Tuesday, January 9th 2007

Mr Paul Wolfowitz

President

World Bank

1818 H Street, NW

Washington DC 20433

Dear Mr Wolfowitz,

The World Bank’s Health, Nutrition and Population division is preparing a new 10 year strategy, to be presented to CODE, and subsequently the Board, within the next period. This strategy analyses the Bank’s comparative advantages and proposes the development of operational and technical areas of expertise to assist recipient countries in their efforts to strengthen health systems.

We are encouraged by and support the Bank’s focus on health system strengthening and greater accountability of financing linked to clear outcomes. However, we write to you as a coalition of civil society organisations from developed and developing countries to express our concerns with some key aspects of the current draft and to request your support to ensure that changes are made to the imminent revised draft. 

We believe that the current strategy would further exacerbate existing shortages of health workers; would further undermine public health systems particularly in low-income countries; and would entrench two-tiered systems where the poor will continue to be denied access. In particular, the strategy fails to address the impact of these approaches on women’s health and rights.

Strong public delivery systems of basic services are essential to ensure equitable access based on need, rather than ability to pay. The Bank can usefully play a role in advising both governments and donors on financing arrangements, but must ensure that these arrangements support a vision of a well planned, well managed and well staffed public health system for all citizens, based on need rather than ability to pay.
We believe changes to the analysis and recommendations are important because the strategy will guide Country Directors’ in their role of supporting governments planning and delivery of health services for the next decade. The strategy is also highly likely to influence the recipient country governments in their decisions on how to provide vital healthcare.

We ask that the HNP Strategy be redrafted to:

1. Include a thorough gender and human resources analysis of public health systems strengthening, with the explicit aim of providing equitable access based on need rather than ability to pay.

2. Support countries to scale up and widen the scope of public health system delivery of basic services to ensure equity of service provision. The strategy should move away from its current focus on contracting out, which risks establishing two-tier systems. 

3. Affirm the fundamental importance of government financing for basic services in low-income countries, where chronic poverty denies access to individuals when even small payments are required. The World Bank should assist countries to remove user fees for basic health services.

4. Affirm the duty of the Bank to assist recipient countries to overcome constraints such as fiscal and absorptive capacity constraints, rather than advocating health system reforms that maintain the existing constraints.
We explain our concerns that have lead to these requests in the box below. 

	The ‘background note’ dated May 30th omits a number of essential elements, and makes a number of flawed assumptions. Based on these flawed assumptions, we believe that the strategy presents an incorrect diagnosis and therefore incorrect prescription for reform.

1. A lack of gender analysis. The strategy omits any gender analysis and as a result proposes reforms that may further impoverish and discriminate against women and girls, particularly in low-income countries. The strategy fails to acknowledge the reality of women’s lack of access to resources, information, services and power in the household and labour market. For example, women need female health workers to improve maternal and child health, but equally female health workers need particular education and incentive interventions to enable them to get training and qualification, and to live in rural areas where they are at increased risk. 

2. A lack of impact analysis on human resources for health. The WHO calculates that there is a global shortage of 4.25 million health workers. The strategy fails to address the chronic shortage of health professionals in recipient countries.  This is one of the most glaring omissions in a strategy document, which is supposed to respond to pressing health system needs. 

3. Flawed analysis on financing. The Bank presents evidence that private, out-of-pocket payments account for the majority of health care expenditure in many low-income countries.  It then equates these payments with ability and willingness to pay for services, despite presenting evidence in the same document that such payments are the second major factor in impoverishing millions of people in low-income scenarios. The strategy therefore contradicts itself by establishing payment as a given while at the same time acknowledging the impoverishing effects of these payments.

4. Partial diagnosis on financing. Based on the previous flawed assumption, the Bank proposes systematising existing levels of payments into formal, insurance-based systems. In low-income countries where the majority of the population lives on less than $2 a day, there is no evidence that this approach helps to build equitable health systems. On the contrary, there is evidence that publicly-financed systems are better able to provide universal, equitable access to services in low-income situations. Country Directors must be supported to advise recipient governments on financing systems that involve national revenues such as tax, aid and natural resource receipts, together with larger budget allocations. The strategy should be redrafted to make it explicit that Bank assistance will not come with a condition of establishing insurance-type financing systems.

5. Flawed analysis of private-sector health care provision. The Bank makes the assumption that private health providers are more accountable, of higher quality and more efficient than public providers. This is an analysis based on ideology rather than evidence. Public sector workers are presented as corrupt, with no analysis of why corruption thus defined occurs among this group, and no comparative analysis of how and why massive corruption also occurs in private provider contracts.  The strategy ignores the evidence of successful reforms to strengthen the training, recruitment and retention of more highly motivated and better-compensated public sector health care workers, and proposes only to bypass the public sector in favour of a falsely valorised private sector. In promoting private service provision, the strategy is practically promoting internal migration from the public to the private sector and therefore further fragmentation of public health systems. 

6. Improper diagnosis of the proper public sector role. Based on the above flawed assumptions, the Bank proposes support to recipient countries to contract out the provision of health services, leaving governments to assume the role of stewards. In low-income countries with weak capacity to deliver, there is overwhelming evidence that the state currently has very little capacity to regulate and incentivise private health providers to provide equitable access to services for all. This diagnosis takes the current situation as a given for the future and does not look for ways to improve public system capacity. For example, it does not address the acute shortage of health workers overall, and does not address public sector capacity to coordinate, regulate, and harmonize sustainable and robust health care systems. Above all, it ignores evidence that universal service coverage in low-income countries has only been achieved with strong public delivery systems. 

7. Limited ambition on World Bank results. The strategy aims only to advise low-income countries on reforms within their fiscal and absorptive capacity constraints. The Bank should aim to assist recipient countries to overcome those constraints, rather than taking them as ‘givens’. The WB should not push LICs to be “selective and realistic” about which HNP results they can achieve but should, on the contrary, help LICs to “deliver a comprehensive package of health services to the whole population”.

8. A lack of inclusion of social sectors in the multi-sectoral approach. We are encouraged by and support the Bank’s multi-sectoral approach, but urge explicit inclusion of other government sectors especially the Ministries of Health, Education, Water, and Transport.  The strategy fails to acknowledge the importance of social sectors and instead focuses primarily on Finance Ministry advice.

9. A lack of recognition of the role of the International Monetary Fund (IMF) in policy setting. The strategy fails to acknowledge the impact of IMF policies on countries’ ability to adequately address their human resource crisis and provide universal access of quality health care for all.

10. Limited collaboration with the World Health Organization (WHO) as a critical partner on technical assistance. The strategy fails to describe how it intends to collaborate with WHO to take advantage of its wealth of technical expertise in all aspects of delivering health care in low income countries. 




We thank you for your attention to these concerns and look forward to our continuing dialogue around the development of a new World Bank HNP strategy.

Signatories

Organisations

ACT UP East Bay, USA

ACT UP Paris, France

ActionAid International, USA

African Council for Sustainable Health Development (ACOSHED), Nigeria

African Services Committee, USA

Agua Buena Human Rights Association, Costa Rica

Aid for AIDS International

AIDS and Rights Alliance for Southern Africa

Ärzte für die Dritte Welt, Germany

Asociacion Lideres En Accion, Colombia

Bank Information Center, USA

British Medical Association (BMA), UK

Brot für die Welt, Germany

Canadian HIV/AIDS Legal Network, Canada

Center for Health and Gender Equity (CHANGE), USA

Central and Eastern European Harm Reduction Network (CEEHRN), Lithuania

Community HIV/AIDS Mobilization Project (CHAMP), USA

Concilio del Cuidado del Mundo, Mexico

Conseil Mondial de Soins, Democratic Republic of Congo

Doctors for Peace, USA

Edmonds Institute, USA

Essential Action, USA

European AIDS Treatment Group, Belgium

Futuras Generaciones Perú

Global AIDS Alliance, USA

Globalization Challenge Initiative, USA

Health Action International, Africa

Health Action International, Europe

Health Action International, Latin America

Health Alliance International, USA

Health GAP (Global Access Project), USA

Health Unlimited, UK

Interact Worldwide 

Interagency Coalition on AIDS and Development, Canada

Kenya Health Rights Advocacy Network (KHRAN)

Latin America and the Caribbean Council of AIDS Service Organizations

Malaysian Treatment Access & Advocacy Group (MTAAG+), Malaysia

Maquiladora Health and Safety Support Network, USA

Medact, UK 

Médecins du Monde

Medical Mission Sisters' Alliance for Justice

Medico International, Germany

Middle East Children's Alliance, USA

National Association of People Living with HIV/AIDS, Nepal

National Association of Social Workers, USA

Northwest International Health Action Coalition, USA

Oxfam International

Partners in Health, USA

People’s Health Movement

Physicians for Human Rights, USA

RESULTS, Canada

RESULTS, Japan
RESULTS, USA

Royal College of Nursing, UK

Salud y Farmacos

Sightsavers International, UK

SANIPLAN, USA

The AIDS Institute, USA

The Pendulum Project, USA

Tropical Health and Education Trust, UK

United Methodist Church, General Board of Church and Society

VSO, UK

World Care Council, France

Young Activists Against AIDS, Ghana

Distinguished Health Experts

Gretchen Berggren, M.D., M.Sc.Hyg., International Health Consultant,  

Retired Faculty, Harvard School of Public Health

Geof Bowman, Health Advisor, World Relief, Cambodia

Stanley O. Foster MD, MPH, Professor of Global Health, Hubert  

Department of Global Health, Emory University

Connie Gates, MPH, Director, Jamkhed International Foundation

Isabella I. Mbai, Lecturer and Head of Department of Nursing Sciences,

School of Medicine, Moi University, Kenya

Caroline Mubaira, Community Working Group on Health, Zimbabwe  

Programme Manager

Allan Rosenfield, MD, Dean, Mailman School of Public Health, Columbia  

University

Lori Smith, Tennessee Health Care Campaign

Note: the following additional endorsements were added after January 9:
Organisations 

Medici con l'Africa Cuamm, Italy
Osservatorio Italiano per la Salute Globale, OISG (Italian Global Health Watch), Italy

Distinguished Health Experts 

Nicoletta Dentico, Policy and Advocacy Advisor, Drugs for Neglected Diseases Initiative (DNDi)
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