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SDC’s strategic
priorities in
ontributing to pro
poor health systems
are:
Strengthening Good
Governance of Health
Systems
Developing Pro Poor Health
Services
Empowerment of
Communities and Users of
Health Services
Control of major
Communicable Diseases

Improving Reproductive
Health

Executive Summary

The Swiss Agency for Development and Cooperation aims to improve

the health of the poor and most vulnerable populations through reduc-

ing inequities and promoting sustainable development. The inequality
between the health of the rich and the poor of this world is increas-
ing. This calls for a concerted and stronger response of the interna-

tional community in building partnerships with developing countries

and countries in transition in supporting health development offers
that better meet the needs of the poor.

Seven Guiding Principles lie behind SDC's cooperation in health:
i) good health — a basic human right, ii) focus on equity and poverty,

iii) empowerment, iv) partnership, v) ownership, vi) gender-equality

development, and vii) achieving sustainable impact.

The following key

operational strategies will be

pursued while addressing

these challenges:

e Promoting a programme or sector
approach

o Supporting exchange and coordination
between all stakeholders and fostering
harmonisation of donor support be-
tween donors and donors and their
partners

o Contributing to capacity building of
partners

o Promoting health research and evidence
based decision making

o Working beyond the health sector to
improve health

o Promoting synergies between bilateral
and multilateral activities

e Ensuring the continuum from
humanitarian aid to development
cooperation

SDC'’s development cooperation and hu-
manitarian aid in health operates at three
levels: at the level of partner countries, at
the multilateral/international level and at
the Swiss level. The agency fosters ex-
change and synergies between all three
levels of cooperation to enhance coherence
in its actions and among its partners.

This health policy represents a general
framework guiding SDC'’s contribution to
improving health at all levels of involve-
ment.
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Introduction

The Swiss Agency for Development and Cooperation (SDC) is part
of the Federal Department of Foreign Affairs and coordinates interna-
tional cooperation within the Swiss administration in collaboration
with other federal offices’, actors of civil society and the private
sector. In carrying out this mandate, SDC acts as the public face of
Switzerland in global development, transformation processes and in
humanitarian aid.

One of the five thematic priorities? of SDC is to increase social
justice. Health is considered an important determinant of social and
economic development and therefore understood as an essential
component of the overall aim to increase social justice.

This Health Policy outlines priority fields of cooperation based on a
context analysis of the evolution in international health, experience
with and input from the partner countries, the agency’s guiding princi-
ples and relevant documents of SDC to which this instrument refers®.
The Policy will serve decision-makers and collaborators within the
agency, but also its various partners in Switzerland, the countries of
cooperation and the international community. It informs on all aspects
of SDC's cooperation in health, be it bilateral, multilateral or humani-
tarian aid. This new Health Policy replaces the previous «Health
Development Policy» of 1995 and shall be valid until 2010.

'In the area of health SDC collaborates with
other federal offices, mainly with the Swiss
Federal Office of Public Health (SFOPH), the
State Secretary for Economic Affairs (seco) and
the Swiss Agency for the Environment, Forests
and Landscape (SAEFL)

? Key topics of cooperation for SDC are: Crisis
prevention and management; Good governance;
Income generation and employment; Increase of
social justice; Sustainable use of natural resources.
¢ Key SDC reference documents: 2010 strategy,
SDC; Guiding Principles SDC; SDC Policy for
Social Development, 1999; Solidarity alive:
Humanitarian Aid Strategy 2005; Santé et
Médecine dans |'aide humanitaire: un concept
de I'aide humanitaire de la Confédération,
1998; SDC AIDS policy 2002-2007; Policy on
Gender Equality, SDC Poverty Principles;
Country Programmes
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The international community has been collab-
orating over the past decades to improve
the health of populations in developing
countries. The significant health gains
that have been achieved are encour-
aging and demonstrate that pro-
gress can be made. Prominent
examples are the eradication
of smallpox and the near
eradication of polio, leprosy
and guinea worm disease.
Significant reduction in
infant mortality in most
developing countries is
notable. Increase in use
of modern family plan-
ning methods has
resulted in reduced
fertility rates in many
middle and low-income
countries. At the same
time, progress in other
sectors such as in-
creased literacy rates
and better coverage of
clean water and
sanitation has contributed
substantially to these
health improvements.

However, the inequality be-
tween the rich and the poor is
increasing. There are signs that
the gains are starting to be undone
in certain parts of the world. In the
last 10 years, the number of poor
people in sub-Saharan Africa rose by
more than a third. Improvements in child
mortality in the 1990s gave way to actually
rising infant and child mortality rates and
life expectancy figures are plummeting
again. HIV/AIDS has an increasingly dev-

The current Context and Challenges
in International Health

astating impact on health, society and eco-
nomy, affecting mostly the poorest and
most vulnerable countries and populations.
In addition, the transition countries of
Eastern Europe and Central Asia, which
used to have well functioning health
systems and a health status comparable to
those of Western Europe, are suffering
today from economic decline and the break
down of the public health system. They
have lost several decades of progress in
terms of health status.

Besides the opportunities that globalisation
could offer, the ongoing debate highlights
some negative consequences of the world
wide trade and financial liberalisation. This
includes the roll-back of the state and the
increased role played by market forces in
economic and social life. Civil society organ-
isations and advocacy groups have success-
fully urged the states and the international
organisations to assess the health implica-
tions of the economic policies they promote.
As a remarkable step, both the World
Health Assembly and the WTO Ministerial
Meeting reaffirmed the priority of public
health over private intellectual property*.

The last 5 years also showed the emergence
of a common focus in development coopera-
tion. In 2000, for the first time ever, the UN
put HIV/AIDS as a health and development
priority issue on its agenda (UNGASS AIDS).
The Millennium goals, adopted in 2000,
demonstrate a broad global commitment to
reduce inequalities by halving the propor-
tion of people in extreme income poverty
and hunger by 2015. These goals recognise
that health emerges as a key factor in reduc-
ing poverty. More than one third of the
goals are directly health-related (see Annex 2).
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At the end of the year 2001, health became
even more firmly established in the develop-
ment agenda with the publication of the
findings of the WHO’s Commission on
Macroeconomics and Health (CMH)*.
Besides highlighting the enormous resource
gap, the report demonstrated that the
linkages of health to poverty reduction
and the link to long-term economic growth
are bi-directional, powerful and much
stronger than generally understood.

Today, many challenges remain and call
for a concerted and up scaled response by
the international community. They include
tackling poverty and key determinants that lie
outside the direct influence of the health sec-
tor, as much as tackling other key challeng-
es that are outlined in the following para-
graph. There are many possible responses
to these key challenges. A selection of
some major and commonly agreed upon
responses are subsequently mentioned.

The burden of disease:

a key challenge

« Control of Communicable
Diseases
A few health conditions are today
responsible for a high proportion of the
health deficit of the poor®. In the
developing world, the burden of disease
is dominated by infectious diseases, all
of them so-called diseases of poverty.
Childhood infectious diseases are other
major contributors to ill health in develop-
ing countries. HIV/AIDS has developed
into a pandemic of unprecedented
dimension and with major negative
impact not only on health but also on
the overall development situation.
Already, the rate of economic growth in
sub-Saharan Africa has fallen by as
much as 4% because of AIDS. Labour
productivity has been cut by up to 50%
in the hardest-hit countries. Malaria is a
preventable disease and its near eradi-

cation in the developed world is one of

the successes of Public Health. But espe-
cially throughout sub-Saharan Africa, the
human and economic costs of malaria
are horrendous, as malaria may cost in
excess of 2 million lives and 1 percentage
of economic growth per year®.
Tuberculosis is another communicable
disease closely associated with poverty.
Efficient control measures and treatment
are available and the disease was
thought to be under control towards the
end of the last century. Several poverty-
related factors, including the link to the
HIV/AIDS epidemic, have led to resur-
gence of the contemporary tuberculosis
epidemic, which causes 1.5 million
annual fatalities”. The so-called neglected
diseases take a heavy toll on people’s
health in particular geographic areas.
Reproductive and Child Health
Maternal and perinatal complications
are to a large extent avoidable. Yet,
half a million women die each year of

* WTO agreements and public health
(www.who.int/media/homepage/who_wto_e.pdf)
*Report of the Commission on Macroeconomics
and Health, 2001

¢ Sachs and Malaney, 2002

7 Report of the Working Group 5 of the CMH:
Improving Health Outcomes of the Poor
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pregnancy or childbirth, 99% of them in
developing countries. Much the same is
true for the perinatal and infant deaths.
Reproductive rights are today considered
an essential human right that should be
equally valid for the populations in the
poorest countries. Children are our future
and any effort to improve their health
development will be an investment into
the development of a society.

Control of Non-Communicable
Diseases

Non-communicable diseases, such as
cardiovascular diseases, diabetes, can-
cer or mental health problems, are on a
steep increase, also in transition and
developing countries. Changing smoking
and diet/nutrition habits, urbanisation,
social disruption and unhealthy lifestyles
- often linked to poverty- are just some
of the explaining factors. Accidents and
violence are of increasing concern in
causing injuries, disabilities and deaths.

services is not only of concern to
governments, but particularly also to
communities. Decentralisation, the diver-
sification of services to meet the health
needs of all population subgroups, and
higher transparency will increase
accountability and allow for a stronger
participation of the civil society in shaping
health systems. The challenge for inter-
national development cooperation in
health consists in linking and adopting
a mix of solutions to community expressed
needs that consider modern, folk and
traditional medicine alike.
Addressing the Determinants

of Health

Health is undoubtedly a very complex
outcome, influenced by many determi-
nants. Not only health care delivery
systems, but also the socio-economic situ-
ation (e.g. poverty, education, nutrition),
environmental factors (such as water,
sanitation, environmental and in-door
air pollution or traffic) and social stability

Options for an adequate and security (social justice, gender rela-
tions, societal and domestic violence,
political instability) have a great external

impact on health status. It is evident that,

response

« Empowerment of the Civil Society
and the Users of Health Services
Ownership in terms of health and health

in addition to the crucial contribution of
the health sector, the activities of the
other sectors contribute in an important
way to the goal of better health for the
poor and most vulnerable populations.

« Investing in Knowledge
With the current state of funding, the
majority of research studies address
problems of developed countries and
focus on their burden of disease. Even if
scientific evidence exists for problems
common both in the developed and
developing countries, this evidence may
not be directly applicable in developing
and transition countries without further
feasibility and cost-effectiveness analysis.
The gaps in research concerning the
most pertinent health issues of develop-

ing countries are huge. Less than 10% of
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the spending for research and develop-
ment is directed at the health problems
of 90% of the world's population.
Global research initiatives were initiated
to address these shortcomings. They
complement ongoing academic basic
research and country specific operations
research.

Closing the Resource Gap
According to WHO's Commission of
Macroeconomics and Health, low-income
countries will need to commit additional
domestic financial resources to improve
the health of their populations. Existing
scarce resources ShOUId be used more
efficiently and those countries concerned
may need tfo revise spending patterns.
However, to solve the most burning
problems, they will need increased
donor support which the CMH
estimated at an additional $22 billion
per year by 2007, compared to the

$6 billion of current official develop-
ment assistance. There are other
attempts to close this gap; e.g. donor
coordination is increasing at all levels,
joint global initiatives, such as the
Global Fund to fight AIDS, Tuberculosis
and Malaria (GFATM) are created and
health is increasingly dealt with as a
global public good (e.g. vaccine devel-
opment or investment in research of
neglected diseases).

Developing new Aid Modalities
Taking account of the lessons of the
past, aid modalities of multilateral and
bilateral agencies are changing. Based
on principles such as partnership,
ownership, country leadership, broad-
based participation, development effec-
tiveness and accountability, a shift away
from the classical project approach to a
more centralised sector and government
support has been observed. Recent
developments have resulted in the
partial privatisation of health care provi-
sion and public private partnerships (PPP)

in order to respond more .

effectively to the most
pressing challenges.
New actors, such as
large private
foundations, have
emerged in the

field of develop-
ment cooperation.
Strengthening |
Health Systems
The burden of -
disease can only ;

be efficiently

addressed by tockliné N
its determinants and by - . ‘El__' e
assuring adequate performance - wms== - - - g ' ‘}_‘

of health systems. Unacceptably

low quality of services, financial and
geographical inaccessibility and cultural
barriers are major factors explaining poor
access to and a low level of utilisation of
health care by the poorest and most
vulnerable populations. The public health
system in most poor and transition
countries is facing major constraints.
Existing scarce resources are often badly
managed or not used appropriately. In
recent years, many countries, both in
the developed and in the developing
world, have introduced reforms to
improve efficient leadership, good
governance and performance of their
health system. Today, the private sector
is an important provider of services,

but coverage, quality of services and
coordination by the public sector are
often weak. In addition, where health
systems remain centralised, they usually
are not responsive to local needs and
locally defined priorities.
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® WHO: health as a human right
http://www.who.int/archives/who50/en/

Guiding Principles of SDC’s
Cooperation in Health

SDC has adopted a holistic approach to
health (see glossary), recognising that many
of the major determinants of good or ill
health lie outside the proper health sector.
All sectors need to reinforce their contribu-
tion to improve the health of the poor. SDC
moves beyond the persisting tendency to
limit health to the delivery of basic services
by the health sector to reach this aim.

This policy primarily looks at how the
health sector can reinforce its role and how
synergies between the sectors can be creat-
ing and cooperation fostered.

Taking into consideration the challenges
faced and the agency’s general principles,
SDC's cooperation in health will follow
seven guiding principles.

SDC’s Guiding Principles in

cooperation in health

« Health as a human right: Health is
a universally recognised human right®.
SDC considers access to information
and services that are favourable to
health as a basic human right. The cur-
rent inequities in health are unaccepto-
ble and constitute a violation of human
rights. Consequently, SDC advocates for
the priority of public health matters in
debates on intellectual property and in
trade considerations.

« Sustainability: SDC promotes
approaches that are affordable and
can be implemented by partners and
beneficiaries after the Swiss contribution
comes to an end.

. Equity and poverty focus: Equity,
social justice and good governance are
essential for health improvements. SDC
aims to identify and meet the needs of
the poor and most vulnerable popula-

tions (such as women and children,
migrants, people affected by HIV/AIDS
and other diseases, slum dwellers). To
promote a better North-South and East-
West balance, SDC supports the voices
and interests of the countries in develop-
ment and transition.

Promoting a gender-equality
development: Women and men
should have equal access to health ser-
vices and health status should not be
determined by gender beyond biologi-
cal differences. Both women and men
have an active role to play in shaping
health systems to make them more
responsive to their specific needs.
Empowerment, partnership and
ownership: Partners in the South and
in the East are enabled through capacity
building to address responses to their
health problems and to have better
ownership of the solutions applied and
the results achieved. Collaboration aims
to foster help for self-help.

Investing into the future: The future
health of nations will be determined by
the health of today’s children and ado-
lescents. Besides according priority to the
needs of women and other vulnerable
groups, SDC will consider infants, chil-
dren and adolescents primary target
groups for its operations.

Making a difference: SDC focuses
its operations and support in order to
strengthen its comparative advantage
and to provide professional and effi-
cient support. Quality is of central con-
cern as well as positively influencing
processes in order to achieve maximum
impact.
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Objectives of SDC’s Cooperation in Health

SDC's cooperation in health aims to contri- ~ SDC’s Cooperation in Health is, thus,

bute to the achievement of the Millennium addressing at the same time both the

Development Goals. beneficiary level which defines the demand
for services as well as at the system and

Goal of SDC’s Cooperation service level which constitutes the offer.

in Health Specifically, SDC thrives;

« To improve the demand for adequate

To improve the health of the health services by empowering the poor

poor and most vulnerable
populations.

and most vulnerable groups to make
informed and healthier choices and by
participating actively in shaping health

To meet this goal and in line with its guid- services.

ing principles, SDC pursues the following

objectives:

« To improve the offer by strengthening
sustainable, accessible and effective pro
poor health services of adequate quality

at the various levels.

General Objective of SDC’s Cooperation in

Health

o To reduce inequities by strengthening pro
poor health systems and making the offer
more responsive to the needs.
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?For a selection of health related activities
supported by SDC, see Annex 4.

1° Good governance is the key essence for
providing good stewardship of health systems
which SDC promotes within countries’ local
context. (cf. also Annex 1).

SDC’s Strategic Priorities in Health

In its overall endeavour to strengthen pro
poor health systems in partner countries the
Swiss Agency for Development and
Cooperation focuses its bilateral, multilateral
and humanitarian health cooperation on a
set of five priorities.

SDC’s strategic priorities are:

1. Strengthening Good Governance of
Health Systems

2. Developing Pro Poor Health Services

3. Empowerment of Communities and
Users of Health Services

4. Control of major Communicable
Diseases

5. Improving Reproductive Health

These priorities are based on an assess-
ment of the global context, an analysis of
the established expertise and comparative
advantages of SDC and its potential to
have an impact on the health of the poor.
The portfolio of SDC country programmes
is elaborated on the basis of a local con-
text analysis and the expressed priorities of
partners and beneficiaries, using SDC'’s
priorities as a guiding framework’.

Strengthening Good
Governance of Health

Systems

Strengthening good governance in relation
to health is of key concern to SDC to assure
the careful and responsible management of
the resources that help promote the health
and well-being of a population™. SDC ac-
tively participates in the policy dialogue at
all levels.

The Swiss Agency for

Development and Cooperation

« promotes a comprehensive approach
to planning, implementing and
monitoring Health Sector Reforms in
partner countries

« strengthens good management in
health systems

o supports the decentralisation of health
systems with a focus at the district
level

« continues to pilot and to capitalise
experiences with new aid modailities
in selected partner countries (e.g.
SWApP) and fosters aid coordination
amongst all stakeholders involved

« strengthens the role of the health
sector in promoting multisectoral co-
operation and increases coherence
between health sector reform and the
integrated planning framework

« strengthens civil society to become a
stronger stakeholder in the health
system
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Developing Pro Poor Health
Services

SDC applies a poverty focus in supporting
health services according special attention
to women, children and other vulnerable
groups.

The Swiss Agency for

Development and Cooperation

« promotes access to and quality of an
essential package of basic and good
quadlity services at all levels of the
system. These may range from home
care and outreach services, primary
health care and family medicine to
the referral level, depending on
public health considerations.

« helps improves the management of
hedlth services and resources (incl.
health management and information
systems, resources and health
technology management and the
provision of essential drugs)

« supports the development of sustain-
able and pro poor hedlth financing
models

o promotes a private-public mix of pro
poor health services

SDC promotes user friendly preventive,
curative and care activities. SDC supports a
stronger role of the private sector (profit and
non-profit), while enabling the public sector
to regulate and coordinate the private and
informal sector. It fosters collaboration
amongst all actors involved in improving
health, and aims to strengthen cooperation
with NGOs and other civil society groups
as well as the traditional health sector,
involving them all in developing pro poor
offers.

Empowerment of
Communities and Users of

Health Services

Empowering health care users and those who
for different reasons do not make appropri-
ate use of these services shall be a strong-
hold of SDC's efforts. Other sectors’ contri-
butions that address livelihoods, education
needs and a gender-equality development
are fundamental and reinforce efforts of
providing appropriate information on
health related issues.

The Swiss Agency for

Development and Cooperation

e supports community based health
services and initiatives

« promotes advocacy at all levels of
the system to strengthen the voice
and role of communities and the civil
society in planning, implementation
and monitoring of health services

o fosters the complementary roles of
communities and health care provid-
ers and the co-management of health
services

e supports health promotion and beha-
viour change initiatives targeting and
involving the poor and most vulnera-
ble groups in society
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' SDC AIDS Policy 2002-2007

12 SDC subscribed to the «Cairo commitment»
formulated at the International Conference on
Population and Development (ICPD) in Cairo,
1994

'* by supporting UN agencies, international
NGOs and the Special Programme of Research,
Development and Research Training in Human
Reproduction (HRP: UNDP/UNFPA/WHO/World
Bank co-sponsored Special Programme) imple-
mented by WHO

Control of Major
Communicable Diseases

In fighting communicable diseases, SDC
gives priority to prevention while promoting
a continuum of prevention to care.

The Swiss Agency for
Development and Cooperation
concentrates its support on the control

of:
« HIV/AIDS
e Malaria

o Tuberculosis
o epidemics in complex emergencies
and disaster situations

Switzerland has an internationally recognised
history in supporting research and imple-
mentation of pilot approaches in controlling
communicable diseases. In support of those
efforts, SDC addresses specifically the fight
against malaria and the global tuberculosis
epidemic at all levels of health systems. In
response to the growing dimension of the
HIV/AIDS epidemic, SDC addresses
HIV/AIDS as a transversal topic. Measures
to reduce HIV and AIDS including specific
project support are mainstreamed into all
development efforts'".

SDC contributes to combat these Public
Health threats and to scale up the response
in the framework of national strategies as
supported by the international agenda. The
increasing burden of non-communicable
diseases can be addressed as part of an
infegrated approach to providing essential
health care services and promoting health-
ier behaviour.

Improving Reproductive
Health

SDC recognises and promotes the human
right to reproductive health and reproductive
choices of women, men and adolescents in
its endeavours for gender-equality develop-
ment'?.

Within the wide range of subtopics that

fall under the umbrella of Reproductive

Health, SDC will focus its support on

« promoting the concept of
Reproductive Rights

e promoting gender sensitive
approaches to Reproductive Health

« promoting integrated Reproductive
Hedlth services (inc. HIV/AIDS and
sexually transmitted diseases)

o promoting maternal and infant health

« supporting efforts to reduce gender
based violence (incl. Female Genital
Mutilation)

So far, Switzerland has funded mostly multi-
lateral activities in the field of Reproductive
Health. In addition SDC will further streng-
then its existing bilateral experience in
addressing reproductive, perinatal and
infant health.
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Operational Strategies

« Moving towards a programme cooperation. Local capacity building in

and sector approach

The agency supports its partners to go
beyond project-based approaches
towards a coordinated programme and
sector approach promoting ownership.
At national level SDC helps to ensure
that health policies and PRSPs are
addressing the needs of the poor.
Specific projects are supported to pilot
new approaches and in view of their
potential to be scaled up.

Supporting exchange and
coordination between all
stakeholders and fostering
harmonisation of

donor support

SDC aims at helping the voices of the
poor to be heard in national and inter-
national fora. The agency therefore
systematically fosters the participation of
its partners in national, regional and
international debates and exchange net-
works (North-South, South-South, West-
East). At the international and national
level, SDC actively coordinates with and
promotes synergies of all development
actors from bilateral and multilateral
development agencies, the public and
the private sector to the civil society.
SDC contributes to harmonizing support
between donors, and donors and their
partners. SDC values the potential and
engages in developing partnerships
with the private sector to achieve its pro
poor health objectives. The types of
relationships that can be developed
depend on a contextual analysis™.
Contributing to capacity building
of partners

Strengthening capacities amongst its
partner organisations and beneficiaries
as well as within its own personnel is

a key component of SDC’s health

leadership, management and operational
skills is promoted by involving national
partners in all aspects of cooperation.
Where capacity in partner countries is
still weak, SDC will provide technical
assistance fo ensure the quality of the
approaches while building the capacity
amongst its direct partner organisations.
Promoting health research and
evidence base

SDC considers health research an essen-
tial tool to provide evidence for policy
formulation and to translate policy into
effective action. SDC strives to improve
the relevance of international research
to the developing countries’ needs and
prioritises research benefiting the poor.
Therefore, SDC will pursue its active
participation in the international health
research dialogue to balance invest-
ments and needs in health research. At
national level, SDC gives priority to
Essential National Health Research and
to operations research. Those research

The priority fields of
SDC'’s cooperation in
health are addressed

from the specific to
the general through
the following key ope-
rational strategies.

' Privatisation in the health domain will be
covered in a forthcoming position of SDC on
privatisation
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questions supported have direct relevance
and implications on SDC's objectives in
health cooperation and on policy making
and decision taking. Institutional and
individual capacity building in research
is paramount in SDC's response. Better
dissemination and use of research
results in countries of the South and the
East are promoted.

« Working beyond the health

sector to improve health

As a development agency, SDC encour-
ages its partners and local actors dea-
ling with activities such as improved
food security and nutrition, education,
income generation and economic deve-
lopment to strengthen their contribution
to improving the health of the poor in
their sectoral approaches. To translate
the «do no harm» principle, all sectors
are to analyse the positive and negative
effects of their interventions on health.
Exchange and collaboration for better
health between the sectors are to be
developed both at headquarters,

multilateral and bilateral level.

Promoting synergies between
bilateral and multilateral
activities

The operational experience of SDC and
its partners is capitalised fo influence
the agency’s multilateral collaboration.
SDC, in turn, uses its experience at the
multilateral /global level to stimulate dia-
logue on challenges and international
best practices at national level.
Ensuring the continuum from
humanitarian aid to development
cooperation

In the context of complex emergencies
and disasters, SDC's humanitarian aid
in health is complementary to develop-
ment cooperation. Switzerland provides
humanitarian aid to those most affected
by crisis, conflict and natural or techno-
logical disaster. All health activities sup-
ported in the framework of humanitari-
an aid shall be initiated with a long
term perspective and need to be coher-
ent with the priorities and principles of
SDC. In addition to the policy priorities,
Swiss humanitarian aid may choose
additional types of activities to address
emergency situations ranging from
prevention, relief, rehabilitation or
advocacy, to disease outbreak mitigation,
mental health support, surgery in the
humanitarian context and assistance to
landmine victims.
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Partners

SDC's development cooperation in health is
channelled through a mix of bilateral and
multilateral cooperation. lts cooperation as
well as humanitarian aid in health operates
at three levels: at the level of partner coun-
tries, at the multilateral/international level
and at the Swiss level. The agency fosters
exchange and synergies between all three
levels of cooperation to enhance coherence
in its actions and among its partners.

At the level of partner countries, the agency
collaborates with a wide range of different
public and private (profit and non-profit)
partners and fosters inter-linkages between
them. Public partners in health are the
Ministry of Health, and also the Ministries
of Finance (health financing), Education
(health promotion, school health),
Agriculture (nutrition) and others, as appro-
priate. Private partners include local NGOs,
private service providers -including those of
the traditional sector-, community based
organisations and other civil society groups.
The interaction with these partners takes
place at the central, regional, district and
local level. At the country level, partners
are chosen according to their ability to
develop a balance between providing
adequate health and social services (the
offer), and to empower populations to
voice their needs and participate in shaping
these services (the demand).

At the multilateral/international level,

SDC interacts with multilateral agencies
(e.g. the World Bank and UN agencies:
WHO, UNAIDS, UNICEF, UNFPA). The
agency further collaborates with relevant
international NGOs and research centres
for development (e.g. IPPF, COHRED/
GFHR) and mechanisms like the Global
Fund to Fight AIDS, Tuberculosis and
Malaria (GFATM).

SDC chooses its partners according to their
strengths and their comparative advantage
to conceive, advocate and implement a

response to the most important health chal-
lenges. To further increase its effectiveness
SDC is looking for synergies with like-mind-
ed donor countries and bilateral agencies
through building meaningful alliances and
being part of donor coordination groups,

such as the DAC/OECD.

At the Swiss level, SDC closely coordinates
and cooperates with other federal offices
and public actors, Swiss NGOs, academic
institutions and centres of competence to
strengthen its own competence in health
and related issues.
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Annex 1: Glossary and List of Abbreviations

Civil Society

CMH

Essential National Health

Research

GFATM

Global Public Good

Health Services

Health System

Holistic

Neglected diseases

NGO
NIS

Pro Poor Health
approach

PRSP

Includes social groups of a society such as NGOs, women'’s and youth groups, faith based organisa-
tions, user and interest groups (e.g. people living with HIV/AIDS, labour groups) and many others

Commission on Macroeconomics and Health; Report: Investing in Health for Economic Development,

WHO 2001
(http://www.cmhealth.org/)

The four key concepts of the Essential National Health Research (ENHR) idea are: Put people first; Work
for equity; Translate results into action for national development; Simple, sensible and endearing.

Global Fund to Fight AIDS, Tuberculosis and Malaria
(http://www.globalfundatm.org/paris/indexen. html)

A global public good (GPG) is a universally used commodity and is in principle available to everyone
and generations of the future. A GPG can be a natural global common (climate), a man-made global
common (knowledge, universal norms and principles such as human rights) or a global condition
(peace, free trade, social equity). Health is a global common good with benefits that are strongly
universal in terms of countries, people and generations. GPG are not financed by national govern-
ments and therefore need to be financed by the international community.

By the term health services, SDC understands the large mix of services needed to form a health system,
including health promotion and preventive services, surveillance and health information systems, efc.

A hedlth system consists of all actors, institutions and resources that undertake health activities whose
primary purpose is fo promote, restore or maintain health as a state of complete physical, mental and
social well-being.

(http://www.who.int/whr/en/)

SDCs holistic approach to health considers the basic determinants of health and is designed to improve
balance in action for health. The three policy dimensions are the human, the intersectoral and the sec-
toral dimension of health. The holistic approach encloses all three dimensions in aiming to improve
health status.

Infectious diseases can be considered «neglected» when there is a lack of effective, affordable or easy to
use drug treatments. As most patients with such diseases live in developing countries and are too poor
to pay for drugs, the pharmaceutical industry and private public partnerships have traditionally ignored
these diseases. Examples of most neglected diseases are Kala Azar, Sleeping Sickness or Chagas.

(Source MSF, BMJ)
Non Governmental Organisation
Newly Independent States of the former Soviet Union

A pro poor health approach gives priority fo promoting, protecting and improving the health of poor people.
It includes the provision of appropriate, quality health services, with equitable financing mechanisms
that are essential to prevent the spiral from ill health to poverty. (DAC network on poverty and health)

Poverty Reduction Strategy Papers are prepared by the countries through a participatory process involv-
ing domestic stakeholders as well as external development partners, including the World Bank and
International Monetary Fund. Updated every three years with annual progress reports, PRSPs describe
the country's macroeconomic, structural and social policies and programmes over a three-year or
longer horizon to promote broad-based growth and reduce poverty, as well as associated external
financing needs and major sources of financing.
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Reproductive Health

SDC

Stewardship

SWAP

Traditional Health Sector

UNGASS AIDS

WHO/WHA

WTO/TRIPS

The International Conference on Population and Development (ICPD) defined Reproductive Health (RH) as
a state of complete physical, mental and social well-being in all matters relating to the reproductive
system. Reproductive health implies that people have a satisfying and safe sex life and that they have the
capability to reproduce and the freedom to decide if, when and how often to do so. The three main
priority areas of RH are family planning, prevention of maternal and new-born deaths and disabilities
and prevention, and management of sexually transmitted diseases and HIV/AIDS. In addition it includes
topics such as safe abortion, gender relationships, violence against women, reproductive cancers, efc.

The Swiss Agency for Development and Cooperation (SDC) is the federal government's agency responsible
for development and cooperation. It is part of the Swiss Ministry of Foreign Affairs. The SDC coordinates
the international cooperation of Switzerland and implements its development policy. The SDC has the
task of improving living conditions of the poorest people in the world through partnership-based coopera-
tion with various population groups, organisations and governments. The SDC's Swiss Humanitarian Aid
Unit, SHA acts whenever natural catastrophes and crises strike, saving lives, providing emergency aid for
the victims and helping in the rebuilding process. (www. deza.admin.ch)

Governments and specifically ministries of health are responsible for the performance of the health sector
and the extent to which it meets pro poor obijectives. In redefining the role of governments in the provi-
sion of health care, policy makers, regulators and purchaser take up a steward function and are no longer
only service providers. Effective health-sector stewardship — steering, supervising and enforcing the imple-
mentation of health policies and strategies — is of central importance o a pro poor health system.

Dr GH Brundtland, former Director-General of WHO, argued: «...The careful and responsible manage-
ment of population well-being is the very essence of good government. In practice, this means that the
steward provides leadership to all involved: setting the “rules of the game” to help them behave in ways
that reflect the public interest, monitoring how they behave, and ensuring corrective action is taken when
required. Good stewardship is based on clear standards, applied well within the local context, in ways
that are as effective and efficient as possible...». (March 2002 )

Sector Wide Approach (SWAP) is a form of development cooperation in which the most important donors
active in a particular sector focus on a sectoral strategy defined by the recipient. It is a sustained part-
nership, led by national authorities, to achieve improvements in people’s health through a common
financing and management arrangement to achieve agreed sectoral milestones and targets. SWAP is a
strafegy to overcome some of the deficiencies of projects. The ultimate goal of SWAP is to promote the
equitable, sustainable and efficient use of all available national and external resources.

The indigenous health system includes traditional healers (spiritual, herbal, fetish, bone healers, etc),
traditional birth attendants, etc.

United Nations General Assembly’s Special Session on HIV/AIDS

World Health Organisation. The WHO is governed by the annual assembly of all member states during the
World Health Assembly (WHA)
(www.who.org)

The World Trade Organization (WTO) is the only international organization dealing with the global rules
of trade between nations. Its main function is to ensure that trade flows as smoothly, predictably and
freely as possible. Trade-Related aspects of Intellectual Property rights (TRIPS) include property rights
regarding drugs and patents. http://www.wto.org/
(http://www.wto.org/english/tratop_e/trips_e/trips_e.htm)
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Annex 2: Millennium
Development Goals'*

Targets

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

Ensure that, by 2015, children everywhere, boys and
girls alike, will be able to complete a full course of
primary schooling.

Eliminate gender disparity in primary and secondary
education, preferably by 2005, and to all levels of
education no later than 2015.

Reduce child mortality Reduce by two-thirds, between 1990 and 2015,
the underfive mortality rate.

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

Combat HIV/AIDS, malaria, and Have halted by 2015 and begun fo reverse the spread
other diseases of HIV/AIDS.
Have halted by 2015 and begun to reverse the
incidence of malaria and other major diseases.

Integrate the principles of sustainable development into
country policies and programmes and reverse the losses
of environmental resources.

Develop further an open, rule-based, predictable, non-
discriminatory trading and financial system (includes a
commitment fo good governance, development, and

poverty reduction—both nationally and internationally).

'* hitp://www.developmentgoals.org/
About_the_goals.htm
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Annex 3: SDC Countries with health
cooperation

Countries with
cooperation in health
[ Albania
Benin
Bosnia-Herzegovina
Bulgaria
Cambodia
B Chad
Bl FR. Yugoslavia
Gaza and West Bank
Kyrgyzstan
B Macedonia
B Madagascar
Mali

Mozambique
Nepal

B Niger
Romania
Rwanda

B South Africa

I Tajikistan -
Tanzania
Ukraine

Switzerland cooperates bilaterally with a
number of selected partner countries. In
each country, cooperation is by choice
focusing on three major sectors only.
Hence, supporting health development may
not be a focus in some of SDC's priority
countries. Thus, health is not a priority in
all of the country portfolios. (dark color)
The map highlights the countries where
SDC was actively involved in health devel-
opment in 2002. The agency collaborates
with a wide range of different public and
private partners.

(Note: Humanitarian aid involvement is not
visualised and SDC's geographical and
country-focus may vary over time).
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Annex 4: Selected case studies
of SDC’s cooperation in health

In the year 2001, SDC spent
more than 100 million Swiss
Francs on its cooperation in
health. Of the total investment in
the health sector, roughly half
was spent on bilateral aid in
developing countries and close to
10% on the bilateral cooperation
with the East. Two fifths of the
total investment went in multilate-
ral cooperation. Some 5% of the
total spending, both bilateral and
multilateral, were invested in
humanitarian aid.

Selected examples of SDC's five
priority areas in health develop-
ment in different geographical
areas are presented below:
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Priority 1 and 2: Good Governance of health systems
and Pro Poor Health Services

Dar es Salaam: lessons learnt in drug supply

The Swiss Agency for Development and Cooperation (SDC) has supported the Dar es Salaam
Urban Health Project (DUHP) in Tanzania over 10 years. Objectives concerning drug supply
envisioned improved resource administration at all tiers including a reliable, efficient and
sustainable drug management system, addressing both supply and rational use. Access to drugs
generally means access fo treatment and is a determinant for quality of care.

In 1990, when the DUHP was launched, the drug supply situation was inadequate with chronic
shortage, erratic financing and supply, poor management and irrational drug use. Initially the
project provided an injection of funds and materials with centralised, donor organised and
funded procurement of drug kits from overseas. The supply system gradually evolved with a
stepwise and systemic approach to management. Capacity building and training of pharmacy
staff were organised. Principles of the National Drug Policy and Health Sector Reform were
adopted and integrated. Rational drug use was promoted with Standard Treatment Guidelines
and training of health providers. Considering study results that at least 20% of the Dar es
Salaam population are absolutely poor, an exemption policy for poor households was imple-
mented in the framework of costrecovery.

Over the years, the DUHP drug supply system has improved significantly. Today there is a
decentralised supply system with drug requisition at district level and local procurement from
Medical Stores Department, financed by cost-sharing schemes and government contributions.
The DUHP objective concerning drug availability has been achieved with big investments and is
one of the recognised accomplishments of the project, appreciated by patients and health workers.
It has greatly contributed to the credibility of the Dar es Salaam health care delivery system and
the willingness of patients to share the cost of services. Longterm sustainability is contingent on
further improvement of drug supply management, strengthening of pharmacy staff, ongoing
promotion of rational drug use and continuing government funding.

Lessons learned are several and may be valid for similar drug supply systems. The main pillars

for a sustainable drug supply system are;

1.) involved and motivated pharmacy staff with a focus on skills, motivation and attitude,

2.) an efficient drug procurement structure providing drugs of good quality at affordable
prices,

3.) National Drug Policy as a framework for a more efficient, equitable and sustainable drug
supply system.

4.) Finally, a sustainable drug supply system depends on a variety of internal and external
components and actors and is part of a health system context.
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Priority 3: Empowerment of communities and users
of health services

Health and social support programme Mali - Switzerland, in Sikasso

The Sikasso region suffers from a similar level of poverty to any other regions in the Sahel despite
some existing local potential for development. Particularly food insecurity, precarious access to
water, lack of education structures, weakness of economic activities, insufficient health and health
care conditions, high HIV/AIDS prevalence prevail in the region. The population is scattered on
a vast territory.

The acceptance, functioning and sustainability of any programme efforts in the areas of health
promotion, preventive or curative health services depend on the involvement of the beneficiaries
in designing, managing and controlling. However, interests and expectations diverge; the society
is very heterogeneous at a village level and at the level of community-based organisations but
also at the local authorities' level. The expression of popular will and the practice of its power
require some guidance and regulation. Community empowerment implies a redefinition of the
stakeholders' (actors) roles in the public, associative (civil society) and private sector. As far as
their roles are complementary, a support of all actors including the State is necessary.

The IUED (Institut Universitaire d’Etudes du Développement) directed part of the Sikasso programme
is supporting activities undertaken by the public sector services and civil society organisations.

It assists the MoH in the development of health districts of Sikasso and Kadiolo and the organisation
and running of community health associations (ASACO), who own the health centres based on
decentralisation laws. The programme also supports several groups (women groups) and
associations such as Danaya working with sex-workers.

The mechanisms established allowed considerable tightening the network of health centres (HC)
that are built with a cofinancing of the beneficiaries (60% of the planned infrastructures in
Sikasso and 100% in Kadiolo were cofinanced). The ASACO manage the HC and largely
guarantee a regular drug supply. Four fifths of them have balanced book-keeping after 2 to

5 years of running.

An effective emergency referral system to the two district hospitals has been established using a
communication network by radio to call an ambulance at each HC. Cost sharing for emergency
services between the district hospital, the ASACO and users were introduced as a consequence

of a negotiation between different partners.

Lessons learned: Experience shows that the competencies of the members of the ASACO's need to
be improved in the domains of management, book-keeping, legislation and corporate life. On the
other hand, limited capacities within the population are substantially constrained and thus need to
be strengthened. This is particularly true for vulnerable and marginal groups. Thus, the programme
which begun in 2002 reinforced its social sector support by; supporting capacity building of
existing associations, strengthening women'’s associations and supporting vulnerable groups. The
programme provided structural support to organisations that disseminate health information,
sensitise and educate grassroots communities and it considered developing cofinancing mecha-

nisms for health care services following models of a «mutual benefit society».
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Priority 4: Control of communicable diseases

Social marketing of insecticide-treated bed nets in Tanzania

KINET (pronounced key-nef) was a large-scale social marketing programme of insecticide-freated
nets (ITN) for malaria control in two rural districts in Southern Tanzania. It was funded by the
Swiss agency for Development and Cooperation (SDC) and implemented by the Swiss Tropical
Institute (STI) between July 1996 and June 2000.

Initially, formative and market research were conducted in order to understand the perception,
knowledge, attitudes and practices of the local population with respect to malaria, causes of
child death, and the products to be socially marketed. Further, «Zuia Mbu» (Kiswahili for
«prevent mosquitoes») was identified as a suitable brand name for both ready-treated nets and
single-dose insecticide freatment sachets. For distribution of nets and insecticide a pragmatic mix
of public and private channels was chosen. The social marketing area expanded over two years
to reach all 112 villages in both districts: in most villages, distribution relied on shopkeepers,
trained for this purpose, a few professional members of health. Wholesalers were recruited in each
division. Institutions in both districts such as hospitals, development agents and employers were
also involved in distribution. A comprehensive information, education and communication (IEC)
campaign was developed and implemented. Discount vouchers were available through Mother

and Child Health clinics for pregnant women and those with young children.

A total of 65°111 nets and 24393 treatments were sold by the project between May 1997
and June 2000. Coverage figures were very encouraging, with 63% of children under five
years in Kilombero district using a net by mid 1999, and 31% of such children in Ulanga.
Coverage was higher in areas which had had longer access to the socially marketed treated
nets. By mid 2000, over 50% of infants in the 25 villages where the social marketing was
started in 1997 were using a freated net. Treated nets were associated with 27% improvement
in child survival in children aged 1 month to 4 years. Together with the coverage, this suggests
that treated nets in Kilombero and Ulanga prevented approximately 100 child deaths in 1999.
Pregnant women who used treated nets had 12% less anaemia than those who did not use
treated nets. There was no evidence that mosquitoes became resistant to the insecticide.

Constraints und lessons learned: Although uptake of ITNs was rapid in all socio-economic strata,
there was still a differential uptake in the different socio-economic groups. Additional mecha-
nisms are therefore required to ensure that ITNs are made available to the poorer segments of
society, and especially for the groups most at risk: pregnant women and infants. An additional
problem that was encountered was the low rate of net re-treatment (which must be done at least
every year), despite intensive promotional campaigns. Fortunately, the advent of nets with a
long-lasting insecticide treatment (which does not require future resreatment) will provide a solu-

tion to this issue.

The KINET experience has had a wide-ranging impact on ITN programmes both in Tanzania and
elsewhere. In Tanzania, this experience has paved the way for a much larger national level social
marketing programme, as well as providing the necessary experience to mount a successful bid
to the Global Fund to Fight AIDS, TB and Malaria for supporting the national ITN initiative.
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Priority 5: Improving Reproductive Health

Lessons from 10 years of mainstreaming HIV/AIDS in Nepal

The Swiss Agency for Development and Cooperation (SDC) in Nepal introduced mainstreaming
HIV/AIDS into many of its supported development projects and programmes as early as 1992.
Support by an HIV/AIDS focal point in the coordination office, local consultants and an internatio-
nal expert providing back stopping when requested was provided to the programmes. An external
evaluation commissioned after ten years, in 2002, shows that the most important change induced
is an increasing awareness and openness to discuss sensitive issues, such as HIV/AIDS and sexua-
lity, amongst staff, partners and beneficiaries. Partners of SDC have taken up the mainstreaming
approach developed. Despite many internal and external constraints, SDC Nepal managed to
keep up and strengthen the momentum of mainstreaming HIV/AIDS over 10 years with a variety
of demonstrable results achieved, some of which (e.g. the District Road Support Programme’s soci-

al mobilisation component) can be considered best practices.

Lessons learned that could be relevant elsewhere are many. One of the main lessons is certainly
that there is no standard approach to mainstreaming HIV/AIDS. Any support needs to focus rapidly
on strategic advice and be adapted to the context and the specificity of the sector the programme
is working in. Finding the right entry point is crucial in creating further commitment, activities and
ownership within the programmes. Also, mainstreaming HIV/AIDS should go beyond addressing
risk and increasing awareness. In order to make the approach more effective and relevant, the

dimensions of vulnerability and impact should be taken up more consistently.

Finally, mainstreaming HIV/AIDS does not aim at shifting priorities away from a project or pro-
gramme’s main tasks. It rather means linking the core business of any development cooperation to
the HIV/AIDS situation in the country and analysing what impact the epidemic has on the sector,
staff and the target population, but also what the cooperation activity can contribute to reducing

risk, vulnerability and impact.
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