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Executive Summary

The Norwegian Ministry of Foreign Affairs
(MFA) has commissioned a comprehensive
study of Norwegian development cooperation
in health development during the ten-year
period 1988-1997. The purpose of this study is
to:

e Review Norwegian policies and strategies
for aid to health.

e (Give an overview of Norwegian support to
health development in terms of volume,
channels, and areas of support.

e Assess evaluations, reviews, and research
related to health development cooperation
and identify gaps in knowledge.

Methodology

The study has mainly been conducted as a
desk study using statistical data and by
reviewing documents. This information has
been supplemented by discussions with repre-
sentatives from the MFA and NORAD as well
as key people in the Evaluation Departments
of major international agencies.

The statistical overview of Norwegian support
for health development is drawn from a
number of sources: annual reports, a Govern-
ment White Paper, a special report, and data
files. The main data sources for bilateral aid are
the official registration of projects at the MFA
and NORAD, which follows the international
standards of the Development Assistance
Committee (DAC) of OECD. This study
includes only projects registered under DAC
sector 7 (health and population). The Norwe-
gian contribution through multilateral organi-
sations for health purposes has been estimated
according to the general health-related
percentage that is presented by the different
agencies themselves.

The statistical data concerning development-
related health research is also drawn from sev-
eral sources. Data on health research in rela-
tion to country and regional programmes is
taken from the official registration of projects,
DAC, and includes projects registered under

DAC sector 7, which are characterised as
research-related. The Norwegian Council of
Universities’ Committee for Development
Research (NUFU)-related information is based
on a comprehensive database established by
the University Council. The information about
projects supported by the Norwegian
Research Council (NRC) is based on existing
written material from NRC. Information on
health research support through international
organisations is based on data provided sepa-
rately by the various departments in the MFA.

The evolution of policy and strategy in Nor-
way is based on a review of relevant Govern-
ment White Papers, Parliamentary Bills 1988-
1997, various sector strategies and guidelines,
letters of allocation from the MFA to NORAD
for the last three years and important
speeches and papers that indicate political
priorities. An overview of the international
scene is based on key publications and reports.

Reports from evaluations and project reviews
implemented from 1988 to 1997 either by the
financing institutions or the development aid
organisations  themselves, have been
reviewed. The focus has been Norway, but
some comprehensive evaluations carried out
internationally have been identified. The
reports were also registered in a database that
summarises the main information from the
evaluations and reviews. Some reports were
reviewed in greater depth to find out to what
extent these provide information about
achievements and results.

There is no common system for the registra-
tion of any of the areas studied. Since NORAD
has applied the same system throughout the
period, the registration of statistical data pro-
vides an opportunity for comparison over
time, but does not cater to new approaches in
development cooperation. Different people
may interpret the criteria for registration dif-
ferently and projects with the same character-
istics may be registered in different
categories. When it comes to research-related
information, the DAC system has its obvious
limitations and does not provide information
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that allows of meaningful classification. The
NUFU database is the most comprehensive
system, but it could be developed further into
a comprehensive information system in which
data on all developmentrelated health
research funded by Norwegian authorities
could be incorporated and made accessible.
None of the Norwegian actors in development
cooperation have a systematic overview of the
evaluations and project reviews undertaken
and the collection is a result of time-consuming
work. The lack of accessibility and systemati-
sation is a major obstacle not only to collecting
and analysing information in relation to a
study like this, but also to systematic learning
in this area in general.

Norwegian Policies and Strategies

The review of the evolution of the MFA/
NORAD policy and strategy starts out by pro-
viding a broad overview of international health
policy development, since Norwegian policies
for health development cooperation must be
seen in this context. This study shows that Nor-
wegian policies in this area closely follow inter-
national development. Until 1992, Norwegian
health development cooperation was guided by
the general policies set out in Government
White Papers and operationalised through
annual Parliamentary Bills. Specific guidelines
and strategies for some specific areas within
health development cooperation have since
then been developed (Strategy for Assistance
to Children in Norwegian Development Co-
operation, Guidelines for Development Aid to
AIDS Control in 1992, and Norwegian Strategy
for Population and Development in 1995).
NORAD technical advisors developed an
internal technical guideline for health sector
support in 1995 (1995 “Technical Guideline”).
There is still no comprehensive policy paper for
health development cooperation.

Policy Trends

Norway has had fairly consistent policies and
priorities regarding health development co-
operation during the past ten years. These
may be briefly summarised as: focus on
primary health care and basic health services;
mother and child health; and infectious
diseases including HIV/AIDS. The strategies
in pursuing these policies and priorities have,
however, changed and have followed policy

developments internationally. Family planning
and population control were given special
weight in the beginning of the period and the
goal of 10 per cent of total development aid to
health was directly linked to these areas.
During the last part of the period, the focus
has changed towards reproductive health and
rights with a decrease in maternal mortality as
a stated objective. The goal of 10 per cent of
total aid to health development is currently
linked to basic health services.

Recent Developments

Support for building appropriate institutional
frameworks and capacities has become in-
creasingly important in recent years and thus
also support for the reforms needed to achieve
this. This has also influenced attitudes towards
how donor financing for the health sector
should be organised. Norway is, along with
other countries, striving towards a mode of
operation different from previous project
support, that is to say, a sector-wide approach
to programming. Budget support was already
mentioned in the 1984 White Paper and
confirmed in 1986 as a strategy to ensure basic
health services to entire populations. Since then
this is only mentioned in the “1995 Technical
Guideline”. The latest documents from the tech-
nical department indicate that Norway is more
explicitly searching for a balance and synergy
between interventions aiming at the control of
specific diseases and a systems approach to
health sector support and development.

Policies Related to Channels for Support

The same principles that have guided the use
of multilateral institutions (50 per cent of total
aid), international agencies and NGOs (30 per
cent of bilateral aid) as channels for Nor-
wegian development cooperation have
applied to support for health development.
There has been no variation in significance
throughout the period. The reasons given for
the use of multilateral organisations as chan-
nels for Norwegian development cooperation
have increasingly been more clearly articu-
lated. Norway should make the most of its
participation on boards, increase the ear-
marking of financial resources to promote
Norwegian development aid policy, and
choose areas which influence the total policy
of the organisation concerned. Since 1991 it
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has been a stated policy that support for
MCH/FP should be channelled mainly
through multilateral organisations. Norway
will also promote a clearer division of roles
and a better balance between the World Bank
and the UN in terms of technical assistance,
promote the increased participation of Nor-
wegian institutions and resource centres in
multilateral aid activities as well as increase
the recruitment of Norwegian citizens for
work in international organisations.

Research Policies

There has been no formulated policy or
strategy for developmentrelated research in
general or for development-related health
research in particular. According to the White
Papers for the period, research should con-
tribute to the assurance of quality develop-
ment aid. Each of the research programmes
has formulated objectives and purposes. In
1999, a strategy for strengthening research
and higher education in relation to Norwegian
development cooperation was approved.

Norwegian Support to the Health Sector -
A Statistical Overview

Norwegian support to the health sector has
increased both in terms of absolute numbers
and when deflated to 1997 value (.e.
increased by 1/3). The share of bilateral
development aid, which includes direct
country support, support through NGOs and
bilateral support through multilateral organi-
sations, has varied throughout the period.
Following a relatively significant decrease in
the beginning of this decade, it has, since
1995, been close to 9 per cent of total develop-
ment cooperation. Adding the non-earmarked
support channelled to multilateral organisa-
tions, the Norwegian support to health-related
development cooperation adds up to 11-12 per
cent of total aid.

According to Channels

The share of bilateral development aid chan-
nelled through non-governmental organisa-
tions has more than tripled in the period.
Currently more than half of the bilateral
development aid to health is channelled
through NGOs as compared to 1/5 in 1988.
The increase is due mainly to increased fund-
ing through Norwegian NGOs, which in 1997

represented 41 per cent of total bilateral aid to
health. The relative importance of local NGOs
as receivers of Norwegian support for health-
related activities has decreased. They receive
only a minor share as direct funding. How-
ever, the Norwegian NGOs cooperate to a
large extent with local NGOs that may be con-
sidered the end receivers of a large part of the
funds channelled through Norwegian NGOs.
The NGO support channelled through the
MFA and the Regional Department has
increased the most.

The share of bilateral funds channelled
through multilateral agencies as bi-multi-bi or
multi-bi support has increased significantly
through the period from about 13 per cent to
about 33 per cent. Multilateral aid defined as
non-earmarked funds for multilateral agencies
has been the main channel of support to
health with half of total aid to health. Particu-
larly the World Bank and UNFPA have been
given increased importance as channels for
Norwegian support to health-related activities
both through increased multibilateral funds
and non-earmarked funds. UNICEF on the
other hand has been given less importance as
a channel for support to health. Due to policy
decisions, previous support to health and sani-
tation is being phased out and earmarked
funds are currently directed towards female
education, children's rights, and slowly
towards early childhood development. In addi-
tion the calculated share of Norwegian non-
earmarked funds is also less than before as
the share of the organisation's total resources
for health has decreased. WHO received in
1992-1996 less non-earmarked funds than in
preceding years. The last couple of years,
both non-earmarked and earmarked funds
have increased. Tropical Disease Relief (TDR)
received in the period 1993-1998 by far the
largest amount followed by Diarrhoeal Dis-
eases, Human Reproduction, and Immunisa-
tion. Tuberculosis started to receive support
in this period and it is increasing. NORAD has
provided very little bi-multi-bilateral support
for WHO country operations. However, it has
given substantial support for PAHO Central
American projects and has, since 1996, initi-
ated cooperation with AFRO as well. As a
result, WHO is currently receiving more than
it did before the decline at the beginning of
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the decade. As a result of all these develop-
ments, Dbilateral country support has
decreased significantly. Mozambique is cur-
rently the only country receiving any direct
support of significance.

According to Health and Population

The analysis is complicated by the fact that on
average through the period, 27 per cent of the
activities are registered as unspecified/other.
Some NGOs use this category frequently.
MCH and family planning has been the
largest sub-sector with an average of 35 per
cent of total aid to health. It decreased
between 1989 and 1993/95, but has since
increased significantly every year. Still, it has
not reached the level of support in 1989. The
observed increase is due to a dramatic
increase in support through multilateral
organisations that represented 72 per cent of
the multi-bilateral budget in 1997. Support to
MCH services through NGOs has also
increased, but bilateral support has continued
to be low. The sub-sectors nursing, immuni-
sation, and control of epidemics and hospitals
and health centres have seen some increase
and were about 15 per cent and 10 per cent
respectively of the total budget in 1997. The
latter is mainly due to an increase through
NGOs. Support to AIDS-related projects and
programmes increased steadily from 1989 to
1995 when it reached 18 per cent of total.
Support to AIDS is currently channelled
equally through NGOs and the multilateral
organisation UNAIDS. In 1997 more than 7
per cent of total aid to health was in support of
tuberculosis control programmes through all
channels. Support to health administration
has remained low throughout the period.

Regional and Country Profiles

Africa and Asia received approximately the
same level of support to health in 1988 (41 per
cent of total aid to health). However, as the
level of support in Asia has decreased through-
out the period, support to Africa has increased
considerably and in 1997 60 per cent of the
expenditure was allocated for projects in
Africa, as against 19 per cent for projects in
Asia. Support for health in Latin America has
increased during this period from 5 per cent in
1988 to 12 per cent in 1998. Norwegian sup-

port to health varies from country to country.
In 1997, Mozambique was the major recipient
of aid to the sector, closely followed by
Zimbabwe. In Mozambique the major part is
bilateral aid (direct country support) whereas
in Zimbabwe a major share is channelled
through multilateral organisations (multi-
bilateral). In Bangladesh there has been a sim-
ilar situation to Zimbabwe in terms of how
funds have been channelled. In Tanzania,
which has received a share similar to that of
Bangladesh, the main part is bilateral funds. It
is, however, hard to identify a rationale for
these variations as both the volume and pro-
file are different in countries with comparable
socio-economic status and health status.

Development-related Health Research

The organisation and structure of develop-
ment-related health research is complex. The
management of different programmes is the
responsibility of various institutions and dif-
ferent departments provide funding. All these
actors have different ways of registering. It is
therefore difficult to obtain an accurate over-
view of the activities that have been imple-
mented during the period studied and to paint
a true picture of the volume and content of the
research. It is also difficult to identify clearly
how roles and responsibilities have been
divided between the four channels described
below. This study includes research funded by
Ministry of Foreign Affairs and NORAD
through four channels;

i) Health research as part of NORAD country
and region-specific programmes,’

ii) The Health and Population Research Pro-
gramme of the Norwegian Research
Council (NRC-HEBUT)

iii) The Norwegian Council of Universities’
Committee for Development Research
and Education (NUFU)

iv) Co-financing of research activities in inter-
national organisations.

1. DAC code 64 is not included with the exception of
the NUFU grant that is analysed separately. DAC 64
includes support to non-sector-specific research
activities.
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NUFU and NORAD Country and Region Spe-
cific Programmes

The support for research-related projects cor-
responds to 4 per cent of bilateral and 3 per
cent of multi-bilateral funds. All in all, 142
projects equivalent to NOK 165.4 million are
registered as research related.? This includes
funds for 39 projects under the NRC/HEBUT
programme (NOK 24.5 million of the NOK 35
million programme cost). It is important to
note that more than double the amount to
NRC/HEBUT has been in support of one
research project, namely the joint Ministry of
Health and University of Bergen AIDS project
in Tanzania (1989-1995).

The amount of funds for research activities
increased significantly from 1988 to 1991
when it stabilised between NOK 20-25 million
until 1997 when it decreased considerably.
The aforementioned project in Tanzania along
with the NRC/HEBUT programme received
in some years between 50-75 per cent of what
was granted for research-related activities and
the Tanzania project more than 50 per cent on
its own. It is important to note that, apart from
this Tanzania project, there is limited research
for country-specific programmes. Evaluations
such as the ones of Special Aids Grant, Chil-
dren’s Strategy, and WHO are defined as
research and included here. Health-related
research through NUFU has increased
throughout the period. Through 1991-98 it
has amounted to NOK 110 million and 26 per
cent of total NUFU funds.

Profile of Research Financed through NUFU
and NRC

The main objective of the NRC-HEBUT pro-
gramme has been to raise inter-disciplinary
capacity and capability in Norwegian research
institutions in terms of population and health
issues in developing countries. The main pur-
pose of the NUFU programme is, on the other
hand, to advance the capacity of the higher

2. The support must cover the generation of new
knowledge or synthesising of available knowledge.
This also includes dissemination of research results
and research collaboration. If the research compo-
nent is part of a larger project, only the research part
shall be included. If the research part is not ear-
marked, the whole project shall be recorded as
research when the research component is estimated
at 50 per cent and more of total costs and as zero if
this component is estimated at less than 50 per cent.

learning and research institutions in developing
countries to carry out research and offer
research-based training programmes through
collaboration between relevant institutions in
Norway and in developing countries. The pro-
grammes are different not only in terms of
objectives but also in how they are con-
structed. The one is demand-driven, and the
other has clear direction and instruction. This
has provoked discussions on how to strike a
fair and productive balance between disparate
concerns such as programme instructions,
academic freedom, and financial predictability.

There is a major problem in classifying both
health research and the researchers, and
there is a need to devote time to the elabora-
tion of a productive and meaningful classifica-
tion of research. However, in general terms
one may state that the profile of the NUFU
and NRC-HEBUT+financed research projects
has mainly been medical with a focus on bio-
logical determinants of health in general (epi-
demiological, bacteriological, vaccines etc.)
and more specifically children's health and
issues related to reproductive health. Approxi-
mately 1/3 of NUFU funds have been in sup-
port of one institution, namely the Armauer
Hansen Research Institute in Ethiopia special-
ising in leprosy research. This may be
explained by the fact that this institution had
received considerable support through the
MFA before the establishment of the NUFU
programme and that there was a need to find a
“home” for the support. Only 17 per cent of
the NUFU projects and one of the NRC
projects focused on health systems, adminis-
tration and/or intervention. Very few of the
NCR projects are interdisciplinary. No politi-
cal scientists have been involved but sociolo-
gists and anthropologists have been fairly well
represented. The NUFU database does not
provide comparable information about the
researchers involved.

Health Research through International Organi-
sations

Support for research through international
organisations and multilateral funding has
been considerably higher than through the
above-mentioned channel. WHO has for the
last five years received more than NOK 220
million for the support of two research pro-
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grammes: Tropical Disease Research (TDR)
and the Human Reproduction Programme
(HRP). The first has included support for
other activities than TDR itself such as the
Global Forum on Health, which in 1998 alone
received USS 1.8 million. The World Bank has
also received Trust Funds for health systems
research activities. This has amounted to
NOK 3 million during the last couple of years.
Norway has supported the Council of Health
Research Development (COHRED), an NGO
established in 1993, with the goal of promot-
ing the efforts of developing countries to
carry out so-called “Essential National Health
Research” (ENHR). The support has, how-
ever, been limited. In addition to support for
the Global Forum on Health, Norway has also
supported the Alliance for Health Policy/Sys-
tems Research, both organisations estab-
lished in 1997. It has been difficult to track the
actual amount of financial support to these
programmes.

Results of Health-related Research

Measurable results of the two research pro-
grammes may be assessed through the num-
bers of articles and publications and the
production of academic degrees. The review
shows that considerable numbers of articles
and publications have been produced. The
NRC-supported research has produced eleven
PhDs of which two are undertaken by
researchers from developing countries, six
master’s degrees of which two are undertaken
by researchers from developing countries. All
of the degrees, twenty-four master’s degrees
and six PhDs under the NUFU programme,
are claimed to be undertaken by researchers
in  developing countries. = Norwegian
universities have through their own means
financed several degrees in connection to
NUFU and several faculties have connected the
quota programme scholarships to the NUFU
programme-hence enhancing the synergy
effect.

There has been no evaluation of the impact on
institutional sustainability and whether the
programmes have resulted in an increase in
the capacity and capability of the research
institutions in developing countries. Country-
level assessments of the NUFU programme
indicate, however, that there has been a posi-

tive impact on the capacity of research institu-
tions in developing countries.

Evaluations and Project Reviews of
Norwegian Health-related Development
Cooperation

There is no comprehensive system of register-
ing reports and follow-up of evaluations and
project reviews undertaken by any of the
NORAD departments or by the NGOs. The
collection of 132 reports that are included in
this study is a result of time-consuming work
by all parties involved searching through
archives, brain storming and consulting key
people. The sample does not claim to be either
exhaustive or representative in statistical
terms, but does provide useful information for
this particular purpose. The sample includes
83 evaluations of NGO projects and pro-
grammes, some mid-term reviews of Nor-
wegian bilateral country programmes, as well
as some evaluations of specific projects/pro-
grammes. The MFA has commissioned two
thematic evaluations (Special AIDS Grant and
Strategy for Children in Norwegian Develop-
ment Cooperation), one of the functions of the
International Planned Parenthood Federation
(IPPF) at the country level as well as an evalu-
ation of the Norwegian Multi-Bilateral Pro-
gramme under UNFPA; it has also
participated actively in the multi-donor studies
of WHO.

General Characteristics of the FEvaluations/
Reviews

Strictly speaking, most of the evaluations are
reviews as they are undertaken during the life
of the project. Most often the evaluation has a
combined focus, but when there is a specific
focus it is most likely to be policy/strategic or
technical issues. Very few focus specifically on
financial, administrative or organisational
issues. Nearly all of the evaluations made use
of conventional evaluation methods. The
quality of the method applied has not been
assessed systematically. The impression from
the in-depth study is that many do not follow a
specific format for evaluation and the quality
seems to suffer from lack of consistency and a
proper analysis of information. This is particu-
larly true of NGO evaluations. Evaluation of
results in terms of effectiveness and relevance
is therefore difficult.
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Do the reports address the various aspects of
results?

The NGO reports seldom explicitly state
whether the project is coherent with Nor-
wegian development cooperation policies or
those related to health development support
and whether the project interventions contri-
bute to the goals of Norwegian development
cooperation and those of health development
support. The reports do, however, generally
seek to assess the effectiveness of the inter-
vention and most were judged to be modest in
terms of effectiveness. However, lack of
measurable targets and indicators in many of
the projects limit the possibility of assessing
effectiveness in a proper way. Reports that
relate to bilateral country programme projects
tend to address these issues more explicitly.
Two-thirds of the reports assess cost
effectiveness in some way or another. The
achievements are judged to be modest or
marginal. The judgement is, with the exception
of World Bank reports, based on general infor-
mation without any proper analysis in economic
terms. Three-quarters of the reports discuss
the relevance of intervention and, in more
cases than not, relevance is judged to be high
by the evaluators. The reviewers of the
reports in this study tended, however, to judge
the relevance as moderate more often than
the evaluators did.

The Knowledge Gap

The study summarises what information the
evaluation reports provide about the results of
Norwegian development cooperation in terms
of health and identifies gaps in knowledge and
the need for further analysis and synthesis.
This is mainly connected to the issues of rele-
vance and the effect of the different channels
on aid to health.

e The evaluation reports of NGO interven-
tion hardly provide a basis to assess the
relevance and effect of the NGO at the

project level and less so at a higher level
and with a broader perspective.

e The multilateral organisations have under-
taken several project and programme evalu-
ations of their own interventions at the
country level. These may have a country
focus (WB/WHO), a programmatic focus
(UNICEF/WHO), or a thematic focus
(UNFPA/WHO). There is no systema-
tised information concerning the rele-
vance and effect of Norwegian support
through these multilateral organisations
as a tool for promoting Norwegian policies
and priorities in this area, nor the institu-
tional and organisational conditions that
need to be in place to assure effect and rele-
vance.

In relation to developmentrelated health
research there is a need for further informa-
tion in the following areas:

e the relevance and effect of total research
activities

¢ the organisation and structure of research
as well as the synergy effect of support
through the various channels

¢ the contribution of research to policy proc-
esses and the formulation of development
cooperation policies

¢ the contribution made towards strength-
ening institutions and providing research-
ers in developing countries with the skills
and ability to plan and implement research

¢ the effect of institutional collaboration

e the degree and relevance of the involve-
ment of the Norwegian research commu-
nity in research through international
organisations
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1. Introduction

1.1 Background and objective of the
report

The Ministry of Foreign Affairs (MFA) has
begun the ambitious task of acquiring infor-
mation about the results and impact of Norwe-
gian development cooperation at higher levels
(e.g. country, sector etc.) than has been done
previously. The intention is that this “new”
approach to evaluating Norwegian develop-
ment cooperation will be built up through the
systematic and long-term accumulation of
information and experience. New evaluation
studies should be based on the concept of a
“gap” in relation to information about the
results of Norwegian development coopera-
tion, and tailored to areas and issues of con-
cern. As the first sector to adopt this
approach, the MFA has commissioned a com-
prehensive study of Norwegian development
cooperation in health development during the
ten-year period 1988-1997. Health has
throughout the period been a priority sector
for Norwegian development cooperation.
More so, after the 1995 World Summit for
Social Development in which there was a
mutual agreement between countries to allo-
cate on average, 20 per cent of ODA and 20
per cent of national budgets respectively to
basic social services.? Support for health is
channelled through different channels. Deci-
sions about support and assessment of
achievements are made by a number of differ-
ent people located at various levels and in dif-
ferent institutions, to the best of their
knowledge. Connections and relationships are
often lost on the way.

This review confirms that numerous evalua-
tions and reviews have been undertaken at
project and possibly some at programme level.
However, the review also shows that assess-
ment and studies of results at higher level are
scarce. The purpose of this study? is to:

3. Programme of Action of World Summit for develop-
ment § 88 c.

4. The study forms the basis for a proposal for a long-
term evaluation plan of Norwegian support to health
and development, which is presented separately. The
evaluation is both summative and formative in
design and contributes to future policy development
and approaches to health development support.

¢ (Give an overview of Norwegian support to
health development in terms of volume,
channels, and areas of support

e C(Collect and assess evaluations, reviews,
and research related to health develop-
ment cooperation nationally and inter-
nationally

¢ Identify areas where there is a need for
further information and synthesis of expe-
riences.

There is continuous discussion and changes
in policies and strategies in relation to devel-
opment cooperation generally and to health
development specifically. Therefore, a review
of Norwegian support to the health sector
includes a review of the actual policies and
strategies at the time that the interventions
were planned implemented.

1.2 Methodology

The study has mainly been conducted as a
desk study using statistical data and reviewing
documents. However, the information has
been supplemented by discussions with repre-
sentatives from the MFA and NORAD as well
as key people in the Evaluation Departments
of major international agencies. A seminar
was held to discuss the draft report and the
proposed evaluation plan that was based on
identified “knowledge gaps”.

1.2.1 Statistical material

a) The statistical overview of Norwegian sup-
port for health development is drawn from
a number of different sources such as
annual reports, Government White
Papers, special reports, and data files. The
main data sources for bilateral aid are the
official registration of projects at the MFA
and NORAD, which follows the interna-
tional standards of the Development
Assistance Committee (DAC) of OECD.
This study includes only projects regis-
tered under DAC sector 7 (health and pop-
ulation). The DAC data do not include
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ordinary multilateral assistance (pure
multilateral support). The Norwegian con-
tribution for health purposes has been
estimated according to the general health-
related percentage that is presented by
the different agencies themselves.

b) The statistical data concerning develop-
ment-related health research is also drawn
from several sources. Data on health
research in relation to country and
regional programmes is taken from the
official registration of projects (DAC) and
includes projects registered under DAC
sector 7, which are characterised as
research-related.” These projects may be
more or less research-based or oriented.

Research activities registered under DAC
sector 64° are not included, with exception
of the Norwegian Council of Universities’
Committee for Development Research
(NUFU) grant, which is analysed sepa-
rately and based not on information from
this data source, but from information pro-
vided directly by NUFU. NUFU-related
information is based on a comprehensive
database established by the University
Council.

The information about projects supported
by the Norwegian Research Council
(NRC) is based on existing written mate-
rial from NRC. It also comprises an evalua-
tion by the Programme Committee of the
research programme in question.

Information on the support of health
research through international organisa-
tions is based on data provided separately
by the various departments in the MFA.

5. The support must cover the generation of new
knowledge or the synthesising of available knowl-
edge. This also includes the dissemination of
research results and research collaboration. If the
research component is part of a larger project, only
the research part of the whole shall be included. If
the research part is not earmarked, the whole
project shall be recorded as research when the
research component is estimated at 50 per cent and
more of total costs, and as zero if this component is
estimated at less than 50 per cent.

6. DAC 64 includes support to non-sector-specific
research activities.

1.2.2 Review of documents

a) Collection and assessment of policy docu-
ments, nationally and internationally.

The overview of the Norwegian scene is
based on a review of:

1) Relevant Government White Papers
(no 36 from 84/85, no 34 from 86/87,
no 51 from 91/92, no 19 from 95/96)

2) Parliamentary Bills 1988-1997

3) Various sector strategies and guide-
lines

4) Letters of Allocation from the MFA to
NORAD for the last three years.

5) Important speeches and papers that
indicate political priorities.

The letters of allocation were very general in
nature and did not provide any significant
additional information. Key officers in the
MFA and NORAD were interviewed about
possible relevant speeches held by officials.
Very little was traced — a speech held by Min-
ister Kari Nordheim Larsen at the 1995 Inter-
national Union of Associations for
Tuberculosis and Leprosy D (IUATLD) Con-
ference where she reiterated Norway’s com-
mitment to JIUATLD objectives. In July 1998,
there was a press release by Minister Hilde
Frafjord Johnson’ indicating increased sup-
port to HIV/AIDS control interventions in
years to come. A recent letter’ from the
MFA/MOH to the WHO Director General
indicates which areas Norway currently con-
siders important for WHO’s effort as a special-
ised agency.

The overview of the international scene is
based on key publications and reports
included in the list of references.

b) Reports from evaluations and project
reviews implemented from 1988 to 1997
either by financing institutions or develop-
ment aid organisations themselves, have
been collected. The focus has been Nor-
way, but some comprehensive evaluations
carried out internationally have been iden-
tified. We have included reports identified

7. UD fakta, juni 1998: AIDS hindrer utvikling.
8. MOH/MIDHR: Letter of 12.10.98.
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as evaluations or reviews by the organisa-
tions themselves, which we think meet the
main characteristics of an evaluation or
review.” Some reports use the term evalu-
ation or review in the title, but do not meet
these criteria. These have not been
included.

A number of institutions and organisations
were asked to provide information about eval-
uations and reviews implemented by them.
These institutions and organisations include:

e Various offices within the Norwegian Min-
istry of Foreign Affairs

e Various departments in NORAD

(Archives, HRD, NGO)

e The most prominent NGOs in terms of
health development support: Norwegian
Peoples Aid, Norwegian Red Cross, Nor-
wegian Church Aid, Redd Barna. Norwe-
gian Missionary Organisations, as well as
some smaller organisations that are work-
ing with strategic themes such as the Nor-
wegian Heart and Lung Association,
Norwegian Students’ and Academicians’
International Aid Foundation, and Caritas

e Bilateral organisations in other countries
(DFID, DANIDA)

e UN organisations; UNICEF and UNFPA
¢ Financial institutions; World Bank

The reports were registered in a database that
summarises the main information from the
evaluations and reviews. i.e., evaluation charac-
teristics: purpose, focus, various aspects of
methodology and implementation. Some
reports were selected for in-depth assess-
ments to find out to what extent these provide

9. Definition of terminology that may be used:
Monitoring: Continuous self-assessment process
implemented by project implementors themselves;
Review: Assessment activities implemented jointly
by implementors and national and external adminis-
trators; Evaluation: Independent and impartial
assessments implemented towards the end of a pro-
gramme phase. Participatory evaluations: Uses vari-
ous participatory methods, techniques and tools
such as PRA, RRA. etc.

information about achievements and results of
interventions in the following categories:

¢ Norwegian general development coopera-
tion policies

¢ Norwegian policies related to health devel-
opment support

o Effectiveness
e (Cost effectiveness
e Relevance

The selection criteria have been somewhat
arbitrary. Some were selected in consultation
with organisations that indicated which
reports, according to their judgement, provide
interesting information. We have also tried to
include a variety of organisations and types of
projects. It is therefore not a random sample
in strict research terms.

1.2.3 Discussion of Need for Further
Evaluation

The selection of institutions to visit was based
on the following criteria: (i) involvement in
studies and research of interest to this study;
(ii) important channel for Norwegian support
for health development; (iii) potential to con-
tribute towards development of appropriate
methods for measuring the results and impact
of development cooperation.

Based on these criteria and considering the
time allocated for the study, we made brief vis-
its to DFID, the World Bank, UNICEF and
UNFPA and the OECD office in Paris. As
there had already been two independent
multi-donor evaluations of WHO, one of the
extra budgetary Fund and one of country-
level functioning where Norway played a
major role, we decided not to include a visit to
WHO in this study. We also had discussions
with the consultants involved in a similar exer-
cise in relation to Danish support for health-
sector development, commissioned by DAN-
IDA.

1.2.4 Limitations

Norway has applied the same statistical sys-
tem for the registration of project-related data
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during the entire ten years. This has provided
a good basis for describing trends in support
during this period. However, there are also
obvious limitations, as the classification sys-
tem does not necessarily cater to new
approaches in strategies and modes of opera-
tion. The registration of combined or inte-
grated projects is also difficult. The actual
registration is done in a number of places and
by different people, and different categories
and posts are interpreted in different ways.
The data do not specify country-specific sup-
port for multilateral organisations (bi-multi-
bi). There may be some minor discrepancies
from other sources and presentations. It is
also worthwhile keeping in mind that the sta-
tistical data presented in this study is deflated
according to the official consumer price index
and presented in 1997 NOK. To cover the
major gaps and uncertainties, the mere statis-
tical review has been supplemented by qualita-
tive information.

There is no common system of registration
and the overview of developmentrelated
health research is based on the information
collected from various data sources as
described above. The data have large differ-
ences in terms of volume and quality thus
complicating analysis and presentation. The
DAC data is essentially developed as a man-
agement instrument and provides limited
information about the project. It is hardly suf-
ficient for a meaningful classification of
projects by major orientation, by main discipli-
nary orientation, or by classical outcomes.
NUFU maintains a well-designed database of
all its projects, including the health projects,
with a series of relevant variables. However,
although valuable, the database does not con-
tain information on the geographical and func-
tional “careers” of the research fellows, and
thus is unable to provide information concern-
ing the institutional sustainability of the
NUFU programme.

No comprehensive system of registering eval-
uation and project review reports and follow-
up currently exists. The evaluation depart-
ment in the Ministry of Foreign Affairs has
only an overview of the evaluation the depart-
ment itself has commissioned. The office for
non-governmental organisations in NORAD
has no systematic overview of evaluations and
reviews of NGO development cooperation,
and other departments in NORAD have no
comprehensive overview of evaluations/
reviews that could easily be used to select
reports.l? The NGOs that we contacted, with
the exception of one, had no systematic regi-
stration of reports. The reports we have been
able to collect are therefore a result of time-
consuming work, not only by us, but by all par-
ties we have consulted. Some NGOs have
used internal “brainstorming methods” to
identify reviews and reports, others have
searched through archives. In NORAD, the
secretary in HRD has searched in the
archives using a list from the Archive depart-
ment and a guide provided by us.! We have
also consulted advisors and consultants work-
ing in NORAD and in the MFA. Not all docu-
ments known to exist have been located and
therefore not included in the database. Some
documentation may be found in the different
embassies.

Therefore, the overview and assessment does
not claim to be exhaustive. The sample pre-
sented here may be highly fragmented and
arbitrary. However, taking all these limitations
into consideration, we think that using the
information carefully, it is helpful to this exer-
cise. The database established may be used as
a starting point for a more systemised regi-
stration of evaluations and reviews.

10. The current archive registration system does have a
code for evaluation and reviews. However, it contains
not only an overview of reports, but a lot of related
information which makes it difficult to access. A new
system is underway.

11. Project number (e.g. BGD 009...), midterm reviews,
evaluations, PCR, PAR, etc).
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1.3 Study Team and Structure of the
Report

A team of three consisting of Sissel Hodne
Steen, Ingvar Theo Olsen, and Jon Eivind Kol-
berg has undertaken the study. Each of the
team members has had major responsibility
for the study components. Ingvar Theo Olsen
has been responsible for the statistical review
of Norwegian support for the health sector,
Jon Eivind Kolberg for the review of develop-
ment-related health research and Sissel
Hodne Steen for the review of policies and the
collection and review of evaluations and

project reviews. She has also been the project
leader.

The report has four main chapters. Chapter 2
describes the evolution of Norwegian policy
and strategy. Chapter 3 gives a statistical over-
view of Norwegian support to health followed
by an in-depth assessment of Norwegian sup-
port for the developmentrelated health
research in chapter 4. Ultimately, chapter 5
gives an overview of evaluations and project
reviews collected and assessed for the pur-
pose of identifying “knowledge gaps”.
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2. Norwegian Policies and Strategies for Health-related Develop-

ment Cooperation

This chapter reviews the evolution of the
MFA’s/NORAD policy and strategy in relation
to health support. It starts out by putting
these developments in an international con-
text as Norwegian policies must be seen in the
context of policy development internationally.
Norway has also committed itself to resolu-
tions made in International Conferences. To
evaluate the results of Norwegian develop-
ment aid to the health sector, these commit-
ments have to be taken into account. However,
the relevance, appropriateness, and feasibility
of these policies may only be assessed in light
of how they are interpreted and implemented
in complex and changing political, social, and
economic challenges at the country level.

The WHO conferences and initiatives:

2.1 The International Policy Context

The period to be addressed in this exercise,
1988-1997, started ten years after the Alma
Ata conference where Ministers of Health
committed themselves to achieve Health for
All by 2000 (Alma Ata Declaration) through a
Global Strategy for Primary Health Care. By
1988 it had proved hard to operationalise and
implement the vision in practice not least due
to the potential political consequences of the
strategy.

There seem to be several trends in inter-
national health policy development, which
may be ideologically different and have
different actors in the lead:

empower people and communities

took place.

1988 The Riga Conference, convened by WHO, confirmed the Alma Ata strategy although it
did point out a number of problems in implementation. It even underlined the importance
of intensified social and political obligation, commitment, and priority action to the poor,
equitable distribution of resources, need to strengthen district health systems and to

1991 The WHO Conference in Sundsvall, Sweden, reiterated the fact that health gains depend
on social justice and equitable redistribution of resources internationally and nationally and
that there is a need to create an environment that releases the individual’s own capacity
for health action through empowerment.

WHO started to draw attention to the negative consequences of structural adjustment pro-
grammes and established a new programme for countries in greatest need.

After mid-decade, the Rights aspects of health and social welfare has increasingly become a
legitimate perspective. Equity is again receiving attention in international health policy debates
after a period of attention to efficiency. In 1997 several international meetings focusing on
issues related to equity in health in different parts of the world and under different umbrellas

Increased concern about under-resourced
health services, inefficiency of systems, and
the unlikeliness of increased public spending
have led to an increased focus on cost-
efficiency in health care. Although UNICEF

launched the Bamako Initiative focusing on
community management of user fees already
in 1987, this agenda has predominantly been a
World Bank-led process:
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of the state in social service provision.

e Promote diversity and competition

1987 The policy study Financing Health Services in Developing Countries: an Agenda for reform is pub-
lished. It recommended that governments concentrate spending on public goods, charge user fees
for public sector curative services, establish insurance systems to raise additional revenues,
encourage greater use of voluntary providers, and decentralise management to improve effective-
ness and efficiency. The operational departments in the WB interpreted this as a diminished role

1993 The World Development Report (WDR) proposes a three-pronged approach to gov-
ernment policies for improving health:
e Foster an environment that enables households to improve health

e Improve government spending on health by concentrating resources on compensating for
market failures and efficiently financing services that will particularly benefit the poor

The policy response indicated in the WDR 93
is to promote overall growth, but pursue eco-
nomic growth policies that will benefit the
poor, expand investment in schooling, and
promote the rights of girls and women. In
practical terms, the WDR 93 focused on a defi-
nition of cost-effective basic or essential and
affordable health services based on an ana-
lysis of Global Burden of Disease using DALYs
as a measurement, and the improved manage-
ment of these government health services
through decentralisation and contracting out
of services. The remaining services should be
financed privately through policies that
encourage social or private insurance. The
focus is poverty rather than equity.

The debates in the years to follow demon-
strate divergent views on health development
cooperation:

technical prescriptions vs. comprehensive
approach to a public sector that caters to the
poor, and a market-based private sector for
the rest of the population vs. a reinforcement
of the public sector for a more effective role
in matching the supply and demand of the
entirve population

The discussions at the Ottawa meeting in 1993
after the publication of the WDR may provide
an illustration. The EU community challenged
the National Burden of Disease Studies as a
tool for determining priorities and strategies
and made the following statement:

The better use of scarce resources requires
an understanding of the broader organisa-
tional, institutional, political and cultural
context within which the health sector oper-
ates. What we need now is practical guid-
ance for investment in systems and
institutions that helps countries and donors
make the best use of scarce resources in
improving the health of their people.

In spite of the divergent views there seems to
be an increasing understanding that health
development is about support for the house-
hold to mobilise and utilise support for health
action, and that the ultimate goal for health
sector development is improved health out-
comes. Different actors frequently refer to the
DAC targets for health outcomes as targets
for interventions.!?

12. DAC report “Shaping the 215t Century: The Contri-
bution of Development Cooperation”.
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UN Conferences in the Nineties —
Increased Focus on Social Development

Five UN conferences on the social sector
were held from 1990 to 1995. All had con-
sequences for health development poli-
cies:

The declaration adopted at the 1990 World
Summit for Children included a politically
salient agenda for health. The plan of
action has specific goals related to nutri-
tion and child health as well as defined
goals in the areas of protection of girls and
women and education. The focus was the
UN Convention on the Rights of the Child
(CRC).

The 1994 International Conference on
Population and Development (ICPD), rep-
resents a sharp turning point from the
1984 conference, as the perspective is no
longer focused on population growth and
fertility control, but “places human beings
at the centre of population and develop-

ment activities”. Empowering women is an
important end in itself. The Programme of
Action enunciates the right to universal,
comprehensive reproductive health care
pointing out that education and access to
resources is essential for empowerment.

The 1995 World Summit on Social Devel-
opment confirmed the Programme of
Action agreed to in Cairo. It brought the
social issues strongly back onto the devel-
opment agenda and prepared the ground
for new initiatives in this sphere. The 20/
20 Initiative aims at ensuring that all peo-
ple have access to basic services

Health Sector Strategies and Policies in
Selected International Agencies

These processes and milestones in the inter-
national context are reflected in different ways
in the policies and strategies of bilateral and
multilateral agencies. We have limited the fol-
lowing overview to multilateral agencies
before addressing the Norwegian context:

World Bank (follows closely the trend previously described as WB-Led)

1980 1984 1997

Health Policy: WDR: Pop. and Dev: HNP strategy:

Basic Health Infrastructure =~ Government responsibility. Cost-effective Improve HNP outcomes
CHW //paraprofessionals to reduce mortality and  Essential health services Enhance performance of
Logistics and supplies morbidity health care systems
MCH/FP Sustainable health care
Management financing

UNFPA (especially influenced by ICPD and the Women’s Conference in Beijing)
1973 1993

1994

Mandate: Population and FP
Build knowledge and capacity

Promote awareness Family Planning
Assist dev. countries IEC
Assume a leading role in UN Data Collection

Policy formulation

Mandate confirmed

Programme areas:

After ICPD:

Programme areas:

Universal access to RH incl. FP + sex. health
Support pop. and dev. strategies

Promote awareness of pop. & dev.

Advocate mobilisation of resources.
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UNICEF (especially influenced by World Summit for Children)

1970s-80s 1990

1995 1997

Child Survival and Development Nutrition Strategy
Universal Child Immunisations Breastfeeding
Revitalising PHC:
Eradication

Bamako Initiative Micro nutrients (?)

Aid Instruments - towards Sector-wide
Approaches

The growing interest in securing national
leadership for a country’s health sector
development, institutional structures, and
capacity for regulating and managing a
national health system has led to thinking
about how donor financing for the health
sector should be organised in order to
support reform processes. Following the
intentions in the WDR 1993, the World Bank
in 1994 started to talk about Sector Invest-
ment Programmes that would ideally involve
all donors in the sector in supporting national
programmes.

Several international meetings on sector-wide
approaches have since then taken place; first
in Copenhagen, then in Dublin.® Several
countries are now, along with their partners,
striving towards a mode of operation different
from the previous project support for a SWAP.

2.2 The Norwegian Arena

In general, the policy and strategy develop-
ment in Norway closely follows international
developments. It is important to note that until
1992 there have been no particular zealth pol-
icy and strategy papers. Health development
cooperation has been guided by the policies
set out in the Government White Papers and
operationalised through the yearly Parliamen-
tary Bills.

13. A document co-sponsored by WHO describing the
discussions and concepts is published.

Vit. A supplementation

Health Strategy
Management of childhood diseases

Implementation Plan

Malaria control/Guinea Worm
Adolescents’ and Women’s Health
Safe Motherhood (IEC)

Prevention of mother/child transmission of HIV/
AIDS

Strengthening government capacity to ensure
essential health services for children, adolescents
and women.

White Papers and Parliamentary Bills

An analysis of the White Papers effective dur-
ing the ten-year period, does not indicate that
there have been any drastic policy changes.
Health development cooperation is seen as an
important contribution to the overall develop-
ment goals of improved economic, social and
political situation for the population within the
frame of sustainable development. In 1986,
rather than using sustainable development, it
was emphasised that cooperation should be
tailored in such a way as to avoid creating
dependency. The 1991 White Paper uses the
term people-centred development and people’s
participation rather than sustainable develop-
ment. The principle of “recipient orientation”
initially guided the cooperation. The 1992
White Paper added “recipient responsibility”.
The 1995 White Paper underlines the fact that
a clear definition of roles and responsibilities
is a prerequisite for sustainable development.
Already since 1984 the intention has been that
10 per cent of development aid be allocated to
health. However, the UN conferences and the
goal of 20/20 are strongly reflected in the
1995 White Paper. This was followed up
through Parliamentary Bills, which put more
emphasis on the social sector and indicate an
increase in resource allocations.

The focus has throughout the years been the
poor. However, the strategy has changed —
from poverty orientation to poverty reduction
to combating poverty.
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The 1984 White Paper emphasises the human
right to satisfy basic needs. In the White Papers
to follow this does not appear as clearly as it
did in 1984. Human Rights are emphasised in
later White Papers in relation to population
policies: on the one hand, women have the
right to decide on family size; on the other
hand, support to population programmes
require assurances that human rights are not
violated.

The main policy throughout the years has
been to strengthen Primary Health Care. In
the 1995 White Paper, the term basic services
is introduced and defined as PHC including
family planning. The focus has been on chil-
dren and women through MCH services. In
the eighties the term family planning includ-
ing MCH is used and it is emphasised that FP
should be integrated into MCH services. The
emphasis changed in 1991 when it was stated
that 10 per cent should be allocated to MCH
and family planning. In 1984 it was formulated
as family planning including MCH. Safe Moth-
erhood, maternal mortality, is given increased
importance and becomes more and more spe-
cific. In the 1995 White paper, obstetric care
and research to improve statistics and regis-
tration of maternal mortality is specifically
mentioned. The focus is reproductive health
rather than family planning - a direct
response to ICPD.

Systems development has become increasingly
important. In 1991 it is mentioned for the first
time that Norwegian aid should contribute to
improving efficiency. The latest White Paper
stresses the fact that Norwegian cooperation
should strengthen public sector capacity to
deliver basic services and strengthen adminis-
trative capacity.

Disease control has been part of Norwegian
priority policies throughout the period. AIDS
prevention is mentioned for the first time in
1986 and has been the focus throughout the
following years. Lately policy signals'* do,
however, indicate that interventions should
also consider the socio-economic implications
of the epidemic.

14. UD fakta: AIDS hindrer utvikling.

Budget support (recurrent cost) was men-
tioned as a strategy to assure basic health
services to the entire population already in the
1984 White Paper and confirmed in 1986.
Since then this has only been mentioned in
the “1995 technical guidelines”.

Policies in relation to channels for health devel-
opment cooperation:

The Conservative government (1984)
intended to increase the proportion of aid
channelled through bilateral aid. However, the
Labour government that took over and created
an additional White paper (1986) confirmed
the previous policy of 50 per cent through mul-
tilateral and 50 per cent through bilateral chan-
nels. The 1991 White Paper not only confirmed
this distribution, but indicated that it would be
desirable to increase the resources channelled
multilaterally as the potential for influencing aid
is much higher than through bilateral aid. The
support to MCH/FP should be channelled
mainly through multilateral organisations.
This is confirmed again in 1995. It is even
more explicitly spelled out that Norway should
make the most of its participation on boards,
earmark financial resources (rather than
project financing) to promote Norwegian devel-
opment aid policy, and choose areas which have
a larger influence on the total policy of the
organisation. One of the areas to be given spe-
cial attention and effort through earmarking,
is the development of primary health services.
Norway wishes to encourage the multilateral
organisations to take a broader approach
(rather than the control of specific disease).

Concerning technical assistance and use of
expertise, the 1995 White Paper, states that
the government will

¢ on the one hand, promote a clearer divi-
sion of roles and a better balance between
the World Bank and the UN in terms of
technical assistance;

¢ on the other hand, promote increased par-
ticipation by Norwegian institutions and
expert communities in multilateral aid
activities especially in fields where Nor-
way has special advantages including an
increase in the recruitment of Norwegian
nationals for international organisations.
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In 1986, it was stated that the increase of funds
channelled through NGOs witnessed in recent
years would not continue at the same pace. In
1991, it was stated that 1/3 of bilateral aid in
general should be channelled through NGOs.
The 1995 White Paper reiterates the impor-
tance of maintaining close cooperation with
NGOs. It states that the substantial increase in
government support through NGOs gener-
ates a need to focus greater attention on the
qualitative aspects of their efforts: “quality
assurance and achievement of results, should
be just as important criteria for aid provided
through NGOs as for aid allocated through
other channels”. The Parliamentary Bills have
also underlined that the NGO sector should be
subject to the same criteria and quality require-
ments as development aid in gemeral. This is
also spelled out in the “1995 Technical Guide-
line” (referred to later).

Otherwise, the rationale for using NGOs as
channels for support for health development
is the same as for development cooperation in
general, but not stated explicitly in relation to
health. However, the NGOs should concen-
trate their efforts in fields in which they have
special competence.

The Parliamentary Bills of the eighties do not
provide any additional guidelines for the allo-
cation of resources. They are much more elab-
orate and specific in the nineties and give
concrete guidelines for how resources given
to the different organisations are supposed to
be used. A summary of the Bills according to
the time period of the White Paper in effect, is
given in Annex 1.

Policy documents especially related to Nor-

wegian support to health and development:

The Ministry of Foreign Affairs has approved

the following three sector papers, namely:

e Guidelines for Development Aid to AIDS
Control (1992)

e Strategy for Assistance to Children in Nor-
wegian Development Cooperation (1992)

e “A question of women’s right to choice”
Norwegian Strategy for Population and
Development (1995)

A fourth paper is an internal guideline (1995)
Jor health sector support in NORAD developed
by the technical advisors in the Technical
Department. This guideline, hereafter called
“1995 Technical Guideline”, provides a frame
for the approved sector papers, as the presen-
tation below demonstrates.

The “1995 Technical Guideline” outlines the
strategic choices for Norwegian support to
the health sector which are, in accordance
with the White Papers, based on the assump-
tion that health is a prerequisite for human
welfare and has a great impact on economic
growth. The basic assumption is that NORAD
support forms part of a strategic approach to
the health sector having national plans and
priorities as its point of departure. It consti-
tutes the following ten strategic choices:

1. All people have the right to basic health
services. It is a public responsibility to
assure a just distribution of such services.

Support for any intervention, regardless of the
channel,

2. should consider the total need of the sector,
assessed on the basis of national plans for
the sector and in light of institutional
capacity and competence in the recipient
country. NGOs play an important role in
the health sector. Their support should be
evaluated according to how they contri-
bute to national plans and priorities.

3. should contribute to the improvement of
the quality of basic health services.

NORAD support should contribute to

4. public institutions having the mnecessary
capacity to take the overall responsibility
to direct and co-ordinate, both at the cen-
tral and local levels in public administra-
tion, and to strengthen the relationship
between the public and private sector.

5. necessary reforms in the health sector espe-
cially through interventions that strengthen
the capacity of relevant institutions to plan
and implement the reforms (including
national health systems research).
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6a. vulnerable groups having access to health
services,

The Strategy for assistance to children (1992) sets out the following direction for support to chil-
dren: Greater emphasis on child-targeted efforts in sectors, which are particularly important for chil-
dren.

¢ Funds should be channelled in such a way that they make use of the special advantages of
the various organs and the expertise they command.

e (Closer focus on children in relevant sectors such as health and education in bilateral assist-
ance.

Priority areas: children’s rights linked to public administration, health and nutrition, education, care and
early stimulation of children, interventions for children in difficult circumstances.

and

6b. health services for children, school health
programmes, tuberculosis and AIDS con-
trol as an integrated part of national pri-
mary health services.

Guidelines for Development Aid to Aids control (1992)
Interventions should

e Strengthen preventive work especially through health education aiming for behavioural

change.

Take a community-based approach

Support interventions for STD treatment

Assure safe blood transfusion and increase the use of condoms.

Reduce individual and societal consequences of the epidemic by strengthening individual

and community coping mechanisms and supporting counselling and interventions for care

of AIDS victims,

e Contribute to plan for meeting the socio-economic consequences of the disease through
demographic analysis, multisectorial collaboration, the fighting against discrimination of
HIV/AIDS victims, assure ethicaly sound research

e Combat increase in TB infection following HIV infection through improved co-ordination
with national TB programmes.

AIDS should be integrated into long-term devel opment cooperation through all channels. Sub-Saharan Africais

the priority.
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7. Reproductive health is a special priority in
Norwegian development cooperation.

The Norwegian Strategy for Population and Development (SPD-1995)

The overall aim of Norwegian support for population and development is to support countries to follow a
population and development strategy that contributes to strengthening the population’s reproductive
health thereby improving the quality of life for current and coming generations. This includes support
for economic and social development that contributes to people’s possibility to explore its full potential
having basic reproductive rights that protect against disease and violence and that promotes safety
around sexuality and sexual life.

There are two main priority areas for intervention, namely
Reproductive health services and Reproductive rights.

8. NORAD should be willing to give budget A Task Force on the social sector was estab-
support lished internally in NORAD as an effort to
operationalise and follow-up the intentions of

9. Technical support, primarily in an institu- the 20/20 Initiative. The group made a
tional setting, is a possible instrument in considerable effort to identify countries and
support for the health sector ways of increasing support to the social sector.
Participation in sector-wide approaches is not

10. The same guidelines should apply when only a guiding principle for a mode of opera-
evaluating all bilateral support regardless tion, but can also be seen as a facilitating

of channel instrument to increase support to the social

sector.
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Norwegian policy on International Development with special reference to health

White Paper 36 (1984-85)

White Paper 34 (1986 -87)

Poverty oricntation. Emphasises the human right to satisfy
basic needs. Increased support to agriculture, water,
education and health especially primary. At least 10% of
total volume of development aid should be allocated for
family planning including interventions for mother and child
health.

Strengthen Primary health care esp. in rural areas:
Disease prevention

Local participation and intersectorial action for improved
health

Integrated district development programmes seen as an
effective tool

Family planning should be integrated in MCH services

Support to population programmes require assurance that
human rights are not violated where strengthening of
women’s rights and status is considered central

Due to financial crisis budget support may be considered.

Channel: Increase in Aid should be given through
bilateral aid. However, a great part of the support to
Family planning through multilateral agencies and
international organisations. As a consequence of the relevant
focus of Mexico conference, it could be considered to
increase the support to FP beyond the current 10%.

Poverty orientation — priority to poorest countries

Contribute to improved economic, social and political
situation of the population and tailored in such a way that it
avoids creating dependancy.

Although the focus on basic needs is maintained and even if
possible there should be increased support to heaith, there
should be more weight on other interventions that support
economic growth.

Increased support to organisations working with health,
family planning and children.

Focus on aid for children.

Strengthen PHC esp. MCH

Immunisation, Family planning, Health and Nutrition
Education to reduce number of deliveries, abortion and
maternal mortality.

The right to decide the size of the family is a human right on
one side. On the other side; Support to population
programmes require assurance that human rights are not
violated where strengthening of women’s rights and status is
considered central Support intervention to make abortion safe
Regulation of drug sector .

AIDS prevention will be central in Health and population
programmes. PHC and population programmes should be
tailored to assure the right and possibility of women and men
to survive in the grave situation. (support to GPA)

Support to assure recurrent cost

Channel: The aim is 50/50% between multilateral and
bilateral. So rather than decrease the proportion of funds
through multilateral agencies, this should be maintained or
even increased. Important to stimulate the development banks
to lend to health and education. The increase in funds
channeled through NGOs that one has witnessed the last
years will not continue at the same pace. Need for
consolidation.
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Norwegian policy on International Development with special reference to health

White Paper 51 (1991-92)

White Paper 19 (1995 -96)

Poverty reduction and promote people’s centred development
through support to education, health interventions and
increased people’s participation

Strengthen women’s status, control population growth and
improve children’s situation Goal of 10% of total
development aid to MCH and family planning should be
maintained.

Focus on basic needs
Improve efficiency and strengthen social services and
make these available for everybody

Primary Health Care: focused on women, children and
family planning. “safe motherhood™ Increased support to
intervention to control child diseases and tropical diseases as
well as AIDS epidemic

Population control as follow-up of the Rio conference

Channel: Support to MCH/FP mainly through
multilateral/international organisations. 1/3 of bilateral
through NGOs. Wish to continue or even increase support
through multilateral system as potential for influence on aid
is much higher than through bilateral aid.

Equal distribution between bilateral and multilateral aid.

Combat poverty. Contribute to improved economic, social
and political situation of the population within the frame of
sustainable development. Comprehensive perspective and
approach to development cooperation.

Follow-up of UN conferences: ICPD, Social Summit and*
Beijing. 20/20.

Strengthen public sector capacity to deliver basic services
through strengthening technical and implementing capacity
esp. Local authorities and administrations. Norwegian
institutions to play a role.

Focus on PHC and obstetric care.

Separate strategies for children.

Contribute to development of basic social services i.e. PHC
including FP and support to strengthening administrative
systems.

Reproductive health approach. Focus on quality
improvement and integrated services. Population policy
central to combat poverty.

Research about maternal mortality as well as improvement
of statistics and registration.

Channel: Maintain the high level of UN involvement, Make
the most of participation in boards and earmarking of
financial resources promote Norwegian development aid
policy and to those areas which give larger influence on the
total policy of the organisation. Focus on women and PHC.
Increased support to PHC as follow-up of 20/20. Focus on
contributing to effective PHC.

Until now a major part of Norwegian support to international
health e.g. through WHO has been on control of particular
diseases. Norway wishes now to promote that the multilateral
org. takes a broader approach. Bilaterally focus on health
services.

Strengthen voluntary agencies competence and capacity to
implement the ICPD/Social Summit action plan.
Regional focus more than country.
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Future Directions

The latest Parliamentary Bill (1999) reiterates
the Government’s commitment to the social
sector and states that the proportion for health
should reach 10 per cent of total development
cooperation within the year 2000. It indicates
increased support in the fight against HIV/
AIDS, malaria and tuberculosis. The press
release in June 1998 by the MDC also indi-
cates an increased support for AIDS - under-
lining not only the individual aspects of the
disease, but also the socio-economic conse-
quences that need more far-reaching inter-
ventions than the previous focus on prevention.
The multilateral agencies are mentioned again
as important channels for health support and
it is stated that continued support to UNICEF
and UNFPA is justified “through good results at
the country level” without more specific verifi-
cation. In line with the 1995 White Paper, this
Parliamentary Bill underlines the need for
health systems support referring to Norwegian
support through the World Bank and WHO.

The recent letter to the Director General of
WHO gives an indication of the current poli-
cies and priorities and falls in line with the
latest Parliamentary Bill. It draws attention to
the need to improve the health situation of the
poorest segments of the world population in
which the (i) HIV/AIDS epidemic is central. In
addition to HIV/AIDS, the letter points out
three additional areas that should be given
greater attention on the part of WHO: (i) com-
bating tuberculosis; (iii) fighting malaria; and
(iv) supporting the development of sustainable
health systems.

The establishment of a chief advisor on the
social sector reiterates the commitment to the
social sector and to putting the 20/20 Initiative
into action. The strategic notes!® that guide
future investments confirm the previous state-
ments especially in the “1995 Technical Guide-
line”. Interventions to reduce maternal
mortality, to improve reproductive health and
strengthening the fight against infectious dis-
eases are still central concerns in Norwegian

15. MOH/MIDHR. 12 October 1998: Letter to Dir. Gen.
Dr. Brundtland.

16. Sosial sektor utvikling: Strategiske og operasjonell
valg. Bakgrunnsnotat: grunnleggende sosiale
tjenester.

aid to health with the focus on access, quality
and institutional capacity. This requires a sys-
tematic approach to health sector reform and
distribution, health services for MCH serv-
ices, maternal and women’s health, reproduc-
tive health including appropriate services for
adolescents, integrated services for the pre-
vention and treatment of infectious diseases,
access and rational use of essential drugs.

Norwegian NGOs and Their Policies for
Health Development Cooperation

The different NGOs included in this study
have very different bases for health develop-
ment cooperation. Only some organisations
have developed explicit goals and strategies
for social sector involvement or for health sec-
tor support for a specific health-related issue
such as AIDS (Caritas, NCA, and NPA), oth-
ers have not. For some organisations these
are recent events, and did not guide the opera-
tions during the ten-year period studied. Redd
Barna now uses the term integrated develop-
ment, and health is not explicitly addressed
anymore. However, the study only collected
some documents and reviewed others. There-
fore a more in-depth assessment should be
done in connection with the evaluation exer-
cise.

2.3  Summary

The review of policies and strategies nation-
ally and internationally suggests that the Nor-
wegian policy environment follows
international trends and developments
closely. It does not indicate that Norway has
been in the forefront of these developments.
However, Norwegian influence on the results
of UN conferences and on the policies and pri-
orities in the multilateral and international
organisations may have been substantial. This
remains to be proved.

It is worth noting that there were no health
policy papers before 1992 and the White
Papers and Parliamentary Bills up to 1992-
1995 guided health development cooperation.
There is still no comprehensive policy paper
for health development cooperation. It is also
noteworthy that none of the White Papers and
Bills state that improved health outcome
(mortality, morbidity) is the aim and objective
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of interventions in the health sector. The gene-
ral aim for development aid “to contribute to
the improved economic, social and political
situation” provides the frame for health sector
cooperation.

In the officially approved documents referred
to above, the perspective is poverty reduction,
rather than equity. General rights perspec-
tives form the basic principles for develop-
ment cooperation and early in the ten-year
period this is stated as a human right and
basic need. None of the White Papers formu-
late this explicitly as a right to health care.
However, the SAC underlines the child’s right
to health and nutrition and SPD has reproduc-
tive rights as one of its two priorities for inter-
vention. In the guidelines and papers from the
technical department'’ the rights perspective
and equity come through in a more explicit
way. These also define improved health out-
come as an overall aim for health development
cooperation.

Norway has had fairly consistent policies and
priorities regarding health development coop-
eration during these ten years. One could
summarise these as primary health care and

17. The “1995 Technical Guideline”.

1998: Bakgrunnsnotat: Grunnleggende sosiale tjenester.

1998: Sosial Sector utvikling: strategiske og operas-
jonelle valg.

basic health services, mother and child
health, and infectious disease control. The
strategies in pursuing these policies and priori-
ties have changed, however, following interna-
tional developments. An example of such a
development is the focus on family planning
and MCH in the beginning of the period, fol-
lowed by MCH and family planning in the late
Eighties and the beginning of the Nineties, to
a focus on reproductive health and rights after
ICPD in 1994. Support for building appropri-
ate national institutional frameworks and
capacity has become increasingly important
and the mode of operation different, from
project support to programme support to sec-
tor support.

In terms of the divergence of opinion that may
be seen in the international community, Nor-
way seems to fall more in the “group” which
would support strengthening the national
capacity for delivering basic health services,
directing and co-ordinating, regulating and
controlling rather than seeking technical solu-
tions. The latest documents from the technical
department indicate that Norway is more
explicitly searching for a balance and/or a
synergy between interventions directed
towards control of specific diseases and a sys-
tems approach to health sector support and
development.
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3. Statistical Review of Norwegian Health-related Development Aid

3.1 Data Sources

The aim of this chapter is to review the avail-
able data on Norwegian health-related develop-
ment aid in the period 1988-1997. The data are
broken down into channel (multi-, bi- and multi-
bilateral aid), sub-sectors, regions, countries
etc. These are drawn from a number of
different sources such as annual reports,
Government White Papers, special reports,
data files etc. As mentioned in the introduction,
the main data source is the DAC 7, which is in
line with the OECD. This reporting system
gives a comparable overview of resources
provided by donor countries. These data do
not include ordinary multilateral assistance,
but do include funding earmarked to countries
but channelled through these agencies (multi-
bi). Nor do they specify bilateral funds chan-
nelled  through  multilateral  agencies
earmarked for countries (bi-multi-bi), none-
theless they are otherwise the most compre-
hensive set of data. Since NORAD has
applied the same system for data for the
entire ten-year period, it also provides a good
basis for comparison over time, but does not
reflect changes in ways of operating.

For comparison over time most of the data has
been deflated according to the official Norwe-
gian consumer price index and is presented in
1997 NOK. Other data are presented in volume
(i.e. number of projects, man-years etc.).

Table 1: Total and health-related aid

Due to the deflated numbers and the fact that
data has been drawn from a number of different
sources, there may be some minor discrepan-
cies from other sources. It has not always been
possible to follow up such deviations in detail,
and the figures should thus be handled more as
rough indications than as exact figures.

Bilateral aid is defined as aid channelled
through NGOs and public state-to-state sup-
port. Multi-bi aid is defined as funds ear-
marked for specific countries, but channelled
through multilateral agencies. (Bi-multi-bi is
registered as multi-bi aid, although not con-
sistently.) Multilateral aid is defined as gen-
eral funds channelled through multilateral
agencies, and in the database also as ear-
marked funds that are not country-specific.

3.2 Overview of Health-related Aid

Total and Health-related Aid

This section provides an overview of total aid
and health-specific aid through bilateral and
multi-bi channels. The figures are initially pre-
sented in nominal values. The nominal
increase in total general aid has been 43 per
cent, whereas the increase in health-related
multi-bi and bilateral aid has been 67 per cent.
Multilateral aid will be discussed and specified
later in the document.

Health rel. Total no. of
Year Total aid Total multi Multi-bi & bi multi-bi & bi health pro;j.
1988 6424 500 2744794 3679706 346 962 237
1989 6 343 800 2558 040 3785760 336382 200
1990 7551100 2869 001 4682099 391 245 246
1991 7 635 300 2933508 4701792 369 233 320
1992 7 910 500 2934300 4976 200 380 060 309
1993 7 193 400 2521767 4671633 365511 373
1994 8021500 2180400 5841100 420425 411
1995 7923 600 2137 300 5786300 538274 406
1996 8571339 2475902 6095 437 536038 430
1997 9209 400 2559705 6649 695 580134 386
Total 76784 439 25914717 50869 722 4264 264 p=332

Source: DAC & Govt. White Paper. Nominal values.
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In the following the data have been adjusted
according to the official Norwegian consumer
price index!® and is presented in deflated fig-
ures (1997 NOK). Total aid has increased by
12.7 per cent. Although the share for health
purposes has been relatively stable over the
period, there has been a real term increase of

nel. During the ten-year period the share of
total multi-bi and bilateral aid to health care
has been 8.4 per cent on average, with the
highest in 1988 (9.4 per cent) and the lowest
in 1994 (7.2 per cent). This increase is also
illustrated in Fig. 1 below, where it becomes
apparent that the increase has been mainly

31.4 per cent in allocations through this chan- from 1993/94 and onwards.
Table 2: Total and health-related aid, deflated figures
Health rel. per cent of tot.
Year Total aid Total multi Multi-bi & bi multi-bi & bi mbi- & bilat.
1988 8173 664 3490437 4679325 441 427 9.43
1989 7717518 3112282 4606 008 409 224 8.89
1990 81821379 3351718 5469 874 457 062 8.36
1991 8627 458 3313846 5311393 417212 7.85
1992 8731236 3238882 5492732 419 492 7.64
1993 7759871 2721252 5041183 394294 7.82
1994 8533511 2320434 6216238 447 261 7.20
1995 8228037 2220326 6011076 558 955 9.30
1996 8791117 2539845 6252858 549783 8.79
1997 9209 400 2559705 6 649 695 580 134 8.72
Total 84593 190,20 28868726 55730 381 4674845 8.38

Source: DAC & Govt. White Paper
(1997 = 100)
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Fig. 1: All figures in thousand NOK

Channels for Aid

The health-related bilateral and multi-bi develop-
ment aid is presented in Table 3 and Fig. 2,

which show both the total real term allocations
and the share of each of the two channels per

18. The Official Norwegian consumer price index according to Statistics Norway: 1988: 78.64;1989: 82.19; 1990: 85.60;
1991: 88.52; 1992: 90.60; 1993: 92.67; 1994: 93.97;1995: 96.26; 1996: 97.48; 1997: 100.00.
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year. Traditional bilateral development aid has
been the main channel during the ten-year
period with an average of 76 per cent of total
aid through the two channels. In 1994 there
was a major change in the general trend, as

Table 3: Health-related bilateral and multi-bi aid

multi-bi became far more significant than in
earlier years. Multi-bi as a channel for aid to
the health sector reached its peak in 1996, not
only in real terms, but also as a share of the
total (38 per cent).

Year Bilateral % Multi-bi % Total
1988 324628 74 116799 26 441 427
1989 361243 88 47 981 12 409 224
1990 390791 86 66 271 14 457 062
1991 360706 86 56 506 14 417 212
1992 358 299 85 61193 15 419492
1993 342 824 87 51470 13 394294
1994 290500 65 156 761 35 447 261
1995 400 040 72 158915 28 558 955
1996 339964 62 209 818 38 549783
1997 402974 69 177 160 31 580134
Total 3571971 76 1102874 24 4674 845
Source: DAC & Govt. White Paper
Total health-specific aid
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Fig. 2

Multilateral aid is by our definition non-ear-
marked funds to multilateral agencies (UN,
international development banks and financ-
ing institutions etc.), and is thus not easily
broken down by sectors and sub-sectors.
Nevertheless, the various multilateral agen-
cies provide figures on their allocations to
different sub-sectors. A rough estimate

according to channel is presented in Table 4.
This indicates that both in 1996 and in 1997
about 12 per cent per cent of total Norwegian
development aid was allocated for the health
sector. Multilateral aid was the main channel
for support to the sector with an estimated 48—
50 per cent of total aid to health.
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In 1996 about 20 per cent of total aid chan-
nelled through all multilateral agencies was
allocated for the health sector, whereas the

Table 4: Total and health-related aid 1996 and 1997

corresponding figures for multi-bi was 15.9
per cent and only 7.4 per cent for bilateral aid
(including bi-multi-bi).

1996 1997
Total aid Health- Per cent Total aid Health- Per cent
Million NOK related related
Bilateral 44834 3324 74 4798.6 403.0 8.4
Multi-bi 1281.1 204.6 15.9 1316.5 177.2 13.5
Multilateral 2368.5 475.0 20.0 2559.7 553.8 21.6
Total (net) 8472.8 999.0 11.8 9209.4 1134.0 123

Source: DAC, Govt. White Paper, estimates for multilateral agencies

The 1996 figures are rough estimates drawn
from an internal report from the MFA! com-
bined with other sources (reported shares to
health from the multilateral agencies) and
should thus be treated with caution. However,
the exact figures are very difficult to obtain
and will differ according to source.

NORAD has also calculated the percentage
allocated to health in 1995-1998.20 However,
these figures differ somewhat from those pre-

19. MFA Multilateral Department: Gkt bistand til helse
og utdanning. En drefting av muligheter og kanaler
for en opptrapping av innsatsen.

20. Letter from NORAD to MFA, Bilateral Department,
13 October 1998.

sented in this document. For bilateral and
multi-bi aid these are 10 per cent and 8.72 per
cent per cent respectively. This discrepancy is
not elaborated on further in this document,
but NORAD stressed that it should be looked
into more thoroughly.

Fig. 3 illustrates all health-related aid accord-
ing to channel in 1996. In the DAC database
bi-multi-bi (earmarked bilateral aid channelled
through multilateral agencies) is not specified.
At least part of this is registered as multi-bi,
but it also seems that a share is registered as
bilateral aid.
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Fig. 3: Sources: Okt bistand til helse og utdannelse, MFA internal paper, June 1997

DAC data base, 1998
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NGO and non-NGO

There has been an increase in realterm
bilateral and multi-bi aid and a significant
change towards using NGOs as a channel for
Norwegian development aid. The total bilateral/
multi-bi aid to the health sector increased in
the ten-year period due mainly to the 237 per
cent increase through NGOs, in spite of the 25
per cent decrease in public #on-NGO)
bilateral aid to the sector in the same period.
Currently about 56 per cent of this type of aid
to the sector is channelled through NGOs, as
compared to 22 per cent in 1988.

A major part of this has been channelled
through Norwegian NGOs, which are cur-
rently in charge of 41 per cent of total bilateral
aid to the health sector. Global NGOs are the
second largest channel whereas regional and
local NGOs receive only a minor share as

Table 5: NGO and non-NGO aid (bilat. & multi-bi)

Year NGO Non-NGO
1988 95 547 345 880
1989 141 213 268 011
1990 168 199 288 863
1991 182 471 234 741
1992 177 637 241 855
1993 194 374 199 920
1994 210 380 236 881
1995 276 223 282 732
1996 280 919 268 864
1997 322 158 257 976
Total 2049 121 2625724

Source: DAC

direct funding. Nevertheless, it is important to
stress the fact that the DAC database registers
the channel according to the primary receiver
regardless of who the final receiver is, and as
a number of the Norwegian NGOs operate as
partner organisations, the picture is more
varied.

According to DAC registration the share of
total bilateral health aid channelled through
research institutions has been insignificant
(0,02 per cent of total),2! although about 4 per
cent of the total is characterised as research as
compared to 3 per cent of the multi-bi.

21. There seems to be some confusion related to regis-
tration since only FAFO is registered as a research
institution while e.g. TAN 074 is registered as oper-
ated by an NGO.
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There are three main channels for support to
NGOs: Bilateral Department/MFA, Regions
Department (REG/NORAD), and Depart-
ment for Non-Governmental Organisations
(FRIV/NORAD).

MFA

In 1997 about 50 per cent of total health-
related NGO support was channelled over
MFA budgets (NOK 160 million). More than
2/3 of this was support to Norwegian NGOs
(but has often a different final destination),
whereas 1/3 was support to Global NGOs,
where the majority (NOK 45 million) was a
general contribution to IPPF (International
Planned Parenthood Federation). The distri-
bution was 44 per cent to Africa, 15 per cent to
Asia, 8 per cent to Europe and 32 per cent
unspecified/global.

REG/NORAD

In 1997 about 17 per cent of the total health-
related support to NGOs was channelled
through the Regions Department in NORAD.
About 55 per cent of the total funds over this
post were allocated to NGOs operative in
Africa in 1997 (NOK 88.7 million), as com-
pared to 31 per cent to Asia (NOK 49.8 mil-
lion) and 10 per cent to Latin America (NOK
15.7 million). A total of NOK 130 million or 81
per cent of this was channelled through Nor-
wegian NGOs.

FRIV?2/NORAD

The allocations through FRIV have increased
during the period 1992-97 and were NOK 107.6
million in 1997. Nevertheless, this increase was
larger in the other two channels for NGOs
(MFA and REG/NORAD). In 1992 about 48 per
cent of the NGO funds were channelled
through FRIV as compared to 33 per cent in
1997. The six largest NGOs were accountable
for 69 per cent of the total health sector contri-
bution through FRIV. It is important to note
that BN and FBS? (Funksjonshemmedes
Bistands Stiftelse) as the largest of these are
umbrella organisations for Norwegian mission
organisations and for interest organisations for
persons with different disabilities, and they rep-
resent a number of organisations. The four
largest single NGOs in the health sector have
been the Norwegian Red Cross, Norwegian
Church Aid, Norwegian Peoples’ Aid and Redd
Barna (Save the Children).

Norwegian Peoples’ Aid has had the highest
relative growth in the health sector over the
five years period, whereas Redd Barna no
longer defines activities as health. Although
BN still has a relatively high percentage allo-
cated for hospitals (DAC 73), this has been
reduced over the past few years, and is cur-
rently about 35 per cent of the total BN budget

22. FRIV has later changed its name to SIVSAM (Civil
Society).
23. FBS has later changed name to the Atlas Alliance.
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from FRIV. In FBS 82 per cent is registered as
nursing, vaccination, disease and control of
epidemics (DAC 73).

Among the “four large” organisations, Norwe-
gian Peoples’ Aid is the organisation with the
highest proportion of projects registered as
“unspecified” (DAC 79), with 77 per cent of
total, as compared to the Norwegian Red
Cross with 56 per cent, whereas NCA regis-
tered only 9 per cent as unspecified. The two

Table 6: Health-related aid through FRIV/NORAD

latter have a high focus on AIDS in their work
(34 per cent and 54 per cent).

A regional grant was introduced in the early
nineties. It has been claimed that only a mar-
ginal share of this has been allocated for
health. However, calculating this would
require considerable work, and it has thus
been left for others to do, i.e. through an evalu-
ation.

FRIV Health BN FBS N.Red Cross N.Church Aid N.Ppl.Aid Redd Barna
1992 34 394 5482 7736 8720 2225 5744
1993 28703 6653 4252 5723 191 5860
1994 26 546 9987 5627 3797 1409 4836
1995 22291 7 695 4174 5253 4172 7524
1996 22098 10957 5945 4603 11712 5081
1997 30170 14 348 8171 7527 13592 0
Total 164 202 55122 35905 35623 33301 29 045
Source:
Healthrelated aid through Norwegian NGOs (FRIV only)
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35000 .\

¢ 30000 \0\‘\ / —e— N.Miss. Council

g 25000 —=— FBS

o D S— N.Red Cross

c 20000 .

g —<— N.Church Aid

g 15000 / —x— N.Ppl.Aid

|-E 10000 —— Redd Barna

5000%‘4%%
0 )\/“/ : .
1992 1993 1994 1995 1996 1997
Year

Fig. 5
Multi-bi aid

In the following the multi-bi aid specified for
health purposes is presented. The deflated
and aggregated figures for the ten-year period
indicate that the World Bank has since 1993
become the largest single multilateral agency
in terms of Norwegian earmarked funds
(multi-bi), and in 1997 this was about 42 per

cent of total. The UNICEF grant has fluctu-
ated from year to year, and was the third
largest in this category in 1997. UNFPA was
the second largest from 1993/94 registered as
multi-bi, but should probably have been regis-
tered as bi-multi-bi.
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This is also a more general problem, as bi-
multi-bi is classified as multi-bi. In addition
there is a distinction between earmarked
funds through the multilateral agencies for
special programmes, which are defined as multi-

Table 7: Health-related multi-bi aid (thousand NOK)

lateral aid, and funds specified for countries,
which is classified as multi-bi. An example of
this is funding to TDR/WHO, which is classi-
fied as earmarked funds for health, but multi-
lateral.

UNICEF UNFPA WB UNDP PAHO WHO Total
88 30280 20 566 53 401 3837 6539 1272 115 896
89 23479 19 465 42 944
90 51389 12 850 17 065 467 6 949 526 89 246
91 25424 12429 695 7524 2373 48 445
92 27 988 12395 7 666 8382 2208 58 638
93 25869 6 365 43150 7228 2020 84632
94 33191 18702 63830 1596 5460 33872 156 651
95 24 004 14434 71651 3694 42738 156 521
96 50105 40909 69 231 8172 1318 23674 193 408
97 30339 50561 73 600 5400 14976 174876
Total 322069 208 676 400 288 14 072 52493 123 659
Multi-bi support
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Fig. 6

Multilateral aid

Although there was a real-term decrease in
total general multilateral aid up to 1995, it has
increased since and is currently about NOK
2.8 billion. The Norwegian contribution for
health purposes has been estimated according
to the general health-related percentage pre-
sented by the different agencies, and ear-
marked funds are thus not included in these
figures.

The share for health purposes has been rela-
tively stable at around 15 to 17 per cent of total
multilateral funds over the ten-year period, but
has increased somewhat in the past few years
and was around 18 per cent in 1996 and 1997.
Fig. 7 indicates that there has been an
increase not only as a share of the total, but
also in real terms. Total health-related aid
through the channel was NOK 505 million in
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1997, as compared to NOK 430 million in 1996
and NOK 403 million in 1995 (all figures are
deflated according to the consumer price
index, where 1997 = 100).

Heal th-specific and total multilat. aid
4 000 0007
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Fig. 7

In the following the significant multilateral
agencies within the health sector are listed
and discussed in some detail. The significant
agencies with regard to Norwegian health
care support are WHO, the World Bank,
UNICEF, UNFPA, UNDP, IPPF* and
IUATLD.2> In 1990 UNFPA took over from
UNICETF as the largest in terms of Norwegian
support, and was NOK 140 million or about 28
per cent of total in 1997. As a comparison
WHO received NOK 121 million (24 per cent)
whereas the estimated general health support
for UNICEF was NOK 89 million (18 per

24. International Planned Parenthood Federation
25. International Union Against Tuberculosis and Lung
Disease

cent). It is important to stress that the ear-
marked funds are not included in the figures
presented here as this by definition is regis-
tered as multi-bi support.

Around 1994-95 the general contribution
became more equally distributed among the
agencies, particularly as the general funds for
WHO and UNICEF were reduced. The excep-
tion from this is UNFPA, which remained at a
high level throughout the period. The funds
for WHO and UNICEF have since increased
again.

In order to get the overall picture Table 7 and
Fig. 6 may be compared to Table 8 and Fig. 7.
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Fig. 8: Multilateral funds, 1988—97

Table 8: Multilateral health-specific aid, deflated figures

1988 1989 1990 1991 1992 1993 1994 1995 1996 1997
UNDP (1) 84 847 83 066 79907 78373 76556 68479 67 532 65670 66092 67680
WB (2) 18 166 17 663 20272 18 271 35221 37 864 37548 36732 30831 39076
UNFPA (3) 106 247 114909 116121 144746 130574 132147 137766 134476 132821 140000
WHO 109 556 100976 115308 119758 107795 100 341 63644 61285 91657 120663
UNICEF (4) 115 649 124793 115537 114576 92715 79935 65617 61558 62769 89430
IPPF 53435 53528 54322 52542 55188 48544 42553 41537 43077 45000
UN AIDS 18462 48879
UATLD 2545 2433 2336 2260 1656 1079 1064 2077 3077 4000
TOTAL 490 445 497 368 503 804 530526 499704 468388 415724 403335 448785 554728

% Health-specific aid

1988 1989 1990 1991 1992 1993 1994 1995 1996 1997
UNDP (1) 12 % 12% 12% 12% 12 % 12 % 12% 12% 12% 12%
WB (2) 33% 3,3% 33% 3,3% 6,5 % 6,5 % 6,5 % 6,5 % 6,0 % 7%
UNFPA (3) 70 % 70 % 70 % 70 % 70 % 70 % 70 % 70 % 70 % 70 %
WHO 100 % 100 % 100 % 100 % 100 % 100 % 100 % 100 % 100 % 100 %
UNICEF (4) 45 % 46 % 43 % 39% 35% 30% 24 % 24 % 24 % 33%
IPPF 100 % 100 % 100 % 100 % 100 % 100 % 100 % 100 % 100 % 100 %
UN AIDS 100 % 100 %
UATLD 100 % 100 % 100 % 100 % 100 % 100 % 100 % 100 % 100 % 100 %
Sources: See text (4) Estimated 24% for health in 1994 and 1995
(1) Estimated, 12% is described as Social Services (5) Other international development banks are not
(2) Average for 1997-91 and 1992—-97 included

(3) Estimated 70% for health in 1988-93
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Multilateral and Multi-bi erally follow the same patterns that the multi-
The health-related multilateral and multi-bi lateral aid follows as the multi-bi figures are
support according to agency is presented in relatively lower than the multilateral.

the following. This shows that the trends gen-

Multi and multi-bi health related aid
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Fig. 9
An exception is the World Bank, where multi- less bulky trend, indicating that a higher
bi was 65 per cent of total support to the share of the funds have become earmarked
sector in 1997. In this figure WHO follows a (see multi-bi).
Table 9: Multilateral and multi-bi health-related aid
Multilat. and 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997
multi-bi
UNDP 88 684 83066 80374 78373 76556 68479 69128 65670 74264 67680
WB 71567 17663 37337 18966 42887 81014 101378 108383 100062 112676
UNFPA 126813 134374 128971 157175 142969 138512 156468 148910 173730 190561
WHO 110828 100976 115834 122131 110003 102361 97516 104023 115331 135639
PAHO 6539 6949 7524 8382 7228 5460 3694 1318 5400
UNICEF 145929 148272 166926 140000 120703 105804 98808 85562 112874 119769
IPPF 53435 53528 54322 52542 55188 48544 42553 41537 43077 45000
UN AIDS 18462 49469
UATLD 2545 2433 2336 2260 1656 1079 1064 2077 3077 4000
Total 606340 540312 593049 578971 558344 553021 572375 559856 642195 730194
World Bank involved in population activities, in 1977 nutri-
In the past few years the World Bank has tion and in 1980 health. The Health, Nutrition
become the world’s main contributor to the and Population Programme has increased

health sector. In 1970 the Bank became from 3.3 per cent per cent of total lending in
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the period 1987-91 to 6.5 per cent in 1992-96,
decreased a bit in 1997, but is committed to
continued growth at USS 7.8 billion in 1998-
2000 (1998: 6.9 per cent of total). The bulk of
lending in the sector is directed at public sec-
tor provision of basic health services. Projects
approved after 1995, however, more often
experiment with mechanisms to motivate
private /public partnerships.

The focus has been on a) Specific Disease
Control, b) Nutritional Improvements, and c)
Family Planning and Reproductive Outcomes.
There has been a continuous growth in the
focus on systemic reforms, from 16 per cent of
total in 1970-84, to 33 per cent in 1985-89 and
48 per cent in 1995-97.

The Bank was active in 91 countries in 1970-
97, but four countries accounted for 42 per
cent of the lending. India accounts for 20 per
cent HNP lending, Brazil 8.6 per cent, China
6.8 per cent and Indonesia 6.6 per cent. When
Bangladesh and Nigeria are included, 50 per
cent of the lending has gone to just six coun-
tries.2

UNICEF

Total UNICEF programme expenditures were
USS 804 million in 1995, USS 684 million in
1996, and USS 673 million in 1997 and have
thus been reduced by 16 per cent over the
period. There is also a trend towards a higher
share of supplementary and emergency funds
and lower share of general resources. In 1997
it was 58 per cent supplementary and emer-
gency funds and 42 per cent general.

In the fiscal year of 1997 about 33 per cent of
the UNICEF programme expenditure was
allocated to health, as compared to 36 per cent
in 1993. There is thus a 21 per cent reduction
in real terms from USS 286 million to USS 225
million in this period. The Norwegian contri-
bution increased from NOK 202 million in
1988 to NOK 271 million in 1997.

Norway is currently the second largest contri-
butor to UNICEFE. Norway has for a long time
supported projects and programmes ear-

26. World Bank, Lessons from Experience in HNP, Sept.
1998.

marked for health and sanitation, but as these
programmes have later become central parts of
the general work of UNICEF and are thus sup-
ported over the general contribution, i.e. non-
earmarked. In some of the main partner coun-
tries (“hovedsamarbeidslandene”) NORAD will
use UNICEF as the channel for support (e.g.
Uganda).?’

In 1997 UNICEF collaborated with 161 coun-
tries, consisting of 46 in Africa, 37 in the
Americas, 33 in Asia, 19 in the Middle East
and North Africa, and 27 in Central and East-
ern Europe and the Baltic States. Accordingly,
the allocations were 38 per cent for Sub-Saharan
Africa, 31 per cent for Asia, and 12 per cent for
the Americas.

UNFPA

Norway provided 9.7 per cent of the total
amount contributed to UNFPA in 1997 and
was fourth in donor ranking.?® From 1988 to
1997 there has been a 32 per cent increase in
real term contribution, from NOK 156 million

to NOK 206 million.

Between 1977 and 1993 Norway’s contribution
to UNFPA'’s trust funds was USS 27.5 million.
In 1994 the MFA decided to end trust fund
financing through UNFPA for “political and
administrative reasons” in favour of providing
additional funding to general resources. Gen-
eral contributions have since remained low.
However, NORAD continues to fund projects,
and between 1995 and 1997 the contribution to
trust funds was USS 17.9 million (bi-multi-bi)
to projects in Ethiopia, Tanzania, Nicaragua,
Uganda and Mozambique.

UNFPA allocates about 70 per cent of its gene-
ral resources for health purposes, mainly
defined as reproductive health. As a share of
the general contribution from Norway in 1997
this was equivalent to NOK 144 million.

WHO

By definition all WHO activities are health-
related and therefore 100 per cent of the gene-
ral support is defined as health. This showed a

27. UNICEF, Global and Regional Overview, 1998
UNICEF Annual Report 1998
MFA, UNICEF99. DOC, 1999

28. UNFPA, donor profile.
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decrease from 1992 to 1995 due to concerns
about the performance of the organisation.
Norway has provided substantial extra
budgetary funds for programmes and in the
same period the extra budgetary funds (EBF)
increased substantially. Information provided
by WHO for the period 1993-1998%° shows
that TDR has received by far the largest
amount (NOK 176 million), followed by
Diarrhoeal Diseases (NOK 52 million),
Human Reproduction (NOK 45 million) and
Immunisation (NOK 40 million). Tuberculosis
started to receive funds in this period and has
so far received NOK 25 million. GPA received
NOK 58 million in the two last years of its life
(1993 and 1994). By then it had received more
than NOK 280 million. The TDR support
hides miscellaneous activities such as support
for Global Health Forum.

NORAD has provided very little bi-multi-bi
support for WHO country operations. How-
ever, it has allocated substantial support for
PAHO’s Central American projects (women’s
health and decentralisation) during this ten-
year period. Since 1996, NORAD has initiated
cooperation with AFRO as well.

3.3 Types of Aid

In the DAC database the definitions of project
aid, programme aid, and technical collabora-
tion are as follows:

Project aid
Financial and/or other type of support for
single/individual development projects.
NB! Parallel financing is registered as
project aid.

Programme aid

This is aid provided according to agree-
ments between Norwegian authorities and
a recipient country regarding activities
consisting of 1) several projects within a
sector such as roads, water or energy; 2)
several projects directed towards a spe-
cific geographical area, including different
sectors; 3) general support to balance of
payments, debt relief etc. NB! May also

29. All figures are converted at the NOK/USS rate 7.35.

include support to multi-bi programmes
like the World Bank SAP.

Technical collaboration

Aid contributing to the development of
overall capacity and knowledge in differ-
ent areas. All activities directed towards
the development of human resources
through strengthening skills, knowledge,
technical know-how and productivity. Aid
in terms of personnel, technical aid, and
also information is included in this. One
important area is institutional develop-
ment based on the development of human
resources.

There are several problems related to the
interpretation of these definitions and how
registration is done. Much of the registration
of projects is carried out at the local represen-
tation or in the various offices of NORAD and
the MFA, and is thus not consistent. From the
above definitions it is not obvious how, for
example, projects or programmes of institu-
tional collaboration should be registered. An
example is the Health Sector Collaboration
Programme between Norway and Botswana,
consisting of a number of projects within one
programme, focusing on institutional develop-
ment through institutional collaboration. This
is currently registered as Health Administra-
tion (see country profiles).

The overview in Fig. 10 should therefore be
interpreted with caution. It shows that over
the ten-year period there is a strong tendency
for bilateral support to focus increasingly on
project support, whereas there has been a
decline in programme support. This, however,
could be due primarily to the substantial
increase in NGO projects. The trend is
reversed through the multilateral channel,
where there was a major increase in pro-
gramme support from 1993 onwards.

Support to technical collaboration has been
stable or increased slightly over the period,
both through bilateral and multilateral chan-
nels. There have not been significant changes
in aid through goods and import support in
this period, and this remains at a low level.
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Fig. 10

3.4 Aid According to Sub-sectors

As described earlier the registration in the
DAC database is done according to sub-
sectors. 3 The limitations of the database
were discussed earlier in this chapter, but are
summarised as follows: It does not include
general multilateral aid, it does not specify
bi-multi-bi aid, the category “other/unspeci-
fied” limits the information, the actual regi-
stration of the data is not done uniformly. The
development of these sub-sectors over the
past ten years is illustrated in the chart below
(Figs. 11, 12, and 13).

MCH and family planning has been the largest
sub-sector with regard to expenses with an
average of 35 per cent of total. Expenses for
AIDSrelated projects and programmes
increased steadily before 1995 and reached 18

30. The health-related sub-sectors are registered under DAC
7, Health and Population. These include the following,
70 Hosp., hedlth centres, 71 Dev. hedth centres, 72
MCH, fam. pl., 73 Nursing, immunis. 74 Health admin.,
75 Dental care, 76 AIDS, 79 Other health & pop.

per cent (NOK 90 million) of total, but have
since been reduced to about 9 per cent (NOK
50 million) in 1997. Other support to AIDS
work is currently channelled through ordi-
nary multilateral (UN AIDS, NOK 48 million).
Hospitals and health centres have also seen
some increase and were about 10 per cent of
total budget in 1997, whereas nursing, immu-
nisation and control of epidemics were 15 per
cent of total.

The most striking trend when distinguishing
between bilateral and multi-bi aid is the
increase in MCH and family planning through
multi-bi since 1993. In 1997 this sub-sector
represented 72 per cent of the multi-bi budget
for health (NOK 128 million.). Through the
bilateral channel there has been an equivalent
decrease from 52 per cent of total in 1989 to 15
per cent in 1997. Health administration has
remained low throughout the period, as has
dental care.
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Fig. 11
Multi-bi aid according to sub-sector
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Fig. 12
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Bilateral and multi-bi aid according to sub-sector
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Fig. 13

NGOs have had an increased relative role in
AIDS as well as MCH and family planning.
Although development of health centres has
remained a low percentage of the total budget,
this has changed dramatically from non-NGOs
to almost entirely NGOs. NGOs used 12 per
cent of their total health budget on AIDS as
compared to 5 per cent in the non-NGO chan-

nel (UN AIDS received 9 per cent of total
health-related multilateral aid).

The NGOs registered a higher percentage as
other or unspecified in 1997 than in 1988. In
1997 about 1/3 of the total NGO health budget
was unspecified, as compared to 1/4 in 1988.
For non-NGOs the share for unspecified was
reduced from 1/3 in 1988 to 1/6 in 1997.

Table 10: Sub-sectors according to NGOs and Non-NGOs

Percent of total sub-sector 1988 1997
NGOs Non-NGO Total NGOs Non-NGO Total
Other health & pop. 16 84 100 71 29 100
MCH, fam. pl. 6 94 100 28 72 100
Health admin. 15 85 100 18 82 100
Hosp., health centres 86 14 100 93 7 100
Nursing, immunis. 24 76 100 55 45 100
Dental care 100 0 100 100 0 100
AIDS 50 50 100 75 25 100
Dev. health centres 13 87 100 93 7 100
22 78 100 56 44 100

Source: DAC
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Fig. 14: NGO and non-NGO support according to sub-sectors in 1988 and 1997

Other/unspecified reached a peak in 1995 with
40 per cent of total health-related aid, and has
on average been about 27 per cent of total aid
through the channels. This is alarmingly high
provided the database can be relied on as a
source of detailed information. In 1990 as
much as 67 per cent of the multi-bi funds were
registered in this category whereas it reached
a peak of 50 per cent of the bilateral channel in
1995. The lowest figures in this category were
registered in 1989, with 14 per cent of the
bilateral and 8 per cent of the multi-bi channel.
The use of other should be looked into more
thoroughly and improvements should be sug-
gested in order to limit the use of the category
as much as possible.

Table 11: Sub-sector “Other” as percent of total
health-related aid

Year Bilateral Multi-bi Total
1988 31 46 35
1989 14 8 13
1990 25 67 31
1991 22 36 24
1992 23 50 27
1993 30 31 30
1994 30 12 24
1995 50 13 40
1996 24 10 19
1997 31 13 25

Source: DAC sub-sector 79 “Other”
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3.5 Aid According to Regions

The total number of health-related projects
has increased over the ten-year period from
237 and 200 in 1988 and 1989 respectively to
386 and 430 in 1996 and 1997 respectively.
Over the entire period a majority of these
projects have been in Africa (on average about
50 per cent), whereas an increasing number of
the projects have been located in Asian coun-
tries (in 1997 about 34 per cent). In Latin
America there has been an average of 26
projects each year (about 7 per cent) whereas
in Oceania there has been an average of 42
projects per year.

Since 1993 a limited number of projects have
been established in Europe, primarily in
former Yugoslavia, and include more support
to hospitals and health centres than in other
countries, (in total about 80 per cent of the
funds for the region). These have been mainly
health projects operated by Norwegian
NGOs.

The pattern is similar when looking at
expenses. In 1997 about 60 per cent of the
expenses were allocated for projects in Africa,
whereas 19 per cent were in Asia and 12 per
cent in Latin America. In 1988 the picture was

quite different as both Asia and Africa
received about 41 per cent of the funds,
whereas Oceania received 12 per cent and
Latin America only 5 per cent.

In all regions the majority of the funds is chan-
nelled through Norwegian NGOs, whereas
the non-regional funds described as Global,
are channelled through Global NGOs, mainly
IPPF and IUATLD.

When looking at the sub-sectors for each
region, MCH/family planning in Africa is the
major one, followed by nursing and immuni-
sation, AIDS and hospitals/health centres. In
Asia the picture is similar, where the family
planning and population programme in
Bangladesh makes up a large part, but also
other MCH/family planning projects, followed
by nursing/immunisation and hospitals/
health centres. Also in Latin America MCH/
family planning plays a vital role, whereas
health administration is the second largest
post, mainly through multi-bi, and AIDS. In
Europe, or the former Yugoslavia, support to
health units like hospitals and health centres
has received more than 80 per cent of the
funds for the region.
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Table 12: Number of health-related projects according to regions

Year Africa Asia Europe Latin Am. Oceania Global Total
1988 115 75 18 29 237
1989 93 61 17 29 200
1990 124 70 26 26 246
1991 160 86 25 49 320
1992 165 68 27 49 309
1993 157 107 9 41 59 373
1994 224 103 40 41 411
1995 211 929 20 21 55 406
1996 222 127 25 16 39 1 430
1997 169 133 15 24 45 386
Grand Total 1640 929 72 255 421 1 3318
Table 13: Health expenditures according to regions
Year Africa Asia Europe Latin Am. Oceania Global Total
1988 185319 180 346 23990 51772 441 427
1989 111399 189134 69 584 39107 409 224
1990 194 761 147 025 77 089 38188 457 062
1991 176 789 132132 73513 34779 417 212
1992 185 434 127 064 74930 32064 419492
1993 169 286 111038 10385 78132 25454 394 294
1994 238 816 99 298 1257 88 821 19 068 447 261
1995 291023 109 968 46 481 84194 27 290 558955
1996 296 097 130970 35651 56 085 30376 602 549783
1997 347 796 111776 19022 67 791 33749 580134
Total 2196719 1338750 112797 694 129 331847 602 4674 845
Regional health support
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Fig. 16
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3.6 Aid to Selected Countries

In the following the six countries where Nor-
way has had a key role in health care are pre-
sented and contrasted. They are: Botswana,
Bangladesh, Nicaragua, Mozambique, Zimba-
bwe, and Tanzania. The graphs include a com-
parison of the six countries with regards to
the volume of health-related aid in 1997,
where multi-bi and bilateral aid are separated.
Each country is then illustrated in terms of
the DAC sub-sectors over the past ten-year
period, followed by a profile of the bilateral
and multi-bi aid according to sub-sectors in
1997.

In 1997 Mozambique was the highest recipi-
ent of aid to the sector, closely followed by
Zimbabwe. However, there is a major differ-
ence between the two countries concerning
how this is channelled. In Mozambique the
major part is bilateral aid, whereas in Zimba-
bwe a major share is channelled through
multi-bi. The World Bank is the largest recipi-
ent or channel, whereas UNFPA, UNICEEF,
and WHO also are significant actors. In Bangla-
desh there is a similar situation where multi-bi
has also been the main channel, and the World
Bank programme on family planning has been
the major part. Tanzania receives a similar
share but the main part in this country is
bilateral funds, whereas the multi-bi share is
within MCH and family planning. The smaller
ones, Nicaragua and Botswana, are different,
in the sense that Botswana is almost entirely
bilateral, whereas Nicaragua is a mixture
between multi-bi and bilateral.

When comparing the development of sub-sec-
tors in the different countries, it becomes
apparent that most of them have increased
their emphasis on MCH/family planning, and
that this is mainly multi-bi support. Unfortu-
nately “other health and population” is
another major “sub-sector”, which provides
little or no information whatsoever.

In Zimbabwe MCH/family planning has been
the major sub-sector since 1994, and received
in 1997 about 69 per cent of the total support.
As a comparison, AIDS received about 8 per
cent. Norway co-finances the World Bank-
financed Family Health Programme. UNFPA

also receives Norwegian funds. Bilateral Nor-
wegian support includes family health and
population, AIDS, nutrition etc.

Mozambique shows a different development,
where the total funds have increased and
include nursing/immunisation and MCH/
family planning as the major posts, whereas a
significant proportion is identified as “other”.
In 1997 MCH/family planning was 31 per cent
of total, and nursing & immunisation slightly
less. Another characteristic of the country is
the ongoing work for the “Sector Wide
Approach Programme” (SWAP), in which
Norway is participating actively. The Norwe-
gian multi-bi support has been channelled
through UNDP (pool for technical assist-
ance), UNFPA (reproductive health), and
UNICEF (decentralised health services). The
support through UNICEF is being phased out.
Bilateral aid includes support to an integrated
family health programme, including MCH
services, drugs and equipment, TB/Leprosy
programme, which is currently being trans-
ferred to an integrated infectious disease pro-
gramme, whereas the NGOs work with
integrated health, eye care, and AIDS.

Tanzania has been characterised by support
to AIDSrelated activities (the national AIDS
programme), which has been bilateral sup-
port, and the major sub-sector since 1989. The
MCH/family planning programme has been
financed through multi-bi, mainly through
UNFPA and UNICEF. The work by Norwe-
gian NGOs includes support to hospitals espe-
cially through mission organisations, AIDS-
work etc.

In Nicaragua the situation is more complex,
and about 19 per cent of total funds were allo-
cated for AIDS in 1997, whereas MCH/family
planning received about 52 per cent. The lat-
ter has been a priority throughout the ten-year
period. Other sub-sectors received only mar-
ginal amounts. The World Bank works within
health sector reform, and is supported by Nor-
way, as is the UNFPA family health and popu-
lation programme, and some work by IDB. As
in a number of other countries the NGOs
work within a variety of sub-sectors.
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Bangladesh has been characterised by a large
MCH/family planning programme which is
supported by a large number of donors
through a consortium lead by the World Bank
(the family planning and population consor-
tium). Norway has supported this programme
through multi-bi support and participated in
the consortium during the years it supported
the programme. Norway is currently phasing
this support out. The NGO programmes have
been within hospitals/health centres, AIDS
and integrated programmes.

In Botswana Norway has played a key role in
the development of the health sector, mainly
through technical personnel (district medical
officers). However, currently there is a focus
on institutional development through institu-
tional collaboration, and this is registered as
health administration. Basically this is a five-
year programme co-financed by Botswana.
The collaboration includes research in equity
and decentralisation, capacity-building in
health systems research, quality manage-
ment, health information systems, training of
medical students etc.

Selected countries 1997

60000

50000

40000

@ Multi-bi
OBilateral

Thousand NOK

30000
20000
10000 D H
T T

T T
Botswana Bangladesh Nicaragua Mozambique Zimbabwe

Tanzania

Fig. 17

3.7 Profile of Norwegian Health-related
Aid in 1997

In the following a summary of the profile of

Norwegian development aid in 1997 is pre-

sented. This partly overlaps the previous pre-

sentation, as it is intended to be able to be

read separately without prior knowledge.

Total Aid According to Channel
Norwegian development aid is channelled
through the following: Bilateral, multilateral,
and multi-bi, where the latter represents ear-
marked funds channelled through multilateral
agencies. In addition there is a channel called
bi-multi-bi, which represents earmarked
bilateral funds channelled through multilateral
agencies.

The following data is drawn mainly from the
DAC database, and does not specify the bi-

multi-bi channel, which is included in the
multi-bi figures. It is unclear whether parts
are included in the bilateral figures. The
figures for health-specific multilateral have
been estimated according to the official
shares of general funds presented by the indi-
vidual agencies.

In 1997 the multilateral channel was the
largest channel for health-specific aid both in
total figures (NOK 554 million) and as a share
of total funds to the channel (21.6 per cent).
Multi-bi was considerably lower as a total
(NOK 177 million), but was relatively high as
a share of total funds through channel (13.5
per cent), whereas bilateral had the lowest
share for health purposes (8.4 per cent). The
estimated total health-related aid through all
channels was about NOK 1.1 billion, or 12.3
per cent of all development aid.
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Table 14: Total aid and health-velated aid by
channel

1997 Total Health-related Per cent
Bilateral 4798 600 402 974 8.4
Multi-bi 1316 500 177 169 135
Multi 2559705 553849 21.6
Total aid 9209 400 1133992 12.3

Total and health-related aid 1997
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Bilateral

An increasing share of the public bilateral sup-
port is addressing different aspects of the sys-
tem, with an emphasis on MCH/family
planning and immunisation. It is also worth
noting that a relatively high proportion of the
support not is specified.

Currently about 56 per cent of the bilateral aid
to the sector is channelled through NGOs, as
compared to 22 per cent in 1988. About 41 per
cent of this is channelled through Norwegian
NGOs, whereas global NGOs are the second
largest channel and regional and local NGOs
receive only a minor share as direct funding.3!

31. It is important to stress the fact that the DAC data-
base registers the channel according to the primary
receiver regardless of who the final receiver is.

There are three main channels for support to
NGOs: the Department for Non Governmen-
tal Organisations (FRIV/NORAD), the
Regions Department (REG/NORAD), and the
Bilateral Department/Ministry of Foreign
Affairs.

In 1997 about 17 per cent of the total health-
related support to NGOs was channelled from
the Regions Department in NORAD. The
funds are divided between different Sections
or offices, namely the Section for Volunteer
Service (NOK 5.7 million) and the various
regional sections (Country Programmes [the
embassies]). About 55 per cent of the total
funds over this post were allocated to NGOs
operative in Africa in 1997 (NOK 88.7 million),
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as compared to 31 per cent to Asia (NOK 49.8
million) and 10 per cent to Latin America
(NOK 15.7 million). A total of NOK 130 mil-
lion or 81 per cent of this was channelled
through Norwegian NGOs. In addition the
Regions Department administers the
“Regional Grant” (NOK 161.5 million), which
is intended to create innovative or competitive
types of activities.

In 1997 about 50 per cent of total health-
related NGO support was channelled over
MFA budgets (NOK 160 million). The distri-
bution was 44 per cent to Africa, 15 per cent to
Asia, 8 per cent to Europe and 32 per cent
unspecified/global. More than 2/3 of this was
support to Norwegian NGOs, whereas 1/3
was support to Global NGOs, where the
majority was a general contribution to IPPF
(NOK 45 million).

In 1997 about 33 per cent of the NGO funds
were channelled through FRIV. The six
largest NGOs were accountable for 69 per
cent of the total health sector contribution
through FRIV.

Table 15: Aid channelled through NGOs, FRIV only

NGO 1997
BN 30170
FBS 14348
Norwegian Red Cross 8171
Norwegian Church Aid 7527
Norwegian People’s Aid 13592
Redd Barna 0
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Multi-bi

In the following the multi-bi aid specified for
health purposes is presented. Multi-bi aid is
the share earmarked for specific tasks in spe-
cific countries. As already discussed the bi-
multi-bi funds have not been specified in the
DAC database and are included in this post.
The World Bank is the largest single multilat-
eral agency in terms of Norwegian earmarked

funds (multi-bi), and in 1997 this was about 42
per cent of total. UNFPA is the second largest
registered as multi-bi, but should probably
have been registered as bi-multi-bi. The
UNICEF grants were the third largest in this
category in 1997. This is further illustrated in
Table 16 and Fig. 20.
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Table 16: Multi-bi support according to agency

Agency 1997
UNFPA 50561
WB 73 600
WHO 14976
PAHO 5400
UNICEF 30339
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Multilateral

Total health-related aid through the channel
was NOK 554 million in 1997. In 1990 UNFPA
took over from UNICEF as the largest in terms
of Norwegian support, and was NOK 140 mil-
lion or about 28 per cent of total in 1997. As a
comparison WHO received NOK 121 million
(24 per cent) whereas the estimated general
health support for UNICEF was NOK 89 mil-
lion (18 per cent).

The total health-related share is estimated
according to the official figures presented by
the various agencies. There is a relatively high
degree of uncertainty related to these figures,

but they are probably the most accurate avail-
able.
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Table 17: Multilateral health-related aid 1997

1997 Per cent
UNDP¥) 67 680 12
WB 39076 7
UNFPA 140 000 70
WHO 120 663 100
UNICEF 89 430 33
UN AIDS 48 000 100
IPPF 45000 100
IUATLD 4000 100
TOTAL 553 849 22

*) Includes social sector

Multilateral health-related aid, estimates
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Sub-sectors
As mentioned the DAC database does not projects and programmes were almost

include general multilateral aid, nor does it
specify bi-multi-bi aid. The category “other/
unspecified” limits the information, and the
actual registration of the data is not done uni-
formly.

MCH and family planning is the largest sub-
sector with regard to expenses with 33 per
cent per cent of total. Expenses for AIDS-
related projects have been reduced to about 9
per cent (NOK 50 million) in 1997. AIDS

entirely channelled through bilateral aid. Hos-
pitals and health centres were about 10 per
cent of total budget in 1997, whereas nursing,
immunisation and control of epidemics was 15
per cent of total.

The most striking trend when distinguishing
between bilateral and multi-bi aid is the
increase in multi-bi since 1993. In 1997 MCH
and family planning represented 72 per cent
of the multi-bi budget for health (NOK 128
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million). The bilateral channel had an equiva- 1997. Health administration is low as is dental
lent decrease and it was 15 per cent of total in care.
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In the following the AIDS-related support has Table 18: Support to AIDS-related projects
been outlined as it is registered in the DAC
database. The support channelled through 1997

NGOs and other bilateral aid is then specified
for 1997, showing that Norwegian NGOs are
the main actors with regard to AIDS-related Local NGO 17324
support, accountable for approximately 39 per

Norw. NGO 18125

cent of the total, closely followed by local Reg. NGO 2090
NGOs (37 per cent). Global NGO 29
Other bilateral 9493

Total bilateral 47 061
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4. Development-related Health Research

This chapter reviews the development-related
health research undertaken during the last
ten years and the policies guiding research
activities, and identifies key issues and areas
where there is a need for further assessment.

4.1 Policy and Objectives for Norwegian
Development Research

Although development-related research is
hardly a new phenomenon, it is nevertheless
fair to say that explicit objectives for Norwe-
gian research in the field of foreign assistance
and technical cooperation were first devel-
oped during the 1990s. In 1999, a strategy for
strengthening research and higher education
in relation to Norwegian Development Coop-
eration (“Strategi for styrking av forskning og
hoyere utdanning i tilknytning til Norges
forhold til utviklings-landene”) was approved.
The general policy of the Norwegian govern-
ment in this field now consists of three main
research ambitions:

1. Contribution to strengthening the capacity
of developing countries to carry out their
own research in accordance with the
needs of each country, and to build up the
ability to make use of existing research
results.

2. Production of knowledge for the formula-
tion and implementation of Norwegian
development policy through multilateral
and bilateral channels. This means that
both long-term conceptual work and
applied research are foreseen.

3. Contribution to the funding of the
research programs of international organi-
zations and advancing Norwegian partici-
pation in such programmes.

Norwegian authorities have furthermore
argued that:

e Universities are significant actors in
nation-building, and for democratic and
social development;

¢ Norwegian research involvement should
take place in areas where our country has
comparative advantages;

e  South-South collaboration should be
encouraged; and

¢ Inter-disciplinary and sector-wide
approaches should be promoted also with
regard to research.

4.2 Policy for Development-related Health
Research

Policy documents for the decade from 1989 to
1997 confirm a growing emphasis on develop-
ment-related health research. Development-
related health research was included as a sep-
arate budgetary item for the first time in the
government budget of 1992. The specific item
included support for WHO’s research pro-
grammes with regard to human reproduction
(HR) and tropical diseases (TDR).

No policy document has been published
which explicitly specifies a policy for Norwe-
gian developmentrelated health research.
Apart from general statements one can say
that policies have been defined and refined in
the process of research programme develop-
ment and operation, and in the planning of
assistance and cooperation in relation to spe-
cific countries and regions. Norwegian
authorities have also adopted health research
policy by subscribing to the research guide-
lines of international organizations. The
budget document for FY 1999 (St. prop. nr. 1,
1998-99, p. 141) provides two important exam-
ples of this by its

e Emphasis on health sector reform in
developing countries as a (continued)
Norwegian priority including improved
international  cooperation concerning
health systems and health policy research
through the Global Forum for Health Sys-
tems Research which was established in
1996; and
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e Financial support for a World Bank
research programme on health and
poverty reduction.

4.3 Channels for Funding Health Research

This presentation and discussion of Norwe-
gian development-related health research is
based on the four main channels of funding
such research. These channels are:

e The Health and Population Research Pro-
gram of the Norwegian Research Council
(NFR-HEBUT);

e The Norwegian Council of Universities’
Committee for Development Research
and Education (NUFU);

e Health research as part of NORAD coun-
try and region-specific programmes

e C(Cofinancing of international organiza-
tions.

These channels no doubt cover the majority of
Norwegian  development-related  health
research projects. However, to an unknown
extent, development-related health research
also takes place as part of the routine activities
of universities, and of research institutes out-
side the university sector, and of consulting
firms. In principle, the development-related
medical and social science arms of the NFR
also fund health research, i.e., outside of the
exclusive research programmes focusing on
developing countries as such.

No effort has been made here to address the
latter avenues of Norwegian development-
related health research. This report will con-
centrate on the main vehicles of such
research.

4.4 Data Sources

The presentation and discussion to follow will
reflect the large differences in the volume and
quality of data available for an analysis of the
four channels. The most comprehensive mate-
rials cover the research programme Health
and Population of the NFR during 1989-1996,
and the NUFU programme on university-col-

laboration. In both these cases data is avail-
able on: name of projects, content of projects,
time period of projects, institutions involved,
funding allocated, written publications derived
from projects (including name of author, year
of publication, name of contribution, place of
publication, and publisher), as well as number
and type of dissertations. In the case of
NUFU, this material exists in an established
database. Information on the NFR projects
exists in a database of all Norwegian research
projects. The Norwegian Social Science
Service (NSD) operates this database at the
University of Bergen. However, the NFR mate-
rial being used in this report existed in written
form. It also comprises an evaluation by the
Programme Committee of the research pro-
gramme in question.?? These comprehensive
data sets allow analyses of several relevant
dimensions of the health research effort, such
as type of problems addressed, countries of
research participation, and number of disser-
tations and articles. The data concerning the
NFR and NUFU also sensitizes us to those
aspects of health research that are not so very
well illuminated, and that, eventually, call for
further investigation.

Data on health research in relation to country
and regional foreign assistance and technical
cooperation through NORAD exist in the
NORAD database that produces OECD/
DAC-compatible information. Here, health
research can be isolated, and it is possible to
portray: year of project, country/-ies involved,
type of donor, name of project, funding alloca-
tion, shorthand name of project. The NFR allo-
cation is included in the DAC 7 area where
health programmes and projects are regis-
tered according to sub-sector and those that
may be characterised as research-related, are
identified. The criteria for classifying projects
as research related are:

The support must cover the generation of new
knowledge or the synthesizing of available
knowledge. This also includes the dissemina-
tion of research results and research collabo-
ration. If the research component is part of a

32. Norges Forskningsriad Milje og utvikling: Forskning-
sprogrammet Helse og befolkning i utviklingsland.
Programstyrets egenvurdering med prosjektkatalog
1989-1996.
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larger project, only the research part of the
whole shall be included. If the research part is
not earmarked, the whole project shall be
recorded as research when the research com-
ponent is estimated at 50 per cent and more of
total costs, and as zero if this component is
estimated at less than 50 per cent.

The projects within the DAC main sector 7 can
therefore be more or less research based, or
oriented. The NUFU allocation however is regi-
stered in DAC 64 under Education/Training
and Science where research activities that may
not be located in a specific sector, are regis-
tered. They must also be pure research
projects. The NORAD-material is less compre-
hensive than the NFR material and the NUFU
information for the simple reason that the
NORAD data is administrative data for finan-
cial management.

Least will be said about the development-
related health research of international organi-
zations to whose general operations Norway
allocates funds over its foreign assistance
budget. It is a difficult task to identify the pro-
portion of general funds to multilateral and
international organizations that are used for
research, as these organizations usually specify
their operations or their expenditures in terms
of main blocks of activity (such as health or
pension reform), but not in terms of specific
activities such as research. Multilateral alloca-
tions for WHO are, however, earmarked for
programmes and therefore facilitate such
identification. Some trust funds in the World
Bank are allocated for research.

4.5 Classification of Health Research

There are many ways to classify health
research. The categories suggested in the
ToR for this report are:

e Biological and social determinants of
health problems and health behaviour;

e The relationship between political, eco-
nomic, and social processes on a macro
level and health;

e Health systems, health service functions
and administration;

¢ Demography and population.

This taxonomy may appear too crude, and
hence combine widely different phenomena.
A possible modification to be applied in the
limited analyses below is the following sixfold

grouping:
¢ Biological determinants of health problems

e Social, economic, and political determi-
nants and consequences of health prob-
lems

e Children’s health and issues related to
reproductive health

e Health behaviour and coping mechanisms
e Health systems and administration
¢  Demography

A problem here is that a project can belong to
several of these categories simultaneously.
The proposed sixfold taxonomy should be
regarded as no more than a beginning. A
review of development-related health research
should devote time and energy to the elabora-
tion of a productive and meaningful classifica-
tion of such research. A classification should
not comprise too many categories, yet enough
scope to encompass significant strands and
varieties of health research. Since develop-
ment-related health research might be of a
mixed character, one should also consider
introducing primary and secondary categori-
zations.

A good understanding of the character of Nor-
way’s development-related health research
activities requires classifications not only of
the research but also of the researchers.
Health research is not the exclusive province
of any specific scientific discipline. Several dis-
ciplines have the potential to make a contribu-
tion, such as medicine, anthropology, socio-
logy, economics, psychology, and nursing to
mention some of the most important. What
scientific disciplines are involved? This simple
question may seem straightforward, however,
three complicating elements deserve to be
mentioned. The first complication is that
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research teams are increasingly inter-discipli-
nary, and a simple categorization will not do
full justice to this important phenomenon. The
second problem is that a scholar may be
trained in one discipline, for example as a
medical doctor, but will become a competent
anthropologist by his or her “second training”.
And the third issue is that some disciplines,
such as medicine, are so multi-faceted that a
classification of the major disciplinary back-
grounds of the research team participants pro-
vides limited insight. Further re-examinations
will have to struggle with these questions.
There is no clear-cut answer to them. A begin-
ning would be to classify the projects by the
main disciplinary background of the project
director. A possibility might be to supplement
such a classification by a secondary classifica-
tion of research project participants from
other disciplines, if any. Last, but by no means
least, although research is typically cosmopoli-
tan and transnational, the nationality of the
researcher matters when the issue is develop-
ment-related health research.

4.6 Evaluation of Research

The concept of research is not clear-cut, nor is
it self-evident how health research can and
should be evaluated. A distinction is often
made between theoretical research and
applied research, yet this dichotomy obscures
the fact that the distinction reveals a different
dimension. Research means to arrive at
knowledge through a certain (scientific)
methodology that is inter-subjective and
reproducible. However, development and con-
sulting often make use of similar techniques.
The point of departure for the present report
is that a more comprehensive examination of
Norwegian  development-related  health
research does not necessarily require a very
exclusive definition of research. Research,
development, and consulting should be
included in a working definition if the activi-
ties address health problems in developing
countries by means of scientific approaches.

As a rule, it is taken for granted that one can
distinguish between theoretical research and
applied research, and indeed that it makes
sense to do so. The idea is that the non-scien-
tific effects of theoretical research are uncer-

tain and may evolve only slowly and indirectly,
whereas applied research on the other hand
has a more direct bearing on current prob-
lems and challenges in society. It is important
to note that Norwegian policy in the area of
development-related health research includes
both theoretical and applied research. That
research is development-related implies two
different things. Firstly, the research
addresses health problems that developing
countries struggle with, but these problems
may be relevant for rich countries as well. And
secondly, the research must promote capacity-
building in developing countries.

The introductory comments above are rele-
vant when evaluating development-related
health research. Such an evaluation must
describe Norwegian efforts in terms of tradi-
tional indicators of research outcomes such
as: number of articles in referee journals,
number of books, published chapters, confer-
ence papers, as well as MA and Ph.D. theses.
However, these indicators are insufficient. For
one thing, we want to know the precise rele-
vance and impact of the research effort for
one or more health problems. Secondly, we
want to know if the candidates who graduated
through the research projects were Norwe-
gians or individuals from Third World coun-
tries. On top of this, we want to know if these
authors and candidates had relevant research
positions in their respective countries, let us
say one, three, and five years after participa-
tion in the research project that was partly or
fully funded by Norway. Development-related
health research of high quality might take
place at institutions of excellence in the West-
ern world and with no participant from a
developing country and with no involvement
of institutions from developing countries. Or
one may have such participation, yet the
capacity-building effect is limited if the project
members from the Third World stay in Nor-
way or the UK, or if universities from the
South are not involved in the research proc-
ess. Therefore, a relevant training environ-
ment is an additional outcome criterion of
development-related health research. This
indicator relates to the issue of sustainability.

The purpose of the presentation and discus-
sion below is to raise a number of relevant
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questions for further critical analysis in rela-
tion to the four different channels of Norwe-
gian development-related health research.

4.7 Research Programme on “Health and
Population in Developing Countries”

The Research Council of Norway (NRC) has
supported development-related health
research during the period 1989-1996 through
the research programme “Health and Popula-
tion in Developing Countries”. The NRC (NOK
4.9 million) and the Ministry of Foreign Affairs
(NOK 24.5 million) jointly funded this pro-
gramme. It was based on the understanding of
Norwegian development authorities in the
mid-1980s that the research competence in the
country with regard to health and population
issues was inadequate. Consequently, the main
objective of the programme was to raise inter-
disciplinary capacity and capability in Norwe-
gian research institutions concerning popula-
tion and health issues in developing countries.
A second objective was the expansion of
knowledge as well as access to research
results in these fields. The third objective was
the promotion of centres of expertise that
could assist development authorities in the for-
mulation, implementation, and evaluation of
foreign assistance projects.

Support to Research Institutions

The programme was designed as a concen-
trated effort through a small number of
research centres based on the idea of a
national division of labour. Two centres were
chosen to act as “Schwerpunkte” for develop-
ment-related health research, namely the Cen-
tre for International Health (SIH) at the
University of Bergen, and the Programme for
Development Research at the University of
Oslo (PUFO). A research programme called
HEBUT (health, population and development)
under PUFO was incorporated in the Centre
for Development and Environment (Senter for
utvikling og miljg, SUM) in 1990 as a separate
division. A plan to advance development-
related health research in Oslo by the estab-
lishment of two professor positions, one in
medicine and one in social science at the
above Centre, to be later funded by the Uni-
versity, did not materialize. One reason for
this was that two professor positions would

leave little funding for operational research
expenses. PUFO, including the professor posi-
tion in medicine, was later (1994) transferred
to the newly established Department of Inter-
national Health linked to the Medical School
of the University of Oslo. No professor posi-
tion in social science was established in part
because the Faculty of Social Science was
unprepared to prioritize the position after ini-
tial funding from the NRC programme.

Support to Research Projects

In addition to the specific funding of the two
core centres, the research programme sup-
ported research projects. Initially, the two main
topical areas of the programme were the rela-
tionship between environment and life-style
health, and health services and prevention
respectively. A third component on population
and health was added in 1992. Important
criteria were research efforts aimed at areas
characterized by knowledge gaps and areas
where existing knowledge could be trans-
formed into applied knowledge. Inter-discipli-
nary approaches and collaboration with
colleagues and authorities in developing
countries were encouraged. Based on these
and other criteria the following issue areas
were identified as focal points for research
endeavours:

¢ Population development and health
¢ Children’s health and development

¢ Health systems and organization of health
services

¢ Health behaviour and coping processes
e  Women and reproductive health

On top of this, the programme steering com-
mittee wanted to see applications in biotech-
nology and biochemistry if the leading
researchers had a proven ability to build good
research milieus. Health economics was also
emphasized as a priority area for research sup-
port, however, due to limited Norwegian man-
power capacity in this field as well as financial
resources, health economics was not singled
out for special effort by the programme.
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NRC Self-evaluation

The evaluation carried out by the steering
committee of the NRC-sponsored research
programme is remarkably open about some of
its problems. Essentially, these problems were
related to the complicated issues of outside
direction and instruction of university units.
On the one hand, programme management is
responsible for the successful implementa-
tion of operational goals, and must therefore
assume that budgeted money is used loyally
for the mandates specified by the Research
Council, and also in collaboration with outside
sponsors such as, in this case, the Ministry of
Foreign Affairs. The University, on the other
hand, wants to preserve academic freedom,
protect its theoretical programme, and main-
tain stable longer-term financial forecasts.
Here, according to the self-evaluation, there
were disputes. This is not to say that the pro-
gramme was a failure, or that lack of success
was the conclusion of the self-evaluation. It
means, however, that a certain set of problems
did occur, and, in hindsight, these problems
are understandable. The indicated problems
should nevertheless stimulate further ideas as
to how one could strike a fair and productive
balance between disparate concerns such as
programme instructions, academic freedom,
and financial predictability. It is recom-
mended, on this basis, that a study of develop-
ment-related health research should discuss
the issue of programme instruction versus
academic freedom and financial predictability
at length, and conduct interviews with the
involved parties to evoke their valuable reflec-
tions on this complex issue. This deliberation
should include a set of alternative operational
solutions with discussions of their relative
merits and weaknesses.

Project Portfolio

Thirty-nine projects were listed in the docu-
mentation of the NRC research programme,
of which 33 or 85 per cent, were research

projects in the conventional meaning of the
term. Of the six remaining “numbers”, two
referred to conference/workshop participa-
tion, two covered the costs of producing
books, and another two included basic
funding (miljestette) for the core research
units in Oslo and Bergen respectively.

Of the 39 projects, 11, or 28 per cent, were ini-
tiated by the core unit in Oslo, and eight, or 21
per cent, by the corresponding unit in Bergen.
Thus very close to half of the projects were
core unit projects. In Bergen, only three addi-
tional institutions applied and received fund-
ing from the programme. These were all
university institutions (the Department of
Anthropology, the Department of Social Psy-
chology, and the Centre for Development
Studies). The number of participating institu-
tions in Oslo was higher. Also here, three uni-
versity institutions in addition to the core unit
participated in the programme, namely the
Department of Community Development, the
Department of Social Anthropology, and the
Section for Medical Anthropology. But in Oslo
no less than five institutions outside the uni-
versity system took part with a total of 11
projects. These institutions included two hos-
pitals and two institute-sector research institu-
tions (NIBR and DiS). On the basis of the
figures above, one can argue that the research
milieu in Bergen was more coherent and that
the Oslo milieu appears to be more frag-
mented. The sheer number of institutions in
Oslo made it of course more difficult to estab-
lish a research environment with a true and
undisputed core. However, there certainly
may also be other explanations.

Table 19 shows that the cost of the NRC pro-
gramme amounted to NOK 35.3 million. The
share of total funding for the Oslo institutions
was somewhat smaller than their share of the
projects. This indicates that, on average, the
research projects in Bergen were larger.
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Table 19: Projects and Funding of the NRC Programme on Development-related Health Research by

Implementing Institution

Number of projects Share of projects Million NOK Share of funding
Core/Oslo 11 28.2 7.492 21.8
Other Univ/Oslo 4 10.3 2.994 85
Extra-univ. Institutions 11 28.2 9.309 264
Total Oslo 26 66.7 19.796 56.0
Core/Bergen 8 20.5 8.998 25.5
Other Univ/ Bergen 5 12.8 6.524 18.5
Total Bergen 13 333 15.523 440
Grand Total 39 100.0 35.319 100.0

Table 20 provides information concerning the
written results of the programme. The out-
come of the programme in this sense was a
total of 167 contributions. The written contri-

butions are presented in terms of four differ-
ent types in the table: (1) articles in referee
journals; (2) books or chapters in books; (3)
mimeos; and (4) theses.

Table 20: Written Contributions by the NRC Programme on Development-related Health Research by

Implementing Institution

# of % of # of chapt/ % of chapt/ # of % of #of % of # of contri- % of contri-
articles articles books books mimeos mimeos theses theses butions butions
Core/Oslo 37 48.1 5 21.7 3 5.9 2 12.5 47 28.1
Oth. Univ/ 2 2.6 4 17.4 5 9.8 1 6.3 12 7.2
Oslo
Extra-univ
instit./Oslo 14 18.2 5 21.7 21 41.2 3 18.8 43 25.7
Total Oslo 53 68.8 14 60.9 29 56.9 6 37.5 102 61.1
Core/Bergen 10 13.0 15 29.4 4 25.0 29 17.4
Oth. Univ/
Bergen 14 18.2 9 39.1 7 13.7 6 375 36 21.6
Total Bergen 24 31.2 9 39.1 22 43.1 10 62.5 65 38.9
Grand Total 77 100.0 23 100.0 51 100.0 16  100.0 167 100.0

Table 21 shows the outcome of the pro-
gramme in terms of dissertations. A total of 13
Ph.D.s. were awarded in connection with the
program, of which 11 were awarded to Norwe-
gian researchers and two for research fellows

from the South. A total of six students gradu-
ated with MA or Cand. polit. degrees in con-
nection with the program, two of whom were
from the South.
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Table 21: Projects of the NRC Programme to Stimulate Development-related Health Research; by

Dissertations and Implementing Institution

Norwegian fellows Foreign fellows Total fellows
Cand. polit/MA Ph.D. Cand. ma./MA Ph.D. Cand. polit/MA Ph.D.

Core/Oslo 3 3
Other Univ/Oslo 1 1
Extra-univ inst/Oslo 1 2 1 2
Total Oslo 1 6 1 6
Core/Bergen 3 2 2 2 5 4
Other Univ/Bergen 3 3
Total Bergen 5 2 2 7
Grand Total 4 1 2 2 6 13
Share of total

Table 22 highlights data on the main discipli-
nary focus of the research programme and
makes a distinction between five categories:
medicine, anthropology, psychology, and soci-
ology, and finally a rest category. This table
clearly shows that medicine is the major disci-
pline with 51.4 per cent of the projects. Medi-
cine is also represented in all the projects of
the rest category. One can therefore say that
64.9 per cent of the projects had a strong medi-
cal content. Anthropology comes second, but

far below medicine. Psychology is repre-
sented through its strong position in Bergen.
Sociology is possibly less strongly repre-
sented than one would imagine given the
scope of medical sociology. What is most
striking is the total absence of political science
here. There is also reason to point out the fact
that economics is represented as a participant
in a total of two out of 37 projects. Both these
projects were carried out by the Centre for
Partnership in Development (DiS).

Table 22: Health Research Projects of the NRC Programme by Major Disciplinary Focus and Institutions

of Implementation.
Medicine | Anthropology | Psychology Sociology Mixed/Other Total
Core/Oslo 8 2 10
Oth. Univ/Oslo 1 3 4
Extra-univ. Institutions 5 11
Total Oslo 14 3 4 25
Core/Bergen 5 1 7
Oth. Univ/Bergen 3 2 5
Total Bergen 5 3 1 12
Grand Total 19 6 3 4 5 37
% of total 51.4 16.2 8.1 10.8 13.5 100.0

Observe that the category “Other” consists of two projects on Nutrition, one at the Core in Oslo and the other at the Bergen
Core. The “Mixed” projects included one in Medicine/Sociology (Core/Oslo), one in Medicine/Anthropology (Core/Ber-
gen), one in Medicine/Sociology/Economy (DiS-Oslo) and one in Medicine/Economy (DiS-Oslo).

Finally, Table 23 displays information on the
topical orientation of the research projects, by
classifying them into six broad categories of
health research, and with the addition of one
rest category. It turns out that more than one-
third of the projects focused on child health

and issues of reproductive health. The other
large category, with approximately one-fifth of
the projects, dealt with the biological determi-
nants of health problems. It is remarkable that
there was only one full project on health sys-
tems and health administration, however in
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two additional projects these issues were
included as a sub-component. Finally, projects
trying to uncover the interrelationship

between social, economic, and political cir-
cumstances and health problems were almost
non-existent.

Table 23: Health Research Projects of the NRC Programme by Main Health Research Focus and

Implementing Institutions

I II I v \Y VI VII Total
Core/Oslo 2 7 1 10
Other univ/Oslo 1 2 1 4
Extra-univ inst/
Oslo 4 1 1 1
Total Oslo 6 1 3 1 2 25
Core/Bergen 2 4 1 7
Other univ/Bergen 1 2 2 5
Total Bergen 2 5 2 3 12
Grand Total 8 1 13 5 1 4 5 37
% of total 21.6 27 35.1 13.5 2.7 10.8 13.5 100.0

I Biological determinants of health problems

Health behaviour and coping mechanisms
Health systems & administration
Demography

SS<2ER

Social, economic, and political determinants and consequences of health problems
Children’s health & issues related to reproductive health

I Mixed/Other: The “Mixed” category consisted of two projects combining health behaviour (IV) and health systems &

administration (V); one project combining one child health & reproductive health (III) and health behaviour (IV); and
one project combining health systems & administration (V) and demography.

This description of the NRC programme
raises several questions in addition to those
already specified:

What can be done to promote research on
health systems and administration? As of
today, this area is strikingly under-represented.

There seem to be reasons to strive for a better
balance in terms of disciplinary contributions.
Political science, economics, and sociology
are hardly optimally represented. Our under-
standing needs to be improved with respect to
why these disciplines are under-represented,
and how a better disciplinary balance could be
achieved.

The impact of medium-term programmes like
the one referred to here should be analyzed
and discussed. To what extent do such pro-
grammes reduce the effort through the ordi-
nary mechanisms of the NRC? Do they
function optimally as incentive systems? In
other words: to what extent do compact pro-
grammes of a limited duration by their very

nature induce different actors to engage in
less than optimal behaviour?

In what way and to what extent is it possible to
argue that the NFR programme did contribute
to capacity-building?

4.8 Norwegian Council of Universities’
Committee for Development Research
and Education — NUFU

The presentation of the NRC programme
above was meant as a short case study and
example. The chronicle of the NUFU pro-
gramme, and other channels of Norwegian
development-related health research, will be
shorter since a more comprehensive account
belongs to a full examination.

NUFU-supported projects and programmes
constitute the second major instrument of
Norwegian  development-related  health
research. NUFU covers a much broader area
of issues than health research, yet a review
covering the period 1991-1998 showed that no
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less than 26 per cent®® of the projects in the

NUFU programme were health research
projects (NUFU, 1998: 18).

NUFU is the committee of the Council of Nor-
wegian Universities for the promotion of
development-related research and training.
Established in 1988, and based on collabora-
tion between Norwegian institutions of higher
learning and research and similar institutions
in developing countries, its main purpose is to
advance the capacity of the latter to carry out
research and offer research-based training
programmes. The Ministry of Foreign Affairs
(MFA) has funded NUFU activities. A total of
NOK 110 million was allocated for develop-
ment-related health research in the period
1991-1998, which made up 26 per cent of total
NUFU funding. Two agreements between the
MFA and NUFU have been signed so far, one
for the period 1991-1995, and a second for the
time span 1996-2000. Health research had
greater priority during the present pro-
gramme period.

An analysis of the project portfolio shows that
52 per cent of the funding for research
projects could be classified as directly medical
and health-related (epidemiology, bacterio-
logy, vaccine etc). An additional 30 per cent
has been allocated to one institution, namely
the Armauer Hansen Research Institute in
Ethiopia, specialising in Leprosy research.
The rest (17 per cent) was for with issues
related to health services and intervention.

As already mentioned, NUFU maintains a well-
designed database of all its projects, including
the health projects, with a series of relevant
variables. However, although valuable, the
database does not contain information on the
geographical and functional “careers” of the
research fellows, and thus is unable to provide
information concerning the institutional sus-
tainability of the NUFU programme. It can be
argued that the improvement and expansion of
the database should be considered so that the
more dynamic aspects of the programme
could be brought to the fore. The possibility of

33. Figures taken from the report “NUFU samarbeidet
innen helse. Seminar 4 mars 1998” Bergen, Febru-
ary 1998, and from overheads presented at the same
seminar by Prof. Rune Nilsen.

making the database available to the general
public should also be discussed. It is important
to determine whether it would be possible and
beneficial to use this database as the core of a
comprehensive information system in which
data on all developmentrelated health
research funded by Norwegian authorities
could be incorporated and made accessible.

There is a theoretical possibility that the
NUFU projects are successful as such, yet
successes may be obstructed by cuts in
expenditure levels for universities and the
research sector of the developing countries.
The full macro-economic and policy contexts
must be taken into consideration when out-
comes are assessed.

NUFU can be described as the most demand-
driven programme of the Norwegian develop-
ment-related health research programmes in
the sense that its profile is the result of
approved applications from the research com-
munity. The idea is moreover that the projects
should be initiated in the developing countries
as integrated components of their develop-
ment strategies. The accepted applications are
thus not the outcome of some strategic plan
completed by Norwegian authorities for devel-
opment-related health research policy. This is
one of the major differences, compared to the
NRC programme already discussed above.
The NUFU programme is compatible with tra-
ditional university practices and less in tune
with the logic of focused research programs
developed at the political level. Given that one
must find a viable compromise between these
different concerns, discussions of the defi-
ciency of political control in relation to the
NUFU programme should be stimulated. A
better understanding would require a study of
the decision-making processes of project initi-
ations and investigate the extent to which the
projects are truly in line with national priori-
ties, and if these priorities are compatible with,
or deviate from Norwegian perspectives or the
point of views of international organizations.

A major objective of the NUFU programme
according to its Handbook of 1995, is the
building of expertise in developing countries
so that they will become less dependent upon
experts from the Western world (observe that
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experts is written in quotation marks in the
NUFU handbook). Whether a verifiable
reduction in the need for foreign expertise has
in fact been achieved by NUFU collaboration,
also with regard to defined issues in specified
countries, should be substantiated.

NUFU collaboration according to the pre-
amble is institutional partnership among
equals. The notion and character of institu-
tional collaboration should be discussed
openly and critically. Does it represent old
wine in new bottles, i.e., that nothing much
has changed except the rhetoric? What do
equals in this setting mean? Another problem
with the notion of institutional collaboration is
that the institutional structure of research in
these countries tends to be taken for granted.
The issue of developing productive organi-
zational structures for development-related
health research is an important question.

4,9 Research as Part of NORAD Country
and Regional Programmes

The third avenue of Norwegian development-
related health research funding is through
NORAD country-specific and region-specific
programmes of assistance and cooperation.
These health research activities of the
NORAD programmes can be isolated,
described, and analyzed by NORAD statistical
database that produces OECD/DAC-compati-
ble information as mentioned earlier.

A total of NOK 165.4 million was allocated for
development-related health research by
NORAD during the period 1988-1997. As a
rule, research is included here as one aspect
in projects and programmes with a wider
scope. The allocation for the NRC-HEBUT
programme, NOK 24.5 million, is included in
this amount and should be subtracted. Of the
remaining NOK 140 million one project, the
AIDS project in Tanzania, has received NOK
56 million. With the exception of this one
project, there seems to be very little research
connected to country programmes.

Although the information is certainly valuable,
there are several problems with the NORAD
database:

The first of these is whether the coding con-

ventions with respect to research are followed
in practice when reporting is carried out, or
whether the research content of a certain
number of health projects tends to be over-
estimated.

The second problem is that the project
description is restricted to one half of a line
and hence contains very limited information,
hardly sufficient for a meaningful classifica-
tion of projects by major orientation. The pos-
sibility of including a subroutine with a more
comprehensive project description in the data-
base should be investigated.

The third problem is that the NORAD data-
base does not contain information about the
project participants and it is therefore impossi-
ble to classify the project by main disciplinary
orientation. A discussion of how such informa-
tion might be included in the NORAD data-
base is required.

And finally, the fourth problem is that the data
do not include information on outcomes. This
pertains to the classical indicators of written
contributions and dissertations, to the other
scientific results and their eventual applica-
tion, as well as to institutional sustainability
and what has been called dynamic indicators
of personnel careers above. A study of a repre-
sentative sample of the NORAD health
research projects according to the aforemen-
tioned indicators may be justified.

The last challenge is the characterization of
the NORAD projects in relation to the NFR
projects and the NUFU projects. What are the
main differences, and what are the major simi-
larities? Do these projects for example have a
more applied profile? To what extent have
process evaluations (“felgeforskning”) been
carried out in connection with health projects
in order to exploit such projects in terms of
general knowledge and generalization of
knowledge?

4.10 Co-financing of International Organi-
zations

The multilateral channel represents the last of

the major instruments of Norwegian develop-

ment-related health research. However, it is by
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no means the least important. Multilateral
assistance has always been important in the
Norwegian  structure of  development
assistance and cooperation, and neither health
policy nor research policy have been except-
ions to this. It has remained and is the policy of
the Norwegian government that half of the total
technical assistance and cooperation should be
funnelled through the multilateral system.

WHO, according to the data available for this
study, has received by far the largest propor-
tion of Norwegian support for development-
related health research. In the last five years, it
has received more than NOK 220 million®* for
two research programmes, namely Tropical
Disease Research (TDR) and Human Repro-
duction Programme (HRP). The first has
included support for other programmes such
as the Global Forum for Health Research,
which only in 1998 received USS$1.8 million.

The Norwegian budget documents have
called for social science contributions in these
fields from 1994. They have thus promoted
inter-disciplinary approaches. More applied
research for the benefit of poor women has
also been advocated from the same point in
time. The follow-up of these two suggestions
should be investigated and documented. The
documentation should contain a presentation
of what has been done and spell out achieve-
ments and shortcomings. The investigation
must also check if the HR and TDR projects
under WHO have yielded training possibilities
for research fellows and scholars from the
South, and if so, to what extent they have con-
tributed to building sustainable research
capacity in these countries.

Norway has in different ways supported
efforts to promote health research at the inter-
national level. Thus, Norway has supported
COHRED (Council of Health Research
Development), an NGO established in 1993,
with the goal of promoting the efforts of
developing countries to carry out so-called
“Essential  National Health  Research”
(ENHR). The Norwegian authorities have
also supported the Global Forum for Health
Research for monitoring and discussion of

34. 1USS =NOK 7.35

needs for resource allocations in international
health research as well as the Alliance for
Health Policy/Systems Research. Both these
organizations were established in 1997. All
these research efforts try to support health
research and help build relevant capacity in
developing countries. It has been difficult to
track the actual financial support for these
programmes.

A common question regarding Norwegian aid
to the different international organizations is if
it has the necessary footing in the Norwegian
research community. A considerable part of
the Norwegian assistance in this field is multi-
lateral. This is hardly controversial. However,
the exact fraction of total aid could be debated.
One item here might be whether more empha-
sis on Norwegian expertise and projects would
be beneficial for development-related health
policy, given both Norway’s comparative
advantage regarding health systems and, at
the same time, lack of adequate research fund-
ing to take advantage of this advantage.

4.11 Concluding Remarks

Norway’s funding of development-related
health research takes place through four main
avenues, or instruments. A core issue here is
whether this is a productive structure for
health research. The term productive struc-
ture means that a well-designed division of
labour exists between the channels for fund-
ing, where each part addresses a separate and
defined aspect of health research. Further and
extensive discussion of this difficult topic
would be advantageous. One problem that eas-
ily comes to mind is the possibility of duplica-
tion, and thus that the different parts of
development-related health research could
have been defined better. It should be kept in
mind that the research community profits in a
situation where there are several funding pos-
sibilities. It should also be kept in mind that a
complete division of labour might obstruct
constructive competition. Here, as in so many
other instances, the task is to strike a produc-
tive balance between different legitimate con-
cerns. Further work should address the issue
of a productive structure for development-
related health research.
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5. Evaluations and Project Reviews of Norwegian Health-related

Development Cooperation

This chapter maps the evaluations and project
reviews of Norwegian health development
cooperation to have been implemented over
the last ten years, and explores what informa-
tion these evaluations generate in terms of
methodology, themes, achievements and,
where possible, identifies information gaps.

5.1 Sample Description

We have been able to collect 132 reports3® and
have registered these in a database that sum-
marises the main information from the evalua-
tion and review, i.e. purpose and focus of the
review, various aspects of methodology and
implementation.

From these 132 reports, a total of 20 reports
were selected for in-depth assessment. Most
of them (15) were NGO evaluations as these
had the greatest number of evaluations. Five
criteria evaluations or reviews were related to
bilateral/multilateral health support. The
selection criteria have been somewhat arbi-
trary. Some were selected in consultation with
organisations that indicated which reports,
according to their judgement, provided inter-
esting information. We have also tried to
include a variety of organisations and types of
projects. It is therefore not a random sample
in strict research terms.

We registered whether the evaluators them-
selves explicitly assessed achievements and
results in relation to these categories and if so,
the justification given for the actual judge-
ment. In addition the reviewer used the infor-
mation provided in the report to judge
whether it could be used to assess achieve-
ments and results. The degree of achievement
in relation to these categories was noted and a
short justification provided.

35. Eight more are added in the database, but not
included in the analysis

Of the 132 evaluation and review reports,

e The largest number of evaluations/
reports were of Norwegian NGO projects
and programmes, i.e., 83. This must be
seen in relation to the large number of
small projects that these organisations are
involved in.

¢  We have identified some mid-term reviews
of Norwegian bilateral country pro-
grammes as well as some evaluations of
specific projects/programmes. In those
cases where Norway co-finances multi-
lateral organisations (WB, UNICEF and
UNFPA) bilaterally (bi-multi-bi), a mid-
term review report is usually prepared by
the multilateral organisation itself, and a
separate report produced by the Norwe-
gian consultants.

¢ No evaluation has been commissioned by
the MFA to assess bilateral country pro-
gramme health sector support.

Only one evaluation has been commissioned
by Norway on its own to evaluate multilateral
aid.3% Norway participated actively in the two
multi-donor studies of WHO.

¢ The MFA has commissioned two thematic
evaluations, the Special Aids Grant and
the Strategy for Children in Norwegian
Development Cooperation.

e The MFA has commissioned an evaluation
of the function of the IPPF at the country
level, which has still to be completed.

e In addition, the list of the evaluations
includes available reports from UNFPA
(10) and UNICEF (13), as well as the
World Bank (12).

36. Evaluation Report 2.88. Evaluation of the Norwegian
Multi-Bilateral Programme under UNFPA
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5.2 Findings

General Overview

The database established a systemisation of
the information on the evaluation and project
review reports. Annex 3 includes tables that
provide information about:
Organisation, country of intervention, title
and date of the reports.
Evaluation characteristics; purpose, focus
and timing, and who initiated the evalu-
ation/review.
Evaluation of team characteristics.

A summary of the findings from the analysis
of this information is presented below.

When are evaluations done during the life of a
project?

The definition of type of evaluation is some-
what arbitrary as we have used the term used
by the authors and not made a strict distinc-
tion between the terms. Most of the reports
are actually reviews as they are implemented
during the life of the project or programme.
Only 15 are defined®” as evaluations at the
completion of a project. Only two are defined
as ex-post evaluations.

What are the most common purposes and focus
of the evaluations?

We have used the following categories to
define focus of the evaluations: Issues related
to (i) policy and strategy; (ii) administration
and organisation; (iii) finances; (iv) sustain-
ability; and (v) various combinations of these.

Most frequently the evaluations have com-
bined the focus (34) of these issues in various
ways. However, if the evaluation had one spe-
cific focus this was most often on policy/stra-
tegic issues (20) and technical issues (26).
Very few of the evaluations focused specifi-
cally on financial (3) or administrative and
organisational (4) issues. The purpose of the
evaluation is commonly expressed in general
terms. However, some do state that the pur-
pose is to assess effectiveness, impact, and
achievements.

37. Either at end of planned project period/phase or at
proper completion.

Evaluation method?

Nearly all the evaluations made use of conven-
tional evaluation methods. Only six of the
evaluations used what we could call participa-
tory approaches (and not even six if we apply
a very strict definition of the term). We have
not systematically assessed the quality of the
evaluation methods applied. The impression
gained through the whole exercise and espe-
cially through the in-depth assessment is,
however, that many of the evaluations and
reviews do not follow a specific format for
evaluation and the quality seems to suffer
from lack of consistency and proper analysis of
information. It is therefore difficult to evaluate
results in terms of effectiveness, relevance
etc. This is particularly true of the NGO
evaluations. Evaluations of integrated projects
naturally tend to assess the particular sectors
in a more superficial way than in focused
health projects.

Who initiates and implements the evaluations?
The Norwegian implementing organisation is
most frequently the initiator of an evaluation
mission. The local implementing organisation
does this to a much lesser extent. However, it
is becoming more and more common to have
joint reviews. If we understand the UN organi-
sations as funding agencies, these do very fre-
quently take the initiative to review and
evaluate a project and programme as well.

Most of the teams that evaluate Norwegian-
funded or implemented projects and pro-
grammes are composed of both national and
Norwegian team members. In half of the
cases, the team leader is Norwegian, in the
other half, from the particular country where
the evaluation/review takes place. Not only is
the international representation in evaluations
of “Norwegian projects” relatively low, but
also the use of “internal people” is striking.
There are some few organisations (e.g. Redd
Barna) that tend to wuse international
consultants more often than others. The UN
organisations seem to use very few local
consultants.?®

38. Caution: the sample is limited
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In some NGOs (e.g. NCA) most of the evalua-
tions are initiated and implemented by the
implementing partner.

Most of the NGO evaluation reports are writ-
ten in English or French. Reports from evalua-
tion missions in South America are usually
written in Norwegian. Reports from review
missions and evaluations of country pro-
gramme projects are usually written in Nor-
wegian. These reports are mostly
complementary to an aide memoir or review
written by a multilateral organisation, but
there are some that do not have a “counter-
part” report in English.

In-depth Assessment

What do the reports tell us about results of the
cooperation?

e Norwegian general development coopera-
tion policies incl. target group

Among the NGO reports reviewed, only a few
explicitly stated whether the project was in
line with Norwegian development cooperation
policies and whether the project interventions
had achieved results that would contribute to
the goals of Norwegian development coopera-
tion. However, the reviewer’s® assessment of
the sample indicates that the project and pro-
gramme portfolio is in agreement with
general policies of Norwegian development
cooperation.

Reports related to Norwegian country pro-
grammes, however, are much more explicit
regarding this.

e Norwegian policies related to health
development support

Also in this area, the reports do not discuss
explicitly whether the project is consistent
with Norwegian policies related to health
development support and whether project
interventions had achieved results that would
contribute to the goals for health support.
According to the reviewer’s assessment, most

39. The reviewer is the person that in this exercise read
the actual report.

of the projects in this limited sample did in
one way or another adhere to the policies
stated in terms of areas of interventions
(PHC, MCH etc). It is however, impossible to
establish the contribution of project interven-
tions to overall goals, as the information
needed to judge this comprehensively is
limited in the reports. Some few projects
were, however, not mainstream interventions
in terms of policies and priorities.

o Effectiveness

Generally, the reports did address the effec-
tiveness (degree of achievement in relation to
stated objectives) of interventions. The NGO
interventions were most commonly judged to
be modest in terms of effectiveness, however,
two were marginally effective and two highly
effective. The reviewer’s opinion in most
cases coincided with the evaluator’s conclu-
sions. However, lack of measurable targets
and indicators in many of the projects
reported on, limit the possibility of assessing
effectiveness in a proper way.

The reports in relation to bilateral country
programmes are much more explicit when
addressing this issue. The information base
for judging effectiveness is also much better.
Objectives have been stated more explicitly as
well as targets and indicators. The same is
true of a multilateral organisation such as the
World Bank. The achievements are, however,
not necessarily better.

e (Cost-effectiveness

Two-thirds of the reports do in some way or
another assess cost-effectiveness and the
achievements are judged to be modest or mar-
ginal except in one of the projects, which is
judged to be good.

The judgement is, however, usually based on
an appraisal of general information without
any proper analysis in economic terms. The
exception is the World Bank where economic
analysis is more frequent, but not as thorough
as expected.
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to the level of activity”

ment made”

“It looks as if a lot of resources are invested in the clinic compared

“Resources not fully utilised - too few patients”
“Results achieved do not reasonably equate with the level of invest-

e Relevance

Three-fourths of the reports discuss relevance
of intervention. In more cases than not, rele-
vance is judged to be high (10/17), the rest to
be moderate. However, the evaluators tend to
judge relevance higher than the reviewer

does. In half of the cases that the evaluators
considered highly relevant, the reviewer
judged them as moderate.

The following box reproduces some of the
statements that have been used to judge inter-
ventions as moderately relevant:

urgent need”

proves irrelevantly located)”

“The number of patients could be higher — one could question if physiotherapists is the most

“When the project was initiated ... there were not enough key personnel. However, the situa-
tion has now changed, and one could question the relevance of providing Norwegian staff
which is also much more expensive than national staff’

“The project is relevant in terms of need, but not in terms of demand”

“(The organisation) ... does not have the distinctive competence to effectively play the role of a
“market leader” in terms of promoting long term development”

“No collaboration with local authorities or beneficiaries in site collection of health units (which

5.3 Other Bilateral and Multilateral
Organisations

Monitoring Systems

Given the increased attention to the effective-
ness of development cooperation, many bi-
lateral and multilateral organisations are in

the process of introducing (UN) or have
recently (DFID) introduced different systems
for results-oriented monitoring and evaluation
systems.

Some examples of monitoring systems:

In 1995 DFID introduced HAPAE (Health and Population Aid Effectiveness Project) as a pilot
project. HAPAE includes a Portfolio Performance Monitoring format to summarise the measure-
ment of progress against outputs given in a log frame, enabling aggregation of results compared
with thematic strategies and goals. This is now used as a model for an office-wide system, PRISM.

The World Bank has introduced a more comprehensive assessment of The Bank’s effective-
ness, the Annual review of Development Effectiveness (ARDE). This establishes three catego-
ries of explanatory variables; country context, borrower performance, and Bank performance.

A standard part of CIDA's performance assessment includesinternal audits, evaluations, and thematic
performance reviews. A Framework of Results and Key Success Factors is used to assess results. It
has in place an extensive system to assess results and progress of project activities. The Annual Per-
formance Report reports on levels of achievements under all of its six programming priorities of
which one is Basic Human Needs.
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Evaluation

All the organisations visited have an
independent evaluation department. The
World Bank has the Operations, Evaluations
Department (OED), UNFPA the Office of
Oversight and Evaluation (OOE), and
UNICEF the Office of Evaluation, Policy and
Planning. All these report directly to the
Director.

Many countries and agencies are now plan-
ning to or have already implemented compre-
hensive evaluations of the achievements of
health sector development aid linking strate-
gic and sector policies.

In the following we have given a brief over-
view of evaluations and reviews conducted by
some selected multilateral and bilateral agen-
cies. Some results and issues considered to be
especially interesting in the process of
developing an evaluation plan, have been
highlighted.

World Bank

The only proper evaluation of the WB HNP
portfolio before 1997 is the OED’s study of the
Bank’s population work based on an analysis
of its experience in eight countries.*’

In 1997, the OED took on the major task of
revealing the result of the increase in lending
in the HNP portfolio. It started out by review-
ing the literature on approaches to the evalua-
tion of health programmes and policies.*! The
review concluded that while there has been

40. OED: Population and the World Bank. Implications
from eight case studies.

major progress in the development of
methods for the economic appraisal of invest-
ments in the sector, there is a major gap in the
understanding of how to measure the effective-
ness of health care systems in other terms. The
paper develops a concept and frame to be
used in a comprehensive assessment of the
Bank’s development effectiveness in the HNP
sector. The assessment consists of a cross-
country analysis of the Bank lending portfolio
in HNP as well as Country Sector Impact
studies where both lending and non-lending
activities are included.

The cross-country study for assessing the
Bank’s development effectiveness in the HNP
sector included a review of the performance of
the HNP portfolio, analysing the OED data-
base on HNP project outcomes and of findings
in completion and audit reports (53 projects).
It also reviews indicators of performance in the
active portfolio based on findings in the recent
Annual Review of Portfolio Performance
(ARPP) and Quality Assurance Group (QAG).
The Country Sector Impact studies include
studies in four countries selected for different
reasons: Brazil, Mali, Zimbabwe and India.
The organisation is currently implementing
major reforms of which some are based on the
issues raised in these studies.

Two of the projects funded by Norwegian
Trust Funds have been evaluated, Better
Health for Africa and APAC. We have only
received the first one.

41. Stout. S. et al.: Evaluating Health Projects — Lessons
from the Literature World Bank Discussion Paper
No 356.
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Snapshots of the results of the HNP from the OED 1998 reports

The cross-country study reveals the many challenges of the HNP portfolio; 60 per cent of com-
pleted HNP projects are evaluated as satisfactory which is low relative to other social sector
projects (79 per cent). Most HNP projects achieve their physical objectives, but only 21 per cent
of completed HNP projects made substantial contributions to institutional development and
policy change in sector. There is little sign of success in matching project design to institutional
capabilities or of building consensus among key stakeholders on how to apply the best
“practice” due to little use of institutional analysis and relatively low scores for “quality at entry”.
Need for a smaller scale “learning process” given the complex features of the health sector.

Lessons learned in terms of measuring outcomes:

If the ultimate objective of the work of the HNP is to improve health outcomes
(through, among other steps, reforming the role of the government in the sector) then
the Bank should take steps to improve its own and borrower capacity to measure the
extent to which these objectives are achieved.

Finding ways to link the management of the sector to the achievement of results is a
key challenge for the Bank and its partners.

The country case (Brazil, Mali, Zimbabwe) studies of Bank operation point out some important

COMMOon issues:

e The projects have in general targeted important and relevant concerns — (epidemiological
profile and health sector needs),

¢ The projects have not taken the complexity of political and institutional environment ade-
quately into consideration when planning and implementing reforms (e.g. pharmaceutical
sector, health financial reforms, decentralisation etc.).

e Generally weak link between World Bank macroeconomic policy dialogue, fiscal reforms
(SAP) and health sector investments; SAP inattention to social sector contributed to a
decline in government health financing. A civil service reduction of targets depleted the
basic health staff and senior health policy positions with negative repercussions on the
health sector. (Mali and Zimbabwe.)

Programmes with narrow and specific objectives such as malaria control in Brazil and Family
Planning in Zimbabwe have had measurable positive impact on disease incidence, contraceptive
use and fertility rates.

Mixed results:

In the case of Brazil there is no evidence of enhanced health system performance, economic
efficiency or improvements in consumer satisfaction. In Mali, the Bank intervention has con-
tributed to capacity building for planning and managing health projects and services and
“learning by doing”.

UNFPA

The OOE implements Policy application
reviews, thematic evaluations and ad hoc inde-
pendent evaluation of major projects and pro-
grammes. An analysis of mid-term reviews is
done once a year.

OOE-thematic evaluations done during the

last years cover:

i) Strategic issues (TBA Training, Women
and Micro Enterprises),

ii) Technical programme-related issues
(Quality of Family Planning Services),
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iii) Target group approaches (Adolescent
Reproductive Health),

iv) Organisational issues (Technical Support
System [TSS] and Execution Modalities).

It is important to note that as UNFPA is a
decentralised organisation, an evaluation of
programmes and projects at the country level
is the responsibility of the country offices in
collaboration with the Country Support
Teams. The weakness is that no systems are
established for the synthesis and application
of the results of these evaluations. The new
approach to evaluating country programmes
is considered to be an opportunity to address
current weaknesses in country programme
evaluations. We do not know of any multi-
donor comprehensive study of UNFPA opera-
tions at the country level such as those that
have been done of UNICEF and WHO
country operations. The Norwegian MDC
commissioned an evaluation in 1988 to assess
the Norwegian Multi-bilateral Programme
under UNFPA in the period before 1988.

UNICEF

The Office for Evaluation, Policy and Planning
engages in a wide-range of activities. We were
given some examples of thematic studies and
evaluations that the office has commissioned
lately that focus mainly on strategic pro-
gramme approaches (CDD, immunisation,
growth monitoring).

UNICEF has developed an Evaluation Data-
base where information about all evaluations,
studies and reviews at the country level are
entered. It is frequently up-dated. The last ver-
sion from 1997 includes a list of more than
7000 reports from 1987. Of these 7000 more
than 4000 cover issues related to health.

An independent multi-donor evaluation of
UNICEF operations that included six study
countries and a synthesis report was commis-
sioned in 1992. The findings were taken into
consideration when the Health Strategy was
developed in 1995.

UNICEF multi-donor evaluation —

The theme running through findings and recommendations

UNICEF and its sponsors need to make more explicit strategic and operational
choices at a global, regional and country programme level

by selecting the appropriate mixture of the three intervention models

Meeting Basic Needs through Service Delivery,

Strengthening National Programmes for Children though Capacity Building,

Guaranteeing the Rights of Children and Women though Empowerment.

The strategic choice from a management and governance perspective is to adopt an organisa-

tional identity which can effectively encompass the operational and specialised elements of its

mandate as well as the human rights element. The three intervention models require different

strategic choices in external cooperation.

It was found that UNICEF at the time of the evaluation:

e has placed increasing emphasis on support to public service delivery, aimed at rapid
achievement of global goals, UCI

e has not emphasised capacity-building for sustained programme delivery, with focus on
systems development in government, but has concentrated on implementation support to
UNICEF programme operations.

e has given more attention to advocacy and alliance-building than to direct empowerment of
children and women to address and solve their own problems.
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DFID

The Evaluation Department is currently final-
ising an evaluation of the effectiveness of
ODA/DFID support for health policy and sys-
tems development based on three ex-post
evaluations, the HAPAE database and, for
ongoing projects, output to purpose reviews.
The focus is on the effectiveness of the sup-

port to health policy and systems develop-
ment in improving access to health services,
and promoting change in health sector poli-
cies as well as identifying lessons learned over
the past ten years which may be of value to
future DFID work in the sector. In the follow-
ing box, we have explored issues of particu-
larly interest for evaluation methodology.

Highlights from the draft evaluation report on support for health policy and systems
development (HPSD) 1988-1998

Results in brief:

Using PCR and OPR ratings for the achievement of the project’s purpose (rather than goal) and
its evaluation score, around 40 per cent of projects by number were judged successful and 25 per
cent by value. Even taking into account the methodological problems of comparing scores
across countries, health policy and systems development projects are considerably less success-
ful than others in the field, pointing out problems in design and evaluation. Some factors influ-
encing success are highlighted. Lasting improvements in people’s health requires work on
several fronts; direct investment in health outcomes; work on policies and systems; and strength-
ening demand. DFID does not always get the balance right. DFID is missing opportunities to
support health policy and systems in some important technical areas. Support to HRD policies
has had a notable lack of success. HPSD research has had limited impact on national policies.

Issues of interest for evaluation methodology:

e Jtis difficult to demonstrate convincing causal linkages between DFID’s work on health poli-
cies and systems development and health outcomes. Firstly the purpose and goals are
stated at very different levels. Lower-level statements of purposes are more likely to be
more precise. There are few instances where the impact on health can actually be demon-
strated by changes in key indicators at the goal level. Clear indicators and targets have not
been defined, and evaluation has to rely on changes in national statistics.

¢ Health outcomes are more easily assessed if the project is concerned with specific target groups
in the population, a specific health problem or operates in a limited geographical area. Work on
health policy and systems is usually concerned with the sector as a whole. If the purpose aims
for a significantly higher level of achievement than the sum of the outputs, this will contribute to
the difficulty of carrying out convincing or comparable OPRs or ex-post evaluations.

e Attributing changes in health outcomes — at a national rather than a local level - to an indi-
vidual donor’s input will always be difficult.

e There is little gained by trying to assess whether work on health policy and systems develop-
ment is a more effective way of improving people’s health than other forms of intervention.

¢ The interest in moving away from discrete projects towards sector-wide ways of thinking has
implications for evaluation in the future. It would suggest that it is more useful to look at work
in the health and population sector in a particular country than trying to assess impact of par-
ticular technical strategies across a range of different countries. Evaluating the impact of all
health in collaboration with national and other partners, may reveal more useful lessons.

e HPD database is helpful in answering questions of what is done, but it says less about how
and why.
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DANIDA

DANIDA has during the period 1988-1997
implemented nine evaluations: seven country-
specific evaluations, and two global. The
organisation is currently carrying out a com-
prehensive evaluation of Danish Bilateral
Assistance to Health during the period 1988-
1997 including support to health research and
support through non-governmental organisa-
tions. The emphasis will be on the lessons
learned and special attention will be given to
the transition from a project approach to a sec-
tor programme approach. The evaluation has
a retrospective, ex-post and future directed,
ex-ante perspective and will present an over-
view of the results of Danish bilateral
assistance to health. The evaluation will
comprise the following five clusters;

i) Overview of DANIDA-supported Health
Activities

ii) Policy and Strategy Development

iii) Institutional Framework - Channelling,
Implementation and Performance

iv) Targeting, Achievements and Perceived
Impact

v) Sustainability and Cost Effectiveness

5.4 Development Outputfrom Evaluations
and Reviews

Result of disease control interventions and sup-
port to reproductive health as priority areas?
The evaluation of the Special AIDS Grant
(SAG) provides first and foremost information
about the usefulness of the Grant to promote
AIDS interventions and assesses the rele-
vance of the use of funds rather than the effec-
tiveness of the programmes funded. The
Tanzania country programme support for
AIDS (MUTAN) was reviewed mid-term and a
completion document (CD) exists. The CD
does not assess results in relation to objec-
tives, the mid-term review does. Several
reviews and evaluations of NGO intervention
have been implemented. No evaluation has
been commissioned after the WHO General
Programme on AIDS (GPA) was closed and
UNAIDS established.

The National TB programme in Mozambique
supported bilaterally has been monitored and
reviewed regularly. National TB programmes
supported through Norwegian NGOs — Mada-
gascar (NMS), Nicaragua, and Malawi (Nas-
jonal Foreningen for Folkehelse) — were
evaluated in 1997, the programme in Nepal
(LHL) some few years ago (1994). The MFA
support for IUATLD, which in relative terms
is significant, has not been evaluated. All the
evaluations provide information on results in
terms of disease incidence and Kkey
performance indicators such as cure rate etc.,
and systems development from a programme
point of view. There is, however, no compre-
hensive evaluation (multi-channel and multi
country) of the Norwegian support for Tuber-
culosis control synthesis that considers
results in terms of systems support from a
wider systems perspective than results in
these technical terms.

The IPPF multi-country evaluation, due
shortly, will provide information on results
and performance according to IPPF’s “Vision
2000”. These criteria are much the same as
the Norwegian priorities and strategies for
Reproductive Health. Several desk studies on
the progress of the ICPD action plan are cur-
rently underway, but these do not include
country studies. UNFPA has implemented
several thematic evaluations of strategic and
operational interest during the last few years,
the latest still to be completed on Safe Mother-
hood. However, no comprehensive evaluation
of UNFPA operation at country level has been
carried out. The latest Parliamentary Bill
states that continued support to UNFPA (and
UNICEF) is justified because of good results
at country level. No reference is provided.

Result of Norwegian support in terms of
increased access to basic health service distri-
buted justly and with acceptable quality?

Many of the reviews and evaluations of NGO-
supported projects and programmes deal with
health services in one way or another. They
tend to focus on technical issues, and now also
increasingly on sustainability. Indicators of
utilization are frequently provided. Due to
poor base-line information or lack of analysis
of available data, it is often difficult to assess
results in terms of, for instance, increased
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coverage, increased accessibility and
utilization of poor and marginalized groups —
in other words a more just distribution
(increased equity). Quality issues are seldom
addressed in reviews and evaluations, regard-
less of channel.

Result of Norwegian support to health develop-
ment through multilateral organisations?

The relatively recent multi-donor WHO study
(EBF) assessed important issues in terms of
results (relevance, cost-effectiveness, effec-
tiveness) with donor policies and priorities as
a point of departure. The follow-up study of
the function of the WHO at country level
speaks to the same issues. Reforms are cur-
rently being implemented.

The UNICEF multi-donor study is older and
influenced UNICEF’s 1995 Health Strategy
work. Many issues still remain unsolved. How-
ever, UNICEF no longer considered to be a

main channel for Norwegian support to
health.

The recent World Bank evaluations of the
organisation’s entire HNP portfolio and case
studies provide a broad basis for judging the
impact, relevance, efficiency and effectiveness
of the WB operations in general from the point
of view of the organisation itself and not the bor-
rower or co-financiers. It does, however, also
provide an opportunity for Norway to judge
the relevance of the WB as a channel for
health development support in general terms.

Result of Norwegian support to health develop-
ment through the bilateral channels, country to
country programmes and NGOs?

In spite of the many project and programme
evaluations and reviews, the 1992 evaluation
of NGOs as partners for health development
in Zambia is the only evaluation that
addresses the appropriateness of NGO opera-
tions in a national context and their sustain-
ability in a comprehensive manner.

The many evaluations and reviews imple-
mented by the Mission organisations, mem-
bers of BN, concerning sustainability should
provide a rich information base to assess this

issue in relation to this group of organisations
and to bring out critical issues.

There has not been any particular evaluation
of bilateral health support except for the regu-
lar monitoring reviews (mid-term reviews)
and some evaluations of programmes (such as
support for the TB programme in Mozam-
bique and AIDS in Tanzania).

Contribution of Norwegian health sector sup-
port to the development of sustainable health
systems (policy, reforms, national capacity-
building) and the result of technical assistance
and institutional collaboration in relation to
Norwegian support to health development
through all channels?

Institutional development*? is emphasised in
Norwegian development policy. Strengthen-
ing institutions and capacity building are con-
sidered to be strategic for achieving this and
are also part of the main strategy to focus on
“recipient responsibility”.

The NGO evaluations address sustainability at
the project level, but do not address the issue
in a national perspective. The WB evaluations
address the issues of institutional develop-
ment and support for reforms. The UNFPA
theme evaluation on modalities also addresses
the issue to some extent and so does the
UNICEF evaluation.

Since the Nordic evaluation®3 of technical
assistance, there has been a drastic decrease
in individual Norwegian experts involved in
health sector support both in relation to
bilateral country support and NGO opera-
tions. The recruitment of technical staff
through the Peace Corps system has also
ceased. Instead there has been an effort to
recruit Norwegian institutions to enter into
cooperation with similar institutions in partner
countries, to promote the use and partici-
pation of Norwegian institutions and expert
communities in multilateral aid activities as
well as to recruit individuals for international

42. A thorough discussion and clarification of the terms
institutional development, organisational develop-
ment, and systems development are provided in
Evaluation Report 5.98 and will not be repeated here.

43. Forss K. (1988): Evaluation of the Effectiveness of
Technical Assistance personnel. Danida, Finnida,
MCD/NORAD SIDA.
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organisations. No assessment has been done
of how the World Bank Norwegian Consultant
Trust Fund has been utilised in relation to
health.

The recent mid-term review of Botswana
Health Sector support provides very little
analysis of key issues in institutional coopera-
tion. The recently completed study “Develop-
ment  through  Institutions?”  gathers
experiences from institutional development
efforts and addresses the issue in a general
manner. However, it does not provide a basis
for assessing the consequences of these
policy changes specifically in relation health
sector support. The consequence of these
developments for the development of a know-
ledge base in Norway is an added concern.

There is no systemised information on the
achievements and relevance of the operations
to this aspect and no comprehensive evalua-
tions of the entire system of support to health
development in one country, which considers
all channels for Norwegian support.

5.5 Summary

The evaluation and review reports collected
through this exercise are mainly Norwegian
project evaluations, but some evaluations
implemented by multilateral and bilateral
agencies are also included. Although limited
and even arbitrary, for the purpose of this
study, they provide sufficient information
about what has been assessed and how it has
been done. Along with the analysis of policy
developments, it has provided the opportunity
to identify gaps and possible issues that may
be included in a comprehensive evaluation
exercise that may eventually provide some
answers to the question — what are the
achievements of Norwegian development
cooperation for health development.

The study demonstrates that there is an
increased interest in the effectiveness of
development cooperation and that both multi-
lateral (the World Bank) and bilateral agen-
cies (i.e. DANIDA and DFID) are now in the
midst of evaluating the impact and effective-
ness of their support to health development.

The evaluations of NGO projects are often
multipurpose and run the risk of lacking
focus. In many cases they do not follow a spe-
cific format or methodology and their quality
suffers from a lack of consistency and proper
analysis of information. This makes it difficult
to evaluate results in terms of effectiveness
and relevance.

The exercises implemented by the multilateral
and bilateral organisations highlight some
important methodological issues that should
be taken into account in designing the evalu-
ation exercise:

Both the HNP and the DFID experiences
demonstrate that it is difficult to establish
causal links between support to health poli-
cies and systems development and health out-
comes. DFID states that it is equally difficult
to attribute changes in health outcomes to an
individual donor’s input. The Danish Techni-
cal proposal for the evaluation of Bilateral
Assistance does not consider this fact, neither
does the WB exercise. Health outcomes are,
of course, more easily assessed if the project
is concerned with a specific target group, a
specific health problem, or operates in a
limited geographical area.

The trend towards moving away from discrete
projects towards sector-wide ways of thinking
has implications for evaluation in the future. It
might be more useful to look at particular
countries’ work in the health and population
sector rather than to try to assess the impact
of particular technical strategies across a
range of dissimilar countries. Evaluating the
impact of all health support in collaboration
with national and other partners may reveal
more useful lessons than only focusing on a
separate country’s contribution.

The study has identified the following issues
that should be considered for inclusion in an
evaluation plan:

e Tuberculosis Control Programmes as a
tracer to assess the results of Disease
Control strategies (health outcome, insti-
tutional development — national capacity-
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building, organisational development and
systems development, sustainability)

Basic health services — quality issues
including access and equity

Support through multilateral organisa-
tions: Norwegian influence and effect on
policies, priorities, strategies and mode of
operation (including the use of Norwegian
expertise)

UNFPA operations at the country level —
from population control and family plan-
ning to reproductive health and rights —
piecemeal or reality? Contribution to
national capacity-building?

Development of sustainable health sys-
tems — consequence of changes in policies
for technical cooperation

NGOs as a channel for health develop-
ment cooperation (strengthening civil
society/national capacity-building, role,
comparative advantage)

Bilateral health development cooperation;
relevance of decreased importance? Com-
plementary effect of Norwegian support to
health development at country level
through all channels



83

References

Caritas. Caritas Norges Handlingsplan 1997-
2001

NORAD. Annual Reports 1990-1997

NORAD. Strategies for bilateral development
cooperation — part II, basic principles, 1992

Norwegian Church Aid. Global Long Term
Plan. Approved by the Board 18 April 1997

Norwegian MFA. Stmeld. nr.16 (1990-91)
Om Norges samarbeid med utviklingslandene
i 1989

Norwegian MFA. St.meld. nr.49 (1990-91).
Om Norges samarbeid med utviklingslandene
1990

Norwegian MFA. St.meld. nr.8 (1994-95). Om
samarbeidet mellom Noreg og utviklingslanda
11993

Norwegian MFA. St.meld. nr.9 (1993-94). Om
Norges samarbeid med utviklingslandene i
1992

Norwegian MFA. Strategi for styrking av fors-
kning og heyere utdanning i tilknytning til
Norges forhold til utviklingslandene. 1998

NOU. Norsk ser-politikk for en verden i end-
ring. Rapport fra Nord-Ser/Bistandskommi-
sjonen, 1995: 5

SAIH. SAIHs Prosjektprofil. Vedtatt pA SAIHs
Arsmete 1996

UNFPA. A Revised Approach for the Alloca-
tion of UNFPA Resources to Country Pro-
grammes. DP/FPA/1996/15, 5 February
1996

UNFPA. Programme Priorities and Future
Directions of UNFPA in Light of the Internati-
onal Conference on Population and Develop-
ment.DP/1995/25/Corr.1, 17 May 1995

UNICEE Headquarters Programme
Instructions. CF/PD/PR0O/98-003, 30 April
1998

UNICEF. Health by all. Challenges for UNI-
CEEFE By Dr. Carl E. Taylor. 2 November 1998

UNICEFE. Health Strategy for UNICEFE. E/
ICEF/1995/11/Rev.1, 13 July 1995

UNICEF. Implementation of UNICEF s Health
Strategy. (Oral presentation to UNICEF Exe-
cutive Board), 3 June 1998

UNICEF. Implementation Plan of the Health
Strategy for UNICEFE. E/ICEF/1997/3, 11
November 1996

World Bank. Health Sector Policy Paper,
February 1980

World Bank. Sector Strategy. Health, Nutri-
tion & Population. The Human Development
Network 1997



84

REFERENCES




85

Annex 1 Parliamentary Bills 1988-1997

1988-1990:

The Bills do not provide much information
and the issues highlighted seem to reflect the
Disarmament and Development Conference
focusing on Humanitarian Aid.

1991-1994

The Bills are more elaborated:

General: Basic needs — development of health

services is an effective tool to combat poverty

e AIDS intervention by supporting WHO,
international, Norwegian and local NGOs.

e Focus on prevention by mapping of the
epidemic, information, home-based care,
and interventions for orphans - increased
support in 1992. In 1994 it is said that mul-
tilateral organisations working with AIDS
could receive increased financial support.

e Bilateral aid: Family planning, health,
interventions directed towards mothers
and children.

e NGO sector should be subject to the same
criteria and quality requirements as the
development aid in general.

e Multibilateral funds increased for areas
that are high Norwegian priorities; among
other things for health and family plan-
ning — poor countries esp. Africa (eastern
and southern Africa). It states somewhere
that supporting projects through multi-
bilateral funds secures bilateral control.

e UNICEF interventions to decrease child
mortality, strengthen MCH services and
PHC and nutrition.

e In 1992 decreased number of projects, but
same areas of priority. UNICEF should
give priority to capacity building and inte-
grate FP and AIDS.

e UNFPA Intervention in Family Planning,
MCH services, information, census. Sup-
ports projects that coincide with Norwe-
gian priorities. Focus on increasing

national capacity and integration of FP in
PHC. From 1993 phasing out multibilateral
support. Support to preparation and imple-
mentation of ICPD.

e WHO Drug policy and AIDS and support
to Research on HRH and TDR. Through
the period Norway focuses on WHO sup-
port to countries and to further develop-
ment of PHC and for programmes
targeted at child health. In 1994 there is a
reduction in the voluntary contribution.
(Research contribution up?)

e JPPF Service interventions for women,
strengthening men’s responsibility and
support for youth and AIDS. After 1993
Norway points out the need to integrate its
activities into national plans.

e JUATLD: Increased importance in AIDS
control. Norway has been the main con-
tributor and others should come in. There-
fore, decreased support from 1992.

e Multilateral: World Bank should espe-
cially focus on interventions to counter-
balance negative social consequences of
structural adjustment.

1995-1997

General: As a consequence of the recommen-
dations from ICDP, Social Summit and Women
Conference, the budget following 1996 puts
more emphasis on social sector defined as
health, education, water and increased sup-
port to health, family planning, women and
children. Interventions to strengthen district
health systems and services will be given
priority though all channels.

e AIDS: high profile both through bilateral
and multilateral channels. Continued
focus on AIDS prevention and to integrate
intervention into long-term development
aid. The support to WHO is discontinued
when GPA is closed and UNAIDS estab-
lished.
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Bilateral aid: The AIDS issue should
increasingly be taken into consideration
when programmes and projects are
developed and planned. Result indicators
are included for the bilateral aid. As of
1996, the bilateral aid should be shaped
towards social sectors and support inter-
ventions to reduce population related
problems (connected to environment).

Multibilateral:

e UNICEF Continued priority as previous
period, added support to Guinea worm
eradication. The focus on capacity-
building is now also directed towards
district health systems. From 1997 Nor-
way is a member of the board. It should
point out the need for UNICEF to inte-
grate its activities into national systems.

e WHO Focus on integrated PHC and on
control of child diseases.

Multilateral support will be maintained at
a high level. Especially to organisations
working within Norwegian priority areas.
Increased earmarked funds to social sec-
tor including health.

UNFPA should give greater priority to
Africa and Norway will contribute to
UNFPA follow-up of ICPD and the opera-
tionalisation of the new programme priori-
ties after ICPD. Norway will make sure
that especially poor countries in Africa will
benefit from UNFPA new strategy.

e The support through the development
banks should contribute to the fact that
the countries given priority by Norway
benefit. Norway will influence the Bank to
increase lending in the social sectors not
only in quantitative terms, but also qualita-
tive.

e JPPF is considered an important player in
following-up ICPD. Norway points out that
there is a need for institutional develop-
ment and training in weak family planning
organisations.

e JUATLD support is increased in the period

(1996/97)  because TB prevalence
increases as a consequence of the AIDS
epidemic.

Specific issues from 1999: Continued and
increased support to social sector. The propor-
tion for health should within the year 2000
reach 10 per cent of total development co-
operation. In 1999 more support to combat
HIV/AIDS, malaria and tuberculosis. The con-
centration is not only on AIDS prevention, but
on the socio-economic consequences of the
epidemic has gained increasing recognition.
Continued support to UNICEF and UNFPA
justified through “good results at country
level”. In relation to WHO and the World
Bank, not only the strengthening of PHC is
mentioned, but also health systems support is
mentioned for the first time.
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Annex 2 Country Profiles
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