.14 In developing countries, too, they have begun
to be used. Bolivia has used these formulas since 1994 as
part of its decentralization efforts—and in its allocation of
newly available Heavily Indebted Poor Country (HIPC)
Initiative resources. Funds went to municipalities on a per
capita basis based on poverty indicators (the poorer the
indicator, the larger the per capita amount allocated), with
the mandate that municipalities spend such resources on
prespecified health, education, and other social programs.
The program has been associated with some fairly large—
and propoor—improvements in maternal and child health
indicators (chapter 5).

Changing the allocation of spending across levels of care
Spending on health in developing countries is characterized by a surprisingly high concentration of spending on
secondary and tertiary infrastructure and on personnel,
despite low bed-occupancy rates. Armenian hospitals, for
example, receive more than 50 percent of the government
budget for health. Health clinics and ambulatory facilities—according to household surveys, the preferred service
providers for sick people in the poorest quintile—received
just over 20 percent of expenditures.15 This pattern is also
seen in lower-income countries. In Tanzania government
spending in hospitals accounted for about 60 percent of the
budget in 2000, compared with only 34 percent of spending on preventive and primary care facilities. Recent government efforts to change this brought the respective
proportions to 43 percent and 48 percent in 2002.
Simply reallocating the budget toward primary care
need not result in higher payoffs to government health
spending in lowering child and maternal mortality and
malnutrition.3,4 In many instances service providers have
failed to deliver quality care or to use resources efficiently
(chapter 6). So even though many key Millennium
Development Goal interventions can be and are delivered
at lower levels of care, simply redirecting money toward
these facilities will not necessarily yield higher returns.
The trick is to couple expenditure reallocations with measures to improve the performance of primary care facilities
and district hospitals (chapter 6) and measures to ensure
that households actually demand the relevant interventions (chapter 5).

Targeting specific programs
Programs such as Integrated Management for Childhood
Illness and directly observed treatment, short-course
(DOTS) therapy for tuberculosis are good examples of
programs that may yield high returns to government
spending. Both are the subject of ongoing evaluation, and

early results are encouraging.16,17 A recent World Bank
study18 of the Millennium Development Goals in India
provides further support for the idea that the way government spending is allocated across programs affects its
impact on Millennium Development Indicators. The
report finds that a one percentage point increase in the
share of total government health spending devoted to public health and family welfare activities (prevention and control of diseases, population and family planning services,
and maternal and child health programs, including immunization) leads to a reduction of about 0.8 infant deaths per
1,000 live births.
This effect—estimated holding constant the amount
spent per capita on all medical, public health, and family
welfare activities—is more pronounced for poor states and
not statistically significant for nonpoor states. For the poor
states, a one percentage point increase in the share of total
government health expenditure on public health and family welfare is associated with a decrease of 1 infant death
per 1,000 live births.

Targeting specific population groups
Many countries subsidize all government health services
for everyone. These blanket schemes fail to target interventions that give rise to externalities, but they also fail to
benefit the poor disproportionately (box 5.8 in chapter 5).
This is so despite the stronger equity case for subsidizing
care for the poor—and the fact that the poor tend to bear
a disproportionate burden of child and maternal mortality
and malnutrition. (Chapter 5 provides a variety of examples of programs that have successfully targeted government spending on poor and vulnerable groups, some of
which have been evaluated and found to have had an
impact.)

Using social investment funds to reach the poor
Targeting resources to poor regions and provinces may
require nontraditional mechanisms for setting priorities
and implementing programs. Social investment funds,
which have achieved important impacts on such health
outcomes as infant mortality rates (box 4.1), may fulfill
such a role.

The returns to targeted spending
from removing bottlenecks
Another approach is to assess—at the country level—health
sector impediments to faster progress, identify ways to
remove them, and estimate both the costs of removing them
and the likely impacts of their removal on Millennium
Development Goal outcomes (box 4.2).22 Work along these
lines has begun in several African countries and in India.
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Box 4.1 Coupling targeting with institutional innovation through social investment funds
Social funds can be defined as “agencies that finance small projects
in several sectors targeted to benefit a country’s poor and vulnerable groups based on...demand generated by local groups and
screened against a set of eligibility criteria.”19 Bolivia introduced
the first such fund in 1986, when it established the Emergency
Social Fund. International donors soon recognized the potential of
the social fund as a channel for social investments in rural Bolivia
and as an international model for community-led development.
In 1991 the Bolivian social fund began concentrating on
delivering social infrastructure to historically underserved areas,
moving away from emergency-driven employment generation
projects. It proved that this type of institution could operate to
scale, bringing small infrastructure investments to vast areas of
rural Bolivia that line ministries had been unable to reach because
of their weak capacity to execute projects. Providing financing to
communities rather than implementing projects itself, the social
fund rapidly absorbed a large share of public investment.
The concept spread quickly, as other countries sought to ease
the social impact of economic crises and increase investment in
underserved areas. Now established in most countries in Latin
America, social funds have spread to Africa, the Middle East,
Eastern Europe, and Asia. By May 2001 the World Bank had
invested about $3.5 billion in social funds through more than 98
investment operations in 58 countries. These funds had also
attracted more than $4.5 billion from other international agencies
as well as from domestic financing from governments. Despite the
sizable investments, however, the funds remain a small part of
poverty and social protection activities in most countries, with
total expenditures typically equal to less than 1 percent of GDP.
Social funds have the following common characteristics:
• Second-tier agencies. Social funds do not execute projects
directly. Instead, they appraise, finance, and supervise
investments carried out by other agencies, such as local
representatives of line ministries, local governments, and
nongovernmental organizations.
• Multisectoral choice of investments. Social funds typically offer
implementing agencies a wide range of choices of investments to be financed in different sectors.
• Demand-driven investments. Social funds rely on project proposals submitted by a variety of local actors, including local
governments, nongovernmental organizations, community
groups, and others.
• Operational autonomy and modern management practices. Social
funds reside in the public sector but operate like private
firms. They are usually granted exceptional status, either as
autonomous institutions or with operational autonomy
under existing ministries.
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A recent evaluation20 of social funds was carried out in six
countries: Armenia, Bolivia, Honduras, Nicaragua, Peru, and
Zambia.Among other specific objectives, the study evaluated the
degree to which social fund interventions reach poor areas and
poor households and affect living standards (as measured by education and health outcomes).The study used panel data on project beneficiaries and comparison groups, applying several
evaluation methodologies.
The results of the study are interesting because they reveal
better targeting (especially in Peru) and positive health impacts
(especially in Bolivia).The geographic distribution of social fund
expenditures was propoor in all countries studied, with poor districts receiving more per capita than wealthier districts and the
very poorest districts receiving shares exceeding their shares of
the population. The high levels of investment in some of the
poorest areas refute the idea that such areas are systematically
incapable of accessing resources from demand-driven programs.
But in most cases the overall distribution of resources at the
household level was only mildly progressive. Positive discrimination toward poor households was best reached by latrine and
health projects, with sewage projects benefiting the better off.
For health the research found that social fund health interventions had a positive impact on infrastructure quality and the availability of medical equipment and furniture. Essential drugs and
replaceable medical supplies were generally more available in
social fund facilities, though all facilities had difficulties securing
adequate supply of essential drugs. Social fund facilities were also
as well or better staffed than comparators. In Bolivia, perhaps
because they went beyond simply improving infrastructure, interventions in health clinics raised utilization rates and were associated with substantial declines in under-five mortality rates.20
The results in under-five mortality rates in Bolivia are robust,
based on three alternative methodologies: propensity score
matching; changes in mortality using household surveys between
treatment and comparison groups at two different dates (1993
and 1997), also known as double differences or difference in differences methodology; and econometric analysis estimation
(Cox proportional hazard function). The changes in mortality
using double differences show a statistically significant decline in
the percentage of children dying, from 10.3 percent in 1993 to 6
percent in 1997 in the treatment group relative to an increase
from 10.3 percent to 10.7 percent in the comparison group.The
econometric estimates show a statistically significant decline in
under-five mortality, from 88.5 to 65.6 deaths per 1,000 among
children living in the service area of a health center that received
social fund investment.
Source: Reference 21.

Box 4.2 Marginal budgeting for bottlenecks
Despite extensive sector reforms, the health systems in many
developing countries still fail to reach large numbers of women
and children—particularly the poor and most vulnerable of these
populations—with interventions that could significantly reduce
morbidity and mortality. Marginal budgeting for bottlenecks,
recently developed by the United Nations Children’s Fund, the
World Bank, and the World Health Organization, has been tested
in several countries. The tool helps policymakers and program
managers improve the delivery of health services and interventions. It can help formulate medium-term national or provincial
expenditure plans as well as Poverty Reduction Strategy Credits
that explicitly link expenditure to health Millennium Development Goals and optimally allocate newly available resources to
achieve such health outcome targets. It also allows the likely
impact of alternative options on health outcomes to be assessed to
improve the allocative efficiency of government health budgets.
This distinguishes it from traditional approaches of programming
and budgeting of health interventions.
Marginal budgeting for bottlenecks helps answer the following questions:
• What are the major health systems bottlenecks—“the
weakest links in the chain”—that hamper the delivery of
health services, and what can be done to address them?
• How much money is needed to achieve the expected results?
• How much can health outcomes be improved by removing
the bottlenecks?
Marginal budgeting for bottlenecks consists of three modules:
bottleneck identification, costing and budgeting, and expected
impact.
Module 1: Bottleneck identification
The first module defines intervention packages according to service delivery mode: family and community-based care, population-oriented services, and individual-oriented clinical care.
Current levels of coverage of these packages are estimated based
on available country data.The module then uses proxy indicators
from data sources such as Demographic and Health Surveys or
Multiple Indicator Cluster Surveys to identify bottlenecks that
hamper expansion of coverage levels. The identification of bottlenecks is performed in the following five broad categories: gaps

In Mali key bottlenecks to supporting home-based
practices and delivering both periodic and continual professional care were identified. These included poor access
to affordable commodities; the need for community-based
support for home-based care; poor geographical access to
preventive professional care (immunization, vitamin A

in physical accessibility, human resources, supplies and logistics,
demand and use, and technical and organizational quality.
Proxy indicators are used so that each intervention package can
be adequately represented by a proxy intervention, which in turn
has a proxy indicator for each corresponding constraint (or bottleneck). Mali used the proportion of deliveries attended by trained
staff as a proxy for use of institutional professional deliveries (ideally
measured by proportion of deliveries attended by a professional in a
health center or hospital). The average of the values of the proxy
indicators for a bottleneck—across an intervention package—represents the extent of the bottleneck at a particular level of service
delivery. Based on an analysis of the realistic possibility that the bottleneck can be reduced in a certain time period, marginal budgeting for bottlenecks then sets a new target for the proxy indicator
corresponding to the bottleneck—the “new performance frontier.”
Module 2: Costing and budgeting
The costing and budgeting module estimates the volume of additional resources (the incremental cost) required to overcome the
bottlenecks and achieving the new performance frontiers set in
Module 1. It does so by costing a set of strategies or programs to
address the bottlenecks in each intervention package. The costing
module has six components, five corresponding to the categories of
bottlenecks defined above.The sixth component adds the expected
costs of needed stewardship to steer the increase in coverage levels. It
includes costs for capacity strengthening, central supervision,
research, and assistance with planning.The module can be applied to
different regions (urban or rural,poor or rich,low or high morbidity
and mortality). Such estimates can be used to assess resource allocation among regions. Once the marginal costs of addressing the bottlenecks within a certain time period have been identified, they can
be spread over the time period using different budget formats.
Module 3: Expected impact
The expected impact module uses an epidemiometric model to
calculate the potential impact on the Millennium Development
Goals if the new performance frontiers for coverage levels of
intervention packages are achieved. Providing policymakers with
an idea of the consequences of their choices, it can serve as a
basis for policy dialogue.
Source: Reference 22.

supplementation, and antenatal care); shortages of qualified
nurses and midwives; and the lack of effective third-party
payment mechanisms for the poor for continual professional care. Removing these impediments at a cost of $12
per capita between 2002 and 2007 could reduce underfive mortality by 20–40 percent and maternal mortality by
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Table 4.3 Marginal budgeting for bottlenecks—how targeting can raise government health spending elasticities

Country or state

Baseline
under-five
mortality rate

Under-five
mortality
reduction
(percent)

Current
government
spending
(U.S. dollars
per capita)

Extra spending
(U.S. dollars
per capita)

Change in
government
spending
per capita
(percent)

Implied elasticity
of under-five
mortality rate to
government
health spending

Benin
Ethiopia
Madagascar
Mali
Gujarat (India)
Orissa (India)

158
185
142
231
85
104

59
31
42
57
16
29

12.00
4.00
5.00
10.00
4.69
3.15

7.32
3.77
3.15
8.13
1.53
1.80

61
94
63
81
33
57

–0.967
–0.329
–0.667
–0.701
–0.490
–0.508

Rajasthan (India)

115

29

4.61

1.77

38

–0.755

Source: Reference 31.

40–80 percent, depending on the poverty level of the
region.
Cost and mortality estimates from studies such as this
can be used to compute an implied elasticity of government health spending—the percentage change in mortality divided by the percentage change in spending. The
implied elasticities (table 4.3) from several recent and
ongoing exercises in marginal budgeting for bottlenecks
are considerably larger than those in table 4.1, particularly
because the poor quality of policies and institutions in
these countries would mean elasticities in table 4.1 in the
low and possibly insignificant range. The results suggest
that in Ethiopia, spending an additional $7.32 per capita
on removing the bottlenecks identified in the marginal
budgeting for bottlenecks exercise would yield a return in
lower child mortality considerably larger than what would
be achieved if the extra money were simply added to the
government’s health budget. Only time—and careful
monitoring and evaluation—will tell whether these estimates turn out to be accurate.

Improving policies and institutions—
and the rest of the report
Without better policies and institutions, countries with low
CPIA scores will not progress faster toward the Millennium
Development Goals through extra government health spending. What do better policies and institutions entail in the
health sector? Health systems are very broad—far broader
than many people think. Weak policies and institutions can
arise at several different points along the path from government health spending to health outcomes (figure 4.3). Part II
of the report uses this framework to tackle the difficult question of how to build stronger policies and institutions.
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Households are pivotal but often overlooked
Households play two roles in the health system (chapter
5).They are demanders of community-based and facilitybased interventions, and they are deliverers of home-based
interventions. For interventions that are—or ought to
be—delivered by a professional (antenatal care, the safe
delivery of a newborn, immunization), the patient (or the
caregiver for a child) is crucial. He or she makes the initial
contact and plays a key part in what follows, in compliance, follow-up, referral, and so on. If a mother fails to recognize the signs of a sick child and does not take the child
to a provider, the consequences can be fatal.A recent study
in Bolivia found that 60 percent of children who died
during the period covered by the study had never been
taken to a formal health care provider in the sickness
episode culminating in their deaths.23
The household’s role as a deliverer of care is also crucial. It is mothers who breastfeed their children, and it is
they and other household members who purchase, treat,
and use bednets. It is in the household that timely and
appropriate complementary feeding gets provided to the
growing child. It is the caregiver who administers oral
rehydration therapy to a child with diarrhea and antimalarials to a child with fever. Much of a child’s health
is—or at least can be—“produced” in the household.
Policymakers can influence households through the
resources households have at their disposal, including their
knowledge of health matters, and through their influence
on community factors, by affecting both social norms and
infrastructure.All too often, however, health policy toward
households is piecemeal and half-hearted, even failing to
acknowledge that households are deliverers of health
interventions.

Figure 4.3 Paths to better health, nutrition, and population outcomes
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Source: Reference 29.

Improving provider accountability

Strengthening input markets

Health providers in the public and private sectors play a key
role in delivering interventions of relevance to the Millennium Development Goals.Yet they are often highly inefficient, deliver poor-quality care, and are unresponsive to
patients, reflecting in part poor management and a lack of
accountability to the public (chapter 6). Management often
lacks an outcome focus, a clear delineation of responsibilities
and accountabilities within provider organizations, and a
proper link between performance, compensation, and promotion prospects.Citizens,in their capacities as patients,often
exert less influence over providers than they could. In their
capacities as voters, they often exert too little influence over
policymakers, who in turn exert too limited influence over
providers.The short route of accountability—from client to
provider—can be strengthened through such schemes as
vouchers, report cards, and citizen management groups.The
long route—from citizen to policymaker to provider organization to frontline provider—can be strengthened through
such schemes as contracting and public-private partnerships.

Provider organizations do not operate in a vacuum—they
rely on human resources and drugs to deliver services
(chapter 7). In both “input markets,” problems arise.
Human resource stocks are often inadequate, and drugs are
often unavailable. But there are other issues, too. Providers
often are not as competent as they need to be. In Burundi
in 1992 only 2 percent of children with diarrhea taken to
health facilities were correctly diagnosed.24 In the same
facilities only 13 percent of children correctly diagnosed as
having diarrheal disease were correctly rehydrated.24 Even
if patients are initiated in correct treatment, there is no
assurance that it will be administered successfully: in
India’s public sector in the early 1990s less than 45 percent
of patients diagnosed with tuberculosis were successfully
treated.25
Mistakes and poor quality care are not inevitable. One
strategy for preventing such problems is training (chapter
7). Another is improving program design—one of the
issues of core public health functions (chapter 8). Both
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have proved effective. In Tanzania providers trained in the
Integrated Management of Childhood Illness were twice
as likely as other providers to prescribe antibiotics appropriately; in Bolivia they were 10 times more likely to recognize the danger signs of a sick child.26,27 In India in
2002 the tuberculosis treatment success rate had risen to
84 percent where DOTS was implemented.25 In Thailand
the HIV infection rate among 21-year-old military conscripts dropped from 4 percent in 1993 to less than 1.5
percent in 1997 through active, effective, and open prevention efforts launched in 1991.28
For drugs it is not just that providers lack them in their
facilities—often they prescribe inappropriate ones, often
knowingly. Even if drugs are available and prescribed
appropriately, poor households and poor countries may
not be able to afford them (chapter 7).

Strengthening core public health functions
Strengthening core public health functions—monitoring,
evaluation, surveillance, regulation, social mobilization, and
intersectoral action—are also vital elements of a strategy for
strengthening the health sector (chapter 8). Governments
have the responsibility for achieving and measuring progress
toward the health goals.They have to formulate the strategies and norms for disease prevention and control; establish
the mechanisms for monitoring and evaluation; build institutions and the capacity to monitor, educate, and mobilize
communities; and regulate and steer other sectors toward
the health goals.The recent SARS epidemic drew attention
to well-performing public health functions in preventing,
controlling, and responding to new health challenges.
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CHAPTER 5

Households—Key but
Underrated Actors
in the Health Sector

When physician Truong Cong Thang started practicing at the
De Ar Commune health clinic in the Central Highlands, he
had to take drastic action to win locals’ trust.A belief exists in
the commune that when childbirth begins a woman must go to
the forest by herself, and unaccompanied, deliver her baby,
bringing the child home when it is over. A woman following
this custom gave birth to a baby girl in the forest. But several
days later, she developed a high fever as parts of her placenta
were still in her womb. Her desperate parents had asked a traditional healer to pray over her and chase away the forest
ghosts, to no avail.
When Thang heard about the woman’s predicament, he
issued a bold challenge to her family. If he couldn’t save her
life, he would submit to their punishment, as it is forbidden
under local laws for a strange man to see the body of a married
woman. Only when commune leaders witnessed and sealed
Thang’s letter of guarantee did her family let him treat the
dying woman.Thirty-year-old Thang’s gambit paid off after he
saved her life.After this incident, villagers believed their physician was much better than the traditional healers.
When they started working in the commune, the young
doctor and nurse Sep went from house to house trying to persuade pregnant women to visit the clinic for check-ups but met
a lot of resistance. However, after word spread of Thang’s success
in treating the woman who nearly died, gradually more women

have come for examinations, and all the commune’s women
have learned about family planning.
VIETNAM NEWS, October 19, 2003
Households matter in the health sector—more than
most policymakers acknowledge. Improving the health
of households is what the health sector is all about.
People rely on their health in their everyday lives, and
for poor households, health is one of their major assets.
Households are also key actors in the “production” of
health. Indeed, they play a dual role—as users of health
services delivered by professional providers and as producers of health through the delivery of home-based
interventions and in their everyday health behaviors.
In these roles, households are influenced by several
factors. The economic resources at their disposal. The
woman’s control over these resources. The knowledge
household members have of health matters.The numeracy and literacy skills that enable them to acquire new
knowledge.The accessibility of health facilities.The water,
sanitation, and electricity in and around the house.And so
on. This chapter shows how communities shape these
influences, and how policymakers can modify them.Ten
case studies—of child health, maternal mortality, and
communicable diseases—illustrate the policy options.
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The dual role of households in health
Households play a dual role in health.* They are users of
health services delivered by professional providers, and they
are producers of health through the delivery of homebased interventions and in their everyday health behaviors.
Health is one of the engines of economic growth and
poverty reduction. It is also one of the fruits of economic
growth—possibly one of the most highly valued. People
rely on their health in their everyday lives. As an Egyptian
woman put it in Voices of the Poor, “We face a calamity
when my husband gets ill. Our life comes to a halt until he
recovers and goes back to work.”1 And households are
where the activities of the health sector are ultimately
directed.
If, as in the story from Vietnam, pregnant women do not
seek assistance during delivery or do not seek antenatal
care during pregnancy, health providers have their hands
tied: they cannot deliver care without a client.The same is
true when caregivers do not seek assistance when their
child falls sick, when patients fail to show up for follow-up
visits or do not adhere to the provider’s instructions.Weak
demand for professional services would appear to be a
major obstacle to achieving the Millennium Development
Goals. A recent study in Bolivia found that 60 percent of
children who died had not been taken to a formal provider
in the sickness episode culminating in their death.2 And yet
health planners rarely concern themselves with the factors
that hold down demand.The assumption is that if patients
need health care they will demand it and the professional
provider will then deliver it.
Households are also deliverers of care—especially care
directed at children. Mothers breastfeed their children.
They and other household members purchase, treat, and
use insecticide-treated nets. Caregivers provide timely
and appropriate complementary feeding to the growing
child, wash their hands before preparing food, safely dispose of feces, administer oral rehydration therapy to children with diarrhea and antimalarials to children with
fever. These are not incidental interventions—they are
highly effective. The fact is that much of a child’s health
is—or could be—produced in and by the household
through the delivery of interventions or improved household or family practices (box 5.1). The same is true of
nutrition outcomes, maternal and reproductive health
outcomes, and the prevention of other communicable
diseases.
* The term “household” is used here to refer to whatever grouping of people share responsibility for health. It is not necessarily limited to biological
relatives (stepparents can be caregivers) and can encompass the broad array
of kinship and household patters around the world.

70 | The Millennium Development Goals for Health

Ten case studies on child health, maternal mortality, and
communicable diseases illustrate the policy options (tables
5.1, 5.2, and 5.3); these are located at the end of this chapter.

Households are not islands—health
providers and communities help
shape health outcomes
Health providers and communities influence the healthrelated behaviors of households. They, in turn, are influenced—often unwittingly—by policymakers. Health
providers influence households’ decisions about use of services—providers who deliver care that is perceived as good
quality encourage return visits and build faith in the health
system. Providers also influence decisions about homebased interventions, providing knowledge about why
nutrition matters and how to prepare nutritious meals on a
very limited budget.
Through social norms and values, informal networks, and
local governance structures, communities influence both
household practices and the delivery of services (see chapter
6 on the delivery of services). In some settings the boundaries between households and communities are vague, especially where traditional household structures have broken
down, due to civil strife, HIV/AIDS, or other circumstances.
AIDS orphans are a case in point.Throughout many countries in Africa the community acts as a safety net that keeps
families and households from destitution, providing material
relief, labor, and emotional support that would otherwise not
be available.4
Policymakers can also influence providers and communities.They can affect what providers do, wittingly or unwittingly, to influence household decisions in their dual roles.At
the community level, policymakers can encourage or discourage informal networks. Social norms are not immutable:
governments can help make communities strong, resilient,
and well informed if they choose to do so. Communitybased health projects can help, improving household health
practices and the delivery of services by professionals.
Consider the World Bank’s Comprehensive Rural Health
Project in India’s Maharashtra State. This project improved
the health of more than 250,000 people by helping villagers
organize to address health needs and by training local village
health care workers. The village health workers in turn
organized women’s development associations, which initiated credit circles to fund cooperative business enterprises.
(The role of the community in service delivery is examined
in chapter 6.)

Raising incomes
Low income is a barrier to using most interventions—preventive and curative. Holding constant other influences on

Box 5.1 Key family practices for the production of child health and nutrition
Families play a crucial role in keeping their children healthy and
well nourished. A recent review summarizing the potential
impact of family practices on child mortality, morbidity, growth,
and development highlighted the key practices or behaviors that
have a significant impact on child health outcomes. Many of
them can be delivered by households.
• Breastfeed infants exclusively for six months. Breastfeeding is
associated with reduced child mortality and morbidity and
improved development. Evidence suggests that breastfed
infants under two months of age are six times less likely to
die of infectious diseases than infants not breastfed. And a
protective effect against diarrhea and pneumonia has been
observed both in industrial and developing countries.
• Starting at six months of age, feed children freshly prepared energydense and nutrient-rich foods while continuing to breastfeed for two
years or longer. Breast milk continues to be a source of key
nutrients and to confer protection against infectious diseases
throughout the second year of life. Beginning at six months,
however, it is not sufficient to meet nutritional requirements
alone. Observational studies indicate that improving feeding
practices could save 800,000 lives a year.
• Ensure that children receive adequate amounts of micronutrients.
Improving the intake of vitamin A, iron, and zinc will have a
substantial impact on mortality, morbidity, and development,
particularly among poor or micronutrient-deficient populations. Food supplementation or fortification may be necessary.
• Safely dispose of feces, including children’s feces, and wash hands after
defecating. Hand-washing after defecating and before preparing meals and feeding children can reduce diarrheal diseases
in children under five by a median of 33 percent (range
11–89 percent). And better access to sanitation is associated
with a reduction in all causes of child mortality.
• Protect children in malaria-endemic areas by ensuring that they sleep
under insecticide-treated nets. A meta-analysis of four African randomized controlled trials showed that treated bednets are associated with a 17 percent reduction in child mortality compared
with control populations with no nets or untreated nets.

demand, higher incomes have been found to increase the
likelihood of a pregnant woman receiving antenatal care
and skilled care during delivery.5–9 Higher incomes are
also associated with a higher probability of a child being
immunized, sleeping under a treated bednet, being given
oral rehydration therapy when sick with diarrhea, and
being taken to a formal provider when it has fever.10–13
Income—or rather the ability to buy food with money
earned from selling commodities such as crafts—is a key
factor in determining whether households have enough
food to eat (box 5.2).

Households also interact with health care providers, both in seeking
care for their children once they fall sick and in following through
on care and advice delivered at health facilities. Households can
have a crucial impact on child health outcomes in several ways.
• Take children as scheduled to complete a full course of immunizations (BCG, diphtheria, tetanus, pertussis, oral polio vaccine, and
measles) before their first birthday. Immunizations can prevent
an estimated 3 million child deaths each year. Measles vaccination is particularly important.
• Recognize when sick children need treatment outside the home and
seek care from appropriate providers. Studies examining factors
contributing to child deaths have found that poor careseeking is implicated in 6–70 percent of deaths. A high
number of deaths has also been attributed to delays in careseeking.A median of 23 percent of all fatally ill children are
never taken to a health facility.
• Continue to feed and offer more fluids, including breast milk, to children when they are sick. Children require more food and fluids
during illness, but 16–65 percent of caregivers withhold
food, breastmilk, or fluids during illness. Randomized controlled trials have found that feeding nutritionally complete
diets to children with diarrhea increases net energy and
nutrient absorption. Contrary to many beliefs, feeding locally
available foods does not increase the duration of diarrhea.
• Give sick children appropriate home treatment for infection.
Uncomplicated diarrhea, malaria, and local infections can
be managed at home with efficacious treatments. Oral
rehydration therapy can prevent death from watery diarrhea
in all but the most severe cases. Home treatment of malariarelated fevers by training mothers and increasing access to
treatment can have a large impact.
• Follow health workers’ advice about treatment, follow-up, and referral.
Not adhering to treatment and referral recommendations by
health workers leads to incomplete treatment, therapy failure,
drug resistance, and the later misuse of the left-over medicines.
Source: Reference 3.

Options for raising incomes
Given the link between income and the use of key health
interventions, economic growth will be an important
source of progress toward the Millennium Development
Goals.There is no doubt that economic growth has been a
major factor underlying the long-term improvements in
health outcomes. And there can be little doubt that slow
economic growth has meant slow progress on health outcomes. It has been estimated, for example, that half a million
child deaths would have been averted in Africa in 1990
Households—Key but Underrated Actors in the Health Sector
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Box 5.2 Why people can go hungry when food is plentiful
Traditionally, famines have been attributed to a sudden decline in
the availability of food. On the face of it this explanation seems
plausible—it seems natural to assume that food supply must have
declined sharply if people start to starve. The official Famine
Inquiry Commission set up by the Indian government following
the Bengal famine of 1943, which killed 3 million people, concluded just this—that there had been a sudden decline in the
supply of rice, the staple food of the Bengali.
Amartya Sen has shown why a focus on food availability can
be misleading. In 1943 there was actually more food available in
Bengal than there had been in 1941, when no one went hungry.
Sen argues that a household can be plunged into starvation if
there is a sudden fall in the price of the commodities it sells relative to the price of food.What marked 1943 as special was a sudden rise in the price of rice. The increase left groups such as
barbers, craftspeople, fishers, transport workers, and agricultural

alone if the continent’s economic growth in the 1980s had
been 1.5 percentage points higher.17 But economic growth,
while important, will not be fast enough to achieve the
Millennium Development Goals. Although projected rates
of economic growth will leave all but one Bank region
(Sub-Saharan Africa) on target for reducing the number of
people living on $1 a day, not one Bank region will achieve
the required reduction in under-five mortality through economic growth alone.18 Income transfer schemes provide
policymakers with a means of raising the incomes of certain
groups more quickly than they would through economic
growth. Such schemes are rarely rationalized in terms of
improving health outcomes. There is, however, clear evidence that they yield health payoffs. South Africa’s old-age
pension provides an example.The program was originally a
safety net for whites who reached retirement age without
an adequate employment-based pension. By the end of
1993 the program had been extended to all racial groups,
and it has been an important source of income for nonwhites. Recent research finds that the pension improved not
only the health of pension recipients but also the health of
other members of households in which resources are
pooled.19,20 Among black children under the age of five, the
pension is estimated to have led to an eight-centimeter
increase in height—equivalent to half a year’s growth. And
South Africa’s pension program has been found to disproportionately benefit poorer households and households
with children.21
Informal solidarity schemes at the community level
often substitute for formal social protection programs (box
5.3).Although a lack of money is an obstacle, communities
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laborers—who saw no appreciable rise in the price of the things
they sold—with vastly worse “terms of trade.”They were unable
to buy enough food to survive. By contrast, peasants and sharecroppers (tenant farmers paying their rent with a part of their
crop) were hardly affected. What caused the rapid rise in the
price of rice in 1943? Part of the explanation lies in the fall of
Burma to the Japanese, which brought Bengal close to the war
front, causing rapid growth in military and civil construction.
The moral of Sen’s argument is not complicated, but it is often
overlooked: food production and availability are important, but
the key issue from a hunger perspective is the capacity of different
groups to afford whatever food is available. The use of public
employment programs to increase the purchasing power of vulnerable populations is a key part of a strategy against hunger.
Source: References 14–16.

can take advantage of social networks to access otherwise
inaccessible health services.22

Increasing affordability—
especially for the poor
The demand for health care, like the demand for almost
everything else, depends on price. Out-of-pocket expenditures for professionally delivered health services can be substantial. A normal hospital delivery in Dhaka, Bangladesh,

Box 5.3 Social solidarity in Côte d’Ivoire
Formal government mechanisms do not provide adequate
access to health services for all people in many countries. In
Côte d’Ivoire the imposition of user fees for public services in
the 1990s effectively made services inaccessible to the poorer
segment of the population.Yet many poor people use modern
health care services that have become quite expensive.
Solidarity among parents, friends, and members of community
social networks allows them to do so.
Many factors at the household level are significantly associated with using financial solidarity to gain access to health services. The number of children born to the head of the
household to which the ill person belongs was found to be the
strongest. Households with no children were less likely to benefit from financial solidarity than households with children.
Gender is also a determining factor: women have a better
chance of receiving financial support for illness than men.
Source: Reference 22.

costs the equivalent of one-quarter of the average monthly
income.23 A single hospital visit for a Vietnamese in the
poorest fifth of the population in 1998 entailed fees and drug
costs equivalent to 22 percent of that person’s annual discretionary income (income after deducting food expenses).24
In many cases out-of-pocket payments are informal
rather than formal. In Armenia in 1999, 91 percent of
health service users made an informal payment to a health
care provider.25 In Azerbaijan and Poland the figure was
78 percent. In nearly all developing countries tuberculosis
treatment is officially provided free of charge, but indirect
costs and informal illegal payments mean that the real
prices of care are much higher, and can diminish early and
full help-seeking, and increase transmission of disease.
It is not just the fees paid to health providers that matter—households incur other money costs in using health
facilities, including the cost of transportation. A study of
referral and follow-up recommendations based on the
Integrated Management of Childhood Illness strategy in
Sudan found that only about half the children judged in
need of urgent referral were taken for such care within 24
hours. The cost of getting to the hospital was the reason
most frequently cited for not getting the needed care.26
Voices of the Poor identifies other money costs.27 A young
woman in Muynak, Uzbekistan, said: “We do not go to
hospital because it is necessary to bring your own bed
linen, dishes, sometimes even a bed.”
Higher money prices tend to reduce demand—especially
among the poor—unless accompanied by improvements in
service quality.28 Cost is one of the main reasons sick people
give for not seeking care. In Georgia in 1997, 94 percent of
those who did not seek care when ill said it was the high
cost that prevented them doing so.25 In China, when tuberculosis treatment was made free, demand for it increased significantly. Informal payments deter as much as formal
payments. Informal payments were identified as one of the
factors underlying the low use of community hospitals and
health centers in Thailand in the 1970s.29
The demand for preventive home-delivered interventions also depends on price. High food prices, for example,
tend to be associated with low nutrient intake and low levels of child survival and nutrition.30–33 The nutritional status
and nutrient intake of the poor are particularly sensitive to
changes in the price of food.31,33 In a recent study, affordability was the most frequently cited reason for not owning
a mosquito net, especially among the poorest group.34

Reasons to reduce the price of health care
Many interventions relevant to the health Millennium
Development Goals are activities that generate externalities—the benefits of the intervention “spill over” to people

who do not receive the intervention. For example, an
individual can reduce the probability of contracting
malaria through a variety of preventive interventions,
including the use of insecticide-treated nets. Once a person is infected, the use of an antimalarial will eliminate the
malaria in the blood. By reducing the reservoir of infected
people, the use of both preventive and treatment interventions reduces the probability of mosquitoes becoming
infected, which in turn reduces the probability of other
people being bitten by an infected mosquito.
Immunization is another intervention that generates a
positive externality. If person A gets vaccinated against a
particular disease, persons B and C benefit through the
lower risk of transmission from person A. The benefits of
vaccination to person A spill over to other people. Subsidizing the use of such interventions makes economic sense.
In the absence of subsidies the use of immunization and
preventive and treatment interventions against malaria
would be at inefficiently low levels.
The same case can be made for the interventions listed
in figure 3.2 in chapter 3 for all but two of the other leading causes of childhood deaths (the exceptions are birth
asphyxia and preterm delivery).And it can be made for the
interventions for tuberculosis, malaria, and HIV/AIDS
and for several interventions to reduce maternal mortality.
Even where there are no spillovers, an equity case can
be made for reducing prices.The equity concern is likely
to relate to poorer groups, who cannot afford care at the
regular price or would risk being plunged into—or further into—poverty if they paid for it. Price reductions
should, in principle, target such groups.
Reductions in the price of care at the point of use may
also come about as part of an expansion in insurance coverage. Risk aversion coupled with the unpredictability of illness provides a motivation for pooling risks through an
insurance scheme. Revenues are collected from those at
risk—or at least from a large number of them—and then
used to pay the costs incurred by people if and when they
fall ill.To counter moral hazard—the tendency for insured
people to increase use beyond an efficient level when they
get sick—insurance programs often require a copayment
by the insured at the time services are used. Such insurance
schemes range from private insurance to community-based
schemes to social security schemes and tax-financed
programs.

From blanket to targeted subsidies
General revenues are often used to finance all government
health services for everyone.These blanket subsidy schemes
suffer from two drawbacks: they are not targeted on interventions that produce externalities, and for the most part
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they are not well targeted on the poor. Although the poor
appear to benefit disproportionately in cost terms from
subsidies to the health sector in some countries and states
in the developing world (Costa Rica, Malaysia, Kerala), the
better off generally benefit most (box 5.4, figure 5.1).35–42
Focusing subsidies on specific interventions (immunizations) or on certain groups (the poor) is in principle a more

Box 5.4 Blanket subsidies often benefit the
better off most
Benefit-incidence analysis provides a means of seeing how different income groups benefit from public subsidies to a particular sector. For each income group the analysis examines the
use of different types of facilities and the amount of subsidy per
visit (or inpatient day). The subsidy may vary across income
groups if, say, the better off are charged higher fees.
In most countries the better off benefit most from government subsidies to the health sector (see figure 5.1). (Colombia,
Costa Rica, Malaysia, and Sri Lanka are exceptions.) In Guinea
the richest 20 percent of the population receives nearly 50 percent of the government’s subsidy.The failure of blanket subsidies
to benefit the poor disproportionately stems from the upper
income groups’ above-average use of government-subsidized
services, especially services provided by hospitals, where much
of the typical government subsidy is spent.This skewed pattern
of use could in principle be offset by linking user fees to
income. Although this happens in some countries, the results
make it clear that if it does happen, the user fee gradient is not
steep enough to offset the higher use rates among the better off.
Source: World Bank staff.

Figure 5.1 Who gets subsidies?
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Percentage with one or
more antenatal visits to
medically trained person
Percentage with two or
more antenatal visits
Percentage of births
attended by medically
trained person
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attractive approach. Subsidies for specific interventions can
be implemented through differential charging (setting a
zero fee for, say, immunizations in government clinics) or
through a system of vouchers that allows the holder to
obtain the intervention free of charge from any approved
facility.
As part of a deliberate policy to improve maternal and
child health, especially among the poor, the government
of Malaysia introduced free antenatal care and home deliveries by government midwives.43 Bolivia’s Maternal and
Child Health Insurance program, introduced in 1996, covers the cost of antenatal care, care received during labor
and delivery, postpartum and newborn care, and management of all obstetric and newborn complications.44 The
program appears to have increased the use of antenatal
care and skilled birth attendants, especially among the
poorest fifth of the population, which saw nearly a doubling in pregnant women receiving two or more antenatal
visits (figure 5.2). In Ifakara,Tanzania, vouchers were used
to provide a 17 percent subsidy on the cost of a mosquito
net for pregnant women and children under five. In combination with social marketing to increase the knowledge
and availability of bednets, these subsidies led to increased
use of bednets.45–47 One attraction of an explicit voucher
scheme is that it ensures that the provider gets paid for
treating the patient in question (box 5.5). A zero fee may
simply leave providers out of pocket, creating incentives
for them to deliver unsubsidized interventions.
The use of entitlement cards provides a means of focusing government subsidies on specific groups.A health card
scheme introduced in Indonesia during the crisis of the

80
70
60
50
40
30
20
10
0
First

Second

Third
Wealth quintile

Source: Reference 96.

Fourth

Fifth

Box 5.5 Vouchers for sex workers in
Nicaragua
In Managua, Nicaragua, a voucher scheme has been used to
increase the uptake of reproductive health services among
female sex workers.50 Every three to five months, fieldworkers
and nongovernmental organizations (NGOs) at prostitution
sites distribute about 1,200 vouchers, depending on the estimated number of sex workers operating in the city at any given
time. The vouchers entitle the sex workers to free services at
one of 8–10 private, NGO, and public clinics, contracted to the
voucher agency by competitive tender. Approved providers
must follow a set treatment protocol and receive training.
Contracts are reviewed after each round of voucher distribution and renewed subject to an assessment of quality of care.
The clinics return the vouchers to the voucher agency, which
reimburses the provider an agreed fee per voucher.
Sex workers were involved in the design of the program and
have opportunities to express their preferences and complaints.
In each round 10 percent of recipients are interviewed about
their experience. Initially, sex workers reported that the gatekeepers to care (nurses and receptionists) lacked sensitivity: training and sensitization of this group helped improve their attitudes
toward these clients.The technical quality of care (as assessed by
an examination at the outset of the project) was lower than
expected, so training and treatment protocols were introduced.
Although the prevalence of sexually transmitted infections is
only slightly lower than at the beginning of the project (possibly
due to the high turnover of female sex workers), incidence
among women who used vouchers more than once dropped by
65 percent in the first three years of the program. Following a
recommendation by the sex workers, they now receive vouchers to give to their regular partners and clients as well. Sex
workers appreciated the fact that they could choose which
clinic to attend and made their choices on the basis of distance
and staff friendliness.The clinics reported that their main benefit was improvement in the technical quality of their services
and that the lessons learned were applied to all of their clients.
They felt their reputation was enhanced by being contracted by
a prestigious public health agency (the Central American
Health Institute).
Source: World Bank staff.

late 1990s was targeted toward the poor.48 In Egypt a
school health insurance program was introduced covering
all school-attending children. Although coverage rates are
higher among the better off (simply because better-off
children are more likely to be enrolled in school), the program is likely to have increased coverage more among the
poor than among the better off (many of whom were
already covered under other schemes).49 In addition to
being fairly well targeted, both the Indonesia and Egypt
programs have had a considerable impact.48,49

Some recent programs—especially in Latin America—
have pushed these ideas even further. Rather than simply
reducing the cost of using specific interventions, these programs provide cash payments to users. Receipt of cash payments is linked to the use of specific interventions, and
participation is restricted to certain groups—often poor
mothers and their children.The experience with these programs, in targeting and impact, is encouraging (box 5.6).
Financial inducements—including negative copayments—
have also been used to induce people to seek treatment of
particular illnesses, such as tuberculosis.

Empowering women
It is not just a household’s total income that matters—
women’s control over its use also makes a difference to
health outcomes. In some countries the proportion of
women who can decide how to spend their own money is
staggeringly small (figure 5.3). Poor women are likely to be
particularly disadvantaged. Research shows that women
who exert relatively little control over household financial
resources are, all else constant, less likely to receive antenatal
care, less likely to have antenatal visits, and less likely to have
visits in the first trimester of pregnancy.57 It seems likely that
part of the effect of the South African pension program on
child health stems from the fact that it is paid to women
(grandmothers) rather than to men. Britain decided to
make child benefit payments to women rather than to men
for similar reasons.
Microcredit programs aimed at poor women are thought
to be one way of increasing women’s financial autonomy,
and they may have increased the use of maternal health services.The evidence is somewhat mixed, but it seems likely
that the impact varies from one scheme to the next.58 Box
5.7 provides an encouraging case of women’s empowerment for better health.
It is not just women’s financial independence that is
important.Their ability to take decisions more generally—
including those that do not have major financial consequences—also matters. For example, in India, although
contraceptives are readily available in retail shops, community pressure or the disapproval of husbands often prevents
women from using them.

Improving information and knowledge
Affordability—the price paid relative to discretionary
income—is undoubtedly one important barrier preventing the use of health services. But it is not the only one.
Knowledge—or a lack of it—is another.
A lack of knowledge can result in people not seeking
care when they need it, despite the absence of price barriers. In Bolivia a large fraction of poor babies are not deliv-
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Box 5.6 Increasing coverage of key interventions through demand-side incentives
A convincing body of evidence is beginning to accumulate on the
potential role of cash transfer programs in bringing about the
behavior changes necessary to achieve the Millennium Development Goals. Used as a means of combating short-term poverty,
cash transfer programs have been seen as vulnerable to political
manipulation and ill suited for promoting longer-term development. But a new generation of programs being implemented in
Brazil, Colombia, Honduras, Jamaica, Mexico, and Nicaragua
makes receipt of the cash payments conditional on household
behaviors that foster the development of human capital, such as
using preventive health care services or keeping young children in
school.
These programs tend to be well targeted to the poor.51 The
mechanisms for achieving this propoor targeting vary greatly
from program to program. Honduras’ Family Allowance Program
(PRAF-II) used a height census of all first-grade school children
in the country to identify municipalities at risk of malnutrition.
Mexico’s PROGRESA program (now Oportunidades) supplemented geographic targeting with a household screening tool to
estimate each family’s standard of living from a limited number

of readily verifiable indicators. Despite these differences, PRAF,
PROGRESA, and Nicaragua’s Social Protection Network
(RPS) pilot program each managed to ensure that more than 50
percent of beneficiary households (more than two-thirds for
Honduras and Nicaragua) were from the poorest 30 percent of
all households.
These programs have in most cases invested heavily in impact
evaluation, providing important lessons about their strengths and
weaknesses. Most of the programs have conducted thorough
assessments of levels of development in their areas of influence
before phasing in the program benefits, allowing investigators to
track changes over time.
In Nicaragua vaccination rates (complete vaccination in oneyear-old children) increased by 18 percentage points.52 In Honduras
opportune delivery of early infancy immunization increased by
7–10 percentage points, but later vaccinations, already at high coverage levels, were not affected.53 In Brazil,54 Honduras,53 Mexico,55
and Nicaragua,52 health service use increased substantially. In
Honduras the proportion of women receiving antenatal care five or
more times during their pregnancy increased by 18–20 percentage

Operational characteristics of conditional cash transfer programs in Latin America and the Caribbean
Payment method

Condition for payment

Enforcement

Six antenatal care visits during pregnancy;
monthly well-child checkups, including
complete immunization coverage and
growth monitoring

Compliance with preventive health care
undertakings supposed to be reviewed
by local health team after six months; no
information on number of beneficiaries
suspended

Regular attendance of child at growthmonitoring sessions

Attendance monitored; no information
on number of beneficiaries suspended

Five antenatal care visits during pregnancy,
perinatal checkup within 10 days of
delivery, monthly well-child checkups

Beneficiaries deposit bar-coded coupons
at health center on attendance; no
exclusions implemented as of mid-2003

Regular preventive health care checkups for
children under six years, pregnant and
lactating women, elderly, disabled, and
destitute adults

Intended; no information about current
operation

Regular preventive health care checkups for
the entire family, attendance at health
education sessions

Conditions monitored and apparently
enforced

Growth promotion for young children,
complete immunization coverage, no more
than two consecutive months of inadequate
growth, attendance at health education
sessions

All conditions rigorously monitored and
enforced

Brazil, Bolsa Alimentação

Magnetic debit card can be used to
withdraw cash at an automatic teller
machine or from a lottery ticket seller

Colombia, Familias en Acción

Cash payment by bank
Honduras, Family Allowance
Program (PRAF) Phase II

Freely exchangeable voucher distributed
through primary schools or by
program directly
Jamaica, PATH

Cash payment at “pay agency”

Mexico, PROGRESA/Oportunidades

Cash distributed directly

Nicaragua, Social Protection Network (RPS)

Cash distributed directly
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Box 5.6 Increasing coverage of key interventions through demand-side incentives (continued)
points. In Nicaragua the poorest residents of the program area benefited from the intervention more than the less poor. Similar findings
were reported in Honduras.56
Although conditional cash transfers are a powerful way of
changing the behaviors of poor families, thought needs to be
given to identifying the precise behavioral responses that need to
be fostered in order to achieve life-transforming impacts. In gen-

Figure 5.3 Poor women have less of a say in
spending their own money
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Box 5.7 Helping poor women protect
themselves—India’s SEWA

Percentage of women who can
decide to spend their own money
0

eral, household-level incentives are probably best combined with
measures that improve the quality of services offered by schools
and clinics in poor communities.The Honduras program explicitly aims to evaluate the synergies between these two approaches,
but the impact of the supply-side interventions will not be
known until the final evaluation round planned for 2004.

Population
Poorest 20%

India 1998/99
Zimbabwe 1996
Kazakhstan 1999
Zambia 2001
Malawi 2000
Turkey 1998
Nepal 2001
Source: World Bank tabulations and reference 97.

ered by a trained attendant even though the mothers are
eligible for free care under the Maternal and Child Health
Insurance program.44 In India, where immunization is free,
60 percent of children have not been fully immunized.
Asked why they had not immunized their child, 30 percent
of mothers said it was because they were not aware of the
benefits.Another 30 percent said they did not know where
to get their child vaccinated.60
A lack of knowledge can also result in people seeking and
receiving inappropriate care—and paying for it. The information asymmetry between patient and provider gives
providers scope to induce demand for their services. In India

The Self-Employed Women’s Association (SEWA), an organization of poor self-employed women in Gujarat, India, helps
women attain full employment and makes them self-reliant.An
Integrated Social Security Scheme provides life insurance,
medical insurance, and asset insurance. The premium is the
equivalent of $1.70, just under half of which is earmarked for
medical insurance that covers hospital care up to a ceiling of
$28 a year. Several preexisting conditions, and diseases caused
by addiction, are excluded from coverage. There is no restriction on the choice of provider—members can use public, private, and nonprofit providers. Members make claims for
reimbursement after discharge, on presentation of specified
documentation. In 1999–2000, 23,214 women participated in
SEWA’s medical insurance fund, in 10 districts of Gujarat.
A recent study found that women making claims were
poorer than the general population, suggesting that the scheme
was including the poor.59 This may have been due to the
embedding of the insurance plan within a scheme that targeted
poor employed women and the fact that the premium was relatively low (0.4 percent of median income among claimants).
Insurance significantly reduced the financial cost of hospitalization. On average, 76 percent of hospital costs were reimbursed.
Without reimbursement, hospital costs would have been “catastrophic” (more than10 percent of annual household income)
for 36 percent of claimants. It was estimated that 15 percent of
claimants faced expenses that were catastrophic even after reimbursement. The poorest groups were found more likely to be
protected by the fund from catastrophic expenses.The fairly low
reimbursement ceiling limited the degree of coverage but also
reduced “adverse selection” (the tendency of below-average
risks to self-insure because premiums reflect average risks).
Source: World Bank staff.

the poor—like the better off—report a large number of
short-duration illnesses, but unlike the rich they tend to visit
a doctor immediately, usually a private one.61 They end up
spending a large proportion of their income on these shortduration illnesses, often without getting the cause diagnosed.
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Furthermore, the medication they receive is often inappropriate or contraindicated. A poor child in Indonesia gets
more than four (often useless) drugs per diarrhea attack—
instead of oral rehydration therapy. Many studies find that
female education is an important determinant of coverage of
key Millennium Development Goal interventions. The use
of almost all child health interventions is higher in households with better-educated mothers, typically the better off
(figure 5.4).The list includes intake of complementary foods
among infants, hand-washing, appropriate disposal of excreta, the likelihood of receiving antenatal care, the likelihood
of choosing formal rather than traditional care, the timing of
antenatal consultations, the likelihood of a baby being delivered away from home and by a trained person, the use of
well-baby clinics, the likelihood of a child being immunized,
the use of oral rehydration therapy, and the likelihood of a
caregiver seeking care for a child with fever.5–11,13,62–66
A lack of knowledge and skills may also result in people
not getting the full health gain from inputs they have available to them and use. Many women, for example, do not
know that piped water often requires further purification
and that hand-washing confers much of the health benefit
of piped water. It is scarcely surprising in the light of this

Figure 5.4 Fewer poor women have completed
the fifth grade
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Population

that piped water in India has a substantially greater impact
on the prevalence of diarrhea among the better-off and
better-educated.67 Likewise, malnutrition is often caused—
at least in part—by the lack of knowledge about how and
how much to feed infants and young children.68
In many societies, inaccurate knowledge based on traditional beliefs or popular notions of modernization—often
influenced by mass media advertising—can have a significant influence on health behavior. In The Gambia poor
breastfeeding practices, including prelacteal feeding and
failure to practice exclusive breastfeeding, were found to be
due to traditional beliefs and perceptions—among women
and men—that bottle feeding was part of modernization.69
Some women do not use chloroquine tablets to prevent
malaria because they believe the pills induce abortion.70

Girls’—and boys’—education
Increasing education—especially among girls—is likely to
yield health payoffs. But there are two caveats. First, the
payoffs will be felt on the health of the next generation of
children: efforts under way today to increase primary
school completion rates among girls will not yield health
payoffs in lower rates of under-five mortality and child
malnutrition for at least another 5–10 years. Second, the
health benefits to increased primary education for girls—in
better health outcomes for their children—may not be as
large as previously thought.A recent study found that once
confounding factors were taken into account, primary
education of the mother had a statistically significant
impact on child survival in only 3 of 23 countries studied.71 The effect appears to be especially muted in SubSaharan Africa.71,72
Another recent study73 sheds light on how mother’s
education influences child health and suggests why the
effect appears to be small. It finds that it is not schooling,
literacy, or numeracy that leads to better child health but
the fact that better-educated women tend, on average, to
have more health knowledge.The study also finds that girls
acquire this knowledge after leaving school, using the general literacy and numeracy skills they acquired at school.
This points to the need to ensure high-quality education
at the primary level. If the quality of primary education is
low, girls will fail to acquire sufficient numeracy and literacy skills to enable them to develop the health knowledge
later in life that will help their children remain healthy.
Low school quality, coupled with a more hostile health
environment, may be part of the reason for the small and
largely insignificant effects of primary schooling on child
survival in Africa.Where school quality is low, it may make
sense for girls and boys to be taught health education at the
primary level.

Conveying health knowledge through the health sector
Conveying health knowledge through public facilities has a
long history.A recent example is the lactation management
clinic opened five years ago at the Children’s Hospital in
Islamabad. The program’s aims were to promote exclusive
breastfeeding—rare in Pakistan—until four to six months
of age and to try to solve mothers’ breastfeeding difficulties. Mothers receive one-on-one consultation with trained
health professionals on the benefits and proper techniques
of exclusive breastfeeding. So far, more than 4,000 mothers
have been counseled at the clinic. Preliminary results show
that 67 percent of mothers had solved their breastfeeding
difficulties. More than 60 percent were exclusively breastfeeding, and another 25 percent were breastfeeding and
giving other fluids. Only 9 percent of those followed were
no longer breastfeeding.74
This commonly used approach can be effective for those
who participate, but its impact is limited by the fact that
many people—including many poor people—do not use
the public sector when they fall ill.And in many cases they
do not seek care from a formal provider at all. Programs
based in the community—where the conveyers of knowledge actively seek out target groups—seem likely to have a
better chance of reaching a broader catchment group and
of reaching the poor.
There are several success stories here. Health workers in
Brazil trained in the Integrated Management of Childhood
Illness (IMCI) provided information and counseling at
health facilities and in the community.75 Health knowledge
among mothers improved, as did feeding practices. After
only 18 months the nutritional status of children in the area
improved. In India a counseling strategy was devised jointly
by government, NGOs, community volunteers, and health
workers in eight villages in rural Haryana.76 Compared with
the control areas (where no community volunteers or health
workers were trained), the intervention areas achieved longer
breastfeeding durations, a higher quality of complementary
feeding provided to children after six months, and increased
hand-washing before feeding children.

Killing two birds with one stone—social marketing
Social marketing is proving a promising approach to the
design and delivery of both health messages and products
(box 5.8). It aims at promoting new or modified behaviors that are acceptable and feasible to most people. It
actively involves key actors in designing and implementing activities.68
Social marketing refers not only to the marketing of
socially valuable products (contraceptives, vitamins) but to
the promotion of key behaviors. It integrates communica-

Box 5.8 Working with the private sector to
improve hygiene behaviors
A recent review found that 12 hand-washing interventions in
nine countries achieved a median reduction in diarrhea incidence of 35 percent.77 Many of the most successful interventions provided soap to mothers, explained the oral-fecal route
for disease transmission, and asked mothers to wash their hands
before preparing food and after defecating.
One promising approach to the delivery of these interventions is social marketing, using private-public partnerships. Such
an initiative was implemented in 1996–99 in Costa Rica, El
Salvador, and Guatemala.78 The objective was to improve handwashing habits in order to reduce diarrheal disease among children under five.The approach was to combine the expertise and
resources of the soap industry with the facilities and resources of
governments to promote hand-washing with soap. Four private
soap companies launched hand-washing campaigns in collaboration with the public sector. The key features of the project
were behavioral research to identify consumers’ baseline handwashing habits; mass media coverage (both education and commercial); community activities through the public sector,
NGOs, and foundations; and monitoring and evaluation.
The private-public partnership succeeded in improving
hand-washing behaviors and reducing the incidence of diarrheal disease. The results included a 30 percent increase in
hygienic hand-washing behavior in mothers, with an estimated
300,000 fewer cases of diarrhea a year in poor children under
five in Guatemala. Including USAID, the BASICS project, soap
manufacturers, the Pan American Health Organization, and the
World Bank, the initiative leveraged resources and sustained the
involvement of the private sector in social programs.
Source: World Bank staff.

tions, training, policy change, and product development
and marketing into an overall strategy to achieve the
desired sustainable behavior change.When the focus is on
product marketing, social marketing organizations are often
nonprofit firms or associations, but the products tend to be
distributed through various for-profit outlets and NGOs.
Social marketing has been applied to such diverse interventions as family planning, the treatment of sexually
transmitted infections, the use of insecticide-treated mosquito nets, the use of soap for hand-washing, water purification, improved weaning and breastfeeding practices, and
increased consumption of foods rich in vitamin A. A
recent evaluation of Tanzania’s social marketing of mosquito nets—which included an element of subsidy as well
as commercial marketing—found that coverage increased
substantially in all project areas and that socioeconomic
differentials in net ownership narrowed.45,46
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Media and behavior change
The media often play a role in communication efforts aimed
at behavior change. Under government leadership, messages
on AIDS were broadcast frequently during the peak of the
epidemic in Thailand, a key element in the campaign to
reduce the spread of HIV/AIDS.79 The well-designed and
culturally sensitive radio communication project in Nepal
appears to have promoted positive health outcomes (box
5.9).80 But many of the poor do not have access to a radio. In
Bolivia, India, Morocco, and Mozambique less than 30 percent of the poorest fifth of the population has access to the
media.

The influence of providers on demand
The way health services are organized (hours of operation,
waiting time), their amenities and facilities, the disposition
and integrity of staff, and the cultural appropriateness of
services all make a difference to the household’s demand
for professionally delivered health care. Voices of the Poor is
full of complaints by poor people about the lack of friendliness of facilities and health service staff.27
• A woman in Los Juries, Argentina, remarked: “You go
to the hospital, you have to get a number, you go to
the guard, the nurses are chatting. You have to wait
until they fancy giving you a number . . .‘Is the doctor
here?’‘No, the doctor isn’t here,’ they lie.”

Box 5.9 Radio dramas to promote
contraception
The Radio Communication Project uses the radio to satisfy
the large unmet need for contraception in Nepal, strengthen
the quality of services and service delivery, and increase client
demand for quality reproductive health services. It produced
two complementary radio serial dramas, one for service
providers and one for community members. Education
through radio had a positive impact on both groups.
On the client side 81 percent of the women who listened
to the drama were using modern family planning, compared
with 33 percent of the women who did not listen. Exposure to
radio was also linked to greater spousal communication about
family planning: 87 percent of men who listened to the serial
drama discussed family planning with their wives, compared
with the 64 percent of men who did not listen. The program
linked positive attitudes toward family planning, discussion of
family planning with health workers, and perceived policy support for family planning.
Source: Reference 80.
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• A young woman in Muynak, Uzbekistan, said:“We do
not go to hospital because it is necessary to bring your
own bed linen, dishes, sometimes even a bed.”
• In Tanzania, people complain of being treated “worse
than dogs” by rude health staff and of being “yelled at,
told they smell bad, and called lazy and good for
nothing.” 81
• People complain about corrupt health staff, who
demand unofficial “fees” or expect small “gifts.”
• Indigenous people in Ecuador complain of staff who
mistreat patients because of their lack of knowledge of
Spanish, and women everywhere are reluctant to seek
care for maternal health problems from male staff.
(Making provider organizations more responsive to
patients’ legitimate concerns is discussed in chapter 6.)
People’s perceptions of the technical quality of the service they receive also matters.They may, of course, not be
the best judges of technical quality, but the fact is that perceptions of quality influence demand. From a policy perspective the challenge is not just to improve the quality of
care but to provide methods for patients to better judge
whether specific providers are delivering quality care.
(These issues are also taken up in chapter 6.)

Roads, transport, and accessibility
Transportation systems, road infrastructure, and geography
influence the demand for care delivered by formal
providers—through their impact on time costs, which can
be substantial.6,30–32,82 In rural Senegal only 42 percent of
the population live within 30 minutes of a health facility,
and 43 percent live more than an hour away.83 In rural
communities, where the roads are poor and transportation
unreliable, the time spent waiting for transportation may
be as great as—if not greater than—the time spent traveling to the facility.Time costs tend to be a major issue for
maternal mortality—health centers cannot provide essential obstetrical care for a complicated delivery, and women
would have to travel to distant hospitals to get such care. In
Voices of the Poor a Togo resident observed:“If a woman has
a difficult delivery, a traditional cloth is tied between two
sticks and we carry her for seven kilometers to the health
center.You know how long it takes to walk like that?” 84

Road and transportation improvements
support the health sector
Better access to health facilities is rarely the primary goal of
road rehabilitation projects—or even an explicit objective
at all. But a recent road rehabilitation project in Vietnam
cut the average walking time to the local hospital by 17

Box 5.10 Argentina’s water privatization program saved young lives
Public water companies serving about one-third of Argentina’s
municipalities and covering almost 60 percent of the population
were transferred to private control between 1991 and 1999.94 The
largest privatization was the 1993 transfer of the federal company
Obras Sanitarias de la Nácion (OSN) to the private consortium
Aguas Argentinas, led by the French company Lyonnaise des
Eaux.The concession required that 100 percent of households be
connected to piped water by the end of the 35-year concession
and 95 percent of households be connected to the sewerage system. Quality standards were also imposed for service and waste
treatment. Use fees and connection charges were regulated, and—
in response to protests over a large increase in the connection
fee—a fixed fee was introduced for all customers. The new revenues subsidized the cost of new connections. Aguas Argentinas
cut the old OSN labor force and dramatically increased invest-

ment in new equipment. Connections increased and quality
improved on a number of fronts, including the speed of repairs,
water leakages, sewerage blockages repaired, and percentage of
clients with appropriate water pressure.
A recent study assesses the impact of privatization.94 In the
country as a whole and especially in Buenos Aires, access grew at
a faster rate between 1991 and 1997 in municipalities in which
water had been privatized than in municipalities in which it had
not (see figure). The expansion of coverage was pronounced
among poorer households.The study also finds a beneficial effect
of privatization on child mortality, especially for poorer municipalities. The study finds that mortality decline was faster for
causes of death that are common among the poor (infectious,
parasitic, and perinatal disease).
Source: World Bank staff.

Water privatization in Argentina reduced child mortality for the extremely
poor by more than 25 percent
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minutes and by 22 minutes for the poorest 40 percent of
the population.85 The benefits of using existing roads to
improve transportation to and between health facilities are
also evident. Malaysia and Sri Lanka provide free or subsidized transportation to hospitals in the case of emergencies.43 Brazil recently made major investments in
ambulances to facilitate rapid referral from a primary care
facility to the hospital. In Sierra Leone focus group discussions made it clear that poor transportation was a major
impediment to emergency obstetric care. So the city hospital in Bo acquired a four-wheel drive vehicle and two-way
radios to link the hospital, the primary care units, and the
vehicle.86 The number of women with major obstetric

complications arriving at the hospital from the project area
increased from 0.9 to 2.6 a month, and the case fatality rate
dropped from 20 percent to 10 percent.

Other options exist for increasing accessibility
Upgrading and improving roads and improving transportation between existing facilities are options for
improving accessibility to health facilities. But other
options may be cheaper and more effective. Providers
could take services to clients through an outreach program
using existing facilities. Governments could construct new
public facilities where access to existing facilities is limited.
They could form partnerships with NGOs, private
Households—Key but Underrated Actors in the Health Sector
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providers, or community organizations to provide additional services in underserved areas. Or they could contract with NGOs, private providers, and community
organizations to provide publicly financed services to
underserved communities. (These service delivery options
are discussed in chapter 6. The role of roads and transportation is discussed in chapter 8.)

Water and sanitation
Hygiene and the quality and quantity of drinking water
depend on infrastructure. Hand-washing is easier if the
household has piped water that provides readily available
quantities of safe water.The safe disposal of feces is easier if
the household has an improved form of sanitation (a connection to a public sewer or septic system, a pour-flush,
ventilated-improved, or a simple pit latrine).The hygienic
storage of food is easier if the household has electricity.
And so on. Not surprisingly, therefore, the availability of
plenty of water and improved sanitation are associated
with better maternal and child health outcomes, at least
among the better educated, even after controlling for
other influences.30,32,67,87–92
The developing world lags well behind the industrial
world in water and sanitation: 1.1 billion people live without access to safe drinking water, and 2.4 billion live without access to improved sanitation.93 In the 1990s the least
developed countries saw a decline in safe water coverage,
and in Sub-Saharan Africa there was no increase in the coverage of improved sanitation. Asia lags behind in improved
sanitation, with coverage rates of 34 percent in South Asia
and 48 percent in East Asia and the Pacific. Although East
Asia and the Pacific has a higher coverage rate for safe water
than Sub-Saharan Africa, it has the largest number of people
who lack access. Poor people fare especially badly: they are
less likely to be connected to a network, and the sources
they rely on tend to be more costly per liter than the networked services used by the better off.18
The issues of increasing access to water and sanitation
have recently been examined in the World Bank’s World
Development Report 2004: Making Services Work for Poor
People.18 The report notes the need for provider organizations to be accountable to policymakers, for policymakers to
be accountable to households, and for front-line providers
to be accountable directly to households through user
charges and competition. Publicly managed water and sanitation networks sometimes seem more directed at serving
the interests of politicians than households, while unregulated private providers have sometimes been criticized for
delivering low-quality services and ignoring the poor.
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Changes that improve accountability along one or more
of the lines suggested by the World Development Report can
improve access—for everyone. In Argentina the provision of
water services was privatized under a regulatory regime that
laid down strict rules for quality, access, and price. The
regime was revised after pressure from the community,
which saw the price rises authorized as harmful to the
interests of the poor.The World Development Report observes
that “community involvement is essential in the regulatory
process but has not been sufficiently encouraged.” It notes
with approval the consultations that preceded the concession processes in Manila and South Africa.And it reports the
results of a survey showing how a majority of Peruvians
would have favored the privatization of the electric utility if
the process had been transparent and tariff increases had
been under the control of the regulator. (The intersectoral
synergies of water and health are discussed in chapter 8.)
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Table 5.1 Reducing barriers facing households in the use of effective child health interventions

Item

Bolivia: National Maternal
and Child Insurance
Program

Brazil, Egypt, Mexico,
Philippines: Promotion
of oral rehydration
therapy in National
Control of Diarrheal
Diseases Programs

Costa Rica,
El Salvador, Guatemala:
Central American
Hand-Washing Initiative

Honduras: Integrated
Child Care Program

Background to
policy shift

High maternal and child mortality have plagued Bolivia for
decades. In 1994 the under-five
mortality rate was 132 per
1,000 live births and the maternal mortality rate 390 per
100,000 live births. Both indicators were among the highest in
the region. Use of health
services was very low in the
mid-1990s. In 1996 only 53
percent of pregnancies
received medical attention, less
than 45 percent of births
occurred in health facilities, and
only 36 percent of women in
labor were attended by skilled
medical personnel. The cost of
health services was considered
one of the most important
barriers to utilization.

In 1980 diarrhea was the leading cause of child mortality in
the world, accounting for 4.6
million deaths a year. Diarrhea
accounted for 41 percent of
infant mortality in Brazil and
was the second-leading cause
of under-five mortality,
accounting for 8.5 deaths per
1,000 population. Oral rehydration therapy was
introduced in 1979 as an intervention to treat diarrhea.
Consisting of the oral administration of sodium, a carbohydrate, and water, oral
rehydration therapy has been
described as potentially the
most significant medical
advance of the twentieth century. It was recognized in 1980
that barriers to utilization
included lack of knowledge
and availability and accessibility
concerns.

In 1995 diarrhea was the
cause of 45 percent of underfive mortality in Guatemala
and 20 percent in El Salvador.
Hand-washing with soap can
have an important impact on
the incidence of diarrhea. But
78 percent of mothers in
Guatemala used inadequate
hand-washing practices in
1996. Lack of knowledge constituted an important barrier to
utilization.

In the late 1980s international
and local research prompted
key actors in the Ministry of
Health to emphasize that malnutrition imposes a severe
burden on the population,
that malnutrition is the underlying cause of more than half
of the deaths in children
under five, and that
inadequate weight gain rather
than nutrition was the best
early warning sign of a sick
child.

Policy shift

Decentralization of the government structure in 1994
changed the financing and
delivery of health services.
Twenty percent of government
revenues were shifted to the
country’s municipalities, and a
certain proportion of those
funds was to be earmarked
for the health sector. This shift
significantly improved equity,
since it was the first time that
rural municipalities were given
access to these funds. Ownership of health facilities and
responsibility for financing of
equipment and basic inputs
were also decentralized to the
municipalities. Management of
human resources was decentralized to the Ministry of
Health’s regional administrations. In 1996 it was determined that a portion of the
central government’s funds
should be targeted to a new
special program, aimed exclusively at pregnant women and
children under five. The new
program, called the National
Maternal and Child Insurance
Program, aimed to reduce
maternal and child mortality
rates by removing fees for key
health interventions. Because it
allocated funds on a per capita
basis, it constituted a propoor
financing mechanism.
Historically, financing had been
biased toward richer urban
municipalities.

In recognition of the severe
burden of disease imposed by
diarrhea and the fact that
effective interventions such as
oral rehydration therapy had
become available, a number of
countries introduced National
Control of Diarrheal Diseases
Programs in the early 1980s.
The programs aimed to reduce
morbidity and mortality from
dehydration associated with
acute diarrhea in children
under five. National Control of
Diarrheal Diseases Programs
were operational in 35 countries by 1983 and in 80 countries by 1990. The experience
of Brazil, Egypt, Mexico, and
the Philippines is highlighted
here because the impact in
these countries has been evaluated in detail.

The Central American HandWashing Initiative was implemented in Costa Rica, El
Salvador, and Guatemala
between 1996 and 1999. The
initiative’s goal was to reduce
morbidity and mortality among
children under five by promoting proper hand-washing with
soap.

Honduras began to reform its
health sector in the early
1990s, with decentralization a
main goal. The strategy
emphasized the critical role of
communities in the health
sector. As part of these reform
efforts, in 1994 the Ministry
of Health established the
Integrated Child Care
Program as a critical component of its child health strategy. The program had been
successfully pilot tested in
1992–93. By 1994 the focus
of the program had shifted
from interventions at the facility level to interventions at the
household and family level
through increased community
participation. At the same
time, the malnutrition paradigm changed from disease
treatment to health promotion.
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Table 5.1 Reducing barriers facing households in the use of effective child health interventions (continued)

Item

Bolivia: National Maternal
and Child Insurance
Program

Programmatic
action

The program provided key
health interventions, such as
antenatal and neonatal care
and treatment of acute respiratory infections and diarrhea
free of charge to pregnant
mothers and children under
five on a universal basis. Both
public and private institutions
were included in the program.
The participating institutions
included Ministry of Health
facilities, social security hospitals, and private nonprofit
organizations.

Affordability

The program explicitly aimed
to promote demand by reducing the cost barriers for users
and guaranteeing free access
to services.

Women’s
autonomy

Brazil, Egypt, Mexico,
Philippines: Promotion
of oral rehydration
therapy in National
Control of Diarrheal
Diseases Programs
The program focused on making oral rehydration therapy
available on a large scale,
through primary care facilities,
for example. This effort was
combined with extensive training of health workers and
information campaigns, including mass media, to inform the
general public about the availability and benefits of oral
rehydration therapy.

Costa Rica,
El Salvador, Guatemala:
Central American
Hand-Washing Initiative

Honduras: Integrated
Child Care Program

This public-private partnership
included the ministries of health
and education, soap producers,
NGOs, the media, and the project facilitator, the U.S. Agency
for International Development
(through Basic Support for
Institution Child Survival and
the Environmental Health
Project). The initiative began by
analyzing the hand-washing
behavior of the targeted population. Public health messages
about hand-washing (when
and how to wash) were then
delivered through the mass
media and NGOs, while soap
producers used their marketing
skills to sell soap by promoting
hand-washing with soap.

The program aims to
improve health by promoting
the healthy growth of children. The main focus is on
monthly growth-monitoring
and promotion sessions.
During the sessions, community volunteers (monitoras)
weigh each child under two,
assess the growth rate relative to the expected weight
gain, and provide counseling
to the caregiver. Seriously ill
children are referred to
health centers, where they
also receive immunizations.
Training is provided to nurses
of the health centers and the
monitoras.

Mobile units distributed free
soap samples to households.

The government subsidizes
the main components of
the program, though community leaders and mothers
incur some costs. A recent
cost analysis of the program
found that it is both inexpensive and effective.

Women’s autonomy was
increased, as the program
enabled them to treat many
episodes of diarrhea themselves, thereby avoiding costly
visits to health centers and
admissions to hospitals.

The program empowers
women to prevent malnutrition by making small
changes in behavior using
existing resources within
the household. It builds
women’s confidence because
monthly feedback on the
changes in child growth show
them that they can make a
difference by themselves.

Knowledge

Through promotional efforts,
such as public announcements
on radio and television and in
community charlas (informal
discussions), the government
succeeded in informing the
public about the program
and, therefore, about health
services in general.

Efforts to educate the public
significantly increased knowledge of the availability and
appropriate use of oral
rehydration therapy. An evaluation of the National Control of
Diarrheal Diseases Program in
Egypt showed that most mothers were able to mix oral rehydration therapy correctly.

The main barrier to utilization
addressed by the initiative was
knowledge. To increase
demand for soap, the initiative
stressed the importance of
washing hands with soap at
critical times and in appropriate
ways and stressed that handwashing reduces the incidence
of diarrhea.

During the counseling
sessions, caregivers are
trained in how to maintain or
improve the growth of their
children. Key messages
include breastfeeding, child
feeding, care for sick children,
and hygiene.

Accessibility

Decentralization and the program increased accessibility
by bringing health services
closer to the people.
Increased coverage reached
not only the urban rich but
also rural and poor
populations. In addition, since
primary-level facilities had
more control over funds, they
were better able to stock the
facilities with drugs and supplies.

Accessibility was affected by
increasing the supply of oral
rehydration therapy and bringing it closer to clients. Local
production and imports of supplies increased substantially. In
Mexico the availability of oral
rehydration salts increased
from 7.6 in 1984 to 79.7 million packets in 1993. Extensive
promotion of oral rehydration
therapy in primary care facilities
made therapy available closer
to the population.

Accessibility was increased by
mobile units distributing free
soap samples and by school
programs.

Coverage of growth monitoring and promotion was
deemed critical to the
program’s success. As the
government realized that
adequate coverage could not
be achieved if these services
were available only at the
health-facility level, the program focuses on the household and community level,
bringing services closer to the
people. The monitoras make
home visits to children who
were not present during the
monthly sessions and to sick
children or children with inadequate weight gain.
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Table 5.1 Reducing barriers facing households in the use of effective child health interventions (continued)

Item

Bolivia:
National Maternal
and Child Insurance
Program

Brazil, Egypt, Mexico,
Philippines: Promotion
of oral rehydration
therapy in National
Control of Diarrheal
Diseases Programs

Costa Rica,
El Salvador,
Guatemala: Central
American
Hand-Washing
Initiative

Honduras: Integrated
Child Care Program

User-friendliness

User-friendliness is built into the
basic design of the program, since
the development of counseling
messages is conducted through
trials of improved practices in the
homes of beneficiaries.

Water and
sanitation

Water and sanitation is
addressed indirectly through
quarterly community meetings, at
which community problems and
solutions, including water and
sanitation issues, are discussed.

Impact of
policies on
utilization

Introduction of the program
resulted in substantial
increases in the utilization of
key maternal and child
health interventions, particularly among the poor.
Skilled birth attendance
increased from 37 percent
to 60 percent in nonindigenous municipalities between
1996 and 2001; in indigenous municipalities, it
doubled, rising from 18
percent to 36 percent.
Treatment of pneumonia in
children also increased
significantly. Many of the
people served under the
program were people who
had previously not
used modern health services.

Utilization of oral rehydration therapy increased in all four countries.
In Mexico use of oral rehydration
therapy increased from 47.5 percent of all diarrhea episodes in
1986 to 80.7 percent in 1993. In
the Philippines the access rate
increased from 60 percent to 85
percent between 1989 and 1992.

Hand-washing behavior
improved as a result of the
initiative, both in terms of
hand-washing at critical
times and hand-washing
technique. A recent evaluation of the initiative in
Guatemala found that
inadequate hand-washing
practices of mothers
decreased from 78 percent
to 68 percent between
1996 and 1999.
Intermediate and optimal
practices increased from 22
percent to 32 percent.

A recent mid-term evaluation of
the program found significant
improvements in the knowledge
and behavior (caregiving and feeding practices) of caregivers in the
program. Program coverage is
almost universal (92 percent) in the
communities surveyed by the evaluation. Compared with control
communities, program caregivers
were significantly more likely to
have received counseling on
breastfeeding, care of sick children,
hygiene, and iron and vitamin A
supplementation. Immunization
coverage, iron supplementation,
use of oral rehydration therapy ,
and vitamin A intake were also
much better in program communities. The program has also
contributed to more rational use of
health facilities: nurses say that
they no longer see patients whom
they do not need to see, allowing
them to focus more attention on
people with severe disease.

Impact of
policies on
health outcomes

The under-five mortality
rate was reduced from 132
in 1994 to 99 in 1998, an
average annual decrease of
about 6 percent. Maternal
health also improved: by
2000 the maternal mortality
rate had dropped to 234.
There is evidence that these
achievements are linked
to the policy shift in 1994
and the improved access
made possible by public
health insurance. A survey
on the use of public health
insurance revealed that the
probability that women
receive skilled birth attendance (which increased
during the time of the insurance) is linked to the
maternal mortality rate.

Evaluations of the four countries
show significant improvement in
health outcomes. In Brazil the proportion of infant mortality caused
by diarrhea decreased from 41 percent in 1980 to 25 percent in 1989.
In Egypt infant mortality caused by
diarrhea fell by an annual average
of 15.9 percent between 1984 and
1990, a more rapid decline than for
mortality attributed to other causes.
In Mexico the proportion of underfive deaths caused by diarrhea
declined from 26.4 percent in 1983
to 11.0 percent in 1993. In the
Philippines both infant and underfive mortality rates associated with
diarrhea fell by about 5 percent
annually between 1975 and 1993.
Although other factors may explain
these improved health outcomes, it
seems that the National Control of
Diarrheal Diseases Program had an
important impact. A simulation
model performed in Brazil indicated
that factors other than oral
rehydration therapy explained only
about a third of the actual decline.

In Guatemala the
prevalence of diarrhea
among children under five
fell about 4.5 percent,
affecting almost 1.6 million
children under five.

A case study found that malnutrition had been reduced by 10 percent in most communities by
1999.

Source: World Bank staff.

88 | The Millennium Development Goals for Health

Table 5.2 Reducing barriers to the use of effective maternal health interventions by households
Item

China, Yunnan Province

Honduras

Sri Lanka

Background
to policy shift

Although China has recorded impressive
reductions in the maternal mortality ratio
since 1950 (when it was as high as 1,500
per 100,000 live births), the ratio was still
about 100–200 in rural areas in China in
1980. In 1989 it was 149 in Yunnan
Province.

In 1990 the maternal mortality ratio
was 182 per 100,000 live births.

In 1950, two years after independence, the
maternal mortality ratio was as high as 555
per 100,000 live births.

Policy shift

While policies are formulated at the
national level, strategies to translate policies
into action are determined at the provincial
level or below. Since 1980 Yunnan Province
has implemented several policy actions,
such as decentralization to increase local
ownership and accountability and skills
enhancement to reduce maternal deaths.

The report of the high maternal
mortality ratio in 1990 alarmed the
government and triggered a massive
effort to reduce maternal mortality. The
government focused its efforts strategically on areas with high maternal
mortality ratios.

Reducing maternal deaths was one of the
goals of the Ministry of Health of the new
government that took office after independence. Several decisions reveal the importance it placed on maternal health. In the
1950s the government increased access
and coverage to basic maternal and child
health services by expanding the health
unit system. The system emphasized preventive and health promotion services at
the community level, delivered by skilled
attendants and field workers with guaranteed professionalism. The management
and infrastructure of maternal health programs was improved with an effective
monitoring and supervisory system.
Transportation and communications were
improved to provide safe transportation
and referral of women with complications.

Programmatic
action

In the 1970s “barefoot doctors” staffed
village clinics in the province. Since 1982
government regulations have required that
doctors take an exam on applied aspects of
maternal health (attending clean delivery
and identifying risk factors and complications before and during delivery). If they
pass, they become “village doctors” and
receive on-site training. Career growth of
village barefoot doctors is thus linked to
demonstrated ability to provide maternal
health care.

To lower the maternal mortality ratio,
the government implemented a twopronged approach: ensuring that
women who develop obstetric emergencies are referred to the hospital and
identifying women at high risk for complications and encouraging them to
deliver in a health facility. To support
this approach, the government built
seven new rural area hospitals and,
with community input, new maternity
waiting homes and birthing centers.
The maternity waiting homes are fully
managed by the local communities. The
number of health staff, especially auxiliary nurses, was increased. Skills of clinical staff and community health
workers, including traditional birth
attendants, were enhanced through
training, which focused on recognizing
risks in pregnancy and danger signs in
childbirth and make appropriate referrals. The Ministry of Health also
produced new technical manuals in this
area.

Efforts to reduce maternal mortality took
place in three phases. The first phase
focused on making services accessible to
the majority of the population and improving antenatal coverage, midwifery services,
and detection and early referral of complications. A public health midwife is responsible for all pregnant women in her
jurisdiction, covering a population of
4,000–5,000. The second phase involved
monitoring the field maternal and child
health program through improved reporting systems. The third phase emphasized
quality-of-care considerations, particularly
by using the findings of maternal death
inquiries to identify deficiencies in the system and address those deficiencies through
new initiatives. Provider accountability and
skill enhancement are critical components
in the efforts to improve maternal health in
Sri Lanka.

Yunnan Province launched the Systematic
Management of Pregnant Women (SMPW)
in 1985. The program provides every
woman with a management booklet, at
least five antenatal care checkups, a
minimum of three postnatal visits in her
home, and modern delivery methods.
The Emergency Referring System for
Pregnant Women was formed in Tonghai
County in Yunnan Province in 1990. It aims
to ensure that women with complications
are moved from the village clinic to the
county maternal and child health station or
hospital. The Emergency Referring System
consists of eight strategies: coordination,
ensuring functioning phones at all levels,
equipping emergency facilities (including
vehicles), improving skills, enhancing the
referral network, supervising and evaluating, and focusing on meeting targets.
Provider accountability is built into the
schemes; facility grants, continuation of
employment, and promotion of managers
are determined on the basis of
achievement of set targets.
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Table 5.2 Reducing barriers to the use of effective maternal health interventions by households (continued)
Item

China, Yunnan Province

Affordability

A maternal and child health prepayment
scheme was piloted and is now available
throughout the province. Households pay
a modest fee and are covered if complications associated with delivery or diseases of
the child arise. Those who have joined this
scheme have sought maternal and child
health services more actively, though
whether this reflects adverse selection or
moral hazard is unclear. The scheme does
not include delivery charges.

Honduras

Sri Lanka
Sri Lanka has a very high level of government commitment to, and popular support
for, the welfare state, including universal
free access to health care. Although user
fees were introduced early on, it appears
that patients are rarely charged for health
services, including drugs and supplies.

Women’s
autonomy

The autonomy of women was enhanced
through the promotion of women’s rights
and empowerment by cross-sector initiatives.

Knowledge

Knowledge as a barrier to utilization was
addressed by providing every woman with
the SMPW booklet and at least five antenatal care checks and by creating community
awareness and demand for the SMPW
package. The government also provided
health education to pregnant women.

In focus group sessions, women in areas
where traditional birth attendants were
trained acknowledged the risk of going
to an untrained traditional birth
attendant.

Special efforts were made to reach Indian
Tamils living and working on estates, who
had not benefited from social change,
including improvements in education and
health. Following nationalization of the
estates in 1972, medical officers with transportation facilities were appointed to establish a network of estate health clinics. The
clinics provided maternal and child health
and family planning services to the estate
population. Through this program, knowledge and skills of the estate health staff
were improved. This is a good example of a
strategy for improving access to
underserved and neglected population
groups.

Accessibility

To improve accessibility, the SMPW provides
every woman with access to antenatal care
and at least three postnatal visits in her
home. Access to facilities offering emergency services was improved by providing
vehicles.

Accessibility was explicitly addressed by
building maternity waiting homes, with
community assistance, alongside several hospitals. It had been recognized
that it was sometimes difficult for
women living in remote rural areas to
get to a hospital when labor began.
The waiting homes provided a way to
ensure that women were already near
the hospital when labor began.
Construction of new birthing homes
brought skilled attendance at birth
closer to women in hard-to-reach areas.

Accessibility was addressed by expanding
the health service infrastructure to cover the
whole country and by rapidly educating and
training health staff. Transportation was
supported through a system of ambulance
services. Most facilities had ambulances by
1950. In addition, the government
reimburses health staff for the cost of alternative modes of transportation, enabling
them to better reach the population.

User-friendliness
Water and
sanitation and
other crosssector linkages

Impact of
policies on
utilization

Following the acceptance by estate management of the initiative to reach estate
workers with health interventions, the two
government estate agencies implemented
a series of interventions to improve water
and sanitation on the estates. In Sri Lanka
as a whole, efforts were made to improve
sanitation.
In Tonghai an already high rate of hospital
delivery in 1990 (70 percent) was increased
to 92 percent. In a poorer county, Huaning,
the rate increased from 49 percent in 1990
to 62 percent in1999.
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Skilled attendance increased from 46
percent in 1987–91 to 54 percent in
1997. Maternity waiting homes
increased the likelihood that high-risk
women (older women and women and
who had already given birth several
times) delivered in a hospital.

Attended deliveries by personnel in government facilities increased from 33 percent in
1950 to 87 percent in 1995, while deliveries in the home decreased from 25 percent
to 2 percent. Today 95 percent of births are
attended by a skilled practitioner, with the
majority taking place in hospitals. For estate
women, deliveries in government facilities
increased from 20 percent in 1986 to 63
percent in 1997, deliveries in estate maternity units rose from 29 percent to 42 percent, and deliveries in the home decreased
from 37 percent to 8 percent.

Table 5.2 Reducing barriers to the use of effective maternal health interventions by households (continued)
Item

China, Yunnan Province

Honduras

Sri Lanka

Impact of
policies on
health
outcomes

In Tonghai county in Yunnan, an already
high rate of hospital delivery in 1990 (70
percent) was increased to 92 percent. In a
poorer county, Huaning, the rate increased
from 49 percent to 62 percent between
1990 and 1999. Between 1989 and 1998,
the maternal mortality ratio in Yunnan
decreased from 149 to 101.

Skilled attendance increased from 46
percent in 1987–91 to 54 percent by
1997. Maternity waiting homes
increased the likelihood that high-risk
women (older women and women who
had had several births previously)
delivered in a hospital. Between 1990
and 1997, the maternal mortality ratio
fell from 182 to 108.

The maternal mortality ratio in Sri Lanka
declined from 555 in 1950 to 24 in 1995.

Source: World Bank staff.

Table 5.3 Reducing barriers to the use of effective interventions for malaria, HIV/AIDS, and tuberculosis by households
Home-based treatment of malaria in
Tigray region of Ethiopia

Home-based care of people with
HIV/AIDS in northern Thailand

Strengthening national tuberculosis
control interventions in China

Background to
policy shift

Malaria is a leading killer of children under
five in Africa. Almost a million children die
in Africa from malaria every year. Eighty
percent of childhood malaria cases are
treated outside of the public sector. Most
treatment is provided at home, with drugs
purchased from informal drug sellers or
pharmacists. The drugs purchased through
drug sellers are often of poor quality or
counterfeit. Dosages purchased are frequently inadequate to fully treat infection.

Two-thirds of the approximately 1 million people living with HIV/AIDS reside
in the northern part of Thailand.
Historically, rates of infection have been
high among women who are or were
sex workers, but in the late 1990s the
highest rates of increase were among
women in stable relationships. At that
time, HIV prevalence among women
attending antenatal clinics was 4–8 percent. The Sanpatong area was one of
the hardest hit by the epidemic.
Government hospitals were hardpressed to provide care, with as many
as 60 percent of hospital beds occupied
by people with HIV/AIDS.

Unlike in most developing countries,
tuberculosis treatment in China was not
exempt from the shift to fee-for-service
care. Case detection and cure rates were
low, and drug-resistant disease was
emerging.

Policy shift

It was recognized in the Tigray region of
Ethiopia that an effective strategy for
ensuring that children receive rapid and
effective treatment for malaria would have
to focus on improving treatment practices
in the household. This would include
improving mothers’ ability to detect fever
and malaria symptoms and to correctly
treat their children with antimalarial drugs.

Volunteers from the faculty of medicine
at Chiang Mai University, Chiang Mai
public health staff, and nurses from the
Sanpatong Red Cross health center, all
with extensive community experience,
decided to pool their practical and academic experience to develop a new
community-based holistic model of care
to provide “bio-psycho-social support”
to help people living with HIV/AIDS be
treated at home. The bio component
involved treatment of symptoms, the
psycho component helped people deal
with stress and problems, and the social
component helped improve the ability
to cope with, participate in, and be
accepted by the community.

The World Bank–financed DOTS program
has provided free tuberculosis treatment
for infectious tuberculosis patients in parts
of 16 provinces since 1992. Village doctors
and tuberculosis dispensaries provide DOTS
care; hospitals are supposed to refer
patients. Providers receive payment from
the Ministry of Health for each infectious
case detected and each case cured.

Programmatic
action

Selected “mother coordinators” from the
community were trained to provide education to other mothers in their community
on the symptoms and sign of fever and
malaria. Mother coordinators were also
supplied with chloroquine, which they
provided to mothers with sick children
along with information on how to
administer the drug.

The project provided education and
skills training to family members, volunteers from the community, and village
leaders. It recruited volunteer medical
personnel and people living with
HIV/AIDS through the community.

The National TB Control Program within
the new Center for Disease Control was
strengthened to support capacity-building,
monitoring, and supervision of providers in
the provinces and counties participating in
the DOTS program. The logistics system
was overhauled, and an efficient national
drug procurement and supply system was
developed.

Item
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Table 5.3 Reducing barriers to the use of effective interventions for malaria, HIV/AIDS, and tuberculosis by
households (continued)
Home-based treatment of malaria in
Tigray region of Ethiopia

Home-based care of people with
HIV/AIDS in northern Thailand

Strengthening national tuberculosis
control interventions in China

Affordability

The program provided mothers with free
chloroquine, which costs about $0.08 per
child treatment dose.

With an orientation toward building
partnerships and alliances, the project
has created strong referral services from
the home to the health center to the
district hospital and vice versa.
Partnerships between the public health
system and the private sector have
reduced the cost of care to both individual families and the government
health services. Material support for
school fees, food, and clothing has
been obtained from private donations
for needy families.

With free drug provision and consults,
there was a dramatic improvement in the
affordability of six-month therapy—
especially important given evidence of the
higher prevalence of tuberculosis in poorer
counties and marginalized communities.

Women’s
autonomy

Mothers are the primary caregivers of sick
children, who suffer most from malaria in
Africa. This strategy empowered mothers
to take actions to effectively treat their
children in the home.

In northern Thailand, HIV infection has
often resulted in the illness of women
who are wives and mothers. Caregiving
in these situations falls to the grandparents, particularly grandmothers.
Although Thai grandmothers have
always had an important role in the
care and upbringing of children, this
unexpected burden in their later years is
a heavy one. The project has sought to
improve the ability of grandmothers to
function as home caregivers through
training, financial support from the
Social Welfare Ministry, and emotional
support.

Tuberculosis case detection rose for both
male and female patients by increasing
access to care in local communities and
improving support systems.

Knowledge

A key component of this intervention was
improving mothers’ knowledge and ability
to detect fever and malaria and to provide
their sick children with proper treatment.

Training and education for family and
community members is conducted on
home care, ways to decrease stigma,
and spirituality, using local Buddhist
monks to teach meditation.

There were no mass campaigns about the
new service, but information was rapidly
disseminated, as increased demand
revealed.

Accessibility

This approach dramatically increased
access to effective treatment in the home,
where most malaria treatment is provided.

Services have been brought to the
household level for hundreds of
infected people and their families.

Access to tuberculosis care increased as a
result of the proximity of village doctors to
patients and the provision of free care.

Userfriendliness

The approach used was very straightforward, with simple messages and skills
promoted by the mother coordinators.

Providers got whole villages to accept
and participate in the care of people
living with HIV/AIDS and their families
and to adopt a holistic approach to
health care.

Ambulatory care provided as part of the
DOTS strategy offers a better alternative to
hospitalization.

Impact of
policies on
utilization

This approach can be expected to alleviate
the burden of severe malaria cases on
hospitals.

The model has relieved pressure on
government hospital beds and strengthened the referral between community
health centers and central hospitals. It
has also been replicated and recognized
as a “model” community-based service
throughout Asia.

Utilization increased and more than 1 million patients were treated. Patients were
still seeking diagnosis in hospitals that were
not referring patients for DOTS care. Some
poorer provinces and counties had
difficulty covering costs to participate. Both
challenges are addressed in a follow-up
project.

Impact of
policies on
health
outcomes

The under-five mortality rate was reduced
by 40 percent in intervention areas. The
approach was also expected to alleviate the
burden of severe malaria cases on hospitals.

Most people living with HIV/AIDS
experienced substantial weight gain
after three months in the project.
Compared with the mid-1990s, fewer
families and people living with HIV/AIDS
asked that confidentiality be maintained.

More than 1 million patients were cured
between 1991 and 2000. DOTS areas experienced a 35 percent reduction in tuberculosis prevalence over 10 years, compared with
a 3 percent reduction in non–DOTS areas.
The case detection rate almost doubled
between the first and fifth years of implementation (from 14 to 26 per 100,000) in
areas covered by the project, indicating significant demand among prevalent cases.

Item

Water and
sanitation

Source: World Bank staff.
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CHAPTER 6

Improving Service Delivery

I was assigned to Puskesmas Tanjung Aru, East Kalimantan, five
hours from the district capital by boat through river and sea. It
was staffed by two nurses, one midwife, one immunization officer,
and one sanitation overseer. Unexpected problems confronted me
on arrival. The 52-year-old senior nurse tried to persuade the
other staff that I was unable to run the health center and that I
would rigidly control their day-to-day activities. He might have
been correct. I was not at all confident about my management
ability. Later, I learned he was worried my presence might disturb
his private practice, which he had developed since the last doctor
left six years before. Nobody knew about the budget except him.
The health center’s workload and achievements were baffling. There were only three to five patients a day. The latest
data, aside from the registers, were from two years before.
Guidelines could not be found. They were taken by the last
doctor when he left. Four months later we received photocopies
of the guidelines from the District Health Office. They were
not too helpful for managerial matters.There was no money left
for operational tasks even though the year had three months to
go.The doctor’s house was dirty and unfurnished.The previous
doctor took the furniture when he left. A request for replacement was sent to the District Health Office, but six years had
passed with no response. Staff suggested I take a spare examination bed from the health center. I did this because I could not
afford to buy a bed.The staff lacked initiative. No one came to
work before 10 a.m., and everyone left before 1 p.m.They said
that there was little to do.
Source:World Bank staff, Indonesia.

Health providers in both the public and private sectors,
and in both the formal and informal sectors, play a key
role in delivering interventions of relevance to the
Millennium Development Goals. Many are efficient,
deliver high-quality care, and are responsive to their
patients. But many are not.As a result, resources—public
and private—are wasted, and facilities sit underused.
Patients often receive care that is inappropriate to their
needs, paying for it out of very limited means.They may
also receive care that is downright dangerous.
Two things can make a difference. One is the quality of
management. Better management means a clearer delineation of responsibilities and accountabilities inside organizations, a clearer link between performance and reward,
and so on.The first part of the chapter reviews these and
other elements of good management, providing examples
of where better management has made a difference.
Something else can also make a difference. Management means getting accountabilities right within an
organization. Equally important—if not more so—are
accountabilities between the organization and the public.
These can be improved along one or both of two routes.1
The short route, leading directly from the patient to the
provider, can be strengthened through a variety of
schemes, including vouchers, report cards, and citizen
management groups.The long route, leading from the citizen to the policymaker and then to the provider, can be
strengthened at two points—the citizen-policymaker
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relationship (making policymakers more responsive to citizens) and the policymaker-provider relationship (making
providers more responsive to policymakers).
The World Development Report 2004: Making Services
Work for Poor People1 provides a thorough discussion—for
several sectors—of ways to strengthen both routes and
both elements of the long route.The focus here is on just
one sector (health) and within it on services and service
providers of special relevance to the Millennium
Development Goals for health. The focus is also on just

Who’s who in the health sector—
and the challenges that face them
Anyone attempting to improve service delivery has to
wrestle with the fact that a variety of providers deliver care
of relevance to the Millennium Development Goals, often
to the same person in the same illness episode.The array of
relevant providers is bewildering (box 6.2).
The boundaries between the different sets of actors—
especially between public and private—can seem confusing,
because a provider may be, say, private on one dimension
but public on another.
• Payment can be public or private, regardless of who
provides the services.

two relationships—the link between the patient and the
front-line provider and the link between the policymaker
and the provider organization. The interested reader is
referred to the World Development Report for ways of
strengthening the citizen-policymaker link, a generic
rather than health-specific issue.
Another area of service delivery is only partially covered in this chapter. This is the delivery mode—where
different services should be delivered and by which medical staff (see box 6.1 and chapter 7).

• Ownership of the business or activity. Ownership refers not
to the ownership of the premises but to the ownership of
any leftover funds (or debts) at the end of the year,after all
costs have been paid.When clinics or hospitals are publicly owned, leftover funds belong to the treasury or public purse.When clinics or hospitals are privately owned,
the organization itself or a private person has a legal claim
to all leftover revenue. For a nonprofit entity, the profits
cannot be distributed outside the organization.
• Ownership of premises. Public clinics are almost always
located in publicly owned buildings. Private clinics, and
even hospitals, however, often do not own their
premises but rather rent them. Sometimes private clinics
are even run in publicly owned buildings.This does not

Box 6.1 The changing mix of cure and care: Who treats what—and where?
Throughout the twentieth century, service institutions have
responded—albeit slowly—to rapid changes in health technology.
Countries choose combinations of “delivery modes” based on
costs and international standards but also on country-specific characteristics, such as geographic and density constraints, transport
and infrastructure capacity, existing health infrastructure inherited
from previous technological innovations, labor market characteristics, training and orientation of providers, and so on.What is delivered as inpatient treatment, outpatient hospital, health center or
home visits—and by whom—is far from standard across countries.
Technological progress triggers modifications in the nature,
type, and quantity of services required. Hospital tuberculosis treatment (the sanatorium) was replaced by outpatient clinical care
thanks to antibiotics. Screening followed by treatment—DOTS
(directly observed treatment, short-course)—were later standardized to allow delivery through community outreach. Similarly,
new treatments for HIV and cancer cut long hospitalization
requirements. The care and cure functions of the hospital also
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evolve. Hospitals are being transformed into long-term care centers for the elderly, while more complex procedures are conducted
in ambulatory clinics. Home-based nursing care is being revived.
Countries at similar levels of technology have opted for different models with comparable success. Independent practitioners developed first in Western countries and have been the
cornerstone of Western systems. The hegemony of hospitals in
the Western world is no older than the twentieth century. In
contrast, hospitals have played a much larger role in the provision
of outpatient care in Eastern Europe and Central Asia, Latin
America, Sri Lanka, and Vietnam. In Africa health systems developed through hospitals and mobile clinics since the beginning of
the twentieth century, with primary health care emerging only
in the 1980s. Different skill levels are also used for similar interventions. Health technicians and nurses have performed caesarean sections in Mozambique, while other countries use
general practitioners or skilled obstetricians.
Source: Reference 1.

make the business, or operation, any less “private,” since
the leftover revenue still remains with the organization
or its owners.
• Employment. Health professionals can work in the
public sector, the private sector, or both. Sometimes
this is legal. Sometimes it is not. Sometimes people
employed in the public sector “steal” the time they are
supposed to devote to public employment and sell it
privately, in much the same way that they sometimes
steal drugs and sell them privately. It is not difficult to
distinguish what is public and private in this case.
When employees work for a public organization and
steal time, they are stealing from a public employer.
When employees sell what they have stolen—be it
drugs or time—it is a private transaction (they are selling something they own, even if they obtained it by
stealing).
By being clear about which aspect of health services delivery is being discussed, it is easy to distinguish whether it is
public or private. Such distinctions are critical in under-

standing the organization of health services and the incentives associated with the organization.

The public sector
Many of the problems associated with the public sector are
rooted in the more general structural problems related to
the broader public sector:
• service commitments greatly in excess of allocated
funds, undermining the accountability relations between
policymakers and service providers
• weak public sector accountability arrangements and limited capacity for core administrative and policymaking
tasks
• managers who are judged not on performance but on
“political merit”
• managers who are appointed not on their technical
merits but through cronyism
• budgets that are unpredictable and funds that leak out
of the public sector

Box 6.2 Who delivers which care for the Millennium Development Goals for health?
The answer to the question “Who delivers which care for the
health Millennium Development Goals?” is simple—a bewildering variety.
Public providers include primary health clinics, health centers, and hospitals. Public providers of potential relevance for
achieving the Millennium Development Goals include rural and
urban clinics and health posts, as well as first-level referral hospitals. Public facilities are almost always arranged as a hierarchy of
facilities—of decreasing sophistication as one gets farther into
rural areas. Facilities are formally staffed by qualified medical
staff, who are salaried civil service employees (and managed
largely from outside the facility).
Services are often officially free or subsidized. Public funds
flow to facilities based on installed capacity and centrally established norms. Accountability for performance is through administrative oversight, usually by the Ministry of Health, less often by
local government bodies. Oversight typically focuses on appropriate use of funds and adherence to rules related to personnel.
The largest facilities—referral hospitals—are often integrated
into the political realm, in that senior management is appointed
and dismissed following changes in government.
Private providers come in three broad guises:
• For-profit formal providers include registered selfemployed doctors, clinics, hospitals, and diagnostic clinics, as
well as registered, organized, formally trained traditional

healers (ayurvedic healers, traditional Chinese medicine
healers, midwives).
• Nonprofit formal providers or nongovernmental organizations often operate primary health care facilities as well as
district—and sometimes referral—hospitals. They often
include organizations undertaking outreach activities, such
as information, education, and communication programs
and social marketing.
• For-profit informal providers include traditional healers,
drug sellers, pharmacists (who offer informal diagnosis and
recommendations on medications to take), unqualified
practitioners of allopathic medicine, and traditional birth
attendants.
All play a role in delivering services and interventions relevant to
the Millennium Development Goals. And there is a striking
degree of heterogeneity within a country for the same type of
intervention or service. One woman might have her baby delivered by a traditional birth attendant. Another might have hers
delivered by a midwife at home. A third might have hers delivered by a doctor at a hospital. One child with diarrhea might be
taken to a public facility, while another might be taken to a private provider. To complicate matters further, the same person
may visit several types of provider within the same illness
episode—some in the public sector, some in the private.
Source: World Bank staff.
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• self-selection into the public sector of staff who prefer
a work environment not based on performance
• an inappropriate wage structure
While important, these problems are generally best addressed
through interventions that cover the entire public sector.
Other problems can be addressed within the health
ministry or sector.These include:
• low wages
• leakages of funds from the ministry of health to facilities
• weak external accountability arrangements for service
delivery tasks
• a lack of management skills and training on the part of
health facility management; managers who do not
manage staff (civil service) and who cannot therefore
be held accountable or make required cost savings or
quality-enhancing changes
• significantly higher costs to deliver services in rural areas
(people educated in cities prefer not to live in rural areas)

or services, and the desire for return customers can lead
for-profit providers to deliver unneeded or inappropriate
care when patients want it. In developing countries, mutual
distrust, and often animosity, between the government and
the private health care sector is common, meaning that
interaction with the public system is minimal. Even where
common interests exist, the lack of mechanisms or forums
for interaction and coordination makes working together
very difficult.
The informal private sector can also be weakened by
various underlying structural issues. In developing countries, regulation usually has very little influence on informal
private providers.They tend to be weakly organized, making it hard for policymakers to reach them with any policy
intervention, and there is little or no professional support
for quality improvement. Informal providers are almost
always organized as solo practices, a setting known to
undermine the quality of care.They are also isolated from
the public sector and the formal private sector, further constraining coordination and the quality of care. Animosity
from the formal allopathic medical profession keeps them
isolated and excluded from most policy dialogue.

• unclear objectives and responsibilities of provider
organizations
• the fact that the services produced are valued by individuals and can be sold privately, which, coupled with
weak management, leads to dual practice and absenteeism
• the perception that the work (such as treating people
with HIV/AIDS) is dangerous
• general skills that are valued elsewhere, leading to emigration and loss of staff to the private sector

The private sector
Various structural features create service delivery problems
for the nonprofit sector as well. Its dependence on donations and other inputs tied to philanthropy or altruism
limits its opportunity to expand. Many nonprofits operating in developing countries rely extensively on international nonprofits for funding, making their funding
unpredictable. Some nonprofits undertake religious or
political activities or are closely associated with organizations that do.This sometimes contributes to a lack of trust
by governments and the population, hampering their
activities and growth prospects.2 The absence or weakness
of mechanisms or forums for regular communication and
coordination with other nonprofits and with policymakers
reduces the efficiency of nonprofits.
The formal for-profit sector also exhibits certain structural features that can cause problems. The bottom-line
focus discourages the sector from cross-subsidizing patients
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Better management—improving
accountability within provider organizations
The Malaysian state of Sarawak and the Indonesian province
of West Kalimantan face one another across the MalaysiaIndonesia border.They share language, ethnicity, and religious
characteristics (box 6.3).Yet the approach to management in
their public health facilities is markedly different. Sarawak
health workers are highly committed to quality and client satisfaction. They work in teams in a cooperative fashion, and
they are encouraged to set priorities in the light of local circumstances, to take initiative, and to be innovative.Their attitude reflects a deliberate policy in Malaysia to encourage local
initiative, right down to the individual staff member.The aim
is to instill, through training and the use of health systems
research as a management tool, strong problem-solving and
decisionmaking skills in management teams—at the facility,
district, and provincial levels. Initiative is rewarded: each year a
health worker is chosen to receive a prestigious national
award recognizing personal initiative.
Across the border in West Kalimantan, things work differently. The Indonesian government imposes detailed
guidelines, activity schedules, and workload norms on staff,
leaving no room for local decisionmaking and initiative.
These two sets of facilities provide examples of two
entirely different perspectives on management. The
Indonesian approach has its roots in the hierarchical
command-and-control model. Initiative and decisionmaking
are exercised only at the highest level. Problems encountered

Box 6.3 Different management styles, different countries—but just miles apart
In March 1999 a team that included Indonesian and Malaysian
experts and an expatriate medical anthropologist spent a month
visiting health facilities and assessing service delivery in Sarawak
(Malaysia) and the adjacent Kalbar Province of West Kalimantan
(Indonesia), areas that share some language, ethnicity, and religious characteristics. Both Indonesia and Malaysia are committed to the Health for All vision. But discussions with staff,
patients, community leaders, and others revealed important differences in approach—differences that probably account for
much of the strikingly different results observed in these adjacent
provinces. For example, the estimated infant mortality rate in
Sarawak, 9 deaths per 1,000 live births, is roughly a fifth of the
rate thought to prevail in Kalbar.
Facilities
In Sarawak clinics are spacious and clean, and they provide a
healthy environment in a well-maintained setting. Local attendants
are hired to maintain each facility. Every clinic has a delivery
room. Clean water is available, and the latrines and furniture are
superior to those in Indonesia. In Kalbar the team encountered
filthy unused rooms with equipment in disrepair and patients who
needed to be referred to other facilities. But it also found a pristine
clinic with a healing herb garden, patients happy with services, and
staff whose only complaint was that they weren’t paid enough.
Uniformity or innovation
Conditions and services of the same level in Sarawak are standardized and predictable regardless of where facilities are located.
Only three staff are posted in each rural clinic, with consistency
of effort and skill maintained.The health care provided may not
stray from that guaranteed by the system.The medical assistant is
permitted to follow up a complex case only after the doctor
receiving the referral has established the treatment regimen. But
the state health department encourages personnel to be innovative. A prestigious award goes every year to staff who develop
new ways to accomplish their tasks.
Program activities
Sarawak’s clinics, unlike Kalbar’s, provide only outpatient and
mother and child health services. Health education is integrated
into every activity. Outreach activities are done by village health
teams and the Flying Doctor Service, each based in the divisional
health office.The only outreach handled by clinics is the updating
of the village health survey every two years.This census identifies

at lower levels are passed up to higher levels for a decision.
There are no managers in the true sense of the word.
Instead, administrators execute decisions according to previously agreed protocols and rules, with little or no scope for
autonomous decisionmaking at the facility level.

villages with low health status, a key step in Sarawak’s initiative to
decentralize priority-setting to clinics.
Quality issues
Quality-related slogans and pictures appear on office walls in
facilities throughout Sarawak.Almost everyone, from the director
in Kuching (the state capital) to medical assistants at Klinik Desa,
talks about quality. Quality is their culture, influencing the way
they think and deliver services. Starting with top managers,
everyone in the system is trained in quality.This contrasts starkly
with the situation in Indonesia, where efforts to improve quality
started at the grass roots without preparing managers. The
Sarawak Health Department’s vision, mission, and client charter
are displayed to staff and the public. Every service and support
unit must develop and exhibit its client charter.
Competence of staff
Medical assistants, who perform the same tasks as nurses in
Indonesia’s Puskesmas, were trained to diagnose and treat certain
diseases. Their training—senior high school plus three years of
nursing school—is equivalent to Akademi Perawat in Indonesia.
New staff also receive training on quality assurance and corporate
culture before they are deployed. Staff receive briefs about field
activities and the obstacles they may encounter. Motivational and
corporate culture courses are held annually.The Sarawak Health
Department also provides staff with technical guidelines. All staff
concerned use the guidelines, unlike Kalbar, where most staff said
they had never read or referred to the guidelines. Sarawak’s technical and administrative guidelines are readable, clear, wellstructured, and comprehensive. And implementation of the
guidelines is closely monitored through quarterly quality checks.
Staff performance, linked to salary increments, is assessed yearly.
Teamwork and management
Teamwork is demonstrated at all levels in Sarawak. Two key elements are dedication to quality and customer value and an environment of cooperation with rewards for the success of teams rather
than individuals. An informal and professional atmosphere exists,
with staff throughout the state having met each other or even
worked together. In Kalbar interpersonal and interorganizational
communication is poor, community acceptance of services is limited, and effort and imagination in training personnel is minimal.
Source: Reference 6.

The Malaysian approach, by contrast, has more in common with the new public sector management philosophy.3,4
Responsibility for tasks and decisionmaking is delegated to
specific parts of the organization and to specific individuals.
Individual accountability is emphasized, and there is a focus
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on performance—not inputs and processes but outputs and
outcomes.5 Good performance is rewarded, financially or in
some other way.There is a focus on clients and a belief that
an organization is ultimately accountable to its clients. A
client-oriented strategy emphasizes customer choice and satisfaction. Business techniques enhance performance and are
a standard part of strategic planning.
Elements of the philosophy are evident in successful
nutrition and child health programs. In Tamil Nadu’s
Integrated Nutrition Program (box 6.4), community
nutrition workers were given clearly defined duties.
Information on outputs enabled the community to keep
workers accountable, and it enabled the workers to see
how their programs were working. In Céara’s Programa de
Agentes de Saúde (box 6.5), credited with a substantial
reduction in child mortality, health agents and nursesupervisors were assigned clear tasks and given clear
responsibilities, and the intended outcomes of the program
were emphasized throughout to both health workers and
members of the public. Good performance by a team
(high immunization rates) was rewarded with a prize. And
health agents were held accountable for their performance
through a community-based monitoring process.
World Health Organization guidelines in developing
national Integrated Management of Childhood Illness
(IMCI) programs stress clear definitions of the roles of
central and district levels, strengthening existing management structures, involving staff with good clinical skills in
supervision, and using management information to solve
problems and improve planning.7 Performance feedback,
which is also emphasized, has been found in Niger to have
a “significant and consistent” impact on provider performance among those with previously low compliance.8
In maternal health, too, successful programs include elements of the new public sector management philosophy.
China has a multilevel management strategy to achieve
maternal health goals. Management plans for maternal and
reproductive health care are developed at the lower levels,
and those managers are rated on specific tasks, which also
serve as a basis for promotion. Greater autonomy and
accountability through this system have helped promote
preventive measures and increase referral rates among
high-risk pregnant women.9
In other settings, audits and evidence-based standards have
improved the quality of obstetric care. In Indonesia the government committed itself to systematized, district-level audits
to monitor performance and ensure quality of care. Malaysia
intensifies management attention to underperforming districts identified through such procedures, revising protocols
for personnel and facilities on the basis of data it collects.10,11
Performance-oriented measures have been shown to be
effective. In Ecuador quality assurance measures signifi98 | The Millennium Development Goals for Health

cantly increased provider compliance with clinical standards for maternal health, even without additional
resources to implement the initiative.12 In Ghana and
Jamaica the introduction of audits as a monitoring and
nonpunitive educational tool was associated with better
processes for obstetric care (more use of protocols), with
feedback identified as crucial to successes.13 In South
Africa an adolescent services program links achievement
of national standards and criteria to accreditation of public
sector “adolescent-friendly” clinics. Using a combination
of quality improvement methods, external assessment, and
a rating system, the program has been integrated into a
broader sexual health program, with promising results.14,15

Institutional reform—strengthening the
accountability of provider organizations
Public providers
Attempts to improve the performance of public providers—
most often focusing on productivity and quality—are the
most common service delivery reforms in developing
countries.The mechanisms applied in the health sector typically seek to alter institutional arrangements to create better
incentives for public providers—either by increasing the
leverage of patients (the short route of accountability) or by
improving the effectiveness of supervision (part of the long
route). Mechanisms to increase patient leverage and supervisory effectiveness often rely on financial incentives by
seeking to tie payments to provider organizations (not necessarily individual providers) more closely to performance.
Some initiatives also seek to reduce organizational constraints associated with public sector ownership that block
responses to existing incentives. Some are in the realm of
public sector reform more broadly (civil service reform,
budget management and execution reform, improved
human resource policies) and are not reviewed here.
PERFORMANCE-BASED

PAY M E N T
(INTERNAL
Public sector organizations in developing countries are typically neither recognized nor
rewarded for better performance. So performance-based
payment is a common strategy to improve performance. It
consists of formal agreements between a government
supervisory agency and public providers linking remuneration to specific aspects of performance. This funding
arrangement for public services, widespread in industrial
countries, is now more common in middle-income countries. The agreements typically focus on increasing productivity (and sometimes quality) by clarifying related
organizational objectives and responsibilities, thereby
strengthening policymakers’ accountability relationship
with the provider(s). When applied to primary care, the
C O N T R AC T S )

Box 6.4 Management in India’s Tamil Nadu Integrated Nutrition Program
The Tamil Nadu Integrated Nutrition Program, started in 1980, was
converted to the Integrated Child Development Services Program
in 1997. Core features of the program were growth monitoring,
nutrition education, and food supplementation programs, implemented in community nutrition centers by community nutrition
workers.The program was successful in several respects. It reduced
severe malnutrition in the program areas. It has been sustained for a
long period.And it operates on a large scale. Reductions in moderate malnutrition were lower than expected, but the results have been
attributed to unrealistic targets rather than the level of achievement.
How did the management of human resources contribute to
the positive results of the program? Changes in staffing and job
design, training and supervision, and monitoring made a difference.
Staffing and job design
The program implemented well-designed procedures for staffing
and job design:
• Recruitment. Individuals were eligible to become community nutrition workers if they resided in the village, had at
least eight years of schooling, and were acceptable to the
community. Special efforts were made to recruit women
who were both poor and had healthy and well-nourished
children. The rationale for this approach was that there
would be no social barrier between the community nutrition workers and their poor clients and that they would be
credible, since they had already managed to raise wellnourished children despite their low socioeconomic status.
• Duties and work routines. To help community nutrition workers focus on priority issues, their job description included a
limited number of clearly defined duties, to be performed
according to a specific work schedule.Village registration of
women and children was to be conducted once every three
months. Growth monitoring took place during three days a
month. The supplementary feeding program was implemented between set hours in the morning. Home visits
were conducted in the afternoon.
• Rewards. The community nutrition workers received a low
monthly wage, but their compensation was still higher than
they would have earned as agricultural workers. Community
nutrition workers were also motivated by factors other than
income: the satisfaction of helping others and the higher status that came from being associated with a program that
improved the lives of their peers in the community.

payment often flows to providers based on patient choice.
In these cases, the strategy also relies on increasing the
leverage of patients to improve accountability.Another key
element of the improved incentives is the enhanced
enforceability of the agreement—that is, the ability to verify when responsibilities have been fulfilled or not on both

Training and supervision
The community nutrition workers received training and supervision support in two main areas:
• Preservice training. Community nutrition workers and community nutrition supervisors received training that lasted
two months, a significant amount of time for this kind of
program.Training groups were kept small, enabling a strong
emphasis on role-playing exercises.
• Supervision and in-service training. The high supervisor-toworker ratio (one community nutrition supervisor supervised 10–15 community nutrition workers) meant that
community nutrition supervisors had time to adequately
supervise the community nutrition workers. In addition to
routine supervision, joint home visits were made to families
who failed to bring their children to weighing and feeding
or whose children did not gain weight after 90 days of food
supplementation. The community nutrition supervisors
were in turn supervised by community nutrition instructors.
Monitoring
The monitoring system generated timely and good-quality data,
although too much information was sometimes collected.
Monitoring information was used for two purposes:
• Information for workers and clients. Special efforts were made
to collect data not only for managers but for frontline
workers and their clients in the communities as well. Every
month data collected by the community nutrition workers
were displayed outside the community nutrition centers.
The data included information on the number of children
who had been weighed, the number of children of different
nutritional status, and the number of children who received
supplementary feeding. These data provided community
members with an idea of how the program was doing.
• Information for management. Community nutrition supervisors and instructors collated information from the community nutrition workers during monthly meetings. The data
were sent to the project coordination office, to be converted into key performance indicators and used for overall
management of the program.

Source: Reference 16.

sides and the fact that at least part of the funding flows are
tied to some measurable aspect of performance.
Does it work? Evidence on impact in developing
countries is mixed. Performance-based payment appears to
work fairly well in middle-income countries and less well
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Box 6.5 Innovative and effective management of public health workers in Céara, Brazil
Although it is one of the poorest states in Brazil, the northeastern
state of Céara has achieved impressive improvements in child health.
The infant mortality rate fell from about 100 per 1,000 live births in
the mid-1980s to 65 in 1992,a 36 percent reduction.A rural preventive health program, Programa de Agentes de Saúde (health agent
program, PAS), has been credited with much of the improvement.
A central feature of the program was the use of health agents,
who visited households to provide advice and assistance on oral
rehydration therapy, vaccination, antenatal care, breastfeeding,
and growth monitoring.The agents also collected data for health
monitoring purposes. By 1993 the health agents were making
monthly home visits to 850,000 families—roughly 65 percent of
the state’s population. Even though health agents did not earn
more than the minimum wage and worked under temporary
contracts without job security or fringe benefits, they performed
well and helped achieve important health gains.
How did Céara achieve this? Effective public management of
human resources played a large role, in a variety of areas, including addressing concerns about clientelism, the hiring process,
motivation, supervision, and community monitoring.
Addressing concerns about clientelism
Before PAS was initiated in 1987, most municipalities had no
public health program. At most, the mayor had an ambulance at
his disposal and kept a small stock of prescription medicines at
his home. Medicines and ambulance rides were usually given to

in low-income countries.18–23 In both settings the evidence
is relatively strong that the strategy leads to increases in output, access, productivity, and responsiveness.18–24 Quantifiable positive impact on health care quality is less easy to
identify, partly because it is so rarely measured.
Performance-based payment appears easier to apply for
primary care services than for acute care, probably because
it is more feasible to tie the payment allocation to patient
choice of provider. (It is widely accepted that patients can
judge the quality of primary care services, and hence
providers, better than they can judge hospitals and hospital
service quality.)
There is more evidence from middle-income countries,
especially from Latin America and Central and Eastern
Europe. In both regions there is stronger evidence of positive impact for performance-based payments at the primary care level than at higher levels of care. Such evidence
comes from Croatia, Estonia, Latvia, Lithuania, Peru,
Poland, and Romania.18,23,25,26 In Argentina and Nicaragua
social security institutes have increased productivity by
establishing capitation payments for an integrated package
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relatives and friends in return for political loyalty. The new
Brazilian constitution of 1988 increased mayors’ access to revenues for health expenditures, as it increased federal transfers to
the municipalities.The planners of the PAS had to work within
this context of decentralization. They feared that hiring a large
number of health agents and nurse-supervisors would be vulnerable to clientelism.The state addressed the problem in three main
ways. First, it hired workers based on merit and offered them
temporary contracts, not job tenure. Second, the health agents’
salaries were paid directly from the governor’s office. Third, the
state health department appropriated the responsibility for hiring
the health agents, while leaving the hiring of nurses to supervise
the health agents to each municipality.
Hiring
The state-level coordinating committee placed strong emphasis
on hiring people based on merit. It required all applicants to submit written applications, from which it selected candidates to
interview. Two members of the selection team (usually a nurse
and a social worker) then traveled to each town for interviews,
followed by a group meeting.The group meeting was often followed by a second round of individual interviews with candidates
likely to be selected.The visits of the hiring team created a sense
of excitement in the towns and added to the prestige of being
selected. Although the jobs paid only the minimum wages and
came with no fringe benefits, many people found the position

of inpatient and ambulatory services.27 In Central Europe,
where capped, case-based payments cover inpatient services, increases in the volume of services and declining
average lengths of stay—in Bulgaria, the Czech Republic,
Estonia, Hungary, Latvia, Lithuania, Poland, Romania, and
the Russian Federation—suggest increases in productivity.18* Deterioration in quality (due to skimping on costly
nonobservable aspects of quality) has not arisen as a serious
concern. Elsewhere in the former Soviet republics, and in
Latin America, the results are more ambiguous.This lack of
response is typically attributed to insufficient provider
autonomy and a weak link between performance and pay
(insufficient funds relative to service commitments).
When does it work best? Key influences on the
success of the approach include whether the public
provider has the ability to respond (see the discussion of

* Since other systemic changes have been implemented along with
performance-based payment in Central Europe, it is not possible to attribute
the results to any single aspect of the reforms (such as the payment mechanism).

desirable, particularly as it was a year-round rather than a seasonal
job.The newly hired workers began their jobs with a strong sense
of prestige for having been selected.

they had been paid in their previous jobs. These factors helped
the state ensure good supervision of its health agents.
Community monitoring

Motivation
The positive effects of the hiring process were enhanced during
the implementation period. The program received much publicity, in large part thanks to funding from private firms for radio
and television campaigns. Municipalities that achieved the highest immunization coverage were awarded prizes, further adding
to the prestige of agents in the communities.The program provided three months of full-time training to the health agents, a
strong motivating factor. Access to this kind of training was
unimaginable to most people in the interior of Céara. Health
agents were also motivated by the fact that their jobs were more
diverse and satisfying than most other jobs in the area.
Supervision
Supervision of the health agents by nurses was a critical part to
the program’s success. In urban clinics and hospitals, where many
of the nurse-supervisors had previously worked, they had a subordinate status and performed much more administrative work
rather than actual nursing duties. They often felt alienated from
their work and ignored as professionals. In the program in Céara,
their status changed dramatically. Each nurse supervised and
trained 30 health agents and was considered a very important
person in the community. The nurses were also paid more than

autonomization below), whether service commitments are
congruent with funding levels, whether output and key
components of performance expectations are easily measurable (as in primary healthcare), and how far capacity
strengthening of the payer or funder is addressed as a central part of the initiative.
Other factors are important, too. Positive impacts are
more likely when the potential bonuses to be gained by
better performance are sufficient to justify substantial
effort by the provider.And responses are greater when the
provider organization can retain and allocate the extra revenues. Schemes in which this is not the case have little or
no impact. Can the patient choose the provider and in the
process direct funding flows? For hospitals it appears that
the threat to take away funding is usually perceived as hollow. So reforms are more successful when performance
pressure relies not on pressure from competition for market share but on the possibility of bonuses.†
† Public providers rarely perceive the threat of not receiving a contract as
credible, even where alternative providers exist.28

In addition to effective supervision by nurses, the community
made sure that health agents performed well. During the hiring
process, the program linked prestige not just to those who passed
the rigorous selection process but to the whole program and its
mission of reducing infant mortality and morbidity. A special
message was given to applicants who were not chosen for the
job. They were encouraged to make sure that the health agents
followed the rules of the program.The rules, constantly repeated,
were that the health agents had to live in the area in which they
worked, work eight hours a day, visit each household at least
once a month, and attend all training and review sessions.
To avoid turning disgruntled job-seekers into overzealous
watchdogs, the selection committee conveyed the message to the
applicants in a way that made them feel involved in the program.
Indeed, community members reported to the nurse-supervisors
when they felt satisfied about the job a particular agent was
doing, not only when they perceived that the agent had done
something wrong. This socialization of all job applicants to the
program’s mission created an informal but powerful monitoring
presence in the communities, adding to a sense of collective
responsibility for the program.

Source: Reference 17.

The weak impact of performancebased payment strategies in public hospitals is frequently
attributed to the lack of decisionmaking authority and flexibility to respond to incentives. That is why another strategy—autonomization—is used, often in conjunction with
or following those just described. Autonomization consists
of delegating additional decisionmaking authority to hospitals. It aims to improve productivity by giving providers the
flexibility to respond to performance incentives, especially
to manage labor and production, to pay staff based on performance, and to undertake cost-saving or quality-enhancing changes.28 Autonomization also often seeks to create
some risk-bearing for the provider to motivate performance
(residual claimant status). In low-income countries autonomization is most often driven by fiscal crises and a desire to
shift more care toward the primary level.There is usually a
focus on mobilizing resources in the autonomized facilities
from user fees. Autonomization does not work through
improving the accountability relations for policymakers or
patients—it seeks to increase the ability of providers to
respond to whatever incentives—created primarily by the

AU TO N O M I Z AT I O N
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public payment system and the choices of private payers—
exist.
Does it work? No rigorous evaluation of autonomization has been conducted in low-income settings.The assessments that have been done have produced mixed results.29
Efficiency and sometimes quality have improved when labor
management is delegated—as they did in India and
Kenya.30,31 But the emphasis on revenue generation from fees
has undermined access for the poor in a number of countries,
including Indonesia and Malaysia.32,33 Results in middleincome countries are better, with evidence of efficiency gains
in Colombia34 and efficiency gains combined with quality
improvements in Tunisia.32 The greater capacity of the funder
or payer in middle-income countries allows the use of payments as performance leverage for providers.
When does it work best? A variety of factors influence the success of autonomization.Are services for the poor
paid for or otherwise supported and monitored? Are agreements about maintenance of important but money-losing
services explicit and monitored? Is there explicit support for
central government and other administrative officials to shift
the nature of their oversight? The reform time horizon for
autonomization is long (three to five years). Management
capacity needs to be in place in the provider unit before the
reform is imitated—or at least strengthened as a central part
of reform.There has to be an explicit and focused effort to
create accountability mechanisms that are not based on dayto-day administrative control (oversight boards, regulation,
accreditation).The organization’s mandate has to be narrow
and clear. And output-based or performance-based funding
has to be in place before the provider reforms.
Like autonomization for hospitals, privatization has been applied at the primary level to give public providers the freedom and the high-powered incentives
that come from being the owner (residual claimant).
Privatization at the primary level converts a salaried publicly
employed physician into a self-employed independent contractor, with a service contract with a public payer (such as a
social insurance organization). The strategy was implemented to different degrees in almost all Central European
countries following the establishment of social insurance
systems (95 percent of primary healthcare providers in the
Czech Republic and 80 percent in Estonia have been privatized). In Croatia, Estonia, and Romania the capitation payment is allocated based on patients’ choice of provider.
P R I VAT I Z AT I O N

Does it work? Privatization of primary healthcare, in
conjunction with capitation-based payment and training in
family medicine, is associated with positive results in three
assessed cases in Central Europe. In Estonia the annual num-

102 | The Millennium Development Goals for Health

ber of visits per doctor and the number of visits per inhabitant rose. Immunization coverage, which is paid for separately, rose from 74 percent to 88 percent.20 In Romania the
use of primary healthcare—a key goal of the initiative—
increased significantly.23 Efficiency also increased. And as in
Estonia, significant increases in immunization rates were
observed. In Croatia efficiency was not assessed in the privatized practices, but physicians were more accessible and
patient satisfaction had increased.22
The reform appears to generate two sources of
accountability: pressure to please patients enough to maintain registered patients and requirements for pricing, professional licensing, facility adequacy, and other staffing to
maintain the contract with the insurer. But privatization in
these three countries, and others in the region, has been
associated with fragmentation (such as reduced practice
size), raising concerns about reduced efficiency and a possible decline in clinical quality.
When does it work best? Privatization of health services in developing countries has been assessed only at the
primary healthcare level. It appears to work well when there
is an established, solvent purchaser in place and capitation
payments are combined with patient choice.The tendency
toward fragmentation may be reduced by contract processes
that promote group practice (price-setting) and by provisions to promote access to capital and premises.
Decentralization is intended to
improve the quality of services and the productivity of
providers by strengthening the policymaker’s accountability relations with providers (the local government supervisor is closer). Indirectly, decentralization may increase
patient leverage, as patients are likely to be able to exert
more pressure on local governments to improve health
services than they could on the central government, partly
because information on preferences and performance is
easier to obtain at the local level.

D E C E N T R A L I Z AT I O N

Does it work? The impact of decentralization has
been mixed in low-income countries.The health services
element of broad decentralization initiatives has been particularly poorly designed and implemented, often driven
by political or fiscal considerations. In Tanzania decentralization improved the efficiency of and access to primary
healthcare services, but in Ghana efficiency declined.35
There have been notable examples of deterioration in the
provision of public goods, such as disease surveillance and
preventative services (Ghana, Indonesia, Tanzania), and in
the equity of access (Uganda). There is less evidence on
the impact of decentralization in middle-income countries, though it has generated improvements in responsiveness and equity in Colombia.36

When does it work best? Adequate resources to
operate services have to be allocated along with new service
responsibilities. Local political institutions have to be relatively functional (voters need to have influence—another
element of the long route of accountability). Health authorities have to be integrally involved in designing and implementing the decentralization initiatives for health services.
Concerted efforts to build local government capacity—
planning, supervision, budgeting, and expenditure and
financial management—have to be part of the initiative.
Mechanisms also need to be in place to ensure capacity to
cover the core public functions outlined in chapter 8 (disease surveillance and control, funding for and attention to
preventive services and services that promote health, human
resource planning, interregional coordination). Adequate
time has to be allocated to design and implementation,
especially for building the capacity of local authorities to
perform new oversight tasks.
G OV E R N A N C E
PA RT I C I PAT I O N Participation
is
intended to improve productivity and the quality of services by involving representatives of community interests
in the governance of local facilities. It relies on directly
strengthening the leverage of patients (the short route of
accountability), or at least their representatives, in provider
oversight. Patients’ first-hand knowledge and influence
shorten the “feedback” loop of supervisory accountability.

Does it work? Some governments have had difficulty
establishing meaningful participation, but there have been
positive changes where it has been established. In Burkino
Faso participation of community representatives in public
primary healthcare clinics increased immunization coverage
and the availability of essential drugs.37 The percentage of
women with two or more antenatal visits also increased. But
the resources spent increased as well, so it is not possible to
assess the impact on efficiency. In Peru participation is associated with reduced absenteeism of staff, reduced waiting
times, and the perception of higher quality by patients.26,38
When does it work best? No formal evaluation of
participation has been conducted, but several characteristics seem to contribute to success. Better results are
achieved where the selection process for representatives is
transparent and involves community members rather than
appointed representatives. Governance participation is
more likely to improve service provision where reasonably
strong community organizations already exist and motivated community members are present. Supervisory
responsibilities need to be well defined and focused (as in
the allocation of revolving drug funds in the Bamako initiative and elsewhere). Governance participation probably
works better for primary care than for hospitals—the

greater complexity of the services and organization of
hospitals appears to undermine the influence of community representatives in oversight processes. And strong
technical and advisory support has to be provided to community representative bodies.
Accreditation initiatives are becoming more common in developing countries. Under this strategy, public hospitals are motivated to
improve quality standards as assessed by external reviewers
in order to receive “accredited” status.This approach does
not directly use either policymaker oversight or patient
leverage, though it often relies on those forces indirectly
by linking accreditation to eligibility for public funds or
by directing patients to accredited facilities.

AC C R E D I TAT I O N O F H O S P I TA L S

Does it work? Only two developing countries that
have implemented accreditation for health services
providers have been assessed.The accreditation initiative in
South Africa has improved process quality, though there is
no evidence on the impact on outcomes.39 In Zambia
there has been no demonstrable impact.40
When does it work best? Accreditation works best
when it is linked to financial leverage—when it adds to
the provider’s “bottom line.” It is most successful when
provider associations are productively engaged and
involved in developing standards. Substantial facilitation or
consulting services are required to help hospitals implement needed improvements.41,42

Nonprofit providers
When governments work with nonprofit providers to
achieve sector objectives, their efforts usually focus on
expanding services or increasing efficiency through better
coordination. Several approaches are commonly used,
including informal arrangements for in-kind subsidies and
public-private partnerships. But the only strategy that evidence suggests may work is service contracting.
Contracting initiatives for health and nutrition services
have been implemented in several countries. Most initiatives
work through nonprofit organizations seeking to build on
their comparative advantage (efficiency, quality, willingness
to cross-subsidize) and focus (slum dwellers, malnourished
children, poor socially excluded groups). Implicitly, the initiatives also build on the close alignment of the providers’
organizational objectives and the policymakers’ goals. This
alignment is believed to reduce the need for oversight and
general capacity of the government in interacting with
them. Such initiatives are rarely rigorously evaluated, because
little emphasis is placed on collecting information or monitoring providers, whom policymakers tend to trust.This lack
of rigorous evaluation makes evaluating the impact difficult.
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Government, it
is argued, gets more value for money from public spending by paying a nonprofit provider to provide priority
services, such as basic services for maternal and child
health, and communicable diseases, or by serving priority
population groups in which they have a comparative
H E A LT H S E RV I C E C O N T R AC T I N G

advantage than they would by providing services directly.
Services for which governments commonly contract
include outreach for health promotion or education in
urban slums, outreach to stigmatized or hard-to-reach
groups, and social marketing of priority health goods or
services (box 6.6).

Box 6.6 Contracting health services in Cambodia, Guatemala, and Pakistan
Cambodia
In Cambodia the government contracted with nongovernmental
organizations (NGOs) in two ways.43 The first was a contractingout model, in which contractors had responsibility for delivering
specified services, directly employed their own staff, and had full
management control.The second was a contracting-in model, in
which contractors managed the district health care system within
the Ministry of Health.The government met recurrent operating
costs through normal channels, although a small supplement was
provided, which the contractors could spend as they saw best. In a
control group, services were delivered under the existing Ministry
of Health system and the same small supplement was provided.
Twelve districts, covering about 1.5 million people, were randomly assigned to one of the three groups (contracting-out,
contracting-in, or control), and baseline household and health facility surveys were administered before the contracts started.The surveys were repeated two and a half years after the contracts began.
What were the results? Much larger improvements in immunization coverage, antenatal care, and other indicators were observed
in the contracting-out and contracting-in districts than in the control districts, although all districts were quite similar at the outset.
The increases were especially pronounced in the contracting-out
districts. The poor appear to have benefited disproportionately.
Vitamin A supplementation increased faster among the poorest half
of the population.And treatment of illness among the poorest half of
the population increased several times faster in contracted districts
than in the control districts.The results show that contracting with
NGOs can improve service delivery in a short period.
What about cost? Cost was considerably higher for contracting out than for contracting in or the control groups, but contracting out led to a considerable savings in out-of-pocket
expenditures for people in the communities.The cost difference
between the contracting-in and the control districts ($0.96 per
capita per year) was smaller, reflecting almost entirely the cost of
the contract with the NGO. Because the two groups thus had
the same amount of resources to spend on actual service delivery,
extra resources do not explain the performance difference.
Overall, contracting was considerably more successful than government delivery of the same services.
Guatemala
The government of Guatemala contracted with NGOs to deliver
primary healthcare services to indigenous populations in mountainous areas using three models: a direct model, which involved giving
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NGOs considerable autonomy to run existing clinics (similar to
contracting out in Cambodia); a mixed model, which required the
NGOs to keep the same staff and so gave them less autonomy
(closely resembling contracting in); and the traditional model, which
was essentially the usual way the government delivered services.
Municipalities covering some 190,000 people were assigned
to one of the approaches, and a household survey was undertaken after about two years. No baseline survey was available.
The household survey found that the mixed approach
achieved the best results in antenatal care, immunization, and
receipt of oral rehydration salts by young children with diarrhea.
But the areas in which the direct model was implemented had
more isolated households with considerably less access to health
facilities.The traditional and mixed samples appeared quite similar.
The mixed model appears more successful than the traditional model, with a difference in coverage of services of 5–16
percentage points.The absence of a baseline makes it difficult to
be sure that this is the true size of the effect, but it appears that
contracting with NGOs had a real impact. It is also difficult to
conclude much about the direct approach because it was implemented in more remote and difficult areas.
Pakistan
In a poorly performing district of Punjab, an NGO was allowed to
run all the primary health care facilities and implement changes in
organization and management.The NGO was given the same budget previously provided to the district.The NGO nearly tripled the
salaries of selected doctors and had them cover three different basic
health units instead of the usual one.The NGO also improved the
supply of drugs available without increasing the budget.
An interrupted time series was used to assess the intervention. Information from the routine reporting system on the
number of outpatient visits in the district was tracked over time.
No data from other nearby districts are available yet.The district
comprises 104 basic health units for about 2 million people.
How were patients affected? Once the NGO started running
the system, outpatient visits to the basic health units enjoyed
nearly a fourfold increase.
The intervention took place in one medium-size district. No
household survey data are available, nor are data available on any
other aspect of health service delivery, such as immunization. But
the sudden dramatic increase in outpatient visits suggests that the
NGO was more successful than the government in operating the
services with managerial autonomy.
Source: World Bank staff and references 43–45.

Does it work? Contracting with NGOs is used most
often in low-income countries. In most cases that have been
evaluated, positive impacts were observed on target outcome
or output variables. In Bangladesh, for example, contracts
with nonprofit providers for the planning and implementation of an expanded immunization program were credited
with increasing coverage from 25 percent in 1985 to 80 percent in 1990.46 Contracting for a primary healthcare
package in Haiti also generated significant increases in
immunization coverage.47 Nutrition services also appear to
be amenable to contracting in low-income countries. In
Bangladesh, Madagascar, and Senegal, significant reductions
in nutrition rates were attributed to contracting initiatives.48
Only a small number of cases assess efficiency. One
found that the contracted provider (Prosalud) in Santa
Cruz, Bolivia, outperformed the Ministry of Health facilities on productivity, use, efficacy, and cost-effectiveness in
outpatient care.49 Many social marketing initiatives rely on
contracted nonprofit organizations to market bednets, oral
rehydration salts, fortified foods, and the like.
When does it work best? Nonprofit providers need
to be strong, with well-functioning accountability arrangements and internal motivation to perform—as those in
Bangladesh and Bolivia are. The government needs to be
capable of assessing, selecting, and managing the ongoing
relationship with the providers. It must also fulfill its end of
the deal (contractual agreements on funding are genuine)
and not interfere with the running of the nonprofit
providers, which need full control of the operation (box 6.6).

For-profit formal providers
The past 10 years have seen greater efforts to harness the
formal for-profit sector to improve the quality of care it
provides, to use it to serve certain populations in exchange
for public funding, and to reduce the cost to poor people
for for-profit services.
H E A LT H S E RV I C E C O N T R AC T I N G Contracting in
developing countries is most often used to try to mobilize
for-profit providers, usually to increase access or efficiency. In exchange for public funds, private providers
deliver services of a specified type and quality, in agreed
quantities, to agreed recipients, and over agreed periods.
Like performance-based payment of public providers,
contracting strengthens accountability relations between
the policymaker and the provider and emphasizes financial incentives. But the for-profit orientation of these
providers means that more rigorous tendering and contract management process are required to bring about
desired improvements. Contracting with for-profit
providers often focuses on primary care services and on
procuring services in areas in which the public sector

lacks capacity and equipment, such as diagnostic services
and high-tech services.
Does it work? The results are mixed. Contracting
with formal for-profit providers is frequently effective in
increasing access, use, and responsiveness. In many cases it
appears that for-profit providers can also produce contracted
services at lower cost.What is not clear is whether the government captures any of the efficiency gains or whether the
cost savings come at the expense of clinical quality or
access by high-cost patients. Efficiency increased through
contracting for high-tech diagnostic services in Thailand.50
Contracts for high-tech services in India improved some
aspects of quality (availability of services, frequency of functioning equipment), though private payment for the services
almost certainly constrained access for poor patients. In
Zimbabwe inpatient and outpatient services were tendered,
and the cost per service decreased.51 But the lack of volume
control led to an increase in total cost. In South Africa the
cost of hospital services declined, but the cost to government did not.52
A weak contracting capacity on the part of the government often allows the provider to capture any efficiency
gains or to expand volume to generate more income. In
Brazil contracting with for-profit hospitals led to increases
in access.53 But it also led to cream-skimming to avoid
costly patients, as well as fraud (false billing for services).
Contracting with formal for-profit providers for primary healthcare services appears to succeed more often. In
El Salvador and Peru, social insurance institutes contracted
with private primary healthcare providers to serve their
clients, which increased access, choice, and consumer satisfaction.54 Contracting with (privatized) self-employed
physicians in Croatia, Estonia, and Romania has improved
efficiency, quality, and use.20,22,23‡
When does it work best? Investment in developing
capacities for managing the contracting process clearly
needs to be a central part of such initiatives.55 And quality
in the private sector has to be at least as good as in the
public sector (since ability to monitor quality is usually
low). Such contracting probably works best for primary
care or other relatively observable services (diagnosis).
ENHANCING

THE

R E G U L ATO RY

F R A M E WO R K

I M P ROV E Q UA L I T Y Given widespread concern
with the quality of health care services in developing countries, there have been many attempts to improve the effectiveness of the regulatory framework for health services and

TO

‡ Contracting in these cases was introduced at the same time as the conversion from public to private practice and the introduction of the “family doctor” model of practice. Hence it is not possible to attribute these results to
any one factor.

Improving Service Delivery

| 105

facilities. Strategies typically consist of enacting or updating
laws or regulations related to minimum standards, especially for inputs and starting a profession or business.These
efforts are sometimes accompanied by efforts to strengthen
the capacity of the relevant regulatory agency.
Does it work? There is no documented case in a
developing country of a successful initiative to improve the
effectiveness of the regulatory framework for health services broadly. Targeted regulatory initiatives (for pharmacies) have, however, improved targeted practices.56,57 The
role of professional and provider organizations in such initiatives appears to have been very small—in marked contrast to industrial countries.
When does it work best? Regulatory initiatives have
to target a specific group of providers and a well-defined
set of behaviors (overprescribing antibiotics, mixing pharmaceuticals). And they have to be accompanied by an
effective information dissemination strategy and enhanced
inspection (the Lao People’s Democratic Republic),57 reinforced by education and peer influence (Vietnam)56 and by
the dissemination of information (on, say, the use of oral
rehydration therapy rather than antimotility drugs for children’s diarrhea [Pakistan]).58
D I S S E M I N AT I N G

I N F O R M AT I O N

TO

PAT I E N T S

One of the biggest problems with
formal for-profit providers is their willingness to accede to
patients’ requests for inappropriate treatment, including
prescriptions. Some countries have tried to address this
problem by improving patient knowledge of appropriate
treatment and thus changing their demand in targeted
areas. Easy-to-understand information is disseminated on
appropriate treatment and care-seeking. The intention is
that providers will then deliver better-quality care because
the demand for inappropriate care declines.

AND CAREGIVERS

Does it work? Some positive results have been
reported, though only from a small number of experiences. In Bangladesh a 10-year campaign to inform mothers about oral rehydration therapy led to a sharp increase
in the number of rural drug sellers prescribing it.
Physicians also increased their recommendation of oral
rehydration therapy, albeit by less.59
When does it work best? A key issue is whether the
problem is grounded in inappropriate patient demand or
in financial benefit to the provider.The information provided needs to be easy to understand.
SOCIAL

MARKETING

AND

COMMERCIALIZA-

Social marketing and commercialization consists
of a two-part initiative to increase the use of important

TION
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health goods (condoms, oral rehydration salts, fortified
foods): conducting a marketing campaign for the branded
good and commercializing the sale of the branded good
for target providers. Sometimes the strategy is applied to
shift consumption from lower-quality goods to better
ones. It uses the (existing) market-based accountability of
sellers to purchasers to influence retailers and producers of
goods. It has been widely successful in increasing the use
of important public health goods.60–62
More recently, it has been applied to health services,
such as reproductive health services and treatment of sexually transmitted diseases (STDs).
Does it work? In Uganda a social marketingcommercialization initiative improved the quality of STD
treatment offered by formal for-profit providers in three
rural districts. Targeted retailers stocked and prescribed
prepackaged STD drugs, increasing treatment compliance
from 87 percent to 93 percent, cure rates from 47 percent
to 84 percent, and condom use during treatment from 17
percent to 36 percent.62 Another such initiative created a
“branded” reproductive health service, which attracted
11,000 providers. The use of the branded providers
increased significantly, providing contraceptive services to
one Pakistani couple in five at a cost of less than $4 a year
per person.63 As with health goods, social marketing and
commercialization of services is more sustainable than
contracting because it relies on patient payment and is
implemented through commercial organizations. But the
focus on cost recovery makes this strategy less effective in
reaching the very poor.
When does it work best? Adequate attention needs
to be paid to market segmentation to reduce “crowding
out.”§ Goods or services need to be homogeneous, so that
consumers can easily distinguish the targeted goods, services, or providers. Other provisions such as targeted subsidies and vouchers are needed to promote use by the poor.

Informal private providers
Given the significance of informal private providers for people in developing countries, especially the poor, it is unfortunate (to say the least) that very few attempts have been made
to improve the quality of their services. It is widely accepted
that the quality of care they provide is low, but little has been
done to improve it. In the few instances in which initiatives
have been taken to improve the quality of care of informal
§ Subsidizing consumption has no effect if buyers shift from commercial to
subsidized sources of supply.This is the case when subsidized suppliers
“crowd out” existing commercial suppliers, so that there is no overall
increase in purchase (or use) of the good.

providers, the focus has been mostly on training. Several of
these efforts have been successful (chapter 7).
Some limited attempts have been made to regulate informal providers. One such initiative, which focused on
improving the quality of services offered by drug vendors,
was assessed in the Lao People’s Democratic Republic.57
Changes in regulations were reinforced by more frequent
inspections, with feedback provided to vendors. Information
about the regulations was also disseminated. Results included
greater availability of essential drugs, more appropriate information given to customers, and less mixing of drugs in the
same package.

What works? What doesn’t? Why?
Six key lessons emerge from the assessment of service
delivery:
• The evidence on management and broader institutional reforms is not strong. Debate is often guided
more by political prejudice than by hard evidence. In
part, this is because too little effort has been invested
in strengthening the evidence base.
• Limited but encouraging evidence suggests that application of some of the key ingredients of the new public
sector management philosophy seems to improve performance. Going down the Sarawak road (see introduction) can, in the right circumstances, lead to gains.
• Institutional reforms may be most effective when
more than one approach is used—coupling autonomization with performance-based payment, for example, or regulation with information for providers or
patients, or social marketing with commercialization.
• Efforts need to focus on the most relevant providers,
not the ones policymakers may prefer or the ones easiest to reach.This implies a need to focus reform efforts
much more on informal providers, who continue to be
a major supplier of services in the developing world.
• The effectiveness of contracting with for-profit providers
differs across types of services and organizations. Most
success has been with primary healthcare providers.
Success has been limited with specific high-tech diagnostic services.And success has so far been very limited with
hospitals.
• Despite the lack of broader regulatory initiatives in
developing countries, there is no alternative to governments wrestling more successfully with this critical role
in the health sector. A concerted effort to help developing country governments in this effort is warranted.

References
1. World Bank. 2003. World Development Report 2004: Making
Services Work for Poor People. Washington, DC:World Bank.
2. Dejong, J. 1991. Non-Governmental Organizations and Health
Delivery in Sub-Saharan Africa. WPS 708.World Bank,
Washington, DC.
3. Flanagan, H. 1996. Public Sector Management Effectiveness:Theory
and Practice in the National Health Service. Buckingham, United
Kingdom: Open University Press.
4. Mintzberg, H. 1994. The Rise and Fall of Strategic Planning:
Reconceiving Roles for Planning, Plans, Planners.New York: Free Press.
5. Shaw, P. 2002.“New Public Sector Management in Health.” HNP
Discussion Paper, ed.A.S. Preker.World Bank,Washington, DC.
6. World Bank. 2000.“Health Strategy in a Post-Crisis,
Decentralizing Indonesia.” Report No. 21318-IND,World
Bank,Washington, DC.
7. Lambrechts,T., J. Bryce, and V. Orinda. 1999.“Integrated
Management of Childhood Illness:A Summary of First
Experiences.” Bulletin of the World Health Organization 77 (7):
582–594.
8. Kelley, E., C. Geslin, S. Djibrina, and M. Boucar. 2001.
“Improving Performance with Clinical Standards:The Impact
of Feedback on Compliance with the Integrated Management
of Childhood Illness Algorithm in Niger,West Africa.”
International Journal of Health Planning and Management 16 (3):
195–205.
9. Koblinsky, M.A. 2003.“Reducing Maternal Mortality: Learning
from Bolivia, China, Egypt, Honduras, Indonesia, Jamaica, and
Zimbabwe.”World Bank,Washington, DC.
10. Pathmanathan, I. 2003.“ Investing in Maternal Health in
Malaysia and Sri Lanka.”World Bank,Washington, DC.
11. Ronsmans, C. 2001.“What Is the Evidence for the Role of
Audits to Improve the Quality of Obstetric Care?” In Safe
Motherhood Strategies:A Review of the Evidence, ed.W.Van
Leberghe, 203–223. London and Antwerp: Centre for Sexual
and Reproductive Health; UON Network Unmet Need for
Major Obstetric Interventions.
12. Hermida, J., and M.E. Robalino. 2002.“Increasing Compliance
with Maternal and Child Care Quality Standards in Ecuador.”
International Journal for Quality in Health Care 14 (Suppl. 1): 25–34.
13. Wagaarachchi, P.T.,W.J. Graham, G.C. Penney,A. Mccaw-Binns,
K.Yeboah Antwi, and M.H. Hall. 2001.“Holding Up a Mirror:
Changing Obstetric Practice through Criterion-Based Clinical
Audit in Developing Countries.” International Journal of
Gynaecology and Obstetrics 74 (2): 119–130.
14. Harrison, D. 2002.“Lovelife Appears to Be an Effective
Prevention Program for South African Youth.” Press release,
American Medical Association, Barcelona, July 7.
15. Dickson-Tetteh, K.,A. Pettifor, and W. Moleko. 2001.“Working
with Public Sector Clinics to Provide Adolescent-Friendly
Services in South Africa.” Reproductive Health Matters 9 (17):
160–169.
16. Heaver R. India’s Tamil Nadu nutrition program: lessons and
issues in management and capacity development. HNP
Discussion Paper.Washington, DC:World Bank, 2002.
17. Tendler, J., and S. Freedheim.1994.“Trust in a Rent-Seeking
World: Health and Government Transformed in Northeast
Brazil.” World Development 22 (12): 1771–1791.
18. Langenbrunner, J. 2003.“Resource Allocation and Purchasing
in ECA Region:A Review.”World Bank,Washington, DC.

Improving Service Delivery

| 107

19. Naimoli, J.F. 2003.“Performance-Based Management in an
Evolving Decentralized Public Health System in West Africa:
The Case of Burkina Faso.” Background paper prepared for the
World Development Report 2004. World Bank,Washington, DC.
20. Koppel,A., K. Meiesaar, H.Valtonen,A. Metsa, and M. Lember.
2003.“Evaluation of Primary Health Care Reform in Estonia.”
Social Science and Medicine 56 (12): 2461–2466.
21. Howard, K. 2002.“Lessons from Poland on the Private
Provision of Primary Health Care.” London, London School of
Economics.
22. Hebrang,A., N. Henigsberg,V. Erdeljic, S. Foro, S.Turek, and M.
Zlatar M. 2002.“Privatization of the Croatian Health Care
System: Effect on Indicators of Health Care Accessibility in
General Medicine.” Lijec Vjesn 124 (8–9): 239-243.
23. Vladescu, C., and S. Radulescu. 2001.“Primary Health Services:
Output-Based Contracting to Lift Performance in Romania.”
Public Policy for the Private Sector 239.
24. Eichler, R., P.Auxilia, and J. Pollock. 2001.“Promoting
Preventive Health Care: Paying for Performance in Haiti.” In
Contracting for Public Services: Output-Based Aid and its
Applications, eds. P.J. Brook and S. Smith.Washington, DC:
World Bank International Finance Corporation.
25. Chawla, M., P. Berman,A.Windak, and M. Kulis. 1999.
“Provision of Ambulatory Health Services in Poland:A Case
Study from Krakow.” Harvard School of Public Health,
International Health Systems Group, Boston.
26. Cotlear, D. 1999.“Peru: Improving Health Care for the Poor.”
Human Development Department (LCSHD) Paper Series 57,
World Bank,Washington, DC.
27. Bitran, R. 2001. Paying Health Providers through Capitation in
Argentina, Nicaragua and Thailand: Output, Spending,
Organizational Impact and Market Structure. PHR Project,
USAID,Washington, DC.
28. Preker,A.S., and A. Harding. 2003.“Innovations in Health
Service Delivery.”World Bank, Human Development Network,
Washington, DC.
29. Pearson, M. 2000. International Experience of Hospital Autonomy.
London: Institute for Health Sector Development.
30. Chawla, M., and A. George. 1996.“Hospital Autonomy in
India:The Experience of APVVP Hospitals.” Project supported
by USAID. Harvard University, Cambridge, MA.
31. Collins, D., G. Njeru, J. Meme, and W. Newbrander. 1999.
“Hospital Autonomy:The Experience of Kenyatta National
Hospital.” International Journal of Health Planning and Management
4 (2): 129–153.
32. Harding,A., and A. Preker. 2003.“Private Participation in
Health Services.”World Bank, Human Development Network,
Washington, DC.
33. Bossert,T., S. Kosen, B. Harsono, and A. Gani. 1997.“Hospital
Autonomy in Indonesia.” Project supported by USAID.
Harvard University, Cambridge, MA.
34. Mcpake, B., F.J.Yepes, S. Lake, and L.H. Sanchez. 2003.“Is the
Colombian Health System Reform Improving the
Performance of Public Hospitals in Bogota?” Health Policy
Planning 18 (2): 182–194.
35. Gilson, L., and A. Mills. 1995.“Health Sector Reforms in SubSaharan Africa: Lessons of the Last 10 Years.” Health Policy 32
(1–3): 215–243.
36. Londono, B., I. Jarmillo, and J. Uribe. 1999. Decentralizaiton and
Reforms in Health Services:The Colombian Case. World Bank,
Washington, DC.

108 | The Millennium Development Goals for Health

37. Eichler, R. 2001.“Improving Immunization Coverage in an
Innovative Primary Health Care Delivery Model: Lessons from
Burkina Faso’s Bottom Up Planning, Oversight and Resource
Control Approach that Holds Providers Accountable for
Results.”World Bank,Washington, DC.
38. Ewig, C. 2003.“The Contributions of Community-Based
Decentralization to Democracy: Peru’s Local Health
Administration Committees.” Paper presented at the annual
meeting of the American Political Science Association.
39. Bukonda, N., P.Tavrow, H.Abdallah, K. Hoffner, and J.Tembo.
2002.“Implementing a National Hospital Accreditation
Program:The Zambian Experience.” International Journal for
Quality in Health Care14 (Suppl. 1): 7–16.
40. Tavrow, P., J. Heavens, J.Warren Salmon, and C. Lombard. 2003.
The Impact of Accreditation on the Quality of Hospital Care:
Kwazulu-Natal Province, Republic of South Africa Quality
Assurance Project, USAID, Bethesda, MD.
41. Whittaker, S., R.W. Green-Thompson, I. Mccusker, and B.
Nyembezi. 2000.“Status of a Health Care Quality Review
Programme in South Africa.” International Journal of Quality in
Health Care 12 (3): 247–250.
42. Whittaker, S., C.D. Shaw,A. Bruwer, D. Green, J.J.Taljaard, and
A. Skibbe. 1994.“The South African Pilot Hospital
Accreditation Programme. Part II.The Development of
Standards.” South African Medical Journal 84 (4): 193–194.
43. Bhushan, I., S. Keller, and B. Schwartz. 2002.“Achieving the
Twin Objectives of Efficiency and Equity: Contracting Health
Services in Cambodia.” ERD Policy Brief Series 6,Asian
Development Bank, Manila.
44. Loevinsohn, B. 2000.“Contracting for the Delivery of Primary
Health Care in Cambodia: Design and Initial Experience of a
Large Pilot Test.” WBI Online Journal. Washington, DC,World
Bank.
45. Loevinsohn, B, and A. Harding. 2004. Contracting for Health
Service Delivery:A Review of Developing Country Experience and
Results. Health Nutrition, Population Discussion Paper,World
Bank,Washington, DC.
46. Loevinsohn, B. 2002.“Practical Issues in Contracting for
Primary Health Care Delivery: Lessons From Two Large
Projects in Bangladesh.” WBI Online Journal. World Bank,
Washington, DC.
47. Eichler, R., P.Auxilia, and J. Pollock. 2001. Output-Based Health
Care: Paying for Performance in Haiti.World Bank,Washington, DC.
48. Marek,T., I. Diallo, B. Ndiaye, and J. Rakotosalama. 1999.
“Successful Contracting of Prevention Services: Fighting
Malnutrition in Senegal and Madagascar.” Health Policy Planning
14 (4): 382–389.
49. Richardson, P. 1992. Quality, Costs and Cost Recovery:A
Comparative Study of the Unidad Sanitaria of the Ministry of Health
(MOH) and PROSALUD in Santa Cruz, Bolivia. University
Research Corporation and International Science and
Technology Institute,Washington, DC.
50. Tangcharoensathien,V., and N. Khongsawatt Nas.“PrivateSector Involvement in Public Hospitals: Case Studies in
Bangkok.” In Private Health Providers in Developing Countries:
Serving the Public Interest? ed.A. Mills. London: Zed Books.
51. Mcpake, B., and C. Hongoro. 1995.“Contracting Out of
Clinical Services in Zimbabwe.” Social Science and Medicine 41
(1): 13–24.
52. Broomberg J., P. Masobe, and A. Mills. 1977.“To Purchase or to
Provide? The Relative Efficiency of Contracting Out versus
Direct Public Provision of Hospital Services in South Africa.”

53.

54.

55.

56.

57.

58.

In Private Health Providers in Developing Countries, ed.A. Mills.
London: Zed Books,
Slack K., and W. Savedoff. 2001.“Public Purchaser-Private
Provider Contracting for Health Services: Examples from Latin
America and the Caribbean.” Sustainable Development
Department Technical Paper Series 111, Inter-American
Development Bank,Washington, DC.
Fiedler, J.L. 1996.“The Privatization of Health Care in Three
Latin American Social Security Systems.” Health Policy Planning
11 (4): 406–417.
Mills,A. 1998.“To Contract or Not to Contract? Issues for Low
and Middle Income Countries.” Health Policy Planning 13 (1):
32–40.
Chuc, N.T., M. Larsson, N.T. Do,V.K. Diwan, G.B.Tomson, and
T. Falkenberg. 2002.“Improving Private Pharmacy Practice:A
Multi-Intervention Experiment in Hanoi,Vietnam.” Journal of
Clinical Epidemiology 55 (11): 1148–1155.
Stenson, B., L. Syhakhang, C.S. Lundborg, B. Eriksson, and
G.Tomson. 2001.“Private Pharmacy Practice and Regulation:
A Randomized Trial in Lao P.D.R.” International Journal of
Technology Assessment in Healthcare 17 (4): 579–589.
Bhutta,T.I., and C. Balchin 1996.“Assessing the Impact of a
Regulatory Intervention in Pakistan.” Social Science and Medicine
42 (8):1195–1202.

59. Chowdhury,A.M., F. Karim, S.K. Sarkar, R.A. Cash, and A.
Bhuiya. 1997.“The Status of ORT (Oral Rehydration Therapy)
in Bangladesh: How Widely Is It Used?” Health Policy Planning
12 (1): 58–66.
60. Schellenberg, J.R., S.Abdulla, H. Minja, and others. 1999.
“KINET:A Social Marketing Programme Of Treated Nets And
Net Treatment For Malaria Control In Tanzania,With
Evaluation Of Child Health And Long-Term Survival.” Trans R
Soc Trop Med Hyg 93 (3): 225-231.
61. Abdulla, S., J.A. Schellenberg, R. Nathan, and others. 2001.
“Impact on Malaria Morbidity of a Programme Supplying
Insecticide Treated Nets in Children Aged under 2 Years in
Tanzania: Community Cross-Sectional Study.” British Medical
Journal 322 (7281): 270-273.
62. Jacobs, B., F.S. Kambugu, J.A.Whitworth, M. Ochwo, R. Pool,
A. Lwanga, S.Tifft, J. Lule, and J.R. Cutler. 2003.“Social
Marketing of Pre-Packaged Treatment for Men with Urethral
Discharge (Clear Semen) in Uganda.” International Journal of
STD and AIDS 14 (3): 216–221.
63. Agha, S., C. Squire, and R.Ahmed. 1997. Evaluation of the Green
Star Pilot Project. Population Services International,Washington,
DC.

Improving Service Delivery

| 109

CHAPTER 7

Tackling Human Resource
and Pharmaceutical Constraints

Joytsna Neopane, an anesthesiologist from Nepal based in New
York City, has just completed her medical residency and expects to
make $225,000–$250,000 a year once she is hired.“Compare
that with less than $100 a month I used to make at a government
hospital in Kathmandu, and you have the answer why thousands
of doctors from the Indian Subcontinent end up here,” she says.
“We observe it—we cannot lie about it. Not respecting
working hours is a problem that we got used to, and this has
created problems for the patients. During teatime, for example,
people go to other places—to work in the private sector, for personal commitments, etc. Even that small amount of time we
have in the facility we do not use effectively, and patients complain about that,” says a health assistant in Ethiopia.
“The effect of HIV/AIDS on health workers has been
totally ignored. It is difficult to differentiate between patients
who are infected with the virus and those who are not. Health
workers are exposed to difficult situations. It is like sacrificing
your life.This is serious at lower levels and in rural areas.There
are several emergencies that do not allow much time to look for
gloves, and this forces health workers to treat a patient with bare
hands.And we know the risks we are taking.A lot of colleagues
have died of AIDS,” reports a health assistant in Ethiopia.
Source: References 1 and 2.

nium Development Goals. Stocks of human resources
for health systems in low-income countries are small—
and in some countries emigration and HIV/AIDS are
making them smaller. Poor management and inappropriate human resources policies often cause flows from
the public sector to the private, and from rural areas to
urban, increasing internal imbalances. The motivation
and productivity of health workers are often low.
Problems with drugs include national shortages, lack of
affordability for the poor, counterfeiting and substandard
quality, inappropriate prescribing and use, and inefficient
logistics systems.
Policies need to be broad-based. For human resources
they need to address compensation issues but also nonpecuniary factors that motivate staff.Training needs to focus
on skills of relevance to the Millennium Development
Goals, in part to reduce skill marketability. Skills also need
realignment. Relocating low-skilled staff willing to work
in rural areas offers considerable scope for expanding the
coverage of key Millennium Development Goal interventions. Public policy also needs to come to grips with
issues related to drugs and consumables. A combination
of sound policies on pricing, procurement, and logistics
management and better information for consumers and
healthcare providers could significantly increase stocks of
drugs, vaccines, and consumables, accelerating progress
toward the Millennium Development Goals.

Health systems rely on two key sets of inputs—human
resources and drugs.Weaknesses in policies and practices
in both areas undermine progress toward the Millen-
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Human resources for health
An increasingly common lament in international health is
that faster progress toward the health-related Millennium
Development Goals is being impeded by a variety of
human resources problems. A recent United States Agency
for International Development (USAID) report argued that
there is already a “grave and complex human resource crisis” in the health sector in Sub-Saharan Africa that threatens
achievement of the child survival and other Millennium
Development Goals.3 A recent World Bank study found that
26 of 28 Poverty Reduction Strategy Papers (PRSPs) from
Sub-Saharan Africa identify the performance of the health
workforce as an important issue. Of the 22 high-burden
countries that account for 80 percent of the world’s tuberculosis cases, 17 have reported that staffing problems are
hampering their efforts to reach the 2005 targets.4

What are the issues?
S TO C K S O F M E D I C A L H U M A N R E S O U R C E S A R E
L OW,

AND

IN

SOME

COUNTRIES
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ARE

In Europe and Central Asia there are an average
of 3.1 physicians per 1,000 people (figure 7.1). In SubSaharan Africa there is just 0.1.Within Africa are large differences (figure 7.2), with Namibia and Nigeria relatively
well endowed with doctors, and Eritrea and Liberia having
very few.
Human resource stocks are not constant. In the 1990s the
Middle East and North Africa saw its physician stock
FA L L I N G

Annual percentage change in doctors
per 1,000 people

Figure 7.1 Doctors across the world in the
1990s—how many and how much change
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3.5

Figure 7.2 Doctors across Sub-Saharan Africa in
the 1990s—how many and how much change
Annual percentage change in doctors
per 1,000 people

This chapter sets out the key issues and pulls together
what is known about the causes of the problems and the
effectiveness of policies to deal with them.
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increase considerably, while South Asia saw its stock decline
(see figure 7.1).Within Africa, changes in stocks varied, with
Côte d’Ivoire and Nigeria seeing their stocks increase and
Sierra Leone and Sudan seeing their stocks fall. Hard data
are difficult to come by, but the situation in Sub-Saharan
Africa seems to have worsened considerably at the end of
the 1990s (e.g., see box 7.1).Tanzania’s health workforce is
projected to fall from 49,000 in 1994 to 36,000 in 2015.5
Between 1998 and 2001 the number of nurses working in
the public sector in The Gambia fell from 784 to 655.6
Do low stocks matter for Millennium Development
Goal outcomes? Do falling stocks jeopardize progress? The
answer is presumed to be “yes” to both questions, but the
evidence is scant. A study of infant mortality in Malaysia
found that, holding other factors constant, a lower population per doctor ratio was associated with a lower infant
mortality rate.8 But the population per public doctor was
not found to be significantly related to the infant mortality
rate, leading the authors to conclude that increases in the
number of public doctors is partly offset by decreases in
the number of doctors working in private practice.
Two other studies—one of Ghana9 and one of Côte
d’Ivoire10—found ambiguous evidence. Having more doctors in local facilities was associated, other things equal, with
taller children, but the estimated effect was very small: raising
the average number of doctors in a facility to the national
average would raise the mean height-for-age by only 0.04
(the national average is –1.32). Further, the estimated impact
of human resource stocks on Millennium Development
Goal outcomes was highly sensitive to the focus—urban or
rural, nurse or doctor, malnutrition or child survival.
Such ambiguity and sensitivity of results is not reassuring.
This evidence—together with the widespread evidence on

the peripheral region of Kolda has just one physician per
86,000 people.The problem is replicated around the world.

Box 7.1 Ghana’s loss of health sector
workers

THE

The State of Ghanaian Economy Report 2002 reports that 31 percent of trained health personnel, including doctors, nurses,
midwives, and pharmacists, left the country between 1993 and
2002, leaving approximately 1.48 physicians per 100,000 people. Bleak as these figures are, they may underestimate the loss.
A report on human resources by the Government of Ghana
based on biannual data (table) shows significantly greater numbers of health workers lost from 1996 to 2002.The University
of Ghana Medical School, the School of Medical Sciences of
the Kwame Nkrumah University of Science and Technology,
and the University for Development Studies Medical School
train about 150 medical officers annually. But half of every
graduating class leaves the country within the second year, and
80 percent leaves by the fifth year.
This exodus of medical officers is mirrored in other health
professions. Of 944 pharmacists trained between 1995 and
2002, 410 had left the country by the end of 2002.The problem is most severe among nurses and midwives: of the 10,145
nurses trained during that same period, 1,996 had left Ghana
by the end of 2002.And only 12 medical laboratory technologists were being produced annually as of 2002, with no guarantee of their remaining in Ghana after graduation.

Loss of trained public sector health staff in Ghana,
1996–2002
Category
Doctors
Nurses
(including
auxiliaries)
Pharmacists

1996
1,154

1998

2000

2002

1,132

1,015

964

MIX

OF

S K I L L S, N OT

15,046

13,742

11,325

n.a.

n.a.

230

200

n.a. Not available

Source: Reference 7.

underuse of facilities—cautions against jumping to the conclusion that the size of health workforce stocks alone is the
major human resources problem facing the health sector in
developing countries.
G E O G R A P H I C I M BA L A N C E S I N S TO C K S M AT T E R

Another concern is the geographic imbalance of stocks
across rural and urban areas, poor and less poor regions, and
types of institution. Dakar, the richest and most urban
region of Senegal, is home to only 24 percent of Senegal’s
people, yet 65 percent of the country’s physicians work
there: there is one physician per 5,000 people.11 By contrast,

SKILLS

The skills of the health workforce are often woefully inadequate. Misdiagnosis is commonplace: in Burundi in 1992 only 2 percent of children
with diarrhea taken to health facilities were correctly diagnosed.12 Mistreatment is also commonplace: in the same
facilities in Burundi only 13 percent of children correctly
diagnosed as having diarrheal disease were correctly rehydrated.12 Even if the correct treatment is administered,
there is no assurance that it will be administered successfully: in India in the early 1990s less than 45 percent of
patients in public health facilities diagnosed with tuberculosis were successfully treated.13
It is not just the skills that matter, it is also the skills mix.
Often, unskilled labor substitutes for skilled labor.A recent
study in Tanzania estimated the required full-time equivalents for service provision according to national staffing
norms for unskilled and skilled labor and compared these
estimates with employed unskilled and skilled staff.5 The
study found an excess of unskilled labor of 5,000 full-time
equivalents and a shortage of skilled labor of 8,000 fulltime equivalents. One interpretation of this finding is that
every fourth task that requires a skilled health professional
is performed by an unskilled worker. The results of the
ongoing human resources census in Tanzania and timeand-motion studies performed in public health facilities
seem to bear this interpretation out.
A P P L I C AT I O N T O T H E

14,932
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T H E M S E LV E S , M AT T E R

JOB
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L OW

IN

MANY

One obvious indicator of
low application to the job is absenteeism. Recent random
surveys of primary health facilities in six developing countries found absenteeism rates between 19 percent (Papua
New Guinea) and 43 percent (India).14 Low application
manifests itself in other ways, too. In Tanzania time-andmotion studies showed overall staff productivity in public
facilities as low as 57 percent.5 On average, staff was absent
in 7 percent of all observations. Only 37 percent of staff
time was spent on patient care.An additional 10 percent of
working time was spent on irregular breaks and social
contacts. Staff productivity was found to be related to the
demand for services, which in turn depended on the availability of drugs in rural facilities.
Low levels of application reduce technical quality and
weaken patient confidence in the health system, leading to
declining demand. A recent study in five West African
countries identified impoliteness, lack of attention to
patient needs, verbal and physical violence, corruption and
nepotism, and informal fees as key causes for the poor reputation of public health services.15
DEVELOPING COUNTRIES
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Tackling health workforce issues—stocks and flows
The stock of human resources in health in a country at a
particular time reflects the previous period’s stock and the
inflows and outflows that took place during the previous
period (figure 7.3).The outflow includes migration abroad
(see box 7.1 on the brain drain in Ghana), deaths of medical staff (see box 7.2 on the impact of HIV/AIDS on
medical staff), exit from the medical profession for other
occupations (ask a taxi driver in Havana about his or her
former profession and chances are it will be medicine),
and retirement (many countries in which the health
workforce has been aging rapidly use early retirement
inducements as a policy lever). For the public sector, outflows to the private sector are a major factor. Inflows
reflect the numbers of newly trained staff being produced,
the number of foreigners entering the health sector, and
the number of health care workers returning from abroad
or re-entering the profession.
While hard data are virtually nonexistent, many developing countries appear to face the double burden of low
inflows and high outflows.1,16–19 The Philippines loses three
times more licensed nurses each year than it produces.20–22
In The Gambia, the number of newly trained nurses and
midwives is insufficient even to fill vacancies in the nation’s
main hospital.6 A United Nations Conference on Trade
and Development study estimated that 56 percent of all
migrating physicians move from developing to industrial
countries, while only 11 percent move in the opposite
direction.The imbalance is even greater for nurses.23
Differentials in compensation—both wages and benefits such as housing—have
repercussions for inflows and outflows of human resources
in the health sector (box 7.3). Low wages in the medical
professions relative to wages in other professions discourage
TAC K L I N G C O M P E N S AT I O N

Figure 7.3 Stocks and flows in human resources
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Box 7.2 The devastating impact of
HIV/AIDS on the health workforce
The HIV/AIDS epidemic is having a devastating impact on
the stock of health workers, particularly in Africa. It has been
estimated that HIV/AIDS accounts for 19–53 percent of all
deaths among government staff in a typical African country. In
several countries in Africa 25 percent of nurses are HIV positive. Studies of HIV prevalence among African healthcare
workers suggest that doctors and nurses are at least as likely to
become infected as other people. Health workers in Africa are
significantly more likely to become infected with HIV than
their peers in the industrial world: the HIV seroconversion risk
among surgeons in Sub-Saharan Africa may be 15 times higher
than in industrial countries.
Several country-specific examples confirm this bleak picture. In Botswana the share of health workers with AIDS rose
from 0.3 percent in 1991 to 4 percent in 2003. By 2005 it is
projected that 5 percent of healthcare workers will have
HIV/AIDS and that 16 percent of healthcare workers will have
died between 2003 and 2005. In Malawi deaths among nurses
are equivalent to 40 percent of the annual output from nursing
schools. In Mozambique the death rate of nurses tripled during
the 1990s. In 2000, 20 percent of student nurses died from
AIDS. In Zambia a study in two hospitals found that mortality
rates among nurses rose from 2 per 1,000 deaths in 1980 to
almost 27 per 1,000, largely as a result of AIDS.
Source: References 3, 24, and 25.

people from entering training institutions, from completing their studies, and from joining the profession if they
graduate.They encourage people to think about leaving—
by exiting the labor force, joining another profession, or
leaving for another country where compensation is better.26 Low levels of compensation encourage absenteeism,
as health workers seek other earnings to supplement the
earnings in their regular health sector job. This creates
heavier workloads for those left behind and reduces motivation, prompting further absenteeism and exodus.
Compensation differentials across specialties influence specialization decisions during and after training.27 Low rates of
compensation in rural settings help explain rural-urban
imbalances. And compensation differentials between the
public and private sectors influence transitions from the public sector to the private sector—and occasionally back again.
Narrowing and even reversing compensation differentials
is an important policy tool. Narrowing these differences—
between healthcare and other professions, between the public and private sectors, between urban and rural areas, across
countries—provides an opportunity to shift to a virtuous
circle, by encouraging inflows and reducing outflows,
absenteeism, and shirking.Thailand has attracted back med-

Box 7.3 Competing with the private sector
in Bolivia
In Bolivia the basic pay of general physicians working in the
public health system is $440 a month. Over the years, their
salary increases by a maximum of $65 a month. Working in a
deprived border area add another $85 to the monthly paycheck.
At the same time, a single medical consultation in the private
sector typically costs $10–$15 in major cities. With limited
competition among private providers and the low costs of running a medical office, the large private-public salary differentials
attract physicians into private practice, nullifying the monetary
incentive to work in deprived border areas.
Source: Reference 35.

ical professionals through a reverse brain drain program
offering generous research funding and monetary incentives.28,29 In Zambia nursing salaries were more than doubled through the support of 16 development partners,
including the European Union and the Danish and Swedish
international development agencies. Several countries have
experimented with bonus schemes for health workers in
rural areas, some successfully.29,30 Other countries allow
public providers in rural areas to supplement their income
through private practice during official working hours.31, 32
This can have disadvantages, as it is in the financial interest
of public providers to lengthen waiting times and advise
patients who are able to pay fees to seek private services.
Industrial countries can also help.They can raise wages at
home to encourage the recruitment and retention of nonimmigrant personnel, and they can provide development
assistance to help developing countries raise wages to attract
and retain staff.There are some signs that industrial countries
are taking such steps.With growing evidence that low compensation makes recruitment and retention difficult,26,33 the
British government recently awarded nurses pay increases
that were much greater than the rate of inflation.34
There are limits to what can be achieved through
changes in compensation alone, however. Raising salaries
in the developing world to the levels in industrial countries (even at purchasing power parity exchange rates) is
simply unfeasible. Neither is using compensating wage differentials to keep staff in the public sector from moving to
the private sector (box 7.3).
LOOKING
B E YO N D
C O M P E N S AT I O N Research
suggests that nonpecuniary aspects of jobs matter to people.
A recent study in India shows what health workers hope to
get from their job and what they actually get (box 7.4). In
Andhra Pradesh’s public and private sectors, less than 40
percent of respondents felt that their current jobs provided a

good income. But having a good income was not what
health workers said they aspired to most—especially workers in the private sector.Training opportunities; challenging
work; relations with colleagues; a desirable location (including proximity to a good school, for example); and good
physical working conditions all ranked higher than pay in
both the public and private sectors. And many workers felt
that their jobs did not meet expectations, especially for
training opportunities.
People’s job decisions do appear to reflect nonpecuniary
factors.26,27 A recent study in Uganda found that medical
staff in religious nonprofit institutions are hired at belowmarket wages.36 The authors suggested that this was probably due to the fact that these institutions provide more
services to the poor than do other providers and more services with a public good element—dimensions of the job
that presumably give health workers some satisfaction.
Pay, in short, isn’t everything—what people can do in
their jobs also matters. Countries could gain from better
understanding the expectations that health workers have
of their jobs and the degree to which these expectations
are met. A recent six-country World Health Organization
(WHO) study of factors that influence migration is a good
example of a move in this direction.38
There are also encouraging signs that building policies
around a better understanding of nonpecuniary motivations may work. A major reason why health professionals
leave rural areas is the perceived unmet need for continuing education.39 Retraining nurse practitioners turned out
not to be very successful in Thailand, while on-the-job
training in basic medical care for district hospital nurses
proved to be both effective and sustainable. 28,29
W H O YO U R E C RU I T M AT T E R S People raised in rural
areas are more likely to practice in rural locations and to
choose family medicine.40 Changing the admission criteria of training institutions can have a powerful impact on
the number of physicians practicing in rural and underserved areas. Programs that targeted students based on
their rural background and commitment to practice rural
family medicine were able to successfully increase the
physician workforce in rural areas. Family physicians seem
more likely to practice in small and isolated areas.41 Rural
recruitment and training yielded some success in Thailand.
Evidence suggests that the rural service of graduates
lengthened, with two-thirds of graduates continuing to
work in rural areas after their compulsory years of service.28,29
TRAINING

H E A LT H C A R E

WO R K E R S
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Training opportunities are clearly
valued by health workers. Training increases skills and
PUBLIC

S E C TO R
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Box 7.4 What do health workers in India want most?
A recent study of motivation among health workers in the Indian
state of Andhra Pradesh sheds light on the issue of staff morale (see
figure).37 What health workers in both the public and private sectors value most is a good working relationship with colleagues.
And in both public and private sectors and in both states, a very
high percentage (80 percent or so) of health workers feel that their
current job provides this. Number two and three on the list of
most valued job attributes are good working conditions and train-

ing opportunities to improve or learn new skills. On these issues,
Indian health workers are less satisfied with their current jobs,
especially with training. Although health workers in both states
and in both sectors report earning less than they would like, a high
income is not considered one of the most valued job attributes.
Frustration over the discrepancy between actual and desired
income is felt equally in both the public and private sectors.

What health workers in Andhra Pradesh want from their job—and whether
they are getting it
Andhra Pradesh: Public Sector Health Workers
Good physical
working conditions
Knowing what is expected and being able to achieve it
Good income
100
Good employment benefits

80

Freedom from political interference

60
Not needing to pay bribes

Time for personal or family life
40
20

Desirable location

Security of job

0
No interference by superiors

Important to health workers?
Present in workplace?

Training opportunities

Respected and trusted by clients

Challenging work
Tools and materials to use skills fully on the job

Superior recognizes good work
Good working relationship
with colleagues

Good opportunities
to advance

Andhra Pradesh: Private Sector Health Workers
Good physical
working conditions
Knowing what is expected and being able to achieve it
Good income
100
Good employment benefits

80

Freedom from political interference

60
Not needing to pay bribes

Time for personal or family life
40
Desirable location

20
Security of job

0
No interference by superiors

Respected and trusted by clients
Superior recognizes good work
Good working relationship
with colleagues
Source: Reference 37.
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Important to health workers?
Present in workplace?

Training opportunities

Challenging work
Tools and materials to use skills fully on the job
Good opportunities
to advance

motivation. It is, however, a double-edged sword—training makes health workers more marketable and more
likely to leave the public sector for the private sector or for
other countries. This is an old problem in economics.42
The standard way around it is to focus government spending on developing specific skills and to let health workers
themselves pay—in the form of lower wages—for any
general training. Such a policy seems sensible in the light
of the emerging evidence on poaching and international
migration of health workers.The countries that have emulated the training standards of industrial countries (such as
Ghana) have been most vulnerable to poaching by them.14
In Ethiopia and The Gambia community nurses and
health officers who lack internationally recognized qualifications are less likely to migrate than those who have
them.14
Training in areas of relevance to the Millennium
Development Goals is a good example of specialized training
that is unlikely to be especially valued in industrial countries.
The competent training of the Integrated Management of
Childhood Illness (IMCI) initiative is a case in point. It seeks
to improve provider skills in the management of childhood
illness, notably in the treatment of the major killers of children under five; in the delivery of preventive measures, such
as immunization; and in imparting advice and counseling on
feeding practices and protective behaviors.43,44 The treatment
guidelines and training methodology were developed and
refined through research and field testing in numerous
countries, including Bangladesh, The Gambia, Ethiopia,
Kenya, Tanzania, and Uganda.45–48 The quality of care provided by health workers trained in this methodology has
been found to be significantly better than that provided by
nontrained health workers in several settings. In Tanzania
trained providers were twice as likely to prescribe antibiotics
appropriately. In Bolivia trained providers were 10 times
more likely to recognize the danger signs of a sick child.And
in Niger health workers’ performance (tested against the
IMCI algorithm) increased 34–85 percent after training.49–51
REALIGNING THE SKILLS MIX CAN ALSO HELP

Many Millennium Development Goal interventions can
be delivered by lower-skill providers. Community health
workers, for example, are providing more maternal and
child health and nutrition services. (Box 6.8 on Céara
describes an example of successful skill mix realignment.)
A recent study estimates that at high levels of coverage,
some 90 percent of full-time equivalent staff required to
provide interventions related to childhood diseases in
Tanzania fall into the categories of nursing and midwifery
skills and unskilled labor.52 An additional attraction of
lower-skill health workers is that they are more likely to
be willing to work in rural areas and less likely to be lured

away by the private sector, urban provider organizations,
and foreign health sectors.

Medicines and other health supplies
Medicines and other health commodities are key elements
of effective interventions against child and maternal mortality and deaths from communicable diseases (see figures 3.2
and 3.3). Increased use in the developing world of goodquality vaccines, vitamin and mineral supplements, antibiotics, antimalarials, and tuberculosis and HIV/AIDS drugs
would substantially reduce mortality if used rationally. So
would use of insecticide-treated bednets, condoms, and
other health supplies.The successful release and widespread
use of medicines still under development could reduce
mortality rates still further. Given this potential contribution
to human health, it would be surprising if medicines were
not the subject of an important array of policy issues.

What are the policy and implementation issues?
D RU G S A N D O T H E R S U P P L I E S A R E A B S E N T I N
M A N Y F RO N T L I N E FAC I L I T I E S It is not just health
workers who are often absent from facilities. So are drugs
and other supplies (box 7.5). This is problematic—studies
have shown repeatedly that when drugs are available,
patients have more confidence in the public health system

Box 7.5 Lack of drugs threatens the
Millennium Development Goals
Acute respiratory infections are one of the leading killers of
children under five, accounting for about one in five deaths
among children in this age group.53 The survival of children
with acute respiratory infections depends to a large extent on
the availability and appropriate use of effective antibiotics. Data
from health facility surveys conducted in 21 countries during
1992–97 showed that in some countries less than 30 percent of
health facilities had first-line antibiotics for acute respiratory
infections.The median for all 21 countries was 79 percent.12
In Côte d’Ivoire in 1987–88, 24 percent of rural facilities surveyed did not have antibiotics in stock, and 42 percent did not
have vaccines in stock.10 A report for the Burkina Faso Poverty
Reduction Strategy Paper found that nearly 20 percent of facilities had run out of essential vaccines and that 24 percent of centers had refrigerators for storing the vaccines that did not
function. In Tanzania, with its donor-funded vertically organized
essential drugs program, the picture looks fairly good: 89 percent
of facilities had measles vaccines in stock, 88 percent had tetanus
toxoid vaccines, 86 percent had BCG vaccines for tuberculosis,
and 84 percent had diphtheria, pertussis, and tetanus vaccines.54
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and in government.The availability of pharmaceuticals has
also been shown to motivate health professionals.
I N F O R M AT I O N A S Y M M E T R I E S

L E AV E

PAT I E N T S

Providers and drug vendors have a huge
information advantage over patients, who are vulnerable to
prescriptions of inappropriate, substandard, and counterfeit
drugs (boxes 7.6 and 7.7). This asymmetry makes reliance
on financial incentives to get drugs into facilities highly
problematic. Informational asymmetries pose multiple
challenges and suggest the need for regulation (of
providers, retailers, distributors, and manufacturers) and
behavior change (for patients but also for providers and
retailers).
VULNERABLE

H I G H D RU G C O S T S D E T E R E F F E C T I V E U S E O F

The cost of medicines can be a large part of the
overall costs of treatment.As with other medical expenses,
the uncertainty surrounding the need to incur drug
expenses makes insurance coverage attractive. The high
out-of-pocket spending on drugs in many developing
countries reflects a lack of effective insurance arrangements or the lack of coverage of drugs in insurance
schemes that are operating.
The high cost of drugs creates another problem as well.
The medicines used to prevent and treat communicable
diseases are associated with positive externalities—their

D RU G S

Box 7.6 Inappropriate or “irrational”
drug use
A potentially large—and perhaps increasing—share of household spending on drugs is likely to be at best wasteful and at
worst hazardous to health. Studies have indicated that 30–60
percent of patients in primary healthcare centers receive
antibiotics—perhaps twice what is clinically needed. Fifteen
billion injections are administered each year. Half of them are
not sterile, and a large share are unnecessary.55 It has been estimated that if Integrated Management of Childhood Illness
guidelines were followed in Uganda, the number of drugs prescribed per consultation would fall sharply and the cost per
consultation would drop from $0.82 to $0.17.
The consequences of inappropriate drug use are not just
economic. They include increased drug resistance. A recent
study reported significant increases in penicillin-resistant
Streptococcus pneumonia, one of the most important pathogens
associated with acute respiratory infections. Rates of resistance
range from zero to 60 percent in developing countries, with
the highest rates in South America, Sub-Saharan Africa, and
parts of Asia, such as Hong Kong (China), China, and the
Republic of Korea.56
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Box 7.7 The problem of counterfeit drugs
Counterfeit drugs are a widespread global problem and a serious threat to health in developing countries. The spread of
counterfeit drugs is facilitated by weak institutional regulatory
structures in many developing countries and the ease of copying many drugs. According to the International Federation of
Pharmaceutical Manufacturers Association (IFPMA), 7 percent
of drugs sold globally are counterfeit. Counterfeiting drugs can
involve changes in the active ingredients, dosage, package
inserts, packaging, manufacturers’ names, batch numbers, expiration dates, and documentation related to quality controls.
Counterfeit drugs are associated with a spectrum of medical
risks (table).
A recent editorial in the British Medical Journal 57 reviewed
the evidence on counterfeit drugs in developing countries. A
bleak picture emerged. A recent survey in the Philippines
showed that 8 percent of drugs were fake.57 In Cambodia a
study found that 60 percent of drug vendors sold antimalarial
tablets from stock that should have been destroyed or fakes with
no active ingredient.A recent survey of mainland Southeast Asia
reported that 38 percent of tablets sold as the new antimalarial
drug artesunate were fakes.57 And the list goes on.
Medical risks associated with counterfeit drugs
Type of counterfeit drug

Associated medical risk

Perfect imitation—the same
active ingredients and
packaging as the real drug

Limited, assuming that the
quality is good

Inadequate imitation—the
same active ingredient but
of insufficient quality and
quantity

Reduced efficacy and, in the
case of antibiotics,
development of pathogen
resistance

“Placebo”—looks like a real
drug, but contains no active
ingredient

Lack of efficacy

Poisonous—contains
harmful or poisonous
substances

Physical injury or death

Source: Reference 57.

consumption by one person benefits other people as well,
by reducing their risk of infection. This makes subsidization appropriate, since the price set by the market would
be too high and use rates of externality-generating medicines too low.
Beyond insurance and externality arguments is an
equity argument. Universal access to medicines—especially life-saving ones—is a principle that commands
much support (it was endorsed in the 2001 Doha

Declaration on Trade-Related Aspects of Intellectual
Property Rights, or TRIPS, and Public Health). Universal
access might be interpreted to mean that poor and nearpoor households ought to pay a low price even for medicines that involve no externality, so that the cost does not
deter them from getting necessary medicines or push
them into (or further into) poverty (boxes 7.8 and 7.9).
This provides a rationale for governments seeking to influence—at least for poor and near-poor households—the
retail price of all drugs, not just those used to prevent and
treat communicable diseases.They have a variety of instruments at their disposal.
Because governments end up footing a sizable share of a
country’s drug bill, they have an interest in the price they
pay for drugs, as well as in the quality and quantity of
drugs dispensed. Through strategic purchasing, governments can exert a substantial influence on the price they
pay for drugs. Governments also have several means to
influence prescribing behavior and use patterns.
PAT E N T S A N D T H E PAU C I T Y O F R & D O N D I S AFFECTING

PEOPLE

IN

L I M I T T R E AT M E N T

The high cost of drugs in Vietnam, by source,
1993 and 1998

DEVELOPING

The
use of patents to provide incentives for research and develCOUNTRIES

In Vietnam in 1993 a single visit to a public hospital by a member of a household in the poorest fifth of the population
resulted in outlays on medicines equivalent to 40 percent of
the household’s annual nonfood consumption (discretionary
income) (see figure).A single visit to a commune health center
resulted in a bill for drugs equal to 11 percent of the household’s annual nonfood consumption.
Not surprisingly, a large number of Vietnamese—3 million
people according to one estimate61—were pushed into poverty
as a result of high out-of-pocket payments for healthcare, much
of it attributable to drug expenditures. Households in Vietnam
appear to have been deterred from using health services
because of high drug costs: having insurance coverage for drugs
and inpatient care has a substantial positive effect on the use of
hospital care.62,63

OPTIONS

Box 7.8 Do we know how affordable drugs
really are?
Despite the importance of drug prices, little is known about
the prices people pay for medicines in developing counties. A
new approach to measuring drug prices focuses on a range of
30 key medicines that address the global disease burden, particularly for low- and middle-income countries.58 Several of
these drugs—including antibacterial medicines, such as cotrimoxazole pediatric suspension for treatment of acute respiratory infection in children under five, and antimalarials, such
as artesunate and pyrimethamine with sulfadoxine—are relevant to the Millennium Development Goals.
The preliminary results of surveys based on this new
approach show that in South Africa the price that the lowestpaid government worker needs to pay to afford a course of
treatment with amoxicillin (an antibacterial drug) in the private sector is between half a day’s and a day and a half ’s wages,
depending on the type of amoxicillin used.59 In Armenia the
lowest-paid government worker had to work for 148 days to
pay for a course of treatment with branded aciclovir, an antiviral drug.The same money would be enough to pay for enough
rice or sugar for 10 years. The use of a generic drug reduced
the price by 40 percent but still left it unaffordable for most
people. In Kazakhstan surveys found that the prices of only 4
of 85 drugs were lower than the international median.60

Share of per capita annual nonfood
consumption absorbed by drug
expenditure, per contact (%)

EASES

Box 7.9 High drug costs in Vietnam deter
use and cause impoverishment
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opment (R&D) leaves many key drugs beyond the financial
reach of poor countries.The extension of the patent period
to 20 years under the TRIPS agreement (even the United
States, with its robust patent system, previously had only a
17-year period) made this problem worse. These concerns
have led to heated debate, brinkmanship by some developing country governments, and exemptions for public health
crises.
The concerns, it should be noted, currently apply to relatively few drugs, since most drugs on WHO’s Essential
Drug List (the most cost-effective therapies for a broad list
of diseases) are off-patent in all countries. But as resistance
to some essential medicines increases, replacements are
being developed.These new treatments will be unaffordable
to developing countries. In 2002, for example, the cost for
the antimalarial drug chloroquine was $0.10 per treatment.
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But resistance to chloroquine is growing in many parts of
the world, and alternative treatments are far more expensive—30 times more for coartem and 400 times for
malarone. Similarly the six-month treatment under the
directly observed treatment, short-course (DOTS) regimen
for people with tuberculosis is $20, while the newer multidrug therapy treatment is $400.64
Another concern is the low levels of R&D for drug
treatment of “neglected” diseases—diseases that disproportionately or exclusively affect poor countries, with effective demand that is too limited to make R&D profitable.
The facts are striking. Global expenditure on health R&D
has risen significantly and continues to rise. Yet of the
1,393 new drugs approved between 1975 and 1999, only
16 (just over 1 percent) were specifically developed for
tropical diseases and tuberculosis—diseases that account
for 11.4 percent of the global disease burden but which
are disproportionately concentrated among poorer populations.65 By contrast, 179 new drugs were developed for
cardiovascular diseases.65

What are the options for getting drugs and other supplies
to the frontline and enhancing treatment practices?
CHANGING

B E H AV I O R

AMONG

CONSUMERS

Providing health education (information on dosage and mode of administration) to patients
and building trust between patients (and their caregivers)
and prescribers (particularly as part of DOTS) have
proved successful in addressing low patient compliance as
well as high levels of self-medication.66 Group discussions
with mothers, training seminars for providers at the community level, and districtwide monitoring have reduced
the use of “irrational” injections in children.67 Treatment
guidelines and training and continuing education for
health providers on the use of drugs are also potentially
useful tools.
A N D P ROV I D E R S

I M P ROV I N G T H E M A N AG E M E N T C H A I N T O G E T
T H E D RU G S T O T H E F RO N T L I N E In the retail sector in the industrial world, supply-chain costs are as low as
3–6 percent of the cost of goods sold in the grocery sector
and 6–8 percent in the retail sector. In healthcare, supplychain costs are as high as 38 percent of the cost of goods.
Some of this reflects a lack of continued investment in
healthcare supply chains, resulting in manually controlled
logistics systems with considerable paper shuffling, lengthy
order and delivery cycle times, excessive inventory, multiple product handling activities, lack of information sharing
among trading partners, and an operational rather than a
customer focus.68 Few of these problems are limited to the
logistics sector. One study estimates that because of waste
and inefficiencies in drug selection and procurement, only
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12 percent of government spending allocated to the purchase of drugs in Africa is used effectively.69
The management chain can be improved, however. Key
measures include:
• moving the logistics functions from the backroom to
the boardroom, recognizing that it is a core function
that needs to be strategically managed and invested
• putting computerized information management systems in place that gather timely consumption and
stock data and using information to drive the system
• preparing annual forecasts and revising them semiannually
• negotiating better purchase prices through group
purchasing organizations
• strategically managing distribution by reducing intermediate distribution points and outsourcing the distribution
• establishing key performance measures to continually
assess the performance of the system
• focusing on driving down the total delivered cost,
rather than the unit cost70
All of this is doable. In Ghana, as part of the Strategies for
Enhancing Access to Medicines (SEAM) initiative funded
by the Bill and Melinda Gates Foundation, a portion of
the drug distribution system was extensively reformed to
improve the use of medicines by mission hospitals. The
effort has included dovetailing pharmaceutical distribution with other proven logistics systems (such as social
marketing).
C R E AT I N G

INCENTIVES

TO

E N C O U R AG E

Behavior change programs for providers and retailers will have only limited
effects if there are strong economic incentives not to be
responsible in prescribing drugs. An extreme example is
that of doctors in Georgia, who contributed to the spread
of drug-resistant tuberculosis (box 7.10). Prescribing
DOTS drugs to tuberculosis patients offers the doctors,
who are paid just $50 a month, no additional income,
since the drugs are provided free by the German government. Instead, the doctors prescribe a cocktail of other
drugs, at a cost of $300–400 a month, causing patients to
develop multidrug-resistant tuberculosis. This is a classic
example of a well-intentioned policy—to protect the poor
from drug costs—that has not been thought through. If
irresponsible prescribing is to be deterred, providers have
to have a financial incentive to prescribe responsibly. This
can be done through a voucher scheme in which patients
present the provider with a voucher (usable only for

RESPONSIBLE PRESCRIBING

Box 7.10 Perverse provider incentives and tuberculosis drugs in Georgia
Twenty-three-year-old Gia is thin, and his eyes shine with fever.
“Please tell me, isn’t there anything to get rid of this heat?” he
asks, sitting hunched on a bench in a damp hall in the Abastumani
hospital, 1,500 meters high in Georgia’s forested mountains. “A
thousand paracetamol won’t get rid of this temperature.”
Gia and his fellow patients are hoping to be cured of tuberculosis, but they are at the center of a public health disaster that
threatens Europe with a deadly form of tuberculosis resistant to
standard drug regimens, the so-called multidrug-resistant tuberculosis.To blame is the treatment these patients receive in places
like Abastumani, 125 miles west of the capital Tbilisi.
Gia had to sell his apartment, leaving his wife and two-year-old
son homeless, to pay for a cure at the hospital after more than three
years of treatment elsewhere failed to rid him of his cough, night
sweats, and crushing fatigue. He now rests in a wing of the rundown hospital.The myth of fresh, mountain air as a cure for tuberculosis still holds among Georgia’s 4 million people. The Soviet
system once supported a large network of such hospitals, which
allowed patients to convalesce for two years or more.The system
was rich in time but poor in medication, giving only a small fraction of patients the antituberculosis drugs with proven efficacy.
In the chaos that followed Georgia’s independence and the
conflicts that racked the country between 1991 and 1994, the
tuberculosis notification rate tripled, from 29 new cases for every
100,000 people in 1988 to 89 in 2001.To combat the disease, in
1995 Georgia adopted the World Health Organization’s standard
strategy—the directly observed treatment, short-course (DOTS).
Widely promoted in the developing world, DOTS is a simple
regimen of four to five drugs taken three times a week for at least
six months under the observation of trained staff who make sure
that the medicine is taken properly. Finishing the course is essential, as patients often feel better after a month or so, stop taking
their drugs, and promptly relapse with a tougher strain of tuberculosis that is resistant to standard DOTS medicines.
The hospital’s director, Tariel Endeladze, is an enthusiastic
convert to the DOTS regimen. But the collapse of Georgia’s
healthcare system means that the misuse of antituberculosis drugs
is widespread. The government has no money to pay its nurses
and doctors, it cannot afford health education, and the market in
pharmaceuticals is unregulated.

approved drugs), which the provider takes to a payer (possibly a donor) to convert into cash.
OT H E R I N C E N T I V E S M AT T E R , TO O

Better prescription and management are important. But without institutional arrangements that give the right incentives to all parties
involved in drug distribution and prescription, availability will
improve only marginally. Part of the reason—sometimes a
major part—why facilities lack drugs is that providers have
little incentive to have drugs there. Sometimes drugs are

Recognizing tuberculosis as a disease of poverty, the DOTS
strategy requires the treatment to be free. The German government has been donating antituberculosis drugs to Georgia since
1995. Dr. Endeladze said patients did not pay for their treatment
at Abastumani, but nearly all the patients interviewed said they
were paying far more than the $50 it costs to treat a patient with
a standard course of DOTS. Gia and others said they paid
$300–$400 a month for treatment, a small fortune in a country
where a doctor’s monthly salary—if it is paid—is $50.
With cash rather than cure on many impoverished doctors’
minds, the uncontrolled distribution of antituberculosis drugs has
created the perfect breeding ground for multidrug-resistant tuberculosis, dubbed “ebola with wings” by a Harvard medical school
study. Annabel Baddeley, manager in Georgia of the British aid
agency Merlin, which is working to adapt DOTS to Georgia’s rural
areas, said that unpaid doctors were one of the greatest threats to
health there.“Doctors will charge tuberculosis patients who come
to them without referring them to the specialized tuberculosis
facilities and treat them for ‘pneumonia’ or ‘bronchitis’ with one or
two tuberculosis drugs when they should be using four or five.The
patients will then eventually find their way to the tuberculosis facilities with advanced tuberculosis, having developed drug resistance
as part of the unnecessarily expensive package they’ve paid for.”
Patients like Gia are also being treated incorrectly at Abastumani
with drugs usually reserved for treatment of multidrug-resistant
tuberculosis, worsening the resistance problem and condemning
those infected with tuberculosis to years of debilitating illness or
death as second-line drugs such as kanamycin lose their potency.
Treatment for multidrug-resistant tuberculosis is about 100 times
more expensive than standard DOTS. The World Health
Organization will not sanction the use of second-line drugs until
the standard strategy is up and running, leaving patients like Gia
without treatment.They could go on to infect 15 people in a year.
Reliable statistics are hard to come by in Georgia, but tuberculosis specialists estimate that as many as 10 percent of new
patients with tuberculosis and up to 25 percent of patients being
retreated for the disease could have multidrug-resistant tuberculosis. The structural health problems that created this crisis in
Georgia are repeated in almost all the former Soviet states.
Source: Reference 74.

absent because they have been “borrowed” by providers: surveys in Uganda suggest that an average of 70 percent of medical supplies and drugs in public facilities were appropriated
by staff for use in their private work.71–73 Where providers
have an incentive to have drugs available, they often are. In
China, where providers and retailers make much of their
income from selling drugs, drugs are readily available—the
public policy challenges are to reduce the prescription of
inappropriate and unsafe drugs and to make drugs more
affordable.The same story emerges in Georgia (box 7.10).
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The drawback to creating incentives to prescribe drugs,
of course, is that inappropriate or poor-quality drugs will be
prescribed. Creating regulation and behavior change programs to limit this response is not impossible, but it is not
easy. It is almost certainly unwise to try to solve the drug
availability problem by providing financial incentives to prescribe drugs.There may, however, be scope for changing the
incentive arrangements in the distribution of drugs. Some
countries have contracted out the distribution of medicines
to the private sector. Doing so may yield efficiency gains
(evaluations do not appear to have been undertaken).

tion between the two organizations.An autonomous entity
might not be an efficient option for small and very poor
countries. In such cases, countries could rely on international or regional mechanisms, such as the WHO
Certification Scheme, created in 1975 to help small
importing countries gain access to relevant information
and establish minimum safeguards. More recently the
WHO, supported by several UN organizations and the
World Bank, launched a pilot procurement initiative to
prequalify manufacturers of HIV-AIDS drugs.
I N S U R A N C E P O L I C I E S O N D RU G P R I C E S A N D

According to the WHO, an
effective drug regulatory system ought to include a full
drug registration process, unbiased drug information, oversight of promotional activities, post-approval drug safety
monitoring, quality-control testing, pharmaceutical inspection services, and certified compliance with good manufacturing practices.75 Just one in three drug regulatory
agencies works effectively in developing countries, as
became clear in a recent WHO study of pharmaceutical
regulation in Australia, Cuba, Cyprus, Estonia, Malaysia, the
Netherlands,Tunisia, Uganda,Venezuela, and Zimbabwe.76
Some countries, such as the Lao People’s Democratic
Republic, have no formal drug regulatory agency. Others
require only a notification from the manufacturer or
importer in order to market the product, not authorization
from a regulatory agency. On paper Nigeria has an appropriate formal system: market authorization requires evidence of safety and efficacy, and samples of the product
must be regularly analyzed. But implementation is usually
weak because of lack of human and financial resources.
Guyana applies a reasonable, pragmatic approach, making
authorization dependent on proof of registration by a drug
regulatory agency in Australia, Canada, the United States,
or the United Kingdom.
Developing countries will not be able to set up a drug
regulatory agency with the resources and capacity of the
U.S. Food and Drug Administration or the European
Medicines Agency. But almost all countries should be able
to set up a drug regulatory agency that can handle the most
essential functions in an efficient, transparent, and affordable way. One important policy issue is whether the agency
should be a department of the ministry of health or an
independent agency. An independent status is assumed to
allow the drug regulatory agency to perform its functions
without political interference. There can, however, be disadvantages in having an autonomous drug regulatory
agency. Badan POM, Indonesia’s drug regulatory agency,
once a department of the Ministry of Health, is now
directly accountable to the President’s Office. But lines of
authority are not clear, resulting in dysfunctional competiR E G U L AT I N G

D RU G S
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Drug costs are often not covered or
only partly covered by insurance (box 7.11).Whether the
exclusion of outpatient drug costs makes sense is debatable. It makes sense for insurance to focus on high-cost,
low-frequency costs, such as expensive inpatient drug
treatment. But not covering outpatient drug costs may
deter people from taking preventive measures and seeking
care from a low-level provider as soon as they fall ill.They
may well get even sicker later and end up in a hospital,
incurring large bills against which they are fully insured.
The result may be higher costs for the entire insurance
scheme.The fact that private insurers in countries like the
United States cover drug expenses likely reflects a belief
that covering certain preventive measures and outpatientadministered medicines lowers overall costs.

D RU G S P E N D I N G

D RU G P R I C E S A N D T H E RO L E O F G OV E R N M E N T

Governments have ways of influencing drug prices—both
the prices they (and ultimately taxpayers) pay when they
subsidize the cost of drugs and the prices consumers pay out
of pocket. Governments can exert a direct influence by regulating retail prices through fixed prices, risk-sharing agreements, and reference-based pricing schemes. In China,
where the majority of drugs are purchased from retailers, a
sizable fraction of drugs are sold at a regulated price.
Governments can influence retail prices indirectly
through policies affecting the domestic pharmaceutical
industry (antitrust regulation, profit controls, incentives to
encourage market entry by new competitors) and foreign
trade. The large increase in affordability of drugs in
Vietnam between 1993 and 1998 (see box 7.9) was due
largely to deregulating the pharmaceutical industry and
opening the sector to international trade.These two measures resulted in a 33 percent decline in real terms in the
medical price index.63 Governments can also influence
retail prices indirectly by making large bulk purchases
from manufacturers and then selling drugs at wholesale
prices to the private nonprofit sector, as the governments
of Ethiopia, Ghana, Malawi, Tanzania, Uganda, Zambia,
and Zimbabwe do.81

Box 7.11 Drug subsidies and drug insurance: Different countries, different policies
In Hungary drugs are free of charge or reimbursed at 50 percent,
70 percent, or 90 percent, depending on patient characteristics.
Generic products on the pharmaceutical benefits list are reimbursed at 90 percent of the price. People on public assistance and
those with chronic diseases receive free drugs, or they are reimbursed at 90 percent.77
Estonia has had a drug reimbursement system since 1993 for
pharmaceuticals purchased from outpatient pharmacies.There is
a mandatory patient copayment for each purchase of drugs. All
prescription drugs exceeding the patient’s copayment are covered by at least a 50 percent reimbursement.The reimbursement
rate increases up to 90 percent or 100 percent for medicines on a
list of more serious diseases, in which case the copayment is also
lower.77
Since July 1997 in Albania only children under the age of
one, war veterans, and people with disabilities receive a full subsidy for essential drugs.77
In Lithuania drug costs are fully covered for inpatient care
but are not covered for the majority of the population for outpatient care.77
In Azerbaijan drugs are free of charge for inpatient care but
not for outpatient care, except for people with cancer and some
psychiatric diseases.

Whether governments sell such drugs to the private
sector or keep them for use or sale in their own facilities,
they can exert a major influence over drug prices by
engaging in strategic purchasing. One issue is whom to
purchase from. In the past many governments relied heavily on their own domestic industry. Considerations of
economies of scale, however, point to purchasing from
multinational companies—or at least from domestic affiliates of multinational companies. Today developing countries seem to be relying less and less on domestic
manufacturers, whose share of world pharmaceutical production decreased from 11 percent in 1985 to 7 percent in
1999.A few cases buck this trend. Cuba’s industry has been
highly innovative, bringing $100 million a year in export
earnings. And Brazil recently fell back successfully on its
domestic industry to make credible a threat to invoke a
compulsory license to produce its own antiretrovirals
unless significant price concessions were made by the
research-based global pharmaceutical industry (they
were). But there are also plenty of failures, with governments wasting scarce revenues supporting uncompetitive
domestic industries.82
The second issue is whom to purchase with. Governments can increase their monopsony (single buyer) power
by getting donors to engage in pooled procurement with

In Indonesia drugs are provided free of charge to specific
groups—poor families, schoolchildren, people with disabilities,
the elderly, government officials, and public enterprise employees
and their families—through primary health centers and public
hospitals.78 People not included in any medical insurance system
have to pay for drugs obtained from public or private facilities.79
In Nepal drugs are distributed free of charge in public health
facilities. Large hospitals, managed by semi-autonomous hospital
management committees, can sell drugs at either subsidized or
full price.
In Myanmar cost-sharing drug shops have opened in hospitals, with 43 drug items supplied by the Central Medical Stores
Depot (CMSD). Drugs are sold at a maximum 15 percent profit
margin over the CMSD price.The CMSD cost of drugs has to be
returned to the government budget from the proceeds of sales.79
In Guatemala the Ministry of Health provides drugs free of
charge in primary or secondary health centers and hospitals. In
2001 almost 70 percent of the population had access to essential
drugs.80
Ghana is currently scaling up for a national health insurance
scheme that will include limited coverage for pharmaceuticals.
Source: World Bank staff.

the government (box 7.12). Governments can increase their
bargaining power still further by joining forces with other
governments to set up a multinational purchasing pool.The
scope for putting downward pressure on drug prices is very
large.
The third issue is what governments should purchase.A
major choice is between brand name drugs and generics.
Since generics are sold under an international nonproprietary name, there is limited scope for product differentiation and much greater scope for competition. This puts
downward pressure on the prices not only of generic
drugs but also of brand drugs. If the generic and the brand
drug are therapeutically equivalent, quality should not
need to be compromised. Drugs not subject to any exclusive marketing rights, patents or otherwise, such as most of
the drugs on the WHO’s Essential Drug List, are the obvious target of a generics policy.
S U B S I D I Z I N G D RU G S Many drugs—even those for
communicable diseases—are not subsidized, in part
because of budget constraints in developing countries.
According to the WHO, a regular supply of “essential”
drugs would cost at least $5 per capita per year.79 This is
beyond the means of many developing countries—many
spend this much on all healthcare costs. Donors can help
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Box 7.12 The attractions of pooled procurement
In Mozambique drug imports are financed largely by donor
assistance. In the past a lack of coordination in drug procurement
resulted in huge inefficiencies.83 The government determined
which types and quantities of drugs to purchase only after a
donor had allocated a specific amount of finance.This resulted in
unpredictable funding, erratic purchasing cycles, difficulties with
long-term planning, and tied donations that resulted in frequent
stockouts and expiring drugs. Decisions on what and how much
to buy were offer driven, and drug imports expanded or shrank
according to donor financing. After several agencies pushed for
restructuring based on the Ministry of Health’s specification of
needs, in 1997/98 donors pooled their funds and responded to
the government’s priority. Currently, seven donors are making
multiyear commitments to a common pool for drugs.
The benefits of pooled purchasing are also illustrated by the
use of multinational purchasing pools for HIV drugs in the
Americas. Almost 2 million people in Latin America and the
Caribbean are living with HIV/AIDS, according to Joint
United Nations Program on HIV/AIDS (UNAIDS) figures.84
The Caribbean, where about 500,000 people are living with
HIV/AIDS, has the second-highest HIV prevalence rate in the
world after Sub-Saharan Africa. The high cost of antiretroviral
drugs to treat HIV/AIDS makes it difficult for patients to pay
for the drugs and for public and private insurance to make treatment affordable. Negotiated agreements between ministries of
health and pharmaceutical companies reduced the prices of
antiretroviral drugs in Latin America and the Caribbean,85 but
the prices were still high compared with generic prices in countries like India. There were also wide differences between
countries, with some countries paying up to 10 times more for
the same treatment.

governments meet the cost of providing free or subsidized
drugs. Between 1999 and 2002, $400 million in World
Bank loans was spent on pharmaceuticals and other medical goods. In Tajikistan external donations accounted for
more than 40 percent of pharmaceutical expenditures in
1998.77 This level of support is clearly not sustainable (see
chapter 4 on financing issues).
The long-term solution is to set priorities for government health spending so that sufficient funds are available
to subsidize activities that genuinely warrant a subsidy
(such as medicines against communicable diseases) and to
scale back spending on programs of lower priority or programs for which government spending is not indicated or
is poorly targeted. Donor finance to cover recurrent drug
costs should be time limited, tied to policies that support
the development of a robust and sustainable pharmaceutical system, and linked to support for the reallocation of
government spending.The World Bank’s recent Kyrgyzstan
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Analysis of the negotiations for HIV/AIDS drugs suggests that
regional pooling procurement benefits not only countries with
small markets, high need, lack of private insurance, and lack of a
pharmaceutical industry, such as countries in Central America
and the Caribbean, but also countries with large markets and an
established pharmaceutical industry, such as Argentina, Colombia,
and Mexico.The use of generic manufacturers prequalified by the
WHO allowed for greater price competition and further reduction of prices.
The Rockefeller Foundation, Management Sciences for
Health, and the South Center recently identified lessons from
pooled procurement initiatives in Latin America and the
Caribbean, the Middle East and North Africa, and Sub-Saharan
Africa.86 The analysis identified several success factors: political
will and organizational commitment, adherence to a single purchasing agreement, secure and trustworthy finance and payment
mechanisms, a permanent and autonomous procurement secretariat, harmonization and standardization, good pharmaceutical
procurement practices, and effective quality assurance.
Pooled procurement is more likely to succeed if pool members share similar economic, regulatory, and cultural backgrounds.
Currency, language, and a harmonized drug registration procedure seem to be key factors of success.Two regional groups were
identified with significant potential for expansion: the Association
Africaine des Centrals d’Achats de Médicaments Essentiels and
the Commonwealth Regional Health Community and Southern
African Development Community. Each organization has 16
member countries, with 12 countries belonging to both organizations.The expected next steps are to agree and formally request
assistance for funding proposal development.
Source: World Bank staff.

Health Sector Reform project set out to do precisely this:
accompanying the $6.9 million four-year loan were a series
of promised policy reforms, including strengthening the
government’s drug regulatory capabilities and improving
the cost-effectiveness of public financing.77
PAT E N T S , T R I P S , A N D T H E A F F O R DA B I L I T Y O F

The strengthening of patent rights under
TRIPS led to concerns that new drugs would become even
less affordable to developing countries. In November 2001
WTO ministers announced the Doha Declaration on
TRIPS and Public Health, stating, “We affirm that the
Agreement can and should be interpreted and implemented
in a manner supportive of a WTO member’s right to protect public health and, in particular, to promote access to
medicines for all.” Under this interpretation of article 31(f )
of the TRIPS Agreement, countries with a public health
crisis can forgo patent law and issue a compulsory license to

N E W D RU G S

a local manufacturer. But since most developing countries
lack the domestic capacity and technical expertise to manufacture on-patent pharmaceuticals, interpretation of what
this meant became the subject of a global pharmaceutical
policy debate. In August 2003 it was agreed that countries
without the capacity to manufacture medicines could still
use compulsory licensing by contracting-out agreements
with firms in other countries. So far the provision has been
invoked only to increase the supply of antiretroviral therapy
globally.
The August 2003 provision should encourage competition and make antiretrovirals more affordable to the developing world, but the administrative intricacies of implementing
the compulsory licensing provision are likely to prove cumbersome for most developing countries.An additional route
to making antiretrovirals affordable is the Accelerating Access
Initiative (box 7.13).

PUSH

AND

PULL

FOR

R&D

TO

DEAL

WITH

One way out of this impasse is
to separate R&D from drug manufacturing and sales.89
Industrial countries, donors, or foundations would commit
to purchase—for a sizable fee—any patents resulting from
the development of a major new vaccine or drug and to
make the patent freely available to drug manufacturers.This
would increase the incentive to engage in R&D on diseases
for which effective demand for drugs is limited (push),
while allowing the drug to be sold at marginal cost immediately after approval (pull). Another approach is the global
public-private partnership known as the International
AIDS Vaccine Initiative (box 7.14). And Médecins sans
Frontières is leading a global initiative that would encourage research and development of drug therapies for most
neglected diseases by developing countries themselves.
NEGLECTED DISEASES
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Box 7.13 The Accelerating Access Initiative
for antiretroviral drugs
The Accelerating Access Initiative, launched in May 2000 by
five UN agencies and five pharmaceutical companies,87 aims to
address the high cost of antiretroviral drugs and to increase
access to HIV/AIDS care and treatment. The initiative was
structured into working groups for country support, communications, and procurement. UN agencies offered technical
support on planning for the care and support of people living
with HIV/AIDS, particularly on how to increase access to
antiretroviral drugs. The countries then negotiated with pharmaceutical companies in discussions facilitated by the UN
agencies.
By May 2002, 80 countries had expressed an interest in the
initiative, and 39 countries had developed or were developing
national plans to improve the care of people living with
HIV/AIDS. Also by May 2002, 19 countries had reached
agreements with the pharmaceutical companies to supply their
antiretroviral drugs at significantly reduced cost.The countries
agreed to waive import taxes and duties on the drugs. Some
countries have also introduced generic antiretroviral drugs at
competitive prices.
By December 2002 the cost of the drugs offered by the
pharmaceutical companies in the Accelerating Access Initiative
had decreased substantially, in some cases to 10–20 percent of
their price in industrial countries. In the 19 countries that
reached agreements with the pharmaceutical companies,
27,000 people had gained access to antiretroviral treatment,
almost 10 times the number of patients treated before the
agreements. Despite these efforts, however, less than 6 percent
of people in developing countries who could benefit from
antiretroviral treatment are receiving it.88
Source: World Bank staff.
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Box 7.14 Global public-private partnerships to accelerate the introduction of new vaccines
A company’s decision to invest in developing and commercializing a vaccine is based largely on an evaluation of economic factors: costs, risks, and timing of investments, and expected returns.
To influence these economic factors, governments are seeking
new ways to assess and share risk and accelerate the development
and introduction of priority vaccines. They are using “push”
mechanisms to reduce the risks and costs of investments and
“pull” mechanisms to ensure future returns. The benefits and
constraints of each mechanism, and examples of how they have
been used, are shown in the table.

development of specific vaccines (HIV/AIDS, malaria, acute respiratory infection, and diarrheal disease). To move forward with
credible partnerships, both partners must understand the costs,
risks, and benefits in order to identify the costs and risks that are
sensitive to public sector support. And both public and private
partners must be confident that the agreements defining the
partnership protect both of their interests—more rapid development, expanded capacity, and lower prices on one side and real
financial commitments that cover investments on the other.
The impact of partnerships

The role of partnerships
It is unlikely that adequate resources can be raised to finance all
the costs of vaccine development and production (100 percent
push) or to purchase vaccines at prices equivalent to those paid in
the United States or Europe (100 percent pull). So the public sector must leverage its resources by targeting as directly as possible
the obstacles inhibiting a vaccine’s progress. If the risks are linked
to scientific uncertainty, as for an HIV/AIDS vaccine, push
mechanisms may prove more valuable than pull mechanisms. If
the risks stem from the market, as for the meningococcal A conjugate vaccine, pull mechanisms become more important.
Public-private partnerships allow for sharing the risks and
costs of developing and introducing priority vaccines in novel
ways. Several public-private partnerships are accelerating the

Public-private partnerships are expanding the number and quality
of vaccine candidates in the pipeline and accelerating late-stage
development activities (ensuring clinical trials in developing countries, influencing production capacity decisions, working with governments to collect data for national decisionmaking). The
International AIDS Vaccine Initiative (IAVI) and the Malaria
Vaccine Initiative (MVI) have supported these efforts. More than
75 percent of IAVI’s resources are slotted for vaccine development
and a number of vaccines are targeted for trials in 2003 in such
countries as China, India, Kenya, South Africa, and Uganda. The
MVI currently has nine vaccine development projects in its portfolio, with clinical trials under way in Africa for two of those projects.
Source: References 90–95.

Push and pull mechanisms to accelerate the introduction of new vaccines
Mechanism

Benefits

Constraints

Examples

Push

• Reduces risk and cost of investment and thus may spur or
accelerate product development
• Well-known policy tool with
proven track record
• Credible to industry since
money is offered upfront

• Requires “picking a horse” early
in the process
• Difficult to estimate value and
negotiate some return from
industry
• No promise of a successful
outcome

• Direct financing: provides funds to
implement activities critical to vaccine
development (clinical trials)
• Facilitating environment builds clinical trial capacity and helps gain government support
• Tax credits on R&D

Pull

• Reduces risk to manufacturer,
thus creating incentives for
private investment
• Public sector not forced to
select one product; instead,
competition encouraged
• Public funds not committed
unless a vaccine is developed
• If structured correctly, highly
credible to industry

• Locked in even if results are unfavorable (if commitments are made
early, the public sector may be
locked in to a suboptimal
outcome)
• Mechanisms untested and risky
• Promised return may be too
distant and risky to spur
investment

• Increased uptake of existing vaccines
(Global Alliance for Vaccines and
Immunization and the Vaccine Fund):
provides five-year commitments to
governments for purchase of vaccines
• Copayments: fixed copayment (less
than price) guaranteed
• Market guarantee: commits to purchase a vaccine if it is developed
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CHAPTER 8

Strengthening Core Public
Health Functions

Chang Sun’s wife is HIV positive. So is his mother. So is his
aunt. So are his cousin and his cousin’s wife. So is the woman
next door and, probably, so is her husband. In fact, it is quite
possible that almost every adult and many of the children in
his small, remote village are infected. Among them is Chang’s
father, who died of AIDS last year, and his three-year-old
daughter, who succumbed the year before that. His first wife is
there too—she threw herself down the village well in 2000
after a doctor told her she was no longer worth treating because
she had the virus.
This is Xiongqiao village in Henan Province, the ground
zero of arguably the world’s worst HIV/AIDS epidemic, with
up to a million people infected in this single province through a
vast, largely unregulated blood-selling operation.The situation
is already a catastrophe, but the risks are growing.
It was almost inevitable that the outbreak occurred in
Henan. Here in the most populous and impoverished of
China’s provinces, life is cheaper than almost anywhere else in
the world.The average Henan farmer survives on 80¢ per day.
Henan’s officials turned to almost their only untapped resource:
the blood of the province’s 90 million population. Vans were
converted into mini-clinics and driven out into the countryside.
Ambitious peasants established themselves as “bloodheads”
(brokers) to meet the demand among both buyers and sellers.
For an 800 cc donation, villagers were paid 45 renminbi (about
$5.50), enough to feed a family for a week. Realizing that they
could get far more for milking their veins than for tending the
land, they lined up day in and day out for years to make dona-

tions. By the peak—around 1995—Henan had become the
nation’s blood farm.The system had been adapted so that villagers could give such huge amounts of blood without suffering
anemia.After extracting plasma from each 800 cc donation, the
collectors would pump 400 cc back into the arms of the donors.
It is believed that people’s blood often got mixed up in this way,
spreading HIV to almost everyone involved.
“Almost everybody did it,” said Chang’s cousin, Ming.
“We would sell extra if there was a marriage ceremony coming
up or if we wanted to build a house.The most I ever did was
four donations in a single day.”
The consequences for China will be devastating as many
infected villagers are migrating to work in Beijing and other big
cities.
GUARDIAN, October 25, 2003
The Chinese government has started providing free treatment
for poor people with HIV and AIDS and plans to expand the
program next year until every poor person who has tested positive is receiving medical help, a top health ministry official said
in a speech this week.
NEW YORK TIMES, November 8, 2003
This account from ground zero of one of the world’s
major AIDS epidemics and the 2002 outbreak in China
of severe acute respiratory syndrome (SARS) serves as a
forceful reminder of the importance of strong public
health systems. Vulnerable populations need to be
empowered, protected from risks, informed and educated,
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and encouraged to participate in health activities. Public
health regulations need to be established and enforced.
Infrastructure needs to be in place to reduce the health
impact of emergencies and disasters.All of this needs to be
done through a public health system that is transparent
and accountable.
Thus governments have responsibilities that go
beyond providing and financing health services in attaining the Millennium Development Goals. Strengthening
core public health functions such as policy formulation,
monitoring and evaluation, disease surveillance, provider
and insurance regulation, social mobilization, and cross-

What is public health?
The previous chapters emphasize the importance of governments building strong policies and institutions across the
health sector.Without such improvements, increases in government health budgets in most countries will have little
impact on Millennium Development Goal outcomes.
Governments play a role in developing and implementing
policies to lower the barriers that households—especially
poor ones—face. Households, as users of health services and
producers of health, are key actors in the health system.
Governments also play a role in improving the quality and
efficiency of service providers, which are also key actors.
They can do so through a combination of measures to
improve management in provider organizations and
improve the accountability of provider organizations to the
public, whether directly to patients and community organizations or indirectly through interactions with policymakers. Because provider organizations rely on inputs—human
resources and medicines—government policies aimed at
increasing stocks of human resources and improving their
distribution and quality are crucial. Policies to get medicines
to providers and ensure that providers face the right incentives for prescribing medicines are also important, as are
global policies to ensure appropriate levels of research and
development in “neglected” diseases and affordable medicines for poor countries.
These responsibilities are vital elements of the government’s stewardship role in the health sector. But beyond
them lies another set of essential responsibilities of the public sector: those in public health (table 8.1).1,2 Many of
these responsibilities are examined in other chapters of the
report, including financing health services (chapter 9),
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sectoral actions are government responsibilities that must
be discharged as part of the Millennium Development
Goal effort. Good practices in these areas need to be
carefully analyzed and multiplied. It is important for
national leaders and donor agencies to appreciate the
necessity of investing in these core public health functions, which are often overlooked as politicians and funders focus exclusively on service delivery. It will not be
possible to go to scale with basic services for HIV/AIDS,
tuberculosis, malaria, or maternal and child health with
faltering or absent public health infrastructure and weak
public health functions.

managing health services (chapter 6), pharmaceutical policy (chapter 7), and health promotion and behavior change
(chapter 5). Several others are discussed in this chapter.

Market failure and public health
In each of these areas of public health is at least one element
of “market failure.” This means that without some form of
government involvement, a free market would produce an
outcome that is inefficient. In many of these areas are elements of “externalities” and “public goods.” Immunizations,
for example, benefit not only the immunized person but also
whole communities, by reducing the risk of others getting
infected. The same is true of the use of insecticide-treated
nets (ITNs) and antimalarials. Externalities also provide an
important rationale for the public health agenda to concern
itself with intersectoral issues. For example, investments in
water and sanitation infrastructure enable households to
improve their hygiene, reducing their risk of contracting
communicable diseases and also the risk to others.
Communicable disease programs—surveillance, prevention, treatment and control—are classic examples of public
goods: benefits to some do not diminish the benefits to others, and it is typically not feasible to exclude specific people
from benefiting from such programs. Data collection and
analysis and monitoring and evaluation are other examples
of public goods. In some cases the rationale for government
involvements stems from informational asymmetries: the
patient, having less knowledge than the provider, can be
vulnerable to exploitation by unscrupulous providers (chapter 7).This asymmetry goes beyond medicines. It arises, for
example, in blood contamination, as in Henan Province.
Government involvement is required to deal with these
market failures. Externalities call for government subsidies,

Table 8.1 Public health responsibilities and functions

Policy development
Public health regulation
and enforcementa
Evaluation and
promotion of equitable
access to necessary
health servicesa
Assurance of the quality
of personal and
population-based health
servicesa
Health policy formulation
and planning
Financing and
management
of health services
Pharmaceutical policy,
regulation, and
enforcement

Collection and
dissemination of
evidence for public
health policies,
strategies, and actions
Health situation monitoring and analysisa
Research, development,
and implementation of
innovative public health
solutionsa
Provision of information
to consumers, providers,
policymakers, and
financiers
Development of health
information and
management systems
Research and evaluation

Human resource
development and capacity
building for public health

Prevention and
control of disease

Intersectoral action
for better health

Surveillance and control
of risks and damages in
public healtha
Management of communicable and noncommunicable diseases
Health promotiona
Behavior change
interventions for disease
prevention and control
Social participation and
empowerment of
citizens in healtha
Reducing the impact of
emergencies and disasters on healtha

Environmental protection and health, including road safety, indoor
air pollution, water and
sanitation and disease
vector control in infrastructure, management
of medical wastes,
tobacco legislation,
school health, and
education

Development of policy, planning, and managerial
capacitya
Human resources
development and training in
public healtha
Community capacity building

a. Pan American Health Organization, World Health Organization, and the U.S. Centers for Disease Control “essential” public health function.2
Source: Reference 1.

since without them, caregivers fail to take into account the
external benefits (the benefits to others) of their actions.
Too few people would be immunized. Surveillance activities, research and development, and monitoring and evaluation would be inadequate. Indeed, in some cases, without
government intervention none would be produced at all.
For activities involving externalities and public goods,
governments need not undertake the activities themselves,
but at a minimum they need to provide some financing
and close oversight, to ensure an acceptable level of performance, given the information asymmetries. Monitoring a
nongovernment supplier can be difficult, so governments
often undertake these activities themselves in the belief—
sometimes mistaken—that government officials are less
likely to exploit their informational advantages over
patients.

Obstacles to performing public health functions
Developing country governments generally recognize that
these public health functions are important—for making
progress toward the health- and nutrition-related Millennium Development Goals and for health policy in general—
but they often lack the capacity and financial resources to
implement them. Indeed, few low-income countries invest
in these public health functions. Because these functions deal
with broad health system issues rather than specific diseases,

they lack the immediate urgency and concrete appeal of disease-specific programs and thus tend to be neglected. That
their influence on health outcomes is difficult to measure
also contributes to their frequent neglect by governments
and donors.* It is difficult, for example, to say just how much
a strong disease surveillance and reporting system contributes to reducing the incidence of tuberculosis, whereas
the benefits of distributing and consistently using drugs for
treating tuberculosis are obvious. Still, where these core
functions are well performed, countries tend to have greater
success in achieving their health targets.

Why do core public health functions matter
for the Millennium Development Goals?
The core public health functions complement vertical programs for achieving disease-specific goals (see table 8.3 at
the end of this chapter). Investing in these functions helps
build capacity across all of the Millennium Development
Goals, whether the challenge is HIV/AIDS, malaria, tuberculosis, or communicable diseases in childhood.
*It has also been difficult to define and estimate the cost of implementing
core public health functions, although the Bank and its partners (the Pan
American Health Organization, the U.S. Centers for Disease Control and
Prevention) are trying to do so as part of national health accounts and public
expenditure reviews.
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Of the many potential public health functions, four are
key:
• establishing national strategies for disease prevention,
treatment, and control;
• installing government-led monitoring and evaluation
systems through integrated disease surveillance, program assessment, and collection and analysis of demographic and vital registration data;
• establishing and strengthening national institutions
and local capacities; and
• taking intersectoral actions that go beyond the remit
of ministries of health.

Establishing national strategies for
disease prevention, treatment, and control
By employing skilled public health professionals, governments can effectively monitor the health of communities
and broader populations, develop and enforce standards,
and emphasize health education, public information,
health promotion, and disease prevention. Public action
can improve consumers’ knowledge and change attitudes
so that private markets can operate effectively to meet the
needs of the poor. Examples are social marketing of ITNs
to reduce malaria transmission (box 8.1) and social marketing of condoms for protection against HIV/AIDS.

Installing government-led monitoring
and evaluation systems
Integrated disease surveillance, program assessment, and
collection and analysis of demographic and vital registration data are essential if governments and donors are to
determine whether policies and programs are having an
impact on the health Millennium Development Goals.
Box 2.1 in chapter 2 lists intermediate indicators and
proxy indicators for the Millennium Development Goals
that can help monitor progress, assess the impact of policies, and adjust programs going forward. Much greater
investments are needed in systems to monitor these intermediate indicators. Disease surveillance helps determine
whether health outcomes are improving. Some good practices in surveillance are being developed (box 8.2).
Not all developing countries can afford to invest in the
infrastructure required for strong surveillance systems. Most
rely on alternative short- to medium-term solutions for data
gathering, such as intermittent household surveys, health
facility surveys, and simplified facility-based routine reporting systems. In a few cases countries have made special efforts
to improve surveillance for specific interventions, such as
tuberculosis treatment or immunization, while others
attempt to monitor progress toward a specific Millennium
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Box 8.1 Increasing the supply of and
demand for insecticide-treated nets
Several large-scale efficacy trials have demonstrated that the regular use of insecticide-treated bednets reduces child deaths by
some 25 percent.The Roll Back Malaria Global Partnership has
adopted the widespread use of insecticide-treated nets (ITNs) by
children and pregnant women as a core strategy for reaching its
goal of halving malaria illness and death by 2010.
In many countries, insecticide-treated nets are available only
in a small number of commercial outlets in major cities. The
nets are often of poor quality, and the cost is high ($5–$15
each). Insecticide retreatment kits are rarely available. Even
where activities to boost demand have been successful, commercial markets have not always responded by scaling up supply.
Governments and their partners have used several approaches
to increase demand and supply. The most common have been
social marketing and public-private partnerships. In both, governments and donors have supported demand-creation activities
and provided subsidies for the purchase of nets, through voucher
schemes or sales of subsidized products. Eighteen countries have
also waived or significantly reduced taxes and tariffs on nets,
insecticides, and treated bednets.
These approaches have increased the accessibility and use of
ITNs. In Tanzania a social marketing scheme stimulated local textile manufacturers to produce high-quality bednets, while the
government drastically reduced taxes and tariffs on these products. The resulting competition in the marketplace caused the
price of treated bednets to drop from almost $15 to $2, making
the treated bednets accessible to a much larger segment of the
population. Use of ITNs has increased in some districts from less
than 2 percent to more than 25 percent.
Source: World Bank staff.

Development Goal. Cuba has made the Millennium
Development Goal for reducing child mortality a national
priority and established a surveillance system to monitor and
follow up each child death. Some governments, including
the Dominican Republican, are developing or modifying
their monitoring and evaluation framework to focus on the
Millennium Development Goals (box 8.3).

Establishing and strengthening national
institutions and local capacities
Ideally, national institutions that implement core public
health functions include a national center for disease surveillance, associations of health professionals with a strong
licensing arm, associations of health providers with strong
licensing and accreditation arms, a drug safety and regulatory agency, a health insurance regulatory body, interagency
task forces for such multisectoral issues as road safety and
tobacco control, and others.These institutions and capacities

Box 8.2 Reducing communicable diseases
through disease surveillance in Brazil
The Brazil Disease Surveillance and Control Project exhibits a
best practice in surveillance and public health partnership. It is
implemented by the Ministry of Health in collaboration with
the U.S. Centers for Disease Control and Prevention, the CDC
Foundation, the United Nations Development Programme, the
Pan American Health Organization, and the World Bank. A
main objective is to strengthen the national public health surveillance system.
The project trains staff at the municipal, state, and federal
levels in epidemiology, disease prevention and control, environmental health surveillance, laboratory reporting and safety, and
management. International technical assistance focuses on
improving field investigations of epidemic outbreaks and providing support for operational research in public health surveillance and use of surveillance data for decisionmaking. A public
health laboratory network is being rehabilitated, expanded, and
equipped, while the telecommunications system is being
upgraded for rapid and effective data reporting and use. Across
sectors environmental health is supported by the legal system.
The water quality surveillance system has been implemented in
more than half the states.
Public health surveillance and disease control activities contributed to reductions in such communicable diseases as rabies,
Chagas disease, and cholera and to dramatic declines in malaria
between 2000 and 2002.
Source: References 1 and 3.

are entirely lacking or in short supply in many low-income
countries.
With these institutions and capacities in place, a country
can more readily adapt to changes in its health profile and
deal with new challenges as they arise, including the range
of health challenges related to the Millennium Development Goals.The recent rapid response to severe acute respiratory syndrome (SARS) in Vietnam demonstrates the
critical role of a strong public health system. Successful
management of the disease outbreak in Vietnam was due
not only to high-level political commitment but also to
strong surveillance, enforcement of regulations to isolate
infected individuals and protect the public from further
exposure to the SARS virus, and cross-sector collaboration with officials responsible for water and sanitation,
education, and local government services. Drawing on this
experience, China’s strategy following the SARS epidemic
will be to improve SARS–related diagnosis, clinical management, and infection control. It also aims to strengthen
the capacity of the public health system to prevent and
control infectious disease—improving surveillance and
case-reporting systems and setting up alert and response

Box 8.3 Monitoring progress toward the
Millennium Development Goals in the
Dominican Republic
Improvements in health failed to keep up with economic development in the Dominican Republic over the past decade. In
2000 maternal and infant mortality rates were higher than in
other countries in the Caribbean Region at similar levels of
development. Coinciding with the endorsement of the Millennium Development Goals, the Dominican legislature passed legislation that paved the way for substantial reforms of the health
system. Within the framework of a provider-purchaser split, a
single-source National Health Insurance Plan will remove financial barriers to access, while a reimbursement system with contracted autonomous provider networks provides competition
that empowers consumers and should lead to improved service
quality. Reforms will be rolled out gradually, beginning with the
poorest province. The objective is to reduce infant, child, and
maternal mortality in line with the Millennium Development
Targets.
In an Adaptable Program Loan to support implementation
of the reform program, the government and the World Bank
agreed on the pivotal role of monitoring and evaluation.
Analytical work established chains of cause and effect, linking
reforms with intended outcomes. The exercise resulted in a
comprehensive monitoring framework that disentangled inputs,
outputs, and outcomes. Key outputs and outcomes were incorporated as triggers and performance indicators in the loan
framework. For example, the government committed to a 30
percent reduction in infant, child, and maternal mortality in
designated provinces by the end of the first four years of program implementation, when 30 percent of health expenditure
will be channeled through the new financing arrangements.
The government and the World Bank agreed that all efforts
to monitor and evaluate progress will be financed under the
Health Reform Support Project. Monitoring and evaluation
capacity in the Executive Commission for Health Reform will
be strengthened. A computerized health management and
information system will be established during phase one.At the
end of this phase, loan proceeds will cofinance the 2005
Demographic and Health Survey to ensure the timely availability of high-quality data. Annual evaluations of the project
will be conducted by an impartial outside entity.
Source: World Bank staff.

mechanisms to address public health crises and lower the
fatality rate should the disease reemerge.
Additional lessons on how countries can strengthen the
institutions responsible for core public health functions
can be drawn from a review of public management of
these functions. Box 8.4 identifies some of the key lessons.
One of the best examples of institutional changes resulting in improved health outcomes is the often mentioned
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Box 8.4 Core public health functions and the case for public management
A recent review of the main themes of public management literature
drew lessons on how public management relates to the core public
health functions. Some of the key lessons include the following:
• Curative services, preventive services, and core public health
functions have distinct properties requiring different policy
prescriptions.
• Because core public health functions have characteristics of
public goods, user fees are not appropriate.
• Promoting competition among agencies responsible for
public health functions does not improve efficiency. On the
contrary, it may hamper collaboration and technical assistance, compromising the effectiveness of such activities as
surveillance and health promotion.
• Contracting works for some services but not for others. For
preventive services that are measurable and discrete, such as
immunization or campaign-based programs, contracting
can be effective. But since measurement of core public
health functions is complex, expensive, and requires strong
information systems, contracting imposes transactions and
monitoring costs that make efficiency gains unlikely and
can reduce effectiveness.
• If introduced cautiously and with instruments to ensure consistency across units and jurisdictions, managerial autonomy
can be an important way of promoting adaptation and innovation in the core public health functions.
• Decentralizing the core public health functions can be a
risky strategy, because of the importance of central coordination, oversight, and technical assistance for these functions

and because local governments have little incentive to invest
in public goods and may neglect them. Core public health
functions should either remain under central control—with
managerial autonomy or other strategies to permit local
adaptation and responsiveness—or if already decentralized
should be subject to alternative forms of central oversight
and control, such as grants-in-aid or earmarking.
• Since core public health functions are heavily influenced by
rules and norms in the broader institutional environment that
cannot be addressed through training alone, efforts to build
management capacity should include components in addition
to training. Public sector norms and rules that impede effective administration should be changed whenever possible.
• Provider incentives are difficult to design for core public
health functions. For incentives to be useful, measurement
indicators should be chosen carefully. Incentives should be
team based or network based rather than individualized and
should include nonfinancial benefits. Performance improvement can also be achieved in more traditional ways—say, by
implementing merit-based selection and promotion criteria
and clear job descriptions.
• Increasing hierarchical accountability within the public
health system is critical for strengthening core public health
functions. Doing so requires changes in the capacity, autonomy, and behavior of service managers, and it requires
monitoring systems and instruments. Monitoring instruments need to strike the right balance between simplicity
and complexity and should be designed for operational
rather than research use.
Source: Reference 4.

case of Céara, Brazil (see box 6.5). Several government
actions there were important. Substantial investment in
public information about public health services led communities to hold elected mayors accountable for these services in their area. Careful control over selected human
resource issues reduced patronage at the local level.A phased
approach to implementing programs allowed early adopters
to be nurtured to success and news about “success stories”
to spread widely, influencing nonadopting areas. And there
was strong state government involvement in motivating
frontline health workers.

Taking intersectoral actions—going beyond
the remit of ministries of health
A review of the evidence for key determinants of the health
and nutrition Millennium Development Goals identifies
significant potential for intersectoral synergies (table 8.2).
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Roads and transport, water, hygiene, and sanitation, indoor
air pollution, and agriculture require multisectoral activities
with the potential to contribute to the Millennium
Development Goals for health and nutrition.
ROA D S A N D T R A N S P O RT Improving transport of
intermediate services reduces poverty not by directly increasing consumption of transport but by improving the quality
and security of access to work, markets, and services, according to a recent World Bank report.5 Better transport and roads
can reduce delays that contribute to maternal deaths. In
Tanzania 63 percent of women who died after reaching a
hospital had traveled 10 kilometers or more for treatment.6 In
India a study found that half of maternal deaths occurred
before the women reached a treatment facility.7
Several developing countries have improved access to
health services using locally available resources for emer-

Table 8.2 Potential for intersectoral synergies to achieve the Millennium Development Goals for health and nutrition
Millennium
Development
Goal

Target

Multisectoral inputs

Country examples

Key sectors

Reduce
maternal
mortality

Improve access to emergency obstetric care

Availability of transport,
roads, and referral facilities

Bangladesh, Tanzania,
Vietnam,

Transport, road
infrastructure, health

Reduce indoor air pollution

Improved cooking practices,
fuel, and ventilation

China, Guatemala, India,
Kenya

Energy, housing,
health

Reduce child
mortality

Reduce diarrheal diseases
in children through handwashing, use of latrines,
and proper disposal of
young children’s stools

Improved hand-washing
practices, using soap and
plenty of water

Costa Rica, El Salvador,
Guatemala, Ghana, India,
Nepal, Peru, Senegal

Water and sanitation, health
private sector (soap
manufacturers)

Reduce indoor air pollution

Improved fuel, ventilation,
and childplay practices

China, Guatemala, India,
Kenya, Mongolia,
Nicaragua

Energy, housing, private
health, private sector
(improved stove production)

Regulate food prices, raise
women’s income, and
promote dietary diversity
and food security at the
household level

Improved agricultural practices, tariffs, and trade;
reduced women’s workload;
better gender relations and
intrahousehold
decisionmaking

Bangladesh, India, Kenya,
Tanzania, Vietnam

Agriculture, rural
development, gender, trade

Reduce hunger
and improve
nutrition

Source: World Bank staff.

gency transport and communication. Better transportation
can increase the ratio of health facilities to population.8
Several community-driven development programs have
demonstrated that women’s access to health services can
be improved by making arrangements with local transporters and by organizing emergency interest-free loans
financed and managed by the communities.9 Preliminary
evidence from Mali, where referral funds managed by
local health communities financed a system of radio calls
and ambulances, shows an increase in emergency referral
rates from 1 percent to 3 percent.10
A 10-year study in Rajasthan, India, showed that better
roads and transport helped women reach referral facilities
but that many women continued to die because there
were no corresponding improvements at the household
and facility levels.7 This illustrates the need to improve
performance in all relevant sectors to achieve results on
the Millennium Development Goals.
WAT E R ,

HYGIENE,
AND
S A N I TAT I O N Better
hygiene (hand-washing) and sanitation (use of latrines, safe
disposal of children’s stools) are at least as important as
drinking water quality to health outcomes, especially the
reduction in diarrhea and associated child mortality.11
Increased quantity of water has been shown to have greater
impact than improved quality of water,11 possibly because
an adequate supply of water increases the feasibility of
adopting safe hygiene behaviors and reduces the length of
time that water must be stored and may become contami-

nated by handling. And constructing water supply and
sanitation facilities is not enough to improve health outcomes—sustained human behavior change must accompany the infrastructure investment.
So what can the public health sector do? In collaboration with other sectors, it can develop public health promotion and education strategies. It can work with agencies
that plan, develop, and manage water resources and those
responsible for monitoring water quality and sanitation,
and it can provide leadership for action on hygiene education. It can also provide other sectors with reliable data on
water-associated diseases and the effectiveness of interventions—and advocate for water, sanitation, and hygiene
interventions in poverty reduction strategies. And it can
work with the private sector to manufacture, distribute, and
promote affordable in-home water purification solutions
and safe storage vessels.
Hand-washing is one of the most effective interventions
for reducing diarrhea. Measurable reductions in diarrheaassociated child mortality have been achieved through
public-private partnerships to promote hand-washing.12 The
Bank’s water sector is working with a consortium to
improve the water supply questions on standardized health
surveys used in the developing world (such as the
Demographic Health Surveys and Multiple Indicator
Cluster Surveys) to gather more accurate information on the
links between water and health.The Bank’s health, nutrition,
and population and water sectors are implementing a joint
work program with the World Health Organization to
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update scientific evidence on water, sanitation, hygiene, and
health links to inform policies at national level.
I N D O O R A I R P O L L U T I O N Most indoor air pollution
in developing countries is caused by the use of low-cost,
traditional energy sources, such as coal and biomass
(wood, cow dung, crop residues), in primitive stoves for
cooking and heating—the main source of energy for some
3.5 billion people.The health burden from indoor air pollution is greatest in high-altitude rural areas among poor
families who use biomass in primitive stoves without
proper ventilation. Indoor air pollution is a major risk factor for pneumonia and associated deaths in children and
for lung cancer in women who are at risk of exposure
during cooking.
Eventually, most developing countries will move up the
energy ladder, but this move is delayed by low income and
limited access to high-quality fuel. Improved biomass stoves
have been effective in improving health outcomes in India
and elsewhere.13 Large community-based intervention trials
are documenting the affordability, cost-effectiveness, feasibility, and sustainability of multisectoral interventions.
Studies in China, Guatemala, and India are under way to
improve access to efficient and affordable energy sources
through local design, manufacturing, and dissemination of

low-cost technologies, modern fuel alternatives, and renewable energy solutions.14 In China the health sector initiated
a large community-based project to reduce indoor air pollution in rural areas, after policymakers became troubled by
the leveling off in child mortality rates among the rural
poor. Having already achieved high immunization rates and
other child health interventions, China is now seeking ways
to reduce risk factors beyond the health sector.The health
sector is generating the data, assessing the impact of interventions, and promoting behavior change that will reduce
exposure to indoor air pollution and complement the provision of hardware, such as improved stoves and ventilation.
Agricultural policies and practices that affect food prices, farm
incomes, diet diversity and quality, and household food
security also require government leadership to achieve better Millennium Development Goal outcomes. Agricultural
policies that focus on women’s access to resources (land,
training, agricultural inputs); their role in production; and
their income from agriculture are likely to have a greater
impact on nutrition than policies that do not focus on
women, particularly if combined with other strategies, such
as strategies for improving women’s education and effecting
behavior change communication.15,16

AG R I C U LT U R A L P O L I C I E S A N D P R AC T I C E S

Box 8.5 Strengthening the health system and core public health functions to combat HIV/AIDS
To achieve the Millennium Development Target for HIV/AIDS,
massive efforts are needed to strengthen health systems. In the most
severely affected countries, the health sector suffers from severe
shortages of human and financial resources. Many health sector services are struggling to cope with the growing impact of
HIV/AIDS. In Sub-Saharan Africa, people with HIV–related illnesses occupy more than half the hospital beds, overwhelming
health services and other organizations providing care and support.
And just as demand for health services increases, more and more
healthcare personnel are becoming infected with HIV/AIDS and
unable to work.Added to this is the ongoing attrition of healthcare
workers for other reasons and weakened infrastructure.
In many African countries healthcare systems also suffer from
chronic shortages of drugs, infrequent equipment maintenance,
inadequate logistical support, and weak supervision.Also lacking are
procedures or systems to monitor and evaluate the quality of healthcare and to ensure that providers are accountable to clients. All this
needs to change, not only to meet the HIV/AIDS treatment target
but to achieve the health Millennium Development Goals.
Because of the high cost of antiretroviral drugs, the complexity of the regimens, and the need for careful monitoring, specific
services and facilities must be in place in order to introduce antiretroviral therapy:
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• ensured access to voluntary counseling and testing
• capacity to recognize and manage common HIV–related
illnesses and opportunistic infections
• reliable laboratory monitoring services, including routine
hematological and biochemical tests for the detection of
drug toxicity as well as access to facilities for monitoring the
immunologic and virologic parameters of HIV infection
• ensured supply of good-quality drugs
• sufficient resources to pay for treatment on a long-term basis
• information and training on safe and effective use of antiretroviral drugs for health professionals in a position to prescribe antiretroviral therapy
• establishment of reliable regulatory mechanisms to prevent
misuse and misappropriation of antiretroviral drugs
Only through investments in strengthening of health systems and
core public health functions will these conditions be met.
Source: References 17–19.

What do governments and donors need to
do next to improve public health?
To accelerate progress toward the Millennium Development
Goals, most countries need to significantly increase investments in the core public health functions, in addition to providing and financing health services. Strengthening these
functions should be included in the Poverty Reduction
Strategy Paper process and public expenditure framework
exercises. Many existing health partnerships and initiatives
could contribute more to strengthening public health functions by helping build surveillance capacity. In India a World
Bank–supported $146 million immunization project was
instrumental in strengthening disease surveillance over the
succeeding two years and beyond.The project spurred development of a new national surveillance strengthening program, now being implemented with additional World Bank
financing.
Unless low-income countries strengthen such core
public health functions as surveillance, policy formulation,
and program monitoring and evaluation, they will find it
difficult to deliver the basic health interventions to fight
diseases and achieve the Millennium Development Goals
for health and nutrition.The key constraints to progress on
HIV/AIDS, for example, are weak government systems for
policy analysis, disease surveillance, and monitoring and
ineffective policies for human resources in health. To
achieve their goals, national HIV/AIDS programs need to
strengthen these core public health functions rather than
focus exclusively on prevention, condoms, testing and
counseling services, and treatment for HIV and opportunistic infections (box 8.5).
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Table 8.3 Examples of public health functions and infrastructure requirements for preventing and controlling
communicable diseases

Public health function

Acute respiratory
infection, diarrhea,
and measles

HIV/AIDS

Tuberculosis

Malaria

Adopting and reinforcing
legislation

Providing HIV testing,
ensuring confidentiality,
and protecting the rights
of people living with
HIV/AIDS

Controlling drug quality
and the monitoring of
private sales of drugs
Notifying people with
tuberculosis when their
cases are detected

Removing taxes and tariffs on essential
commodities (ITNs,
insecticides, drugs)

Regulating antidiarrheal
drugs use

Promoting equitable
access to health services

Targeting vulnerable
groups (often poor or
marginalized) with
HIV/AIDS services
Addressing gender
barriers
Contracting NGOs and
community-based
organizations (which are
often more effective in
reaching high-risk groups)

Providing free diagnosis
and treatment
Increasing communitybased treatment options
Addressing gender
barriers

Authorizing mid-level and
community workers to
provide effective
treatment in the
community
Adjusting or removing
user fees for people at
high risk (such as children
under five)

Encouraging communitybased prevention and
treatment
Monitoring the cost of
services and establishing
protective mechanisms
for poor families

Developing quality
standards and norms

Implementing protocols
in voluntary counseling
and testing, treating
opportunistic infections,
reducing mother to child
transmission, and
providing antiretrovirals
Providing training and
incentives to service
providers
Strengthening supervision
and monitoring and
evaluation

Ensuring adequate
supervision and
accountability based on
monitoring and evaluation
and performance-based
contracting

Balancing the needs of
the health sector in
discussions on civil service
reform
Contracting out health
services
Crafting malaria
treatment policies

Establishing guidelines
and standards for clinical
care for pneumonia and
diarrhea
Evaluating clinical performance

Developing national
strategies for disease
control

Developing strategies that
take into account the
specifics of the situation
(stage of the epidemic,
high-risk groups, capacity,
resources)

Establishing disease
control within sector
programs

Incorporating malaria
control policies in strategic plans for the health
sector

Adopting integrated control of acute respiratory
infections, diarrhea, and
measles and incorporating
it into the overall child
health policy and plan
(Integrated Management
of Childhood Illness)

Providing finance and
resource management

Calculating the cost of a
package of key HIV/AIDS
interventions and ensuring its financing

Ensuring financing for
drug supplies; accountability of health personnel;
strong central normative,
surveillance; and a monitoring and evaluation unit

Including malaria control
in sector budgets
Expanding allocation for
nonsalary recurrent
expenditures commensurate with need

Including child health preventive and curative services in the overall sector
budget

Developing policies for
rapid approval of drugs
and monitoring the
quality of drugs

Adopting a policy on
antiretrovirals

Developing efficient planning, procurement, and
supply of quality-assured
drugs and monitoring private sales, where feasible

Monitoring the availability
of insecticides and effective antimalaria drugs
in the marketplace

Monitoring drug
resistance, particularly for
pneumonia and dysentery

Developing policy
and strategy

140 | The Millennium Development Goals for Health

Table 8.3 Examples of public health functions and infrastructure requirements for preventing and controlling
communicable diseases (continued)

Public health function

Acute respiratory
infection, diarrhea,
and measles

HIV/AIDS

Tuberculosis

Malaria

Conducting health
situation monitoring
and analysis, including
surveillance

Implementing secondgeneration surveillance

Applying a standardized
quarterly system of
recording and reporting
on case detection and
outcomes
Conducting periodic surveys, where feasible

Using existing survey tools
(such as the Demographic
and Health Survey and the
Multiple Indicator Cluster
Survey) to monitor
outcomes and impacts
Conducting populationbased surveillance
Making decisions based
on data

Conducting routine monitoring of health facility
data
Conducting periodic
household surveys of
immunization coverage,
oral rehydration therapy
coverage, and acute respiratory therapy treatment
Conducting disease
surveillance

Conducting research and
development of
innovative solutions

Fostering partnerships to
conduct operational
research on AIDS vaccines,
new drugs, and new
preventive tools

Fostering partnerships to
pursue operational
research and extending
access to new technologies and strategies

Strengthening partnerships
with research and technical
partners to conduct
operational research on
efficacy and effectiveness
of new drugs, insecticides,
and preventive tools

Conducting operational
research on new delivery
mechanisms, such as community management of
acute respiratory
infections
Strengthening
partnerships for new
pneumonia vaccine development and distribution

Providing information to
consumers, providers,
policymakers, and
financiers

Providing information to
policymakers on the
socioeconomic costs of
HIV/AIDS, the costs of
scaling up interventions,
and the cost-effectiveness
of different interventions

Expanding information,
education, and communication programs and
social mobilization efforts
to increase case detection
and demand for services
within communities and
using key stakeholders

Disseminating best
practices
Providing information,
education, and communication that promote
behavior change

Using information, education, and communication
programs and social marketing techniques to promote appropriate
behaviors, such as handwashing

Strengthening health
information and management systems

Strengthening health
information systems,
surveillance, HIV/AIDS
program monitoring and
evaluation, and their
linkages

Integrating standard TB
reporting into regular
health systems without
losing required depth of
data for decision making

Using health information
systems data to monitor
performance of health
workers and facilities

Providing health workers
at the most peripheral
level with feedback of
results of health information systems

Conducting research
and evaluation

Evaluating HIV/AIDS programs and conducting
intervention research on
interrupting modes of
transmission, epidemiological risk and burden
research, and health systems and operational
research

Ensuring periodic evaluation at the local and
national levels that
increases accountability
and motivation to perform

Conducting operations
research on innovative
methods to improve treatment and prevention
practices at the community level
Monitoring and evaluating programs using standardized indicators

Developing standardized
indicators for program
monitoring and evaluation

Measuring results:
Collecting and disseminating
evidence for policies,
strategies, and actions
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Table 8.3 Examples of public health functions and infrastructure requirements for preventing and controlling
communicable diseases (continued)

Public health function

Acute respiratory
infection, diarrhea,
and measles

HIV/AIDS

Tuberculosis

Malaria

Managing communicable
diseases

Implementing effective
interventions with adequate coverage to make
an impact
Strengthening links
between HIV/AIDS and
other diseases control
programs (sexually
transmitted diseases,
tuberculosis, maternal and
child health)
Ensuring a reliable supply
of good-quality condoms
and drugs for treating
sexually transmitted infections and opportunistic
infections

Adapting design of case
detection, diagnostic,
and treatment delivery
schemes to local conditions and resources

Collaborating with public
health centers on implementing Integrated
Management of
Childhood Illness
Establishing good-quality
community-based treatment capacity through
NGOs and the private
sector
Supervising and monitoring public and private
sector health workers

Managing supervision,
supply chain, immunization and other child health
programs at the central,
regional, and district levels

Providing health
promotion information,
education, and
communication

Providing information,
education, and communication programs for
high-risk groups as well
as the general population

Expanding information,
education, and communication programs and social
mobilization efforts to
expand case detection and
demand for services within
communities using key
stakeholders

Promoting use of
insecticide-treated nets
and improving home treatment practices by
sponsoring behavior
change campaigns

Promoting key family and
community practices for
child health

Promoting social
participation and
empowerment of citizens

Adopting a multisectoral
approach to HIV/AIDS
Involving people living
with HIV/AIDS and highrisk groups in HIV/AIDS
activities

Expanding information,
education, and communication programs and
social mobilization efforts
to expand case detection
and demand for services
within communities
using key stakeholders

Promoting use of insecticide-treated nets and
improving home
treatment practices by
sponsoring behavior
change campaigns

Promoting social
mobilization for national
immunization days and
community-based child
health and nutrition
interventions

Reducing the impact of
emergencies and disasters

Establishing social support
networks for people living
with HIV/AIDS and AIDS
orphans
Establishing social safety
nets for poor households
affected by HIV/AIDS and
AIDS orphans (if possible)

Undertaking routine
reporting and conducting periodic surveys to
identify special risks
(emergence of
multidrug-resistant disease or outbreaks in prisons or health facilities)

Rapidly providing preventive tools (insecticidetreated nets)
Establishing readily accessible treatment capacity

Establishing effective surveillance for detection of
outbreaks of measles or
diarrheal diseases
common in population
displacement
Establishing effective,
rapid access to immunization and treatment

Improving environmental
health

Treating medical waste
generated by HIV/AIDS
services

Encouraging improvement
in conditions (ventilation,
space) of households,
worksites, prisons, and
refugee camps in order to
reduce exposure

Using proven, safe, and
cost-effective environmental management
techniques

Reducing indoor air
pollution
Forging public-private
partnerships to improve
water and sanitation
(hand-washing) and other
hygiene behaviors

Improving school health

Supporting school-based
HIV/AIDS education
programs

Increasing awareness to
improve case detection
and youth participation
in treatment supervision

Facilitating rapid treatment and access to
preventive strategies
through schools

Promoting water and sanitation and life skills
through Focusing
Resource(s) on Effective
School Health (FRESH)

Preventing and
controlling diseases

Undertaking intersectoral
action to improve health
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Table 8.3 Examples of public health functions and infrastructure requirements for preventing and controlling
communicable diseases (continued)
Acute respiratory
infection, diarrhea,
and measles

Public health function

HIV/AIDS

Tuberculosis

Malaria

Taking intersectoral actions

Supporting HIV/AIDS
activities in other sectors:
tourism, transport, labor,
education

Supporting public-private
collaboration on drug
supply and drug quality
control and stimulating
research and development

Institutionalizing health
impact assessment for
new initiatives and projects in other sectors
Using appropriate environmental management
and vector control strategies in agricultural, water,
and infrastructure
projects

Collaborating with education, water and sanitation,
and other sectors on key
family practices

Developing policy,
planning, and managerial
capacity

Sharing the experience of
success stories
Maximizing the role of incountry HIV/AIDS Theme
Groups in capacity building for policymakers and
planners

Ensuring that policymakers and donors
understand the impact
improved distribution,
retention, and quality of
primary healthcare workers has on outcomes

Establishing capacity for
short-, medium-, and
long-term planning and
budgeting to support
malaria control programs
Integrating planning for
malaria control in health
sector planning activities

Establishing a comprehensive human resources
development plan with
capacity building, followup, retention, and incentives to work in rural areas

Providing human resource
development and training

Training health professionals, social workers,
counselors, peer educators, program managers,
and epidemiologists

Integrating technical and
managerial training needs
within larger preservice
and in-service training and
supervision efforts

Ensuring adequate
numbers of trained health
workers at facilities and in
communities, including
through use of contracting
with NGOs and private
sector

Training epidemiologists,
and program managers
Providing preservice and
in-service Integrated
Management of
Childhood Illness skillsbased training

Building capacity in
communities

Training and funding
NGOs and communitybased organizations in
HIV/AIDS programming
and management,
prevention, care,
and support

Ensuring that the benefits
to the community of
engagement in disease
control efforts are known
and barriers to participation overcome

Engaging NGOs and
private sector in community-based prevention
and treatment activities

Engaging and training
NGO staff and other private sector actors in delivering services and
preventive messages at
the community level

Developing human
resources and building
capacity for public health
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CHAPTER 9

Financing Additional Spending
for the Millennium Development
Goals—In a Sustainable Way

Nha’s family has 12 members.They used to be one of the richest
families in the village (in Lao Cai Province,Vietnam). Now they
are one of the poorest.They have suffered two shocks in recent
years. First Nha’s father died two years ago. So there are now only
two main laborers in the family—Nha, 26, and his mother, 40.
Nha has two young children.Two years ago, his daughter Lu Seo
Pao also had a serious illness and had to be operated on in the
district and province hospital. Nha’s family had to sell four buffaloes, one horse, and two pigs to cover the expenses of treatment.
The operation cost several million VND, but Lu Seo Pao is still
not cured.All the people in Nha’s community helped, but no one
can contribute more than 20,000 VND (a little over $1). Nha’s
younger brother, Lu Seo Seng, who was studying in grade 6, had
to leave school to help his family. If Lu Seo Pao was not ill, says
Nha, his family would still have many buffaloes, he could have a
house for his younger brother, and Seng could stay in school.1

Mobilizing additional domestic resources—by raising
the share of government spending on the health sector or
raising the share of GDP that is taxed—is worth exploring. But raising additional domestic resources for government health spending takes time. Even on optimistic
assumptions about the growth of the health share of government spending, the tax share of GDP, and economic
growth, health spending per capita might easily take 10
years to double in real terms.
Official development assistance for health can play a
temporary role in financing additional expenditures. It
increased in the 1990s, but overall development assistance did not, so development assistance for health
probably will not increase indefinitely. Development
assistance also entails difficulties, including its volatility.
That volatility makes it an unreliable source of funding
for permanent increases in recurrent expenditures. And
increased expenditures financed through development
assistance eventually have to be accommodated within
each country’s budget. The sustainability of increased
expenditures therefore requires efforts on both domestic and external fronts.
Private health spending, whether out-of-pocket or
from private insurance, is another source of funding for
health.The importance of private spending as a share of
GDP varies across country income groups, but it is
higher in low-income countries (figure 9.1).

Additional health spending is necessary in at least some
countries. How should the extra spending be financed?
How should the cost be divided between governments
and donors? Many developing countries spend less than
they appear to be able to afford. Other countries with
similar per capita incomes devote larger shares of their
GDP to health spending. Countries that spend less do
so either because they place a lower priority on health
in their public expenditure allocations or because they
raise smaller shares of GDP in tax and nontax revenues.
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Figure 9.1 Government health spending is higher
in richer countries, but private health spending is
higher in low-income countries
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Health spending—government
isn’t the only player
Private spending absorbs a larger share of income in poorer
countries. In fact, in low-income countries, private health
spending absorbs a larger share of GDP, on average, than
domestically financed public spending. If private spending
were private insurance, this might not matter. But in lowincome and lower middle-income countries, private
spending almost invariably means out-of-pocket expenditures, not private insurance.2 In Cambodia, where the private health spending share of GDP is 6 percent, or in India
and Vietnam, where the share is 4 percent, private health
spending is almost entirely out-of-pocket.The same is true
of many lower middle-income countries, such as China.
The large share of private spending leaves many nearpoor households heavily exposed to the risk of impoverishing health expenses. In China evidence suggests that
exposure to the risk of medical expenses3 causes rural
households to hold more wealth—and to hold more of it
in liquid form.4 This self-insurance is only partly successful
at smoothing consumption when income shocks occur
(due to a variety of factors, including illness).The problem
is most pronounced for the poor: for the poorest 20 percent, 40 percent of an income shock is passed on to current
consumption, while the richest 20 percent is protected
from almost 90 percent of an income shock.5
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In India a study estimated that nearly a quarter of people
admitted to the hospital were above the poverty line when
they went in and below it when they came out.6 In Vietnam
health expenses are estimated to have pushed about 3.5 percent of the population into absolute poverty in both 1993
and 1998.7 In Cambodia a single hospital stay is estimated to
have absorbed 88 percent of an average household’s nonfood consumption in 1997; for a household in the poorest
20 percent, the cost was greater than its entire annual nonfood consumption.8 The risk of large-scale impoverishment
is clearly greater the poorer the country, since poorer countries tend to have larger shares of poor people.9 A country’s
private share of health spending in GDP may not in practice
be related to its per capita income. But on poverty-reduction grounds, there are good reasons to wish that it were.
Government has a clear role. It must not end up paying
the medical bills of people who can afford to spend their
own resources. Instead, it needs to concentrate financing
on essential public goods and other areas where private
spending is inefficient, target its limited resources on the
poor, and use its stewardship capacity and resources to
leverage private spending at lower levels of care to protect
against catastrophic risks through some type of pooling
mechanism.Vietnam—a country with one of the highest
private spending shares in the world—has recently started
doing just this, by providing central government support to
the provinces to allow them to enroll poor and other disadvantaged groups in the national social insurance scheme.

Government spending—what’s affordable?
Government spending is an important part of the picture,
but how much can governments afford to spend? In contrast to private spending, government spending as a share
of GDP is higher in richer countries (figure 9.1). But at
any given per capita income, there is a surprising amount
of variation across countries in the share of GDP allocated
to government health programs. Countries that appear
able to spend similar shares of GDP on government health
programs end up spending quite different amounts.
A regression of the share of GDP absorbed by government
health spending on per capita income provides some indication of what a country could afford to spend on government
health programs (see figure 9.2). Bolivia, whose domestically
financed government health spending accounts for 4.2 percent of its GDP, is considerably above the 2 percent predicted
by the regression line. By contrast, Uganda’s domestically
financed government health spending accounts for barely 0.5
percent of GDP, well below its predicted share of 1.4 percent.
Countries above the regression line have a stronger case
for additional development assistance than countries
below it. For countries below the regression line, the focus

Figure 9.2 Some countries spend considerably less than expected on government health programs—and
some spend more
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of the health financing debate should initially be on why
health spending appears to be less than what the country
could afford and on finding ways of remedying the situation. External assistance in such a setting is not precluded,
however. Indeed, countries in that setting could benefit
from technical assistance and are likely to require financial
assistance to meet the adjustment costs of mobilizing additional resources to move to affordable spending (box 9.1).

Reasons for underspending
Domestically financed government health spending comes
from general revenues and social insurance contributions.The
amount of general revenues flowing into the health sector
depends on both the amount of general (tax and nontax*)
* Some countries with large public sector companies, especially in the
Middle East and North Africa, South Asia, and Sub-Saharan Africa, have
important nontax revenues, which can represent as much as 9 percent of
GDP. Increasing revenues from this source would require consideration of
the competitive environment in which the companies operate and the need
for reinvestment in the companies.

revenues collected by the government (the general revenue
share) and the share of general revenues allocated to the
health sector (the health share of government spending).10
Low government health spending could be due to either or
both being low. In poorer countries, both shares are typically
lower than they are in richer countries (figure 9.3). But there
are differences across countries that cannot be explained by
per capita income alone.
Figure 9.4 divides low-income countries into those
below the regression line in figure 9.2 (those spending less
than appears affordable by international standards) and those
above the regression line. Countries in quadrant I have
above-average values of both government health spending
as a share of total government spending and total government spending as a share of GDP. Not surprisingly, these
countries are well above the regression line in figure 9.2.
Countries in quadrant I place a strong emphasis on the
health sector in government spending allocations, along
with a strong emphasis on government finance in the economy in general. By contrast, countries in quadrant III have
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Box 9.1 Raising tax levels in the developing world—hard but doable
Direct taxes include taxes on personal income, corporate profits,
payrolls, property, and wealth. Indirect taxes (taxes on transactions
and commodities) include general sales taxes, value-added taxes,
excise taxes, turnover taxes, import duties, and export taxes.The
ratio of tax revenues to GDP increases with GDP. Low-income
countries raise an average of 14 percent of their GDP through
taxation, while lower middle-income countries raise 19 percent
(see table).These averages conceal large variations: a low-income
country may raise as little as 4 percent of GDP in taxation
(Myanmar) or as much as 36 percent (Lesotho), while a lower
middle-income group may raise as little as 9 percent of GDP
(Guatemala) or as much as 30 percent (Ecuador).
The small size of the formal economy is a major constraint to
the use of payroll taxes to collect personal income taxes. In Bolivia,
for example, 45 percent of the population lives in rural areas, and a
large part of the urban population works in the informal economy.
As a consequence, only about 30 percent of household income is
paid through payroll taxes. Increasing personal income taxes would
be a burden only for civil servants and employees of a few companies and would increase the incentives for transferring activities to
the informal sector.
Increasing tax revenues by raising corporate income taxes
may also be difficult when there are only a handful of companies
reporting income, as is the case when extractive and service sectors are in the hands of the government.A high concentration of

the tax burden on a few firms makes raising taxes difficult, especially if the owners are politically influential. If extractive and
service sectors have been privatized, international corporations
are likely to be involved (especially in petroleum and mineral
industries), and a high corporate income tax rate risks driving
them away.
Import taxes, especially on luxury goods (tobacco, alcohol,
cars), are a politically attractive option. But import taxes can create significant economic distortions, especially if imports have a
high capital content. Such taxes may also be hard to collect.
Bolivia has more than 6,000 kilometers of borders with its five
neighbors, making it impossible to control illegal imports.
Thousands of people carry all types of products—from alcoholic
beverages to flour and rice—on their backs through the borders
each day, depending on the relative prices on each side of the
border.
Increasing revenues through tax reforms requires political
commitment and administrative will, but it is possible. Bolivia
raised tax revenues from 3 percent of GDP in 1983 to 17 percent
by the end of 1987. Facing hyperinflation of 25,000 percent in
1985, Bolivia, with World Bank technical assistance and financing for adjustment costs, undertook major structural reforms,
including tax reform. It replaced a complex tax system of more
than 100 tax rates (differential import tariffs, earmarked taxes,
progressive personal income taxes, and corporate taxes with

Taxes as a percentage of GDP, by income group
Total tax
revenue

Taxes on
international trade

Excise duties

Low-income (less than
$760 per capita)

14.0

4.5

1.6

2.7

1.1

Lower middle-income
($761–$3,030 per capita)

19.4

4.2

2.3

4.8

4.0

22.3

3.7

2.0

5.7

5.6

30.9

0.3

3.1

6.2

8.8

Country income group

Upper middle-income
($3,031–$9,360
per capita)
High-income (more
than $9,360 per capita)

below-average health shares in government spending and
below-average general revenue shares. By international
standards these countries place comparatively little emphasis
on health and on public finance in the economy in general.
Countries in quadrant II attach importance to health in
government spending allocations, but they tax comparatively
small shares of their GDP. As a result, these countries fall
below the regression line in figure 9.2. Countries in quadrant IV attach relatively little priority to the health sector in
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General
sales tax

Social security

government spending allocations, but they tax relatively large
shares of their GDPs. In some cases, the general revenue
share is sufficiently large to offset the relatively small health
share and the country spends more than is expected on the
basis of its per capita income (Angola and Zimbabwe are
examples). In other cases—such as Burundi and Eritrea—the
relatively high general revenue share is more than offset by
the relatively small health share and the country spends less
than expected on the basis of its per capita income.

Box 9.1 Raising tax levels in the developing world—hard but doable (continued)
many exceptions and loopholes) with a simple structure of six
taxes:
• a uniform import tariff rate of 20 percent, reduced to 10
percent in 1988
• a 10 percent value-added tax on a broad base, excluding
only housing and financial services
• taxes on consumption of luxury goods (alcoholic beverages,
perfumes, cosmetics, tobacco, and jewelry)
• a 1 percent transaction tax (a cumulative turnover tax)
• a progressive tax on vehicles (1.5–5 percent) and urban real
estate (1.5–3 percent), which was shared with municipalities
• a 2 percent tax, increased to 2.5 percent in 1988, on the net
worth of public and private enterprises (small informal
enterprises paid a fixed lump sum instead)

Figure 9.3 Health absorbs a higher share of
government spending, and general revenues
absorb a higher share of GDP in richer countries
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Mobilizing extra domestic resources—where you
push depends on where you’re coming from
Countries spending less than seems affordable by international standards and wanting to mobilize additional domestic
resources for government health programs face different
challenges depending on whether they are in quadrants II,
III, or IV.

All other taxes, including personal and corporate income
taxes, were eliminated. At the same time, Bolivia established a
strong and credible tax administrative structure.
Although far from perfect, the tax reform dramatically increased
revenues and equilibrated oil prices to international standards.The
reform has endured for more than 12 years, and taxes now represent 19 percent of GDP.The government is currently considering a
reform that would introduce a progressive income tax.
Social expenditures must be accommodated within each
country’s budget constraint over a reasonable time span.Although
difficult, such accommodation can take place if government commitment is strong and reforms are well planned, preferably within
a Poverty Reduction Strategy Paper and medium-term expenditure framework structure.

Source: World Bank staff.

For countries in quadrant II the challenge is to push for
a higher share of general revenues in GDP rather than to
raise the health share of government spending, which is
already relatively high by international standards.This can
be done. Some countries have achieved high average
annual growth of the share of general revenue in GDP,
though others have slipped backwards (figure 9.5). Bolivia
increased the tax share of GDP at an annual average rate of
5 percent during the 1990s, the result of a sustained
reform process that boosted the tax share of GDP from 3
percent in 1983 to 17 percent by the end of 1987 (see box
9.1). The health sector in Bolivia has benefited from this
growth of tax revenues, with government health spending
as a share of GDP growing at an annual rate of nearly 10
percent during the 1990s (figure 9.5). Ministries of health
rarely interest themselves in tax reform. But Bolivia shows
that this indifference is probably misplaced.
For countries in quadrant IV the challenge is to push for a
higher share of health in government spending allocations,
since general revenues already represent a relatively high
share of GDP by international standards. Several countries
raised their government health spending share in the 1990s,
often considerably (figure 9.6).A challenge is to demonstrate
to an often skeptical ministry of finance that additional
resources in the government health budget are warranted.
One cause of skepticism may be a misplaced perception
that the health sector is necessarily an “unproductive” sector. The perception is misplaced because—as emphasized
in chapter 1 and as the recent SARS episodes in Canada,
China, and Vietnam illustrate—better health outcomes are
closely linked to economic growth and poverty reduction.
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Figure 9.4 Small health shares and low government revenues cause some low-income countries to spend less
than they can afford on health
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Insofar as more health spending leads to better health outcomes, the health sector may be as “productive” as, say, the
education sector. The issue is not whether better health
carries economic benefits, which is indisputable—it is
whether more spending will lead to better health outcomes. Both issues tend to get overlooked by ministries of
health, which often view the importance of their mission
of improving health outcomes as self-evident and take for
granted that government programs are achieving their
intended health outcomes.

Some uncomfortable arithmetic:
Raising domestic resources takes time
There are, then, two ways to mobilize additional domestic
resources for tax-financed health spending—increase the
share of government spending going to health and
increase the share of GDP that is taxed. Pursuing these two
avenues, how quickly could a country reach the regression
line? And what level of spending would it reach?
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Table 9.1 shows the implications for trends in government health spending as a share of GDP and in dollar terms
per capita of different assumptions about the growth of
government health spending as a share of total government
spending, government revenues as a share of GDP, and
GDP per capita. The figures in table 9.1 are hypothetical
but realistic enough to be worrying. In the pessimistic scenario A, the share of government health spending grows at
2 percent a year, government tax revenues at 0.5 percent,
and GDP per capita at 1 percent.These figures are achievable, though many countries have failed to sustain them in
the past. A country spending 1 percent of its GDP on
health in 2000 would end up spending 1.45 percent in
2015; if its 2000 level of spending per capita were $10
(about that of Mauritania or Zambia), its 2015 level would
be $16.84. Scenarios B, C, and D are progressively more
optimistic about how quickly growth would proceed. But
even in the most optimistic scenario, government health
spending in 2015 is only 2.8 percent of GDP, or $32 per

Figure 9.5 General revenues as a share of GDP
rose significantly during the 1990s in some
countries and fell in others

Figure 9.6 The share of GDP going to government
health spending during the 1990s rose significantly
in some countries and fell in others
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capita. That 2.8 percent could still be below what appears
to be affordable by international standards. And $32 would
probably be too little to fund a basic health program.
That the share of GDP flowing into the health sector
cannot be raised overnight10 does not mean that countries
that can apparently afford to spend more out of their own
resources should not be encouraged to start. Development
agencies have a role in helping them do so—through
technical support of tax reform, assistance in developing
government commitment to health in public expenditure
allocations, and financial assistance to ease the adjustment
costs and provide support while the gap between current
and affordable spending is being closed.

Development assistance—a mixed blessing
Development assistance tends to account for a larger share
of government health spending in poorer countries (see
figure 9.1). Development assistance for health is especially

Annual percentage change in share of GDP
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important in Sub-Saharan Africa: all 12 countries with
external funding exceeding 35 percent of total health
expenditures in 2000 were in Africa.11
Development assistance is not, however, without drawbacks.Although development assistance for health increased
in the 1990s, total development assistance did not, and there
is no assurance that development assistance for health will
continue to grow. Industrial countries show no signs of
closing the gap between current levels of development assistance and the proposed 0.5 percent of GDP. Judging by the
past, relying on continually increasing levels of development
assistance for health would not be wise. Furthermore, donor
financing depends on donor budgets, which are subject to
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Table 9.1 Some uncomfortable arithmetic—how long to raise domestic resources for health?
Scenario
Item

A

B

C

D

2.00

3.00

4.00

5.00

0.50
1.00

1.00
1.50

1.50
2.00

2.00
2.50

2.51
3.54

4.03
5.59

5.56
7.67

7.10
9.78

1.00
1.13
1.28
1.45

1.00
1.22
1.48
1.81

1.00
1.31
1.72
2.25

1.00
1.41
1.99
2.80

0.00
11.90
14.15
16.84

10.00
13.13
16.40
21.00

10.00
14.47
18.98
26.14

10.00
15.94
21.93
32.48

Assumed annual growth (percent)

Government health expenditure as a percentage of
government expenditure
Government expenditure as a percentage of GDP
GDP per capita
Implied annual growth (percent)

Government health expenditure as a percentage of GDP
Government health expenditure per capita
Trend in government health expenditure (percent of GDP)

2000
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Trend in government health expenditure per capita (U.S. dollars)
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Source: World Bank staff.
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Figure 9.7 Importance of external financing in
total health expenditures in selected countries in
Sub-Saharan Africa
60%
Development assistance for health as share of
government health expenditures

the usual business and political cycles and may go up or
down each year.
From a country perspective, development assistance is a
very volatile source of funding for health.The ratio of external financing to total health expenditures increased or
decreased yearly in selected countries in South and East
Africa that showed improvements in child mortality
between 1995 and 2000—in some cases sharply, as it did in
Somalia (figure 9.7). Obviously, then, it is not prudent for
countries to commit to permanent expenditures for such
items as salaries for nurses and doctors on the basis of uncertain financing flows from development assistance funds.
Donors often require that assistance be kept in parallel
budgets outside the ministry of finance, which precludes
appropriate planning and targeting of expenditures. In
2000 off-budget spending was estimated to represent more
than 46 percent of health spending in Tanzania and more
than 50 percent in Uganda.12,13 Although some off-budget
spending, such as the resources collected from user fees, is
domestically funded, most is funded by donors, who
encourage this practice in order to facilitate accounting
for the direct impact of their resources.
But because money is fungible, once external financing
becomes available for health, ministries of finance may substitute donor funds for regular treasury financing of expenditures, resulting in only marginal increases in overall health
expenditures (chapter 10).This is especially so in countries
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operating under strict budget constraints, where increased
expenditures in many sectors have been suppressed for
some time. As resources from abroad become available for
health, political pressures are likely to divert resources previously available to health to other uses. So a simple assessment of the impact of external resources on outputs or the
purchase of additional inputs does not take into account
the impact of reduced resources from regular budgets.
Off-budget expenditures in health may partly explain the
low government expenditures in some countries, such as
Uganda. Moreover, off-budget expenditures make it impossible to properly target resources to particular interventions,
geographic locations, or population groups. Such targeting
may be essential for improving the impact of expenditures
on outcomes and for reaching the health Millennium
Development Goals, as explained in chapter 4.
Most important, spending commitments in the health
sector must be permanent. This means that any external
financing must eventually be replaced by additional domestic revenues or by reallocating expenditures from other sectors. Because both these policy measures are difficult to
implement, countries must carefully analyze the commitments they make to their populations on the basis of temporary external financing.

tures in health diminishes when economies are in a downturn and facing decreased tax revenues (as many countries
in Latin America and the Caribbean are) or when they
have to reduce the overall nonfinancial public sector deficit
in order to be fiscally prudent, meet regional commitments
(such as joining the European Union), meet commitments
to International Monetary Fund programs, or maintain
international credit ratings. Commitments outside the
health sector also need to be kept in mind. Expenditures
that improve health outcomes—such as infrastructure projects crucial for enabling people to get to health facilities—
may even have to be increased. All expenditures must be
considered to avoid excessive leveraging at the country
level that would threaten fiscal sustainability (maintaining a
country’s debt-to-GDP ratios and liquidity requirements
for debt service).
While difficult, the prospects for achieving sustainable
health expenditures are not necessarily bleak. Fiscal sustainability implies working on all fronts of the fiscal deficit:
raising tax revenues, reallocating expenditures across the
budget, and increasing donor funding in the form of grants
or other forms that may be registered as part of the revenue
stream. The issues point to a range of tasks that require a
joint effort by developing countries and donors.

Sustainability of health
expenditures—a dim picture?

What needs to be done domestically

A dim picture of the sustainability of additional health
expenditures can emerge from some of the main messages
of this chapter and chapter 4:
• Health outcomes are influenced by multiple factors,
many of them outside the health sector, such as access
to roads and clean water, and requiring additional
investment.
• Not all the Millennium Development Goals are for
health, and countries have many other priorities.
• Raising additional domestic revenues requires increased
capacity and takes time.
• Development assistance has not increased to expected
levels and may be volatile at the country level, so
expenditures financed with such funding must eventually be accommodated within each country’s budget
constraints.
In discussing resource mobilization—whether domestic
or external—a sense of realism needs to be maintained. All
countries face budget constraints. They are more difficult
to live with in low-income countries with limited capacity
to increase tax revenues and relatively inflexible expenditures.The possibility of accommodating increased expendi-

Low spenders need to increase resources for health by raising taxes, raising allocations to health, or both. All countries need to strive for good-quality Poverty Reduction
Strategy Papers and medium-term expenditure frameworks.They need to align targets and goals with resources.
They need to manage resources through improved public
expenditure management systems, focus resources at the
margin on programs that will have the largest impact on
outcomes, and improve the impact of expenditures on
outcomes through appropriate targeting of interventions
and population groups. As indicated in chapter 4, policies
and institutions in the health sector need improving.
Countries need to find mechanisms for pooling out-ofpocket expenditures and expand the financial envelope
beyond fiscal efforts.

What donors need to do
Donors need to make good on the promise of increased
financing. Development assistance needs to be timely and
predictable, so that it can be used to finance carefully
planned recurrent expenditures that may eventually be
covered by domestic financing. Donors need to improve
coordination among themselves, eliminating off-budget
financing, for example, which inhibits appropriate country
budgeting and targeting.
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C H A P T E R 10

Applying the Lessons
of Development Assistance
for Health

Development assistance to the health sector has been
increasing, both in real terms and as a proportion of official development assistance. It can be effective in countries with sound policies and institutions. But in
countries with weak policies and institutions, it has little
impact on health outcomes. Recent work on development effectiveness yields other important lessons, too.
Conditionality can work—but only if governments are
committed to the conditions they agree to. Donors cannot force policies on governments, but they can help
design them. And aid is at least partially fungible, with
governments shifting their spending patterns in response
to donor allocations.
These and other lessons have spurred interest at the
World Bank and among other donors in broader development assistance mechanisms, such as sectorwide programs and poverty reduction support credits, which aim
to have countries leading donor coordination, with
strategic coherence ensured through a Poverty
Reduction Strategy Paper. To be effective, the strategy
should contain a careful analysis of the Millennium
Development Goals and be linked firmly to outcomes.
The related financial coherence then needs to be
expressed in the medium-term expenditure framework.
A practical lesson for donors is to work more closely
with each other and with governments to ensure that the
number of country coordination bodies for health is limited, that resources are pooled, and that aid is untied to

procurement only from the country of origin of the
funding.Also needed is a common framework for reporting and assessing progress, with a commitment to learn
from it and make appropriate policy adjustments.
Are the lessons of development assistance being
learned and applied in practice? They appear to be. In
the World Bank’s analytical work, policy dialogue, and
financial operations over the past 18 months are many
positive signs of change.
The previous chapters point to the many actions
developing country governments can take to accelerate
the pace of progress on the Millennium Development
Goals for health while ensuring that much of the benefit
accrues to the poorest and most disadvantaged households. At the same time, the many international partners
to health and nutrition—bilateral and multilateral agencies, philanthropic organizations, and transnational companies—have a heavy responsibility to assist.This chapter
assesses the track record of development assistance to
health, outlines the lessons learned, and reviews some
recent attempts to improve the effectiveness of development assistance to health and its contribution to meeting
the health goals. It also reviews the Bank’s responses to
the Millennium Development Goal challenge—how the
Bank’s commitment to the goals has influenced its analytical work, its dialogue with and technical assistance to
countries, its country assistance strategies, its lending
activities, and its work on monitoring and evaluation.
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The review highlights breakthroughs and promising new
approaches and identifies continuing constraints to better
performance.
At the High-Level Forum on the Millennium Development Goals for health held in Geneva in January 2004,
a wide variety of actors—donors, international technical
agencies, philanthropists, and developing countries—
agreed broadly on a number of points.They agreed that

the Millennium Development Goals for health indeed
pose formidable challenges and that it is vital for all to
rise to those challenges.They agreed that a greater sense
of urgency is required if 2015 is not to pass by with a
large number of countries having missed the targets.And
they agreed on actions to mobilize resources for health,
to enhance aid effectiveness and harmonization, to
increase human resources, and to monitor performance.

Development assistance to health—
what have we learned?

have a greater impact on health outcomes? What are some
of the lessons of experience that can be carried forward as
the external financing envelope expands?

Despite a decline in overall official development assistance,
development assistance to health rose in real terms and as a
proportion of official development assistance in the 1990s
(figure 10.1).1 With new funding sources for health in
2000–02—including the Bill and Melinda Gates Foundation; the Global Fund to Fight AIDS, Tuberculosis and
Malaria; the special U.S. financing for HIV/AIDS; and
World Bank International Development Association (IDA)
grants—commitments from all external sources including
foundations rose from an average of $6.4 billion in
1997–99 to about $8.1 billion in 2002.* And funding can
be expected to continue to rise in the coming years.2
What has development assistance to health achieved in
recent years? Can this money be spent in a way that will
* The International Development Association provides “credits” to the
world’s poorest countries—loans at zero interest with a 10 year grace period
and maturities of 35–40 years.

Figure 10.1 Official development assistance and
other flows for health are rising
ODA and Other Official Flows For Health,
1990–2000 (Billion US $)
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Source: Reference 2.
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Development assistance to health works—
in a good policy environment
Development assistance to health supports a vast array of
activities and services, some focused on specific diseases
(polio, tuberculosis, HIV/AIDS); some on strengthening
health systems (disease surveillance, training nurses and midwives); and some on particular services (reproductive and
child health services). Did this assistance actually change
health outcomes? Recent work from the World Bank suggests that it did.3,4 But development assistance to health does
not improve health outcomes in countries where the policy
environment is poor.4 With “good” policies and institutions
(strong property rights, little corruption, an efficient bureaucracy), an extra 1 percent of GDP in aid is estimated to have
lead to a decline in infant mortality of 0.9 percent. By contrast, where policies were only average, the decline was only
0.4 percent. And where policies were poor, aid is estimated
to have had no significant effect on infant mortality.
Corroborating the finding that aid has little or no effect if
policies and institutions are poor is the World Bank’s experience with projects. Numerous evaluation studies, development effectiveness reports, implementation completion
reports, and quality reviews demonstrate that the major
weaknesses in the use of development assistance to health
arise from institutional issues. Projects are more likely to
have a development impact if adequate institutional analysis
is undertaken before a health sector operation is approved, if
clear institutional lines of responsibility are established, and
if implementation is entrusted to a strong team.
This finding is influencing IDA allocations, which are
no longer based only on per capita income but also on
Bank staff assessments of countries’ policies and institutions. A similar approach is being followed at the subnational level. The Bank’s country assistance strategy for
India over the past five years has focused on a few states,
such as Andra Pradesh and Karnataka. These states have

put fiscal reform, governance issues, and sectoral strategy at
the top of the development agenda—and been rewarded
by development partners with new financing for health
and other sectors.
But the productivity of aid is not a black-and-white
issue. There are graduations of good policy, and as policy
gets better the productivity of aid increases. Improving
governance can enable countries to get more out of health
spending. In Bangladesh, for example, an additional dollar
of government health spending spent after improvements
in governance are made is estimated to reduce under-five
mortality by 14 percent; without such improvements,
under-five mortality would fall just 9 percent. Bangladesh
has made large strides in reducing child mortality in recent
years, relying on nongovernmental organizations to deliver
many services. Raising the quality of governance from
below average to above average (based on the internationally agreed governance index) would allow it to reap gains
more quickly at given levels of public spending.5
There may be a tradeoff between targeting assistance on
the neediest countries and achieving the greatest impact from
development assistance to health. But if there is, it is not an
all-or-nothing decision: countries need not move from “bad”
policies to “excellent” policies in order for aid to be justified.
And in countries with weak policies, a focus by donors on
policy dialogue and technical assistance to improve the environment for development assistance to health can set the
stage for a larger infusion of financial support.

Aid can help improve health
policies—under certain conditions
Conditionality can work—if country commitment is in
place.Tying aid to policy changes is a common practice, but
recent studies have cast doubt on the ability of conditions
to bring about reform.6 If governments are committed to
reform, conditions can help—by enabling governments to
commit publicly to certain reforms and persuade private
investors of their seriousness. But if governments are not
committed to reform, conditions will not make them
reform, often because disbursements continue anyway.
Donors cannot force policies on governments—but
they can help design policy. Donors can alert governments
to the reasons for reform and help nurture commitment.
But at the end of the day, it is governments that have to
sustain it (box 10.1). Analytical work, training and technical assistance, disseminating ideas about policy reform and
development, and stimulating debate in civil society can all
be valuable activities for donors to support while the government’s commitment to reform is growing.
Vietnam in the late 1980s and early 1990s is a good example. At a landmark meeting in 1986, the ruling communist
party decided to break with the past and introduce sweeping
economic reforms. In the health sector this included introducing user fees at public facilities, legalizing private medicine, deregulating the pharmaceutical industry, and opening
the pharmaceuticals and medical equipment industries to

Box 10.1 The importance of country commitment: How Bangladesh and Thailand have fared in
reducing malnutrition
Nutrition has not made it to the national political agenda in most
countries, because nutrition advocates have not succeeded in
linking improved nutrition with political and economic goals or
creating popular demand to eliminate malnutrition. Can donors
help? In Bangladesh, UNICEF and the Bank partnered with the
government to present the case that the country could not
achieve its economic goals without reducing malnutrition. They
persuaded policymakers that funding a national nutrition program was a good investment, and a new nutrition project was
approved in 1995. But commitment is often fragile, and careful
and continuing efforts are needed to sustain the initial commitment through changes in political scenarios.
The issue is not just how to build initial commitment, but
how to broaden and maintain commitment and complement it
with systematic investments in institutional capacity development. The first nutrition investment in Bangladesh was wound
up in 2001. Child care and health-seeking behaviors improved
substantially in project areas, and malnutrition rates in the country declined. A new follow-on nutrition investment was

approved, but is struggling in the challenging policy environment for social sectors. Contradictory messages from donors and
other partners, and frequent changes in governmental portfolios,
have added to the challenge.
In Thailand, commitment-building for nutrition was achieved
and nurtured with little external support. It generated commitment for nutrition by building a wide consensus (among the government, nongovernmental organizations—NGOs—and the
private sector) around the benefits of nutrition—not as a welfare
issue but as a human development issue.This initial commitment
was sustained by ensuring that policy statements were closely
linked to national investment plans, building strong technical and
managerial capacity for nutrition in the country (often through
external aid), and linking these actions with a strong buy-in and
demand from communities. Malnutrition rates in Thailand
declined from 51 percent in the early 1980s to 18 percent in
1990.
Source: World Bank staff.
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international trade. Initially,Vietnam saw no increase in aid.
But institutions such as the United Nations Development
Programme and the World Bank helped facilitate the reform
process by organizing international workshops for the
Vietnamese to exchange ideas on policy with their neighbors.This set the stage for a large inflow of donor financing,
starting about 1995 and continuing to the present.
Donors can support innovative financing mechanisms to
improve performance by linking disbursements to specific
performance measures, including better policies.This is the
tack taken by the Global Fund for AIDS,Tuberculosis and
Malaria. And it is one way the Global Alliance for Vaccines
and Immunization disburses its funds to countries, using a
per capita payment for each additional child fully vaccinated against a target schedule. Recent programmatic social
adjustment loans to Peru and Brazil by the World Bank link
disbursement of large single tranches of funding to policy
changes targeting public health spending toward the poor.
Performance-based lending is also at the heart of the new
scheme for IDA credit buy-downs for polio (box 10.2).

Box 10.2 Helping eradicate polio through
IDA credit buy-downs
To ensure financing for the Millennium Development Goals,
governments, foundations, agencies, and development banks are
all exploring new financing approaches that have the potential
to increase resource flows, adjust the concessionality of funding
where appropriate, and help focus more attention on impact.
The IDA credit buy-down mechanism was recently piloted in
several projects supporting polio eradication, clearly a global public good. The mechanism enhances the concessionality of IDA’s
assistance in priority areas, mobilizes additional resources from
external partners, and focuses the attention of governments, partners, and Bank staff on clearly defined performance objectives.
Two projects—in Nigeria and Pakistan—were implemented
in fiscal 2003, in partnership with the Bill and Melinda Gates
Foundation, Rotary International, and the United Nations
Foundation. The partnerships will buy down a country’s IDA
loans on successful completion of the country’s polio eradication program. Because of the generous loan terms, each grant
dollar unlocks roughly $2.50 for countries to fight polio. To
fund the buy-downs, the partnership has established a trust fund
with $25 million from the Gates Foundation and $25 million
from Rotary International and the United Nations Foundation.
This $50 million investment has the potential to buy down
roughly $125 million in World Bank IDA loans. In this way,
developing countries can mobilize what ultimately becomes
grant funding to eradicate polio—and contribute beyond their
borders to the global campaign to eliminate polio.
Source: World Bank staff.
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The fungibility in development assistance
to health is substantial
Much aid is earmarked—both across sectors and within
them. One part of a development agency gives a grant to
the ministry of health for a health sector reform while
another does the same for a primary education project.
One agency makes a loan to the ministry of health for a
tuberculosis project while another makes a loan for a
malaria control project. The intention of donors is that
these activities remain tightly sealed—the health sector
reform funds are to be kept separate from the primary
education project funds, and the tuberculosis project funds
are to be kept separate from the malaria control project
funds. The idea is to ensure that the government makes a
certain spending choice that it would not have made had
it been handed a check for the same amount.
One view of aid is what-you-see-is-what-you-get: a
government receives $1 million for a water project, and
the net impact is $1 million worth of extra spending on
the water sector. This view has recently been challenged,
on the grounds that aid is fungible—at least partially.
Where aid is not fungible, the recipient government
increases spending on the health sector by an amount
equal to the aid. For each dollar of aid to the health sector,
government health spending rises by a dollar. The other
extreme is where aid is fully fungible. The recipient government treats the extra dollar of aid as if it represented an
extra dollar of government revenue, and it increases its
spending in the health sector by whatever amount it
increases its health spending when its own revenues rise by
a dollar.The intermediate position is incomplete fungibility—government spending on health rises by less than a
dollar but by more than it would if the government
received an extra dollar in its overall budget.
Assessing whether aid is indeed fungible is not straightforward. The difficulty is knowing how the government
would have responded if its own resources had increased by
the amount of the aid, or equivalently if it had received a
check for the same amount. Recent research suggests that
while an extra dollar of development assistance does result in
an extra dollar of government spending in some countries, in
many it does not.6 Where it does, only 29 cents of the additional dollar of aid goes into government development programs—the rest leaks out into nondevelopment programs,
though not apparently into reduced tax effort. So official
development assistance at the level of overall government
spending is fungible—the average government spends an
additional dollar in exactly the same way, irrespective of
whether it comes from domestic resources or from a donor.
Research also suggests that aid in many countries is fungible across sectors within the government’s development

program—aid intended for the health sector gets spent on
other development sectors, and aid intended for other development sectors gets spent on health. Fungibility implies, for
example, that when development assistance to health is earmarked for primary health services and excludes tertiary
care, governments simply focus their resources on health services for the population served by public hospitals—a
wealthier, urban population in many poor countries.
One important implication is that donors should not
spend time and effort trying to channel their external funding to specific programs for certain priority diseases and
populations, without engaging in a dialogue with the government on basic changes in the overall patterns of public
spending for health—the total allocation and the amounts
allocated to, say, child health and communicable disease
control services or improving community and primary level
health delivery systems. If these basic changes were enacted,
donors would then transfer their financial assistance to the
health sector as a whole, knowing that they are likely to
have a positive impact on Millennium Development Goal
outcomes.

The transactions costs of aid are still too high
In a single low-income country, more than 20 donors—
including bilaterals, multilaterals, global programs, foundations, and large NGOs—can be involved in health. The
demands placed on recipient countries can be huge, as
donors are starting to acknowledge. They are recognizing
that their individual procedures for reporting, accounting,
and managing funds—often encompassing different budget
structures, ways of measuring progress toward objectives, regulations for the procurement of goods, services and works,
and approaches and cycles to disbursing funds—place heavy
and unreasonable demands on recipient countries. This is
particularly so in poor countries forced to allocate limited
human resources away from managing service delivery to
managing donors.
Donors have also learned that individual project management units have not made sustainable contributions.
They have sometimes run parallel to local structures.They
have also fostered a sense that the project staff are more
accountable to the financier than the government. And
they have redirected the most qualified human resources
away from government employment toward employment
in development assistance agencies.

There is a need to enhance coordination, explicitly pool
aid, and put countries in the driver’s seat
There is a growing view that if aid is indeed fungible and
earmarking imposes transactions costs on recipient countries, donors should dispense with the fiction that donors can

identify what their money buys. This recognition has
encouraged donors to search for broader development assistance mechanisms that recognize the importance of the
entire expenditure program. These mechanisms range from
the Multi-Country AIDS Program in Africa, which supports
national HIV/AIDS strategies, to sectorwide approaches in
health to poverty reduction support credits, which back a
broad public spending agenda. In several countries, including
Ethiopia, Ghana, Mozambique, Senegal, Tanzania and
Uganda, these principles have improved country-level coordination of development assistance to health. Some key elements include the following:
• ensuring that countries, not donors, drive the coordination
• ensuring strategic coherence, as expressed in the
poverty reduction strategy and the health, nutrition,
and population analysis that feeds into it
• ensuring financial coherence through a medium-term
expenditure framework and an agreement that all
donor funding will respect the overall spending plans
and limits of the government
• pooling donor funds in a single account and untying
aid to procurement only from the country of origin of
the funding
• limiting the number of country coordination bodies
that can bring together national and international
actors involved in health
• establishing a common framework for reporting and
assessing progress, with a strong focus on countries
conducting the monitoring and evaluation, learning
from it, and using the information to make their programs more effective
Some of the experiments in country-level coordination of
development assistance to health reveal the difficulties in
implementing the principles of better donor harmonization. In some instances, it has been hard to persuade donors
to pool their funds and break the tie between funding and
procurement. Monitoring and evaluation systems have
sometimes not been strong enough to yield timely and
meaningful data on progress, a critically important feature if
disbursements are linked to performance. Multiple national
coordination bodies for government, donors, and NGOs for
different diseases and services also persist in many settings.

Global partnerships add value but involve risks
Chapter 1 provided a long list of diverse global initiatives
and partnerships (box 1.2). Each responds to priorities in
public health in developing countries and to health problems that represent global threats.
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Are these efforts competing to garner attention on an
already overwhelmed global development agenda? Are
they fragmenting the complex health challenges facing
societies? Possibly both. But they reflect genuine collective
attempts to solve large common problems, after long periods of moribund, parallel, or conflicting efforts.The partnerships speak different technical languages, have vastly
different resource bases, and target different risk groups.
But they all seek to add value through a common array of
functions, including the following:
• National and global coordination. Committees, forums,
communication channels, and Web sites make resource
or knowledge flows more efficient, identify where crossnational efforts are best merited, and reduce burdens on
those on the “frontlines” at the country or local levels.
• Strategy development and evaluation. Partnerships such as
the Roll Back Malaria core strategies, the Global Plan to
Stop TB, and the current search for a common position
on antiretroviral drug resistance strive for consensus on
effective intervention packages, monitoring indicators,
and replicable solutions to specific implementation
obstacles or opportunities.
• Global financing and delivery mechanisms and new tools.
Partnerships such as the Global Fund to Fight AIDS,
Tuberculosis and Malaria; the Global TB Drug Facility;
the Vaccine Fund; and the Global Alliance for Improved
Nutrition, as well as public-private partnerships for
developing new diagnostics, drugs, and vaccines provide
global public goods and respond to common externalities or market failures.
• Resource mobilization, social mobilization, and advocacy.
Nearly all partnerships grapple with resource mobilization, advocacy, and community mobilization.
Recent external evaluations of some of the major health
partnerships, such as Stop TB and the Global Alliance for
Vaccines and Immunization, suggest that these collaborations are indeed adding substantial value. But some partnerships lack strategic focus and try to do too much. Others
committed to stimulating a scaling-up of disease control and
other interventions fail to engage enough with countrylevel processes to make things happen on the ground.
The global partnerships can also have cumbersome and
costly governance and management arrangements, with
large governing boards that fail to make strategic decisions
or micromanage the full-time staff of the partnership secretariats. And some ignore, or exacerbate, the problems
afflicting the entire health system, such as the lack of
human resources for service delivery and weaknesses in
integrated monitoring and evaluation.The challenge is for
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countries and donors to learn how to capitalize on these
global partnerships at the country level to throw light on
health system issues and ultimately strengthen the underlying human and physical infrastructure.
So far there has been little cross-fertilization across the
major health partnerships, although efforts are under way—
through the High-Level Forum for the Millennium
Development Goals for health and through development of
a global partnership for child survival—to bring together
different partners around a common goal or around all the
Millennium Development Goals for health. It may be useful
for countries active in multiple partnerships to initiate crosspartnership learning and collaboration. The small Initiative
for Public-Private Partnerships for Health, based in Geneva,
is one example of a modest effort to share the lessons of the
roughly 70 active programs involving industry and public
institutions in research and development and new product
development to solve the health problems of developing
countries.

Getting funds to the frontline
Central government funds can easily leak as they move
through the system to the periphery of the country. And in
the absence of local initiative and the right incentives, service
provision can fail to reflect the views of local people. Effective
development assistance to health needs to address these
impediments. It needs to channel technologies, ideas, finance,
and technical assistance closer to households and health
providers and supervisory officials in ways consistent with
national policies and amenable to monitoring and reporting.
Development assistance to health is likely to be more
successful with four things in place:
• a decentralized system of fiduciary and technical management in the public sector (financial procedures,
competent officials, open reporting)
• strong financial capacity of NGOs and private
providers
• a government body equipped and charged with
regulating the quality of public and private providers
• a balanced approach to community-driven development in health, to ensure that social fund–type financing for community health initiatives is sustainable
Examples of development assistance to health reaching
frontline workers in an expeditious and sustainable way
include block grants for districts in Uganda, social funds in
Central America, contracting with urban and rural NGOs in
the Reproductive and Child Health Program in India, and
support to community-led initiatives in the Multi-Country
AIDS Program (MAP). MAP is supporting thousands of

community-led initiatives, including 2,500 subprojects in
Ghana, 1,200 community-based activities in Kenya, and support to more than 4,600 villages in Ethiopia.

Development assistance to health is still unpredictable
Donor financing for health has not been as reliable or sustained as is often claimed or hoped for, even under new
“long-term” arrangements. In some countries the cuts in
development assistance to health have been sharp. Donor
budgets are subject to the usual business and political
cycles—and may go up or down yearly during budgetary
processes. For countries such as Comoros and Eritrea,
where the year-to-year changes in external funding can
amount to as much as a fifth of all public spending for
health, the fluctuations are so great that they make it nearly
impossible to plan and implement a coherent national program (see figure 9.7).
Further work is needed in designing mechanisms for
development assistance to health that provide greater
assurance of sustained financial support.The challenges are
to overcome the factors that result in interruptions in
long-term development assistance to health, including
changes in political leadership and aid agency management that lead to reneging on earlier agreements.

Applying the lessons in
World Bank programs
What are governments and development agencies actually
doing to align their efforts with the Millennium Development Goals? What new approaches are they taking to
improve their contributions? Are they applying the lessons
from experience with development assistance for health?
Within the World Bank, a review of recent trends and
changes in the Bank’s principal instruments—country
analyses, policy dialogue with government, and financing
of country-based projects and programs—suggests some
important and encouraging developments in the way the
institution is responding to the Millennium Development
Goal challenge.While much more needs to be done in the
coming years, there are some positive signs.What follows is
a brief description of activities in the following areas:
• conducting country analyses of Millennium Development Goal trends, prospects, and challenges to inform
Poverty Reduction Strategies
• incorporating the Millennium Development Goals in
government policies and budgets, including mediumterm expenditure frameworks
• strengthening the Millennium Development Goal focus
in Bank assistance strategies

• integrating the Millennium Development Goals in Bank
sectorwide and programmatic instruments
• reorienting lending and grants toward Millennium
Development Goal outcome objectives
• using the Millennium Development Goals to build monitoring and evaluation capacity

Conducting country analyses of Millennium
Development Goal trends, prospects, and challenges
The worldwide focus on the health, nutrition, and population goals has led to the production of several innovative
analyses of Millennium Development Goal performance,
trends, and determinants. In India the Bank recently completed a multivariate analysis of the large disparities in
Millennium Development Goal performance across states
and an assessment of the impact of public expenditures and
other policies on Millennium Development Goal outcomes.7 The study concludes that the impact of additional
public spending for improved child health and nutrition
would be greatest in the poorer Indian states. The study
recommends steps to improve the efficiency of public
expenditures, by targeting certain services (such as immunization and community-based nutrition activities) and
villages and districts in the poorer states in which health
and nutrition indicators are the worst. A similar approach
to geographical targeting has been proposed by the Hunger
Task Force under the Millennium Project, which has identified 75 nutrition “hot spots” in Africa where more than
40 percent of the continent’s malnourished children live.
In Egypt a recent Millennium Development Goal
analysis found that targeting publicly financed services and
involving civil society in implementing programs and
monitoring progress for the health, nutrition, and population goals are critical for success.7 In Burkina Faso an indepth review of the child mortality target identified key
constraints at the household, health system, and policy levels.8 The review also analyzed policy reforms already
undertaken and recommended further actions.
The Bank has collaborated with local analysts and policymakers in several African countries over the past two
years to conduct studies on health, nutrition, and population trends and services nationally and as they relate to different socioeconomic groups, with a special emphasis on
the poorest households.The studies, known as country status reports, have been completed for nine countries—
Burkina Faso, Chad, The Gambia, Guinea, Malawi,
Mauritania, Mozambique, Niger, and Tanzania—and are
ongoing for another seven (e.g., box 10.3). The reports,
important inputs into the national dialogue on the
Millennium Development Goals and development policy,
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Box 10.3 Improving performance of the
health sector in Guinea
The country status report for Guinea shows that the outlook for
reaching the Millennium Development Goals is bleak. In 1999
children born in the poorest 20 percent of the population were
twice as likely to die before reaching their first birthday as children born in the richest 20 percent. Service use is particularly
low for children, as evidenced by low rates of vaccination and
treatment for acute respiratory infections. Despite high use rates
for antenatal care, the rates of assisted deliveries are extremely
low in rural areas. Cost is a major barrier to use, particularly for
poor households. About 10–15 percent of households are permanently unable to pay for health services, and few exemption
schemes and subsidization mechanisms are in place. As a result,
many poor households frequently resort to self-medication.
The key health sector performance issues included the
following:
• Mismatch between where money is spent and epidemiological
needs. Public expenditure in the 1990s focused on services
in urban areas, particularly in the capital city of Conakry.
• Low availability of resources. More than 60 percent of health
personnel work in Conakry, serving only 20 percent of
the country’s population. Drugs and vaccines are not
readily and consistently available. Spending on operations
and maintenance at the primary level is too low.
• Low perceived quality of services. Shortages of vaccines and
drugs continue to undermine service quality, both technical and perceived. The perceived quality of services is
often low. For example, many households do not view
assisted delivery services as being of good quality.
The report recommends providing a package of essential
interventions to the poor, strengthening institutional capacity
by developing a framework for decentralization, reallocating
resources to primary and essential secondary care, and increasing the government’s commitment to sustainable financing.
Source: References 9 and 10.

have, in some countries, helped in drafting poverty strategy papers, estimating the cost of policies and programs,
and designing medium-term public spending proposals.

Incorporating the Millennium Development Goals in
government policies and budgets
The main findings of country status reports from African
nations have been fed into country-led processes—the
Poverty Reduction Strategy Papers and the medium-term
expenditure frameworks—changing key policies in the
health sector and reallocating public spending toward health,
nutrition, and population services likely to have an impact on
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the Millennium Development Goals. In Mauritania the
analysis shaped the Poverty Reduction Strategy Paper and
resulted in salary incentives for health workers serving in
remote areas and an increase in the health sector budget of
nearly 70 percent over two years (box 10.4). Mauritania used
“marginal budgeting of bottlenecks” tool to link the
Millennium Development Goals for health outcomes with
essential services and the marginal cost of providing these services on a sustainable basis.The tool enabled the Mauritanians

Box 10.4 Increasing health sector spending
and immunization coverage by reforming
the budget process in Mauritania
Mauritania’s Poverty Reduction Strategy, launched in 2000,
profoundly reexamined health sector strategies, assessing past
successes and failures and reorienting resources toward poor
regions, poor groups, and efforts on outcomes related to the
Millennium Development Goals. To address demand- and
supply-side constraints, the strategy focused on reorienting
public spending along three main lines: addressing gaps in service delivery to the poor, developing income protection mechanisms, and strengthening the voice of poor people and
communities in service design and management. The strategy
identified performance parameters and key inputs, such as
incentives for rural practice, training and recruitment, facility
support, subsidized essential supplies, vaccination costs, emergency AIDS plan, subsidized third-party payer hospital funds,
and monitoring of priority programs. The reform issues
addressed include human resources, drug purchasing, logistics,
autonomy of management committees, reform of budget procedures, and performance contracts with regional directorates
based on coverage objectives.
The Ministry of Health developed a medium-term expenditure framework that showed explicitly how it would strengthen
three approaches to service delivery: family-oriented services,
population-based services, and clinical care to “purchase results”
in child and maternal mortality and malnutrition with investments in health services.The Minister of Health led the budget
preparation process, consulting at each step with the Minister of
Finance. Budgeting was done on the basis of the service delivery
bottlenecks identified during the assessment phase.
Results of the budget reform process have been impressive.
The health sector budget increased by more than 50 percent in
2002 and by 13 percent in 2003. An early evaluation of the
impact of the changes in the budgeting process shows an
increase in immunization coverage from 32 percent in 2001 to
82 percent in 2002.The clear links in the national health budget between the new activities to be funded and the objectives
of the Poverty Reduction Strategy proved essential in the subsequent discussions with the Ministry of Finance and the
International Monetary Fund.
Source: Reference 11.

to estimate, for example, the cost of investments that would
allow for wider immunization of children and a higher percentage of women delivering babies under good conditions.

Using the Millennium Development Goals to assess
World Bank country assistance strategies
To better align its country assistance strategies to the
Millennium Development Goals, the Bank has conducted
informal assessments in several regions. One example is the
portfolio ranking in Benin, which found that the Bank’s
activities were weakly related to the goals: they had only
low-to-moderate relevance for maternal and child mortality
reduction and mixed relevance for communicable diseases.
The ranking concluded that the Bank needed to do more,
through the Benin poverty reduction credit and other projects, to have a substantial impact on health outcomes.The
Benin social fund was seen as a promising instrument for
increasing the Bank’s impact. The country assessment also
highlighted the importance of tracking intermediate indicators to measure progress in the short and medium terms.12
In the Europe and Central Asia region of the Bank, staff
drafted a Millennium Development Goal “business plan,”
including a country-by-country analysis showing that
official data on child mortality and malnutrition were of
questionable accuracy—and that many countries in the
region were unlikely to meet the goals for 2015.The business plan called for special efforts to strengthen capacity
for monitoring and evaluation, align Bank projects better
to support achievement of the Millennium Development
Goals, and expand multisectoral linkages.

Integrating the Millennium Development Goals in the
Bank’s sectorwide and programmatic instruments
In many cases the goals provide the strategic underpinnings
of sectorwide programs in health and multisectoral budget
support. The Dominican Republic health project uses
Millennium Development Goal intermediate and outcome
indicators to monitor progress. The health information system has been designed to capture data on these indicators,
augmented by the results of periodic household surveys. In
Bolivia performance indicators for the Bank-financed health
project include coverage and quality of key child and maternal health and disease control services, as well as changes in
the incidence of diseases and deaths. Monitoring at the
municipal and national levels, with the involvement of civil
society, will increase local participation and make local politicians and healthcare providers more accountable for results.
Some sectorwide operations for health in Africa embody
a sharp focus on the goals. Since sectorwide approaches
combine donor resources in a single budget envelope and
apply common procedures to their disbursement, they provide a good vehicle for reducing transactions costs and

bringing the government and external partners together
around a common set of outcome targets—tied to the
goals. The Ghana sectorwide approach, now entering its
second five-year phase, has led to a substantial upswing in
the use of health services for better child and maternal
health, with the largest increases in the poorest areas of the
country. Success factors include joint appraisal by all partners, strong government leadership, and expanded capacity
to manage donor funds. Some challenges to enhance the
impact of the Ghana sectorwide approach on the health
goals will be to address persistent inequalities across regions
and households, the brain drain of Ghanaian health personnel, and the limited use of NGOs to increase coverage.

Reorienting and increasing Bank loans and grants to
achieve Millennium Development Goal outcomes
To underpin national efforts to improve health outcomes,
the World Bank has significantly expanded its financial commitments in health over the past four years, through projects
focused on specific diseases (the tuberculosis and AIDS loan
in the Russian Federation) and population groups (the Brazil
Family Health Project) as well as through broader health
sectorwide approaches and other multisectoral operations.
This increase has been consistent with the stated goal of
boosting health lending from $1 billion in fiscal 2001 to $2.2
billion in fiscal 2005. Mirroring this target, actual lending has
grown from yearly commitments of $0.95 billion in fiscal
2000 to $1.7 billion in fiscal 2003. Projected lending for fiscal 2004 is expected to be more than $2 billion. And the
lending target for fiscal 2005 is likely to be met.
An important feature of health lending is that more of it
is being incorporated in health components in other sectors, such as transport, social protection, and water supply
and sanitation. For example, of the $1.7 billion in fiscal
2003 commitments, about 44 percent of total health lending was in projects and programs outside the health sector.
These changes in the World Bank’s response to the
Millennium Development Goal agenda create three problems. First, the Bank’s organizational structure and incentives make it difficult to bring health specialists into project
teams led by staff from other disciplines, such as water supply and transport. Unless this problem is solved, inadequate
attention may be devoted to the health dimensions of these
multisectoral operations.To address the problem, the Bank
has organized special training and coaching arrangements
for multisectoral teams, and it is testing budgeting and performance assessment techniques to encourage more effective teamwork in a multisectoral environment.
Second, the new projects require effective monitoring
and evaluation systems to track progress on intermediate
indicators and Millennium Development Goal outcomes.
Traditionally, too little effort has gone to establishing such
Applying the Lessons of Development Assistance for Health
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monitoring systems at the outset of Bank-supported programs. And most governments continue to be reluctant to
invest in the kind of operations research needed to evaluate the impact of these programs. Recent efforts to standardize the use of intermediate indicators for the
Millennium Development Goals for health—as well as
initiatives to build strong monitoring into AIDS programs
in Africa, tuberculosis control projects in China and elsewhere, and child health programs in Africa and Latin
America—are pointing in the direction of a solution to
this problem.
Third, the Bank needs to address the in-house mix of
skills needed to manage relations with countries in an environment in which the focus is on the Millennium Development Goals and on a new set of financial instruments.
Required are staff with knowledge and experience of health
policy, institutional reform, and the economic, financial, and
regulatory dimensions of health. Existing staff will need to
be retrained and additional staff with the right skill sets
recruited. Over the past two years the Bank has begun to
tackle this challenge by expanding its external recruitment
and introducing new training programs on scaling up programs related to the Millennium Development Goals and
on using new lending and financing instruments.

Using the Millennium Development Goals to build
monitoring and evaluation capacity
Effective national programs to pursue the health, nutrition,
and population Millennium Development Goals depend
on the use of intermediate indicators to track progress—
and on building national monitoring and evaluation systems with local capacity.The Bank is supporting efforts in
both areas. It convened a meeting of technical experts in
November 2001 to review and agree on a framework of
intermediate determinants. Those determinants were later
published in a booklet now used in setting Millennium
Development Goal targets in Poverty Reduction Strategy
Papers and other national strategies and in developing
monitoring and evaluation systems.13
Strengthening monitoring and evaluation capacity is
taking different forms. In Albania, as part of a recent Bankfinanced poverty reduction credit, a monitoring and evaluation template was prepared to help four ministries
(including health) develop their own monitoring and
evaluation systems, and a specialized advisory body on
monitoring was established. In Mali a health card has been
developed to give government officials and the public a
snapshot of policy actions, health service indicators, and
health outcomes for the entire country and for different
income groups.
One of the most important global and national efforts
to improve monitoring and evaluation of progress toward
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the Millennium Development Goals is for HIV/AIDS,
where the Bank has been asked to take the lead role in
coordinating partners (box 10.5)

Toward coordinated donor actions to
accelerate country level progress
To pull together the lessons of effective development assistance for the health goals, the donor community, in concert with leaders from developing countries, has begun to

Box 10.5 Harmonizing, monitoring, and
evaluating HIV/AIDS programs
The success of the Multi-Country AIDS Program (MAP) and
other investments in HIV/AIDS will be determined by the
degree to which implementing partners, countries, and the
donor community can learn by doing. This requires better
information on program reach and effectiveness.Yet few countries have adequate capacity to collect and use basic coverage
data. Managerial and budgeting structures in most countries
lack performance incentives, and motivation is undermined by
lack of feedback on whether programs are succeeding or failing.
Recognizing this, and fueled by the intense demand for results
at all levels, UNAIDS decided to form the Global HIV/AIDS
Monitoring and Evaluation Support Team (GAMET) at the
World Bank.
GAMET made considerable progress in its first year of operation.A GAMET advisory board was established to structure and
provide guidance across agencies. A country support team—a
network of consultant experts (the majority from Africa) in
monitoring and evaluation capacity building—made more than
70 visits to more than 20 countries active in the MAP. GAMET
also supported the design and implementation of a new management development intervention, the Rapid Results Initiative in
Eritrea. The initiative focuses on achieving highly visible and
rapid results in AIDS prevention and treatment—and puts in
place an accountability framework.
Each of the agencies participating in the GAMET initiative
faces tensions between its internal requirements for monitoring and evaluation and its desire to facilitate a coordinated
approach at the country level. Donors are committed to reducing the burden of multiple monitoring and evaluation requests
and policies, but each is also under pressure to show impact in
the near term, which can undercut even the best intentions to
rely on country-based systems. Spending staff time coordinating approaches and building country capacity rather than fulfilling fiduciary responsibilities to monitor their own programs
generates additional problems. Despite the obstacles, GAMET
shows promise, especially as governments and agencies see the
benefits of a common approach to monitoring and evaluating
national HIV/AIDS programs.
Source: World Bank staff.

put together a mechanism for continuing consultation and
for monitoring progress.
The Framework for Action to Accelerate Progress on the
Health, Nutrition, and Population Millennium Goals, endorsed
at the high-level policy meeting in May 2003 in Ottawa,
Canada, holds promise for all stakeholders.The focus is on
building stronger national health systems as a platform for
delivering essential services to the poor. The framework
lays out commonly held principles and describes a process
for countries and donors to work together in expanding
and improving the effectiveness of their investments in
health systems (box 10.6). It requires country actions, such
as incorporating analysis of Millennium Development
Goal challenges and policy and funding gaps in poverty
strategy papers, and simpler arrangements for donor coordination. It also calls for stronger global efforts to invest in
key public goods with multicountry benefits, such as
research and development for new drugs and vaccines for
AIDS, tuberculosis, and malaria. And it promotes docu-

menting and sharing successful cases of national efforts to
achieve the malnutrition and maternal and child health
goals.
At the first High-Level Forum on health MDGs,
cohosted by the World Health Organization and the World
Bank in Geneva, January 8–9, 2004, heads of development
agencies, bilateral agencies, global health initiatives, and
ministers of finance and health met to informally discuss
concrete actions to accelerate and monitor progress
toward the Millennium Development Goals for health and
nutrition. The forum focused on major constraints to
progress in three areas: financial resources and aid effectiveness, human resources, and monitoring performance. It
highlighted the policy steps that developing countries
need to implement to save lives—and the harmonized
actions that donors must take to increase the impact of
financial and technical support to developing countries.
The key conclusions and actions agreed on at the HighLevel Forum are presented in box 10.7.

Box 10.6 Key actions to accelerate progress on the health, nutrition, and population
Millennium Goals: The Ottawa consensus
What donors should do

What countries should do

Create donor buy-in and coherence by subscribing to a countrybased Millennium Development Goals for health strategy, including goals and targets, policy actions, financing proposals, and
monitoring arrangements, within a framework guided by the
Poverty Reduction Strategy Paper and associated sectoral
strategies.
Build on existing mechanisms at the country level, including
Poverty Reduction Strategy Papers and sectorwide approaches,
bilateral and multilateral funding streams, and those emanating
from the global health initiatives.
Harmonize efforts to overcome funding gaps, fungibility issues,
rigidity in financing recurrent expenditures, and lack of
predictability of aid flows.
Commit to providing additional long-term financial assistance
disbursed through existing multilateral and bilateral channels
and instruments. No new funding body is envisaged. Donors
would move toward long-term assistance in a reliable and timely
manner, including support for recurrent expenditures.
Increase efforts to work with NGOs and communities.
Reduce the transactions costs of development assistance to
health, by seeking to harmonize reporting requirements,
procurement rules, and financial management systems.
Support capacity building for results-oriented monitoring and
evaluation. Donors would also commit to an independent review
of their actions and to sharing the lessons of this review with
other stakeholders.

Develop a credible strategy. Prepare as part of the Poverty
Reduction Strategy Paper process a credible strategy and implementation plan (or review gaps and opportunities in existing
strategies and plans) for achieving faster progress toward the
Millennium Development Goals for health, based on a solid
analysis of impediments to faster progress and a thorough
assessment of policy options.
Tackle key constraints, including the need for better human
resources, safe and predictable supply of drugs, stronger management systems, and more effective public-private interactions.
Adopt a strong multisectoral framework within and beyond the
health sector. This framework would be explicit about policy
changes beyond health, such as overall public administration
reform, and about other multisectoral activities.
Make a commitment to improve governance and policies,
including policies on decentralization, civil society participation
and monitoring, public-private partnerships, and public expenditure allocation decisions.
Strengthen transparency, monitoring and evaluation, through
commitment to open and transparent reporting.
Provide voice to citizens—especially poor people, in formulating
and implementing strategy. Consultations would be undertaken
as part of the Poverty Reduction Strategy Paper process and
beyond and include NGOs and communities.

As a result of the Ottawa meeting, donors and leaders of developing countries decided to create a High-Level Forum that
would convene twice a year over a two-year period to review

progress on the health goals, monitor changes in donor commitments and behaviors in moving toward stronger harmonization,
and discuss and act on issues holding back faster progress.

Source: Reference 14.
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Box 10.7 Summary of recommendations for action from the High-Level Forum on the Millennium
Development Goals for Health held January 8–9, 2004
Resources for health and
Poverty Reduction Strategy Papers
Countries should have a single process leading to one “Millennium Development Goal–responsive” Poverty Reduction Strategy
Paper.To facilitate the process, countries should be encouraged to
prepare health sector strategies with investment plans based on
well-documented needs and costing scenarios.
Members of the High-Level Forum will ask the next
Development Committee to request that the World Bank and
International Monetary Fund incorporate into their joint assessments of Poverty Reduction Strategies explicit reference to and
review of progress toward the Millennium Development Goals.
The Millennium Project will ask the UN secretary-general to
endorse this recommendation to the Development Committee.

Human resources in health
The Secretariat of the High-Level Forum will:
• Assess expenditures on human resources in health by development partners.
• Develop a series of in-depth human resources studies on
selected developing countries addressing the current stock of
health personnel, the requirements to meet the Millennium
Development Goals, and deployment of health personnel.
This work should link with related work in the World Bank,
WHO, and the International Labour Organization Joint
Learning Initiative.
• Link with the Global Commission on International
Migration to examine the impact of migration on health.

Aid effectiveness and harmonization

Monitoring performance

The Secretariat of the High-Level Forum will link with the
Organisation for Economic Co-operation and Development–
Development Assistance Committee (OECD/DAC) work on
harmonization and, with developing countries, draw out lessons
on common methods and instruments for health and review
achievements to date. Second, it will follow up on country pilots
in budget support for health.
A paper on aid effectiveness, poor performers, and countries
in crisis will be presented to the next High-Level Forum. It will
draw on existing work by the World Bank, World Health
Organization (WHO), United Nations Development Programme, and OECD/DAC. It will provide recommendations on
how to work with these countries to achieve the Millennium
Development Goals for health.

The High-Level Forum welcomed the Health Metrics Network
and encouraged its rapid launch, at or around the World Health
Assembly in May 2004. The Secretariat of the Health Metrics
Network, which will be located at WHO for the first 18 months,
was encouraged to disseminate its draft business plan to forum
members. Its priority tasks are agreement on a set of intermediate
indicators; definition of process indicators, including measures of
policy and institutional performance, to regularly gauge short-term
progress toward the Millennium Development Goals for health;
and creation of a “report card” to illustrate progress. The Health
Metrics Network will disaggregate country data, improve their
quality, and increase the coherence of data collection platforms.The
World Bank and the WHO, in collaboration with the OECD, will
work to improve the tracking of national financial investment in
the health sector, from domestic and external sources, using
National Health Accounts and other data on financial flows.
Source: Reference 15.
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APPENDIX A

Data and Methods

Rates of change

Under-five mortality

Unless stated otherwise, rates of change are computed on
the assumption that the indicator in question falls by the
same proportion each year. Rates are computed using discrete growth formulae. If m1990 and m2015 are the rates of
malnutrition in 1990 and 2015, the Millennium Development Target requires that (m2015 – m1990)/m1990 = 0.5, or
equivalently m2015 = 0.5m1990. If m grows at an average (negative) rate r per year, m2015 = m1990(1 + r)25. Substituting
m2015 = 0.5m1990 gives r = –0.27.

Data come from the United Nations Children’s Fund
child mortality database, available at www.childinfo.org.
The data comprise mostly complete series for 1960, 1970,
1980, 1990, 1995, and 2000. Average growth rates for, say,
the 1990s were calculated assuming constant proportionate growth using the formula r = (m2000/m1990)1/10 –1.

Maternal mortality
See Box 2.1 and appendix B.

Malnutrition
Communicable disease mortality

Data on malnutrition (underweight among children)
come from the World Health Organization’s malnutrition
database, available at www.who.int/nutgrowthdb/.The
data comprise very incomplete series for the 1990s for a
large number of developing countries. Many countries do
not have data for adjacent years. For each country, a
regression was estimated for this report for the 1990s, linking the natural logarithm of underweight to the year of
the survey, the coefficient being interpretable as the average annual rate of reduction (or increase) over the period
for which data are available. The coefficients were then
averaged—using population sizes as weights—to obtain
regional averages. This method is less restrictive than the
method used in an earlier study,1 where regressions were
in effect estimated at the regional level. Although countries were allowed to have different intercepts, they were
assumed to have the same slopes as other countries in the
region (that is, common rates of change).

See appendix B.

Modeling prospects for future progress on
the health Millennium Development Goals
The modeling strategy is to ask how future changes will
affect the growth rate of the Millennium Development
Indicator in question. Mortality or malnutrition, m, is
assumed to be related to a vector of determinants, x, in the
following way:
ln m = a + blnx +e
where ln denotes natural logarithm, a and b are coefficients, b is interpretable as an elasticity, and e is an error
term. Differentiating this expression with respect to time
yields a growth equation of the form:
m⋅ = b x⋅ + e⋅
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where m⋅ is the rate of growth of m and so on.The change
in the growth rate can be written:
∆m⋅ = b ∆x⋅ + ∆e⋅
so that if the growth rates of each of the elements of x
remain the same over time, m will continue to fall at the
same rate. If, by contrast, there is a change in the growth
rate of, say, x1 (which might be per capita income) but all
the other x’s (x2, . . . , xK) continue to grow at the same
rate, the change in the rate of growth of m is given by:
∆m⋅ = b 1 ∆x⋅ .
1

Given an estimate of the elasticity b 1 and an estimate of
change in the growth rate of x1, one can estimate the size
of the change in the growth rate of m likely to result from
a change in the growth rate of x1. The same method can
be used to assess the effects of changes in growth rates of
several x’s simultaneously.

Regression models for the growth simulations
Elasticities for the various country-level determinants of
each of the Millennium Development Indicators are
needed to operationalize this growth simulation approach.
For this report, the study by Filmer and Pritchett2 of
country-level influences on child mortality was extended
and replicated on more recent data and on other
Millennium Development Indicators.
Regressions were estimated linking the Millennium
Development Indicators to government health spending as a
percent of GDP, income per capita, and variables capturing
female education, access to drinking water, income inequality, ethnolinguistic fractionalization, and regional dummies.
Regressions were also run including a measure of infrastructure in addition to these determinants. Regressions were run
for under-five mortality (2000), maternal mortality (1995),
underweight (2000), and tuberculosis mortality (2000) as the
dependent variable.All variables were entered in logarithmic
form to facilitate the growth accounting outlined above. As
in Filmer and Pritchett’s study, countries with missing values
for variables other than health spending and income were
retained in the sample by including in the regression a missing value dummy variable flag and setting the variable with
the missing value equal to zero for the country in question.
Table A.1 provides the variable definitions and the sources of
the data.
As in Filmer and Pritchett’s study, government health
spending is treated as endogenous to eliminate any reverse
causality—governments may choose their spending levels in
the light of their mortality rates.As in Filmer and Pritchett’s
study, the instruments used were the average levels of
defense and health spending by the country’s neighbors (as
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identified by Filmer and Pritchett). Also included in the
instrument set was the average value of an index of “voice”
among neighbors. In contrast to Filmer and Pritchett, but
like Rajkumar and Swaroop,1 this study allows for the possibility that the elasticity of government health spending may
depend on the quality of governance, the hypothesis being
that health spending will have a larger impact on health
outcomes in better-governed countries. Governance is
measured using the Bank’s Country Policy and Institutional
Assessment (CPIA) index, which is increasing in quality of
governance and takes a minimum of 1 and a maximum of
6. Part I countries (the industrial countries), for which no
CPIA score is available, were assigned a CPIA score of 5.
The government spending variable is interacted with the
CPIA score, and elasticities and t-statistics are computed for
different values of the CPIA index. The interaction is also
treated as endogenous, with the three original instruments
interacted with the CPIA score serving as instruments for
the spending-CPIA interaction.3
Per capita income is converted using purchasing power
parity (PPP) dollars (as in Filmer and Pritchett) and official exchange rates. Using PPP dollars may be more
appropriate, but since PPP dollars are not specific to the
health sector (or more accurately to the goods and services
that make for lower mortality and malnutrition), it is not
obvious that the overall PPP is necessarily always a more
appropriate converter than the exchange rate. The broad
conclusions are unaffected, but some of the magnitudes
involved are sensitive to the choice.
Female education is captured through variables that
indicate the percentage of women 15 and over who have
completed primary education, the percentage of women
15 and over who have completed secondary education,
and the percentage of women 15 and over who have completed higher-level schooling. The “missing” category is
women who have not completed any level of education.
Including female education in this way allows investigation of the returns—in terms of better health outcomes—
of increasing primary completion rates and of narrowing
gender differentials in education enrolment, both of which
are Millennium Development Goals in their own right. It
also allows for the possibility that primary and secondary
education have different effects on health outcomes. The
water variable proved to be highly collinear with a sanitation variable originally included, so only the water variable was retained. In addition, as in Filmer and Pritchett,
income inequality (measured through the Gini coefficient) and an index of ethnolinguistic fractionalization
were included. The final variable—not included in the
Filmer and Pritchett specification—is the length of the
country’s paved road network in kilometers (the number

Table A.1 Variable Definitions
Variable

Definition

Source

Log government health expenditures as a percentage of GDP

Government health expenditures as proportion of GDP

Reference 7

Log government health expenditures as a
percentage of GDP interacted with CPIA

The CPIA (Country Policy and Institutional Assessment) assesses the
quality of a country’s policy and institutional framework. The index
contains 20 items grouped into four categories: economic management, structural policies, policies for social inclusion and equity, and
public sector management and institutions. The index ranges from
a minimum of 1 (unsatisfactory for an extended period) to a
maximum of 6 (good for an extended period).

World Bank
(not public
domain)

Log per capita income in U.S. dollars

Per capita income measured in US dollars at official exchange rates

Reference 7

Log per capita income in international
dollars

Per capita income measured at PPP exchange rates

Reference 7

Log percentage of female population 15
and over that completed primary school

Proportion of females that completed primary school

Reference 5

Log percentage of female population 15
and over that completed secondary school

Proportion of females that completed secondary school

Reference 5

Log percentage of female population 15
and over that completed high school

Proportion of females that completed higher school

Reference 5

Log percentage of population with
access to safe water

Proportion of population with improved drinking water sources
and sanitation

Reference 6

Gini coefficient for income inequality

The Gini coefficient measures the proportional deviation of income
distribution from perfect equality. A Gini coefficient of 0 represents
perfect equality; a Gini coefficient of 1 means that one person
receives 100 percent of income.

Reference 7

Index of ethnolinguistic fractionalization

Probability that two people speak the same native language

Reference 2

Kilometers of paved road as fraction of
land area

Length of paved road in kilometers (number of kilometers of roads
times the fraction of roads that are paved) as a proportion of the
country’s area (in square kilometers)

Reference 7

Regional dummies

One for industrial countries and one for each of the following World
Bank regions: Europe and Central Asia, Latin America and the
Caribbean, Middle East and North Africa, South Asia, and
Sub-Saharan Africa (East Asia and the Pacific is omitted)

n.a.

Defense spending by neighbor

Average level of defense spending by the country’s neighbors

Reference 7
Definition of
neighbor: Reference 2

Health spending by neighbor

Average level of health spending by the country’s neighbors

Reference 7
Definition of
neighbor: Reference 2

n.a. Not applicable.

of kilometers of roads times the fraction of roads that are
paved), expressed as a proportion of the country’s area (in
square kilometers).This variable captures infrastructure.
Table A.2 shows the results of the regressions. Equation
3 in each case is closest to the Filmer and Pritchett
specification—per capita income is converted using PPPs,
and the infrastructure variable is excluded. All equations
differ from the Filmer and Pritchett specification in that
the spending-CPIA interaction is included. In virtually all
specifications, the interaction is negative, suggesting that

better-governed countries have larger (in absolute size)
elasticities of mortality and malnutrition with respect to
government health spending.This result is consistent with
the findings of Rajkumar and Swaroop. For a given value
of the CPIA index, the spending elasticities are smallest for
under-five mortality and become statistically significant
for under-five mortality only at very high CPIA scores.
The low elasticity of under-five mortality with respect to
government health spending is consistent with Filmer and
Pritchett, though somewhat at odds with Rajkumar and
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Table A.2 Regression Results
U5MR 2000

MMR 1995

[1]

[2]

[3]

[4]

[1]

[2]

[3]

[4]

Coef.
(|t|)

Coef.
(|t|)

Coef.
(|t|)

Coef.
(|t|)

Coef.
(|t|)

Coef.
(|t|)

Coef.
(|t|)

Coef.
(|t|)

log govt hlth exps as
% gdp

1.091
(2.13)

1.38
(2.70)

1.083
(1.95)

1.306
(2.39)

–0.589
(0.71)

0.064
(0.08)

–0.86
(0.67)

0.059
(0.05)

log govt hlth exps as % gdp
interacted with cpia

–0.292
(2.92)

–0.328
(3.11)

–0.267
(2.57)

–0.286
(2.64)

–0.033
(0.21)

–0.170
(1.05)

0.035
(0.15)

–0.130
(0.63)

log per capita income
US dollars

–0.325
(3.63)

–0.358
(4.00)

0.025
(0.62)

0.035
(0.86)
0.034
(0.48)

0.055
(0.80)

log per capita income
internat’l dollars

–0.484
(3.77)

–0.547
(4.63)

log % female pop aged 15+
completed primary school

0.009
(0.10)

–0.042
(0.44)

–0.009
(0.09)

–0.047
(0.50)

0.120
(0.76)

0.035
(0.23)

0.127
(0.72)

0.046
(0.28)

log % female pop aged 15+
completed secondary school

–0.054
(0.71)

–0.053
(0.67)

–0.053
(0.70)

–0.047
(0.59)

–0.353
(3.13)

–0.318
(2.89)

–0.328
(2.71)

–0.296
(2.55)

log % female pop aged 15+
completed higher school

0.056
(0.78)

0.053
(0.71)

0.060
(0.85)

0.058
(0.79)

0.052
(0.42)

0.025
(0.21)

0.007
(0.05)

–0.008
(0.07)

log % pop with access
to safe water

–0.333
(1.59)

–0.473
(2.16)

–0.262
(1.23)

–0.339
(1.48)

–0.669
(1.87)

–0.969
(3.00)

–0.782
(1.89)

–1.144
(3.26)

Gini coefficient for
income inequality

0.007
(1.10)

0.010
(1.49)

0.010
(1.50)

0.012
(1.93)

–0.015
(1.40)

–0.008
(0.83)

–0.021
(1.54)

–0.009
(0.81)

index of ethnolinguistic
fractionalization

0.274
(0.97)

0.425
(1.56)

0.298
(1.01)

0.431
(1.58)

–0.240
(0.58)

–0.018
(0.05)

–0.374
(0.63)

0.072
(0.14)

kilometers of paved road
as fraction of land area

–0.091
(2.16)

Europe & Central Asia

0.082
(0.38)

–0.072
(0.34)

–0.010
(0.04)

–0.139
(0.66)

–0.613
(1.50)

–0.895
(2.33)

–0.511
(0.95)

–0.910
(1.98)

Industrialized country

0.017
(0.06)

–0.097
(0.33)

–0.250
(0.94)

–0.363
(1.34)

–0.721
(1.43)

–0.705
(1.39)

–0.743
(1.27)

–0.840
(1.54)

Latin America & Caribbean

0.020
(0.08)

0.008
(0.03)

–0.192
(0.77)

–0.232
(0.88)

1.076
(2.51)

1.051
(2.45)

1.218
(2.28)

1.078
(2.11)

Middle East & North Africa

0.352
(1.28)

0.332
(1.13)

0.218
(0.79)

0.187
(0.64)

0.886
(1.85)

0.821
(1.72)

0.788
(1.30)

0.707
(1.18)

South Asia

0.532
(2.11)

0.427
(1.59)

0.517
(2.08)

0.428
(1.66)

1.132
(2.76)

0.971
(2.36)

1.137
(2.55)

1.036
(2.34)

Sub–Saharan Africa

0.662
(2.89)

0.582
(2.48)

0.498
(1.97)

0.401
(1.63)

1.828
(4.87)

1.783
(4.79)

1.819
(4.05)

1.696
(4.02)

constant

6.731
(6.99)

7.709
(8.16)

8.083
(7.59)

8.983
(9.50)

8.047
(4.88)

9.418
(6.21)

8.608
(4.59)

9.823
(5.44)

Additional variables

–0.072
(1.58)

–0.131
(2.35)

–0.159
(2.07)

All equations include dummy variables for when schooling, water, Gini coefficient and road network are missing (in these cases the variable
itself is set equal to zero).

# countries

120

120

119

119

113

113

113

113

0.912

0.898

0.913

0.903

0.883

0.883

0.866

0.872

0.799
(1.87)

1.053
(2.51)

0.816
(1.75)

1.020
(2.26)

–0.622
(0.90)

–0.106
(0.16)

–0.824
(0.78)

–0.071
(0.08)

2.00

0.507
(1.46)

0.725
(2.16)

0.548
(1.43)

0.734
(2.02)

–0.654
(1.18)

–0.276
(0.51)

–0.789
(0.93)

–0.201
(0.27)

3.00

0.215
(0.77)

0.397
(1.49)

0.281
(0.89)

0.447
(1.54)

–0.687
(1.58)

–0.446
(1.06)

–0.754
(1.15)

–0.331
(0.58)

3.25

0.142
(0.53)

0.315
(1.24)

0.215
(0.71)

0.376
(1.36)

–0.695
(1.70)

–0.489
(1.24)

–0.745
(1.22)

–0.363
(0.68)

3.50

0.069
(0.27)

0.233
(0.96)

0.148
(0.51)

0.304
(1.15)

–0.703
(1.82)

–0.531
(1.42)

–0.736
(1.30)

–0.396
(0.79)

4.00

–0.077
(0.32)

0.069
(0.30)

0.014
(0.05)

0.161
(0.66)

–0.720
(2.07)

–0.617
(1.81)

–0.719
(1.46)

–0.460
(1.05)

4.50

–0.223
(0.96)

–0.095
(0.42)

–0.119
(0.46)

0.018
(0.08)

–0.736
(2.26)

–0.702
(2.16)

–0.701
(1.61)

–0.525
(1.32)

5.00

–0.369
(1.56)

–0.259
(1.09)

–0.253
(0.97)

–0.125
(0.51)

–0.752
(2.34)

–0.787
(2.38)

–0.683
(1.69)

–0.590
(1.55)

Adjusted R squared
Elasticity of dependent variable
with respect to gov hlth exps as
% gdp, evaluated at value of
cpia indicated
1.00

Table A.2 Regression Results (continued)
Underweight 2000

TB mortality 2000

[1]

[2]

[3]

[4]

[1]

[2]

[3]

[4]

Coef.
(|t|)

Coef.
(|t|)

Coef.
(|t|)

Coef.
(|t|)

Coef.
(|t|)

Coef.
(|t|)

Coef.
(|t|)

Coef.
(|t|)

log govt hlth exps as
% gdp

0.348
(0.44)

–0.014
(0.02)

0.473
(0.51)

0.022
(0.02)

1.025
(1.34)

1.239
(1.67)

1.124
(1.33)

1.304
(1.61)

log govt hlth exps as % gdp
interacted with cpia

–0.218
(1.26)

–0.154
(0.90)

–0.245
(1.24)

–0.166
(0.84)

–0.374
(2.42)

–0.412
(2.61)

–0.400
(2.43)

–0.421
(2.50)

log per capita income
US dollars

–0.271
(2.14)

–0.232
(1.85)

–0.325
(2.36)

–0.322
(2.40)
–0.351
(1.77)

–0.392
(2.18)

log per capita income
internat’l dollars

–0.300
(1.89)

–0.243
(1.59)

log % female pop aged 15+
completed primary school

0.318
(1.98)

0.332
(2.10)

0.269
(1.65)

0.298
(1.86)

0.123
(0.79)

0.040
(0.26)

0.087
(0.53)

0.016
(0.10)

log % female pop aged 15+
completed secondary school

–0.046
(0.43)

–0.099
(0.90)

–0.062
(0.56)

–0.112
(0.99)

–0.035
(0.29)

–0.083
(0.69)

–0.067
(0.55)

–0.098
(0.81)

log % female pop aged 15+
completed higher school

–0.096
(0.81)

–0.062
(0.51)

–0.086
(0.71)

–0.057
(0.46)

0.091
(0.79)

0.126
(1.08)

0.109
(0.93)

0.136
(1.16)

log % pop with access
to safe water

–0.262
(0.82)

–0.197
(0.62)

–0.273
(0.84)

–0.221
(0.64)

–0.162
(0.49)

–0.378
(1.14)

–0.178
(0.51)

–0.346
(0.97)

Gini coefficient for
income inequality

0.009
(0.94)

0.007
(0.72)

0.009
(0.95)

0.007
(0.71)

0.007
(0.65)

0.008
(0.86)

0.007
(0.62)

0.009
(0.92)

index of ethnolinguistic
fractionalization

0.111
(0.24)

–0.079
(0.17)

0.086
(0.18)

–0.127
(0.27)

0.129
(0.30)

0.179
(0.44)

0.080
(0.17)

0.156
(0.37)

kilometers of paved road
as fraction of land area

0.030
(0.43)

0.041
(0.54)

–0.134
(2.05)

–0.126
(1.76)

Europe & Central Asia

–1.246
(3.60)

–1.206
(3.77)

–1.334
(3.71)

–1.253
(3.79)

–0.456
(1.37)

–0.692
(2.17)

–0.549
(1.56)

–0.765
(2.33)

Industrialized country

0.347
(0.65)

0.250
(0.46)

0.011
(0.02)

–0.024
(0.05)

–0.320
(0.73)

–0.599
(1.37)

–0.619
(1.44)

–0.863
(2.02)

Latin America & Caribbean

–0.166
(0.48)

–0.189
(0.53)

–0.337
(0.96)

–0.321
(0.87)

–0.792
(2.09)

–0.796
(2.02)

–0.984
(2.41)

–0.999
(2.39)

Middle East & North Africa

–0.460
(1.15)

–0.465
(1.13)

–0.598
(1.47)

–0.570
(1.35)

–1.915
(4.42)

–1.951
(4.36)

–2.060
(4.59)

–2.091
(4.56)

South Asia

0.447
(1.24)

0.524
(1.48)

0.471
(1.29)

0.557
(1.56)

–0.079
(0.20)

–0.219
(0.54)

–0.031
(0.08)

–0.176
(0.43)

Sub–Saharan Africa

–0.053
(0.17)

–0.006
(0.02)

–0.125
(0.36)

–0.052
(0.15)

0.330
(0.93)

0.315
(0.89)

0.275
(0.69)

0.221
(0.58)

constant

5.156
(3.39)

4.790
(3.15)

5.969
(3.55)

5.426
(3.30)

5.465
(3.57)

6.919
(4.83)

6.350
(3.65)

7.817
(5.23)

Additional variables

All equations include dummy variables for when schooling, water, Gini coefficient and road network are missing (in these cases the variable
itself is set equal to zero).

# countries

85

85

85

85

118

118

117

117

0.709

0.699

0.704

0.693

0.825

0.813

0.818

0.809

0.130
(0.20)

–0.168
(0.26)

0.228
(0.30)

–0.144
(0.19)

0.651
(1.03)

0.827
(1.37)

0.724
(1.03)

0.883
(1.33)

2.00

–0.087
–0.305

–0.321
–0.475

–0.017
–0.262

–0.310
–0.476

0.276
–0.098

0.415
0.003

0.323
–0.077

0.463
0.042

3.00

(0.18)
(0.82)

(0.64)
(1.23)

(0.03)
(0.61)

(0.52)
(1.06)

(0.54)
(0.24)

(0.87)
(0.01)

(0.56)
(0.17)

(0.87)
(0.10)

3,.25

–0.360
(1.04)

–0.514
(1.41)

–0.324
(0.81)

–0.518
(1.24)

–0.192
(0.49)

–0.100
(0.28)

–0.177
(0.40)

–0.063
(0.16)

3.50

–0.414
(1.27)

–0.552
(1.60)

–0.385
(1.04)

–0.559
(1.43)

–0.285
(0.76)

–0.203
(0.59)

–0.277
(0.65)

–0.168
(0.44)

4.00

–0.523
(1.75)

–0.629
(1.95)

–0.508
(1.52)

–0.643
(1.82)

–0.472
(1.35)

–0.409
(1.25)

–0.478
(1.19)

–0.378
(1.06)

4.50

–0.632
(2.13)

–0.706
(2.19)

–0.630
(1.96)

–0.726
(2.13)

–0.659
(1.91)

–0.615
(1.87)

–0.678
(1.74)

–0.589
(1.66)

5.00

–0.740
(2.32)

–0.783
(2.29)

–0.753
(2.22)

–0.809
(2.28)

–0.847
(2.38)

–0.821
(2.36)

–0.878
(2.21)

–0.799
(2.16)

Adjusted R squared
Elasticity of dependent variable
with respect to gov hlth exps as
% gdp, evaluated at value of
cpia indicated
1.00

Swaroop, who found significant elasticities of government
spending at the sample median level of governance. (Their
index of governance was, however, different.)
The health spending elasticities for the Millennium
Development Indicators other than under-five mortality are
not only larger absolutely than those for under-five mortality, they also become statistically significant at lower CPIA
scores. The results suggest that—whatever the Millennium
Development Indicator—simply adding additional dollars to
the budget of a ministry of health in a country with a CPIA
index of less than 3 will not yield improvements in any
Millennium Development Indicator. By contrast, in countries with CPIA scores of 3.25 and higher, additional dollars
in the ministry of health budget could reduce rates of maternal mortality (see equation 1 in table A.2). The cut-off for
malnutrition is somewhat higher—a CPIA of 3.5 or so
(compare with equation 2), which given the insignificance
of the road variable might be argued to be preferable to
equation 1. In the case of tuberculosis mortality, the CPIA
cut-off is about 4.25 (see equation 1).These elasticities indicate the effects at the margin of adding dollars to the ministry of health budget on the assumption that the additional
dollars are allocated across programs and institutions in proportion to current allocations.Adding dollars specifically to a
government tuberculosis program might yield a significant
payoff in terms of reduced tuberculosis mortality at much
lower CPIA levels than 4.25.The results cannot, however, tell
us whether or not this is the case.
Under-five mortality appears to be more responsive to
per capita income than the other Millennium Development Indicators, with the possible exception of tuberculosis mortality. Female education has a significantly negative
effect only on maternal mortality—and even then only at
the secondary level. The lack of any effect on under-five
mortality is at odds with the Filmer and Pritchett results,
which report a significant effect of years of education.
Access to drinking water has a significant negative effect
on maternal mortality in all specifications and on underfive mortality in the specifications in which exchange rates
are used to convert per capita incomes. Income inequality
has mostly an insignificant effect, though there is some
suggestion it makes a difference to under-five mortality.
The same is true of the index of ethnolinguistic fractionalization.The road infrastructure variable, by contrast, has a
significant negative effect on under-five mortality, maternal mortality, and tuberculosis mortality.

Forecasting trends in economic growth
and the nonhealth goals
Economic growth forecasts are taken from the Bank’s
Global Economic Prospects.4
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For secondary school completion the extra growth
required to achieve gender parity in the proportion of the
population 15 and over that has completed secondary
education is computed. In the absence of this extra
growth, completion rates are assumed to grow linearly
between 2000 and 2015, following the same trend as
between 1995 and 2000. This yields the 2015 value for
males that females will also need to reach to achieve the
gender Millennium Development Goal. The forecast
assumes that achievement of the goal occurs through
accelerated linear growth for females from the female
2000 value to the male 2015 value.This gives the growth
rate needed between 2000 and 2015 to achieve the gender
goal.This rate is compared with the current growth rate to
obtain the extra growth in secondary completion required
to achieve the gender goal.
For access to drinking water, the extra growth required
to halve the proportion of the population without access
between 1990 and 2015 is computed. In the absence of
this extra growth, the access rate is assumed to rise (or fall)
between 2000 and 2015 linearly at the same rate as in the
1990s. The growth that would need to occur to achieve
the goal is found by assuming access grows linearly
between 2000 and 2015, starting from the 2000 value and
ending in 2015 at the value implied by the Millennium
Development Goal. The extra growth is the difference
between the projected growth based on current trends and
the growth required to achieve the goal.
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APPENDIX B

Why Tracking Progress Toward
the Health Goals Isn’t Easy

Assessments of progress toward the Millennium Development Goals are subject to uncertainties because of differences in how the indicators are defined, which measurement
instruments are used, how frequently the information is collected, and how much effort has been invested in the development of measurement systems.

changes more difficult.The WHO has assembled a database
of such data, available at www.who.int/nutgrowthdb/.
For this report, a regression was estimated for each country
for the 1990s, linking the natural logarithm of underweight
children to the year of the survey. The coefficient can be
interpreted as the average annual rate of decrease—or
increase—over the period for which data are available.The
coefficients were then averaged—using population sizes as
weights—to obtain regional averages.This is less restrictive
than the method used in an earlier study,1 in which regressions were in effect estimated at the regional level.
Although countries were allowed to have different intercepts, it was assumed they had the same slopes as other
countries in the region (that is, the same rates of change).

Child malnutrition
The prevalence of underweight children is defined as the
proportion of children under five whose weight for their
age is less than two standard deviations below the median
for an international reference population. Data collection
is most often done with household surveys, which require
that the interviewers measure children and obtain their
age in months. Inaccuracies in this information, as well as
other errors due to sampling errors, are the main reasons
for the uncertainties about the estimated prevalence of
malnutrition. Confidence intervals at the 95 percent level
in the Demographic and Health Survey sample are typically about plus or minus two percentage points, but the
interval varies depending on the size of the sample and the
prevalence of underweight children.
Household surveys that measure malnutrition indicators
are usually conducted several years apart, and several countries do not have baselines for the earlier years of the
Millennium Development Goal period. In some countries, surveys are not nationally representative and may
produce estimates that are not comparable with earlier or
later estimates. Some countries have used different reference populations, which are not usable at all.
As with all indicators, measuring changes over time
implies using at least two estimates that are subject to
unknown biases, which makes establishing significant

Child mortality—infant and
under-five mortality
Infant and child mortality are measured using vital registration systems and household surveys. Vital registration
systems can provide detailed and precise annual statistics
when all or nearly all births and deaths of children under
five are registered. But many countries have vital registration systems that do not capture all births or deaths, making such systems of little use for estimating mortality
indicators. When compared with other sources of information, estimates based on vital registration systems are
frequently found to be too low.
Household surveys measure infant and child mortality
by asking female respondents to report the number of children they have given birth to and the survival status of the
children. Some surveys collect detailed information to construct full birth histories for each respondent, while others
collect only enough information to estimate childhood
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mortality indicators with additional demographic models.
Where both types of data are available, they frequently produce different estimates and trends in mortality. As with all
household surveys, sampling and other errors produce
uncertainty about the exact level of the indicators.
Confidence intervals at the 95 percent level for under-five
mortality in Demographic and Health Surveys vary from as
low as plus or minus 5 per 1,000 (India 1998/99) to as high
as plus or minus 11 per 1,000 (Ethiopia 2000).At any level
of disaggregation, confidence intervals tend to be larger.
Because of the retrospective reporting on childhood
deaths, survey-based estimates generally are not estimates
for the year of the survey but are commonly presented as
averages for the five-year period before the survey. Annual
estimates are rarely available, as these would require very
large sample sizes.
One advantage of collecting childhood mortality estimates
with surveys is that one obtains estimates for as long as 15
years in the past, allowing trends to be estimated from a single
survey. When multiple household surveys are available and
estimates have been made from both birth histories and
demographic models, additional analytical efforts are required
to produce a consistent series.The latest exercise (available at
www.childinfo.org) has produced data for 1960, 1970, 1980,
1990, 1995, and 2000.2,3 The data for 1990 and 2000 were
used to compute the average annual rate of decline (or
increase) using the formula r = (m2000/m1990)1/10 – 1, where
m1990 and m2000 are the mortality rates for 1990 and 2000.

Maternal health—the maternal
mortality ratio
The maternal mortality ratio is one of the more problematic indicators to monitor. The indicator is a ratio of the
number of deaths directly or indirectly related to pregnancy and the number of live births in a given time period.
Because not all pregnancies result in live births, the ratio
always overestimates the true risk of dying of maternal
causes.The use of births as the denominator makes it theoretically possible for the measure to be greater than one.
Maternal mortality ratios can be estimated with vital
registration data, but the incompleteness of vital registration systems is a major obstacle to their use in epidemiology. Where vital registration is complete, both the
numerator and denominator for the maternal mortality
ratio can be obtained. But even in countries with relatively
good overall cause of death data, maternal causes are generally not very accurate. Even in countries with complete
coverage of deaths in vital registration, maternal deaths
may be misclassified in as many as 50 percent of cases.
In other countries the cause of death is sometimes established through the “verbal autopsy” method, in which sur-
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viving household members or others (such as health care
workers) who were close to the deceased are interviewed to
establish cause of death. The questionnaire used in such
studies includes questions about signs and symptoms of illnesses at the time of death, medical history, and obstetrical
history.The verbal autopsy methodology often fails to identify deaths early in pregnancy due to ectopic pregnancy or
abortion or those occurring some time after delivery.
Household surveys are the main instrument for measuring maternal mortality indicators. The usual approach is
based on the so-called sisterhood methods, in which female
respondents are asked to report on the survival of sisters.
These methods do not produce reliable results when fertility is low (a total fertility rate of about 3 or lower) or where
fertility has changed a great deal in recent years. Depending
on which questions are asked, the estimates generally refer
to mortality that occurred several years before the survey
(10–12 years in some cases). Sisterhood methods cannot
reliably report on early pregnancy-related deaths, as pregnancy status will be less likely to be known to the respondents. Induced abortion–related deaths are likely to be
underreported for the same reason. Even with large sample
sizes, standard errors tend to be very large. For example, the
Malawi Demographic and Health Survey in 1992 generated a maternal mortality ratio of 752, with a 95 percent
confidence interval of 523–803, for the six years before the
survey. Because of such large confidence intervals and the
number of years before the survey to which the estimate
refers, household surveys are not suitable for monitoring
short-term trends in maternal mortality or assessing the
impact of programs.
The cost and complexity of collecting data with these
methods has led the WHO and UNICEF to develop models
that predict maternal mortality indicators.3 Such models use
variables such as the proportion of births with a skilled attendant, fertility rates, variables indicating regions, and
HIV/AIDS prevalence to model the maternal mortality
ratio. These variables may not be good predictors of the
maternal mortality indicators, and they may themselves be
poorly measured. For these reasons, maternal mortality ratios
estimated in this way have wide margins of uncertainty.This
modeling approach was used to estimate changes in the
maternal mortality ratios at the regional level in the 1990s.

Incidence, prevalence, and death from
HIV/AIDS, tuberculosis, and malaria
Monitoring trends in communicable diseases requires surveillance for correct diagnosis of a disease through clinical
diagnosis or laboratory confirmation.
Surveillance of HIV/AIDS prevalence has focused on
testing pregnant women in antenatal clinics. Such surveil-

lance is subject to various biases: the sites are more likely to
be located in or near urban areas, pregnant women may
have different risks of infection than the overall female
population of reproductive age, and pregnant women are
not likely to be representative of the entire adult population. A new approach to establishing adult HIV prevalence
is being implemented as part of Demographic and Health
Surveys by serosurveys of household members. But high
levels of nonresponse may limit the usefulness of this
approach.
For malaria, incidence is particularly difficult to establish, as the symptoms of malaria are similar to those of
many other acute infectious diseases that affect children.
Even when microscopy is available, the cause of fever in
children will be difficult to determine, as malaria parasitaemia are frequently present in children in endemic
areas, making it difficult to determine which organism is
responsible for the fever. Measurement of malaria mortality
is equally difficult in the absence of cause-specific informa-

tion recorded as part of vital registration systems. Too few
children with severe malaria are admitted to hospitals to
rely on hospital records: an estimated 90 percent of child
deaths occur at home in Sub-Saharan countries. Given the
difficulty of diagnosing malaria correctly in these circumstances, the best approach is believed to be monitoring all
causes of under-five mortality in malarious areas.
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Index

A

AIDS. See HIV/AIDS
Air quality, 16, 141–142
Albania, 20, 123f, 164
Argentina, 12, 88f
Armenia, 61, 80
Asia. See East Asia and Pacific; Europe and Central Asia;
South Asia; specific country
Autonomization, 101–102
Azerbaijan, 80, 123f

Abortion services, 52–53
Access and utilization
allocation of government health spending and, 8–9
among poor populations, 6, 26, 49
consumer education and, 10, 82–87
drugs and health supplies, 14–15, 66
financial barriers, 9–10, 70–71, 79–82
household-level factors, 28–29
marginal budgeting for bottlenecks, 9, 61–64
mortality outcomes and, 49–53, 54f
progress toward Millennium Development Goals
and, 6, 26, 47
social fund investment and, 62
social solidarity and, 79f
time costs and, 10, 87
transportation infrastructure and, 16, 87–89, 140
trends, 54f
vaccination and immunization coverage, 49, 53f
women’s issues, 10
worldwide disparities, 49
Accountability
in delivery of health services, 11–13, 93–94, 95
management philosophies, 96–98
in water access, 89
Accreditation of hospitals, 103
Acute respiratory infection, 52f, 117f
core public health functions in preventing/
treating, 134–137t
Africa. See Sub-Saharan Africa; specific country
Agricultural policies and practices
intersectoral synergies to improve, 142
women’s issues, 16, 142

B
Bangladesh, 79–80
health resource allocation, 60
immunization program, 12
malnutrition intervention, 35, 157f
mortality reduction, 45
Bednets, insecticide-treated, 137, 138f
Benin, 163
Bolivia, 8, 10, 17, 20, 64, 81, 84
child mortality, 62
government health spending, 146, 148–149
health resource allocation, 61
social investment funds, 62
Botswana, 37
Brazil, 10, 86, 100–101f, 123, 139
child mortality, 11, 49–52
disease surveillance in, 138f
health services contracting, 12
Burkino Faso, 12, 117f, 161
Burundi, 27, 65

C
Cambodia, 104f, 146
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Cash transfer programs, 82, 83f
Child morbidity
acute respiratory infection, 52f, 117f
health care access and utilization and, 6, 49
household health resources and, 70
strategies for increasing use of household health
interventions to reduce, 86–88t
vaccination and immunization coverage, 49, 53f
Child mortality
among poor populations, 36, 44–45
causes of death, 48–49
in developing world, 2
educational attainment and, 40
effective existing interventions, 48–49, 48t, 50f
future prospects, 4, 31, 38, 39f, 41, 45
government health spending and, 7, 56, 57, 58, 59, 60
health care access and utilization and, 6, 26, 47
human resources for health and, 112
linkages with other Millennium Development Goals, 32
management factors in prevention program
effectiveness, 100–101f
Millennium Development Goals, 35
potential benefits of increased coverage of homedelivered interventions, 49–52
progress toward Millennium Development
Goals, 2, 31, 35–37, 45
social fund investment and, 62
utilization of existing interventions and, 49–52, 54f
water access and, 40–41
worldwide, 1, 25, 26
China, 45, 139, 142, 146
child mortality, 49–52
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Colombia, 35
Community context, 70, 79
Consumer information and education, 10, 82–87, 106
medication use, 14–15, 118, 120
Contraception, 10, 87f
Contracting for health services, 12, 103–105
Cost of care, 79–80, 146
medication costs, 15, 118–119, 122–124
Côte d’Ivoire, 38, 79f, 112, 117f
Cuba, 138

D
Debt relief, 28
Decentralization of health service delivery, 12–13, 102–103
Delivery of health services
accountability in, 11–13, 93–94, 95
actors, 94–95
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autonomization, 101–102
decentralization, 12–13, 102–103
focus of Millennium Development Goals, 45
government contracting for, 12, 103–105
government role in, 132
household role, 49, 64, 69, 70
informal provider network, 106–107
management issues, 11, 93
management philosophies, 96–98
marginal budgeting for bottlenecks, 9, 61–64
opportunities for improving, 93–94, 107
ownership in, 94–95
potential benefits of increased coverage of homedelivered interventions, 49–52
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N

early half of the Millennium Development Goals directly or indirectly target health and
nutrition. However, despite the efforts of the 1990s, the prospect of achieving these goals
looks bleak—the extent of premature death and ill health in the developing world

continues to be staggering. In 2001, 3 million people died from HIV/AIDS, and tuberculosis claimed
another 2 million lives. In 2000, almost 11 million children died before their fifth birthday, and an
estimated 140 million children under age five were underweight. In 1995, over half a million women
died during pregnancy or childbirth. This heavy burden of death and suffering is concentrated in the
world’s poorest countries and acts as a formidable obstacle to poverty reduction.
The Millennium Development Goals for Health: Rising to the Challenges provides data on the progress
to date on the five health-related Millennium Development Goals:
■

reducing extreme poverty and hunger;

■

reducing the mortality rate of children under age five;

■

reducing maternal deaths;

■

fighting HIV/AIDS, malaria, and other diseases; and

■

improving access to water and sanitation.

The book also brings together what is known about the constraints to faster progress and offers policies
to address them. Finally, it examines how the international community (and the World Bank in
particular) might work better with countries to achieve the Millennium Development Goals.
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