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Welcome address 

Wolfgang Plischke
Board of Management of Bayer AG, 
Leverkusen 

en‘s health. However, we also place a 
particular emphasis on combating ne-
glected and tropical diseases. Moreo-
ver, we continue to support improved 
access to innovative medication which, 
for example, can treat clinical symp-
toms in oncological and haematologi-
cal diseases. 

There can only be sustainable solu-
tions if all groups in society work to-
gether. This is why Bayer initiates tar-
geted dialogues with actors in politics, 
industry, and health at the local, na-
tional, and international levels, and 
is committed to partnerships. I would 
just like to mention a few examples 
here. 

Family planning and reproductive 
health 

As the market leader in hormonal con-
traceptive products, we are particularly 
focused on family planning. Especial-
ly in developing and newly industrial-
ized countries, Bayer is committed to 
enabling people to carry out conscious 
family planning and providing broad 
access to a wide range of family plan-
ning methods. These methods include 
oral contraceptives, one- and three-
month injections, implants and intrau-
terine delivery systems, which are sold 
at cost or considerably reduced prices. 
A global network of governmental and 
non-governmental organizations en-
sures the distribution of these contra-
ceptives at the local level. 

Chagas disease

Since 2003, we have been work-
ing with the World Health Organisa-
tion (WHO) to combat Chagas disease 
in Latin America. Here, Bayer is pro-
viding the WHO with tablets contain-
ing the active substance nifurtimox, 
as well as additional funds to finance 
WHO activities in the fight against 
Chagas disease. 

Malaria

Bayer supports a variety of aid organ-
izations and other partners in pub-
lic-private partnerships in the battle 
against malaria, supplying mosquito 
nets and the insecticide impregnation 
sets for the nets. These donations are 
backed by comprehensive information 
and educational projects. Since 2007, 
the company has been a cooperation 
partner of the Innovative Vector Con-
trol Consortium, a consortium of lead-
ers in the development of products and 
information tools to improve the con-
trol of disease-transmitting insects. 

Tuberculosis

We are working together with the Glo-
bal Alliance for TB Drug Development 
to develop a faster-acting treatment 
for tuberculosis. We provide the Glo-
bal Alliance with a modern antibiot-
ic with greater activity against tuber-
culosis bacteria, supporting a global 
programme of clinical trials aimed 

It is a privilege and an honor to open
this conference and address the ex-
perts gathered here today. It is, though, 
also a matter of some importance to 
me personally, since Bayer, the com-
pany on whose behalf I am addressing 
you, has a genuine interest in the top-
ic of „Making partnerships work for 
health, focusing on low-income coun-
tries. The role of the private sector“. 

At Bayer, we firmly believe that health 
is a fundamental human right. For this 
reason, we are supporting the Unit-
ed Nations Millennium Development 
Goals, which have listed health as one 
of the key objectives. As a company 
well aware of its responsibility, we un-
derstand our role as one actor in in-
ternational efforts to improve medical 
provision all over the world. 

In our company, we have developed a 
strategy for Social Health Care Pro-
grammes that combines our health 
sector activities for developing and 
newly industrialized countries. In line 
with our company‘s areas of expertise, 
we are focusing especially on family 
planning and strengthening wom-
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at proving the efficacy of a shorter 
course of therapy. If the trials are suc-
cessful, the current treatment period 
of six months could be reduced by a 
third through a combination thera-
py using our active substance Moxi-
floxacin. 

Such public private partnerships in the 
field of drug development, as briefly 
outlined here, represent quite a new 
organizational form. 

Bayer is convinced that the pharma-
ceutical industry has a central role to 
play in finding the solutions for the 
most pressing global challenges in 
health care. As a research-based phar-
maceutical company, we have a lot to 
offer. We regard our discovery and de-
velopment of innovative medicaments 
as a highly worthwhile task. Bayer‘s 
credo is „science for a better life“. As a 
health care company, we invest in cre-
ating innovations and products that 
are used by patients the world over to 
improve their life quality. But that is 
not all we also have extensive experi-
ence and expertise in logistics and de-
mand planning, as well as in the battle 
against counterfeited drugs. 

In that context, I would like to make 
a request. I would like to encourage 
all the governments in developing 
and newly industrialized countries, as 
well as the local politicians and ex-
perts committed to improving health 
in these countries, to include us more 

in their health programmes in future. 
Naturally, not because we believe that 
we alone have the key to resolving the 
challenges in the health sector. Quite 
the contrary! We are convinced that 
the Herculean task involved in „health 
as a human right“ can only be tackled 
and resolved by cooperation between 
state, non-governmental and private 
actors.

Companies also need to enter into a di-
alogue with each other. The objective 
here cannot be to protect one‘s own in-
terests, which every company rightly 
has and must have in their own opera-
tive areas. Instead, such a dialogue is 
motivated by moral commitment and 
the objective of how we can best com-
bine our forces to help. 

For that reason, I am very pleased to 
have been asked to open this confer-
ence today. This is the first time the 
conference has been held in this form, 
bringing you together to Germany, as 
the leading experts, to discuss this 
crucial question: What can we do to 
ensure health sector partnerships work 
effectively? I am very interested to see 
what results this conference brings 
and I am sure we can all look forward 
to fruitful discussions and debates. 

Wolfgang Plischke Welcome address
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Welcome address 

Klaus Müller
First Vice President East and West 
Africa, KfW Entwicklungsbank, 
Frankfurt

ment of the Millennium Development 
Goals, three of which are directly and 
others indirectly related to health of the 
people. In that context, the recent sec-
tor strategy for development coopera-
tion with partner countries in the health 
sector of Federal Ministry for Econom-
ic Cooperation and Development (BMZ) 
clearly spells out not only the need, but 
also the intention for closely involving 
private sector stakeholders in a coherent 
health system development in order to 
make better use of all existing resources 
for health for the achievement of

• universal access to services and 
 products, 
• integrated capacity development at
 all levels, 
• disease control and prevention.

In line with the ongoing trends in in-
ternational aid architecture, the sector 
strategy therefore recommends to con-
tinue our close relationship with mul-
ti- and bilateral donors, but also to fur-
ther strengthen close collaboration with 
international non-governmental or-
ganizations (NGOs) and Civil Society 
Organizations (CSOs) in partner coun-
tries, with global partnerships and in-
itiatives like Global Alliance for Vac-
cines and Immunization (GAVI), Global 
Polio Eradication Initiative (GPEI) and 
the Global Fund to Fight Aids, Tubercu-
losis and Malaria (GFATM) with private 
stakeholders, including foundations and 
philanthropic donors. Cooperation with 
the private commercial sector, pharma-

ceutical companies and enterprises is 
yet a new field with high potential for 
further development and consolidation.

Sustainable financing of health services 
and health care provision is a particu-
lar challenge in partner countries. More 
than half of all the people all over the 
world do not have any social protection 
against economic shocks that may arise 
due to illness, accident, old age, and so 
on. And yet a minimum level of social 
protection is crucial, particularly for 
poor and vulnerable people. Therefore, 
German development cooperation is 
particularly promoting social protection 
in the health sector in many countries. 
Looking back on a long history of so-
cial health insurance in our own coun-
try, Germany has so far supported the 
development of national social health 
insurance systems as well as commu-
nity-based health insurance schemes in 
low- and middle-income countries. And 
in recent years, innovative poverty-fo-
cused approaches have been taken up, 
including support for health voucher 
schemes (OBA) or basic social protec-
tion through conditional cash transfers, 
thematic areas with a high potential for 
private sector involvement. 

We are therefore satisfied to facilitate 
and host an exchange between repre-
sentatives of international development 
agencies and private sector stakeholders 
of a wide variety here in our premises in 
cooperation with our partners of Bayer 
Schering Pharma.

This meeting focuses on important is-
sues presently discussed internationally 
but also increasingly understood as one 
of the challenges for future development 
cooperation here in Germany:

• the increasing role of private sector 
participation in health systems develop-
ment – i.e. financing and delivering of 
quality health services;

• the need for creating partnerships and 
cooperating in joint approaches – fol-
lowing the Paris Declaration principles 
and the Accra Plan of Action on the one 
hand, but also regarding the expansion 
of stakeholder partnerships in research, 
product development and service provi-
sion.

KfW Development Bank is mandated to 
implement the Financial Cooperation of 
the German Government with develop-
ing countries. In close cooperation with 
the Federal Ministry for Economic Co-
operation and Development (BMZ) and 
other German development agencies, 
we are involved in developing adequate 
policies and finance their implementa-
tion with national partners. Cooperation 
in the health sector stresses health as a 
human right and focuses on the achieve-
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Summary of the 
conference day

Sonja Bartsch, Wolfgang Hein
Research Team on Global Governance 
and Normbuilding, GIGA German 
Institute of Global and Area Studies,
Hamburg

Introduction 

The architecture of international health 
policies has experienced fundamen-
tal changes over the last twenty years, 
with many new actors entering the 
field and making important contribu-
tions in terms of resources and advoca-
cy. Global Health Partnerships (GHPs, 
mostly used interchangeably with Glo-
bal Health Initiatives, GHI) have con-
tributed significantly to that change. 
By integrating a number of different 
actors – government health depart-
ments, international multi- and bilat-
eral organizations, pharmaceutical en-
terprises, private foundations and civil 
society organizations – in different 
combinations as required by the spe-
cific tasks and social and political en-
vironments, GHPs have not only add-
ed expertise and financial resources 
to the field of international health but 
also contributed to a higher degree 
of flexibility in dealing with global 
health problems. On the other hand, it 
is generally recognized that interna-
tional cooperation is becoming more 
complex, in particular for poor coun-
tries receiving aid from a large number 
of different organizations. These prob-
lems have been addressed by the aid 
effectiveness discourse and political 
process, but it is still far from clear 
what impact the Paris Declaration 
(2005) and the Accra Agenda for Ac-
tion (2008) are having. 

About 40 experts from all the differ-
ent fields involved in Global Health 
Governance accepted the joint invita-
tion issued by the KfW Entwicklungs-
bank and Bayer Schering Pharma AG: 

• „to debate the involvement of
 private sector, 
• private sector’s contribution to 
 tackling diseases of poverty in 
 low-income countries where health
 budgets are decreasing, 
• the agreements reached in Accra –
 specifically the impact on the work
 of GHPs and the IHP, and 
• the ongoing discussion as to the 
 legitimacy of the GHPs and their
 transparency.”

Welcome and opening

Klaus Müller, First Vice President East 
and West Africa, KfW Entwicklungs-
bank and Wolfgang Plischke, Board 
of Management of Bayer AG, wel-
comed the participants and present-
ed the main perspectives opened up 
by GHPs. Klaus Müller stressed that 
the sustainability of health financing 
and the access to quality health serv-
ices are among the biggest challenges 
in health. Wolfgang Plischke pointed 
to Bayer’s work in the field of fami-
ly planning, Chagas disease, malaria, 
and tuberculosis and explained how 
the company’s slogan „Science for bet-
ter life“ transforms its activities at dif-
ferent levels. Both regard this meeting 
as an excellent opportunity to share 
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experiences from a range of partner-
ships and private sector engagements 
in health so far and to intensify the 
exchange between development agen-
cies and the private sector. Wolfgang 
Bichmann, Head of Sector Policy Di-
vision Health, Education, Social Pro-
tection, KfW Entwicklungsbank ex-
plained the conference format.

Keynote

David de Ferranti is the President of 
Results for Development and leads the 
Global Health Financing Initiative at 
Brookings Institution. In his presenta-
tion, he gave an overview of the cur-
rent situation and future trends for 
private sector partnerships and high-
lighted the most important issues and 
challenges facing the health sector. He 
pointed out that the private sector in 
developing countries is very diverse, 
with a variety of informal and formal 
actors. While the private sector is gen-
erally large and important, there are 
considerable differences across coun-
tries. A substantial portion of health 
spending is private with, for example, 
private providers in Madhya Pradesh, 
India, far outnumbering public pro-
viders. 

The impact of the recent economic/fi-
nancial earthquake presents one of the 
most important challenges. Although 
some economic indicators suggest that 
the worst is over and economic recov-
ery – at least in the US – may be faster 

than initially predicted, there is still a 
possibility of more far-reaching chang-
es posing serious problems for global 
health in the years ahead. In particu-
lar, the critical factors in future might 
include a potential decline in aid in 
general, a decline in health-related aid 
and the development of foreign direct 
investment (FDI). Careful note should 
be taken of what happens to the 50-75 
poorest countries and the approximate-
ly 1-2 billion people who live in pov-
erty today. Greater progress is needed, 
especially given a lack of alignment 
between global health spending and 
the global burden of diseases. Al-
though health aid has increased con-
siderably over the last two decades, 
an additional US$ 50 billion per year 
would be necessary to finance prior-
ity disease initiatives. This amount is 
small compared to, for example, glo-
bal military spending, global corporate 
net profits or the total capital in finan-
cial markets, but substantial compared 
to the current health development aid, 
total Official Development Assistance 
(ODA) or even the total current health 
spending in recipient countries. Con-
sequently, more money for health is 
needed, but the money provided should 
also deliver more health for the recipi-
ents.

The second challenge, David de Fer-
ranti continued, lies in successful-
ly managing the inevitable „econom-
ic transformation of health“. Studies 

show a strong link between countries’ 
wealth and their total health spend-
ing, and suggest that as gross domes-
tic product (GDP) increases by 1 per-
cent, health spending increases by 1.1 
percent. Hence, if income rises further, 
this is also good news for health. Since 
economic growth is likely to be strong 
in sub-Saharan Africa especially, in-
creased health performance should be 
possible if the money is wisely spent.

Countries also need to deal with the 
emerging „third great transition“ in 
health. While the first two transi-
tions (demographic and epidemio-
logical) are generally completed by 
now, the third transition will present 
a major challenge for the 21st centu-
ry. This transition is characterized by 
a shift from old-style health care fi-
nancing where the burden of ill health 
was mainly borne by the sick (5 per-
cent of the population) to being shared 
by all (100 percent of the population). 
Such a transition would lead to sub-
stantial potential benefits in terms 
of health, equity, and the viability of 
health financing and universal health 
coverage. At present, health in low-
income countries is primarily funded 
by out-of-pocket payments, with the 
cost of treating sickness cited as the 
second most frequent shock to house-
hold income. Transitioning to uni-
versal coverage is a complex process 
and, of course, will take time; how-
ever, managing this process is crucial 

for improving health in the develop-
ing world.

The fourth big challenge, according to 
David de Ferranti, is the re-discovery 
of health system strengthening. To-
day, with approximately 50 percent of 
health spending going to vertical dis-
ease programmes, it is becoming ap-
parent that global health has under-
invested in health systems. Health 
systems include a variety of compo-
nents and, frequently, not enough at-
tention has been paid to, for exam-
ple, the roles and interconnections 
between payers/purchasers and sup-
pliers. Health systems have multiple 
goals and patient satisfaction should 
play a key role. Neglected health sys-
tems can cause substantial problems 
and unmanaged health markets may 
lead to negative outcomes, leaving the 
large potential of the private sector 
under-realized. Performance matters 
in achieving good low-cost health and 
countries ought to introduce the poli-
cies necessary to foster mixed health 
systems.

In this context, critical reflection is 
called for in the debate, often value-
driven, between proponents of a strong 
public sector and supporters of sub-
stantial private engagement. Both sec-
tors are important in improving health 
and the evidence shows that there is 
no generalizable conclusion on which 
sector is better. Thus, a more pragmat-
ic view would encourage a focus on the 
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practical questions that policy-mak-
ers are facing and help achieve better 
health in the developing world.

For the further discussion during the 
workshop, David de Ferranti suggest-
ed concentrating on the strengths and 
weaknesses and the future trajectory 
of the global health architecture, the 
„new“ global health institutions (e.g., 
The Global Fund or GAVI), the country-
focused global health initiatives (such 
as IHP, P4H), and disease-focused pub-
lic-privates partnerships. The discus-
sion should also address how the pri-
vate sector could/should contribute to 
meeting global health needs, how fi-
nancing needs will be met, and other 
approaches to improving aid.

The following discussion appraised a 
number of the challenges described 
in David de Ferranti’s presentation. In 
particular, the debate turned on the 
connection between economic growth 
and improved health and the reper-
cussions of the current economic cri-
ses. Some additional issues were also 
raised, including the question of ac-
countability (who is accountable to 
whom in the complex environment of
health?), and the role of stewardship 
for the private sector (required to create
a level playing field). It became clear 
that we have to deal with mixed (pub-
lic/private) systems in both health pro-
vision and financing, and the solutions 
required have to be capable of leverag-
ing the advantages of both sectors.

Panel I: Involvement of private 
sector– cooperation and coordination 
(Part 1: Success stories, lessons 
learned)

Uwe Schmidt, Director for Interna-
tional Trade and Development at the 
Federation of German Industries (BDI) 
presented an initiative on „Healthcare 
Infrastructure in Developing Countries 
and Emerging Markets“ which is fund-
ed by a number of German companies 
and supported by the Federal Ministry 
for Economic Cooperation and Develop-
ment (BMZ) via the KfW Development 
Bank. The initiative brings together 
the know-how of both the private and 
public sectors and aims at making an 
active contribution to improving the 
health infrastructure by developing a 
concept to run hospitals in developing 
countries and emerging markets. The 
initiative consists of two components: 
a pilot project on hospitals in partner 
countries and a contact point in Ger-
many for requests on the whole range 
of healthcare infrastructure solutions 
and technologies. The pilot project is 
scheduled to start by the end of 2009 
and will run for two years. 

Mapoko Mbelenge Ilondo, Senior Ad-
visor for Global Diabetes Partnerships 
at Novo Nordisk, Denmark described 
the activities of the Novo Nordisk World 
Partner Project (WPP) in diabetes con-
trol in Tanzania. When activities start-
ed in 2001 diabetes was considered to 
be a problem only found in developed 

countries. Developing countries were 
focused on infectious diseases such as 
Aids, TB or malaria. The WPP aims at 
achieving better standards in diabe-
tes control by improving the organi-
zation of diabetes care, the education 
and training of doctors, and enhanced 
patient education and diabetes aware-
ness. A core WPP country is Tanzania, 
where approximately 400,000 peo-
ple are living with diabetes. However, 
since the government has to deal both 
with a substantial economic debt and 
high rates of infectious diseases, the 
level of support on diabetes left con-
siderable room for improvement. In 
Tanzania, the WPP strengthened the 
Tanzania Diabetes Association, estab-
lished diabetes clinics, trained doctors 
on diabetes, and developed communi-
ty programmes to explain diabetes to 
the population at large. By helping to 
put diabetes on the agenda in Tanza-
nia, the WPP‘s work has contributed to 
ensuring that now over 100,000 people 
living with diabetes have access to af-
fordable care. The Ministry of Health 
today has far greater awareness of di-
abetes, and national strategies to deal 
with chronic diseases have been de-
veloped. The WPP‘s success was based 
on civil society involvement, promot-
ing local ownership, and encouraging 
inclusive processes from the outset.

In his contribution, Klaus Brill, Vice 
President Corporate Commercial Rela-
tions of Bayer Schering Pharma AG, 

first gave an overview of the most im-
portant figures on family planning, 
stressing that the issue of reproduc-
tive health must be established on 
a par with Aids, TB and malaria. He 
then described the main activities of 
his company in this context, name-
ly social marketing and cooperation 
with non-governmental organizations 
(NGOs). Bayer has been involved in so-
cial marketing since the 1980s, with 
the company participating in the US-
AID „Social marketing for Change“ 
project where companies offer cer-
tain products in selected developing 
countries at reduced prices. Coopera-
tion with NGOs active in the field of 
reproductive health (family planning 
programmes) also plays an important 
role for Bayer. Experience from these 
two activities has shown that the sus-
tainability of funding is an important 
issue, as the projects initiated require 
long term financing to be successful. 
In addition to family planning pro-
grammes based on financial support, 
Bayer is also pursuing new approaches 
such as „second tier marketing“, which 
is also supported by USAID. In second 
tier marketing, the price for the con-
traceptive is higher than in tradition-
al social marketing approaches, but 
significantly lower than in „first tier“ 
markets. Since the second tier mar-
keting model can achieve 100 percent 
commercial self-sufficiency, the ap-
proach is also 100 percent sustaina-
ble. Pilot projects in second tier mar-
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keting are being launched in Ethiopia, 
Tanzania and Uganda and will then 
be extended to other countries. Bay-
er‘s experience in the field of family 
planning showed that strong public-
private partnerships make a valuable 
contribution to achieving the Millen-
nium Development Goals (MDGs).

Christoph Bonsmann, Director of ac-
tion medeor International Healthcare 
GmbH explained the activities of his 
organization in drug procurement. 
Action medeor is a German NGO. Its 
subsidiary, International Healthcare 
GmbH, is primarily active in East Af-
rica where it operates as a not-for-
profit pharmaceutical wholesaler. It 
procures drugs for the non-commer-
cial health sector and serves clinics in 
health posts. While the original idea 
had been to buy drugs from Asian ge-
neric manufacturers, the company 
quickly learned that good manufac-
turing companies also existed in Afri-
ca. They cooperated with manufactur-
ers in Tanzania and Kenya, financed 
knowledge transfer to the companies 
and in return obtained the rights to 
buy products at cost price. The differ-
ence between the action medeor Inter-
national Healthcare GmbH approach 
and commercial approaches is that 
they work with a fixed catalogue, of-
fer a one-stop-solution and only pro-
cure medicines listed by the national 
Ministry of Health. The goal is to pro-
cure 60 percent of the drugs from local 

manufacturers and to contribute to ca-
pacity building in the region. 

The discussion following the four 
presentations considered a number of 
issues. In the context of procurement, 
reference was made to the importance 
of the WHO prequalification project. 
With regard to non-communicable 
diseases, the poverty impact of treat-
ing non-communicable diseases was 
discussed; it was stressed that diabe-
tes occurs in both poor and more af-
fluent people. On social programmes, 
the connection between health en-
gagement and market access was dis-
cussed and it was stressed that both 
considerations (social aspects, market 
situation) belong together and new ap-
proaches are needed to enhance prod-
uct availability. The question of health 
services in rural areas and resource-
poor countries was also raised, with 
an emphasis placed on the need for 
NGO involvement.

Panel 1. Part II: GHP’s impact 
on national health strategies. 
How to achieve and ensure sustain-
ability?

Betty Nakazzi Kyaddondo from the 
Ministry of Finance, Planning and 
Economic Development of Uganda first 
gave an overview of the various donor 
projects in the context of GHPs and 
of the key actors in the health sector. 
In general, public-private partnership 
is a pillar of Uganda‘s Health Sector 
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Plan and is well established. However, 
the advent of GHPs has stimulated a 
plethora of different private civil so-
ciety organizations (CSOs) and NGOs. 
Their participation depends heavily on 
civil society‘s level of maturity, capac-
ity and strength. Managing the large 
variety of actors is not easy and can 
undermine harmonization efforts. Al-
though partnerships have a number of 
advantages (e.g., they channel fund-
ing more effectively to the poor, are 
flexible and have a high level of re-
silience in conflict situations), they 
are associated with a number of chal-
lenges both at national and interna-
tional level. At national level espe-
cially, since PPP are not covered in 
the Paris Declaration, there might be 
duplications of efforts and their fund-
ing is often unpredictable. At the in-
ternational level, the most important 
challenges include the focus on dis-
ease-specific projects and competitive 
bidding processes.

Tatul Hakobyan, Deputy Minister 
of Health from Armenia and Board 
Member of the GAVI Alliance, ex-
plained Armenia’s health strategy 
and its dependence on GHPs fund-
ing health programmes in the country 
(GNI/capita: US$1,470, amount spent 
on health/person: US$29 per annum). 
He then focused on GAVI‘s activi-
ties. Total GAVI funding to Armenia 
is US$758,635, and over half is allo-
cated for new and underused vaccines. 

He referred to some results enabled by 
GAVI’s catalytic financing (such as the 
number of children vaccinated against 
Hepatitis B, the introduction of safe 
injection tools and practices, and bet-
ter surveillance and training). Expe-
rience has shown that the most criti-
cal aspect is aligning and coordinating 
GHP funding with country priorities. 
However, processes have been man-
aged well in Armenia and GAVI has 
been engaged in some of the most suc-
cessful measures in all the country‘s 
public health initiatives. GHPs are as-
sociated with a number of advantages 
(mobilization of significant additional 
resources, f lexible funding, country 
driven process, collaboration/coordi-
nation opportunities, and learning op-
portunities), but also some important 
challenges (parallel and duplicative 
processes for different GHPs, time and 
human resource burden, lack of clear 
guidelines and clear dates of financial 
shipments). In order to ensure sustain-
ability, GHP investments need to cat-
alyze increased government financing 
for the health sector (e.g. through co-
financing schemes).

Geoff Adlide, Director of Advocacy 
and Public Policy at the GAVI Alliance 
Secretariat, began his presentation by 
pointing to the increased recognition 
that health is not only an outcome of 
development, but also a driver of devel-
opment. GHPs are not only considered 
important because of their resources, 

but because of their new market-shap-
ing approach. By pooling the vaccine 
demand of 72 of the poorest countries 
to procure vaccines in bulk volumes, 
prices are significantly reduced. GAVI 
has become a global buyer of vaccines 
for poor countries, buying more than 
40 percent of its vaccines from man-
ufacturers in countries such as India 
and Brazil. Through Advance Market 
Commitments, GAVI also creates incen-
tives to the industry to develop prod-
ucts which otherwise would not be eco-
nomically viable. On the other hand, to 
encourage country ownership, countries 
eligible for GAVI support are required 
to co-finance a proportion of the vac-
cines they apply for. GAVI’s board has 
the largest variety of actors on any 
board of global health organizations; 
members represent developing world 
and donor governments, private sec-
tor philanthropists such as the Bill & 
Melinda Gates Foundation, the finan-
cial community, developed and devel-
oping country vaccine manufacturers, 
research and technical institutes, civ-
il society organizations and multilat-
eral organizations such as the World 
Health Organization (WHO), the Unit-
ed Nations Children‘s Fund (UNICEF) 
and the World Bank. 

The discussion first turned to the ques-
tion of how to measure the impact of 
GHPs. Andrew Harmer of the London 
School of Hygiene and Tropical Med-
icine (LSHTM), for example, pointed 

out that Global Fund evaluations sug-
gest they do not actually know which 
of their projects were effective; in gen-
eral, the health information systems in 
many developing countries are very 
weak. There was widespread agree-
ment on the problems arising from the 
impact of multiple GHPs on reporting 
and integrating the services of multiple 
providers (though the afternoon dis-
cussion noted that the the Accra Con-
ference results had brought some im-
provement). Betty Nakazzi Kyaddondo 
argued that the Ugandan government 
had managed to achieve an effective 
division of labour between GHPs and 
church activities in health. Anoth-
er point concerned the problem of ac-
cess to remote areas e.g. in immuni-
zation policies. Geoff Adlide referred 
to the need for countries themselves to 
invest more in integrated service de-
livery platforms (not focusing only on 
vaccines, but on all types of servic-
es). If resources are lacking, partner-
ing with private actors could be an op-
tion, but public sector stewardship is 
required. Scott Featherstone, Invest-
ment Officer of International Finance 
Corporation (IFC) in Africa, called for 
cooperation between GHPs and local 
private actors in poor countries; this 
was supported by Betty Nakazzi Kyad-
dondo, who pointed out that political 
leadership often keeps the private sec-
tor at bay for political reasons. 
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Panel 2: Role of the International 
Donor Community

The afternoon panel examined the in-
ternational donor community‘s role in 
mobilizing new financial resources for 
global health and considered the stra-
tegic focus of different organizations.

Robert Filipp, responsible for innova-
tive financing at the Global Fund to 
Fight Aids, Tuberculosis and Malar-
ia (GFATM) gave an overview of the 
private sector‘s different forms of en-
gagement with Global Health Partner-
ships:

(a) Philanthropy has reached an im-
portant level in global health financ-
ing. While US Foreign Aid in 2006 
amounted to US$ 23.5 billion, funds 
from all philanthropic sources reached 
US$ 34.8 billion, of which US$ 13.2 
billion (in 2007) were committed to 
international affairs.

(b) In-kind donations continue to play 
an important role; the GFATM wel-
comes them in the form of services but 
not products.

(c) Cause-related sales and market-
ing offer an interesting strategy, with 
firms advertising products with a 
commitment to donate a certain per-
centage of a product‘s price to a phil-
anthropic cause, e.g., RED products 
donating a percentage to GFATM 
(linking the colour with the idea of 
help against HIV/Aids; participating 

companies include Starbucks, Micro-
soft, Apple, and American Express). 

(d) Other innovative mechanisms in-
clude UNITAID as a voluntary sup-
plement on airplane tickets, where the 
funds generated are used to improve 
access to HIV/Aids antiretroviral 
drugs, or to support the International 
Finance Facility for Immunization (IF-
Fim). 

(e) Changing market behavior, for in-
stance, through the systematic use of a 
GHP‘s marketing power to obtain con-
cessions from private corporations. 

David Evans, Director of Health Sys-
tem Financing of WHO, discussed the 
role of GHI in health system financing 
in lower-income countries. Many poor 
countries (37) still raise more than 
half of all their health funding from 
out of pocket payments; in the other 
51 countries, this figure is between 30 
percent and 50 percent. In general, the 
non-government sector in many low 
and middle-income countries accounts 
for more than 50 percent of all health 
spending. Here, the contribution from 
international non-state sources is im-
portant. However, it is an open ques-
tion which sources should or will pro-
vide a percentage of the major health 
system scale up in poor countries so 
clearly needed. In addition, one should 
bear in mind that vertical programmes 
will continue to need financial re-
sources to combat both infectious and 

non-communicable diseases. In con-
clusion, Evans stressed the importance 
of the Paris and Accra principles in 
improving efficiency by gradually re-
ducing the multiple channels of coop-
eration with their costly administra-
tive and monitoring mechanisms.

Simon Koppers of the German Feder-
al Ministry for Economic Cooperation 
and Development discussed the role of 
GHI and other non-state actors from 
the perspective of a public develop-
ment cooperation agency. He summa-
rized the advantages and drawbacks 
of public health initiatives, the Par-
is Declaration and the Accra Agenda, 
the “Global Campaign for the Health 
Millennium Development Goals” and 
outlined the successful use of a Sec-
tor Wide Approach model to health in 
Tanzania.

Marshall Burke, the Senior Vice Presi-
dent of External Affairs of the Global 
Alliance for TB Drug Development, es-
pecially focused his discussion of the 
role of product development partner-
ships for so-called “neglected diseas-
es”. In the case of tuberculosis, in spite 
of an important incidence of drug re-
sistance, no new drugs have been de-
veloped in over forty years and no 
vaccines in eighty. Burke summarized 
the TB Alliance‘s experience in organ-
izing research on new drugs against 
tuberculosis and referred to the coop-
eration with the Stop TB Partnerships’ 
Retooling taskforce seeking to facili-

tate introduction of new diagnostics, 
drugs and vaccines in high burden 
countries. He stressed that the Paris 
Declaration‘s required alignment with 
developing country priorities is imper-
ative and relates basically to adoption-
related concerns and end-user priori-
ties for drug design. In order to ensure 
the affordability of a new regimen for 
patients in poor countries, the TB Alli-
ance considers the cost of goods, ease 
of synthesis and mode of administra-
tion when selecting and advancing 
specific compounds within their port-
folio of TB drug candidates. The TB Al-
liance also works to establish channels 
of communication between researches 
and local communities to improve lo-
cal knowledge of TB disease, treatment 
and research. 

Andrew Harmer (Health Policy Unit 
of the London School of Hygiene and 
Tropical Medicine), the chair of this 
panel, opened the discussion by cit-
ing the Realist School argument in In-
ternational Relations that cooperation 
between nation states is difficult be-
cause they still primarily pursue their 
“national interests”. What is the source 
for the optimism that health coopera-
tion can be effective? 

The discussion turned to the rela-
tionship between the private and the 
public sector in securing resources 
for global health – a point dominat-
ing the entire second part of the meet-
ing. Robert Filipp pointed out that, in 
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fact, the private sector demands clear 
rules on public sector cooperation and 
harmonization, as is evident from the 
climate change discourse and nego-
tiations. The “health sector is not so 
bad compared with other sectors”. An 
independent evaluation of the Global 
Fund called for simplifying country-
level grant management and great-
er cooperation with GAVI. Wolfgang 
Bichmann stressed that the main 
aim of development cooperation in 
health is to achieve universal cover-
age of health services. In this context, 
the collaboration with leading pri-
vate actors is extremely important for 
the private sector. David Evans not-
ed in response that achieving univer-
sal coverage would require massively 
scaling up health service capacities. 
In this context, where scaling up the 
private sector might mean taking re-
sources away from the public sector 
(in particular health workers), there 
are certain constraints on capacity. 
However, this might also be the case 
to a certain degree with financial re-
sources (e.g. tax deduction for philan-
thropic activities).

Panel 3: Future Trends for Private 
Sector Participation in Global 
Health and the Role of Global Health 
Partnerships

Guy Ellena, the Director of the Health 
and Education Department, Interna-
tional Finance Corporation (IFC), in-

troduced the final panel by again 
stressing the broadly accepted position 
that the poorest countries cannot lo-
cally generate sufficient resources to 
build up an adequate health sector. In-
ternationally, however, not only can 
the private sector mobilize know-how, 
but it can also generate additional fi-
nancial resources. Governments have 
to provide the right framework for 
making use of existing resources.

Elisabeth Sandor, Senior Policy Advi-
sor at the Organization for Economic 
Cooperation and Development (OECD), 
started with data on the “increasing 
amounts of money“ that are mobilized 
„by and with the private sector”: The 
Institute for Health Metrics and Evalu-
ation (IHME) estimates that the share 
of private sources in total health devel-
opment assistance grew from 19 per-
cent in 1998 to 26.7 percent in 2007; 
the global disbursements of the Bill 
and Melinda Gates Foundation for 
health alone reached US$ 1.25 billion. 
Sandor also referred to the new donor 
approaches already described by Rob-
ert Filipp – advanced market commit-
ments, the International Finance Facil-
ity for Immunization (IFFim) and the 
ProductRED logo.

On the other hand, to obtain better re-
sults in particular, greater synergies 
can be achieved from a “broad coun-
try-level policy dialogue on devel-
opment”. Since the Accra Third High 
Level Forum on Aid Effectiveness in 

2008, the participation of civil socie-
ty organizations has been institution-
alized through the Working Party on 
Aid Effectiveness. In general, Elisa-
beth Sandor is quite optimistic about 
the influence of private sector par-
ticipation in the global health agen-
da. She underlined that some ques-
tions on accountability remain since 
the for-profit private sector and foun-
dations “report primarily and entirely 
to their Boards and not to internation-
al organizations and processes” which 
therefore increases the complexity of 
the global aid architecture. However, 
she expressed her belief that the cur-
rent OECD DAC endeavors to “improve 
synergies across all forms of aid” of-
fer a positive outlook on increasing 
the overall effectiveness of health aid. 
The OECD and the World Bank (the 
leading organizations of the aid effec-
tiveness process) have recognized the 
paradigmatic character of “health” as 
a problem of “aid effectiveness”. They 
have therefore denominated health as 
a “tracer sector” to be used as a “lit-
mus test for broader aid effectiveness 
efforts” (WHO 2008) and jointly creat-
ed a “Task Team on Health as a Tracer 
Sector” (TT HATS).

Marie-Odile Waty, Head of the Health 
Department of the Agence Francaise 
de Développement (AFD) also noted 
the increasing importance of the pri-
vate sector in French health aid. In 
focusing on the private health sec-

tor in developing countries, her pres-
entation complemented the focus of 
other contributions on GHPs. The im-
portance of the private health sector 
has grown considerably over the last 
twenty years. In low income countries, 
the private sector shows a higher de-
gree of customer orientation and, in 
many instances, a higher quality of 
care, although it is heavily fragment-
ed, often associated with high out-of-
pocket payments and an overemphasis 
on curative care. As public funds will 
not be sufficient for the investments 
in health needed to reach the MDGs, 
further private sector engagement is 
needed. Such engagement should be 
supported by GHIs, private founda-
tions and multilateral organizations. 
More private sector engagement has to 
be complemented by improving the in-
stitutional and regulatory framework 
and adjusting demand and supply to 
improve the access of the poor to pri-
vate services (pre-payment, vouchers/ 
increase affordability and availability 
of services through subsidization and 
support of rural clinics). 

Siegfried Throm, Director of Research, 
Development, Innovation, German As-
sociation of Research-Based Pharma-
ceutical Companies (VfA), referred to 
a paper jointly edited by VfA and the 
churches, requesting a solution to a 
number of issues concerning GHPs: (1) 
The need to promote more product de-
velopment partnerships with (2) a sus-
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tained funding of product pipelines 
developed by PPPs; (3) better coordi-
nation of health-related issues (e.g. by 
a parliamentary subcommittee for in-
ternational health policies); (4) more 
support for health staff development 
in developing countries and (5) sup-
port for research development in de-
veloping countries (e.g. non-profit 
companies for drug development in 
low-income countries).

Hubertus Graf von Plettenberg, First 
Vice President Manufactering Industry/
Services of the Deutsche Investitions- 
und Entwicklungsgesellschaft (DEG), 
pointed out that the health industries 
have generated strategies to deal with 
health situations in developing coun-
tries. The DEG is financing a private In-
dian hospital chain for low- and lower 
middle income patients. This produc-
es an additional provision of health-
care. As regards quality and manage-
ment, the private sector could be used 
as a benchmark for the public sector. 
It should be involved in training nurs-
es and doctors and, hence, would help 
to protect the system as a whole from 
the negative effects of brain drain. 
While services in public hospitals are 
officially free in many countries, “un-
der the counter payments” may of-
ten reach levels that exceed treatment 
costs in private hospitals.

Max Lawson, Health Policy Advisor 
of Oxfam, presented a critical position 
from one of the most important civ-
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il society organizations in the health 
field, criticizing the “myths about pri-
vate health care in poor countries” as 
“blind optimism”. The substantial pro-
portion of private care in total health 
care in many poor countries is basi-
cally a consequence of state failure; 
this does not so much represent twenty 
years of public sector failure as twen-
ty years of public sector dis-invest-
ment with some private sector invest-
ment. The proportion of the private 
sector delivering health care does not 
say anything about fulfilling the right 
to health. According to IFC, although 
the private sector provides 82 percent 
of outpatient care in India, 50 percent 
of women actually have no medical as-
sistance whatsoever during childbirth. 
73 percent of private health-care pro-
viders in Malawi are just shops which 
sell some medicines, while 15 per-
cent are traditional healers. Upgrading 
public capacity is more effective than 
private sector investments. In coun-
tries where 40-100 percent of the poor-
est quintile of the population receives 
skilled birth attendance, 65 percent of 
births are attended by public provid-
ers and only 4 percent by private pro-
viders. Thus, the scaling-up of health 
services needed should be achieved 
through a return to the public sector.

Bernd Appelt, Priority Area Manager 
for Health and Social Protection, De-
partment of Planning and Develop-
ment, Deutsche Gesellschaft für Tech-

nische Zusammenarbeit (GTZ) GmbH, 
Eschborn added that public sector ca-
pacity/quality is important in har-
nessing private sector capacity to 
strengthen the health system. Pub-
lic sector capacity plays a crucial role 
in the success in negotiating services, 
prices, quality.

In the final round of discussion, some 
points were made on the character of 
the new private financial contribu-
tions. Jeffrey Tudor, Policy Manager 
for Innovative Financing at the British 
Department for International Develop-
ment (DfID) discussed the problem of 
the additionality of private health fi-
nancing (whether it might just act as a 
substitute for lower funding from pub-
lic sources or for other social policy 
purposes) and pointed out that much 
depends on future cash flows (e.g. in 
commercial funds directed to health 
matters).

Most of these final contributions 
largely concentrated on the issue of 
public vs. private sector in health care. 
The debate here focused on the quali-
ty of care. While in Guy Ellena‘s view, 
there is no general conclusion to the 
issue, since the quality of care essen-
tially depends on the quality of serv-
ices, Max Lawson stressed that health 
care quality and efficiency have to be 
seen in relation to equity, and here the 
public sector has an advantage. It was 
also noted that comparison between 
public and private providers requires a 

clear definition of different typologies 
of providers: most modern private care 
in poor countries is directed towards 
the upper income-groups, whereas the 
private health shops and healers serv-
ing the poor are also characterized by 
very low quality. Guy Ellena under-
lined the need to take a more differen-
tiated look at the situation, suggesting 
that – in the context of a government-
led health programme – it may not be 
so important whether a hospital is run 
by a private or public operator or not; 
however, where it might be difficult to 
find private resources, it is crucially 
important to spend public money on 
educating more health personnel.

Quality is closely related to the sec-
tor‘s appropriate regulation which is 
generally accepted as the task of the 
state. Regulation, however, should not 
discriminate between public and pri-
vate services. Wolfgang Bichmann 
insisted that public services are not 
necessarily “pro-poor” – and may even 
show a “pro-rich” bias. Scott Feather-
stone stressed another aspect of effec-
tive regulation: there should be nei-
ther under- nor overregulation. 

Conclusion

It is certainly not surprising that the 
discussion on the respective roles of 
the public and private sector was the 
most controversial point at this expert 
meeting on improving health in poor 
countries. The funding, access, exper-

tise and capacity issues discussed in 
this meeting not only indicated im-
portant fields for partnerships, but 
also pointed to an existing need for 
taking fundamental decisions on the 
character of health systems a decision 
which has to be taken by national gov-
ernments/societies.

The IHP+ model, introduced into the 
discussion by David Evans, insists (in 
accordance with the Paris Declara-
tion) on the public responsibility for 
health. National governments should 
have a main steering role, while ex-
ternal help should be aligned with na-
tional strategies. Accountability has 
to be accepted by both sides. The in-
teraction between the private sector 
in poor countries and trans-national 
private actors was addressed by some 
speakers, but it was felt that this could 
be the topic for a separate conference. 

In his closing remarks, Hubertus Graf 
von Plettenberg – as representative of 
the KfW group – referred to the im-
portance of the state‘s stewardship 
role, while accepting “the general re-
sponsibility to get the sector organ-
ized” and improving the respective ca-
pacities. This was a point accepted by 
all the participants at the meeting.

With the focus on the Millennium 
Development Goals over the recent 
years, health systems and, in partic-
ular, primary health care have again 
been continuously strengthened, a de-
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velopment noted in the meeting sev-
eral times. Nevertheless, even though 
the balance between vertical and hori-
zontal activities might have changed, 
since many issues in health remain 
related to specific diseases, coopera-
tion in the field of vertical activities 
remains essential. Disease-related ac-
tivities include diagnosis, identifi-
cation of pathogens, research, drug 
development and distribution of medi-
cines, the means of treatment, and ac-
cess to medical service infrastructure. 
Many kinds of actors are necessarily 
involved in these activities and GHPs 
are a logical form of cooperation. 

On the other hand, another aspect of 
the private sector, and one that is ex-
tremely important should not be for-
gotten: the civil society’s role in voic-
ing complaints and giving a voice to 
excluded people through advocacy for 
adaptation. It remains important to 
take a differentiated look at the dif-
ferent types of non-state actors in glo-
bal health, especially since they are 
acting in different roles and fulfilling 
different functions.

What was missing and what has to 
be further explored in future?

While there were some remarks about 
the lack of discussion on the role of 
health insurance, another important 
field of debate only played an implicit 
role, i.e. the question of a possible lack 
of legitimacy and accountability. Ba-

sically, the discussion was output-ori-
ented, considering the contribution of 
GHP to solving problems and, conse-
quently, towards solving problems of 
coordination. If state stewardship was 
generally accepted, the conditions for 
the effectiveness of such a steward-
ship should have been discussed in 
more depth, which would have includ-
ed strategies to strengthen the public 
sector. 

In a nutshell, the following three mes-
sages on the role of private sector par-
ticipation in health may be drawn from 
the experts’ discussions:

First
The conference provided a good in-
sight into the work of the private sector 
in health related to low and middle in-
come countries. Previous private sec-
tor involvement was basically assessed 
positively. Including the private sector 
is extremely helpful in responding to 
the needs and challenges in these in-
ter-related themes. 

Second
There is a widespread agreement that 
the increased participation of private 
actors in global health has mobilized 
additional resources and contributed 
to the solution of many specific prob-
lems, but the effectiveness of the glo-
bal health sector could be significantly 
increased by an improvement of coor-
dination. Country ownership should go 
beyond “government ownership” and 

should be based on concepts agreed 
among public and the private actors. 
Correspondingly, the private sector 
should be included earlier and more 
intensively in considerations at the in-
ternational level for enhanced align-
ment: and harmonization who pro-
vides which services, and who makes 
which contributions. The stakeholders 
could then network better in an earlier 
phrase to avoid frictional losses. 

Third
In the future, private sector involve-
ment in partnerships should go beyond 
the traditional involvement in offer-
ing health services and participation 
in product development and access-
oriented partnerships. It should focus 
more on integrating the wider-ranging 
issues in the fields of health financing, 
insurance systems and the education 
of more health personnel.
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Opening

Wolfgang Bichmann
Head Sector and Policy Division 
Health, Education, Social Protection, 
KfW Entwicklungsbank, Frankfurt 

The Potential of the Private Sector for 
Primary Health Care Strategies 

Thirty years after the World Health Or-
ganisation’s (WHO) declaration on Pri-
mary Health Care, it is reasonable to 
ask what changes there have been for 
the world‘s population in the global 
health context. People today are health-
ier, wealthier and live longer than they 
did then. Over the last three decades, the 
health indicators in developing coun-
tries have significantly improved. How-
ever, a more detailed analysis shows 
that large numbers of those living in 
sub-Saharan Africa are not part of this 
success story and in 2005 their pros-
pects of living to 45 years old were as 
low as in England in 1840.

Primary Health Care in the 21st 
century

The WHO‘s World Health Report 2008 
entitled “Primary Health Care – now 
more than ever“ details strategies for 
health system reform [1]. The Prima-
ry Health Care (PHC) movement of the 
late 20th century highlighted the right 
to better health as well as the values of 
social justice, participation and solidar-
ity. Today, health system reforms have 
to allow for global social change and 
the concrete expectations of people in a 
complex health market with many dif-
ferent actors and services. Consequently, 
the WHO sees a need for health system 
reforms in the following four areas:

1. Improving access to health care
 through suitable social health pro-
 tection systems (coverage reforms);

2. Reorganizing service provision
 around people‘s needs and expecta-
 tions (service delivery reforms);

3. Integrating public health actions,
 primary care and public policies to
 promote health across all sectors 
 (public policy reforms);

4. Improving accountability, transpar-
 ency and communication (leadership
 reforms)

Health care provision in developing
countries

In the 1960s and 1970s, many develop-
ing countries focused at extending the 
curative care sector and neglected al-
ready existing approaches of preventive 
services. They also rarely spent more 
than 15 percent of the health budget for 
primary care. In the 1980s, given the 
lack of economic development, rapidly 
growing populations, and high mortali-
ty rates from malnutrition and infection 
– especially for young children – , many 
governments found it increasingly dif-
ficult to keep their promise of provid-
ing free universal health care coverage. 
The percentage of the state budget spent 
on health care steadily declined while 
may countries saw the rapid spread of 
the HIV/Aids pandemic in the 1990s. 
Particularly in Africa, the lack of en-
abling economic conditions and, fre-
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quently, clear development orientation 
– often combined with civil wars – led 
increasing numbers of qualified health 
care professionals to emigrate to coun-
tries with stronger economies.

Whereas health financing largely de-
pended on state budgets and donor 
funds, attempts to introduce patient 
fees to generate decentralised sources of 
funding on the local authority level did 
not live up to expectations. UNICEF, for 
example, had supported the Bamako In-
itiative which called for patient fees on 
essential drugs. The fees were intended 
to be put towards the purchasing of fur-
ther medicines and the payment of on-
going health care costs. Indeed, in many 
cases, the funds did ensure the opera-
tion of health care facilities. Nonethe-
less, such approaches failed to provide 
a solution to the general health system 
funding problem and, in many cases, 
led to a significant decrease of people 
using the health services [2]. There is 
also not enaugh evidence that decen-
tralized public administration enhanced 
state service accountability towards its 
clients [3].

Health Care Development in poorer 
countries

Over the last ten years, the debate on 
health care development in low-income 
countries has been influenced by the 
millennium development policy agenda 
and the concrete measures to achieve 
the internationally agreed Millennium 

Development Goals (MDGs). Box 1 lists 
the key stages in this development.

Box 1: Key stages in the health 
system development debate

• WHO: “Primary Health Care”. 
 Declaration of Alma Ata, 1978
• World Bank: World Development
 Report “Investing in Health“, 1993
• UN Millennium Declaration and 
 Millennium Development Goals 
 (MDGs), 2000
• WHO: Commission on Macroeco-
 nomics and Health Report, 2001
• The Global Fund to fight Aids, 
 Malaria and Tuberculosis, 2002
• WHO / OECD: “Reference Paper
 and Guidelines on Poverty and 
 Health“, 2003
• UNDP: UN Millennium Project, 
 “Investing in Development“, 2005
• OECD: “Paris Declaration on Aid 
 Effectiveness“, 2005
• OECD / WHO / WB: Accra Report 
 “Effective Aid – Better Health“, 
 2008
• WHO: “Report on Social Determi-
 nants of Health”, 2008
• WHO: “Primary Health Care – Now 
 more than ever“, World Health 
 Report 2008

Health is a fundamental human right 
and the basis for individual well-being. 
It contributes to higher labour produc-
tivity and economic growth, household 
and per capita income, and prosperity 
growth. In developing countries, the in-

cidence of infectious diseases, maternal 
mortality and malnutrition closely cor-
relates with household income. Basic 
social service provision and adequate 
social security systems play a special 
role in combating poverty. Efficient-
ly and effectively designed health care 
has a considerably impact on achieving 
the MDGs and the goals of a pro-poor 
health policy in developing countries 
[4]. The concrete design and financing 
of national health systems will vary. 
Health science and politics have the task 
of preparing and securing the “steward-
ship“ needed – a task which goes far 
beyond the classical definition of pub-
lic health and has more recently been 
termed “health governance“.

Private health care service providers 
in developing countries

Health systems and their funding create 
a framework for organizing coopera-
tion between many health care actors in 
curative and preventive health care. To-
day, a mixed health system is the most 
common. This brings together state or 
private financing – e.g. from budgetary 
funds and health insurance contribu-
tions – with the utilization of services 
rendered by state or private providers. 
However, in developing countries, pri-
vate health care providers are an ex-
tremely heterogeneous group. In ad-
dition to highly-qualified medical “for 
profit“ providers in urban environments, 
there are numerous non-profit private 

or civil society organizations offering 
health care in rural areas. In many in-
stances, the latter are considerably bet-
ter suited to provide services efficiently 
and quickly, and to align them with the 
needs of the target groups. In the infor-
mal sector, private services – paramed-
ical personnel, traditional healers and 
medicine sellers – have always played 
a significant role alongside state health 
care facilities. They offer near-blanket 
services at affordable prices and, as a 
result, are widely used, especially by the 
poor sections of the population. How-
ever, the quality of their services is fre-
quently criticized and questioned [5]. 

Today, as studies show, in sub-Saharan 
Africa service provision is split equal-
ly between public and private provid-
ers whereas the main patient servic-
es in southern Asia and Latin America 
are primarily offered by private provid-
ers. They serve the rural population and 
they are not only used by the wealth-
ier people living there. For example, 
fifty percent of private sector clients 
in Ghana came from the poor sections 
of the population, while in Rajasthan 
this figure was 80 percent. In eight Af-
rican countries, the poorest quintile of 
the population primarily used private 
health care services when a child fell ill. 
In contrast, the wealthiest twenty per-
cent of the population used the state 
funded and subsidized health care serv-
ices twice as much as the poorest twen-
ty percent. These findings are now well 
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validated by benefit-incidence analy-
ses showing that publicly funded health 
spending in developing countries has 
a definite “pro-rich bias“ [6]. Accord-
ing to the latest research, sixty percent 
of all health spending in sub-Saharan 
Africa is financed privately, i.e., largely 
from household income (“out of pock-
et“). Here, private insurance only plays 
a minor role and pays for less than ten 
percent of health spending. However, 
the state social health insurances hardly 
contribute to health costs and primarily 
only reach state employees. The IFC re-
port “The Business of Health in Africa” 
predicts an annual growth of 7.1 per-
cent in health spending in Africa un-
til 2015 – from US$ 16.7 billion (2005) 
to 35 billion (2016) – whereby the state 
health budget will only grow by an av-
erage of 4.3 percent a year [7].

Nowadays, even in those countries 
where health care provision is largely 
organized by public institutions there is 
a notable trend to greater private sector 
participation in providing the popula-
tion with health care. For this reason, 
today‘s health ministries and authori-
ties are increasingly taking on control-
ling and regulating functions, as well as 
quality assurance tasks [8]. Even with 
greater private sector participation, un-
der its overall responsibility (steward-
ship), the state also retains the regula-
tory duty for the health care systems, 
supervises health care policy and retains 
responsibility for the general funding of 
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• AED: Center for Private Sector
 Health Initiatives. 
 https://pshi.aed.org/

The basic health care service for many 
people could be improved by closer co-
operation between public and private 
facilities and innovative funding mod-
els. Two approaches that have been suc-
cessful in practice are presented here as 
examples. 

1. Social marketing/social franchising

Social marketing organizations can be 
entrusted with the professional market-
ing of simple-to-use, subsidised high-
quality health products (e.g. condoms, 
mosquito nets) which can be sold via a 
wholesaler and retailer network. Such 
an approach relieves the public health 
sector of a set of tasks. The social mar-
keting model has become well-known. 
This model can be further expanded by 
allowing clearly defined services – for 
example, in reproductive health or com-
bating TB – to be professionally mar-
keted under the brand name of a so-
cial franchise network. Franchisees (e.g. 
doctors, private clinics) offer the prod-
ucts at a set quality and price and use 
the network‘s brand name as a quality 
seal. They receive free specialised fur-
ther training and advice. Public funds 
may be allocated to the franchiser who 
takes on the key tasks of awarding con-
tracts to private suppliers and quality 
assurance [9]. For example, over 12000 

doctors are presently working in Paki-
stan in the Green Star franchise net-
work, offering 30 percent of all family 
planning services in the country – pri-
marily for poor sections of the popula-
tion. Although the doctors receive no 
financial incentives, they benefit from 
their use of the professionally marketed 
Green Star logo. They also receive free 
professional further training, can use a 
telephone hotline, and have monthly 
inspections.

2. Demand side financing/output 
based aid

The performance-based funding of 
measures (OBA) has proven to be an ap-
proach with particular potential for suc-
cess. Instead of financing the building 
and equipping of health care facilities 
(inputs) without control over their use, 
the services (outputs) delivered here by 
public or private providers are financed 
by vouchers [10] or contracting [11].

The voucher system entitles members 
of a certain target group to use health 
care services at subsidized prices. Ac-
creditation provides a basis for award-
ing performance contracts to suitably 
qualified service providers and the serv-
ice provider is paid on the basis of the 
number of vouchers used. A voucher 
scheme allows the services supplied to 
be defined precisely in advance (serv-
ice package). At the same time, vouch-
er schemes offer a means of stimulat-
ing demand since access for the poor is 

improved [12] by only granting subsi-
dies to specific groups to use the servic-
es provided [13]. Therefore, in countries 
without a nation-wide social health in-
surance system as yet, voucher schemes 
are excellently suited to encourage the 
use of those health care services ranked 
as central to the public interest.

Comparative private sector 
advantages 

Contracting private service provid-
ers and leveraging the private sector‘s 
comparative advantages over the pub-
lic sector is not limited to direct health 
care services for patients [14]. In devel-
oping countries, too, the private sec-
tor increasingly offers social services 
together with infrastructure services. 
Here, private capital is essential in those 
developing countries with a more ad-
vanced economy. There exists also some 
evidence that, precisely in developing 
countries, private companies work more 
efficiently than state-owned enterprises. 
However, in social infrastructure and in 
rural areas, private sector solutions are 
slow to be realized without a kick-start. 
In this process, the public and private 
sector roles are complementary and the 
state sets the regulatory framework for 
private transactions. Growing numbers 
of developing countries have aligned 
their laws to take account of the new 
situation, creating a basis for integrat-
ing a private sector previously prima-
rily focused on providing services in 

the system. In this process, appropriate 
incentive systems can not only enhance 
the integration of private service sup-
pliers into service provision but into in-
vestment as well. 

Innovative approaches to private 
sector involvement in developing 
countries

Over the last years, despite the difficult 
conditions, a range of promising ap-
proaches have been developed to in-
tegrate private sector providers into 
health care in developing countries. 
Box 2 lists key links on the current in-
formation platforms in this area. 

Box 2: Resources on private sector 
involvement and health in develop-
ing countries

• PSP-one/USAID: Private Sector
 Health Projects Database 
 www.psp-one.com/section/project/ 
• UCSF/Global Health Group: Private  
 Health Care in Developing 
 Countries.
 www.ps4h.org/about.html/
• Rockefeller Foundation/Results for
 Development/IHPP Thailand: The
 Role of the Private Sector in 
 Health Systems. 
 www.ps4h.org/about.html/
• HLSP Institute: Private Sector 
 Participation in Health.
 www.hlspinstitute.org/projects/  
 ?mode= type&id=15043 
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 The guidelines on service standards  
 and the scale of charges are con-  
 tractually agreed.

The possibility of graduated private sec-
tor involvement is increasingly com-
mon especially in Asia and Latin Amer-
ica. Since in many developing countries 
corruption and free-rider effects are also 
nothing out of the ordinary in the health 
sector, there is a need for a functioning 
regulatory system on fair and transpar-
ent controls on price structures, quality, 
and environmental and consumer pro-
tection. Only in this way can misuse be 
prevented and the gains in efficiency 
and quality from involving private sec-
tor providers actually be passed on to 
the target groups.

Conclusion in practice

Innovative solutions to expand univer-
sal health care to the poor and disadvan-
taged rural sections of the population in 
developing countries necessarily have to 
include the private sector. Consequent-
ly, the regulatory tasks can be extreme-
ly complex. They can, for example, be 
organised through contracts with fixed 
conditions for local non-governmental 
organizations to supply certain areas 
(contracting), voucher schemes, estab-
lishing franchise networks or by intro-
ducing suitable social security systems 
for cases of illness. New and innova-
tive approaches to funding are required 
for such projects [16; 17]. For this rea-
son, given the global financial and eco-

nomic crisis, when extending national 
health care systems today international 
cooperation is called on to particularly 
ensure the support of pro-poor system 
solutions promoting state and private 
involvement. 
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urban areas. Frequently, public sector 
reforms provide a starting point for in-
tegrating private sector solutions, and a 
broad spectrum of solutions is already 
available to realize private sector par-
ticipation. Box 3 lists four types of pri-
vate sector involvement which are eas-
ily put into practice [15]. 

Box 3: Approaches to private sector 
involvement in the health care sector

• Commercialization: Health care 
 services embedded within ministries  
 are converted into enterprises with  
 their own legal entities and aligned  
 with management for profit.
• Management Contract: The respon-
 sibility for the entire hospital serv-
 ices are transferred for a limited 
 period to a private partner with 
 performance-related payment, or 
 particular activities are outsourced 
 to private companies. The payment
 depends on the private partner ful-
 filling contractually defined per-
 formance indicators.
• Leasing Contract: The private part-
 ner pays a fixed leasing fee for 
 taking over a business‘ entire eco-
 nomic risk. The public sector 
 remains responsible for expansion  
 investment – but not for servicing  
 and maintenance.
• Long-term concession rights: 
 Private investors participate in a
 previously purely public sector 
 enterprise, using their own funds 
 to finance necessary investments.   
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Keynote1 

The Present Role, Challenges and 
Future Trends for Private Sector 
Partnerships in Global Health

David de Ferranti
President, Results for Development 
Institute and Senior Fellow Brookings 
Institution, Washington, D.C. 

I would like to provide some facts and 
figures about health, particularly private 
sector activities, in developing countries 
in a way that is helpful for the discussion 
as a whole. I will do that using material 
that comes from many sources. I want 
to start by acknowledging contributions 
from David Evans and others of his col-
leagues at the World Health Organiza-
tion (WHO), Scott Featherstone and oth-
ers of his colleagues at the International 
Finance Coperation (IFC), and many 
others – along with my colleagues at the 
Results for Development Institute. What 
I would like to do, is to deliver infor-
mation about the current situation and 
future trends on health and the private 
sector in developing countries, issues 
and challenges like the impact of the re-
cent economic, financial earthquake, the 
inevitable “economic transformation of 
health”, the emerging “third great tran-
sition” in health, the re-discovery of 
health systems strengthening and the 

values-driven debate on “Which is bet-
ter – public or private?” with reflections 
also on providing health services vs. fi-
nancing health services, government’s 
role as a “steward” of mixed-health sys-
tems as well as on vertical strategies vs. 
horizontal strategies. I will end on some 
questions for today’s discussions, the 
current situation and future trends.

I am going to focus on the private sector 
and developing countries. I am going to 
use a broad definition, covering basical-
ly everything that is not in the public 
sector. In addition to the formal sector – 
for-profit hospitals, private clinicians – I 
am going to include the informal sector: 
pharmacy shops, street sellers, village 
health workers, traditional health heal-
ers. I think it is important in our discus-
sions to recognize this diversity and the 
many different issues that come up by 
this existence. 

How big is this private sector in 
developing countries?

The data is not perfect, but some of it 
gives us an insight. In this particular ex-
ample, what we are seeing is evidence 
on where women go for deliveries, taken 
from Demographic Health Survey (DHS) 
data. The top part is the public share go-
ing to public facilities, and the bottom 
part is the informal and the formal pri-
vate share. 

Slide 1 The private sector is large and important, 
see page 52

According to this data on this particu-
lar indicator (across the bottom and the 
horizontal) in many different countries 
of sub-Saharan Africa and South East 
Asia, the private sector is quite large.

There is also data available on outpa-
tient visits for coughs symptoms and 
similar infections. Let me share with 
you the data on outpatient visits for Di-
arrhea. 

Slide 2 Another example: Outpatient Visits for 
Diarrhea, see page 52

Let me now focus on spending. What 
share of the total money spent on 
health in developing countries is com-
ing through public channels as opposed 
to private from households directly to 
providers or through intermediaries 
such as social protection schemes? Here 
again, the data is showing that a very 
substantial proportion of total spending 
is through private channels. Of course, 
it does vary across countries. 

In some African countries, such as Ethi-
opia, the private sector is very high – 
only 6 percent makes the public sector 
– whereas in others, like Tanzania, the 
public sector makes 47 percent. Another 
window on this question of “how big is 
the private sector in developing coun-
tries?”, is to ask the question: “If you 
take a particular geography and you list 
and map providers, and some are pub-
lic and some are not, what do you get?” 
Have a look on the situation in Madhya 
Pradesh in India. All those blue dots on 
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Slide 3 Private Providers Far outnumber Public 
Providers, see page 53 

the map are the private providers. You 
will realize a few red dots, but you can 
hardly see them; those are the public 
providers. From a number of different 
windows, it is not surprizing but inter-
estingly a subject still of great debate: 
the private sector is large; some would 
say huge. 

Our data is not perfect. I would like to 
demand better one in order to get a bet-
ter fix on the size and the composition 
of the private sector. But still it proves –
and therefore is useful for our discus-
sion – that the private sector is not tiny 
at all. It would be good to have more 
information, different kind of data that 
goes much more to the country level, 
for instance about the mix within a par-
ticular country.

As a platform on which the discussion 
of this conference can be built and to go 
on to other tops, I have selected a few 
as I think relevant issues and challeng-
es. I have also included some other top-
ics that seem to me to be quite impor-
tant, thinking forward for the next ten, 
twenty, even fifty years. The first one 
is about the impact of the recent eco-
nomic, financial troubles or as I call it 
here „earthquake“. What we have been 
discussing is: this earthquake is bad. It 
is going to have difficult impacts, espe-
cially for poorer countries. If the OECD 
countries get a cold, then the develop-
ing world gets pneumonia. There will be 

deep and lasting impacts. 
Beyond this insight there occur further 
questions. Some are saying, “There is 
a recovery happening faster than pre-
dicted. What will that mean?” Maybe 
that discussion is more pronounced in 
the US than it is here. At the same time, 
very different sets of questions are say-
ing: “The earthquake was one thing, but 
actually there is a deeper set of chang-
es that will be the real problem for glo-
bal health in the years ahead.” People, 
including leadership in development 
institutions, are asking: “Will aid de-
cline?” “Will aid recover to where it 
was, or will there be further changes as 
competing other priorities such as cli-
mate change, or as meeting domestic, 
financial, fiscal obligations, including 
the large debt level that now have been 
incurred?” “Will aid, not again, reach 
the high tide that is had reached?” “Will 
it recover?” To the extent that aid has 
an uncertain prospect for covering all 
of the needs going forward: “Will pri-
vate investment, foreign direct invest-
ment fill that gap?” “Will it take a long 
time to find its way again into partic-
ularly lower-income, middle-income 
countries, because of caution as a result 
of this earthquake?” “Will the poorest 
fall further behind?” At the same time, 
it is discussed that sometimes crisis can 
be a window of opportunity to advance 
reform that cannot find its way forward 
during normal times and to achieve 
progress that is not possible, except in 
moments of great stress –within devel-

oping countries and within development 
in institutions. I just listed some of the 
questions that we hear coming up. We 
could talk further about it. But, with in-
terest in timing, I am going to move on. 
Nevertheless, these are very real ques-
tions that we should ponder on. 

Please let me step back a minute and 
remind ourselves that there has been a 
great deal of progress in health, partic-
ularly in the last decade, but there is 
much more progress still to be made. 

Slide 4 Much more progress is still needed, 
see page 53

In this chart you can see that nearly 10 
million children die every year, most-
ly from preventable diseases, largely in 
Africa and South Asia. 

Slide 5 Global Health Spending, see page 54

Have a look at this slide. The global 
burden disease on the left side, mater-
nal mortality and morbidity, is huge –
90 percent – in low- and middle-in-
come countries, while most of the re-
sources are accumulated in the high-in-
come countries. It is the 90 to 10, 1 to 
90 ratio, which is familiar to you. 

Slide 6 Aid for Health, see page 54

Aid by its various sources has grown as 
we can see here. Interestingly, the ma-
jor source of growth has been the di-
rect bi-lateral aid. The little green sliver 
is the emergence of GAVI and the Glo-
bal Fund. 

My question is, what does the next page 
of this look like in the future? We need 
to keep in mind that all of this aid put 
together is a tiny sliver of the total mon-
ey being spent on health since domestic 
spending, even within the poorest coun-
tries, but is still very substantial. We 
have – as a global community – many 
initiatives. What happens if you add 
them all up: all the Aids referring tuber-
culosis, malaria, and the other priorities 
that great attention is given to? It is not 
unlikely that meeting all the require-
ments that all of these initiatives have 
put forward would require an extra bil-
lion dollars a year or more – some would 
even say much more. Is that a large or 
small number? It is small compared to a 
few things shown there; it is large com-
pared to others, in particular total de-
velopment aid. In order to achieve that 
50 billion or more, aid for health would 
have to significantly increase. 

Slide 7 An additional 50 US$+ billion per year, 
see page 55

Bottom line: meeting all of the priori-
ties that are before us. If you add on top 
of that the effects of the financial, eco-
nomic earthquake, it is too big a prob-
lem to be solved by aid and philanthro-
py alone. We have to be cleverer; we 
have to use existing funds better. We 
need not only more money for health, 
we also need to get more health from 
the money that is being spent. 

Moving on to this next topic, the data 
show us fairly compellingly that total 
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health spending is strongly correlated 
with the growth of an economy, with its 
gross domestic product (GDP). 

Slide 8 Countries total health spending, 
see page 54

This has been documented from many 
different data sets, including bringing 
in recent data from developing coun-
tries. It is a very strong correlation. It 
has been looked at from a number of 
different angles. In this picture, what 
we are seeing is, in long terms, total 
health spending (on the vertical scale) 
and GDP (on the horizontal scale) per 
capita. That little blue box is just a piece 
at the bottom, but it is very strong with 
an income less than 1.1, meaning that 
as GDP increases 1 percent, spending on 
health increases by slightly more than 
that 1.1 percent. There is a long debate 
and discussion around this, which we 
will not have time to get into now. 

Slide 9 The Economic Transformation of Health, 
see page 56

It seems that, when income will rise fur-
ther, this would also be good news for 
health, since spending on health is like-
ly to rise with income. But the crucial 
question is: ”Will that additional spend-
ing on health be well spent or not?” The 
evidence is showing us that the spending 
happens, but if it is not well managed, 
it will happen in ways that are wasteful. 
There is a lot more to say about that, 
about that look ahead for the next 50 
years. What is likely to happen to econ-
omies and GDP? In spite of the earth-

quake, and after the recovery from the 
earthquake, we are likely to see, again, 
very substantial growth. That offers an 
opportunity for health. 

Slide 10 Health Spending in China, see page 56

Here is some data on China. The data 
only goes to 2004, which means that 
it does not include what has happened 
in the past years of very significant in-
crease, particularly on the government 
side in China. There are many countries 
we could go through in order to answer 
the question: ”Where will growth hap-
pen?” 

Slide 11 Africa‘s economies may grow faster than 
other regions? See page 57

Growth rises and falls, as this chart un-
derscores. Note that according to these 
estimates, they come from the World 
Bank and the International Monetary 
Fund (IMF), the growth in sub-Sa-
hara Africa, particularly after the re-
covery from the earthquake, is likely 
to be strong. This also offers us some 
hope about what will happen to health 
spending. 

Let us go on to what I call „the third 
great transition in health“. The first tran-
sition was the demographic one. Begin-
ning in Scandinavia, nearly 200 hours 
ago, worldwide, first, mortality rates, 
and then fertility rates fell. The second 
one was the epidemic logical transition, 
when infectious, particularly childhood 
diseases, were effectively brought under 
control in many countries. This transi-

tion is not yet finished in all countries, 
but it is proceeding. So, what is the 
third great transition? The hypothesis 
here is that the third great transition is 
a shift from old-style health financing2, 
which still exists in the poorer countries 
and did exist in the rich a hundred or 
more years ago, to sharing that 100 per-
cent. This is, of course, not new. One of 
our opening speakers referred to social 
health protection. And we are guests of 
a country that cares a lot, and has, in 
fact, led the way on social health pro-
tection. 

Slide 12 Health in low-income counties, 
see page 57

I am raising here the sort of broader 
formulation of a shift from essential-
ly dependence on out-of-pocket pay 
at a very high burden to the small per-
cent who are sick to the universal cov-
erage, which has big potential benefits 
for health, equity, and for making it af-
fordable to pay for health care. If you 
depend for health care on the 5 percent, 
it is a lot more difficult than if every-
one chips in. This is the situation today: 
the low-income countries on the right 
side are heavily dependent on out-of-
pocket, private-pooled, various kinds of 
community or social health protection, 
very limited, and government’s share. 
The richer the country – as you move 
to the high-income countries – the low-
er is the dependence on private out-of-
pocket payments. There is one country 
among the rich countries that is par-

ticularly behind all the others in mak-
ing this transition: the United States of 
America. We are working on it, so do 
not give up; we will get there! 

But it is sad and ironic that the coun-
tries that most need this approach of 
solidarity and shared protection, I mean 
the low-income countries, are those 
that least have it. That is the unfinished 
business before us. I hope we will in-
form the discussion today. That is the 
third-great transition, which I think is 
the great challenge of the first half of 
the 21st century.

Slide 13 The cost of treating sickness, see page 58

This slide here reminds us that the cost 
of treating sickness is a huge shock. Af-
ter losing your job, the next thing that 
can drive you under, as a poor house-
hold, is getting sick. 

Slide 14 Transitioning to Universal Coverage, 
see page 58

The transition to universal coverage or 
social health protection is not a sim-
ple one. There is much debate about 
that, but this chart, and I thank WHO 
for this chart, is reminding us that from 
no financial protection on the bottom, 
there are various intermediate stages, 
which many countries are in now, be-
fore reaching universal coverage. 

Slide 15 Achieving Universal Coverage Takes Time, 
see page 59

Here are three countries that stand out: 
Thailand, Columbia and the Philip-
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pines, and how they have raised cover-
age. They do get there. It takes about ten 
years. Thailand had a great run up to-
wards the end. It is not an overnight af-
fair. The sooner we get started, the bet-
ter. This is, by the way, a major theme 
for the current, very intense debate in 
the US about health care reform; it is 
going to take ten years to get it straight. 
So, start today! Do not wait until ten 
years from now. 

My next issue “health system strength-
ening” is very much being rediscussed, 
and it is very relevant for the issues that 
will be discussed today.

Slide 16 Has global health under-invested in health 
systems? See page 59

The case is sometimes made that glo-
bal health has perhaps been under-in-
vesting, recently in health systems, par-
ticularly after the very large emphasis 
in the last decade or so on the verti-
cal disease control programmes. This 
is a fairly busy chart, sorry about that. 
Just over on the left, the grey is the ver-
tical, and the red box in the blue is a 
definition of how much is being spent 
on health strengthening. These num-
bers are debatable, but the issue before 
is this question: Has global health un-
der-invested in health systems? Is now 
a time to pay more attention to that? 
What are we talking about just by health 
systems? Just a reminder, since often in 
the context of discussing public health 
systems, in particularly lower-income 

countries, we tend to focus on just the 
vertical part here and forget the sides. 

Slide 17 A Country‘s Health System includes, 
see page 60

Namely, there is the government, its 
providers and users, but – as it is well 
known in this country and other higher-
income or middle-income countries – 
the roles and interconnections between 
payers, purchasers, providers, and sup-
pliers are fairly complex. That is why 
it takes ten years to get this stuff right. 
We need to think of the health system 
as encompassing all of this, and think of 
the government’s role as overseeing all 
of this and not just managing its own 
publicly-run health facilities. 

Slide 18 Health Systems Typically Have Multiple 
Goals, see page 60

Multiple goals, for example ultimate 
goals or outcome goals such as health 
status, financial risk protection, patient 
satisfaction, and a number of interme-
diate goals such as access, quality, eq-
uity and efficiency, to get there. Ne-
glecting health systems can result in a 
number of problems of quality, access, 
and affordability. These will be familiar 
to you – I will not pause on them. Par-
ticularly, if health markets are not well-
managed, if there are not a set of rules 
that ensure quality and a fair playing 
field, there will be a number of nega-
tive outcomes.

Slide 19 Good Health at Low Cost: Performance 
Matters, see page 61
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presage what will follow, but provide a 
platform for thought, one can take eve-
rything I have just said as well as what 
is in that material and say:

What are the implications for a number 
of things?
What is the future trajectory of these 
things? 
What are the strengths and weaknesses 
of them?

Take the global health architecture. It 
is hugely complex. Those who work in 
many sectors have said that the health 
sector has the most complicated set of 
different of initiatives of any sector. We 
have the new institutions on the scene: 
the Global Fund and GAVI. We have a 
large number of country-focused health 
initiatives, including the International 
Health Partnership (IHP) and the Pro-
viding for Health (P4H). We have many 
innovative financing initiatives that are 
both product research and development 
stimulators, for example, the Advanced 
Market Commitment (AMC). We have 
other special purpose vehicles such as 
the International Financial Facility for 
Immunization (IFFiM) and the Solidar-
ity Tax. We have many disease-focused 
Public-Private Partnerships. 

Finally, since Partnerships are going to 
be a theme at this meeting, these ques-
tions will be important. I have a lot 
of thoughts, and I am sure other peo-
ple have thoughts on them. Other ques-
tions: How else can and should the pri-

vate sector contribute to meeting global 
health needs in service delivery and in 
supplying input – through local enter-
prises? Or: What is the role of char-
ity, for profit activity, and the combi-
nation of the two – double-bottom-line 
ventures?” Is there still more that these 
partnerships can do? How else can aid 
be improved? How will these very large 
financing needs be met? 

It does make a difference how one uses 
one’s money. Here we have got income 
level on the horizontal and childhood 
mortality on the vertical. There is a rela-
tionship: poorer countries, as we know, 
have less to spend and have worse out-
comes as a result. But look at the var-
iation between Rwanda and Kenya in 
terms of where they stand with rough-
ly similar income levels. It does, again, 
matter how much health we are getting 
for the money as well as how much 
money we get for health.

Slide 20 What can governments to do become bet-
ter stewards of mixed health systems, see page 61

What are the tools that governments 
have mixed, meaning public and pri-
vate health systems, with government 
key role as steward of the health sys-
tems? These are familiar; these are not 
tools to apply in countries that are not 
familiar with them. To take the regula-
tory tools to begin with, surveys show 
that many countries, as one would ex-
pect, experience very significant diffi-
culties in actually getting good regula-
tions in place and enforcing them. 

Our discussion at this experts‘ meet-
ing about the role of the private sector 
should definitely keep in the forefront 
an important part of the discussion 
about public and private, which I call 
here the values-driven debate about 
„which is better: public or private?“ We 
all have views on this question. 

There are many who think that there is 
evidence to support their feeling that a 
system that is predominantly or entirely 
public is the right goal to aim for. There 
are others who feel differently and feel 
that a more private-based system is bet-
ter. It is very important in these debates 
to distinguish between provision and 
financing. One sees around the world 
many systems where public financing 
is predominant, and mixed public and 
private provision rests along side that. 
Some people have tried to answer this 
question of which is better by empirical 
analysis. An economist, Jacques van der 
Gaag, has recently done some analysis 
and could not find that either is better. 
So, that will be a continuing debate. 

There is also the pragmatic view, which 
is the following: The private sector is 
there. It is large; it is not going away. 
It has an important role to play; gov-
ernment has an important role to play 
as steward of the whole health system. 
There are potential contributions, and 
there are potential concerns that can 
arise. How to maximize those contribu-
tions, minimize the concerns? How to 
get most of the health for the money, in-
cluding health from private money and 
health from private activity – that activ-
ity, inevitability going to be a major fac-
tor for a very long time? 

I am going to close with a few thoughts, 
or at least posing some of the questions. 
As I read the material for the conference 
and thought about, again, not trying to 
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Slide 1 The private sector is large and important

Slide 2 Another example: Outpatient Visits for Diarrhoea

Slide 3 Private Providers Far outnumber Public Providers

Slide 4 Much more progress is still needed
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Slide 5 Global Health Spending

Slide 6 Aid for Health
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Slide 7 An additional 50 US$+ billion

Slide 8 Countries total health spending

55

David de Ferranti Keynote



Slide 9 The Economic Transformation of Health

Slide 10 Health Spending in China

Slide 11 Africa‘s economies may grow faster ...

Slide 12 Health in low-income counties
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Slide 13 The cost of treating sickness

Slide 14 Transitioning to Universal Coverage

Slide 15 Achieving Universal Coverage Takes Time

Slide 16 Has global health under-invested in health systems?
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Slide 17 A Country‘s Health System includes

Slide 18 Health Systems Typically Have Multiple Goals

Slide 19 Good Health at Low Cost: Performance Matters

Slide 20 What can governments to do become better stewards of mixed 
health systems

David de Ferranti Keynote

60 61



62 63

Success story

Uwe Schmidt
Director, International Trade and 
Development, Federation of German 
Industries (BDI), Berlin 

BDI Initiative: Healthcare Infrastruc-
ture in Developing Countries and 
Emerging Markets 

It is an initiative of the Federation of 
German Industries (BDI), with the kind 
support of the KfW Entwicklungsbank 
and the Federal Ministry for Economic 
Cooperation and Development (BMZ).

planning and equipping, to facility op-
eration and the training of medical per-
sonnel, German industry can provide 
tailored solutions for hospitals and oth-
er healthcare facilities in a “one-stop-
shop”.

No support from policy-makers is nec-
essary when hospitals in more advanced 
economies are planned, construct-
ed, equipped and operated. Commer-
cial banks provide the necessary capital 
while healthcare insurance systems en-
sure that patients can afford the treat-
ment. The hospitals’ operating costs are 
covered and the banks ensure that the 
investment is amortized over a foresee-
able period of time. 

The situation is somewhat different in 
developing countries and emerging 
markets. Privately-run hospitals in ur-
ban centers are only profitable when 
they focus their services on the mid-
dle class. However, treatment for a sig-
nificant proportion of poorer patients, 
as well as healthcare in rural areas, re-
quires the backing of governmental in-
stitutions. Besides helping to secure an 
enabling environment for private in-
vestment, it is particularly important 
to establish a health financing system 
which guarantees long-term coverage 
of operating costs. 

Apart from combating HIV/Aids, tuber-
culosis and malaria in the multilateral 
context, the main thrust of German de-
velopment cooperation focuses on the 

Initial situation 

The need for healthcare infrastructure 
is growing worldwide – particularly 
in developing countries and emerging 
markets. According to a recent study 
by the International Finance Corpora-
tion (IFC), spending a total investment 
of around 30 billion US dollars will be 
needed by 2016 for sub-Saharan Afri-
ca alone. In many countries a growing 
middle class is demanding substantially 
improved hospitals and healthcare serv-
ices. Also an improved general health 
situation of the poor is needed. Three 
of the eight Millennium Development 
Goals are directly related to healthcare 
and cannot be achieved without ex-
panding the healthcare infrastructure 
in developing countries and emerging 
markets. This all depends on efficiently 
run hospitals which, apart from provid-
ing direct care to patients, act as ref-
erence clinics (or reference laboratories) 
for subordinated primary healthcare fa-
cilities and provide training for a whole 
range of medical and pharmaceutical 
occupations. Hospitals also act as ma-
jor drivers for setting up and developing 
healthcare financing systems (vouchers, 
insurance policies etc.).

German industry has a vast expertise 
in all of the above areas: consultan-
cies, construction companies, suppliers 
of medical equipment, hospital opera-
tors, the pharmaceuticals industry and 
private healthcare insurers - all provide 
first-class services and products. From 

Uwe Schmidt Panel 1: Involvement of the private sector – cooperation and coordination 
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primary health sector. As mentioned 
above, there are good reasons to reem-
phasize the provision of quality-assured 
healthcare by strengthening hospitals in 
development cooperation. 

The initiative 

With its initiative “Healthcare infra-
structure in developing countries and 
emerging markets” the BDI is pursuing 
two main goals: 

A) To make an active contribution to 
improve healthcare infrastructure and 
provide healthcare as part of sustain-
able development for developing coun-
tries and emerging markets; 

B) Market access for German enterpris-
es with competence and expertise in the 
planning, construction, equipping and 
operation of hospitals and related activ-
ities in the healthcare sector. 

The BDI is working to achieve close co-
operation between the various segments 
of German industry and German Feder-
al Government1. 

German enterprises operating in vari-
ous segments along the value-added 
chain within the healthcare sector (con-
sultancies, hospital operators, suppliers 
of medical equipment), together with 
private healthcare insurers and banks, 
have excellent know-how and exten-
sive expertise in this area. However, co-
operation between the various play-
ers could be enhanced. The initiative 

creates a cross-segmental cooperation 
platform for the German healthcare in-
dustry and also functions as a contact 
point for international queries regard-
ing the whole gamut of healthcare in-
frastructure solutions and health facility 
management systems. 

In cooperation with the Federal Gov-
ernment, the initiative is working 
closely with development policy-mak-
ers, while seeking to play a supportive 
role in trade promotion and delivering 
healthcare services to emerging mar-
kets. The political aspect has gained in 
substance as a result of the Coalition 
Agreement of the Federal Government 
in 2005, closely interlinking foreign 
trade and development policy. The BDI 
is convinced that this will benefit both 
sides: Without the backing of develop-
ment cooperation, German industry ac-
tive could only provide healthcare serv-
ices for the elite in developing countries 
and emerging markets. However, with 
appropriate support from development 
cooperation, German industry can plan, 
construct, equip and operate hospitals 
that provide healthcare services also to 
poor and disadvantaged people. Such 
facilities can also serve as reference and 
training centers, even as research units, 
for the national healthcare system. 

The project aims to provide a basis for 
enterprises and development policy-
makers to identify common ground and 
to apply this knowledge through prac-
tical cooperation – initially within the 

1 The government ministries involved are the Federal Ministry for Economic Cooperation and Development 
(BMZ), the Federal Ministry of Health (BMG), the Federal Ministry of Economics and Technology (BMWi), the 
Federal Foreign Office (AA) and the Federal Ministry of Education and Research (BMBF).

framework of pilot projects (“German 
Hospitals”) in developing countries and 
emerging markets yet to be selected. 
Depending on the experience gathered 
through the pilot projects, more insti-
tutionalized development models may 
follow over the medium and long term. 

Project components 

The initiative aims to achieve its main 
objectives (market access and improved 
healthcare services in developing coun-
ties and emerging economies) through 
the following methods:

1. Analysis 

Cooperating closely with the Federal 
Government and development organi-
zations involves extensive analytic ac-
tivity which the initiative provides in 
the following areas in particular:

• Analysis of potentials arising from 
cooperation between different segments 
of German healthcare industry and in-
stitutionalized development coopera-
tion in the hospital sector with regard to 
common priorities and interests (market 
access and the alleviation of poverty / 
sustained development), in particular 
evaluating the role of the hospital as a 
driver for quality management, train-
ing, financing of healthcare services, 
as well as its reference and supervisory 
function towards subordinated health-
care facilities; 

• Analysis of the success or failure of 
phased-out German hospital projects 
in developing countries and emerging 
markets;

• Analysis of how other donors are 
approaching the issue;

• Analysis of the extent to which ex-
isting instruments and procedures of 
development cooperation, foreign trade 
promotion, healthcare and research 
policy are suitable support agents for 
cross-national cooperation for the Ger-
man healthcare industry; 

And expanding on these areas 

• Developing potentially successful 
cooperation models for the hospital sec-
tor between the German private sector 
and German, European and multilateral 
development agencies, at the same time 
taking account of additional opportuni-
ties to cooperate with the German Fed-
eral Government’s other areas of policy; 

• Formulating concrete proposals for 
developing the Federal Government’s 
(support) instruments. 

This analytic phase will be finalized 
soon. 

2. Developing a “German Hospital” 
pilot project 

In close cooperation with the German 
business sector, the Federal Govern-
ment and development cooperation in-
stitutions, the initiative is developing 
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a “German Hospital” pilot scheme that 
can be set up and operated in develop-
ing countries and emerging markets on 
a sustainable basis.

The pilot scheme must take the part-
ner country’s interests, German devel-
opment cooperation and domestic en-
terprises into equal account. The pilot 
project’s structure will be defined by 
the BMZ in accordance with the Fed-
eral Government’s existing instruments, 
as well as the criteria and procedures 
of development financing, enabling it 
to be implemented within a reasonable 
time-scale. Specific recommendations 
will be drawn up with regard to loca-
tion, the stakeholders involved and the 
functional areas of the hospital, financ-
ing and risk management. 

3. Creating a national contact point 
for requests from abroad 

The worldwide demand for products 
and services in healthcare has changed 
significantly over the last few years. To-
day, emphazis is on comprehensive sys-
tem solutions rather than individual 
medical technology products. Hospitals 
are the facilities where such system so-
lutions in concentrated form are partic-
ularly in demand. This means that hos-
pitals have evolved into focal points for 
system-oriented healthcare services. 

One aspect of the initiative is therefore 
to set up a national contact point to han-
dle international requests for complex 

German hospital solutions in a compre-
hensive and swift manner. Through the 
contact point, which acts as an interme-
diary between the German healthcare 
industry and interested international 
partners, information can be dissemi-
nated and contacts arranged, together 
with accompanying advisory services 
and political backing to ensure efficient 
and smooth transactions. As part of the 
joint effort to provide better healthcare 
services to developing countries and 
emerging markets, the envisaged con-
tact point will pay particular attention 
to this group of countries. Nevertheless, 
the contact point might also deal with 
requests from countries which do not 
fall under the umbrella of German de-
velopment cooperation. The geograph-
ical coverage as well as the range of 
services of the national contact point 
will be determined in the course of an 
approx. two year pilot phase, starting in 
October/November 2009.

4. Information and cooperation 
platform; marketing 

The initiative pools and disseminates 
information about 

• international hospital projects of 
potential interest to German enterprises 
planned by institutions in the relevant 
country as well as by German, European 
or multilateral organizations;

• areas of competence and specific in-
terests of German enterprises prepared 

to invest internationally and involved 
in the hospital sector.

In this respect, the initiative serves as a 
focal point for German businesses and 
the Federal Government as well as for 
development institutions, foreign agen-
cies and authorities interested in Ger-
man know-how and German hospi-
tal technology. As such, the initiative 
also advances the marketing of German 
technologies and management know-
how in the hospital sector.

Instead of competing against, the initi-
ative aims to work closely with existing 
structures such as information-gather-
ing facilities involved in promoting in-
ternational trade or existing corporate 
joint ventures in specific industries. 

Uwe Schmidt Panel 1: Involvement of the private sector – cooperation and coordination 
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Success story

Mapoko Mbelenge Ilondo
Senior Advisor for Global Diabetes
Novo Nordisk, Denmark 

Zambia) have visited Tanzania to learn 
from their experiences. Further requests 
have been received from various coun-
tries in Africa and Latin America. The 
lessons learned are already being used 
as a model for similar projects in other 
countries. 

Introduction

It is estimated that there are approxi-
mately 400.000 people living with dia-
betes in Tanzania1. The majority of these 
people have to, more or less, fend for 
themselves, as the government is strug-
gling to overcome the double burden of 
economic debt and the prevalent infec-
tious diseases such as HIV/Aids, malaria 
and tuberculosis. 

Strengthening the Tanzania Diabetes 
Association (TDA)

The WPP financed employees to work 
in administration and PR/awareness as 
well as provided office equipment. This 
helped the TDA expand their activities 
to cover regions outside the capital, Dar 
es Salaam.

Establishing diabetes clinics

Prior to the WPP, few diabetes care serv-
ices were available to people with diabe-
tes in Tanzania. Hence, the WPP focused 
on the establishment of a diabetes clin-
ics, starting with Muhimbili National 
Hospital in Dar es Salaam. A few weeks 
after the inauguration, the clinic was 

The extent of the health crisis facing the 
developing countries is such that no in-
stitution can solve the problem alone. 
New approaches are needed that in-
clude partnerships between the private 
sector, governments, non-governmental 
organizations (NGOs) and international 
aid and development agencies. Stake-
holders increasingly expect pharmaceu-
tical companies to play a greater role in 
solving the health crisis facing develop-
ing nations. The World Partner Project 
(WPP) is part of Novo Nordisk’s efforts 
to address diabetes healthcare in devel-
oping countries.

The WPP has collaborated on diabetes 
healthcare projects in 31 countries and 
developed models for organization of 
diabetes care, education and training of 
doctors, raising of diabetes awareness, 
patient education which can be used to 
improve the standard of healthcare for 
chronic disease care in low-middle in-
come countries.

Changing diabetes care in partner-
ship: Tanzania, a model for healthcare 
in developing countries

Tanzania has had the highest level of 
activity and diversity of any of the 
countries in the Novo Nordisk World 
Partner Project (WPP). Not only has di-
abetes care improved in the country, 
but there may be a spill-over effect into 
other countries. Delegates from sev-
eral African countries (including Erit-
rea, Kenya, the Seychelles, Uganda and 
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overwhelmed by people with diabetes. 
In order to ease the workload for doc-
tors and nurses, it was decided to open 
additional diabetes clinics in three dis-
trict hospitals in Dar es Salaam, thus 
covering most of the city with its four 
million inhabitants.

Although the diabetes clinics were es-
tablished in collaboration with the TDA, 
they all operate within existing gov-
ernment hospitals and the Ministry of 
Health has pledged to integrate the ac-
tivities into the national healthcare sys-
tem.

The clinics are equipped with medical 
and laboratory equipment, allowing 
proper follow-up of diabetes, which will 
hopefully enable early detection of di-
abetes complications and thus improve 
the quality of care.

Education and training of healthcare 
professionals

Guidelines for diagnozis and treatment 
of diabetes have been adapted from re-
gional guidelines developed by IDF Afri-
ca with a grant from the World Diabetes 
Foundation. Educational programmes 
for doctors, clinical officers and nurses 
have been developed and several train-
ing courses have been organized.

1 IDF Atlas, 3rd edition, 2006
2 Tanzania Diabetes Association, 2007

Mapoko Mbelenge Ilondo

Conclusion

The TDA was only just beginning to take 
flight in 2003 after a period of dorman-
cy. Further support for the TDA was crit-
ical when the TDA was to persuade the 
Tanzanian Ministry of Health to put di-
abetes onto the national health agenda. 
Today the TDA is very active, and over 
100.000 people living with diabetes now 
have access to affordable diabetes care 
in Tanzania2. Further more, the TDA has 
also won funding from outside of the 
WPP, and enlisted the support of other 
organizations to strengthen their work. 
The set-up in Tanzania can easily be re-
produced in other countries with similar 
conditions because it is affordable and 
sustainable.
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Success story

Klaus Brill 
Vice President Corperate Commercial 
Relations, Bayer Schering Pharma AG, 
Berlin

Although contraceptives have become 
more widely available worldwide, the 
need for contraceptives has still not been 
met. The commitment to family plan-
ning and health must also be reflected 
in the readiness to provide funding in 
national budgets, enabling reproductive 
health to become firmly established as 
an issue along with HIV/Aids, tubercu-
losis, malaria.

For Bayer Schering Pharma, contracep-
tion and family planning are a major is-
sue. Thanks to our expertise in wom-
en’s health, we have a long regarded 
the support of family planning in more 
than 130 developing countries as a fixed 
plank in our involvement in social is-
sues and public private partnerships. As 
the market leader for hormonal contra-
ceptives, we consider our particular re-
sponsibility to be involved here, and 
we have been actively supporting fam-
ily planning programmes for nearly 50 
years.

We want to use our knowledge and 
skills to help find sustainable solutions 
for these health care tasks. 

During the course of longstanding com-
mitment, we have actively participat-
ed in various programmes and are en-
deavoring to develop new methods to 
enable women in developing countries 
to achieve improved access to contra-
ceptives.

“The Millennium Development Goals, 
particularly the eradication of extreme 
poverty and hunger, cannot be achieved 
if questions of population and reproduc-
tive health are not squarely addressed. 
And that means stronger efforts to pro-
mote women’s rights, and greater in-
vestment in education and health, in-
cluding reproductive health and family 
planning,” Kofi Annan.

Did you know that...

• more than 200 million women would
 use contraceptives if they were able
 to;

• 123 million women have inadequate
 access to family planning methods;

• each year, 80 million juveniles and
 women become unintentionally preg-
 nant, whereby abortions are carried
 out on 46 million women, of which
 20 million are conducted under un-
 safe conditions;

• Each year, around 600,000 women 
 die following birth complications. 
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1. Social marketing

Bayer Schering Pharma has already 
been involved in the ‘Social Market-
ing for Change’ project, called SOMARC 
for short, since the 1980s. This project 
was developed by the USAID and is or-
ganized as follows: companies working 
within the project are prepared to offer 
a specific product in a selected develop-
ing country to a considerably reduced 
price. This therefore enables women on 
low incomes to afford the product. In 
return, the organization – in this case 
the USAID – provides support by insti-
gating market development measures 
and offering education campaigns and 
training programmes. 

2. Cooperation with non-
governmental organizations (NGOs)

Over the years, non-governmental or-
ganizations have successfully estab-
lished family planning programmes that 
have improved access to contraceptives 
and made them more widely available. 
Bayer Schering Pharma has also been 
active here in partnership with corre-
sponding NGOs. Partners with large 
networks in the field of family plan-
ning include the United Nations Popu-
lation Fund (UNFPA), the International 
Planned Parenthood Federation (IPPF), 
Population Services International (PSI) 
and Marie Stopes International (MSI). 
The NGO model is intended to reach as 
many young people women and men as 
possible through education and market-

ing campaigns so that the number of 
users of family planning methods in-
creases further. These programmes are 
funded by the public and non-pub-
lic sectors. In this cooperative model, 
the contraceptives are provided by the 
NGOs either free of charge or for an ex-
tremely low price. 

‘Lessons learned’ from both models

Both methods provide elementary cor-
nerstones in disseminating family plan-
ning methods and making them avail-
able to a greater number of women. 
However, a perquisite for the success 
and sustainability of the family plan-
ning programmes is the continued pro-
vision of funding during financial cri-
ses.

In terms of sustainability, the following 
aspects should be considered:

• The projects initiated by the various 
family planning organizations can be 
deemed to be sustainable and viable in 
the long term if long-term financing is 
secured and companies and NGOs pro-
vide a sustained basis for cooperation. 
This improves the provision of con-
traceptives (planning security for both 
partners) and facilitates market devel-
opment measures that extend beyond 
the respective project phase. In other 
words: develop strong partnerships. 

• In both models, the contraceptives are 
provided free of charge or at cost price. 
This means that most of these schemes 

are not in themselves commercially vi-
able in the long term but are dependent 
on subsidies. 

• This in turn means that it is often not 
possible to guarantee the sustainability 
of the projects since the projects mostly 
do not provide measures to guarantee 
the continued existence in the market 
on completion of the project phase. 

A new approach: ‘2nd tier marketing’

In addition to family planning pro-
grammes based on financial support, 
new approaches can help increase the 
availability of the contraceptives while 
at the same time considerably an-
choring the concept of sustainability 
in terms of ‘lessons learned’ and ‘best 
practices’. We therefore need approach-
es which, following a phase of financial 
support, are able to pay for themselves 
commercially. 

The ‘2nd tier marketing’ approach pro-
vides such as possibility for Bayer Scher-
ing Pharma: a worldwide available and 
proven oral contraceptive (Microgynon) 
is being launched on the market in de-
veloping countries and made available 
at an affordable price to women with 
low to middle incomes on a sustainable 
and permanent basis. The price is great-
er than is usual for a social marketing 
project but nevertheless significantly 
lower than the standard brands in so-
called high-price private markets, also 
known as ‘first tier’ markets. Particu-

larly middle class women in develop-
ing countries benefit from such a mar-
keting and sales model. Since this ‘2nd 
tier marketing’ model can also achieve 
100 percent commercial self-sufficiency, 
this approach is also 100 percent sus-
tainable. 

With USAID we have concluded a col-
laboration agreement as the first indus-
trial partner. This partnership in ‘2nd tier 
marketing’, which is called the ‘Bayer 
Schering Pharma Contraceptive Securi-
ty Initiative’, will enable a large number 
of women in first of all 11 African coun-
tries to access high quality reliable hor-
monal contraceptives. The pilot project 
is beginning in Ethiopia, Tanzania and 
Uganda and will then be extended to 
other countries. If this marketing and 
sales approach proves successful, we 
also have plans to extend this model to 
other products.

Conclusions 

Strong private-public partnerships make 
a valuable contribution to achieving the 
MDGs. Here the proven family planning 
programmes must receive long-term fi-
nancial support and new approach-
es, such as the Bayer Schering Pharma 
Contraceptive Security Initiative, must 
provide additional impetus.
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Success Story

Christoph Bonsmann, 
Director, action medeor International 
Healthcare gGmbH, Tönisvorst, 
Germany

with the clear focus on local or region-
al procurement as long as GMP-Quality 
(Good Manufacturing Practice) accord-
ing to World Health Organization (WHO) 
could be achieved.

In 2005 action medeor International 
Healthcare Ltd. was registered in Tanza-
nia and a warehouse was rented in Dar 
es Salaam. Before purchasing pharma-
ceuticals from the regional market all 
relevent manufacturers were audited 
and pre-qualified as vendor. Since then 
action medeor International Healthcare 
acts as a non-profit medical wholesaler 
in Tanzania. The turnover of medicines 
and medical items has increased from 
150,000 Euro in the first year to more 
than 1 million Euro in the year 2008. 
Our clients are mostly hospitals from 
faith based organizations but recently a 
growing number of international NGOs 
and governmental institutions in Tanza-
nia are ordering from us. 

The difference between action medeor 
International Healthcare and a commer-
cial wholesaler in Tanzania is that we 

• publish a price list at least twice a
 year for our customers;

• supply only to the non-commercial 
 market (private pharmacies and 
 clinics are excluded);

• keep a stock availability of >90 
 percent;

• stock niche products like injections;

action medeor International Healthcare 
Ltd. was founded in 2004. It is a subsid-
iary of the German Medical Aid Organi-
sation action medeor e.V. Both organ-
izations which are non profit making 
provide medical aid to developing coun-
tries. action medeor e.V. has always pur-
chased its pharmaceuticals from the Eu-
ropean market. But in the last 20 years 
there has been significant switch from 
this market to the Asian market i.e. In-
dia and China. action medeor e.V. had 
to decide whether to follow this gener-
al procurement trend or develop a new 
idea of providing help.

In 2003 experts from action medeor 
went to Ethiopia, Tanzania and Kenya 
to observe the East African pharmaceu-
tical market. We noticed that in these 
three countries a growing and vital 
pharmaceutical manufacturing market 
existed from poor to reasonable quality 
of production. It was further observed 
that the local drug regulatory authori-
ties (DRA) in these countries were reor-
ganized and reinforced compared to the 
past. In consequence the existing laws 
and regulations were enforced so that 
all pharmaceutical products had to be 
registered. The DRAs started too to con-
duct regular on-site audits of the phar-
maceutical production units.

After a more detailed survey was carried 
out in Tanzania the decision was taken 
by the board of action medeor e.V. to 
found a new entity with the aim to set 
up a distribution network in Tanzania 
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• keep only products which are listed
 by the Ministry of Health for the use 
 of public health facilities;

• have our own quality assurance 
 including vendor audits and random
 sample testing.

Meanwhile action medeor Internation-
al Healthcare employs nine persons in 
Dar es Salaam including one expat and 
two Tanzanian pharmacists. Each year 
we have grown between 20-40 percent 
and purchase about 60 percent from re-
gional sources i.e. Kenya, Tanzania and 
South Africa. Our engagement in Tanza-
nia covers also pharmaceutical technol-
ogy transfer. In 2008 a pharmaceutical 
laboratory at the Muhimbili Universi-
ty and Allied Sciences was renovated 
and equipped with state of the art small 
scale manufacturing equipment for tab-
lets and capsules. This laboratory ena-
bles the university to adequately edu-
cate and train pharmaceutical students. 
Further the lab is a platform for training 
courses for pharmaceutical experts in 
East Africa. This project was co-financed 
by Deutsche Gesellschaft für Technische 
Zusammenarbeit (GTZ) GmbH.

Beside the success of our entity in Tan-
zania one has to realize the limitations 
as well. The international financial 
crisis hit Tanzania hard. The Tanza-
nian currency depreciated significant-
ly in the last quarter of 2008. Within 
six weeks the Tanzanian shilling lost 19 
percent against the Euro – for a coun-

try with major debts in Euro a devastat-
ing situation. But also our young entity 
was hit hard as we do have most of our 
liabilities in Euro. As a consequence we 
had to declare a loss for the financial 
year 2008. Another limitation is that it 
is difficult to get well trained staff in 
Tanzania. We will need an expat for at 
least another five years until we have 
trained Tanzanian technical and admin-
istrative staff.

action medeor International Healthcare 
has been trying to set up a sustainable 
organization in Tanzania complement-
ing the existing health structures. Care 
has been taken not to counteract ex-
isting policies and local organizations. 
From our point of view political and 
economical stability is the main guaran-
tor for further development in a low-in-
come country. The mix of philanthrop-
ic objectives and a non-profit mentality 
while using commercial tools could be 
our role model for future endeavors in 
other developing countries. 
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Input
Global Health Partnership’s 
impact on national health 
strategies. How to achieve 
and ensure sustainability?

Betty Nakazzi Kyaddondo
Head, Family Health Department
Population Secretariat, Ministry of 
Finance, Planning and Economic 
Development, Uganda

I am delighted and honored to be shar-
ing experiences from one of the poorest 
countries; that is Uganda. We are two 
people from the developing world in the 
meeting and I am the only one repre-
senting a “black” country. So, I am very 
delighted at the opportunity that I have 
been given. 

Slide 1 Donor Projects and GHPs

My presentation will highlight global 
health partnerships (GHPs) with private 
sector in Uganda. I will start off by shar-
ing what are some of the global health 
initiatives. I will refer to them “donor 
projects”, because that is the most com-
mon word used in my country. They 

stretch from the United Nations support-
ed (UNICEF, UNFPA, WHO, UNAids etc), 
USAID, Japanese Government, Dan-
ish International Development Agency 
(DANIDA); GTZ, SIDA, CIDA, etc. Many 
different developed countries are also 
putting in money to improve the health 
systems.

Health system reforms

Addressing health in poor resource 
countries requires financial flows and 
technological support beyond the cur-
rent public funding levels and there-
fore, foreign AID is crucial. For Ugan-
da’s health system to become more 

Slide 1 Donor Projects and GHPs
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efficient, reforms in coordination and 
management of donor aid and resourc-
es have been essential. Several reforms 
have been made within the Health Min-
istry, for example, partnership prin-
cipals were discussed and sector wide 
approaches (SWAps) developed, Public- 
Private Partnerships (PPPs) and decen-
tralization which led to abolish of user 
fees were also part of the reforms. The 
combination of all these different re-
forms has led to a dramatic increase in 
health outputs, in particular harmoniza-
tion of the work of the different stake-
holders in the health sector. 

There has been a general increase in 
the support that we are getting over 
the years from 1990 to date. As seen 
in the figure below, there was general 
improvement in the global funds until 
we realized a drop between 2001-2002. 
This was mainly because of the partial 

interruption in the release of HIV funds 
to the country as a result of Uganda 
failing to manage the Global Funds to 
Fight Malaria, HIV/Aids, and Tubercu-
losis. Once the ban was lifted, there has 
been an increase over the years. 
 
Who are the key actors in the health 
sector? 

There is a public sector and a private not 
for-profit sector; mainly facility based 
and non-facility based institutions. Then 
we have private health providers and 
traditional and complimentary medi-
cine practitioners. There are challenges 
in tracking the private health providers 
and complimentary practitioners. The 
private not-for-profit organizations are 
easier to track because they are regis-
tered and tap on government funding in 
the service.

Public Private Partnerships and 
Global Health Partnerships (GHPs)

The PPP in Uganda dates back to 1956, 
and was mainly generated by faith-
based organizations (FBOs) such as the 
Uganda Catholic Medical Bureau to-
gether with the Uganda Protestant Med-
ical Bureau. Between 1996 and 1999, 
these FBOs had a series of discussions 
with the government and both parties 
agreed 1) to work as non-competitive 
partners in a complementary way to 
serve the people of Uganda without dis-
crimination, ethnicity, religion, gender 
and social economic status; 2) address 
the same goals and objectives of pro-
viding quality affordable services to the 
poor in alignment with the government 
structures.

PPP and GHPs

PPP is a pillar of the health sector plan 
and it is very well established. GHPs 
have stimulated the emergence of a 
plethora of a mixed bag of private civil 
society organizations (CSOs) and non-
governmental organizations (NGOs). 
This has been easily facilitated in the 
era of HIV/ Aids mainly. The participa-
tion of civil society in health systems 
depends heavily on the level of maturi-
ty and on the capacity and the strength 
of a civil society to address to health 
issues. But, what we are seeing is that 
management of the civil society or the 
private sector poses many challenges, 
because of potential to undermine har-

monization and partnership outlined in 
the Paris Declaration, but also the policy 
of our government. 

Why are we interested in PPP? 

1. The FBOs through the PPP contribute 
30 to 70 percent of health care system 
strengthening in sub-Saharan Africa. In 
Uganda, in particular, 40 percent of the 
hospitals are private and are manned by 
faith based organizations; 25 percent of 
lower level facilities are being catered 
for by the private or faith based organi-
zations; 75 percent of training institu-
tions are under the care of FBOs. The 
health sector, therefore, gets a lot of 
support from the private sector. 

2. The private not for-profit organiza-
tions (PNFPs) are more accepted by the 
people, because they have a religious 
connotation. That means people believe 
they are providing services with one 
heart and thus demand for the services.

3. The FBOs better reach the grassroots, 
because they are rural based. 

4. The private institutions are impor-
tant partners in determining national 
priorities and also ensuring efficiency 
of funding, because they are CSOs and 
they question government: why are the 
things taking the trends they are? 

5. The private sector are also an effec-
tive channel for funding to the poor, be-
cause they are based in the rural areas. 
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6. They respond easily to new needs 
where government bureaucracy may 
take time, especially when it comes to 
policy issues within the government, is-
sues of management; when the govern-
ment is a bit relaxed the private sector 
quickly takes on responsibility. 

7. They also have a high-level of resil-
ience in conflict situations. An exam-
ple: in Northern Uganda, the Lords Re-
sistance Army and government have 
been fighting in a war and the commu-
nities blame the government for all the 
atrocities suffered. Government found 
it hard offering services, yet the private 
institutions were able to serve the suf-
fering communities.

8. They also provide credible health and 
HIV/Aids services. There is a lot of value 
for money from the private sector. 

9. They are also important in limiting 
pervasive powers over State, where the 
State seems to be resistant; the private 
sector will come in more hands. 

Challenges at the national level

Despite all the good things that the pri-
vate sector is able to do at different lev-
els, there are also exist challenges that 
come with the provision of health serv-
ices with the private sector at the na-
tional level. 

First, international frameworks, espe-
cially the Paris Declaration, are silent 
on the roles of the private sector. How-

ever, some frameworks bring the CSOs 
clear on this. 

Second, there is limited participation of 
the private sector in dialogue around 
sector budgets making it ineffective in 
guiding allocative priorities. Private-
sector parties are not given room to dis-
cuss their needs. This is discussed more 
with bi-lateral and multinational or-
ganizations, and with the ministries. 
The private sector is locked out. 

Third, civil society is forced to seek most 
of the funding from government, and 
less directly from the Global Health Ini-
tiative since most of the global funding 
comes into the general budget support. 
Because of this, there is limited creativ-
ity of the private sector. It becomes dif-
ficult for the private companies to un-
dertake their advocacy role, especially 
in ensuring and delivering proper ac-
countability to the constituents because 
they don’t know how much money is 
coming to the health sector. Then, there 
are also difficulties in holding the gov-
ernment accountable, not to the donors 
but to the citizenry, because the pri-
vate sector does not know how much is 
coming in and what it is meant for. This 
leads to abuse and miss-management of 
donor aid.

Fourth are challenges in duplicating. 
The entire plan is duplicated, because 
different projects are doing fragmented
work yet there is know one holding them 
accountable, Who do they account to?

Fifth, Global health funds have a po-
tential to displace the government of 
Uganda’s budget funds. This is a major 
obstacle in Uganda where through the 
SWAp all the money has to come to one 
common basket and then it is distrib-
uted (Budget support). Funds that are 
meant for HIV in Uganda or funds that 
are coming from the GHPs in Uganda 
are so big, that if it goes into one basket 
and then the health sector gets a loca-
tion, then government is going to put 
in less to address the entire health sec-
tor due to the budget ceilings per sector. 
This displaces part of the money that 
the government would be giving to the 
health sector.

There are also issues of credibility and 
unpredictability of the support to the 
private sector in Uganda. Most of the 
support is short lived with many con-
cerns on sustainability. Then, we keep 
asking ourselves, “How long will this 
money be available for the project?” 
These are the issues and the questions 
that David de Ferranti has already put 
to us. If it comes to an example of 
contraceptives or the family planning 
services, how much is going to be dis-
bursed? All of these are concerns.

At the institutional level

At the institutional level, direct fund-
ing from the Global Health Partnerships 
to the private sector has markedly de-
creased in the past seven years. This is 
attributed to basket funding require-

ments. Then, there are resources from 
developed governments that also are 
channeled directly to the government of 
developing countries, leaving southern 
CSOs less able to access funding from 
the northern CSOs; thus a scale down of 
services or turn to user fees, ultimately 
affecting the poor. Then, the large in-
ternational NGOs are also pooling funds 
into the common (but not government) 
basket funding for the country. 

Direct donor funding is largely consti-
tuted by disease-specific projects (PEP-
FAR, GFATM). If we look at HIV, the 
Global Fund limits the flexibility and re-
sponsiveness of CSOs, because they are 
working in the entire health sector. They 
are not only addressing HIV issues, TB, 
or malaria. There is competition in the 
bidding processes, which limits access to 
funding as many local and remote CSOs 
lack capacity in proposal writing and in-
formation management. Therefore chal-
lenges in accessing global funds. There 
is also an issue of corruption, because of 
failure to account for the resources that 
we are receiving. 

How can we improve PPPs through 
the GHPs?

I suppose we need to do more work. 
The government has to remain strong in 
providing leadership, but also in ensur-
ing equity. Accountability issues need to 
be addressed effectively, and the private 
sector has a role to play. GHP agendas 
and principals should recognize the roles 
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of the private sector and go beyond.de 
advocacy, information sharing and mu-
tual learning and communication. 

If I also borrow an example that David 
de Ferranti used, we have to ask for the 
impact, we are only looking at the mon-
ey that we are getting from the GHPs. 
But what is the impact of this money on 
the health of the nation? We also need 
to continue joint planning and setting 
of priorities. Let us not leave it to GHPs 
to give us money in their own interests. 
We also need to embrace more inno-
vative and proactive funding solutions 
that foster sustainability on both sides: 
sustainability for the global health part-
nerships to continue, but also sustain-
ability in the countries to provide bet-
ter health care for its people. Finally, 
the need to devise ways to increase the 
health sector spending from our own 
country resources.

Global Funds should also be provided 
in a more efficient and flexible mode, 
depending on the country’s capaci-
ty, systems, and structures to help our 
countries to build these systems. An ex-
ample is the Global Fund to Fight Aids, 
TB and Malaria (GFATM): it is using ex-
isting structures, for example, Country 
Coordinating Mechanisms (CCMs), and 
existing channels of disbursing funds 
are clear. We have also innovative glo-
bal health initiatives in Uganda, which 
could support the importation of essen-
tial commodities to get around ceiling 
restrictions. 
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Input
Global Health Partnership’s 
impact on national health 
strategies. How to achieve 
and ensure sustainability?

Tatul Hakobyan
Deputy Minister of Health
Government of Armenia
Board Member GAVI Alliance
Armenia 

This input provides a quick overview of 
Armenia’s health sector and the Global 
Health Partnerships (GHPs) supporting 
Armenia, focusing on Global Alliance 
for Vaccines and Immunisation (GAVI) 
as an example. It then summarizes from 
my perspective as a Government recipi-
ent and a GHP Board member, the ad-
vantages of GHPs, but also some of the 
challenges which we are aiming to ad-
dress. Finally, I will speak about ways 
to ensure the sustainability of GHP in-
vestments and provide an outlook into 
the future.

Background on Armenia

Armenia is a small country with about 
three million inhabitants bordering on 
Turkey, Georgia, Azerbaijan and Iran. 
The annual gross national income is at 
US$ 1470 per capita. Annual spending 
on health per capita is at US$ 29 per 
annum 

The key objective of the Health Care 
system is to ensure sustainable, acces-
sible and good quality health care serv-
ices for the entire population. Armenia 
has developed strategic and operation-
al plans in a number of different sec-
tors, such as reproductive health, mater-
nal and child health, and primary health 
care but there is not yet one overarch-
ing, strategic framework which sets ob-
jectives to guide future work on health, 
and puts in place the effective instru-
ments and actions to achieve them1. 

GHPs have played an important role in 
funding health programmes in Arme-
nia. Currently, the country receives fi-
nancial support from GAVI and the Glo-
bal Fund to Fight Aids, Tuberculosis 
and Malaria (GFATM) to improve health 
care services and ultimately health in-
dicators. Since 2000, the GAVI Alliance 
has provided assistance to improve im-
munization services and increase cover-
age. GFATM funding complements the 
national TB programme, blood safety 
services and Aids control and preven-
tion services.

GAVI funded programmes in Armenia.
Armenia is one of the GAVI eligible 
countries of the EURO region. It start-
ed to receive GAVI support in 2000. 
All parties involved in immunization 
(such as EPI, WHO VPI coordinator, 
relevant specialists from Ministry of 
Health (MoH) and State Hygiene and 
Antiepidemic Inspectorate ) are active-
ly engaged into both proposal prep-
aration process, and the programme 
implementation process. The whole 
process is overseen by the Ministry of 
Health, and the financial part is over-
seen by the Ministry of Finance. 

Approved GAVI funding for Arme-
nia between 2000 and 2009 totals US$ 
768,635. More than half of this addi-
tional money is dedicated to rolling out 
new and underused vaccines, most no-
tably Hep B vaccine and, more recently, 
the introduction of pentavalent vaccine 
(DTP3, Hep, Hib). In addition, funding 
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has been committed for increasing im-
munisation safety, general strengthen-
ing of immunization services and health 
systems strengthening.

Some results enabled by GAVI’s 
catalytic financing

With the additional finance from GAVI, 
Armenia has been able to:

• Introduce the HepB vaccine and 
vaccinate 265,371 additional children 
against HepB between 2000 and 2009.

• Introduce the pentavelant (combin-
ing DTP3, HepB and Hib) vaccine in 
2009. This was a great opportunity for 
our country, as without GAVI support 
the vaccine would not be affordable for 
Armenia right now, because of the high) 
cost of the vaccine in the market.

• Introduce safe injection tools and 
practices in 2002 (achieved 100 percent 
use of AD syringes, and 100 percent 
availability of safety boxes), with fi-
nancing taken over by Armenia in 2006 
ensuring sustainability. 
• Develop new policies, better surveil-
lance and training and improve the cold 
chain.

Aligning and coordinating GHP 
funding with country priorities

The objective of different programmes 
supported by GHPs in our country is to 
ensure, that their activities fit well into 
the overarching national strategies. 

The process of coordination starts with 
the proposal preparation process. The 
Working Group preparing the proposal 
usually includes not only officials from 
the Ministry of Health, but also repre-
sentatives of technical partners (WHO), 
and NGOs working in the health care 
sphere. If the proposal is to target one 
disease, the WG usually includes lead-
ing specialists from that sphere, who 
ensure, that the implementation plan 
is well integrated to reduce the burden. 
During the preparation process, the rep-
resentatives of each organization ensure 
that the activities included in propos-
al are not duplicating the activities al-
ready carried out by their organization. 
Each proposal is reviewed by the spe-
cialists of MoH and the Ministry of Fi-
nance to ensure they are in line with 
existing strategies and planning. 

Once approved programme implemen-
tation is overseen by a coordination 
committee formed by representatives of 
all interested parties.

Advantages of GHPs

GHPs offer significant additional finan-
cial support to countries like Armenia. 
This support is usually very flexible and, 
most importantly, it is country-driven. 
Countries write the proposals for fund-
ing focusing on their actual needs and 
their country circumstances. Moreover, 
the proposal preparation process itself is 
a very helpful exercise for the organiza-
tions working in the health care sphere, 

as during the process these organiza-
tions are collaborating closely, and 
their activities in the field become clear, 
visible and transparent for other organ-
izations. This process brings together 
organizations, which – under usual cir-
cumstances – hardly would cooperate 
at country level, if there were no such 
opportunities. This helps to identify op-
portunities for synergies, to coordinate 
activities and to avoid duplication of 
effort. Also, the process gives an oppor-
tunity to draw out lessons about best 
practice, and support the development 
of common principles of engagement.

Challenges of GHPs

A key challenge in preparing propos-
als for different GHPs is that countries 
are sometimes burdened with paral-
lel reporting systems. GHPs use differ-
ent reporting forms/systems to oversee 
programme implementation, which re-
quires significant human and time re-
sources. It would be good, if different 
GHPs could harmonize their report-
ing procedures at country level, so that 
transaction costs are reduced for coun-
tries. The same applies for grant pro-
posal applications.
Also, it would be very helpful if GHPs 
and other donors could provide clear 
dates for the financial flows or issuing 
trenches. Armenia and other countries, 
have at times faced difficulties caused 
by the delay of financial transfers 
which impacts the timely implementa-
tion of programmes. 

Financial sustainability of GHP 
investments

Immunization and maternal and child 
health more broadly remain a priority 
among Armenia’s country health care 
objectives. Over the past years, the Gov-
ernment has consistently increased the 
Health Budget by 20 percent per annum, 
which allowed important investments. 
This year, despite the financial crisis, the 
budget remained stable. 

Co-financing schemes employed by 
GHPs are very helpful for country plan-
ning and to ensure sustainability of pro-
grammes. With these schemes, countries 
can make projections for future finan-
cial needs, and be prepared to take the 
financing responsibility once the sup-
port provided by ends.

Two examples are worth mentioning: 
Up to 2007, GAVI provided the entire 
amount of needed doses of the HepB 
vaccine to Armenia. In 2007, the Gov-
ernment bought 10 percent of the need-
ed doses, and 90 percent was provided 
by the Alliance. In 2008 government co-
financing increased to 40 percent, with 
the GAVI Alliance providing 60 per-
cent. In 2009, the all required doses of 
the HepB vaccine was purchased by the 
Government. The country thus gradual-
ly shifted to the Government financing 
for HepB vaccine, which made the proc-
ess smooth and ensured the sustainabil-
ity of the delivery of the vaccination. 

Tatul Hakobyan Panel 1: Involvement of the private sector – cooperation and coordination 



92 93

In 2009 Armenia introduced the Pentav-
alent vaccine (vaccinations just started). 
From the required total 81,600 doses, 
the Government pays for 6800 doses 
(about US$ 0.30 per dose per the co-fi-
nancing policy), and the GAVI Alliance 
provides 74,800 doses. The co-financ-
ing share will increase by 15 percent 
annually. This gradual increase helps 
the country to plan financially for fu-
ture years. The country is prepared in 
advance, that year by year the co-fi-
nancing share will increase, and plans 
the budget accordingly. Gradually, the 
financing burden shifts from the Alli-
ance to the country. 

Conclusions

Working with GHPs is not without chal-
lenges. However, their model and fi-
nancing power present important 
opportunities for countries to take ad-
vantage of. Beyond mobilize urgently 
needed funding targeted to countries’ 
needs, GHPs ensure a broad participa-
tion of stakeholders, and offer the op-
portunity to catalyze joint action and 
innovation and share lessons learned. I 
see my role as a GAVI Board member as 
ensuring that GHPs further harmonize 
and align their operations with each 
other and with country programmes. 
This will help us continue the develop-
ment in the right direction.

We live in a time when operating alone 
is no more effective and where concert-
ed action of all key players in partner-

ship around key public health issues is 
critical. As resources are limited, we also 
need to ensure that aid is shared with 
those who need it most and who use it 
to produce health results. Global Health 
Partnerships, with their focus perform-
ance, country ownership and involve-
ment of a all necessary stakeholders, in 
this context represent a great opportu-
nity for most of countries to attain sus-
tainable health outcomes.

1 The current national documents which set priorities 
and define strategies in health care are the following: 
the Strategy for Maternal and Child Health (MCH) (2003-
2015), the Poverty Reduction Strategy Paper (2003-2015), 
National Immunization Programme (2006-2010) as well 
as the Medium Term Expenditures Framework (MTEF) 
(2007-2009) and the cMYP, which was adopted in 2008, 
and covers all the relevant fields of health care.
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Input
GHPs impact on national 
health strategies. How can 
sustainability be achieved 
and ensured?

Geoff Adlide
Director Advocacy and Public Policy
GAVI Alliance Secretariat, Geneva 

The GAVI Alliance was created to ad-
dress a fundamental inequity; that chil-
dren in low income countries do not 
have access to cost- effective, life- sav-
ing vaccines easily available to children 
in higher income countries. GAVI brings 
together developing and donor country 
governments, UN agencies and civil so-
ciety together with vaccine manufactur-
ers, academics and independent experts, 
fusing the resources and skills of both 
public and private sectors to lower pric-
es and improve access to vaccines for 
the poor.

A principle of GAVI’s work is to support 
activities that over time become finan-
cially sustainable. GAVI’s efforts towards 
sustainability are reflected in its busi-
ness model, policies and programmes, 
some of which are outlined below:

• As a global financing instrument 
for new vaccines, GAVI’s added value 
lies in its ability and potential to cre-
ate and impact the vaccine markets. By 
pooling vaccine demand of 72 of the 
poorest countries to procure vaccines 
in bulk volumes, prices are significant-
ly reduced thanks to economies of scale. 
In this global arrangement, the vaccine 
industry gains access to a huge market 
that is otherwise not considered viable 
due to the lack of purchasing power of 
governments in poor countries. In re-
turn for this access, manufactures have 
offered GAVI significantly lower prices 
in a so-called multi-tiered pricing sys-
tem, where buyers in the industrialized 

world pay a higher price for the same 
product that GAVI buys at a lower price. 
The launch of GAVI as a global buyer of 
vaccines for poor countries has changed 
the vaccine business considerably. Many 
new manufacturers, particularly those 
from emerging economies, have entered 
since to serve this new market, and the 
resulting competition has caused fur-
ther drops in vaccine prices. Increasing-
ly these new manufacturers come from 
emerging market countries. GAVI now 
buys more than 40 percent of its vac-
cines from manufacturers in countries 
like India and Brazil. 

• A unique financing instrument pi-
loted by GAVI, which will further con-
tribute to a more equitable and more 
sustainable vaccine market for the poor, 
is the Advance Market Commitment 
(AMC). An AMC creates incentives for 
the vaccine industry to develop those 
products that are needed specifical-
ly in the developing world and to pro-
vide them at an affordable price to help 
countries achieve vaccine sustainabili-
ty. A pilot AMC for pneumococcal vac-
cines has been launched this year and is 
supported by US$ 1.5 billion in funding 
from six donors. 

• A crucial element of GAVI’s opera-
tions intended to encourage financial 
sustainability is the unique GAVI co-
financing policy. This policy requires 
GAVI-eligible countries to co-finance a 
portion of the vaccines they apply for, 
which encourages country ownership 
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and evidence-based decision making, 
while helping countries work towards 
sustainability after GAVI’s support ends. 
Countries are divided into groups ac-
cording to their expected ability to pay. 
Those in the least poor group are ex-
pected to co-finance an increasing por-
tion of the required vaccines each year, 
while the poorest countries are asked to 
contribute only a small fixed amount. 
For the first time this year, not a single 
GAVI-eligible country is defaulting on 
its co-financing requirements, demon-
strating countries’ extraordinary com-
mitment for immunization and making 
them true partners in the GAVI Alliance. 
Importantly, several countries co-fi-
nanced an amount significantly higher 
than the GAVI minimum. African coun-
tries recently provided GAVI with very 
positive feedback stating that the co-fi-
nancing policy helped facilitate the de-
cision making process of introducing 
new vaccines, increase ownership of the 
process and budgets for vaccines, and 
raise awareness of immunization in the 
health sector. 
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Do partnerships impact positively or 
negatively on countries’ health sys-
tems, and if they do how do we know? 
What is the role of the private sector in 
strengthening health systems in low-in-
come countries? Indeed, what consti-
tutes the ‘private’ sector in this context? 
What are we to make of private partners 
in public-private partnerships: what are 
their roles and responsibilities, and how 
might they contribute to making part-
nerships work better? These are diffi-
cult questions, and there are no easy 
answers. 

Fortunately, where once there was an 
intractable ideological divide between 
proponents of ‘the public’ and propo-
nents of ‘the private’ – making debate 
and dialogue between the two camps all 
but impossible – now there is open space 
and open minds for constructive rather 
than adversarial discourse. This confer-
ence is one example of this open space 
and, hopefully, open minds. 

The emergence of global health pub-
lic-private partnerships is one radical 
output from this shift in understand-
ing; something tangible occupying the 
grey area between public and private 
spheres where magic happens. What do 
we know about these partnerships? 

To begin with, they are few in number; 
certainly not the 100+ so often cited 
in the literature. In fact, if by global 
health public-private partnerships we 
mean partnerships where both public 

and private sector representatives have 
a meaningful voice on their Board of 
Directors (i.e. where the real decision-
making takes place) then we barely get 
into double figures. That means that 
they are rare: rare, but special.

GHPs are special for three fundamental 
reasons. First they are a forum for the 
exchange of ideas and values – a place 
where the World Bank and the World 
Health Organization (WHO); where 
McKinsey and Bill and Mellinda Gates 
Foundation; where NGOs such as Me-
decins sans Frontieres and Rockefeller 
can get together regularly and talk to 
one another. This forum simply didn’t 
exist ten or twenty years ago. 

Second, they re-define public and pri-
vate sector actors as partners with clear-
ly defined roles, responsibilities, and 
expectations about appropriate behav-
ior. Transgressors lose credibility as bad 
partners; good partners earn respect and 
praise. Crucially, partners learn from 
one another, and by increments their 
identities are re-shaped: from public or 
private to public-private partners. 

Third, they function as an accountabil-
ity mechanism. Being a partner mat-
ters because commitments made are 
made transparently, documented, up-
loaded to the partnership’s website and 
thus available for scrutiny by the glo-
bal health community. The Global Fund 
to Fight Aids, Tuberculosis and Malaria 
and GAVI have championed this global 
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public-private good and more recent 
partnerships, such as the Internation-
al Health Partnership, are following in 
their footsteps. If the public and private 
sectors want to hold each other to ac-
count, then global health public-private 
partnerships are one way that they can 
do this in the health sector. 

With these essential functions of part-
nerships in mind, it is clear that what 
partnerships are matters as much as 
what they do. Language evolves quick-
er than a teenager’s wardrobe, and in 
recent years we have witnessed a drift 
in terminology from ‘global health pub-
lic-private partnership’ to ‘global health 
partnership’ and, most recently, to ‘glo-
bal health initiatives’. With each subtle 
shift in terminology, the danger is that 
the quintessential public-privateness 
of partnership is lost: open space and 
minds to share different values; a learn-
ing environment for public and private 
sectors; and accountability and trans-
parency. 

The term global health initiative (GHI), 
for example, is not the same as global 
health partnership. The Global Fund, 
bilateral actors such as the President’s 
Emergency Plan for Aids Relief (PEP-
FAR), and international economic or-
ganizations such as the World Bank are 
frequently lumped together primarily 
on account of their wallets: these three 
actors account for almost two-thirds 
of external funding for HIV/Aids con-
trol in low-income countries. Whilst it 

makes sense, and is clearly important, 
to analyse and synthesize the impact 
of GHIs on health systems, as a unit of 
analysis there is little else that the indi-
vidual initiatives have in common.

Putting terminology to one side, what 
else do we know about global health 
partnerships? Data provided by re-
searchers within the Global Health Ini-
tiatives Network (www.ghinet.org) show 
rapid scale-up in HIV/Aids service de-
livery, greater stakeholder participation, 
and channeling of funds to non-govern-
mental stakeholders, mainly NGOs and 
faith-based bodies. From weak begin-
nings, these partnerships and initiatives 
have improved alignment and participa-
tion in annual planning activities, and 
harmonized their actions with one an-
other through participation in national 
coordination structures.

Not surprisingly, there is still room for 
improvement. Different fiscal years, 
and different and unpredictable dis-
bursement mechanisms of each initia-
tive have made it difficult for countries 
to draw down funds and integrate these 
resources into coordinated national 
plans. Stringent financial management 
requirements have also led to duplica-
tion and poor alignment with country 
systems, although there are signs of im-
provement. 

Fundamentally, of course, what we 
know about the effects of global health 
partnerships and initiatives is dependent 

on good data at country level. Strength-
ening health monitoring and informa-
tion systems (HMIS) lies at the core of 
better health outcomes. Regrettably, 
poorly aligned monitoring and evalua-
tion systems are a continuing weakness 
of partnerships and initiatives, as two 
recent evaluations – one on the Glo-
bal Fund and one on the World Bank – 
have highlighted. Strengthening HMIS 
should be a priority for both the pub-
lic and private sectors: if we don’t have 
good quality baseline data, how can we 
measure progress towards the funda-
mental goals for good health?

Public and private sectors have a role to 
play in ensuring good health: this is a 
truism. Each sector has different values. 
Indeed, perhaps it makes more sense to 
talk of public and private values rath-
er than public and private sectors? The 
revolving door from public to private 
sector employment means that a senior 
public health specialist working for the 
WHO on Tuesday may be working for 
a soft drinks manufacturer on Wednes-
day, and vice versa. What is important 
is that there are forums where these val-
ues are allowed to breathe, are shared, 
and evolve. In a world of increasing-
ly complex global health architecture, 
hopefully GHPPPs will continue to per-
form this important function. 
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When I prepared for this session, I un-
derstood my task to be to speak about 
how the Global Fund works with the 
private sector and to reflect systemat-
ically about the opportunities, the ex-
perience and the results to-date and to 
look a little bit into the future. 

By way of introduction let me say that 
the Global Fund is a unique partnership 
in which the private sector has been in-
cluded by design and from the very start. 
For example, the private sector has an 
important governance role in the form 
of a seat on the Board, which is reflec-
tive of the true spirit and intent of part-
nership. The last Chair of the Board was 
Rajat Gupta, a prominent member of the 
private sector. As most of you know, the 
kind of dynamic you get when you have 
these kinds of groupings around the ta-
bles as equal partners with the same 
voting rights and the same abilities to 
change the course of an event or poli-
cy is really phenomenal. In addition to 
the role in governance, there are several 
areas in which the private sector sup-
ports the mission and the work of the 
Global Fund:

• Advocacy, marketing campaigns and
  financial contributions 
• Pro bono services and core competen-
 cies 
• In-country co-investments and other
 operational contributions 

In terms of advocacy for global health, 
there are the big picture issues: where 

are we on the Millennium Development 
Goals (MDGs); keeping the global health 
on the international agenda, which is 
also a challenge itself and not to be 
underestimated. There are a lot of dif-
ferent groupings, like the Global Busi-
ness Coalition (GBC), which play in this 
area of global advocacy in a very help-
ful way just like Civil Society Organiza-
tions (CSOs). 

In terms of pro-bono services, expe-
rience exists in the area of non-phar-
maceutical products because in-kind 
donations of such products are not en-
visioned at the moment. At the Global 
Fund board there have been discussions 
how to treat this quite difficult subject. 
It is obviously a critical area for a GHP. 
So far the policy has been to accept or 
to welcome in-kind services but not do-
nations of pharmaceutical products. The 
pro bono services are really all about 
bringing to bear the core competences 
of business to public-private venture, 
to learn from business and business 
efficiencies only available in the pri-
vate sector. I think efficiency gains and 
learning from business how business is 
conducted and apply that to public fi-
nance has been very beneficial for the 
Global Fund. In fact, our performance-
based funding model and the independ-
ent verification by private companies of 
the results reported is part of the new 
approach in development finance. This 
is also something that has matured and 
benefitted from the merging of cultures 
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between public finance and the experi-
ence of the private sector. 

Slide 1 Cause related Marketing and the Appeal of 
the Global Fund Cause, see page 107

Of course, the issue of the potential of 
the private sector to participate also fi-
nancially in the work of the Global Fund 
is also very important. Let me mention 
the biggest success in this area, the con-
sumer marketing initiative called RED. 
RED is a global initiative, whose objec-
tive is to engage the private consum-
ers in the fight against Aids in Africa 
by channelling funds from the sale of 
specifically branded and marketed RED 
products directly to the Global Fund. 
RED is an initiative created by Bono (U2, 
singer and activist) and Bobby Shriver 
(Chairman of One) has been designed 
to deliver a sustainable flow of private 
sector generated funding to the Global 
Fund. Companies whose products take 
on the RED mark contribute a portion 
of profits from the sales of that prod-
uct to the Global Fund to finance Aids 
programmes in Africa. Current partners 
just to name a few are: Apple, American 
Express, Converse, Gap and Giorgio Ar-
mani. We have had wonderful reward-
ing experiences with a special edition 
of iPod models and iTunes Gift Cards; 
Apple gives a portion of the purchase 
price to the Global Fund in Africa. 

RED has raised about US$130 million to 
the Global Fund so far. The main prop-
osition for the private sector is either 
a pick up in sales or customer or em-

ployee loyality. The entire Product RED 
business line is based on the proposition 
that there can be a new revenue stream 
from specifically branded socially re-
sponsible products. This explains why 
for companies it pays to engage with 
RED and even pay a licensing fee for the 
use of the brand. But I think RED has 
still more potential and if you consider 
the total picture of consumer goods and 
even totally different areas such as fi-
nancial products. 

It is, obviously, the right time to think 
about concrete partnerships with the fi-
nancial services industry because this 
industry is open to new impetus and is 
looking for a lot of things. Among oth-
er things, something that interests us 
is, of course, how to bring them closer 
into the philanthropic area. We are just 
in the middle of launching a number of 
innovative investment products aimed 
at institutional investors. We essentially 
follow the lessons from RED and con-
sider how to apply and translate the for-
profit model with a social return to the 
financial services industry. 

Slide 2 Market Behavior: Ceiling Prices, 
see page 107

The whole area of markets, market im-
perfections, consumer behavior and 
prices, price ceilings, differential pric-
ing and the production of goods relat-
ed to health and health systems. This is 
a complex area but nevertheless a crit-
ical area for better collaboration with 
manufacturers, distributors and the pri-

vate sectors. Let me mention one small 
example of how we at the Global Fund 
made small steps in this area. Some time 
ago, we reserved a certain amount of 
money in an escrow account and said, 
“This money is for a certain product” in 
order to demonstrate to manufacturers 
that they should scale up the produc-
tion of this particular product and have 
better predictability in their costs of 
production. There are several other im-
portant actors involved in markets and 
prices. The Clinton Foundation for ex-
ample or the airline solidarity funded 
organization called UNITAID. UNITAID 
receives about 300 million Euros from 
the airline solidarity levy every year. 
There are about 20 other countries that 
participate. There are new levies that are 
going to be proposed or are on the ta-
ble, this also involved the private sector 
such as the currently transaction levy or 
also know as financial transaction tax.

Slide 3 philanthropy to International Affairs (1987-
2007) see page 108

Areas such as technology, knowledge, 
communication and information sys-
tems are still in the early stages of ex-
perience. There is a lot of room for 
improvement in applying all the know-
how available in the private sector to 
grant management but important ele-
ments to build on already exist within 
the Global Fund business model. 

Local Fund Agents

The Global Fund does not have a coun-
try-level presence outside of the Sec-
retariat located in Geneva. Instead, the 
Fund through an open bidding process 
hires Local Fund Agents (LFAs) to over-
see and verify local reports on grant 
performance and results. The LFAs are 
specialised accounting firms that verify 
the success and the progression of the 
grants and the financial data of grants. 
So there is a very direct relationship be-
tween the Global Fund and the private 
sector as part of the business model. 

Slide 4 Financial Products, see page 108

Slide 5 US. Philantropy vs. US. Foreign Aid,
see page 109

Here I listed some means of engage-
ment with the GHPs. The private sec-
tor is working with us in the field of 
philanthropy as well. I just want to 
show you that there is a much bigger 
world out there then I think we often 
acknowledge. Let us consider that US 
philanthropy in the year 2006 exceed-
ed total US foreign aid. So there is po-
tential but also a challenge or coordina-
tion, harmonization, perhaps especially 
in the area of reporting to funders and 
the transaction costs that such report-
ing and relationship management may 
involve. 
Slide 6 US. Philanthropy to International Causes,
see page 109

We all know that with the emergence of 
the Bill and Melinda Gates Foundation 
as a prime global health supporter, the 
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spending of US philanthropy towards 
health has increased but so have most 
other international causes. You can also 
see that private giving to health from 
the US. stands at US$720 million. In 
addition, there should be data from Eu-
rope, from Asia and from traditional Is-
lamic giving. Of course, the question 
remains how is all this interest and en-
gagement coordinated to make the most 
impact it can? 

My last quick point is about the moti-
vations of the private sector. There is 
strong interest in impact of the contri-
bution, usually driven by very direct 
and personal connection to the cause 
or an interest in operating efficiency, in 
governance or in influencing the brand 
image of the brand involved. For some, 
it is important to gain or improve ac-
cess to global media, political leader-
ships and or the markets.
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how to raise and pool funds in a way 
that allows people to access services and 
spreads the financial risks of ill health 
across the population; how to ensure 
that the available funds are used effi-
ciently and equitably.

5. In high income countries, most at-
tention is focussed on efficiency ques-
tions as part of the desire to restrain the 
growth of costs. In the lower-income 
countries in which the GHPs are active, 
all three are critical.

6. There are still 53 countries that 
spend less than US$ 50 per person per 
year on health, from all sources, public, 
private and donor funded. This is despite 
the vast increase in external support for 
health in lower income countries since 
the millennium declaration was signed. 
This is simply insufficient to ensure uni-
versal access to even a very basic set of 
health interventions that span preven-
tion, promotion, treatment and rehabili-
tation.

7. A second issue is that 37 (19 per-
cent) countries in the world raise more 
than half of all their health finance 
through out of pocket payments made 
directly by patients to providers at the 
time they are ill, and another 51 (26 per-
cent) raise between 30 percent and 50 
percent of their finances in this manner. 
These ratios are higher in sub-Saharan 
Africa and in low income countries in 
general. For example, in the former re-
gion, 56 percent of countries raise more 

Comments 

1. Rather than talk in generalities, I set 
my comments within the context of my 
current role as Director of the Depart-
ment of Health Systems Financing in 
WHO. 

2. In this respect, our work is guid-
ed by a World Health Assembly Reso-
lution in 2005, adopted unanimously 
by all countries that were members of 
the Organization at that time. It urged 
countries to develop health financing 
systems capable of attaining and main-
taining „universal coverage“. This was 
defined as ensuring that all people had 
access to needed services without the 
risks of severe financial consequences 
associated with paying for care. It also 
urged WHO to provide the necessary 
technical and informational support to 
countries seeking to do this.

3. This was recently reinforced in the 
2008 World Health Report on Primary 
Health Care (PHC), in which universal 
coverage was recognized as one of the 
four core principles of PHC and the role 
of the financing system in ensuring and 
maintaining universal coverage was 
highlighted.

4. However, it is not simple to achieve 
this regardless of the income level of 
the country. Problems vary in scale 
and magnitude across countries, but all 
must find solutions to the three funda-
mental questions of health financing: - 
how to raise sufficient funds for health; 
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than 30 percent of all health finance 
through direct out of pocket payments.

8. This method of revenue generation 
is regressive - the poor pay the same as 
the rich. It also means that millions, and 
possibly billions, of people simply do 
not seek care or continue care because 
they are unable to pay. The other side 
of the coin is that 150 million of those 
who do seek care suffer financial catas-
trophe each year because of the need to 
pay, while 100 are actually pushed be-
low the poverty line. 

9. User charges are not the only fi-
nancial barrier to access, with transport 
costs sometimes being prohibitive. Nev-
ertheless, user charges pose formidable 
barriers to access. They also mean that 
the sick bear the full costs of their ill-
ness, with no solidarity between rich 
and poor, or between the healthy and 
the sick - or even the ability to spread 
risks across the life cycle of the individ-
ual through periods of relatively better 
and worse health.

10. The third question is that health fi-
nances are often used inefficiently and 
inequitably. In about half of the coun-
tries where studies have been done, 
public services are used disproportion-
ally by the rich. Patterns of exclusion 
differ across countries, but in almost all 
settings, the poor and other vulnerable 
groups use services less than the rich 
even though their needs are greater. 

11. Inefficiency takes many guises, 
through waste and corruption, to the 
provision of high cost, low impact serv-
ices when low cost, high impact services 
are not fully funded. 

12. WHO seeks to work with countries 
to develop their health financing sys-
tems in ways that increase the funds 
available to health; that remove finan-
cial barriers to services by moving more 
towards forms of prepayment and away 
from out of pocket payments; and that 
increase efficiency and equity. 

13. It does this in collaboration with 
external partners including the Global 
health Partnerships (GHPs) and the oth-
er members of the international commu-
nity, partly in an attempt to raise ad-
ditional external funding for health in 
poor countries. 

14. GHIs and the „new“ foundations 
have supplemented the traditional bilat-
erals to ensure that there has been very 
large additional funding for some types 
of health interventions since 2000. This 
is welcome. But much more is needed, 
and more is needed for a broader range 
of health system improvements and 
types of services. 

15. It is important to note that few of 
the rich countries have met their in-
ternational promised in terms of over-
all development assistance, and there is 
growing fear at country level that the 
richer countries will use the current fi-
nancial crisis as a reason for moving 

further from these promises. Much more 
is needed than is currently available - 
as shown by the recent High Level Task 
Force (TF) on Innovative Financing for 
Health Systems. In our calculations for 
Working Group 1 of that task force, we 
projected that the gap between needs 
and the funding available would grow 
to US$ 30 billion by 2015 if the rich 
countries did not move towards meet-
ing their commitments. 

16. Some of the additional funds will 
be needed for the diseases and condi-
tions mentioned in the Millennium De-
velopement Goals and indicators. Some 
is needed for other conditions such as 
noncommunicable diseases (NCDs) and 
injuries that now are as important in 
poor countries as communicable dis-
eases. Some is needed to develop the 
health system so that it is capable of 
scaling up multiple activities more rap-
idly.

17. Certainly, more can also be raised at 
the country level and WHO is explor-
ing with countries the extent to which 
some of the recommendations of the 
High Level TF could be applied at coun-
try level as well as at the international 
level. There is also a question of gov-
ernment commitment in the lower in-
come countries, as there is in the rich-
er settings. Since the Abuja declaration 
was signed (in which African heads of 
state promised to devote 15 percent of 
their total government expenditures to 
health) almost as many countries have 

moved further away from the 15 percent 
than have moved closer to it. 

18. The non-government sector at the 
country level, and the internation-
al community globally, can play vari-
ous roles in the move towards universal 
coverage. 

19. It is worth noting that the non-gov-
ernment sector accounts for over 50 
percent of all health spending in many 
low and middle income countries. What 
this means, however, can be a bit con-
fusing. If a country spends US$ 20 per 
person on health each year, and 50 per-
cent is channelled through the non-gov-
ernment sector, but the country requires 
US$ 100 per person to reach the Millen-
nium Development Goals, the options 
for scaling up are infinite. All could be 
scaled up through government, result-
ing in a final public/private mix of 90 
percent; all could be scaled up through 
the non-government sector, resulting in 
a public/private mix of 10 percent; and 
any combination in between is possible. 
It is important that are careful, pragmat-
ic assessment of the costs and benefits 
of all options is made, rather than trying 
to decide based on dogma.

20. The international community can 
also help in the move towards univer-
sal coverage by supporting the devel-
opment of domestic financing institu-
tions that allow for more pooling and 
prepayment, in preference to direct out 
of pocket payments. The Global Fund 
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has certainly shown that this is possible 
in Rwanda, the EU and UK to some ex-
tent offers general budget support, and 
many European partners have bought 
into sector wide approaches (SWAps) 
and other forms of sectoral contribu-
tions. We would hope that more funds 
from international partners are used to 
strengthen, rather than duplicate, do-
mestic channels and pooling arrange-
ments. 

21. Finally, the Paris and Accra princi-
ples could be an important way of im-
proving efficiency by reducing over time 
the multiple channels with their costly 
administrative and monitoring mecha-
nisms. This reduces transaction costs at 
the global level as well as at the country 
level (by allowing governments to re-
duce substantially the transaction costs 
of dealing with a myriad of financing 
channels and rules). Ideally, this will be 
an important outcome of the Interna-
tional Health Partnership (IHP+) process 
in which partners buy into the health 
plan produced by the country, without 
requiring different application, report-
ing and financing processes. 
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tivist groups have had a substantial in-
fluence on international health policy –
most notably in the field of Aids treat-
ment. Advocacy groups continue to ex-
ert their influence positively in arguing 
for greater attention to the issue of hu-
man resources for health and the need 
for greater investment in health sys-
tems. 

The new GHIs show the increasing in-
volvement of the non-state sector (pri-
vate companies, philanthropic and faith 
based organizations and the civil socie-
ty) in health care and substantially con-
tribute to the increased global funding 
for health. They have been very success-
ful in leveraging new sources of financ-
ing. For example, the Bill and Melinda 
Gates Foundation has committed more 
than US$ 1 billion per year since 2000 to 
address the health needs in developing 
countries, including making substantial 
contributions to GAVI and GFATM. 

All these health initiatives aim at achiev-
ing the health-related MDGs. They have 
led to successes in improved health in 
some areas. They have shown the ben-
efits that can be drawn from the inclu-
sion of new partners such as civil soci-
ety and the private sector. 

However, financing to meet the health 
MDGs 4, 5 and 6 is still insufficient. 
There are some important imbalances 
within the allocation of health aid which 
cannot only attributed to different gov-
ernance levels. Countries with compa-

Global Level: Increasing resources for 
aid to health and its fragmentation

After stagnating in the 1980s and 
1990s, aid to health has risen sharply 
in recent years: aid for health has more 
than doubled. Total development assist-
ance to health (DAH), including private 
non-profit organizations, reached US$ 
16.7 billion in 2006. 

At the Heiligendamm summit in 2007, 
the G8 jointly committed to make avail-
able US$ 60 billion for health activi-
ties in developing countries within five 
years. Even before, the German gov-
ernment has increased its support sig-
nificantly (almost tripled commitments 
since late 90s) and will continue to ful-
fill its obligations. Germany’s total bi-
lateral and multilateral commitments for 
Millennium Development Goals (MDGs) 
4, 5 and 6 and relevant health system 
development were well over 500 million 
Euro in 2008 (compared to about 300 
million Euro in 2005) and will continue 
to be at this level.

Total global aid for health also includes 
large flows from multinational agencies 
and private entities/foundations. More 
than one hundred new global health in-
itiatives (GHI) – mostly for specific dis-
eases or topics – came into live in the 
past decade, including the Global Fund 
to fight Aids, Tuberculosis and Malar-
ia (GFATM), the Bill and Melinda Gates 
Foundation, and the Global Alliance for 
Vaccines and Immunization (GAVI). Ac-
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rable levels of poverty and health need 
to receive remarkably different levels of 
aid. Also, the multitude of new global 
programmes has added to duplications 
and ineffective use of resources. More-
over, it presents a burden for partner 
countries to deal with the many differ-
ent partners and their specific systems 
of appraisal, implementation and moni-
toring and evaluation. Analysis reveals 
a high level of fragmentation in health 
aid, with an excessively high volume of 
small projects. This is not to say that 
smaller projects are of less value – they 
have an important role in piloting new 
approaches, testing innovation, etc. 
Analyzed in light of the Paris Declara-
tion, however, small activities are likely 
to be associated with high transaction 
costs for governments.1 Donor assist-
ance in the health sector is highly frag-
mented, volatile and often unpredict-
able for partner countries. In addition, 
some of the non-state actors see them-
selves more as charity institutions for 
short-term needs, not as contributors to 
a sustainable and country-owned devel-
opment. 

There is a need for harmonization and 
alignment of all actors, including the 
non-state actors.

At country level: Increasing role of 
the non-state actors in the provision 
of health services in developing coun-
tries

At country level, health services are to a 
large part provided outside of the pub-
lic sector. A wide range of non-govern-
mental actors are responsible for the 
provision of services in many low- and 
middle-income countries. For example, 
40-70 percent of health care in sub-Sa-
haran Africa is provided by faith based 
organizations. This reflects the long-es-
tablished role of faith based groups that 
work in otherwise under-served areas, 
often ignored by more formal service 
providers. Also, the role of the private 
actors in the provision of health servic-
es in developing countries is increasing. 
The greater activitiy of non-state actors 
has several advantages: 

• additional funding in health react-
 ing to the increasing demand in de-
 veloping countries;

• in many countries, the public sector
 is not able to provide full coverage 
 of health services for the popula-
 tion;

• the non-state actors take burden
 from the state.

However, it also has drawbacks:
• As long as private sector services
 are not integrated in a functioning
 social security system, poor patients
 have high out of pocket expendi-

 tures, which can be catastrophic for
 households.

• For economic reasons, services of
 the private sector usually concen-
 trate on urban/peri-urban regions
 and do not cover rural areas. 

• Special attention has to be attribut-
 ed to assure quality control and reg-
 ulation for public and private sector
 service delivery.

• In the absence of comprehensive
 health financing mechanisms, pri-
 vate sector services almost exclu-
 sively focus on therapy and not on
 prevention. This, therefore, usually
 remains the duty of the public sec-
 tor.

All health delivery providers are part of 
a country’s health system. In many de-
veloping countries, however, strategies 
are needed to systematically integrate 
the non-state actors and use their 
comparative advantages. Health min-
istries view the private sector as com-
petitor in health service delivery instead 
of using their regulatory power. 

International agreements to 
improve aid effectiveness

Since the Rome meeting in the year 
2003, OECD/DAC High Level Fora had 
developed the vision of increased aid 
effectiveness as a joint international 
agenda. The Paris Declaration on aid 
effectiveness in 2005 was the major 

breakthrough and the Accra Agenda for 
Action adopted in 2008 adds addition-
al value to its implementation. The fol-
lowing key concepts govern the interna-
tional agenda for implementation:

• Ownership: Countries need to invest 
in the development of results-orient-
ed national health strategies, plans and 
budgets in order to facilitate better har-
monization and alignment of health aid 
on a more sustainable and predictable 
basis. These health strategies need to en-
sure a broad dialogue with and partici-
pation of all non-state actors including 
the private sector and Civil Society Or-
ganizations (CSOs) in order to improve 
universal access to health services.

• Alignment: Strengthening the capac-
ity of countries’ health institutions and 
systems for planning, budgeting, moni-
toring, and better sector dialogue need 
to be in place and operating well for do-
nors to align their support. Development 
partners need to set the right incentives 
for their staff, develop coordination with 
other agencies and encourage the move 
towards programme-based approaches 
under the leadership of countries. 

• Harmonization: Global health pro-
grammes are attaching increased atten-
tion to acting jointly with other donors, 
in order to reduce transaction costs for 
partner governments. They participate 
in-country donor groups or in joint mis-
sions and analyses.
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• Managing for development results: 
This remains central to the aid effec-
tiveness agenda in health. There is a 
need for increased consideration how 
diversity can help bring about results 
and how the health sector can benefit 
from a range of partners with different 
ways of doing business. Development 
partners and countries need to con-
tinue to track progress and results in 
health from an aid effectiveness per-
spective. 

• Mutual accountability: At inter-
national level there exist standards of 
good practice on accountability and 
transparency among donors. Mutual 
accountability is more difficult at the 
country level, partly because of a lack 
of in-country representation of glo-
bal programmes or other donors. The 
greater involvement of civil socie-
ty and the private sector in country 
strategy and implementation struc-
tures is key to development. It also 
adds a new dimension to mutual ac-
countability.

Germany – through BMZ – is the first 
(and so far only) country, which has 
published an action plan on how to 
implement the Accra agenda in its 
work.

The Accra Agenda has great relevance 
for the health sector, which is defined 
as a “tracer sector” by OECD/DAC. In-
creasingly, the role of new Global 
Health Partnerships has been recog-

nized in the process. At the 2003 OECD/
DAC High Fora meeting in Rome, Global 
Health Partnerships were barely on the 
agenda of aid effectiveness. In 2005 in 
Paris, their importance was recognised 
in the declaration which addressed “in-
sufficient integration of global pro-
grammes and initiatives into partner 
countries” broader development agen-
das…“. In 2008 in Accra, Global Health 
Partnerships are an established part of 
the aid architecture in health, comple-
menting and adding to existing sources 
of development aid, particularly in HIV.

For our discussion at this Experts‘ meet-
ing, it is important to note that the Ac-
cra Agenda was signed by represent-
atives of the GFATM and the Bill and 
Melinda Gates Foundation and has 
binding character not only for govern-
ments, but also for private initiatives. 
According to the WHO/OECD/WB report 
“Effective aid – better health” prepared 
for the Accra meeting, it might even 
be said that the Global Health Partner-
ships are adapting more rapidly to the 
Paris Agenda than some of the tradi-
tional bilateral donors that provide the 
bulk of the funding of the global initi-
atives. The Global Health Partnerships’ 
contribution has been particularly nota-
ble in institutionalizing the involvement 
of civil society and the private sector in 
both the development and implementa-
tion of proposals. 

Activities supported by Germany 
to translate Paris and Accra into the 
Health Sector

Because health is central to develop-
ment, it has traditionally been a pri-
ority for donor support. However, this 
has been associated with high levels 
of fragmentation as well as duplica-
tion and high transaction costs. The in-
troduction of sector wide approaches 
(SWAps) in the health sector predates 
the Paris Declaration and had already 
been based on the underlying principles 
of harmonization, alignment and man-
aging for results. 

Germany is supporting the integration 
of the private sector into the health 
system in developing countries among 
other mechanisms by supporting pri-
vate sector participation in health de-
livery and hospital management in the 
context of SWAp.

Example: Health Sector SWAp in 
Tanzania:

The health sector in Tanzania has for 
the last nine years implemented a SWAp 
that has supported a government-led 
health sector development programme 
aimed at improving access, delivery and 
quality of health-care services avail-
able in the country. The years before, 
health service provision was poor; un-
der resourced, highly fragmented; and 
with limited cooperation and coordina-
tion among the various stakeholders in-
volved in supporting the sector.

During 2007 an external joint evalu-
ation – fully responding to the 2005 
Paris Declaration on Aid Effectiveness 
and led by Tanzania’s Ministry of Fi-
nance and Economic Affairs supported 
by all stakeholders – was undertaken in 
an attempt to assess how well the sec-
tor has done since the establishment of 
the SWAp. The findings from this evalu-
ation indicate that the health SWAp has 
largely been a success with enhanced 
national ownership and access to higher 
levels of financing – which led to real 
improvements, including reductions in 
infant and child mortality, greater drug 
availability and improved service provi-
sion. The SWAp has been underpinned 
by far-reaching reforms, in particular 
decentralizing power to the district lev-
el. However, the evaluation highlights 
a number of critical challenges for the 
sector, including the need to improve 
tertiary care and to strengthen public-
private partnerships. Although the eval-
uation recognizes the benefits from the 
Global Health Initiatives and large bilat-
eral programmes in channeling critical-
ly needed resources into diseases which 
are national priorities, it finds that they 
generally operate outside existing health 
planning processes, distorting local pri-
orities and threatening sustainability 
and the achievement of the MDGs. 

Beyond SWAps, Germany is involved in 
international mechanisms which help to 
mitigate the unhealthy fragmentation in 
the health sector. In order to coordinate 
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the multitude of global initiatives in the 
health sector, the “Global Campaign for 
the Health Millennium Development 
Goals” was established as an overarch-
ing mechanism. It aims at improving 
the coordination of donors for achiev-
ing the MDGs without creating yet an-
other institution. 

Within the Global Campaign, the Inter-
national Health Partnerhip (IHP+) was 
established in 2007 among leading in-
ternational health organizations, bilat-
eral donors and a number of develop-
ing countries. The goal of IHP+ is to 
improve health-related MDG outcomes 
by increasing the efficiency and effec-
tiveness of financing for health through 
better aid coordination. IHP+ attempts 
to take the SWAp concept a step fur-
ther by developing „country compacts“. 
These should provide a country specific 
framework on how to address fragmen-
tation and volatility, enhance predict-
ability of financing and reduce trans-
action costs based on the principle of 
mutual accountability. It remains im-
portant to link the country compacts 
in an effective manner to the existing 
mechanisms for sector coordination 
(like SWAPs) in order to avoid parallel 
processes. IHP+ donor countries which 
have signed the “IHP+ Global Compact” 
agree to be accountable for their com-
mitments in health. In short, IHP+ can 
be seen as an attempt to operational-
ise the Aid Effectiveness-Agenda within 
the health sector. The GFATM is a mem-

ber of the International Health Partner-
ship and has made efforts to improve 
aid effectiveness in the past years.2 

The IHP+ supports the active involve-
ment of civil society in strengthening 
health systems. Civil society is repre-
sented in almost every group or com-
mittee of the IHP+ at the global level 
and is coordinated through the Civil So-
ciety Consultative Group. IHP+ specific 
guidelines were developed to promote 
and support civil society engagement 
at country level. The IHP+ thus contrib-
utes to a better coordination of the pub-
lic sector, civil society and the private 
sector at global and country level. 

Proposal to improve the impact 
of the international donor community 
on health at the country level

• Bring together in a global work-
shop the main working level players 
(one government official, one non-state 
actor and one donor coordinator from 
each relevant developing country; one 
from each donor and Global Health 
Initiative headquarter):
- Analyze the main short-comings 
 at the country level;
- the analysis should be differentiated,
 e.g by utilizing the five categories
 strategy – finance – decision – im-
 plementation – monitoring and eval-
 uation;
- establish a vision and a road map.

• Outcomes of this exercise may be 
(after formal agreement by the deci-
sion-takers):
- Integrate GFATM funded work at
 the country level through integrat-
 ing the CCMs into the Health
 Groups;
- integrate CSOs into the Health
 Groups at country level wherever 
 this is not yet the case;
- define the role of IHP+ as coordinat-
 ing, supportive and accepted.

1 In 2002-2006, the CRS records 20,485 health and pop-
ulation activities. Of these, just 4.6 percent or 926 of all 
aid activities reported to the DAC was for more than $10 
million representing 68.3 percent of total health ODA 
commitments. The CRS records 5,720 activities between 
US$ 0.5 million and US$ 10 million, representing 28.1 
percent of the total value of health ODA and 27.9 per-
cent of all health activities. However, there were some 
13,000 commitments for activities each less than US$ 
0.5 million, representing 67.5 percent of all health ac-
tivities in the period but providing only 3.6 percent of 
health ODA.

2 GFATM strives to improve aid effectiveness by intro-
ducing National Strategy Applications to simplify ap-
plication and reporting procedures and by financing 
civil society directly. Weaknesses exist in a consistent 
approach to salaries for health workers, which has the 
effect that health workers from the public sector leave 
to take advantage of the improved working conditions 
offered by GHI financed non-state actors. The GFATM 
measured progress against the Paris principles in 2006, 
2008 and will do so in 2010. 
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Development, New York

of new products that could save millions 
of lives every year. Most PDPs were es-
tablished in the last 10 years, and have 
greatly catalyzed neglected disease re-
search and development with a com-
bined pipeline of close to 143 candidates 
(drugs, diagnostics, vaccines, microbi-
cides), compared to only five projects in 
1990. These new tools, along with exist-
ing interventions, are critical elements 
of the arsenal against neglected diseas-
es. A recent study using a mathematical 
model to examine TB in Southeast Asia, 
for instance, showed that a combination 
of vaccination, new drugs and diagnos-
tics could reduce incidence of the dis-
ease by 71 percent by 2050.1 

PDPs and aid effectiveness

The PDP model embodies many of the 
ideas for aid effectiveness proposed 
in the Paris Declaration and the Accra 
Agenda for Action including managing 
for results, accountability, harmonized 
use of resources for greater impact, and 
alignment with host country priorities. 
Though each PDP varies operational-
ly, the portfolio management approach 
the PDPs employ is geared to achiev-
ing maximum quality and efficiency. At 
the TB Alliance for example, portfolio 
projects are evaluated against predeter-
mined milestones to determine whether 
allocation of resources is justified. Ap-
proximately 30 percent of the discov-
ery and preclinical projects have been 
stopped over the past four years allow-

Introduction

Every day more than 35,000 people die 
from infectious diseases such as Aids, 
tuberculosis, malaria and other neglect-
ed diseases. These diseases primarily 
affect people in developing countries 
where they exert a heavy economic, de-
velopmental and public health toll. The 
Millennium Development Goals (MDGs) 
call for immediate action to reverse the 
incidence of these diseases. The Task-
force Reports published by the UN Mil-
lennium Project in 2005 outline a com-
prehensive approach to achieving these 
goals, emphasizing the need to harness 
scientific advancement to support de-
velopment.

Because of the limited market poten-
tial of these neglected diseases in the 
developing world, less than 10 percent 
of worldwide research and development 
funding is dedicated to creating new 
technologies to fight diseases that af-
fect 90 percent of the world’s popula-
tion. In the case of TB, for example, no 
new drugs have been developed in over 
forty years, no vaccines in eighty and 
no diagnostic test in a hundred years, 
despite known challenges with exist-
ing interventions. Product development 
Partnerships (PDPs) are non-profit en-
terprises created to address this need 
for new tools to fight Aids, TB, malaria 
and other neglected diseases. Typically, 
they manage resources and partnerships 
from across public, private and philan-
thropic sectors to drive the development 
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ing those resources to be reassigned to 
programmes with the greatest potential. 

Partnerships are the heart of the PDP 
model. They allow PDPs to bring lead-
ing edge expertise to bear on neglect-
ed disease R&D, while keeping overhead 
costs low. Investments by PDPs are lev-
eraged by substantial in-kind contribu-
tions from partners in the form of per-
sonnel, know-how, infrastructure, often 
more than doubling the value of projects 
that the PDP donors fund. In a 2005 re-
port prepared by the London School of 
Economics and Political Science funded 
by the Wellcome Trust,2 PDPs reported 
that industry in-kind contributions av-
eraged a 1:1 match for PDP cash con-
tributions and even reached two times 
the value of their investment. Increas-
ingly, PDPs are also exploring poten-
tial synergies through collaborations 
among themselves. One such example is 
the PDP support initiative coordinated 
by the Bill and Melinda Gates Founda-
tion with input from numerous bilateral 
donors, which seeks to enhance harmo-
nization among PDPs. Efforts focus on 
key functional areas such as discovery 
science, clinical development and regu-
latory approval. 

Aligning with developing country 
priorities

Coordination of PDP efforts with stand-
ard-setting bodies which have pro-
grammes, technical experience and rec-
ognition in disease-endemic countries, 

such as WHO, is critical to ensuring that 
the tools, once developed, reach and 
are useful to the populations that need 
them. The TB Alliance, therefore, has 
been actively involved in the Stop TB 
Partnership’s Retooling Taskforce. The 
Taskforce, which includes product de-
velopers along with TB control imple-
menters, seeks to facilitate introduction 
of new diagnostics, drugs and vaccines 
in high burden countries. 

At the crux of any neglected disease 
R&D effort is the vision that products, 
once developed, will be adopted, will 
alleviate morbidity and mortality, thus 
having a positive impact on the coun-
tries bearing the disease burden. Align-
ing PDP efforts with the programmes 
and priorities of each developing coun-
try, therefore, is imperative. The TB Al-
liance has undertaken research over the 
past few years to understand adoption-
related concerns and end-user priorities 
for drug design, map global and coun-
try-specific TB drug procurement and 
distribution systems, and explore bar-
riers to treatment adherence. This in-
formation, in addition to supporting its 
strategy to introduce drugs once devel-
oped, also informs project selection, re-
search and clinical development. To en-
sure the affordability of a new regimen 
for patients in high-burden, low-income 
countries, for example, the TB Alliance 
considers the cost of goods, ease of syn-
thesis, and mode of administration dur-
ing selection and advancement of port-
folio compounds. 

The TB Alliance’s local involvement in 
high-TB burden countries also includes 
working with communities around its 
clinical trial sites through its commu-
nity engagement programme. This pro-
gramme aims to establish meaningful 
channels of communication between 
researchers and local community mem-
bers to improve local understanding of 
TB disease, treatment and research; to 
facilitate trial implementation in con-
sideration of local cultural norms and 
expectations; to minimize the risk of 
community rejection of the trial through 
transparency and community empow-
erment; and, ultimately, to facilitate up-
take once new drugs are available. To 
date, several clinical trial sites in South 
Africa, Zambia, Kenya and Tanzania 
have been awarded small annual grants 
to design and implement their own 
community engagement programmes. 
More recently, the TB Alliance created 
a discreet Access Department, whose 
sole purpose is to understand and in-
teract with processes and stakeholders 
in high-TB burden countries and ulti-
mately chalk out a plan for the intro-
duction of new drugs and treatments 
that is compatible with the TB control 
efforts within those countries. 

System strengthening

As part of their product development 
efforts, PDPs work with country health 
systems and contribute to strengthen-
ing capacity. During the course of its 

moxifloxacin trial, for example, the TB 
Alliance has provided training and in-
frastructure enhancements at several 
clinical sites in Africa, Asia, and Lat-
in America, resulting in much stronger 
clinical and laboratory capabilities. 

New tools and health system 
strengthening – reciprocal 
relationship

The PDPs objectives and practices are 
aligned with and in fact mutually sup-
port the actions and outcomes proposed 
in the Accra Agenda for Action. For ex-
ample, an understanding of and align-
ment with in-country systems is criti-
cal to ensuring that the new products 
reach the people that most need them. 
The mission of PDPs will remain in-
complete without this outcome. Simi-
larly, adoption of new technologies in 
disease-endemic countries will not oc-
cur unless the tools address key con-
cerns and hurdles to use among stake-
holders that both administer and use 
them. On the other hand, technologies 
that simplify interventions and make 
them more effective will reduce the bur-
den on health systems and free up valu-
able financial and human resources for 
other priority initiatives. In the case of 
TB for example, the total annual cost of 
the disease to the global economy is as 
high as US$ 16.0 billion, with US$ 12.0 
billion attributable to lost earnings and 
the remaining US$ 4.0 billion spent on 
treatment and diagnostics. A shorter, im-
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proved treatment can have a significant 
impact on both these numbers. In fact, 
with challenges such as drug-resistance 
increasing against existing tools, efforts 
to buttress health programmes within 
countries will be easily derailed without 
these new tools. 

While global health funding has in-
creased somewhat in recent years, great-
er and sustained funding will be needed 
to realize all health MDGs. As economi-
cally developed donor countries face fi-
nancial constraints, it is important that 
programmes within developing coun-
tries be funded alongside research and 
development efforts so that aid is not 
only effective, but over the long-term 
reaps transformative health and devel-
opmental outcomes. 

1 Abu-Raddad, L. et. al. (2009). Epidemiological Bene-
fits of More Effective Tuberculosis Vaccines, Drugs and 
Diagnostics.

2 Calculated based on World Health Organization Data 
in Bloom. Political and Economic Implications of Infec-
tious Diseases. 

Marshall Burke Panel 2: Role of the international donor community



130 131

Panel discussion

Future trends for private 
Sector participation in 
global health and the role 
of the global Health part-
nerships – Prospects for 
the private sector

Elisabeth Sandor,
Senior Policy Advisor
Development Assistance Committee, 
Organisation for Economic Coorpora-
tion and Development (OECD), Paris

The participation of the private 
sector1 in global health: 
an uncompleted process

A – The role of the private sector in the 
health sector takes several forms and is 
increasingly significant at both global 
and country levels

In discussing on the role of the private 
sector in the health sector, one needs to 
differentiate the in-country role of the 
private sector and the role of the private 
sector from the donor level and at the 
global level.

a) In developing countries themselves, 
the private sector continues to play a 
critical role in service delivery and sup-
ply chain, purchasing and contract-
ing, risk pooling and health insurance 
schemes. Many countries, particularly 
in South Asia and sub-Saharan Africa 
have developed complex mixed health 
systems in which the contribution of the 
private/informal sector is a factor of dy-
namism whilst presenting challenges in 
terms of accessibility, equity and qual-
ity of services. Many developing coun-
tries, including least developed coun-
tries, depend significantly on out of the 
pocket expenditures (OoPs) by impover-
ished population to finance total health 
expenditures. Recent studies from the 
Interntional Finance Corporation (IFC)2 
and Brookings Institution3 have showed 
that in sub-Saharan Africa, the OoPs 
represent about half of total health 
spending and in South Asia, total pri-

Introduction

The landscape of aid, particularly in the 
sector of health, has become more and 
more complex in the recent period with 
the emergence of new stakeholders, new 
channels of funding and several “glo-
bal initiatives” to tackle specific Millen-
nium Development Goals or health sys-
tems bottlenecks. This trend has come 
with advantages – more money is avail-
able to help improve the health status 
of poor people in developing countries, 
new partnerships have been created, 
contributing to a wider mobilization and 
more collective engagement in support 
of health – and disadvantages – the aid 
architecture in health has become much 
more complex, with additional transac-
tion costs for partner countries and do-
nor agencies, as well as governance and 
accountability questions. An important 
challenge before us is to help partner 
countries manage a more complex aid, 
ensuring that more funding from vari-
ous sources and entities contributes to 
national strategies and fits into local 
settings, capacities and priorities. The 
commitments taken in Paris (2005) and 
Accra (2008) offer a practical roadmap 
to move in that direction.
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vate spending in health (OoP and other 
private funding) represents 80 percent 
of total spending. Countries like Cam-
eroon, Guinea, Mali, Nigeria and Niger 
have experienced significant increases 
in private sector share of maternal and 
child services.

Furthermore, some countries like Mali 
are engaged in ambitious reforms to 
improve health outcomes (PRODESS II) 
which imply an increasing contribution 
by households and the private sector 
in general, in addition to an increased 
health budget.

b) On the donor side, which is the 
main focus of this note4, the contribu-
tion from the private sector has also 
increased significantly, coming from 
international non-governmental or-
ganizations (NGOs), foundations, phar-
maceutical companies or other interna-
tional companies which have developed 
in-countries health activities. 

– Increasing amounts of money are be-
ing mobilized by and with the private 
sector
There is no single database for track-
ing the flows from these various sourc-
es, but the Institute for Health Metrics 
and Evaluation (IHME) provides an in-
teresting first set of information.5 Out of 
total Development Assistance for Health 
(DAH) which accounts for US$ 21,8 bil-
lion in 2007, roughly two-thirds are 
funded by donor governments (76 per-
cent in 2007), whilst private sources of 

funding are responsible for a growing 
share of total health assistance (from 
19 percent in 1998 to 26,7 percent in 
2007). Overseas health expenditure from 
US-based NGOs accounted for US$ 5,4 
billion and the Bill and Melinda Gates 
Foundation (BMGF) global disburse-
ments in 2007 represented US$ 1,25 bil-
lion.

The structure of the BMGF’s spending 
in global health is also of interest as 
it helps to understand through which 
types of activities and at which levels, 
an actor such as the Gates Foundation 
can have impact on countries’ activi-
ties. BMGF’s funding flows to universi-
ties and research institutes as well as to 
public-private partnerships (GAVI and 
GF) and other product-development 
partnerships. Finally, it supports NGOs, 
corporations and multilateral organiza-
tions such as the World Bank.6

– New donor approaches are supported 
by the private sector participation
Looking at the global health landscape, 
the picture has become more complex 
with new important stakeholders such 
as the Global Fund and the GAVI Al-
liance which scaled up rapidly from 
less than 1 percent of health assist-
ance each in 2002 to 8,3 percent and 
4,2 percent respectively in 20077, ben-
efiting most from the recent increase in 
DAH (by contrast with multilateral in-
stitutions like the World Bank or WHO). 
Both GAVI and the Global Fund present 

themselves as unique Public-Private 
Partnerships, bringing together donor 
and recipient countries governments, 
civil society, the private sector and spe-
cific communities8. In DAC statistics, 
both GAVI Alliance and the GF have 
been re-classified from PPPs to multi-
lateral organizations. This decision was 
taken in full agreement with both or-
ganizations and allows for more relia-
ble tracking of resources flows in part-
ner countries. But it does not question 
the fact that both have introduced new 
approaches to funding partner coun-
tries, including through innovative fi-
nancing mechanisms, building on the 
increasing involvement of private sec-
tor representatives such as the BMGF or 
international private companies.

Benefiting from the upsurge in private 
philanthropy for development, both GF 
and GAVI have hosted and tested new 
approaches for funding development, 
using new revenue streams and public 
private partnerships in order to address 
the lack of incentives and/or market 
failures that impede development out-
comes, particularly in the least devel-
oped countries. 

Examples of these new mechanisms in-
clude:
• The Advanced Market Commitment 
for vaccines through which public and 
private donors commit to subsidize a 
vaccine which would otherwise not be 
commercially viable. 

• Another example is the frontloading 
of health aid through the International 
Finance Facility for Immunisation (IF-
Fim) by which aid donors borrow from 
private investors on the financial market 
against legally binding long-term ODA 
commitments. 
• Entirely private aid funding mech-
anisms are also being developed such 
as the ProductRed trademark, which 
is licensed to global companies which 
pledge a percentage of their profits from 
RED sales products to Global Fund pro-
grammes, or the current proposal of a 
voluntary air-ticket solidarity contribu-
tion. 

Although there is currently no agreed 
definition of innovative financing and 
therefore no single integrated database 
for tracking resource flows from these, 
nor a unique place for assessing and 
monitoring progress and impact in this 
area, there is now evidence that they 
mobilise and/or channel a significant 
portion of aid to health9. In doing so, 
innovative financing mechanisms build 
on the role of the private sector as a 
source of funding (IFFim, ProductRED), 
as a sponsor/facilitator (BMGF support-
ing the development of the Unitaid/air-
line ticket solidarity contribution), as a 
development partner (AMC) and as an 
incubator/main recipient (Global Fund, 
GAVI Alliance). Finally, the various di-
mensions of the private sector’s partici-
pation in global health indicate that the 
private sector has become a significant 
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funder and actor which contribute to 
shape aid policies and impact aid activ-
ities at the country level.

B – An uncompleted process
The role of the private sector in glo-
bal health financing has become more 
powerful and visible. At the same time, 
the private sector has not yet found its 
“right” place in the high-level discus-
sions related to aid policies.

Up to a recent period, high-level dis-
cussions and agreements on aid had 
involved mainly public sector repre-
sentatives such as bilateral donors and 
international organizations. The prep-
aration and the outcomes of the 2008 
Accra Third High Level Forum on Aid 
Effectiveness have marked a change 
with the increasing involvement of civ-
il society representatives and a call for 
a stronger participation of all develop-
ment actors including the civil society 
and private sector in a “broaden coun-
try-level policy dialogue on develop-
ment”10. If progress has been made with 
the institutionalisation of the partici-
pation of civil society organizations in 
the Working Party on Aid Effectiveness 
and the overall policy debates on aid, 
more efforts are required to associate, 
through the most appropriate forms, 
representatives of the private sector, in-
cluding foundations and for-profit pri-
vate sector, to the debate on aid effec-
tiveness.

Whilst there are obvious benefits of 
sharing lessons and evident common 
interest for obtaining better results in-
cluding through more synergies across 
all forms of aid, questions about private 
sector representativeness and the fact 
that private sector entities may have 
reservations about donor accountability 
processes seem to remain, up to now, an 
obstacle for progress. 

By contrast, at the sector and country 
levels, more positive synergies can be 
found and there are many examples of 
effective contributions from the repre-
sentatives from the private sector in-
cluding international NGOs, founda-
tions, for profit companies in national 
health or Aids policies. A global health 
process like the International Health 
Partnership which focuses on promot-
ing more harmonized and aligned donor 
aid, was set out by donor governments 
and international organizations but is 
also supported by the BMGF which con-
tributes to its core management team.

More private sector participation in 
global health: is this good or bad? 

In trying to assess the increased con-
tribution of the private sector in glo-
bal health, a set of important questions 
come to mind.

A – How does the participation of the 
private sector affect aid quantity?
Is the participation of the private sec-
tor additional to all official health fund-

ing? Overall, and when looking at the 
increasing volume of DAH from 2000 
to 2007, it is clear that the increased 
participation of the private sector has 
brought more funding for development 
health activities. 

But, the question of a potential substi-
tution or disengagement from donor 
governments or from partner countries 
themselves to health which they could 
consider as well enough funded by new 
development partners and initiatives 
might also arise. This would certainly 
not be good news.

New sources and forms of aid should 
not discourage partner countries from 
their responsibility and emphazis on 
raising domestic revenues and devel-
oping equitable and fairly administered 
fiscal policies as a fundamental pillar of 
development.

Also, innovative financing mechanisms 
supported by donors need to be addi-
tional to existing ODA commitments. 
There can be a good case for raising 
quickly money through financial mar-
kets to support interventions with ef-
fective and sustained impact on the 
population. This has been possible for 
immunization for instance (IFFIm). But 
one should probably think twice before 
replicating such approaches that rely on 
the finance sector dynamism and create 
public finance liabilities for the future, 
with legitimate questions about their 
impact on ODA future trends.

Finally, new partnerships and new in-
itiatives supported by the private sec-
tor might also involve new spending for 
technical assistance. Although the ulti-
mate goal of these new initiatives is to 
improve the health status of the popula-
tion, this could translate in less resource 
available for country aid allocation to 
support national strategies.

B – How does the participation of 
the private sector influence the global 
health agenda?

The private sector has a natural and 
strong interest for output or results-
based approaches. This has driven the 
involvement and funding decisions of 
the BMGF in areas such as results based 
financing (with the World Bank) or sup-
port to global health data and health in-
formation system development (IHME 
and Health Metrics Network). 

The involvement of global compa-
nies to fund Aids prevention and treat-
ment programmes or health insurance 
schemes for their staff and relatives, 
with the support of the International Fi-
nance Corporation also derives from the 
interest from the private sector in cost-
benefit and profitability.

International NGOs have specific focus 
and areas of interest. Through advocacy, 
some have been particularly efficient in 
raising more funding for Aids which, as 
illustrated by many including the OECD, 
World Bank, WHO and IHME, benefited 
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from the bulk of the increase in DAH. 
In areas such as sexual and reproduc-
tive health, the role of the private sector 
(international NGOs and private Foun-
dations like Hewlett Packard) remained 
critical to maintain public attention and 
support, although the funding has been 
– and still remains - insufficient in com-
parison to other activities and given the 
development needs and objectives.

These examples show that the private 
sector, through its various components, 
can have an influence which is posi-
tive on the health agenda. For instance, 
the focus on results has come back as a 
strong area of priority for donor agen-
cies, alongside with the accountability 
question. It raises a number of critical 
questions, such as: “How to measure 
results?”, “How can one link inputs to 
outputs and outcomes?”, “Which results 
are we talking about? Are these the do-
nor’s results or the countries’ results?” 
“How to make sure that the outputs or 
results based approaches are integrat-
ed into the overall health programme?” 
But this is certainly a welcomed devel-
opment - in this time of global financial 
crisis and ongoing questions regarding 
the effectiveness of aid - that aid prac-
titioners and all development partners 
give a new impetus to the results of aid 
policies. Also, managing for develop-
ment results being a key piece of the aid 
effectiveness monitoring, lessons from 
the health sector in this area can use-
fully influence the broader discussion 
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3) The need to improve synergies and 
ensure more effectiveness of total aid

In addition to the reasons mentioned 
above, the global financial crisis rein-
forces the need for better synergies and 
complementarities amongst the various 
forms of aid, building on a better under-
standing and knowledge of all contri-
butions and comparative advantage of 
each of them. This implies specific ac-
tions and work plans for the OECD.

A – The OECD/DAC commitment to 
improve synergies across all forms 
of aid

On May 27, DAC members endorsed an 
Action Plan which includes important 
commitments to respond to the devel-
opment challenges and consequences of 
the global economic and financial crisis 
in poor countries. DAC members have 
reaffirmed their existing ODA commit-
ments and confirmed they will refrain 
from any budgetary action that would 
undermine these commitments. They 
also confirmed their intention to support 
more predictable aid to partner coun-
tries, in line with their existing commit-
ments entrenched in the Paris Declara-
tion and the Accra Agenda for Action 
(AAA). Moreover, they acknowledged 
the wide array of instruments, channels 
and sources that are available, beyond 
and alongside to ODA, for contributing 
to important development results. 

D – How the participation of the 
private sector fit in the global aid 
architecture

An increasing number of health donors, 
including global health partnerships and 
initiatives, have contributed to increas-
ing the complexity of the global health 
aid architecture. Very well known and 
publications illustrate the significant 
number of global partnerships in health 
today. Whilst diversity of the fund-
ing sources is theoretically not a prob-
lem and can help in securing more total 
available funding for partner countries, 
the latest are not equipped and ready to 
deal with more requests, proposals, re-
porting, monitoring and auditing which 
sometimes accompany the emergence of 
new initiatives or partnerships. 

Also, an increasing number of initia-
tives and partnerships to support similar 
agendas (MDGs 4 and 5, Health System 
Strengthening…) can raise legitimate 
questions at the global and the coun-
try levels about a clear division of la-
bour amongst implementing agencies. 
Finally, bilateral donors, international 
organizations and private sector repre-
sentatives themselves sometimes devote 
a high proportion of resources for the 
managing and overseeing of new part-
nerships which added value needs to 
be monitored and assessed and, in the 
absence of positive impact and results, 
closing down decisions should be taken.

dition to their own domestic account-
ability mechanisms which take them to 
decide and report openly on aid budg-
et, priorities and policies, donor gov-
ernments have created a specific global 
accountability system through a set of 
institutions including the UN/Financing 
for Development cycle or the Paris Dec-
laration and Accra Agenda for Actrion  
(AAA)/aid effectiveness process. 

Although a number of private sector 
representatives such as for-profit pri-
vate sector and foundations have been –
and are regularly – invited to these de-
bates, they have their own ways of par-
ticipating which is different from the 
government participation as they report 
primarily and entirely to their board 
and not to international organizations 
and processes. 

Moreover, international organizations
that have benefited less than others from 
the increase of DAH might be tempted 
to look for new financial support to 
fund their activities from new stake-
holders or new initiatives. This may 
raise accountability and governance is-
sues within these institutions with re-
gards to their board and these new part-
ners. For all these reasons, finding the 
right way to involve the private sector 
in all its forms in the aid debate has be-
come all the more important given the 
significance of funding and influence it 
has now gained in global health. 

on the ways to make aid more effective 
and achieve development results and 
contribute to more public support to aid 
in general.

As illustrated in the first paragraph of 
this note on innovative financing, the 
pragmatic and cutting-edge approach 
from the BMGF has also contributed 
to influence the decisions by donors to 
fund specific activities. Some of them 
aim to work more efficiently with the 
informal and private sector in develop-
ing countries as in the case of the Af-
fordable Medicines Facility on Malaria 
which the Global Fund Board has ap-
proved to support in a pilot phase, with 
the key initial support from the BMGF 
together with the World Bank.

Finally, looking at Public Private Part-
nerships such as the GAVI Alliance and 
the Global Fund, they are actively con-
tributing to - and influencing - impor-
tant debates through the IHP+, the High 
level task force on innovative financing 
for health and other initiatives related 
to health system strengthening. These 
discussions have an impact on country 
activities and strategies for donor sup-
port to their national strategies. 

C – How does the accountability work?

The global debate on aid has been 
shaped by donor governments and the 
international organizations they fund 
and are represented into, together with 
partner countries representatives. In ad-
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on and with the private sector on global 
health, the interest of OECD DAC coun-
tries for PPPs and new approaches to 
health funding, the financial crisis and 
the commitments taken by DAC mem-
bers to look at a more comprehensive 
picture of aid, including ODA and non 
ODA sources, as well as the mandate 
and ongoing work on aid effectiveness 
at the sector level offer new opportuni-
ties for us to contribute, with others, to 
a better understanding and assessing of 
the contribution of the private sector to 
global health. 

1 There are various definitions of private sector. In this 
note, we use a broad definition which goes beyond for-
profit activities and includes all service and funding 
providers working outside governments.

2 “The business of health in Africa”, IFC

3 See “The role of the private sector in health systems: 
challenges and opportunities”, Gina Lagomarsino. Pres-
entation at the World bank Human Development Forum, 
3 November 2008

4 This note does not address the ways to support effec-
tive health systems in partner countries, building on the 
role of the in-country private sector. Recommendations 
and guidelines from the OECD on this topic can be found 
by consulting “DAC Guidelines and reference series, 
Poverty and Health”, 2003
 

5 See “Financing Global Health 2009”, IHME. The OECD 
was part of the health financing advisory panel which 
guided the research efforts

6 See IHME

7 See IHME report, page 20

8 See the Global Fund’s website:”This partnership be-
tween governments, civil society, the private sector and 
affected communities represents a new approach to in-
ternational health financing”

9 For instance: the Unitaid-international purchase fa-
cility funded by UNITAID-airline ticket tax has collect-
ed 251 M USD per year (source: UNITAID); the IFFIm 
has mobilized 2.4 bn USD as of today and is expected 
to raise up to 4 bn USD in the first 10 years (Source: 
GAVI). ProductRed has collected 134.5 M USD (Source: 
Global Fund). 

10 See paragraph 13 of the Accra Agenda for Action

11 See: www.oecd/dac/effectiveness/health

12 Co-chaired by Mali and the WHO

all monitoring of the progress in the im-
plementation of the PD and AAA, the 
OECD has developed with a set of key 
partners a work stream on aid effective-
ness and health11. A dedicated working 
group (task team on health as a trac-
er sector12) aims to promote and report 
about progress in more effective aid, fo-
cusing on priority areas: ownership and 
accountability, use of country systems, 
transparent and responsible aid, manag-
ing for development results. These are 
the priority areas as agreed by the work-
ing party on aid effectiveness. They are 
directly deriving from the PD and AAA 
frameworks.

The TT HATS includes representatives 
from PPPs (GAVI Alliance and GF), an 
international NGO and a foundation 
which actively supports innovative fi-
nancing approaches in the health sector. 
Planned activities include an interim re-
port on progress and bottlenecks for a 
more effective aid to health. This report 
will include contributions from the vari-
ous private sector representatives.

Conclusion

This note has tried to highlight some of 
the main critical challenges and ques-
tions for all forms of aid, including PPPs 
and other forms of aid supported by the 
private sector, to be more effective and 
contribute to sustainable development 
results in countries. Although the OECD 
membership and mandate provide spe-
cific conditions for the OECD to work 

avoid complicating furthermore an-al-
ready complex aid architecture. Addi-
tional resources should be channeled 
through existing institutions, also build-
ing on an improved division of labour 
amongst all donors.

Thirdly, all forms of aid including the 
one supported by the private sector and 
PPPs, need to align within country pri-
orities, settings and institutions. Inter-
esting discussions are taking place on 
the possibilities for the GF and GAVI Al-
liance – together with the World Bank - 
to better comply with the aid effective-
ness principles, in particular with the 
ones of alignment and harmonization. 

Finally, all forms of aid need to pursue 
the objective of delivering and account-
ing for development results. But let’s be 
aware that there is a risk that more in-
itiatives and mechanisms increase the 
burden of partner countries through ad-
ditional reporting and indicators. Addi-
tional resources need to contribute to 
overall results which are the countries’ 
results. Let’s make sure new donor ac-
countability does not undermine local 
accountability. It’s even more important 
in institutional settings with limited ca-
pacities.

B – Monitoring progress in the PD and 
AAA in the health sector also includes 
the private sector

As a part of its support to the Working 
Party on aid effectiveness and the over-

This has two practical implications for 
the OECD DAC:

First, we have to seek a comprehensive 
picture of the different flows of develop-
ment finance, not just ODA. We need to 
be pragmatic and look for complemen-
tarity and synergies and we need sound, 
monitorable information on these vari-
ous sources. This should be done also in 
the health sector.

Second, as our objective is to ensure ef-
fectiveness and demonstrate results, it 
is essential to set out best practice and 
recommendations for making the most 
of possible synergies between these var-
ious funding mechanisms. 

Increasing the volume of aid and in-
creasing the quality of aid are equally 
important. All forms of aid must con-
tribute to achieve progress in both ways 
and they can only do so if they com-
ply with key agreed aid effectiveness 
principles. The first of the PD princi-
ple is related to country ownership. All 
forms of aid, including the one support-
ed by the private sector and PPPs, need 
to strengthen country ownership rath-
er than setting up top-down approaches 
and new institutions that partner coun-
tries need thereafter, to accommodate 
with their institutional setting and ca-
pacities. 

Secondly, all forms of aid including 
the one supported by the private sec-
tor and PPPs should contribute to more 
effective and inclusive partnerships and 
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Marie-Odile Waty,
Head of the Health and Social Protec-
tion Division, Technical Operation De-
partment, Agence Francaise de Devel-
oppement (AFD), Paris 

billion Euros on development projects; 
nearly 40 percent of those commitments 
were made to the private sector, includ-
ing in sub-Saharan Africa. AFD believes 
that the private sector can contribute 
significantly to development. It is a very 
important actor for AFD –not so much 
in social sectors, because these sectors 
are new to AFD-, but more so in water 
and sanitation, small-scale enterprise, 
environment, transport and energy. 

Slide 2 AFD health interventions in synergy 
with French global health support see page 147

How do we approach the private sec-
tor? I would like to come back to what 
David de Ferranti said; we take a very 
pragmatic approach. It is not either-or; 
it is both. AFD works both with central 
governments and with the private sec-
tor. We actually acknowledge three facts 
concerning the role of the private sec-
tor in health. First: In most countries we 
are working with, including low-income 
countries, the private sector is already 
a major player. This cannot be ignored. 
Second: Health expenditures are expect-
ed to grow, and more investment will be 
needed to meet new demands. The is-
sue is how to make these additional in-
vestments meaningful, in terms of out-
come and efficiency gains. Third: With 
respect to low-income countries, we all 
know now that most countries are off 
track for meeting the Millennium Devel-
opment Goals (MDGs) and that public 
funds will not be sufficient enough to 
help those countries reach the MDGs. 

I will bring the perspective of bi-lateral 
donor. Just a few words on the French 
Development Agency (AFD) a develop-
ment finance institution that works on 
behalf of the French government. 

Slide 1 AFD Group, see page 147

AFD uses a complete set of financing 
instruments that are attractive to the 
private sector. AFD provides grants to 
central governments, soft (subsidized) 
loans, loans at market conditions, guar-
antees and equity shareholding. AFD 
works with all kinds of stakeholders. It 
is somehow similar to KfW, except that 
AFD has also a mandate as the bilater-
al arm of the French government. AFD 
provides also subsidies to low-income 
and crisis countries and has a specific fi-
nancing window for non-governmental 
organizations (NGOs) support. AFD has 
a private arm called PROPARCO (Société 
de Promotion et de Participation pour la 
Coopération Economique), which lends 
to the private sector at market rate. AFD 
is active in five continents, working in 
60 developing countries. AFD interven-
tions are aimed at reducing poverty pro-
moting economic growth and protecting 
global public goods. It can lend to the 
private sector at subsidized rates pro-
viding that the investment bears some 
specific social and development objec-
tives that can be quantified. 

Just to give you an idea of the impor-
tance of AFD commitments to the pri-
vate sector: Last year AFD committed 4.5 
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The issue is really how to further en-
gage the private sector in providing af-
fordable and quality health products 
and services that reach a large popula-
tion? It is true that it will not target the 
poorest, but it can reach a large popula-
tion, including the poor, and build local 
capacities. This is also another impor-
tant objective for AFD: the engagement 
of the private sector should help to up-
grade or build in-country capacities in 
the production of healthcare services, 
pharmaceuticals, tests, or health-relat-
ed products. 

How do we do it? Since health is now 
globalized, one cannot only work at the 
country level. AFD partners with the 
French Ministry of Foreign Affairs and 
tries to advocate at the global level for 
a more active role of the private sector. 
France is a major contributor of the glo-
bal health initiatives (Global Fund, UNI-
TAID, IFFim, etc.). France is the second 
bilateral contributor to the Global Fund 
with 300 million Euros per year. France 
was instrumental in creating the levy 
on airline tickets with UNITAID and 
also supports the International Finance 
Facility for immunizations. Through 
our active participation in these global 
health initiatives, we want to push an 
agenda that focuses on a stronger par-
ticipation from the private sector. 

We think that a lot of progress in that 
regard has been made in the fight 
against communicable diseases. We 
have learned from our colleagues from 

the TB Alliance and the Global Fund, 
that these initiatives have succeeded in 
better integrating the private sector and 
that some impact is already measurable. 
However, less progress has been made 
in terms of health systems initiatives, 
such as, for example, the International 
Health Partnership (IHP) and Providing 
for Health (P4H). France is also a mem-
ber of those two initiatives and would 
like that further work be done with re-
gard to the integration of the private 
sector. 

AFD also partners with private founda-
tions such as the Bill and Melinda Gates 
Foundation, William J. Clinton Founda-
tion, and other foundations and philan-
thropic businesses. Also, we think that 
multilateral organizations have also an 
important role to play in advocating for 
a stronger role and integration of the 
private sector. We heard that the World 
Health Assembly this year will pass a 
resolution on the role of the private sec-
tor. That is what we were told, and we 
welcome these developments. 

At the global level, it is also important 
to push for the development of innova-
tive financing mechanisms. We should 
think of other ways to finance health 
systems that can include the private 
sector as well. AFD has developed a 
lot of thinking about dedicated invest-
ment or financial instruments to pro-
mote private sector’s activities in devel-
oping countries. AFD has established an 
investment fund for Africa and is de-

veloping dedicated lines of credit and 
guarantees for local banks. We are 
thinking more and more about how to 
harness the private parties in those two 
sectors that are more difficult: health 
and education. We are also developing 
our subsidized-lending activities in or-
der to make the loans more attractive to 
private stakeholders whose investments 
also have a social objective. 

At country-level, we want to work on 
three pillars in parallel: 

- on the policy side, which includes
 the regulatory, accreditation and
 business environment framework; 
- on the demand side, by focusing 
 on social protection and health in-
 surance; the challenge in most low-
 income countries is that the demand
 is very low; people cannot just af-
 ford the services, including in public
 health facilities;
- on the supply side, by directly sup-
 porting private investments.

Before, donors tended to work only 
on the policy side: they were funding 
projects managed by ministries of health 
that would include a component on the 
regulatory framework, but without re-
ally addressing issues with the private 
sector. Somehow, these projects didn’t 
make a very big impact. We therefore 
believe that it is important to address 
these three pillars in parallel. You can-
not support a scaling up in the supply 
of services in the private and the public 

sectors if there is no demand for those 
services. That is why AFD supports the 
development of health insurance and 
pre-payment mechanisms, voucher sys-
tems.

Regarding the policy side, we also be-
lieve that it is important to help gov-
ernments separate the financing from 
the provision of health services. What-
ever financing system a country has 
developed, whether it is budgetary, or 
through insurance, the separation of fi-
nancing for provision allows a country 
to enter into a contracting mode with 
health care providers – both public and 
private – and to bring into the system 
the right incentives for more perform-
ance. 

On the supply side, AFD finances private 
investments mostly through loans: it can 
only give grants to the private sector, if it 
is, for example, an NGO, or a faith based 
organization. But AFD can provide soft 
loans to the private sector in the case of 
investments which also include a social 
component. AFD enters into a dialogue 
with the private actor on the size and 
scope of its social project. The rule is 
that the cost of the social project should 
match the amount of subsidy that is in-
tegrated into the loan. Social projects 
can include: (a) the establishment or the 
increase of some form of cross-subsidi-
zation of services from rich to poor (in 
order to increase the number of poor 
who can access the services); that was 
done in many instances; (b) the increase 
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in the volume of services in order to re-
duce unit costs, (c) the development of 
preventive services, (d) the reduction in 
the costs of inputs, (e) student loans – 
that was for education and training, etc. 
There are many ways in which you can 
help the private sector in developing in-
vestments that have a wider social im-
pact and enhance quality.

Slide 1 AFD Group

Slide 2 AFD health interventions in synergy with French global health support
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Siegfried Throm,
Director Research, Development, 
Innovation, vfa – German Association
of Research-Based Pharmaceutical 
Companies, Germany

It is widely recognized that there is a 
need for increased and ongoing funding 
for research and development towards 
diseases primarily affecting developing 
countries. There are ten so-called “ne-
glected diseases”, as identified by WHO-
TDR, which are responsible for a large 
health burden on the poorest and most 
vulnerable populations across the devel-
oping world. Current control efforts for 
these “neglected diseases” are hampered 
by – among other barriers, such as in-

sufficient infrastructure – a lack of ap-
propriate treatments and diagnostics. As 
these diseases affect the poorest of the 
poor, the opportunities for recouping 
the investment in Research and Devel-
opement (R+D) as it is the case for “reg-
ular” diseases do not exist or are asso-
ciated with a higher level of risk, which 
discourages investment. 

Product Development Partnerships 
(PDPs) are non-governmental organiza-
tions (NGOs) that have been created in 
the last decade to fill this gap and reduce 
the risk undertaken by each partner. As 
a sign of success, the PDPs have begun 
to build pipelines both in the initial dis-
covery phase as well as in the develop-
ment phase, the latter being particularly 
costly due to its length and complexity. 
To ensure uninterrupted progress, addi-
tional funding needs to be secured.

Public sources, often those responsible 
for economic cooperation and develop-
ment, play a key role in this funding. 
Also, governments and other structures 
of a state have a responsibility to facili-
tate the cooperation between public and 
private entities in research and develop-
ment of new and innovative drugs for 
diseases of the poor. 

vfa and the Joint Conference Church 
and Development (GKKE) therefore have 
recently published jointly a list of poli-
cy recommendations regarding health in 
developing countries, on the occasion of 
this year’s elections to the German Bun-

destag. Some key recommendations of 
this paper are: 

• Promote the value of Product De-
velopment Partnerships (PDPs) such as 
Drugs for Neglected Diseases initiative 
(DNDi) and Medicines for Malaria Ven-
ture (MMV), so that more such PDPs are 
established.

• Ensure sustainable funding of the 
pipelines created by such PDPs so that 
there is enough money available to fi-
nance the testing in the later stages of 
development.

• The new German Government should 
better coordinate the various govern-
ment departments charged with health-
related issues by a high level coordina-
tion agency (one stop shop for industry, 
churches, civil society). The Deutsche 
Bundestag should establish a parlia-
mentary sub-committee for internation-
al health.

• Effective measures should be devel-
oped to train and retain qualified per-
sonnel in developing countries.

• Industry is willing to participate in 
suitable projects to build capacities for 
the research, development, production 
and distribution of medicines in devel-
oping countries.

Siegfried Throm Panel discussion



150 151

Panel discussion
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First Vice President, Manufacturing 
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(DEG), Member of KfW banking group
Cologne

From a health system´s and policy per-
spective, specific challenges need to 
be accommodated while opting for in-
creased private sector participation: 
poverty focus, quality of service pro-
viders and focus on prevention. These 
are not always primary priorities in 
the business concepts of private sector 
stakeholders.

In low income countries often there is a 
lack of strategic vision to value system-
atic involvement of the private sector 
and many health ministries view them-
selves as service providers – instead as 
regulating authority – and, thus as com-
petitors.

Ministries of Health should rather take 
the stewardship role as regulators of 
mixed health systems and introduce 
stringent certification, accreditation 
and quality control functions. Division 
of tasks and sharing responsibilities re-
quests particularly to differentiate be-
tween financing and service delivery 
functions within a health system.

In Asia and Africa the private sector (i.e. 
private health service providers) plays a 
huge role – in some countries as India 
and Pakistan an overwhelming one.

The private sector in health systems is 
potentially larger than the public sector 
and therefore indispensable to meet the 
growing demand in developing coun-
tries over the next years – even for dec-
ades. Therefore, this has to be acknowl-
edged when discussing about health 
systems strengthening. This presents a 
not yet fully used potentiality for im-
provements in health care delivery in 
low and middle income countries – e.g. 
through contracting of „Service Lev-
el Agreements“ between government, 
faith based or other non-governmental/
civil society organizations in order to 
make health services available for poor 
communities.
   
Private non-governmental providers of-
ten are renowned for their outstanding 
services at good quality and reasona-
ble price – able to compete with pub-
lic services.

Outsourcing of services to the private 
sector may help ministries with organ-
izing complex tasks (e.g. transport, sup-
port services, pharmaceutical logistics, 
maintenance and repair of equipment) 
and, thus, contribute to efficiency gains 
in the health sector. The private sector is 
usually more flexible and quickly react-
ing to changes in demand.
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Max Lawson
Advisor, Health Development Finance 
and Public Services, Oxfam, UK 

Oxfam works in over 100 countries 
around the world; we work to some ex-
tent in health care in many countries, 
mostly on the advocacy and campaign-
ing side and policy work. The first thing 
to say is we have a different starting 
point. We would like to be convinced 
that the private sector is a good thing in 
the first place. Often we hear the statis-
tic; we heard it from David de Ferran-
ti. For example, in India, 80 percent of 
health care is already in the private sec-
tor, so we have to work with the private 
sector. It is a very common argument. 
If you will forgive me, I will try a bit of 
an analogy: in Somalia, 100 percent of 
security services are in the private sec-
tor. That is a situation that is unbear-
able. It is a situation that has emerged 
because of state failure. It is very im-
portant, and it is no coincidence, that 
the huge proportion of private care is in 
the low-income country settings, where 
governments have failed to step in. In 
high-income countries, the vast major-
ity of financing is in the pubic sphere. 
That is a really important point.

We really think that governments in 
many of the poorest countries have 
failed their people and that we need to 
address that. The private sector does 
have a role to play, but there is this huge 
gap of unmet need and unmet care that 
we need to fill, and we need to be con-
vinced that the private option is the best 
way to go, or whether we should look at 
more of a mixture. To use a phrase from 

the US debate, we are very much in fa-
vor of the public option, which is get-
ting a lot of discussion at the moment. 

There are broadly three kinds of pri-
vate sector in the poorest countries. We 
have talked today about the private sec-
tor, and sometimes we differentiate it 
and sometimes we do not. Oxfam has 
no problem at all with many of the not-
for-profit, particularly church-based 
services that you see for example all 
over Africa. We think there is a need to 
regulate them, to integrate them, and to 
work with them. But there is a very big 
difference between an organization that 
is set up to make money and an organi-
zation that is set up as a value-based 
service to deliver services to the poor. 
I think it is important not to conflate 
the two. 

The other two big chunks of private sec-
tor are for-profit that is largely aimed at 
the richer segments of society. The kinds 
of upper quintile private health servic-
es in many of the poorest countries are 
maybe not quite the standard were are 
used to in the Organisation for Eco-
nomic Cooperation and Development 
(OECD) countries, but certainly, if you 
have got the money, in most countries 
of the world you can get pretty good 
care. As Oxfam, we do not think that 
donor aid and donor taxes should re-
ally be involved in supporting the de-
velopment of that sector. If that sector 
develops, that is great, but we do not 
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think donor aid or government revenue 
should be involved in subsidizing it. 

The third area, which I think is the real-
ity for the vast majority, is the for-prof-
it private sector that aims at the poorest 
people. This is a very dangerous threat 
to people’s health in many situations. It 
is largely unregulated, often very un-
qualified and often not even pretend-
ing to be run by health professionals. 
Often shop keepers are selling medi-
cines. This is a big issue. The premise 
all day has been that the private sector 
automatically is a positive good that we 
need to work with. But there is a need 
to improve quality and regulate the pri-
vate provision that the poorest access. 
It is important to get out there and do 
this. There are many poor people who 
are getting misdiagnozed; they are be-
ing treated for the wrong diseases; they 
are being given medicines that are out 
of date. In many instances counter-
feit drugs are given to sick people. This 
is really a serious problem for public 
health in poor countries. That is a prob-
lem of private sector. There is a need to 
deal with that. 

What is the answer; what are we say-
ing? We are not suggesting for a sec-
ond that the private sector doesn’t have 
a role in the answer, as it does at the 
moment. We would favor more looking 
at the not-for-profit sector and really 
trying to make it work, particularly in 
Africa where we know that the church 
plays a huge part in provision of exist-

ing services. But, in terms of the scale-
up, where are we going to get that scale-
up from? We think we have to revisit 
the public option. We have to be talking 
about this. We have to have meetings 
as important as high profile as this one, 
looking at how to scale up public sec-
tor provision. Because for twenty years, 
we have been neglecting the public sec-
tor. It has been underinvested in by poor 
country governments and donors alike. 
In the last ten years, we have seen, as 
we have heard today elaborated, a big 
increase in donor funding, but at the 
expense of massively “balkanizing” and 
fracturing health systems in poor coun-
tries. We are dealing with multiple do-
nors and multiple providers. There has 
been a big opportunity cost there, again, 
driven largely by different donors and 
their different priorities. 

It is not the fact that to say that we have 
had twenty, thirty years of trying this 
public option and it has failed. I think 
we have had twenty years of firstly 
huge disinvestment; now ten years of 
investment which has had its pluses. 
But the investment certainly hasn’t been 
enough in public health systems at all. 
It has been in this fractured way that we 
have heard about at this conference. We 
think that there should be investment in 
scaling up the public sector. That can be 
done, and it is not the case that it is au-
tomatically a win-win to invest in the 
private sector at the same time. There 
are trade-offs; just simple basic trade-

offs. In Malawi, we talked about earlier 
on; it is the same small group of manag-
ers in the Ministry of Health. Either they 
could spend two-thirds of their week 
trying in vain to regulate a multiplic-
ity of private providers, or they could 
spend two-thirds of their week trying to 
manage and expand public provision. 
Those are the real trade-offs that we are 
talking about. Regulating the private 
sector is not an easy option; it is incred-
ibly difficult. 

I will finish by saying that one of the 
more interesting studies that I have 
heard about recently was at a confer-
ence in Ghana, comparing Sri Lanka 
and India. I think this is really impor-
tant, because we need to look at the 
developing countries, low- to middle-
income countries that have really suc-
ceeded in achieving the aim of universal 
coverage. Sri Lanka is one that has done 
exceptionally well, and has a mix. Here 
the private sector is big and substantial. 
We are not talking about Cuba here; we 
are not talking about some communist 
Utopia, we are talking about a mixed 
situation, but where the investment in 
public provision has been significant 
for decades. What is really interesting 
and what this study was showing is 
that as a result, the quality of the pri-
vate sector in Sri Lanka is significantly 
better than in India, largely because of 
the competitive influence. By investing 
in the public option, you drive up qual-
ity across the board. This is the best way 

to regulate the private sector. The best 
way to achieve universal access is to in-
vest in the public option in tandem with 
exploring private alternatives. “Public” 
first is what we would say. 
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Bernd Appelt,
Priority Area Manager for Health 
and Social Protection, Department of 
Planning and Development, Deutsche 
Gesellschaft für Technische Zusamme-
narbeit (GTZ) GmbH, Eschborn 

eral Accounting Offices – need to be de-
veloped and strengthened. This means, 
first, their ability to recognize the po-
tential of public-private-partnerships 
and incorporate this in a comprehensive 
health policy and secondly, their capac-
ity to be able to deal and contract with 
the private sector, to negotiate services, 
prices, quantity, access and subsequent-
ly monitor and evaluate results. This 
would mean in effect that governments 
and their institutions would need to de-
velop the technical skills to manage re-
sults rather than inputs. This fundamen-
tal change of the role of government 
requires strong political will and leader-
ship and is therefore primarily a politi-
cal rather that a technical question. 

Public Private Partnerships (PPPs) in 
the health sector in low and middle-
income countries have the potential to 
strengthen health systems in their ca-
pacity to deliver quality health services. 
However, a crucial factor is the compe-
tence of the public sector to regulate ef-
fectively health care services. In many 
low and middle income countries there 
is no regulatory frame work for health 
care service providers neither for gov-
ernment health care service providers 
nor for private health care service pro-
viders and if there is one it is not en-
forced. This results in a situation where 
the public and private health care sec-
tor work side by side often without any 
formal linkages - this barrier does not 
exist for patients and health care work-
ers. Patients choose the service the need 
and which they can afford irrespective 
of the ownership of the institution in 
the same way as health care profession-
als choose the employer which serve 
their needs best. And one has to keep 
in mind here that private services can 
at times be cheaper than public serv-
ices and that private health care insti-
tutions sometimes pay their employees 
less than public institutions.

Therefore the capacities of governments 
– and here I include besides the Minis-
tries of Health all other ministries which 
own or run health care institutions as 
well as Ministries of Finance, Ministries 
of Planning, Ministries of Local Gov-
ernment, Civil Service Institutions, Gen-
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Summary of the 
day’s discussion

David de Ferranti, 
President, Results for Development 
Institute and Senior Fellow, Brookings 
Institution, Washington D. C.

We have had three panels so far. We 
had a great diversity of opinions and 
issues, some common themes. We con-
sidered the economic, financial issues, 
the questions around the future of aid; 
maybe there was a fatigue with creating 
more global health initiatives. I do not 
disagree that the context looks a little 
more challenging, little less certain, and 
it may pose more difficult choices going 
forward. But, even beyond that, there 
are always changes in the geo-politics, 
and they are driven by national political 
leadership changes. Some of them are 
likely in the year and years ahead. That 
is one thing to keep in mind and per-
haps return to.

Our discussions have focused a lot on 
partnerships and not only public-pri-
vate but also external support to coun-
tries. A second set revolved around the 
private sector, or lets say non-state sec-
tor. We, the non-state sector, need to 
know how we can do our jobs better. 
There is a need for capacity building, so 
we can fulfil our function better. 

Though not very extensive, we also dis-
cussed private sector initiatives from 
developed countries. Our first panel in-
cluded some thoughts and suggestions 
about that. There is a lot more there 
that could be discussed. Referring to 
partnerships: it is worth recalling that 
there is actually quite a variety of part-
nerships. There are the new institutions: 
GAVI and Global Fund, and there have 
been issues of discussion useful around 

that. There are, what I am going to call, 
the country-focused partnerships mean-
ing they seek to work with countries to 
help them wrestle with problems better, 
of which the International Health Part-
nership (IHP) is one, and Providing for 
Health Initiative (P4H) is another. We 
have raised questions about whether 
the IHP is actually achieving that coun-
try focus, of putting the country in the 
driver seat. The thought came to my 
mind what would happen if it were ten 
years from now, and we were all gath-
ering again. What would we likely be 
able to say at that point? What would 
we like to know relevant to the topics 
that we have talked about? I have list-
ed eight items. I am sure that they are 
not the only or the best, but maybe they 
will stimulate you all to think of some 
more. 

First: The record we have seen of do-
nor coordination, which involves sector 
wide approaches (SWAPs), pools, funds, 
HIP, the ACRA, going back to Paris, do-
nor coordination discussions, GAVI, 
Global Fund, World Bank coordination. 
These are all different things and I am 
not putting them all in the same pot. 
But there is a theme running through 
them which is what promises for work-
ing together are and can be achieved. 
Maybe anarchy is the natural state of 
affairs; maybe it is how change hap-
pens. It is creative destruction. But, 
clearly, we all know that duplication 
does have its costs. The record thus far 
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has not been overwhelmingly positive. 
So, what do we have to do so that ten 
years from now we can look back and 
say that something good has happened? 
That would mean that we are getting 
more money for health. That requires 
these issues. There is more to say about 
that, but I wont take up that time.

Second: The record of the number of 
global health initiatives. I do not see too 
many hands raised that there should be 
twice as many as there are now. There 
could be some consolidation, some 
success. What if GAVI and the Global 
Fund ten years from now were able to 
look back and say, “We made a lot of 
progress; we should be talking about 
how to phase down, combine, shift”. 
Hopefully that is not too impossible ten 
years from now. The first area is the 
record of all the attempts to work to-
gether. The second is the global initia-
tives. By the way, the notion came up at 
a discussion at lunch; for every new in-
itiative, three should be retired through 
folding in. I will sign up for that; I think 
that is good. 

Third: The number of countries where 
government stewardship of the whole 
health system, state and non-state has 
improved. I do not know how you 
would measure that, but we could think 
about how to measure that. It would be 
nice in ten years to look back at that. 
Certainly, looking back at thirty years, 
I do not see as much progress as really 
the billion or three billion people living 

on less than $2.00 a day deserve. May-
be we can make a step up in the next 
ten years. 

Fourth: A number of countries where 
public facilities are improved and are 
stepping up to the mark. All of us would 
like to see governments do well. Can we 
make that happen? 

Fifth: The number of countries where 
the non-state side has improved on its 
part. I mentioned, when you sit down 
with them, including the for-profit side, 
local organization, desperate to have 
the kinds of things that we often talk 
about as within the public sector: capac-
ity building, knowledge sharing; you are 
pretty much alone if you are running 
something out there without a chance 
to connect. 

Sixth: The number of countries where 
key regulatory role that enables govern-
ment to be steward is working better. 

Seventh: The number of countries who 
are making significant progress towards 
universal coverage, as David Evans 
talked about it, or what I have called the 
“third great transition”. 

Eighth: The number of countries where 
impact assessment and the informa-
tion systems and the evidence-generat-
ing capability that needs to underpin it 
is really making serious project. Ques-
tion in that regard? We have always as-
sumed that making significant advances 
in that area is a purely public-sector ac-

tivity – at least the information gather-
ing, where we tend to. But is that neces-
sarily the case? A lot of other sectors, a 
lot of other activities find ways to eval-
uate, rate, score, reaching beyond over-
stretched ministries of health and others. 
How to actually ensure that ten years 
from now we have all that information? 
I am a mischief person, so, of course, I 
have to propose that a new global ini-
tiative on that subject with a coordinat-
ing group to orchestrate the association 
of federated associations should be es-
tablished to do that. 
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