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Executive summary

The international health agenda is failing to
mobilise the required response to critical causes
of child deaths. This paper assesses how and
why the international aid system is overlooking
diarrhoea, the second biggest killer of under-
fives after Acute Respiratory Infections.

Poor sanitation is a major cause of diarrhoea,
yet remains seriously neglected, attracting low
priority from donor governments and developing
country governments alike. The World Health
Organization estimates that 28% of under-

five deaths are attributable to poor sanitation
and unsafe water. The neglect of these
environmental determinants of child health

is having a profound effect.

The recent and positive focus on ‘health systems
strengthening’ has been largely confined to
addressing the challenges that exist in the
delivery of health services. To meet MDG 4,
however, the agenda must now go further.

Long-standing commitments made by the
health community must be met. These include
the Declaration of Alma-Ata which underlined
the importance of primary health care, of which
sanitation and safe water is one of the eight
key elements.

Until all determinants of child health

are adequately addressed, particularly
environmental determinants such as sanitation
and water, MDG 4 will remain beyond our reach.

Developing country governments and donors
should adhere to these general principles:

1. In health planning, the under-five disease
burden and all its determinants should be
comprehensively addressed.

2. In health policy, strengthening health systems
should continue to be a priority, but sufficient
focus should also be given to the wider
determinants of poor health, particularly
poor sanitation.

Three concrete steps must urgently be taken:

1. All national health plans should confirm clear
links between country health information
systems, particularly disease prevalence data,
and the process of planning and budgeting.

2. All countries should have a mechanism
for inter-ministry coordination on reducing
child mortality, with a joint agenda to deliver
relevant strategies.

3. All national health plans should contain
an adequate and costed strategy for
environmental health.
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Introduction

In research for this paper, financial allocations were taken as a proxy for political
priority and it is argued that, in spite of disease burden data, diarrhoeal diseases
are failing to mobilise the required political and financial response. It must be
made clear that this paper considers the neglect of diarrhoea as a symptom of
a wider problem: the failure of the aid system to respond to evidence.

A new consensus on tackling child mortality
must seek to identify national priorities and
appropriate national responses. This would
prevent the neglect of major killers like diarrhoea.

This paper assesses the problem at the global
level, and uses a case study from Zambia to do
the same at the national level. Two broad points
are made throughout:

e First, the aid system needs to respond better
to the disease burden by targeting resources
at where that burden is greatest, including

Definitions of sanitation diarrhoea caused by poor sanitation.

and environmental health ¢ Second, tackling MDG 4 requires

comprehensive strengthening of health
systems to address sanitation and other
environmental determinants of child
health. (see box 1)

Sanitation is the collection,
transport, treatment and disposal or
reuse of human excreta, domestic
wastewater and solid waste, and
associated hygiene promotion.:

Addressing these will require strong cross-
sectoral working and joint analysis of data
between relevant ministries. Crucially, it must
be followed by joint action.

Environmental health addresses
all the physical, chemical, and
biological factors external to a
person, and all the related factors
impacting behaviours.? Diarrhoea
caused by unsafe water and poor
sanitation is the single biggest

Our analysis does not imply that targeting
resources at tackling diarrhoeal diseases should
come at the expense of vital investments in

portion of the environmental burden
of disease by a long way.3

As well as sanitation, other key
environmental determinants of
child health include unsafe water
and indoor air pollution.

tackling malaria or HIV and AIDS. Furthermore,
this is not an attempt to detract from the huge
adult morbidity and mortality burden of these

diseases, which must be addressed.
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1. The aid system and child mortality

Poor sanitation may be linked to as many as a quarter of all child
deaths through Acute Respiratory Infections (ARIs) and diarrhoea,
and yet the sanitation MDG target is even more off-track than MDG 4.
The aid system is not responding to the causes of child mortality in a

targeted or proportionate manner.

1.1 Global efforts on child mortality

A country’s under-five mortality rate is not only a
‘golden indicator’ of its development, it is also a

key driver of broader poverty reduction efforts.*

Recent approaches to tackling child mortality in

the developing world have had some success in

reducing child deaths significantly: there has
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been a 27% reduction in annual under-five
deaths since 1990.” This is due in large part to
reducing deaths from certain diseases through
targeted investments, for example in areas such
as immunisation and malaria prevention.’

However, every year 9.2 million children still die
before their fifth birthday” and the Millennium
Development Goal® which seeks to reduce child
mortality by two thirds (MDG 4) is seriously
off-track. On current rates of progress, the world is
not due to meet it until 2037; while sub-Saharan
Africa will not meet it until 2064, some 50 years
too late.” There is an emerging child health
agenda that seeks to mobilise international and
national efforts around this issue.”
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Child health is important because the first
few years of a child’s life are a window of
opportunity. Research has consistently shown
that if a child is malnourished or regularly ill
during this stage, there are consequential
negative effects on future cognitive
development, education and productivity.

This paper asserts that the aid system is not
responding to the causes of child mortality in a
targeted and proportionate manner. This uneven
response to the disease burden is undermining
efforts and investments in the health sector.
Despite an emerging child health agenda, some
critical determinants of child health, particularly
poor sanitation, remain neglected.

1.2 The causes of child mortality

Chart 1 shows the causes of child mortality
worldwide.” This paper focuses on one
of the major blindspots: diarrhoea. The two
biggest causes of under-five deaths are
diarrhoea and ARIs. Together, they account
for nearly 40% of under-five deaths.”

Both diarrhoea and ARIs are intrinsically
linked to poor sanitation in particular and
environmental health in general. Last year,
WHO reported that globally, improving water,
sanitation and hygiene (WASH) could prevent:

® 25% of the overall under-five disease burden
(morbidity and mortality).™
e 28% of under-five deaths (mortality only)."®

An assessment of the existing evidence suggests
that poor sanitation in particular may be linked
to as much as a quarter of all under-five deaths.”
And yet, the sanitation MDG target™ is even more
off-track than MDG 4; on current rates of
progress, it will not be met until the 22nd century
in Sub-Saharan Africa.”

Causes of under-five deaths globally

Injuries, 3% Other, 10%

HIV/AIDS, 3%
Measles, 4%

Malaria, 8%

Diarrhoea, 17%

Acute Respiratory
Infections, 19%

Neonatal causes, 37%
Tetanus, 3%
Diarrhoea, 3%
Congenital, 7%

Other, 9%

Asphyxia, 23%

Infections, 25%

Pre-term, 31%
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1.3 How does sanitation affect health? number of DALYs attributable to malaria is 34 million,
and to HIV and AIDS is 59 million.”
In assessing the level of financing for sanitation,

this research has only taken account of the This paper considers progress on MDG 4, and
associated diarrhoeal disease burden. The likely therefore focuses primarily on mortality. But, as
health impacts of sanitation interventions exceed with all diseases, the costs of the associated
diarrhoea alone, as table 1 shows. morbidity of diarrhoea are arguably just as

important. Some of the associated costs have
The table includes figures from WHO showing the been estimated to include:
portion of the overall burden of disease that is
attributable to each factor, for both children and ¢ The avoidable costs of treating the sick, which
adults. The standard unit for measuring and equate to about 12% of public health spending
comparing burden of disease is the disability- in Sub-Saharan Africa.”
adjusted life year (DALY). This is a time-based ¢ The 443 million school days lost each year due to
measure that combines years of life lost due to WASH-related diseases.”
premature mortality and years of productive life lost e The significant negative effects that soil-
due to time lived in states of less than full health. transmitted helminths (ie worms) have been
When assessing the impact of sanitation across shown to have on learning and cognitive
these four areas, it is worth considering that the total development among children.”

Total disease- 24

Table 1: The health impacts of sanitation interventions atitr?gﬁ?gb;eglr)cﬁll_;z

A systematic review of studies estimated that the safe

disposal of excreta can reduce diarrhoea by 36%.” 73 million
Another review found that hand washing with soap

can reduce diarrhoea by 45%.°

Diarrhoea

A systematic review of studies estimated that hand washing
Acute with soap reduced the incidence of respiratory infections by
Respiratory a mean of 23%.” Of these studies, however, the only one 95 million
Infections conducted in a developing country found that hand washing

with soap brought about a 50% reduction.*®

Malnutrition has been estimated as an underlying cause in
between 35% and 53% of all child deaths globally.” Over
Malnutrition  half of this malnutrition-associated mortality is attributable 39 million

to diarrhoea and nematode infections caused by poor
sanitation.’* Malnutrition is also a factor in stunted growth.

Neglected Tropical Diseases such as trachoma,
Neglected schistosomiasis and nematode infections are all
Tropical intrinsically linked to sanitation, as they are transmitted 19 million
Diseases by faecal contamination and poor hygiene. These

diseases affect over one billion people.”
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2. Overlooking the second biggest killer of children
This section shows how the international aid system is overlooking one

of the biggest killers of children: diarrhoea. This neglect highlights systemic
weaknesses in the international response to child mortality.

2.1 At the global level, aid for child health does
not reflect the disease burden

The relative neglect of sanitation
in global health financing

Diarrhoea, malaria and HIV and AIDS are three of
the biggest child killers. Chart 2 compares child
deaths from each disease® alongside total aid
allocations® to each disease, based on an
analysis of aid to all sectors.

This chart shows how financing for the diseases
that kill children currently bears little relation to .

the number of child deaths caused by those o
diseases. When adult deaths are taken into HIADS S itaria 2%2353
account, allocations to HIV and AIDS and Under-s deaths

malaria seem balanced, whereas diarrhoea
receives significantly less. If aid was allocated
on a more rational basis, these allocations
would be more balanced, and would better
reflect the mortality burden.** In summary,

Millions of deaths in 2004
Total aid 2004-6 (USD billions)

i__i Deaths in other age groups
. Total aid to that disease over 2004-6

chart 2 raises serious questions about whether This paper acknowledges the difficulty in
diarrhoea is receiving adequate priority, given linking levels of aid and particular interventions
its huge impact on MDG 4. using the Creditor Reporting System (CRS) on

the OECD DAC database. It is reasonable to
assume that not all investments for these
diseases have been captured. However, given
available data on the CRS database, these are
the best estimates attainable.

The conclusion that diarrhoea is neglected does
not imply that resources targeted at tackling it
should come at the expense of vital investments
in tackling malaria or HIV and AIDS.Furthermore,
this is not an attempt to detract from the huge
adult morbidity and mortality burden of these
diseases, which must be addressed. Rather, this
paper questions how and why the international
aid system is overlooking one of the biggest
killers of children.

WaterAid/Jane Scobie
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2.2 In Zambia, aid for child health does not reflect the disease burden

As this information from Zambia shows, the Chart 3 shows the breakdown of causes of
imbalance in global aggregates of aid under-five mortality in Zambia, which differs
allocations is reflected in national contexts. somewhat from the global average.

o;-1i5c) Causes of under-five deaths in Zambia Measles, 1%
Injuries, 1%
HIV/AIDS, 16% Neonatal causes, 23%

Tetanus, 3%
Diarrhoea, 3%

Diarrhoea, 18% Congenital, 7%
Other, 7%

Pre-term, 25%

Other, 0.1%

Asphyxia, 25%

Malaria, 19%

Infections, 31%

Acute Respiratory
Infections, 22%

Chart 4 compares under-five deaths from each
disease alongside total aid allocations.3*In a

similar way as was done with international aid, it The relative neglect of sanitation
compares aid investments at the national level in health financing in Zambia

to the national mortality burden. Again, aid
allocations would be more balanced, and would
better reflect the mortality burden, if financing
were allocated on a more rational basis.

HIV/AIDS Malaria Diarrhoea
(Sanitation)

Total aid 2004-6 (USD millions)

N~
o
o
N
£
(%2}
=
=]
©
(<)
©
u—
o
wn
el
=
(4]
%]
=
=]
£
=

Under-5 deaths
i Deaths in other age groups
Il Total aid to that disease over 2004-6




JdWaterAid

2.3 The narrow focus on specific diseases

Financing mechanisms that focus on individual
diseases can, in certain circumstances, distort
national health priorities. For example, in
Madagascar, less than 0.1% of the population is
infected with HIV and AIDS, and UNAIDS found
there were too few deaths to estimate,?” whereas
diarrhoeal diseases kill 14,000 children every
year.3® Nevertheless, HIV and AIDS received five
times more aid than sanitation over 2004-6.3°
Similarly, Rwanda has only 3% HIV prevalence,
but in 2005 almost 75% of donor assistance for
health was for HIV and AIDS, and only 2% for
health care services for childhood illnesses.*

........

However, it is not a matter of choosing

between one disease and another, and different
diseases are not in competition for financing.
Developing countries could be financing a range
of interventions if the 2005 G8 commitments

to increase aid volumes were met. At issue is
the ability of the aid system, and national

health sectors, to deliver resources at targets
and volumes proportionate to needs at the
national level.

When initiatives explicitly tackle specific
diseases, they often implicitly bypass an
assessment of a country’s disease burden, and
therefore risk neglecting other areas of the
burden. This paper does not call for a disease-
specific mechanism to tackle diarrhoea. Rather, it
calls for the health system to be strengthened in
such a way that no critical determinant of child
health can be neglected.
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3. The reduced effectiveness of health systems

Interventions that prevent diarrhoea, such as sanitation, are being marginalised,
despite being highly cost-effective. The consequences include the reduced
effectiveness of health systems and poor global progress on MDG4.

3.1 Not allowing health workers to prevent as
well as cure

In recent years, the health community has
increasingly focused on strengthening health
systems as a priority. This includes staffing,
information systems, and supply chains.

The G8 endorsed this approach in 2008 when
the Toyako Framework for Action on Global

History of Integrated
Management of
Childhood Illness

IMCI was first developed in the
early 1990s after research indicated
that children under-five were often
being brought into health centres
suffering from several diseases

at once. More than 8o countries
have now taken it up within their
health planning. The IMClI strategy
is, as described by UNICEF, “an
integrated approach to child health
that focuses on the well-being of
the whole child.” IMCl includes
both preventive and curative
elements that are implemented
by families and communities
as well as by health facilities.
IMCI aims to improve case
management skills of health-care
staff, overall health systems, and
community health practices.

9941

Health was agreed. WHQO’s definition of a health
system includes “efforts to influence
determinants of health as well as more direct
health-improving activities”, and refers to the
need for “inter-sectoral action by health staff”.**

Integrated Management of Childhood Illness
(IMCJ) is a health systems initiative that has
made significant progress in the field of child
health (see box 2). UNICEF notes that “key
factors in the child’s immediate environment...
are as important as medical treatment in
improving health,” and one of the 16 key family
practices promoted within IMCl is to “dispose
of faeces safely, and wash hands with soap
after defecation and before preparing meals
and feeding children.”* In principle therefore,
sanitation should be adequately addressed
within IMCI.

However, in a resource-poor context “integrated
management of childhood illness” can often
become treatment-based and dependent on
clinical interventions. The preventive health
elements of IMCI are often the most cost-effective
(see box 4). However, they can be marginalised as
over-stretched and under-resourced health
workers are faced with long queues of sick
patients outside their health centre, as shown

by the example from Zambia on p.15.

This is reinforced by a review of IMCI carried out
by WHO, which found that its “improving family
and community practices” element, which
includes sanitation, was lagging behind others,
and there was “consensus on the need to
improve the link between first-level health
facilities and the communities they serve.”#
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While the stated objectives of IMCl are around
securing health outcomes for children, and its
terms of reference acknowledge that this requires
improvement of sanitation, this is clearly failing to
mobilise an effective response. To remedy this
situation, this paper suggests that:

e Where health workers’ job descriptions
include promotion of sanitation and hygiene,
this should be given the priority it deserves.

¢ Health strategies should clarify roles and
responsibilities around sanitation promotion,
whether it is addressed within the health
sector or not.

3.2 Slower global progress on reducing
diarrhoeal diseases

There are various interventions that reduce
diarrhoeal diseases, and all have their part to
play in addressing diarrhoea and other
associated diseases in children (see box 3).

This paper focuses on sanitation because there
has been little or no progress on the sanitation
MDG target, despite its pivotal role in reducing
diarrhoeal diseases and tackling child mortality.*

Sanitation and hygiene are both essential
barriers that prevent the transmission of
disease by the faecal-oral route. Sanitation in
particular has not been given adequate
consideration by health policy makers despite
evidence of its cost-effectiveness (see box 4).
Currently, there are almost one billion people
without safe water and a staggering 2.5 billion
without adequate sanitation. Faster and more
cost-effective reductions in child mortality
would be achieved in the long-term by
promoting sanitation alongside safe drinking
water as well as expanding ORT coverage and
the other interventions listed in box 3.

Interventions to
tackle diarrhoeal
diseases in children

1. Sanitation promotion

2. Hygiene promotion

3. Water supply

4. Water treatment

5. Oral rehydration therapy (ORT)
6. Zinc tablets

7. Rotavirus vaccination

8. Breastfeeding

Cost-effectiveness
of sanitation

The World Bank finds that
sanitation promotion and hygiene
promotion are the most cost-
effective of any health
intervention, costing $11 and $3
per DALY averted respectively.4
This is nearly 100 times more
cost-effective than ORT, which
costs $1062 per DALY averted. The
main interventions against AIDS
and malaria respectively are
antiretroviral therapy ($922 per
DALY) and insecticide-treated
nets ($17 per DALY).
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Oral rehydration therapy (ORT) was instrumental in
reducing annual child diarrhoeal deaths from

4.6 million to 1.8 million between 1980 and 2000.**
Household surveys show that its use has increased
significantly in developing countries over that time,
though there is still some way to go.”

However, it would be difficult to cost-effectively
reduce diarrhoeal deaths using only ORT,
because “significant reductions in mortality ...
have already been achieved and further gains
are likely to be more expensive.”s° Universal
coverage of ORT for treating diarrhoea should
still be sought. However, ORT is a curative
intervention, and does not prevent diarrhoea and

e

the long and repeated periods of ill-health that
result from it. Furthermore, it does not prevent
the associated costs in children’s missed
education, adults’ lost productive time, stunting
of growth, or the expense of treating diarrhoea.
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4. National case study: Zambia

The lack of targeting at the global level recurs at the national level. While
Zambia has made significant reductions in child mortality over the last 10
years,” financial flows are not addressing child survival priorities adequately.
The Ministry of Health notes that “over 80% of the health conditions presented
at health institutions in Zambia are diseases related to poor environmental

99 52

sanitation”,” yet environmental health is given little priority in its budgeting.

4.1 Environmental health - key to child health

but neglected in national planning Chart 5
Environmental health has been dwindling in Environmental health is .
priority within Zambia’s Ministry of Health over neglected at the central level in

the last decade,53 and this is reflected in budget Zambia’s Ministry of Health

allocations over the last few years.>4 In theory,
this has been addressed by recognition of
environmental health as key to the National
Health Strategic Plan (NHSP) but

allocations in the 2008 budget suggest
otherwise, as chart 5 shows.

In chart 5, the orange bar shows the central
ministry budget, and the yellow bar shows the
total allocations to all the 72 districts.> It is clear
that there are massive investments in malaria
and HIV and AIDS centrally, but almost zero
support for environmental health at that level.
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Box 5 overleaf shows how Zambia had a big -
push on malaria in particular which led to these — S
high levels of financing and resulted in ARSI

health
reductions in malaria incidence. Il Atthe central level
At the district level
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Zambia’s big push
............................................................................................................................................ on malaria

The focus of this case study is the Ministry of In 2004, Zambia budgeted $9 million
Health’s role in environmental health, and the for malaria at a central level.”” By 2008
mandated role of its environmental health this figure had risen to $60 million.
technicians to promote sanitation. It therefore One reason for this big push was that

only looks at the Ministry of Health’s budget for tackling malaria was made one of the
environmental health. The Ministry of Local 12 health priorities in the five-year
Government and Housing does have a budget NHSP>® and donors rallied behind this.
for water and sanitation but as this is 91% Under-five in-patient cases of malaria

funded by donors it is taken into account fell by 29% between 2002 and 2007.%

in the aid figures in chart 4 on p.8.”°
Every year, malaria and diarrhoea kill a
similar number of children in Zambia,”
and environmental health was also
a priority area in the NHSP alongside
malaria. This priority included an
objective of reducing water-borne
diseases such as diarrhoea.® However,
as shown on p.13, donors did not rally
behind this objective with the same
energy and financing as for malaria.
Progress on diarrhoea was far less
significant than on malaria between
the demographic health surveys in
2001and 2007.”
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4.2 Environmental health technicians are not
able to do their job properly

The Ministry of Health employs environmental
health technicians (EHTs) at a health-post level,
whose key responsibility is outreach work,
including hygiene education, sanitation
promotion, and water point use. EHTs are
therefore at the frontline of diarrhoeal disease
prevention in Zambia. However, they are
unfortunately sometimes unable to fulfil their
roles, as box 6 shows.

In contrast to the Zambian situation, recent
experience in Ethiopia has shown that when
allocated sufficient resources, front-line health
workers can be best placed to drive sanitation
promotion in the community. The sanitation
strategy in Ethiopia’s Southern Nations,
Nationalities, and People’s Region has been
highly successful in achieving increases in
latrine use and coverage.® A key element of
the strategy was that sanitation was made part

of a basic community health package. Hardware

subsidies were not provided, with efforts
focused instead on promotion of sanitation to
households via employed health extension
workers supporting volunteer community
health promoters.

This paper does not set out to prescribe one-
size-fits-all solutions. There are differences in
the roles of health workers in Zambia and
Ethiopia. However, it is clear that a cadre of
front-line health workers with a mandated role
for improving environmental health can play an
instrumental role in tackling poor sanitation.

EHTs are often tied up
treating illnesses in
health centres

The comments of one EHT in a rural
area of Siavonga district are typical:
“There are staff shortages in this
health centre, and there is always

a long queue of people waiting for
treatment. | have no time to do my
outreach work in the villages.” He
estimated that he spent 70% of his
time in the health centre diagnosing
and treating patients instead.
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5. Examples of good practice

5.1 An evidence-based policy for targeting of
aid resources

National health challenges rather than global
causes need to inform the allocation of aid. When
deciding on how to target financing for reducing
child mortality, governments and donors should
consider three parameters:

1. National child mortality burden by
cause estimates.*

2. National disease prevalence data from
demographic health surveys.®

3. In-patient and out-patient statistics from national
health management information systems.

These three sources provide different yet
complementary information about the
childhood disease problems facing a country
and its various regions. There should be a
rational policy formulation process which
assesses the impact of each disease using the
above data, the available interventions, and the
cost-effectiveness of those interventions.

Successful attempts have been made to better
use this kind of disease burden data to formulate
evidence-based responses to public health
challenges. For example, several agencies have
recently worked together to develop the
Marginal Budgeting for Bottlenecks tool.®®

It works by the user choosing an input
intervention, as well as epidemiological evidence
data and the funding they have available. The
system estimates the effect that intervention
would have in terms of reduced morbidity and
mortality, and allows the policy-maker to base
their investment decisions on cost-effectiveness
data. An example of the successful use of

this tool is outlined in box 7.

Donors need to rally behind such systems and
ensure they are a part of policy-making.®®
Further donor support for the process of
analysing the disease burden is also critical.
After plans have been made, aid must be
aligned and harmonised to support national
policy, as agreed at Paris in 2005 and reaffirmed
in Accra in 2008, where a commitment was
made to a greater focus on delivering results.®

Marginal Budgeting for
Bottlenecks in Guinea

In Guinea in 2000, 50% of families
owned a mosquito net, 25% of
pregnant women slept under a net,
but only 5% of individuals slept
under a recently treated mosquito
net. This bottleneck was addressed
through the free treatment of

all existing nets, combined with
subsidised distribution of new
treated nets, to pregnant women
who were utilising antenatal care
and had completely immunised
their children. By 2004, this
integrated approach had increased
the coverage of insecticide-treated
nets by 40%, as well as child
immunisation and antenatal care
coverage by 30%.%
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5.2 Coordination of ministries for health outcomes

The challenges of addressing poor sanitation
inherently transcend the responsibility or
capacity of a single ministry.”> However, some
countries have made inroads towards solving
this. Both Ethiopia and Uganda have a
memorandum of understanding which clarifies
responsibilities of the three relevant ministries
regarding sanitation. Typically, relevant ministries
include those with responsibilities around water,
health and environment. However, despite
sound principles on paper, this has not always
resulted in better coordination at the regional or
local levels. Success in coordination requires
serious effort, and there should always be clarity
on who is ultimately to be held to account for
progress on a given issue.

Senegal is an example of a country that has got it
right. It has advanced mechanisms within its
Millennium Water and Sanitation Programme,
including a coordination unit and a national
office for sanitation. The distribution of tasks and
responsibilities between these structures was
decided by an inter-ministerial decree, and the
system is functioning well.
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Incentives must be in place for collaboration and
coordination at all levels, and greater efforts must
be made to strengthen mechanisms for joint
planning and monitoring. In Zambia, there are
cross-sectoral working groups called sector
advisory groups (SAGs), which exist to monitor
the implementation of the Fifth National
Development Plan. Similar mechanisms exist in
other countries. There are SAGs for WASH, health
and education, and they contain representatives
of relevant ministries, donors and civil society
organisations. However, their full potential for
cross-sectoral coordination has not been realised,
and their role should be strengthened.

Both donors and civil society — national and
international — have an important role to play in
supporting and investing in these processes.
Cross-sectoral working groups should provide
authority and focus for this dialogue at the national
level. A single coordinating body involving all
stakeholders is one of the commitments in both
the AfricaSan eThekwini Declaration”* and the
SACOSAN Delhi Declaration.” Similar coordinating
bodies would be relevant for other cross-sectoral
issues in health.

An important point is that health sector
professionals can be advocates for issues such as
sanitation, by arguing for increased finance for
the relevant bodies, as well as raising awareness
of the issue in general. By acting as a catalyst in
this way, health advocates can achieve positive
health outcomes with little additional
contribution from health sector budgets.
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5.3 Financing for health outcomes not diseases

Aid allocations for health and the underlying
rationale must be as transparent as possible.
UNICEF notes that in child health, tackling
environmental risk factors is as important as
medical treatment (see p.10). However, WHO
notes that these issues fall by the wayside in a
resource-poor context.” If financing was untied
from diseases and focused more on systems,
health planners would be able to direct resources
to where they are most needed. This would need a
framework to guide spending according to disease
burden, and would not preclude reporting on levels
of financing for individual diseases. Rather, greater
transparency around financing for specific diseases
would bring greater accountability — these are two
key themes of the Paris and Accra agendas.

To overcome the deficit in tackling environmental
risk factors in child health, donors need to work
with governments to plan the best role for
community-based health workers to have. This
will differ from country to country.”

Zambia’s progress in reducing malaria shows
that when donors rally behind specific elements
of country plans, huge gains can be made. Now,
that same energy should be directed at ensuring
health systems can deliver for all diseases.
Donors therefore need to support developing
countries to build up an accurate profile of the
disease burden and to target resources at areas
where the burden is greatest.

The International Health Partnership offers an
opportunity to address this by encompassing a
range of health stakeholders, including
governments, donor agencies, and civil society. It
aims to accelerate action to scale-up health
services, by encouraging mutual accountability
through country compacts.” These commit
development partners and governments to
support one results-based national health plan, in
line with the Paris/Accra aid effectiveness agenda

In order to respond to the problem identified

in this paper, national health plans, which the
International Health Partnership seeks to
support through compacts, must clearly reflect
the national disease burden and adequately
address the broad determinants of health.
This can only be achieved when environmental
health concerns are better represented in
health sector reform processes.

The current focus on strengthening health
systems has been confined to things like supply
chains and delivery mechanisms. But, in order to
meet MDG 4, health systems strengthening
should be comprehensive. WHO now estimates
that 25% of under-five DALYs and 28% of under-
five deaths are attributable to poor sanitation
and unsafe water.”If any child health strategy is
to be effective it cannot overlook these critical
determinants. Until all determinants of health
are adequately addressed, MDG 4 will remain
beyond our reach.
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6. Conclusion

Environmental determinants of child health
must be addressed. Otherwise, investments in
health systems stand to see ever-diminishing
returns. This view echoes recent calls for
revisiting the Declaration of Alma-Ata and the
primary health care approach,” also reflected in
the 2008 World Health Report. Sanitation and
safe water make up one of the eight elements of
primary health care.”®

Policy for targeting of aid resources must be
evidence-based. National health challenges
rather than global causes need to inform the
allocation of aid. When deciding on financial
allocations for reducing child mortality,
governments and donors should use three data
sources: the causes of child mortality, and
disease prevalence data from both demographic
health surveys and health management
information systems. There should be a rational
policy formulation process which assesses the
impact of each disease, the available
interventions, and the cost-effectiveness of
those interventions.

In conclusion, two broad points can be made:

e First, the aid system needs to respond better
to the disease burden by targeting resources
at where that burden is greatest, including
diarrhoea caused by poor sanitation.

e Second, tackling MDG 4 requires
comprehensive strengthening of health
systems to address sanitation and other
environmental determinants of child health.

7. Recommendations

Developing country governments and donors
should adhere to these general principles:

1. In health planning, the under-five disease
burden and all its determinants should be
comprehensively addressed.

2. In health policy, strengthening health
systems should continue to be a priority,
but sufficient focus should also be given
to the wider determinants of poor health,
particularly poor sanitation.

Three concrete steps must urgently
be taken:

1. All national health plans should confirm clear
links between country health information
systems, particularly disease prevalence data,
and the process of planning and budgeting.

2. All countries should have a mechanism for
inter-ministry coordination on reducing child
mortality, with a joint agenda to deliver
relevant strategies.

3. All national health plans should contain
an adequate and costed strategy for
environmental health.
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