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Other	 NIHR	 programmes	 also	 pick	 up	 similar	 issues	 which	 are	 outside	 the	 remit	 of	 the	 HTA	

programme:	for	instance,	the	NIHR	Health	Service	and	Delivery	Research	(HSDR)	Programme	will	

tackle	issues	involving	service	reconfiguration,	patient	views	and	values,	or	implementation.		

So	for	NIHR	programmes,	NICE	research	recommendations	are	a	valuable	means	of	 identifying	

topics	which	have	to	potential	to	have	a	major	impact	on	the	NHS,	and	which	therefore	deserve	

a	 high	 priority.	 However	 these	 are	 all	 research	 programmes	 with	 their	 own	 remit,	 which	 for	

instance	do	not	cover	audit,	epidemiology	or	natural	history	of	disease,	or	NHS	utilisation	data;	

they	 cannot	 therefore	 deliver	 all	 of	 NICE’s	 information	 needs,	 eg	 basic	 volume	 data	 such	 as	

appropriately	 analysed	 prescription	 and	 uptake	 figures	 for	 pharmaceuticals,	 broken	 down	 by	

indication	 and	 patient	 subgroup,	 or	 audit	 of	 current	 and	 emerging	 practices.	 Nor	 can	 the	

programmes,	 committed	 to	 high	 quality	 research,	 deal	 with	 the	 volume,	 or	 in	 particular	 the	

rapidity	with	which	NICE	needs	such	information,	even	when	it	is	in	remit.		

Misaligned	objectives	and	other	limitations	

Despite	the	good	intentions,	NICE’s	and	NIHR’s	aims	are	not	always	well	aligned.	NICE	is	under	

pressure	 to	 issue	 decisions,	 even	 when	 there	 is	 considerable	 uncertainty.	 However,	 new	

research	is	time	consuming,	and	adoption	decisions	are	often	difficult	to	postpone.	NICE’s	remit	

confines	 it	 to	 looking	 at	 some	 technologies	 in	 a	 limited	 way	 –for	 instance	 in	 relation	 to	 drug	

therapies,	 NICE	 can	 only	 consider	 these	 in	 terms	 of	 their	 licence,	 so	 that	 some	 uses	 of	 the	

technologies	 cannot	 be	 evaluated;	 eg	 the	 HTA	 funded	 IVAN	 study	 examines	 the	 licensed	 but	

very	expensive	ranibizumab	(Lucentis)	for	age	related	macular	degeneration	(AMD)	compared	to	

the	unlicensed	but	similar	and	less	expensive	bevacizumab	(Avastin).	This	comparison	was	not	of	

interest	to	the	manufacturer	(the	same	for	both	compounds),	and	led	to	the	funding	of	the	IVAN	

study	and	a	very	similar	study	in	the	USA	(CATT).	These	have	shown	clinical	equivalence	at	much	

lower	cost,	but	NICE	cannot	use	these	results	to	recommend	the	less	expensive	but	unlicensed	

drug	 because	 of	 legal	 and	 policy	 restrictions.	 A	 further	 example	 of	 lapse	 in	 coordination	

between	NICE	and	NIHR	was	the	approval	of	Lucentis	for	AMD	during	the	trial,	requiring	that	it	

be	available	to	patients	across	England,	hampering	recruitment,	or	NICE’s	approval	of	drugs	for	

Alzheimer’s	disease,	undermining	a	major	trial	of	donepezil,	AD2000.		

A	 key	 third	 partner	 that	 should	 be	 involved	 in	 evidence	 generation	 is	 the	 NHS	 itself	 and	 its	

commissioners:	although	 they	often	express	concerns	 that	NIHR	does	not	meet	 their	 research	

needs	adequately,	they	have	proven	themselves	poor	at	identifying	such	needs	or	in	supporting	
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research	 which	 even	 they	 have	 requested,	 as	 middle	 managers	 do	 not	 see	 research	 as	 an	

important	way	to	improve	the	service.		

Conclusions:	

The	experience	of	NICE	and	the	NIHR,	in	working	synergistically	for	the	good	of	patients	and	the	

public	 serviced	by	 the	NHS,	can	be	a	model	of	how	a	policy	maker	and	a	 research	 funder	can	

align	 their	activities.	 	Most	 research	programmes	however	are	more	heavily	 influenced	by	 the	

research	community	than	by	the	policy	maker,	and	few	policy	makers	put	such	an	emphasis	on	

evidence	as	a	key	to	developing	practice.	A	common	commitment	to	 improve	care	of	patients	

has	been	the	key	driver.		
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Table:	High	priority	NICE	research	questions	currently	being	considered	or	already	advertised	or	

commissioned	by	the	National	Institute	for	Health	Research	in	the	UK	2005-2015	

	
NICE	Priority	Topics	
	
Year Research 

Recommendation 
Topic 
No. 

Current Status 

2005 Pre-operative testing : 
evidence synthesis, cost 
effectiveness and value of 
information analysis 

7728 Published project (06/84/01) 

http://www.journalslibrary.nihr.ac.uk/hta/volume-
16/issue-50  

2005 Psychological 
interventions for the 
treatment of moderate and 
severe depression in 
children and young people 

6554 Commissioned ongoing project (06/05/01)  

http://www.nets.nihr.ac.uk/projects/hta/060501  

2005 Interventions to help 
overweight and obese 
adults to maintain weight 
lost 

7726 Commissioned ongoing project (08/44/04) 

http://www.nets.nihr.ac.uk/projects/hta/084404  

2005 Obesity prevention or 
weight reduction in 
younger children 

7727 Commissioned ongoing project (06/85/11)  

http://www.nets.nihr.ac.uk/projects/hta/068511  

2005 What is the clinical and 
cost-effectiveness of 
domiciliary oxygen 
therapy compared to no 
oxygen for patients with 
chronic heart failure? 

6546 Commissioned ongoing project (06/80/01) 

http://www.nets.nihr.ac.uk/projects/hta/068001  

2006 Increasing physical 
activity levels and 
increasing smoking 
cessation 

7940 Published project (07/78/02) 

http://www.journalslibrary.nihr.ac.uk/hta/volume-
18/issue-4  

2006 Drug treatment of obesity 
in primary care 

7692 Published project (07/85/02) 

http://www.journalslibrary.nihr.ac.uk/hta/volume-
16/issue-5  

2006 Interferon gamma tests for 
the rapid identification of 
active tuberculosis 
disease 

7941 
(merged 
with 
7960) 

 

 

Commissioned ongoing project (08/106/02) 

http://www.nets.nihr.ac.uk/projects/hta/0810602  
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Year Research 
Recommendation 

Topic 
No. 

Current Status 

2006 A study of the prognostic 
value of interferon gamma 
and tuberculin skin tests 
for the development of 
active tuberculosis in 
people with suspected 
latent TB 

 

9395 & 
15883 

Commissioned ongoing project (08/68/01) 

http://www.nets.nihr.ac.uk/projects/hta/086801  

2007 Pill in the pocket treatment 
for AF 

8982 Published project (08/46/01) 

http://www.journalslibrary.nihr.ac.uk/hta/volume-
14/issue-31  

2007 Spironolactone vs 
eplerenone for HF early 
after an MI 

8898 Published project (08/48/01) 

http://www.journalslibrary.nihr.ac.uk/hta/volume-
14/issue-24  

2007 Anticoagulation with 
antiplatelet therapy in AF 

8977 Published project (09/11/02) 

http://www.journalslibrary.nihr.ac.uk/hta/volume-
17/issue-30  

2007 Cost effectiveness of 
routine echocardiographic 
examination in all newly 
diagnosed AF patients 

8984 Published project (08/45/01) 

http://www.journalslibrary.nihr.ac.uk/hta/volume-
17/issue-36  

2007 Prospective audits of 
bariatric surgery  

8978 Commissioned ongoing project (10/42/02) 

http://www.nets.nihr.ac.uk/projects/hta/104202  

2007 Family based 
interventions for young 
people who misuse 
alcohol 

8980 ( Commissioned ongoing project (11/60/01) 

http://www.nets.nihr.ac.uk/projects/hta/116001  

2009 Reducing differences in 
the uptake of 
immunisations 

14438 Commissioned ongoing project (11/97/01) 

http://www.nets.nihr.ac.uk/projects/hta/119701  

2009 Interventions to help those 
experiencing long-term 
sickness absence or 
recurring short- or long-
term sickness absence 
return to work. 

 

14537 Commissioned ongoing PHR project 
(12/3090/05) 

http://www.nets.nihr.ac.uk/projects/phr/12309005 

2010 Brief interventions to 
reduce alcohol misuse in 

11164 Commissioned 3 projects in PHR Programme:  
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Year Research 
Recommendation 

Topic 
No. 

Current Status 

those under 16 years old Published project (10/3002/07) 

http://www.journalslibrary.nihr.ac.uk/phr/volume-
2/issue-6 

Project waiting to publish (10/3002/03)  

http://www.nets.nihr.ac.uk/projects/phr/10300203 

Ongoing project (10/3002/09) 

http://www.nets.nihr.ac.uk/projects/phr/10300209    

2010 Follow up mammography 14434 Commissioned ongoing project (11/25/03) 

£2,107,443 

http://www.nets.nihr.ac.uk/projects/hta/112503  

2010 Timing of birth in women 
with pre-eclampsia 

14511 Commissioned ongoing project (12/25/03) 

http://www.nets.nihr.ac.uk/projects/hta/122503  

2010 Early versus later 
pulmonary rehabilitation in 
chronic obstructive 
pulmonary disease 
(COPD). 

14141/ 
17497 

Commissioned ongoing project (13/24/03) 

http://www.nets.nihr.ac.uk/projects/hta/132403 

 

2010 What are the most 
effective and cost effective 
ways of increasing 
immunisation uptake 
among looked after 
children and young people 
and other population 
groups at risk of being 
only partially immunised 
or not immunised at all? 

14436 Project in commissioning (13/16) 

2011 HIV testing among black 
Africans in England 

15867 Commissioned ongoing project (12/138/02) 

http://www.nets.nihr.ac.uk/projects/hta/1213802  

2011 Risk of malignancy Index 
1 threshold for women 
with suspected ovarian 
cancer 

16058/ 

16728 

Commissioned ongoing project (13/13/01) 

http://www.nets.nihr.ac.uk/projects/hta/131301 

2011 A comparison of the 
clinical and cost 
effectiveness of sertraline 
and CBT in people with 
GAD that has not 
responded to guided self-

15567 Commissioned ongoing project (13/28/02) 

http://www.nets.nihr.ac.uk/projects/hta/132802 
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Year Research 
Recommendation 

Topic 
No. 

Current Status 

help and psychoeducation 

2012 Oral antibiotic therapy in 
patients with neutropenic 
sepsis 

18557 Commissioned project waiting to start 
(13/140/05) 

http://www.nets.nihr.ac.uk/projects/hta/1314005 

 

Under consideration 

 

2011 An assertive community 
treatment model for 
service users who are 
moderately or severely 
dependent on alcohol 

15745 Topic on-hold 

2013 Maintenance treatment for 
people with mild to 
moderate ulcerative colitis 
(regular maintenance 
versus rapid standard 
treatment if relapse 
occurs) 

21035 Discussed by Advisory Panel Nov 14 and 
progressed to next stage (Mar/May 2015) 

2013 MI –secondary prevention:  
treatment with an oral 
anticoagulant and 
combination antiplatelet 
drugs (aspirin and 
clopidogrel) compared 
with anticoagulant with 
clopidogrel.      

20692 Discussed by Advisory Panel Nov 14 and 
progressed to next stage (Mar/May 2015) 

 

 

NICE Database Topics 

 

2005 Increasing uptake of 
smoking cessation 
services  

2548 Commissioned ongoing project (08/58/02) 

£2,196,347 

http://www.nets.nihr.ac.uk/projects/hta/085802 

2008 Most effective way to 
manage otitis media with 
effusion (OME) in children 
with Downs syndrome and 

10248 
& 
12647 

Commissioned 2 projects for Downs syndrome 
(10248) and cleft palate (12647): 

Published project for Downs syndrome 
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Year Research 
Recommendation 

Topic 
No. 

Current Status 

children with cleft palate (09/166/01) 

£140,385 

http://www.journalslibrary.nihr.ac.uk/hta/volume-
18/issue-60 

Project waiting to publish cleft palate (09/167/02) 

£101,414 

http://www.nets.nihr.ac.uk/projects/hta/0916702 

2008 Long-term outcomes of 
NHS Stop Smoking 
Services, particularly 
among minority ethnic and 
disadvantaged 
communities 

10292 Project waiting to publish (09/161/01) 

£819,952 

http://www.nets.nihr.ac.uk/projects/hta/0916101  

 

2008 Effectiveness of 
interventions to support 
women to breastfeed 

10299 Completed update of Cochrane Review 
(10/106/01) 

£12,896 

http://www.nets.nihr.ac.uk/projects/hta/1010601  

2008 Economic evaluation:- 
[Research councils, 
national and local 
research commissioners 
and funders and research 
workers should] gather 
evidence on the costs and 
benefits of community 
engagement approaches. 

10290 

(11263) 

Commissioned 3 projects in PHR Programme:  

Project waiting to publish (09/3008/07) 

£358,962	 
http://www.nets.nihr.ac.uk/projects/phr/09300807  

Published project (09/3008/11) 

£221,837 

http://www.journalslibrary.nihr.ac.uk/phr/volume-
1/issue-4 

Published project (09/3008/04)  

£199,328 

http://www.journalslibrary.nihr.ac.uk/phr/volume-
3/issue-3 

2009 Prevention of metastatic 
spinal cord compression 

12176 Completed TAR Short report (10/91/01) 

Call-off contract, short report average cost 
£66,000 

http://www.journalslibrary.nihr.ac.uk/hta/volume-
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Year Research 
Recommendation 

Topic 
No. 

Current Status 

17/issue-42  

2009 Mental wellbeing of older 
people 

Home visits and telephone 
support for improving 
mental wellbeing 

11172 Published PHR project (09/3004/01) 

http://www.journalslibrary.nihr.ac.uk/phr/volume-
2/issue-7 

2009 Facet-joint injections and 
radiofrequency lesioning 
for people with persistent 
non-specific low back pain 

 

13277 Commissioned ongoing project (11/31/01) 

http://www.nets.nihr.ac.uk/projects/hta/113101 

Second project (11/31) in commissioning 

2010 Quitting smoking in 
pregnancy and following 
childbirth. 

14153 Commissioned ongoing project (11/93/01) 

http://www.nets.nihr.ac.uk/projects/hta/119301  

2010 Interventions for men with 
mild to moderate post 
prostatectomy urinary 
incontinence. 

13991 

(merged 
with 
13826) 

Commissioned ongoing project (11/106/01) 

http://www.nets.nihr.ac.uk/projects/hta/1110601  

2010 The role of natriuretIc 
peptides in the 
management and 
prognosis of heart failure. 

14520 
(merged 
with 
11962) 

Commissioned ongoing project (11/102/03) 

http://www.nets.nihr.ac.uk/projects/hta/1110203  

2010 Diagnosis and 
management of bladder 
outlet obstruction in men 

13987 Commissioned ongoing project (12/140/01) 

http://www.nets.nihr.ac.uk/projects/hta/1214001  

2010 Percutaneous 
radiofrequency ablation 
for renal cancer. 

14498 Commissioned ongoing project (11/107/01)  

http://www.nets.nihr.ac.uk/projects/hta/1110701  

2010 Weight management 
interventions after 
childbirth 

20203 Project in commissioning (14/67) 

2011 Treatments for people 
who have severe chronic 
hand eczema that is 
unresponsive to treatment 
with potent topical 
corticosteroids. 

15546 Commissioned ongoing project (12/186/01)  

http://www.nets.nihr.ac.uk/projects/hta/1218601 

2011 Imaging in the diagnostic 
pathway for women with 
ovarian cancer. 

16059 Project in commissioning (12/193 and again as 
14/31)   
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Year Research 
Recommendation 

Topic 
No. 

Current Status 

 

2011 Interventions after testing 
for HIV to reduce future 
risky sexual behaviour 

18408 Project in commissioning (13/77/03) 

http://www.nets.nihr.ac.uk/projects/hta/137703 

 

2012 Fenestrated endovascular 
repair of abdominal aortic 
aneurysms 

17708 

(merged 
with 
17252) 

Published project (13/09/01) 

http://www.journalslibrary.nihr.ac.uk/hta/volume-
18/issue-70 

2012 What is the optimal 
duration of treatment 
(course length) in babies 
who receive antibiotics for 
confirmed early-onset 
neonatal infection? 

18297 Project in commissioning (13/145) 

2012 Postural management 
programmes using a 
standing frame in children 
aged 1-3 years. 

18142 Project in commissioning (13/144) 

2012 Guided/Facilitated self-
help for anxiety and 
depression in adults with 
autism. 

18156 Project in commissioning (14/43)   

2013 MI – secondary 
prevention: Secondary 
prevention in primary and 
secondary care for 
patients following a 
myocardial infarction 

20691 To be progressed for consideration for TAR 

 

In Prioritisation 

 

2014 Safe staffing for nursing in 
adult inpatient wards in 
acute hospitals 

 

n/a Project in commissioning in HS&DR Programme 
14/194 
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Aligning Local and Global 
Priorities for Health: The 
Roles of Governments, 
CSOs and Development 
Partners in Setting and 
Funding for the Priorities

Priority setting for health at the global level was instrumental in uplifting lives of people across the world 

in the past 15 years. Focus on infectious diseases in G8 Okinawa Summit in 2000 paved the way for the 

establishment of the Global Fund, creating substantial financial flow to control AIDS, TB and malaria. 

Global commitment on MDGs was followed by an increase in targeted funding for maternal, neonatal 

and child health, as well as for infectious diseases control. More recently, universal health coverage 

(UHC) is high on global health agenda as reflected in UN General Assembly  resolution in 2012 and 

many other agreements and statements, and increasing number of countries are making efforts in that 

direction. Those priorities have guided global resource mobilization for health resulting in significant 

improvement in health status particularly of the people in LMICs, described as great convergence.

However, priority setting at the global level, despite the best intensions, has its shortcomings and may 

have negatively affected priority setting at the country level particularly by LMICs. In some cases, priority 

setting at the global level has led to the creation of targeted funding mechanisms for specific health 

issues and diseases, such as GAVI, the Global Fund (followed recently by GFF). But in many cases 

priorities were set without clear financial commitment. Even though each country is responsible for 

ensuring best attainable health to its population based on global commitment with available resources, 

this fragmentation of resource allocation at the global level seriously affects the decision making of 

many LMICs and their efforts toward achievement of UHC.

3.3
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At one level, there is an issue of alignment. It is an issue of balancing targeted funding with broader 

health systems strengthening toward UHC. The alignment issue can be particularly pertinent in low 

income settings where external resources could contribute a larger proportion of the country’s health 

budget. If left uncoordinated and unmanaged, such targeted funding may result in fragmentation of the 

health systems, concentration of health systems capacity in narrow programs; and crowding out of 

domestic investment and balanced capacity building efforts.

At another level, there is an issue of adjustment. It is an issue of transitioning from dependence on 

external resources to domestic resources. With the economic growth of many of LMICs, the tide of the 

momentum in global health and development is now shifting toward domestic resource mobilization 

and capacity building rather than external financing and execution of vertical programs. The adjustment 

issue can be more relevant to upper-middle income settings, as lower income countries are being 

more prioritized in terms of access to concessional funding and low cost commodities. These are the 

countries more pressed to achieve UHC, amidst reducing external resources, growing inequality and 

NCD burden.

Many governments of LMICs are now beginning to uphold UHC as a national goal on their part, and 

yet they face fiscal and institutional sustainability challenges, such as reprioritizing while integrating 

vertical programs, creating additional fiscal space, and building stronger health systems. This session 

is aiming first at highlighting the issues associated with alignment and adjustment, by looking at actual 

experiences of the countries going through those challenges. Secondly, it will explore the roles of 

governments, CSOs and development partners in priority setting for health both at the global and 

country levels, and their roles in funding for those priorities, as an effort to identify desirable interactions 

among diverse stakeholders to bring UHC forward in countries with different settings and challenges.
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Background

Key issues to be covered:
• What actors are involved in priority setting for health at the global level today? Are 

there actors who are under-represented? What are the desirable mechanisms for 
global health priority setting, e.g., WHA, UNGA, G8 and others?

• Are the global health priorities adequately funded, at global and country levels? 
Where are the priority-funding gaps? Who should be the ones to fill the gap?

• What are the positive and negative influences of priority setting for health at the 
global level to priority setting at the country level? Are there better ways and 
mechanisms to strengthen the link between them?

• What are the issues associated with alignment? How the governments, 
development partners and other stakeholders interact better to remedy the 
problems?

• What are the issues associated with adjustment? How the governments, 
development partners and other stakeholders interact better to remedy the 
problems?

• What kinds of capacities are needed on the part of LMICs to set priorities right 
toward UHC? How best can the development partners support sustainable 
capacity development of LMICs?

Objectives
To identify ways to best ensure links between priority setting for health at the global 

and country levels, and links between priority setting and resource mobilization at 

both levels, toward the achievement of UHC in LMICs. Expectation is to draw out 

key actions and interactions needed by various stakeholders (governments, CSOs, 

development partners) in priority setting.
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Chair 
Takao Toda
Director General, Human Development Department, 
Japan International Cooperation Agency, Japan

Moderator 
Walaiporn Patcharanarumol
Senior Researcher, International Health Policy Program, Thailand

Speakers
Toomas Palu
Sector Manager for Health, Nutrition and Population, 
East Asia and Pacific Region, The World Bank, Thailand
Overview of the issues

Ashadul Islam
Director General, Health Economics Unit, 
Ministry of Health and Family Welfare, Bangladesh
Bangladesh’s experience in aligning local and global health priorities toward UHC

Omar Ahmed 
Deputy Head, Department of Policy, Planning and Healthcare Financing/Head of Division,  
Health Financing, Ministry of Health, Kenya 
Kenya’s experience in aligning local and global health priorities toward UHC

Ebenezer Appiah-Denkyira
Director General, Ghana Health Service, Ghana
Ghana’s experience in adjustment in shifting from external to domestic resource 
mobilization toward UHC



5

Moderator   I   Speakers   I   Panelists

3.3
Parallel 
Session 

PS 3.3

Panelists

Francis Omaswa
Executive Director, African Center for Global Health and Social Transformation, Uganda
*written intervention to be read by the Moderator

Amit Sengupta
Associate Global Co-ordinator, People’s Health Movement, India (CSO) 

Osamu Kunii
Head of Strategy and Impact DivisionThe Global Fund to Fight AIDS,
Tuberculosis and Malaria, Switzerland
(Multilateral, targeted) 

Damian Walker
Deputy Director, Data & Analytics, Global Development, 
Bill and Melinda Gates Foundation, Switzerland 
(Private Foundation) 

Ikuo Takizawa
Deputy Director General, Human Development Department, 
Japan International Cooperation Agency, Japan 
(Bilateral, systems-oriented)
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Chair

Takao TODA 
Director General 
human Development Department  
Japan international Cooperation agency 

Japan

As the Director General of Human Development Department, Dr. Toda oversees and takes the leadership on 

establishing JICA’s operational strategies and implementing activities on health, social welfare, and education. For 

more than 30 years, he has been playing various important roles such as Executive Advisor to the Director General 

of Human Development Department, Chief Representative of JICA’s Office in Bangladesh, Senior Fellow in JICA 

Research Institute, Group Director (Higher Education / Social Security) of Human Development Department, Group 

Director on Human Security, Group Director on Peace Building and Senior Representative of JICA USA Office.

In parallel with his pursuit of professional career, Dr. Toda received Ph.D at the Graduate School of International 

Development, Nagoya University in 2009, master’s degree at the Graduate School of Frontier Sciences, University 

of Tokyo in 2001, and LL.B at the Faculty of Law, Kyoto University in 1984. He has a wide range of knowledge and 

insight especially on the operationalization process of Human Security, which has been the core concept of Japan’s 

diplomatic policy of international cooperation. 

He is taking care of two daughters, good at cooking and enjoys playing saxophone.
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MoDerator

Walaiporn PATchArAnArumOl 
Senior researcher  
international health Policy Program 

thailand

Dr. Walaiporn Patcharanarumol is a senior researcher for the International Health Policy Program (IHPP), Ministry of 

Public Health Thailand. A former hospital pharmacist, her main research areas include health financing, universal 

health coverage, health insurance and health policy and systems.

Since joining IHPP in 2001, her research perspective has broadened from the hospital level to the national and 

regional level. She won a scholarship of Joint-Japan World Bank for her master study in Social Protection Financing 

at Maastricht University, Netherlands in 2002-03. Subsequently, she got the Dorothy Hodgkin Postgraduate Award 

in 2004 for attending the London School of Hygiene and Tropical Medicine, University of London and received her 

PhD in Public Health and Policy 2008. She was seconded to serve as a WHO officer at Health System Financing 

Department, Health Service System Cluster, World Health Organization, Geneva, Switzerland, during Aug 2011 – 

April 2012. This post was the secondment by the Thai Government through the Prince Mahidol Award Foundation.

She worked extensively on the National Health Account, National Drug Account, National AIDS Spending Assessment, 

long-term projection of national health expenditure, health care financing for the poor and capitation rate estimation 

for the public health insurance scheme. Her work has been published in The Lancet, PLOS Medicine and BMC 

Public Health among other international and national journals. She also provides capacity strengthening to a number 

of countries in the region, such as Myanmar, Maldives, Vietnam and Lao PDR. She frequently represents IHPP as a 

speaker at international and national conferences.
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Francis OmASWA 
executive Director 
african Center for Global health  
and Social transformation

Uganda

Dr Francis Omaswa is the founding Executive Director of the African Centre for Global Health and 

Social Transformation (CHEST). ACHEST is an independent “Think Tank and Network” that works to 

stimulate the growth of African rooted capacity for leadership and excellence in health and to make Africa  

a stronger player in global health. He is the Chancellor of Busitema University, a public Science University in Uganda, 

President of African Platform on Human Resources for Health (APHRH), Co-Chair of the Global Policy Council on 

Health Worker Migration and Principal Investigator of the Medical Education Partnership Initiative (MEPI). 

He was a Special Adviser to the World Health Organization (WHO) Director General and founding Executive Director 

of the Global Health Workforce Alliance (GHWA). Prior to this he was the Director General of Health Services in the 

Ministry of Health in Uganda. He is the founding President of the College of Surgeons of East, Central and Southern 

Africa and has a keen interest in access of the poor to quality health services and spent five years in the rural Ngora 

hospital testing various approaches for this. He was founding Chair of the Global Stop TB Partnership, Chair of the 

Portfolio and Procurement Committee of the Global Fund Board, was the lead consultant in developing the African 

Union HIV Policy and strategy. He has been chair of the GAVI Independent Review Committee.

Dr. Omaswa is a graduate of Makerere Medical School, a Fellow of the Royal College of Surgeons of Edinburgh. He 

has qualifications in health services management and medical education.
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Toomas PAlu 
Sector Manager for health 
Nutrition and Population 
east asia and Pacific region  
the World Bank

thailand

Toomas Palu, MD, MPA, is the Manager of Global Health, Population and Nutrition Practice in the World Bank Group.  

He is currently managing the health programs in the East Asia and Pacific Region and a team of 35 health and 

development professionals. His key qualifications and experience include health policy and health sector reforms in 

middle-income transition economies and health systems strengthening in developing countries.  He has also served 

as a Director in the Social Estonia Health Insurance Fund Management Board and as a Deputy Director of a tertiary 

care hospital.  Toomas has a Medical Doctor degree from the Tartu University in Estonia and a Master of Public 

Administration degree from the Harvard University in the US.  He has also studied Medical Anthropology and Social 

Policy in the Oxford University and health economics in the University of York in the UK. 
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Ashadul ISlAm 
Director General 
health economics Unit  
Ministry of health and Family Welfare 

Bangladesh

Md. Ashadul Islam is a civil servant of the Government of Bangladesh with wide experience in planning and managing 

development programmes in health sector. His particular experience has been in the areas of need assessment, 

planning for development programmes, formulation of monitoring tools, facilitating the program implementation and 

review. Trained as a policy maker he is now working as Director General, Health Economics Unit with the following 

areas of responsibility:

• Facilitate and support research, studies and develop policy briefs and advices in the area of health economics, 

care financing, health care management, alternative health care financing etc.

• Provide information, analysis and other technical inputs to the Ministry in those areas.

• Networking and partnering with relevant national and international organizations, academic institutions, and 

counterparts for research, studies and building capacity.

• Organize and lead a team responsible for developing National Health Accounts and Public Expenditure Review 

and their analysis to feed to the policy decisions.
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Ebenezer  APPIAh-DEnKyIrA 
Director General  
Ghana health Service 

Ghana

Dr Ebenezer Appiah-Denkyira was appointed the Director General of the Ghana Health Service on the 26th September 

2012.  Until his appointment, he was the Director of Human Resource for Health Development of the Ministry of 

Health Ghana since June 2008. He is a medical officer with Masters degree in Public Health (Leeds University) and 

an Executive Masters in Leadership and Governance (Ghana Institute of Management and Public Administration). He 

is also a Foundation Fellow of the Ghana College of Physicians and Surgeons and once the Secretary to the Public 

Health Faculty.

He had been a Regional Director of Health Services of the Ghana Health service for 17 years in three regions (Upper 

West, Ashanti and Eastern) and has wide experience in planning, piloting programmes and initiating systems for 

monitoring and evaluation. He is a national asset and had  been involved in consultancies such as developing Human 

Resource policy, Transport policy, Health insurance, Strategic Plan, National Ambulance, Poverty Reduction plans, 

first because, he initiated them in his region and second because of his positive ideas. When he was the Regional 

Director of the Upper West Region, he was concurrently appointed the Project Manager of an $11.0million DANIDA 

Sponsored Primary Health Care Project in the region which he also helped in developing.

He had also held consultancies for the World Bank in Reviewing the Ghana Fee Exemption Policy, for DANIDA in 

appraising the Health System and For MOH for Reviewing Health Financing and Forecasting Financial Strategies all 

in Ghana. He had also undertaken an international consultancy as the team leader for the Jigawa State in Nigeria in 

Repositioning the State Ministry of Health, in 2007 sponsored by PATHS / DFID..   

He was a field supervisor for the School of Public Health, University of Ghana for well over 10 years. As Director 

of Human Resource for the Ministry of Health, through innovative ways, he engaged the academia in developing 

new programmes for a lot of health professionals, reduced the North South distribution of doctors, supported 

establishment of Allied Health Regulatory Task force, internet Human Resource Information System, the scaling up of 

the production of Middle level health personnel and other neglected programmes in Ghana. 
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On a number of occasions he has represented the country at international conferences or in negotiating for support. 

He has served on many boards including academic institutions such as the University of Ghana, KNUST and 

University of cape Coast. 

He is well travelled and has a number of publications to his credit.

On the global scene, he is a Board Member of the WHO Staff Pension Scheme and also the Advisory Committee of 

Global Alliance on Migration.

He married with three children. A football lover, a member and Local Preacher of the Methodist church of Ghana, 

also a Life member and Speaker of the Full Gospel Businessmen’s fellowship international and a Local Field 

Representative overseeing four chapters. 
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Amit SEnguPTA 
associate Global Co-ordinator 
People’s health Movement 

india

Dr.Amit Sengupta has trained in medicine. His main interests include issues related to public health, pharmaceuticals 

policy, and other Science and Technology related policy issues like Intellectual Property Rights. 

He has been associated with the Peoples Science Movement in India for the past 30 years, and the Peoples Health 

Movement in India and at the Global Level for the past 15 years. 

Dr.Sengupta has been involved in implementation of a number of action research programmes and research studies 

in the areas of health, Intellectual Property Rights and on rural industrialization through the Peoples Health Movement 

and the Centre for Technology and Development, a New Delhi based non-governmental organisation.

He has published a number of papers in peer reviewed journals, including in the Economic and political Weekly, India, 

the Lancet, The British Medical Journal and the Indian Journal of Medical Ethics. He has also been a co-author and 

edited a number of books.

Currently Dr.Sengupta is the Associate Global Co-ordinator of the Peoples Health Movement (PHM). He has overall 

responsibility for co-ordination of the Global Health Watch Programme of the Peoples Health Movement. As part of 

this responsibility he has co-ordinated and also functioned as the Managing Editor of the two recent editions of the 

Global Health Watch – Global Health Watch 3 (published in 2011) and Global Health Watch 4 (published in 2014).  

Inter alia, he is responsible for co-ordinating PHM’s policy engagements and development of policy briefs and position 

papers and for co-ordinating PHM’s engagement and networking with other social movements and networks, 

including the World Social Forum process.

He is associated with a number of other organisations and networks. He is a former All India General Secretary of the 

All India Peoples Science Network, is a member of the International Council of the World Social Forum and a member 

of the Co-ordination Committee of the World Forum on Science and Democracy.



14

Moderator   I   Speakers   I   Panelists

3.3
Parallel 
Session 

PS 3.3

Osamu KunII 
head of Strategy and impact Division 
the Global Fund to Fight aiDS 
tuberculosis and Malaria

Switzerland 

Osamu Kunii, M.D., M.P.H., Ph.D. has more than 25 years of experience in global health and development.  He 

had worked for emergency response, infectious disease control, maternal and child health, and primary health care 

through NGOs, academia, bilateral and multilateral organizations. In particular, he served as Professor of global health 

at Nagasaki University Research Institute of Tropical Medicine; and as Senior Advisor of health strategy at UNICEF 

headquarters in New York and as Chief of Health and Nutrition programme in UNICEF Myanmar and Somalia Support 

Centre. Appointed as Deputy Director of Aid Planning Division in Japan Ministry of Foreign Affairs, he helped develop 

and implement the Japan’s official development assistance policy and strategy for health.  Currently he works as 

Head of Strategy, Investment and Impact Division (SIID) in The Global Fund to fight AIDS, Tuberculosis and Malaria.
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Damian WAlKEr 
Deputy Director, Data & analytics 
Global Development  
Bill and Melinda Gates Foundation 

USa

Damian Walker is Deputy Director of Data & Analytics in the Global Development Division at the Bill & Melinda 
Gates Foundation.  Damian is a health economist with more than 15 years’ experience in international health 
economics, with a specific focus on the economic evaluation of health programs in low- and middle-income 
countries.  Prior to joining the Bill & Melinda Gates Foundation in 2010, Damian was an Associate Professor 
in the Department of International Health, Bloomberg School of Public Health, Johns Hopkins University.  
Damian received his PhD in health economics from the London School of Hygiene & Tropical Medicine, and his 
MSc in health economics and BSc in economics from the University of York.  Damian has published over 80  
peer-reviewed journals, and more than a dozen book chapters. 
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Ikuo TAKIzAWA 
Deputy Director General 
human Development Department 
Japan international Cooperation agency

Japan

Mr Takizawa graduated from University of Tsukuba, Japan in March 1992 with BA in International Relations and 
then obtained MSc in Population and International Health from Harvard School of Public Health, USA in June 
1998.

Throughout his carrier with the Japan International Cooperation Agency (JICA) since April 1992, he has been 
involved in JICA’s health and health-related projects in Asia, Latin America and Africa.  He worked in JICA 
Philippines between 2001 and 2005 as an Assistant Resident Representative in charge of health, education 
and local governance.  He worked in JICA Kenya between 2008 and 2010 as a Regional Project Formulation 
Advisor for Health and he was involved in designing, monitoring and evaluation of JICA’s health projects in many 
countries in the Africa region.  

Currently he serves as Deputy Director General, Human Development Department and supervises JICA’s health 
portfolio in Africa, Middle East and Europe, and Latin America. Thematically, he leads JICA’s operations in 
infectious diseases control including pandemic response, and health systems strengthening (HSS) toward 
Universal Health Coverage (UHC). He represents JICA in various committees and conferences in global health.
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List of Abbreviations 
ADP Annual Development Programme   
CIDA Canadian International Development Agency 
EPI Expanded Program of Immunization 
DFID Department for International Development  
DG Director General 
DGFP Directorate General of Family Planning 
DGHS Directorate General of Health Services 
ESP Essential Services Package 
FD Finance Division of Ministry of Finance 
FFYP Fifth Five Year Plan 
GDP Gross Domestic Product 
GOB Government of Bangladesh 
HIV Human immunodeficiency virus 
HNP Health, nutrition and population  
HNPSP Health, Nutrition and Population Sector Programme 
HPSP Health and Population Sector Programme 
HPNSDP Health, Population and Nutrition Sector Development Program 
ICPD International Conference on Population and Development 
JCA Joint Cooperation Arrangement 
JICA Japan International Cooperation Agency  
LCG Local Consultative Group 
LMIC Low and middle income country 
MDG Millennium Development Goal 
MIS Management Information Systems 
MOF Ministry of Finance 
MOHFW Ministry of Health and Family Welfare 
MOLGRDC Ministry of Local Government, Rural Development and Cooperatives 
NGO Non-Government Organisation 
NSAPR National Strategy for Accelerated Poverty Reduction 
PHC Primary Health Care 
SDG Sustainable Development Goal 
SIDA Swedish International Development Agency 
STD Sexually Transmitted Disease 
SWAp Sector Wide Approach 
TB Tuberculosis 
THE Total Health Expenditure 
UNICEF United Nations Children's Fund 
USAID United States Agency for International Development 
WHO World Health Organisation 
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Introduction 
 
Bangladesh Health Sector has a proud history of responding to the daunting 
challenges and making impressive gains amidst many socio-economic constraints. 
The sector has overcome poverty and low healthcare-spending to make significant 
achievements over the last four decades, especially in reducing maternal mortality, 
improving child survival rates, increasing life expectancy, expanding immunization 
coverage and strengthening tuberculosis control etc. These results have been 
achieved by continued economic growth and by the efforts of the government to 
expand the coverage of essential health services to the people. In particular, this has 
been achieved as the Ministry of Health and Family Welfare has taken a strategic 
role as the sector leader for combining and coordinating the efforts of different 
players including other ministries, non-government organizations, civil society and 
development partners in order to meet these targets. 
 
This concept note will describe the experience of Bangladesh in setting priorities and 
aligning its strategies with global agenda. Specifically, the country’s experience in 
sector-wide approach (SWAp) implementation, the key issues and challenges 
encountered in the last 3 sector programs, and identify opportunities for 
strengthening capacities to move the country towards the goal of UHC.    
 

Health sector development in an increasingly globalized world 
The right to health and social equality is included in the Constitution of Bangladesh. 
Since independence, Bangladesh has been linked with the global health initiatives 
supported by different development partners in implementing the priority health and 
population programmes. The first five-year plan (1973-1978) was designed to 
address the problems of over-population and communicable diseases. It was 
targeted to create a rural health infrastructure for providing integrated and 
comprehensive health services. The Second five-year plan (1980-85) encouraged 
the private sector and NGOs to share responsibilities to deliver services to the 
people. Following the Alma Ata Declaration (1978), the country adopted a 
comprehensive community-based Primary Health Care (PHC) system with special 
focus on maternal and child health including oral rehydration, breastfeeding, and 
Expanded Programme on Immunization (EPI). From the first through fourth five year 
plan (1990-1995), health and population sector experienced and implemented a 
number of vertical and disease based projects. Many of the projects and vertical 
programmes were implemented with the World Bank led support under its four 
consecutive Population and Family Health Programs from 1975 to 1995. In the early 
1980s, Bangladesh formulated the National Drug Policy (Drugs (Control) Ordinance, 
1982) which became instrumental in making essential medicines available at low 
cost. However, there was no comprehensive national health policy for Bangladesh.  
Five Year plans were used to set medium and long term objectives for all the 
sectors, including health and family welfare sector. 
 
During 1980 and early 90s, the overall development programme including health 
sector was supported and steered under the development assistance framework of 
the donor consortium and the support of the World Bank’s Structural Adjustment 
Facilities. It triggered reforms like restructuring industrial sector, strengthening fiscal 
and monetary management, and encouraging private sector participation. A major 
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policy reform had also been initiated in the health sector in 1998 as an outcome of 
the growing realization of the inadequacies of the project-based vertical approach 
and shift in development assistance model of the global partners. The government 
started the first SWAp, Health and Population Sector Programme (HPSP) for five 
years to 'improve the health of women, children and the poor’. The core strategy of 
HPSP approach was to earmark about 60% of the national health budget for 
Essential Service Package (ESP) to be delivered through the PHC system. With a 
SWAp in health, partnerships were built around a number of technical elements, 
including: clear sector-wide policies and strategies; a medium-term expenditure 
framework that was founded in a broader public expenditure framework; and reliance 
on local management and implementation systems. SWAp was intended to reinforce 
national leadership, transparent decision-making processes, and institutional 
capacity building. 
 

National priority-setting process 
	
As usual, national priorities are derived from the imperatives of the country’s 
constitution, national development policies (specially health and population), 
development planning and budgetary process, election mandates, and country 
commitment to the international targets and agreements (WHO FCTC, MDGs, SDGs 
etc). Like many other low- and middle-income countries (LMICs), Bangladesh has 
been trying to strengthen its rational process for setting health sector priorities. It has 
now moved substantially towards harmonizing the supports from diverse 
development partners and their varied interests. The priority-setting processes and 
the responsible national bodies are increasingly focusing on more integrated 
systems-level perspective (e.g. determining how the intervention might address one 
or more health-system building blocks) in addition to disease specific priorities.  
 
While there seems to be some consensus around the need for national-level priority 
setting, there is still lack of coordination among stakeholders for priority setting at the 
national level and in collating national-level priority setting processes for a global 
agenda. Importantly, this interaction between the national and global levels used to 
receive little attention, with little consensus on how to align national and global 
agendas and priorities, nor how national priorities might increasingly influence the 
global one. As a result, programmes were not always national need-based or 
evidence-based, rather they tended to follow the fleeting and shifting priorities of 
global funders.  
 
However, situation has been changed considerably, and moved towards increasing 
national ownership. Involvement in achieving MDGs and setting SDGs are examples 
of such shift. Presently, attempts have been made to link the articulation and 
implementation of the successive health sector plans to the global agendas. The 
country is committed to achieving the universally agreed goals in specific areas as 
set out in the declarations of various world summits. The recently approved 
Sustainable Development Goals (SDGs) and the National Strategy for Accelerated 
Poverty Reduction (NSAPR) are the policy guides for all sector programs in 
Bangladesh including health. Government prepared the 6th Five Year Plan (2011-
2015) aligned with International Conference on Population and Development(ICPD) 
and MDG goals, and developed the 7th Five Year Plan (2016-2021)  in line with the 
Sustainable Development Goals, particularly SDG 3, which is about ensuring healthy 



23

SHORT PAPER

3.3
Parallel 
Session 

PS 3.3
5	

	

lives and promoting well-being for all at all ages.   The goal of UHC is at the center 
and key to the achievement of all the other goals and GoB has affirmed its 
commitment to achieving UHC by year 2032. To attain the over-all goal of Universal 
Health coverage, the next health sector programme (2016-2021) will be guided by 
the health system goals of improved access, equity and efficiency in the delivery of 
essential service package using the PHC approach. 
 
On the other hand, countries like Bangladesh can influence in shaping the global 
health agenda through active participation in the discussions and debates organized 
by the research organizations, civil society and development organizations including 
UN Agencies and it might lead the process to form the county standing. The role of 
such organizations has helped determining country’s position with regard to WHO 
FCTC, climate change and health, input for SDGs, gender and violence against 
women. 
 

Funding for Health and challenges 
	
The table below shows the progressive increase in government financing for the 
health sector over the years and the declining DP contribution. 
 

 
Source: Planning Wing, MOHFW,  December 2015 

 
 
Bangladesh is a recipient of targeted funding such as GAVI and GFATM as well as 
pooled funds from bilateral and multi-lateral agencies comprising about 8.4% of Total 
Health Expenditure (THE)1.Public health spending comprises less than 1% of the 
Gross Domestic Product (GDP) and about 23% of total health expenditure. Thus, 
households bear most of the cost at 63.3% of total health expenditure, with the poor 
relatively affected more than the rich households.The proportionate budget of 
Ministry of Health and Family Welfare (MOHFW) as percentage of national budget is 
also on a continuous decline, even though there has been an absolute average 
increase of Tk. 460.65 crore (US $ 57.58 million) annually. The government cannot 

																																																								
1	Bangladesh	National	Health	Accounts,	2015,	Health	Economics	Unit,	Ministry	of	Health	and	Family	Welfare	
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generate sufficient revenue to meet the resources required for service provision due 
to narrow tax base of the country. The existing health insurance initiatives in 
Bangladesh cover a very small share of the total population and accounts only 0.2% 
of total health expenditure (BNHA, 2015).  
 
The next health sector plan of Bangladesh aims to both consolidate and sustain the 
achievements gained so far, and strive for more progress on health outcomes 
through further systems strengthening and ensuring continuous quality improvement. 
At the same time, the country has to prepare for addressing demographic and 
epidemiologic transition that will shape the need of the population during this sector 
programme and the subsequent ones.  
 
Specifically, the focus in the next 5 years will be: 

• Ensuring quality of care by reshaping service delivery, uptake of new 
technologies and removing variation in quality and safety of care 

• Improving the health and well-being of the population by ensuring equality in 
health, financing for preventable illness from NCDs; and 

• Increasing funding and efficiency through efficient use of resources for 
adequate staffing and equipping of the health system as well as partnership 
with a regulated private sector. 

 
Even with SWAp in health, some donors continued to provide support outside the 
pooled fund. Moreover, a large number of projects and technical assistance are 
supported by donor as vertical projects. Such parallel projects implementation 
sometimes results in duplication in service delivery and wastage of resources. 
Several DPs also support health programs/ projects/ activities through non-state 
actors (e.g. NGOs, CSOs) which are complementing GOB’s ongoing effort in 
achieving results of sector program. However, the details of DP off-budget funding to 
NGOs are not always available to the MOHFW and not possible to show properly in 
Health, Population and Nutrition Sector Development Program (HPNSDP). These 
activities need to be better linked to the sector program and coordinated at different 
levels.  
 
Despite the challenges, a SWAp assessment conducted in 2015 showed that  
MOHFW has made substantial progress in health outcomes and health system 
strengthening. SWAp has facilitated the alignment of funding and technical support 
around national priorities, and improved the government’s role in program design, 
implementation and development partner coordination. Likewise, systemic 
improvements in monitoring and evaluation, procurement and service provision, 
have improved the effective delivery of essential services. Thus, the health SWAp in 
Bangladesh offers a successful adaptation of the approach in a country with complex 
administrative structure (Ahsan, et al, Health Policy And Planning, 2015). 
	

Coordination among stakeholders 
 
The Ministry of Health and Family Welfare (MOHFW) of Bangladesh is responsible 
for the implementation, management, coordination and regulation of national health, 
family planning and nutrition related policies, programs and activities. A number of 
other ministries also work in HNP sector, and better coordination and functional 
relationship is required with these ministries for effective implementation of SWAp. 
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HPNSDP aimed at establishing a coordination mechanism between MOHFW and 
the Local Government Division of Ministry of Local Government, Rural Development 
and Cooperatives (MOLGRD). Inter-ministerial and Urban Primary Health Care 
Project Steering Committees exist with representation from MOHFW and MOLGRD. 
However, progress has been slow in establishing this mechanism. MOHFW has also 
increased its interaction with MOCHTA and in the process of establishing a 
coordination mechanism during the 4th sector program implementation period. The 
budget management committee of MOHFW  chaired  by the Secretary with  
members from DirectorateGeneral MOHFW, Planning Commission and Finance 
Division of Ministry of Finance (MOF). 
 
The World Bank, UKAID, JICA, WHO, UNICEF, UNFPA, UNDP, USAID, KfW, GIZ, 
CIDA and SIDA are the major development partners in the HNP sector.. SWAp has 
brought the donors closer, and has created platform for information sharing and 
better coordination between DPs and government. Coordination among policy 
makers and development partners takes place at different levels through different 
forums. Nine Task Groups operate under the sector program though the system is 
variable in effectiveness.  
 
The Local Consultative Group (LCG) on Health is a coordination mechanism where 
the senior management structures of the MOHFW (Honorable Minister, Secretary 
and his senior staff) meet with the representatives of the DP in the sector (being the 
HPN chair and some of its members). The DP Consortium for HNP sector provides 
opportunity for inter-DP coordination, strategic agreements among DPs of the sector 
program and common voice on policy / budget related issues. At the same time it 
allows the DPs to take up any issue with the GOB through the Consortium Chair.  
 
The Joint Cooperation Arrangement (JCA) had been signed between GOB and the 
DPs recently, which is an effective coordination mechanism in enhancing future 
GOB-DP cooperation. It is expected that the GOB and the DPs will honor the JCA 
provisions and work hand in hand for strengthening GOB-DP working mechanisms 
and maintaining harmony in policy dialogue. 
 
There is also an increasing emphasis on the complementary role of private sector 
through public private partnership and the critical importance of non-state actors. A 
clear strategy is required for working with private sector as well as with the NGOs 
who are contributing directly to HNP sector development. The strong civil society 
group in the country needs to be actively involved in health sector policy dialogues 
and benefit from their perspectives on what works well at the grass root level. 
 

Strengthening capacities for better alignment  
The following capacities at the individual and institutional levelare necessary to set 
priorities right and better alignment towards achieving UHC goals: 
 

• Creation of platform for participation and inclusiveness (developing country 
friendly processes) 

• Improvement of leadership and stewardship in the health sector that will 
promote transparency and accountability among stakeholders 
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• Strengthening health information system that makes available accurate and 
up to date data on disease burden, utilization, costs  and availability of 
services 

• Improvement of capacity to generate and use evidence on priority setting 
such as cost-effectiveness analysis of health care investment options; use of 
Health Intervention and Technology Assessment and costing methods 

• Augmentation of capacity for resource mobilization in health 
• Improved quality of medical education across all health professionals’ 

institutions and modernization and transformation of the medical education 
system to meet the health workforce requirement for UHC. 

 
 

---------------------- 
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Aligning	local	and	global	priorities	for	health:	setting	and	funding	priorities	during	post	MDG-era	
Toomas	Palu,	Manager,	Global	Practice	for	Health,	Nutrition	and	Population,	World	Bank	Group	

Introduction	

In	 2014,	 Development	 Assistance	 in	 Health	 (DAH)	 globally	 amounted	 to	 US$36	 billion.	 	 	 This	 was	 an	
increase	 of	 three	 times	 compared	 to	 2000.	 	 International	 commitment	 to	 Millennium	 Development	
Goals	(MDGs)	with	three	of	the	eight	MDGs	focusing	on	health	greatly	facilitated	this	boost.	 	Between	
2000	and	2014,	US$227.9	billion,	or	61%	of	DAH,	targeted	the	MDG	health	focus	areas.		In	2013,	DAH	in	
health	experienced	a	decrease	of	1.3%	 from	 its	peak	 in	2013	 (IHME).	 	The	decrease	would	have	been	
higher	if	there	were	not	the	Ebola	epidemic	that	mobilized	estimated	US$	664	million	of	DAH,	most	of	it	
additional	to	existing	DAH	financed	programs.				

Times	are	changing.	 	The	MDG	era	has	come	to	close.	 	Uncertain	global	economic	headwinds,	shifting	
overall	 priorities	 in	 global	 development	 and	 domestic	 priorities	 in	 donor	 countries	 (refugee	 crisis	 in	
Europe),	put	the	issue	of	prioritization,	alignment,	integration	and	sustainability	squarely	on	the	agenda.		
In	health,	global	burden	of	disease	is	shifting	fast.			

Priority	setting	and	alignment			

There	 are	 different	 dimensions	 for	 priority	 setting:	 	 (i)	 resource	 allocation	 between	 different	
components	of	disease	burden;	 (ii)	 resource	allocation	within	different	components	of	disease	burden	
based	 efficacy	 and	 cost-effectiveness	 of	 different	 interventions;	 (iii)	 resource	 allocation	 taking	 into	
account	externalities	and	public	good	nature	of	disease	burden	components	and	interventions.			

In	2000,	36%	of	DAH	went	to	MDGs	4	and	5	(maternal	and	child	health)	compared	to	their	share	of	25%	
in	DB	in	developing	countries.		By	2013,	MDG4	share	in	disease	burden	had	declined	to	15%	and	DAH	to	
27%.		The	same	for	MDG6	(HIV/AIDS,	tuberculosis	and	malaria)	was	15%	of	DAH	compared	to	11%	in	DB	
in	2000	and	41%	and	10%	respectively	in	2013.		The	same	numbers	for	NCDs	were	1%	of	DAH	compared	
to	50%	of	DB	in	2000,	and	2%	and	61%	respectively	in	2103.			

Global	priority	setting	was	driven	by	MDGs	and	special	channels	were	set	up	in	the	form	of	GAVI,	Global	
Fund	to	fight	AIDS,	Tuberculosis	and	Malaria	(GF)	and	PEPFAR.			Maternal	and	child	health	are	very	much	
about	equal	opportunity	agenda	for	healthy	start	of	life;	MDG6	agenda	has	public	good	and	externality	
nature;	 many	 best	 public	 health	 best	 buys	 are	 in	MDG	 agenda.	 	 But	 there	 is	 still	 relative	 neglect	 in	
recognizing	 the	 increasing	 and	 significant	 share	 of	 non-communicable	 disease	 in	 the	 disease	 burden,	
although	between	2014	DAH	allocation	for	NCDs	increased	6.6%,	relatively	more	than	for	MDG	4	and	6.		

But	when	 these	 significant	DAH	 flows	 trickle	 down	 to	national	 level,	 they	often	 significantly	 augment	
expenditures	on	specific	health	programs	and	Disease	Burden	(DB)	areas,	 increasing	risk	of	distortions	
and	 raising	 sustainability	 concerns.	 	 Countries	 will	 have	 to	 respond	 to	 all	 disease	 burden	 that	 the	
population	presents	to	the	health	system.		In	2005-2007,	the	scale	of	DAH	commitments	to	HIV/AIDS	in	
Uganda	 and	 Ethiopia	 was	 as	 large	 as	 national	 health	 budget,	 relative	 values	 of	 97%	 and	 83%	 of	
respectively.			DAH	commonly	flows	through	mechanisms	developed	in	parallel	to	weak	public	financial	
management	systems,	thus	bypassing	national	health	systems.		In	mid-2000s,	in	14	country	case	studies,	
of	every	DAH	dollar	disbursed,	$0.30	was	not	recorded	in	balance	of	payment,	$0.20	was	recorded	but	
not	in	government	budget,	$0.30	earmarked	to	specific	projects	recorded	in	the	budget,	and	only	$0.20	
was	 provided	 through	 budget	 support,	 i.e.	 directly	 integrated	 into	 priority	 setting	 and	 resource	
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allocation	processes.		One	could	argue	that	as	DAH	funds	flow	in,	they	increase	countries	fiscal	space	to	
invest	 more	 in	 health,	 i.e.	 even	 if	 earmarked	 to	 specific	 causes,	 they	 would	 free	 up	 fiscal	 space	 for	
expenditures	 in	 other	 areas.	 	 In	 cross-country	 studies	 in	 mid-2000,	 the	 World	 Bank	 did	 not	 find	
consistent	 evidence	 of	 this	 happening,	 countries	with	 significant	DAH	 flows	 did	 not	 spend	more	 than	
countries	 at	 the	 same	 income	 level	 but	 with	 less	 DAH.	 	 	 But	 there	 is	 some	 evidence	 that	 DAH	 does	
replace	 domestic	 funding	 -	 each	 additional	 dollar	 of	 development	 assistance	 for	 health	 diminishes	
domestic	 financing	by	approximately	US$0.50.	 	There	 is	anecdotal	evidence	that	distortions	generated	
by	DAH	have	 had	 adverse	 impact	 to	 countries	 ability	 to	 respond	 to	 other	DOB	 areas	 by	 pulling	 away	
scarce	health	human	resources.		

There	 has	 been	 significant	 international	 effort	 in	 determining	 the	 best	 buys.	 	 The	 challenge	 often	 is	
translating	 the	 global	 best	 buys	 into	 individual	 country	 context	 at	 particular	 socio-economic	
development	level,	for	example	in	the	case	introducing	new	vaccines	or	drugs	into	essential	drugs	and	
services	packages,	introducing	essential	health	interventions	for	NCDs	at	front	line	service	delivery	level	
(PEN	package).			

Where	do	we	go	from	here?			

Sustainable	Development	Goals	(SDGs)	have	defined	the	development	agenda	for	the	next	15	years.	The	
SDG3	embeds	Universal	Health	Coverage	(UHC)	that	 is	both	a	goal	as	well	as	means	to	make	progress	
under	the	specific	health	areas.		UHC	--	the	objective	of	which	is	for	everyone	to	have	access	to	quality	
health	care	when	needed,	without	experiencing	financial	hardship	as	a	result	–	is	the	focus	of	concerted	
push	across	the	developing	world	towards	attaining	UHC.		It	certainly	is	now	an	explicit	and	prominent	
policy	objective	in	most	East	Asia	and	Pacific	countries.		SDGs	in	general	and	SDG3	in	particular,	prompt	
a	 set	 of	 issues	 for	 discussion:	 (i)	 how	 to	maintain	 the	 priority	 status	 of	 DAH	 in	 overall	 Development	
Assistance;	(ii)	how	to	set	priorities	under	broader	UHC	agenda;	(iii)	how	to	manage	transition	from	DAH	
to	other	sources	of	financing.		

Priority	of	DAH	in	overall	development	assistance.		It	is	unlikely	that	DAH	will	remain	at	the	levels	seen	
at	 the	 height	 of	 MDG	 era.	 	 The	 Chatham	 House	 2014	 report	 “Shared	 Responsibilities	 for	 Health:	
Coherent	Global	Framework	for	Health	Financing”	calls	on	rich	donor	countries	to	stick	to	long	standing	
commitment	of	0.7%	of	GNI	to	ODA	and	within	that	0.15%	for	DAH	but	given	the	economic	headwinds,	
domestic	crises	and	other	emerging	priorities,	notably	the	international	agreement	reached	on	climate	
change	-	will	make	achieving	this	goal	unlikely.	This	is	in-spite	of	strong	arguments	on	economic	returns	
on	 investing	 in	 health	made	 in	 the	 “Global	 Health	 2035,”	 a	 report	 prepared	 by	 a	 Lancet	 commission	
chaired	 by	 Larry	 Summers	 who	 also	 led	 the	 preparation	 of	 the	 1993	World	 Development	 Report	 on	
“Investing	 in	 Health.”	 	 This	 report	 also	 calls	 for	 convergence	 of	 health	 outcomes	 across	 regions	 and	
countries,	as	well	as	addressing	inequities	within	countries.	 	The	convergence	is	 likely	to	figure	in	DAH	
allocation	decisions	prioritizing	low	income	countries	because	of	lagging	outcomes:	infant	mortality	rate	
in	low	income	countries	are	2	times	higher	than	lower-middle	income	countries	that	in	turn	are	2	times	
higher	than	in	upper-middle	income	countries	and	6	times	higher	than	in	high	income	countries.		Similar	
inequities	present	themselves	across	the	board.		While	the	international	health	community	should	and	
will	continue	to	make	a	case	 for	health,	 in	 this	uncertain	DAH	context,	 the	 importance	priority	setting	
within	the	limited	DAH	envelope	and	transition	strategies	become	ever	more	important.				

Setting	priorities	under	the	UHC.		The	2017	Prince	Mahidol	Award	Conference	is	all	about	this	question.		
But	in	addition	to	supporting	evidence	based	decisions	on	what	to	include	in	the	UHC	benefit	packages,	
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aligning	DAH	 and	 country	 priority	 setting	 becomes	 increasingly	 important.	 	 	 That	would	 simply	mean	
revitalizing	 the	 Paris	 Declaration	 and	 Accra	 Agenda	 for	 Action	 that	 calls	 for	 ownership,	 results,	
alignment,	 harmonization	 and	 mutual	 accountability	 as	 well	 as	 reinvigorating	 International	 Health	
Partnership,	 the	 key	 initiative	 to	 promote	 aid	 effectiveness	 by	 building	 on	 these	 principles	 and	
harmonizing	donor	funding	around	a	single	country-led	and	country-owned	health	strategy.	

Transition	from	DAH	to	domestic	financing	for	sustainability.	Transition	agenda	applies	on	a	couple	of	
situations.		It	is	relevant	to	manage	the	risk	of	declining	DAH	over	time.	And,	it	is	absolutely	critical	for	
the	countries	graduating	from	ODA	and	DAH	eligibility.		In-between	there	is	an	opportunity	to	integrate	
transition	and	sustainability	 issues	 in	DAH	programming	as	early	as	possible	during	 the	ODA	eligibility	
cycle	 in	 countries’	 development.	 	 And,	 it	 goes	 hand	 in	 hand	 with	 discussions	 and	 need	 to	 increase	
domestic	financing	for	health.	 	Several	targets	have	been	set	on	how	much	Government	should	spend	
on	health:	US$34	per	capita	by	the	2001	Commission	on	Macroeconomics	and	Health;	US$52	per	capita	
by	 2011	 Task	 Force	 on	 Innovative	 Financing;	 US$86	 per	 capita	 and	 5%	 of	 GDP	 by	 above	 mentioned	
Chatham	House	report;	15%	of	Government	expenditure	by	the	2001	Abuja	Declaration.		These	all	have	
their	rationale	and	represent	stretch	goals	that	the	countries	should	aspire	and	make	progress	to.		

Most	 countries	 in	 the	 world	 are	 experiencing	 a	 transition	 in	 health	 financing	 characterized	 by	 an	
increase	 in	 health	 expenditure	 and	 a	 rising	 share	 of	 government	 spending	 due	 to	 a	 combination	 of	
economic	and	political	trends.	This	health	financing	transition,	however,	is	often	not	a	steady	but	bumpy	
process	with	particular	 challenges	 for	economies	 in	 the	 transition	 from	 low-income	 to	middle-income	
status.		The	main	challenges	facing	these	countries	are	threefold.			

(i) At	 the	 onset	 of	 this	 transition	 -	 that	 is	 in	 the	 low-income	 status	 -	 countries	 tend	 to	 rely	
heavily	 on	development	 assistance	 for	 health	 (DAH).	 	 	 For	 example	 approximately	 36%	of	
total	 health	 expenditure	 in	 Sub-Saharan	 Africa	 stems	 from	 DAH,	 mostly	 by-passing	 the	
Government	systems.		The	heavy	reliance	on	development	assistance	and	the	use	of	parallel	
systems	also	 continues	 for	 some	countries	once	 they	move	 into	 the	 lower	middle	 income	
country	status.			

(ii) As	 countries	 attain	 lower	 middle	 income	 status,	 the	 link	 between	 income	 growth	 and	
increases	in	government	expenditure	on	health	is	the	weakest	during	the	whole	transition.		
For	 example,	while	 every	 percentage	 point	 increase	 in	 economic	 growth	 translates	 into	 a	
1.18	 percentage	 points	 increase	 in	 government	 expenditure	 on	 health	 in	 low-income	
countries	 and	 0.54	 percentage	 points	 in	 upper	 middle-income	 countries,	 it	 is	 only	 0.37	
percentage	points	in	lower	middle	income	countries.		This	not	only	implies	that	government	
investments	in	health	are	not	commensurate	with	economic	development,	but	also	makes	it	
less	likely	that	governments	effectively	compensate	for	potential	shortfalls	 in	development	
assistance.	 	 In	 turn,	 people	 face	 increasing	 pressures	 to	meet	 their	 health	 care	 needs	 by	
paying	 out-of-pocket,	 making	 them	 vulnerable	 to	 catastrophic	 expenditure	 and	
impoverishment.				

(iii) Given	this	backdrop,	one	of	the	key	policy	challenges	facing	countries	 is	 that	of	effectively	
managing	the	transition	in	financing	from	single-disease	external	financed	programs	in	light	
of	 economic	 growth	 and	 the	 move	 towards	 UHC,	 especially	 in	 support	 of	 poor	 and	
vulnerable	population	sub-groups.	This	implies	ensuring	not	just	adequacy	in	terms	of	levels	
of	 domestic-sourced	 replacement	 financing	 but	 also	 that	 such	 financing	 is	 pooled	 and	
utilized	efficiently,	and	that	countries	have	both	the	financial	and	institutional	capacity	to	do	
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so	effectively.		As	countries	become	richer,	there	are	restrictions	on	the	extent	of	financing	
available	and	how	it	can	be	utilized.	A	key	challenge	for	countries	making	this	transition	 is	
that	 of	 sustaining	 progress	 on	 key	 related	 outputs	 and	 outcomes	 that	 contribute	 to	
attainment	of	UHC,	especially	among	poor	and	vulnerable	population	sub-groups,	in	light	of	
the	declining	reliance	on	DAH.		

A	 significant	 proportion	 of	 DAH	 is	 often	 in	 the	 form	 of	 earmarked	 support	 for	 specific	 diseases	 or	
programs,	such	as	from	GF,	GAVI	or	PEPFAR.	For	example,	since	2002,	GF	has	provided	increasing	levels	
of	resources	to	become	one	of	the	largest	external	financiers	of	programs	addressing	HIV/AIDS,	TB,	and	
malaria	across	developing	countries,	and	for	many	countries	GF	grants	represent	a	significant	portion	of	
DAH	overall.		Loss	of	GF	funding	would	be	a	significant	amount	of	DAH	in	some	countries.	For	instance,	
GF	HIV	funding	is	98%	of	DAH	in	Mauritius,	87%	for	Russia,	and	30%	in	Bhutan;	GF	TB	funding	is	60%	of	
DAH	 in	Kazakhstan,	 87%	 in	Turkmenistan,	 and	21%	 in	Peru;	 and	GF	malaria	 funding	 is	 21%	of	DAH	 in	
Bhutan,	18%	in	Gabon,	and	13%	in	the	Philippines.	 	GF	financing	for	specific	diseases	 in	countries	as	a	
percentage	 of	 public	 health	 financing	 for	 the	 respective	 disease	 represents	 even	 a	 much	 larger	
proportion.	 	 For	 example,	 GF	 HIV	 spending	 is	 66%	 of	 Jamaica’s	 total	 HIV	 funding	 (2010),	 55%	 for	
Equatorial	 Guinea,	 and	 37%	 for	Ukraine	 (2010)	 (GF,	 2013).	 	 GF	 TB	 funding	 is	 30%	 of	 China’s	 total	 TB	
funding	(2011)	and	13%	for	Romania	(2011).	GF	malaria	funding	is	28%	of	China’s	total	malaria	funding	
(2010)	and	55%	of	Thailand	(2010).	It	is	worth	noting	that	a	2013	review	by	GF	found	that	none	of	the	12	
countries	sampled	for	a	sustainability	review	had	a	documented	comprehensive	sustainability	plan,	and	
that	prior	to	the	2013	review,	there	were	no	deliberate	steps	taken	by	GF	to	prepare	countries	that	have	
become	ineligible	to	apply	for	GF	funding	to	assume	financial	responsibility	of	the	programs.	Likewise,	
there	was	also	no	deliberate	development	of	sustainability	plans	by	countries	to	guide	their	transitioning	
from	GF.	

The	picture	is	very	similar	when	analyzing	financial	support	from	GAVI.	Overall,	in	2013,	GAVI	disbursed	
US$1.38	billion	(GAVI,	2014).		An	estimate	and	comparison	of	the	costs	and	financing	of	a	sample	of	54	
national	immunization	programs	as	reflected	in	comprehensive	multi-year	plans	submitted	to	GAVI,	for	
the	 period	 2004	 to	 2015,	 revealed	 that	 GAVI	 financing	 represents	 an	 increasing	 proportion	 of	 total	
routine	 immunization	 financing	 for	 the	 countries	 analyzed,	 growing	 from	 26%	 to	 46%	 between	 the	
baseline	(xxx)	and	projection	(baseline	plus	five)	years.		At	a	program	cost	category	level,	GAVI’s	share	of	
vaccine	costs	(vaccines	and	injection	supplies)	is	even	larger	at	48%	(baseline	year),	which	is	noteworthy	
considering	 that	 these	 costs	 are	 immunization	 programs’	major	 cost	 driver	 and	 represent	 the	 largest	
share	(50%:	45%	for	vaccines	plus	5%	for	injection	supplies)	of	total	routine	immunization	costs.	

It	is	also	critical	to	recognize	that	even	in	countries	where	GF	or	GAVI	support	is	proportionally	small	as	a	
share	of	DAH,	 it	 is	 often	 targeted	 to	 key	populations	 that	may	not	 receive	access	or	 support	 through	
other	means,	 especially	 in	HIV	programs.	Many	 countries	 allocate	 a	 very	 large	proportion	of	 their	GF	
support	 directly	 to	 NGOs/CBOs	 working	 with	 key	 populations	 and	 marginal	 groups,	 for	 example:		
Ukraine	(98%);	Russia	(89%);	China	(71%);	and	Argentina	(63%).	 	Although	minimal	when	compared	to	
national	 public	 health	 funding	 levels,	 a	 loss	 of	 this	 type	 of	 targeted	 support	 can	 have	 dramatic	 and	
negative	 implications	 for	 these	 groups,	 particularly	 in	 countries	 where	 central	 and	 local	 government	
agencies	are	not	accustomed	to	directly	working	with	or	channeling	funds	to	NGOs.	

In	other	words,	the	challenge	in	transitioning	is	not	just	with	regard	to	replacing	the	externally-financed	
resource	 envelope	 with	 domestically-sourced	 financing	 but	 also	 one	 of	 ensuring	 institutional	
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sustainability	 of	 the	 programs,	 while	 ensuring	 continued	 support	 for	 poor	 and	 vulnerable	 groups.	 As	
noted	above,	although	the	amounts	financed	by	GAVI	and	GF	are	often	small	relative	to	total	or	public	
expenditures	 on	 health	 in	 transition	 countries,	 they	 are	 often	 large	 relative	 the	 amounts	 spent	 by	
countries	on	the	specific	diseases	of	focus	and	are	often	used	for	targeting	vulnerable	population	sub-
groups.	 Implementation	capacity	and	political	prioritization	are	likely	to	be	just	as	critical	(if	not	more)	
than	 financial	 considerations	 in	 ensuring	 sustainability.	 	 Furthermore,	with	 implementation	 of	UHC	 in	
transitioning	 countries,	 there	 are	 additional	 challenges	 related	 to	 whether	 or	 not	 benefits	 packages	
adequately	 stipulate	 and	 deliver	 comparable	 interventions	 to	 those	 that	 were	 previously	 externally	
financed,	 and	 to	 what	 extent	 some	 of	 the	 programs	 continue	 to	 be	 managed	 separately	 from	 UHC	
implementation	 modalities.	 	 Fragmentation	 of	 planning,	 financing	 flows,	 reporting,	 monitoring,	
management	 of	 services	 and	 human	 resources	 are	 part	 of	 this	 challenge.	 But	 it	 also	 goes	 broader,	
including	the	political	economy	of	how	countries	make	allocations	of	their	scarce	resources	as	well	as	of	
governance	and	relative	power	structures	of	existing	public	administration	and	regulatory	institutions.	

A	concerted	and	systematic	approach	is	needed	to	take	on	the	transitional	finance	challenges,	including	
both	 financial	 and	 institutional.	 	 	 	Questions	 that	need	 to	be	asked	 include:	 	Do	UHC	benefits	 include	
coverage	 for	 interventions	 that	were	or	 are	externally	 financed?	Does	everyone	have	 coverage	under	
UHC	programs?	Are	these	interventions	adequately	financed	from	domestic	sources	in	the	foreseeable	
future?	 Are	 there	 mechanisms	 for	 updating	 benefits	 as	 new	 technologies	 become	 available?	 Are	 all	
providers	within	the	health	system	empaneled	to	deliver	such	services?	Are	there	mechanisms	to	ensure	
adequate	supply-side	readiness?	Do	countries	have	the	capacity	to	procure	and	monitor	implementation	
of	interventions	and	of	results?	Are	there	challenges	related	to	financial	management?	Are	there	equity	
considerations	 in	 managing	 the	 transition,	 especially	 in	 terms	 of	 sustaining	 access	 for	 vulnerable	
population	sub-groups?	To	what	extent	might	targeted	technical	assistance	be	needed	in	order	to	help	
overcome	 some	 of	 the	 transition	 challenges?	 	 In	 other	 terms,	 the	 fundamental	 question	 is:	what	 are	
some	of	 the	key	 issues	and	challenges,	 in	addition	to	 the	 loss	 in	 financing	that	might	have	an	 inimical	
impact	on	the	coverage	and	sustainability	of	externally-financed	programs	in	transition	countries	as	they	
strive	to	achieve	UHC?		

That	 takes	 us	 to	 an	 important	 question	 about	 DAH	 –	 to	 what	 extent	 it	 supports	 health	 system	
strengthening	 to	 better	 alignment	 of	 priorities,	 reducing	 fragmentation	 and	 increasing	 integration,	
strengthening	country	systems	so	that	DAH	could	move	towards	directly	co-financing	country	programs,	
as	well	as	developing,	supporting,	as	well	as	maintaining	pre-payment	and	pooling	mechanisms.			

	

This	paper	is	put	together	using	the	work	by	the	World	Bank	Health,	Nutrition	and	Global	Practice	team	
relying	on	World	Bank	Group	data,	public	information	available	from	IHME,	Global	Fund	and	GAVI,	and	
from	health	systems	research	literature.		Come	and	join	the	discussion	at	the	Parallel	Session	3.3.		
Aligning	local	and	global	priorities	for	health:	The	roles	of	governments,	CSOs	and	development	partners	
in	setting	and	funding	for	the	priorities.	
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Macroeconomic volatility -- a key facet of the global economic landscape – can 

often significantly impact health system performance. Across countries, longer-

term growth trends are often punctuated by downturns that can range in severity 

from slow-downs to recessions or longer-term sustained depressions in economic  

activity. These economic downturns can be country-specific, regional, and sometimes 

even global in scope. Both public and private expenditures on health are closely 

 linked to the overall macro-fiscal country context; however, countries vary in the nature 

and extent of the responsiveness of health expenditures to economic downturns.  

And there are variation in what gets prioritized in light of tightening resources 

for health: one can cut back on volume and extend waiting lists for electives,  

for example; countries can cut supply of health services (as in Latvia); review 

and reprioritize the basic benefits package, in particular with regard to coverage 

of pharmaceuticals; renegotiate some costs of inputs such as for labor or drugs; 

countries can establish reserves during good times to cushion the impact of 

economic downturn (such as Estonia); or reexamine relative allocations decisions 

such as financing of primary health care versus hospitals, or prioritizing financial 

protection versus public health. 
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Objectives

The objectives of this session will be to discuss UHC priority setting in times of 

budget reductions and economic austerity. The session will: (i) provide a global 

overview of health expenditure trends, including a summary of empirical evidence on 

the links between economic growth and health spending; (ii) outline recent instances 

of countries facing reductions in health resources and other financial sustainability 

constraints; (iii) provide an overview of country policy responses to tightening of 

health resources; and (iv) outline key principles and assess “good practices” to help 

inform UHC policy priorities in light of budget reductions and economic austerity.
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Christoph KUrowSKi 
Global Solutions Lead for Health Financing 
the World Bank

USa

Christoph Kurowski is the World Bank Group’s Global Lead for Health Financing.  He has advised governments 
across four continents in the design and implementation of health financing and health system reforms.   
He researched and has written on health financing and system issues and contributed to the work of global 
health initiatives, among others, the Commission on Macroeconomics and Health.  Prior to his career in 
international finance and development, he gained hands-on experience in the delivery of health services working 
as a pediatrician in both developing and developed countries.   
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Ajay Tandon is a Washington, DC–based Senior Economist with the World Bank’s Global Practice on Health, 
Nutrition, and Population where he works on a variety of issues related to health financing, fiscal space, 
service delivery, and universal health coverage. Before joining the World Bank in 2007, he worked with the 
Asian Development Bank in Manila and prior to that with the Evidence and Information for Policy department 
of the World Health Organization in Geneva. He holds a PhD in economics from Virginia Tech and has held 
visiting research appointments at both Harvard University and Oxford University.
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Untung SUTArjo 
Secretary General  
Ministry of Health 

Indonesia

Dr. Untung Suseno Sutarjo MHA, born in Jakarta, on 17 October 1958, a graduate of the Medical Faculty of 
University of Indonesia in 1983, and married to his classmate Dr. Lies Surahmiati (currently a dermatologist), 
is a general practitioner, public health specialist, administrator and public advocator. He later pursued his post 
graduate studies in Hospital Administration at the Gajah Mada University in 1998, after completing a compulsory 
national job assignment. He started his career in the Ministry of Health shortly after graduation, and has held 
several important positions since then.

He was the Director for Medical Support at Persahabatan Hospital, 2001-2004; Director for Basic Medical 
Services, 2004-2005; Head of the Utilization of Health Centre, 2005-2006; Direcor for Ocupational Service, 
2006-2008; Head of the Utilization of Health Centre, 2005-2006; Director for Occupational Service, 2006-2008; 
Head of the Centre for Health Development Analysis, 2008-2009; Head of Bureau Planning and Budgeting, 
2009-2011; Senior Advisor to the Minister on Financing and Community Empowerment, 2011-2012; Head of 
the National Board for the Development and Empowerement of Health Human Resources, 2011-2014; and 
currently the Secretray General of the Ministry of Health, Republic of Indonesia. 

His main interest are health policy and planning, and global health. He has been extensively involved in many 
research and development in the areas of human resources for health economics, health care financing 
and universal health coverage international relations and health, health promotions health information and 
pharmaceuticals. 
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He participated in several important meetings, seminars, workshops, symposiums and trainings locally and 
abroad. He was in London in April 2002 for a medical management training. Prior to it, simultaneously he joined 
the hospital management training at the Faculty of Medicine, CHU Montpellier, University of Montpelllier, and 
at the CHU Grenoble, University of Grenoble, France in 1995. He did a post-graduate course in Planning and 
Management of Primary Health care in Developing Countries, Andrija Stampar School of Public Health, University 
of Zagreb, Yugoslavia in 1991.

Dr Untung was involved in the development of the Regulation for National Social Security Managing Board in 
2011. He also developed the standard for teaching hospital with ITHA. He did a feasibility study on international 
hospitals from 2003 to 2004.   

At the international level, he led the Indonesian health delegation to the APEC Health Meeting in Beijing in March 
2001. He was also the World Health Organization (WHO)  consultant for the preparation of the 7th ASEAN Health 
Ministerial Meeting in Yogyakarta from April-June 2000. He was also WHO Advisor for GATS in January 2002. 
He joined the world conference on social determinants in Rio de Janeiro, Brazil in 2011. At the IMF meeting on 
health financing in financial crisis held in Tokyo in 2011,  he was a member of the indonesian delegation. He 
participated in the 26th WHO Health Ministers’ meeting in Bangkok 2008.  Also in July 2003, he went to Canada 
for meeting on Trade in Health Services.
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Triin HAbiCHT 
Head 
department of Health System development 
Ministry of Social affairs 

estonia

Triin Habicht is currently working as a Head of Department of Health System Development in Ministry of Social 
Affairs. Until March 2015 she worked as a Head of Department of Health Care in Estonian Health Insurance Fund 
where she worked since 2006. Her work in health insurance fund was mainly focused on development of different 
reimbursement and contracting schemes for health care providers, assessment of new health technologies and 
enhancement of health care quality assurance system. Triin Habicht graduated as MA in economics from the 
University of Tartu (2002). She worked as the health economist in Estonian Health Insurance Fund (2001-2003). 
In 2004-2006 she moved to the Ministry of Social Affairs and held the position of Head of Health Policy Unit 
in the Public Health Department. She has been teaching health economics and health financing policy in the 
University of Tartu. Triin Habicht has been working with the World Health Organization and the World Bank in 
the areas of health systems, health financing policy and hospital governance.
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Yongjun Lee 
deputy director  
Ministry of Strategy and Finance

Korea

Yongjun LEE works at the Ministry of Strategy and Finance. He works on public health care including analyzing 
relative issues and establishing policies. Regarding the National Health Insurance, he mainly deals with financial 
issues for the sustainability of the NHI, such as evaluating and establishing heath policy and long-term financial 
outlook. In addition, he has involved in responding current issues including improvements in managing infectious 
diseases, non-benefit medical care and levy system reform and in further developing the NHI.
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dean JAmison 
Principal Investigator and Series editor 
disease Control Priorities Network  
University of Washington, department of Global Health 

USa

Dean Jamison is Professor Emeritus of Global Health at the University of California, San Francisco.  In 2006-
2008 he served as the T. & G. Angelopoulos Visiting Professor of Public Health and International Development in 
the Harvard Kennedy School and the Harvard School of Public Health. Previously, Dean had been at University 
of California, Los Angeles (1988-2006) and at the World Bank (1976-1988). His last position at the World 
Bank was Director, World Development Report Office and lead author for the Bank’s 1993 World Development 
Report, Investing in Health.  His publications are in the areas of economic theory, public health and education.  

Jamison studied at Stanford (M.S., Engineering Science) and at Harvard (Ph.D., Economics, under K.J. Arrow).  
In 1994 he was elected to membership in the National Academy of Medicine. Jamison was recently co-first 
author with Lawrence Summers of ‘Global Health 2035’, the report of the Lancet Commission on Investing in 
Health (The Lancet, December 2013). His publications are in the areas of economic theory, public health and 
education.
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