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Creation of the World Health Organization

|dealized, April 1945
Formalized, April 7, 1948

Mission: “The attainment by all
peoples of the highest level of health.”




Life EXxpectancy

Increase of

(Source: UN Population Division, http://esa.un.org/unpp/ )




Life Expectancy at Birth

Source: UNPP



Life Expectancy

Total Males Females
Botswana 34 35 33
Japan 82 79 86
Swaziland 34 33 35
Sweden 81 78 83
Lesotho 36 35 36

2006 Population Reference Bureau



“Japan: 82 years

Sl

The Gap: 48 years

(Gender combined, life expectancy at birth)



Infant Mortality

Source: http://esa.un.erg



Median Age



Only Sub-Saharan Africa
IS failing to reach MDG
targets

Source: World Bank 2007







% of World GDP

Top 9

United States
$10,881,609
Japan
$4,326,444
Germany
$2,400,655
United Kingdom
$1,794,858
France
$1,747,973
Italy
$1,465,895
China
$1,409,852
Spain
$836,100
Canada
$834,390

(In Millions of Dollars, 2005)

Middle Tier

Mexico
$626,080

South Korea
$605,331

India
$598,966

Australia
$518,382

Netherlands
$511,556

Brazil
$492,338

Russia
$433,491

Switzerland
$309,465

Belgium
$302,217

Bottom 9

Solomon Islands
$257
Dominica
$255
Micronesia
$241
Guinea-Bissau
$236
Tonga
$163
Palau
$132
Marshall Islands
$106
Kiribati
$58

Sao Tome and Principe

$54

% of World GDP: 71%

Source: World Bank

% of World GDP: 12%

% of World GDP: .0041%






HIV Threw Development and Health
Schemes Wildly Off Course

Source: UNAIDS/WHO, November 2006



Source: UNDP




Projected Population Structure of
Botswana in 2020 with and without AIDS



INCREASES IN UNDER 5-YEAR-OLD CHILD,
AND INFANT, MORTALITY DUE TO AIDS, 2010

(Source: Karen Stanecki, US Census Bureau, 2002)

Country % Increase % Increase
Infant Child

Botswana
Ethiopia
Malawi
So.Africa
Haiti

Cambodia




AIDS money Is the “politically cheapest” donor
funding in the world now: can it create a
momentum that can “raise all boats”?



“Best Practices in the Battle Against HIV”
A Closed -door Roundtable at the Council on Foreign Relations

First Meeting, January 6, 2006:
Focus on Corporate-Sponsored Programs
Speakers and Responders included:

Becton Dickinson

The Merck & Co.

Pfizer

Bristol Myers Squibb

Roche

Abbott

PEPFAR

AMFAR

TAG

MSF

The Clinton Foundation
Makerere University, Kampala
Univ. of Ottawa

Mailman School of Public Health, Columbia Univ.
Academic Alliance Foundation



Second meeting in “Best Practices” series: The NGOs a nd FBOs (Feb 24, 2006)



British Medical Association
World Health Organization
Acumen Fund

McKinsey & Co.

The Rockefeller Foundation
Lehman Brothers

National Intelligence Council
Treatment Action Group
BroadReach Healthcare
Physicians for Human Rights
UN Millennium Project

March 6, 2006
Best Practices in the Battle Against
HIV: The Human Resources Crisis

lope

Beciorn, Dickinson & Cc
Bris roJ M/érJ SuUing
Acaclermiza (Colurnoiza,
U, of Ottawa, NYU,
Flunter r‘oJJQge,
Univ. of Cape Towrl,
rlarvard Med. Schnl.)

0
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Key Findings

e Most new or expanded programs ardess than
six yearsold, and focus on narrow medical
training and/or treatment.

« TB, malaria and other infectious diseases are
secondary:Nearly all programs are HIV-
centered.



Absorption Capacity

“The reason funds have
gone unspent? It's not
the iIssue of the money,
but of the capacity of
the system to spend.”



The attack on HIV/AIDS and allied diseases is
essentially being waged by a host abttage
iIndustries largely lacking in scaleup capacity;
financial models, data management, or close
achievement accountability and scrutiny.




Capacity-building i1s a moving target. Already
woefully inadequate, the need Is growing at an
astounding pace, but mechanisms for filling the nek
are all but invisible.



« Most NGO and FBO programs are
overly dependent on a single source of
funding, typically PEPFAR or another
donor nation agency.They are highly
vulnerable, therefore, to donor nation
political winds.

e No NGO/FBO programs have clear
exit strategies



“We could have stopped at 20,000 patients and said,
‘You know what, we don’t know what’'s going to
happen [with our funding].’ The U.S. government—
all donors — have an obligation to continue funding
for these programs.Once we have started down this
path, we can’'t say, ‘The PEPFAR program is over'.”



Moral Hazard Argument: If upwards of 50% of
government spending comes from external sources,
does the country lose control of its priorities, pograms
and strategies, yielding all control to the donors?



There Is no gold standardof care,
cost, efficiency or even impact on
mortality.



“Global Health” used to meanbasic public healthfor
developing countries: Water, vaccines..

HIV has medicalized “global health” making it about medical
care delivery.




Increasingly, NGO/FBOs see HIV as a way Into
primary care.

There is no pre-existing model for managing
millions of well, chronic disease patients in poor
countries.



The Number One obstacle iscarcity of health care workers
Number Two is basic infrastructure, such as electricity and
paved roads.



Key Findings on Health Care Worker Crisis:
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The world iIs short4 million

health care workers: The deficit Is
critical by 2.4 million, felt acutely
In 57 countries. African nations
are short 1 million.

The pay differential for

nurses and physicians is two orders of magnitude
between the highest and lowest paying countries and
employers.Poor nations will never be able to, with
their own resources, match salaries offered in wethly
nations.



Estimated critical shortages of doctors,
nurses and midwives

Number of Countries In Countries with Shortages

Percentage
With Total Estimated increase

WHO region Total shortages stock Shortage required
Africa 46 36 590,198 817,992 139
Americas 35 5 93,603 37,886 40
South-East
Asia 11 6| 2,332,054 1,164,001 50
Europe 52 0 NA NA NA
Eastern
Mediter-
ranean 21 7 312,613 306,031 98
Western
Pacific 27 3 27,260 32,560 119
World

192 57| 3,355,728 2,358,470 70

World Health Organization. Global Atlas of the Health Workforce (http://www.who.int/globalatlas/default.asp,
accessed 19 January 2006).



Doctors trained Iin sub-Saharan Africa working in
OECD countries

Total doctors in home Percentage of home

country country workforce
Angola 881 168 19
Ethiopia 1936 335 17
Ghana 3240 926 29
Nigeria 34923 4261 12
South Africa 32973 12136 37
Uganda 1918 316 16

aRecipient countries: Australia, Canada, Finland, France, Germany, Portugal, United Kingdom, United States of America.
Trends in international migration. Paris, Organisation for Economic Co-operation and
Development, 2005.



SuUR/ey ol graduates; of
IRdIa’s moest prestigious
medicallscheol, 1992005:

58% left India, and

85% el these Whoe el are
practicing medicine In the

United! States,




The foreign policy dimensions are hot-button: immigration policy,
ald priorities, infrastructure investment and the future of G-8
commitments on Millennium Development Goals and HIV.

We don’t have a HIV crisis:
we have a health care worker
crisis that will be sustained,
no matter what we do, for at
least 20 years.



White Paper from the American Academy of

Nursing
http://www.aannet.org/

Describes 13 parameters that must be met for
ethical recruiting from poor countries.

America must train up its own health talent.
Key roadblock: insufficient faculty.
t boils down to 1,000 teaching positions.

f we're going to spend $50B over 5 years on
PEPFAR, how about $100M for nursing faculty in
the USA?




If great care and attention to the

health care worker crisis is not taken
Immediately, the net impact of global
attention to HIV/AIDS, malaria and
TB may be In key
countries, due to loss of HCWers in
less glamorous, less “lucrative”
medical areas.




Maternal Mortality: The Widest Gap

Lifetime odds that a woman will die in childbirth, 2005

1:29,800 Sweden
1:2,500 United States of America
1:12 Siarkeone

1.6 Afghanistan




REPUBLIC OF RWANDA
MNISTRY OF FINANCE AND ECONCMIC PLANNING
MNISTRY OF HEALTH

SCALING UP TO ACHIEVE THE HEALTH MDGS IN RWANDA
A BACKGROUND STUDY FOR THE HIGH-LEVEL FORUM MEETING
IN TUNIS JUNE 12TH-13TH 2006



Rwanda Fast Facts

Population
Capital

Area

Life Expectancy
GDP per Capita
Literacy Percent

8,722,000

Kigali; 656,000
10,169 square miles
40

U.S. $1,200

70



Rwanda has increased Its health
spending dramatically

1> 2/ -"% 1>




Overall U.S. foreign assistance to Rwanda has inaieed_tenfold over
the past four years.

Up from $35.9 million in FY04 and $50.5 million inFY05, to more than
$140 million in FYO07.



USAID Spending in Rwanda

FYO7 FY08 FYO09
Total $140,498,000 $152,704,000 $161,648,000
(estimated) (proposed)
AIDS $91,861,000 $110,000,000 $110,000,000

Child Survival & Health | $28,021,000 $28,672,000 $24,408,000




The largest U.S. Government programs are the Presaht's Emergency Plan for
AIDS Relief (PEPFAR) and the President's Malaria Intiative.

Under PEPFAR, Rwanda

received:

- $40 million in FY 2004,
- $56.9 million in FY 2005,
-$72.1 million in FY 2006,
- $103 million in FY 2007.

In FY 2008, PEPFAR plans
to provide approximately
$123 million.



Rwanda: Dramatic 3-Year Increase in HIV
Treatment

Patients on ARVS

Dec 2002 870
Jun 2003 1253
Dec 2003 4189
Jun 2004 4366
Dec 2004 8355
Jun 2005 13243

Dec 2005 19058



Rwanda: Who Spends Donor Aid For Health?

Financing Agent Percentage of Donor Aid
Central Government 314
NGO 54.8
Development Partner

Direct Management (019
Direct To Local Government

Or Health District 11.9

Total 100.0



Rwanda: Spending Stovepipes
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Rwanda: Status and Trends in Health-Related MDGs

Goal 1990 Baseline Post Genocide Cent Status Target 2015  Assessment

% below

poverty

line 48% 78% 4% 24%: Faster and pro-poor growth
needed

Under 5

Malnutrition 29%

Child
Mortality



Rwanda: Status and Trends in Health-Related MDGs

Goal 1990 Baseline Post Genocide Cent Status  Target 2015 Assessment

% below

poverty
line 48%

Under 5
Malnutrition 29%

Child

Mortality
rate 151/000

Maternal 2500
mortality

rate

HIV/AIDS  unknown

Malaria no data

Tuberculosis
no data

78% 4% 24%: Faster and pro-poor growth
needed
25% 22% 15%: big push needed
217/000 0:)/4) 50/000:good progress, but off
track
1611 16vdecond  153: uncertain status
highest in
Africa
unknown %3 1%:  big success
no data no data big push underway

Increased incidence elto HIV source of concern

Sources: DHS, MINISANTE, and Smithson et al (2006).



U.S. Spending, Foreign Aid for Global Health

2003-2008, $18.8 billion for the President’s
Emergency Plan for AIDS Relief (PEPFAR),
to 15 countries.

White House requests reauthorization
For 2008-2013 at $30 hillion.

Congressional committees authorize
PEPFAR at $50 billion.

Forecast: UNCLEAR



U.S. Spending, Foreign Aid for Global Health

WHAT WILL
| CONGRESS
White House requests for FY09 Budget: DO,)
Child & Maternal Health  CUT by 17.8%
Tuberculosis CUT by 44%
Family Planning CUT by 24%

Global Disease Detect. CUT by 0.13%

UNICEF contrib. CUT by 3.88%



The wealthy world cares today. But will the spiritof
altruism persist as the Baby Boomers age, and their
personal health needs escalate, in intensity andsi@



Rising US Healthcare Spending




Reminder: We have NO exit strategies.
Withdrawing ARV treatment leads to rapid
onset AIDS and death.




Think of Investments in health with

targeted returns in both health
achievements and money. Make investment
attractive. Make investment sustainable.
Consider how grant money encourages
construction of silos Iin health investment
tends to broaden, and take a systems
approach.

“The more we put in grants, the more we
have to raise for grants. That’s not
leveraging capital.”



There Is no such thing as “free health”:. somebody always pays. In
poor countries, it is the poor people, themselves, who pay out of
pocket, and as a proportion of their income the poor pay more

than anybody else in the world. Most out-of-pocket spending
yields very poor, even fraudulent, health care and prevention.




It's time to rethink what we are
doing. What is our shared global
mission?

Is it greater survival for victims
of some diseases, at the expense
of those who suffer from less

“glamorous” ailments?




Donating Is easy. Charity Is easy.
Maintenance is the hard part.









Thank you.



