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CHAPTER 13

The World Bank’ s Death Blow to Alma Ata

The World Bank’s social reform efforts are an attempt to legalize, normalize, and even
naturalize the fiscal neglect of the health sector.
—Dr. Javier Iguifiez, economist from the Instituto Bartolomé de las Casas, Peru

The “adverse economic climate” of the 1980s was
accompanied by a conservative shift in domestic and
foreign policies of the most powerful indugtrid countries,
egpecidly the United States and Great Britain.  The new
policies—dubbed nedliberal because they liberdized or
freed mgor makes from government regulation—
sydemdicaly put the growth of nationd economies
before the basc needs and rights of the poor. Programs
assiding poor people were cut back or dismantled, both
inthe North and the South.

One paticulaly ingdious way in which the consarvaive
policies of the 1980s undercut such programs was by
introducing more verticd hedth and devdopment drate-
gies. Ingead of promoting equity and socid change, these
top-down drategies tended to reinforce and legitimize the
inequities of the status quo. To promote development of
poor countries and communities, the empowering method-
ologies that had surfaced in the 1960s and 1970s were
sysematicaly replaced by drategies that—if not by design,
catanly in effect—were dissmpowering.  Although the
rhetoric of participaion and empowerment proliferated, in
policy implementation emphasis shifted from encouraging
the grong participation of decison-making control to the
wesk paticipation of compliance. At the same time, in
high-levd development planning there was a ghift from
socid to technologicd interventions, from cooperatives to
private enterprise, from process to product, from problem-
posng leaning to pre-charted training techniques, from
criticd andyss to socid marketing, and—in hedth care
gods—from a comprehensve vison of “hedth for dI” to
raising survival rates.

This conservative restructuring of development policy has
permested dmogst al aspects of foreign rdations but
execidly foreign ad. During the early 1980s the
drategies and objectives of nearly every US government-
run or govenment-goonsored  chaitable  organization
were redefined to favor the private sector.  For example,
the Peace Corps, which for years had focused on seting
up community cooperdtives, was told to redirect its
enagies toward sftting up smdl privae businesses and
microenterprises.  Even the Inter-America Foundation—
which in the 1960s had been mandated by the US Con-
gress to support grassroots initiatives for socid change—
had much of its top dtaff replaced and its objectives re-
targeted toward fostering private entrepreneurs.

Some of the most extreme examples of the use of
devdopment aid to further the politicd and economic
interests of the donor country—often to the detriment of
the poor in the recipient countries—can be obsarved in
the agenda of the United States Agency for Internationd
Deveopment. USAID, a largdy pdliticd instrument of
the US government, exhibits mixed and often contradic-
tory motives. One of its dated ams is to promote
private  sector-dominated,  profit-oriented  nationd
economies!®  In practice, this often involves the
undermining of equity-oriented economies and encour-
aging free market economies, mog frequently domi-
nated by powerful corporate interestsin the North.

Privatization of Health Services

Hedth services in many parts of the world have been
affected by the consarvative development poalicies of the
1980s, especidly by dructural adjustment programs
(SAPs) and the strong push for privatization. USAID's
assistance to health ministries of poor countries with
nationalized hedlth systems has often been conditional:
requiring steps toward privetization or “cost recovery” for
sarvices. For example, the US provided badly needed
shipments of medicine to Mozambique on condition that
the country compromise its egdlitarian policy of “free
medica service to al.” Mozambique was forced to
introduce user charges for both medicines and savices.*

Bamako and other cost recovery schemes

UNICEF has dso promoted usar-financing of village
hedth pogts through the Bamako Initiative, now function-
ing in many African countries and dsawhere. While
UNICEF has some resarvations about the Bamako
Initiative, it argues thet in today’s hard times it sees no
better dternative.  Cutbacks in hedth budgets during the
1980s resulted in the cdlosure of many rurd hedth posts,
largely for lack of medicines. UNICEF, aware that poor
people are usudly willing to pay for medicines, advocaes
charging enough for drugs to keep the hedth pods
stocked and functioning.

The Bamako Initiative is an attempt to address the
problem of financing primary health carein the face of
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economic recession, SAPs, and cuts in public spending.
It makes concessions to these socially regressive policy
trends, while at the same time seeking to cushion their
impact on the most vulnerable groups.™® UNICEF has
tried to make the Initigive user-friendly and community
controlled, and the program does have a number of
postive festures.  For one, only medicines induded on
WHO's essntid drug lis are used (dthough ORS
packets are s0ld as an “essantid drug” for home use).
Also, in some of the Bamako community-run hedth
posts, local participation has been active and enthusiastic.

But cogt-recovery schemes often have serious—and per-
haps lifethrestening—drawbacks.  Just  because poor
families are willing to pay for medicines does not mean
they can afford to pay for them. As with ORS packets,
poor families will often spend on medicine the last
pennies they have, which they need to feed ther sck
children™®  And because the poorest families get sick
more frequently and tend to reguire more medication,
they may carry more than their share of cods for the
hedth post. While Bamako has provisons to charge less
to the poorest of the poor, such safety nets work better on
paper than in practice.

Sudies in some countries have shown that when cod-
recovery has been introduced, utilization of heelth centers
by high risk groups has dropped!® For example, in
Kenya the introduction of user fees at a center for sexu-
dly tranamitted diseeses caused a sharp decline in atten-
dance and probably increased the number of untrested
STDs in the populaion®® An editorid in The Lancet in
November 1994 suggests that the introduction of user
fees, dong with other SAPs may be contributing to the
rapid soread of AIDS in Africa®  In Zimbaowe a study
by the British aid agency, OXFAM, which reported
negative effects from the introduction of user fees, led the
government to thresten evicting the chaity®?  In the
Upper Volta region of Ghana, hedth care utilization
decreased by 50% when cost recovery was introduced®®
When in 1981 China introduced user payment for tuber-
culoss trestment, between one and 1.5 million cases of
TB remained untregted, leading to 10 million additiona
persons infected. Many of the 3 million degths from TB
in Chinaduring the 1980s might have been prevented.?*

The Bamako Initigtive has won support from mgor
donors, especidly the US, because it shifts much of the
cost of primary hedth care from governments to consum-
s Multi-naiond drug companies gpplaud the Initidive
because it activdly promotes and increases the sde of
drugs to the poor. When hedth workers know that ther
sdaries and hedth pogs are financed through drug sdes,
the temptation to over-prescribeis almost irresistible.
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Fig. 3-11 Outpatient attendances at Dwease Health Post,
Ghana, before and after introduction of user charges in
1985.%%

Whatever their gpparent impact, the introduction of these
cogt-recovery schemes has digurbing socid and ethica
implications. It is pat of a fa-reeching rollback of
gradud progress toward a farer, more democratic socia
order. This consarvetive ghift is reflected in the recent
reversas in the rates of child mortdity after decades of
gradual improvements in children’s health.

TheWorld Bank’s Take-over of
Health Policy Planning: Investing in Health

The World Bank and Internationd Monetary Fund
(IMF) were set up by the victorious Western powers in
1945. The role of the Bank was to assg in the recon-
druction and devdopment of European countries after
World War 1l.  The role of the Fund was to provide
ghort term loans to trading nations to smooth out ba-
ance of payments fluctuations The Bank and the Fund
are often referred to as the “Bretton Woods inditutions’
after the town in New Hampshire where their establigh-
ment was agreed upon.

By the 1960s Europe was finished with its post-war
recongruction phase and the bulk of World Bank deve-
opment lending was going to large scade development
projects in developing countries.  Many of the projects
supported by the Bank have been criticized for damaging
the environment and adding to the burdens of the poor.

The role of the IMF was dso changing as the privae
financid markets took over the role of smoathing out short
term balance of payments fluctuaions. By the 1960s the
IMF was mainly lending to governments that were facing
sructurd deficits rather than short term trading deficits and
increasingly these were in developing countries. By the
late 1970s the main role of the IMF was as a lender of last
resort to severdy indebted and out-of-credit Third World
countries. The loans were tied to structural adjustment
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packages as refered to adove  During the 1980s
the Bank became more involved in sructurd adjustment
lending, directing an increasing proportion of its develop-
ment lending through gructurd adjustment packages
negotiated by the IMF.

During the 1980s the IMF and the World Bank increas:
ingly became the targets of criticdism for the damaging
effects of much of the Bank's development lending and
for the disastrous effects of the conditions imposed as part
of gructurd adjustment lending. But in recent years, the
Bank dams to have learned from its misakes turned
over a new leaf and committed itsdf to the “diminaion
of povety.” However, the Bank has so condgtently
financed policies that exacerbate the dtuaion of disad
vantaged people that it is difficult to avoid questioning its
ability to change its course. A number of critics have
uggested that perhaps the mogt effective step the World
Bank could take to diminate poverty would be to dimi-
nate itself.?%®

As pat of its effort to repogdtion itsdf, the Bank has
become increasingly involved in quetions of Third
World hedth policy, both through lending for hedth
sector programs and by induding hedth policy reforms in
the conditions of dructurd adjustment lending.  The
Bank's agenda for redirecting hedth policy and restruc-
turing Third World hedth sysems is spdled out in its
1993 World Development Report, entitied, Invesing in
Health  This report has had (and continues to have) a
profound influence on hedth policy in devdoping
countries.  Countries willing to implement Bank-endorsed
policies are regarded as appropriate candidates for aid and
the Bank encourages other donor agencies to assgt these
compliant countries to finance the trangtiond cogts of
structural change in the health sector.

The report is based on propostions about the links
between hedth and economic growth which are
ddiberatdly mideading. It assats that economic
growth will leed to good hedth and better populaion
hedth will lead to more secure economic growth. The
report does not acknowledge thet indudridization has
never been achieved without heavy human and envi-
ronmental costs.

The report recognizes poverty as a threat to hedth but
does not refer to the evidence linking economic inequeity
and poorer hedth dsandads  Indeed, undelying the
whole report is an attempt to reconcile the god of better
hedth with the inequdities which are the pre-conditions
for, and the consequences of, the Bank's modd of
economic development (see tables on page 105).

On fird reading, the Bank’s strategy for improving hedth
daus in deveoping ocountries sounds comprehensive,
even modedtly progressve. It acknowledges the links
between poverty and ill hedth, and that improvements in
socid, economic and environmentd factors are critica
pre-requidtes for improvements in hedth. It cdls for
increased family income, better education (especidly for
girls), grester access to hedth care, and a focus on basic
hedth services raher than tetiary and specidist cae. It
quite rightly criticizes the pesgtent ineffidencies and
inequities of current Third World hedth sysems.  Ironi-
cdly, in view of its track record of dashing hedth
budgets, the Bank even cdls for increased hedth
spending.... So far so good.

But on reading further, we discover that under the guise
of promoting cog-effective, decentraized, and country-
aopropricte hedth systems, the report’s key recommenda
tions soring from the same sort of dructurd adjusment
paradigm that has worsened poverty and lowered leves
of health wherever it has been applied.

The Bank’s three-pronged approach. According to the
World Bank’'s prescription, in order to save “millions of
lives and hillions of dallars’ governments must adopt “a
three pronged policy approach to health reform:

1. Foder an enabling environment for households to
improve health.

2. Improve government spending in health.
3. Facilitate involvement by the private sector.” 2"

These recommendations are said to reflect new thinking.
But from the “fine print” in the text of the Report, we can
restate the policy’ s three prongs more clearly:

1. “Foster an enabling environment for households to
improve hedth” is a return to “trickle down” develop-
ment.  Policies for economic growth must teke priority.
Family hedth will improve when household income darts
torise.

2. “Improve government spending in hedth” means
trimming government spending by moving from compre-
hensve service provison to a number of narrow verti-
cdly planned programs, sdected on the grounds of
cog-effectiveness  in other words, a new brand of
sective primary health care 1t dso means user charges,
requiring disadvantaged families to cover the costs of
their own hedlth care, despite the fact that for many it will
prohibit the use of health care services.
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Fig.3-12 Contrast the World Bank's optimistic table above which indicates universal improvement in hedth with figure 3-15

bel ow which shows thewidening gep in mortaity between people in wealthy and poor countries (data drawn from same source).
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Age 1950 1980 1990
Group
<5 34 6.4 8.8
5-14 38 6.5 7.0
1559 22 18 17
60> 13 14 14

Fig. 3-13 Reative probability of people in developing countries
dying (across the ages indicated) expressed as DDC/(FSE+
EME) (the ratio of Demographicadly Developing Countries to
the combined Formerly Socidist Economies plus the Estab-
lished Market Economies). Cdculated from data in the World
Bank's 1993 World Development Report by David

Legge.2®

3. “Fadlitate involvement by the private sector” means
turning over to private, profit-making doctors and bus-
nesses most of those government services that used to
provide free or subddized care to the poor ... in other
words, privatization of most medical and health services.
thus pricing many interventions beyond the reach of those
in greatest need.

Disability Adjusted Life Years (DALYsS) Many of
the recommendations of Investing in Health are based on the
concept of DALY s, or Disability Adjusted Life Years.

DALY s incorporate a number of very questionable assump-
tions about the vaue of life. The Bank assgns different
values to years of life logt at different ages. The vaue for
eech year of life logt rises from zero at birth to a pesk at age
25 and then declines gradudly with increesing age. For the
Bank, the very young, the dderly, and dissbled people are
less likely to contribute to society in economic terms; hence
fewer DALY s will be saved by hedth interventions which
addresstheir ills. Therefore, assarts the bank, such interven-
tions are less deserving of public support.

According to the Report, placing a dolla vadue on
individud human lives, DALYs can be used to design
more efficient hedth care.  DALY's which might be lost
through death, disease or injury may be saved, the Bank
suggests, by sdected hedth intervertions.  Inexpensive
interventions which subgantidly reduce the number of
DALYs log ae conddered cogt effective, and merit
public support.  Interventions which do not dter the fu
ture dsream of disability-free years are not consdered
cost-effective, and are unworthy of support.

The Report compares 47 different public hedth and
dinicd interventions in terms of their cox-effectiveness,
expressed in terms of the cost per DALY achieved. For
example, leukemia trestment is not cog-effective, achiev-
ing only 1 DALY for every $1,000 spent, while vitamin
A supplementation achieves 1 DALY for just under
$1.
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TheReport’scontradictionsand wider agenda
The World Bank's Invegting in Hedlth Report's
most podtive features are that it acknowledges
that povety and ill-hedth are causdly rdaed,
and that improved hedth is likdy to result from
economic  improvement  and  advances  in
non-hedth sectors. Also it urges countries to
focus on basc hedth services rather than tertiary
and specidist care.  Nonethdess, as David Legge
has pointed out, “there are ambiguities, sdec
tivities and incondstencies in the Report and it
gopears tha the andyss and recommendations
have been shaped by consderations from a wider
agenda!!le

Fig. 3-14 Benefits and costs of forty-seven health interventions.
Source: World Bank 1993 World Development Report.”*

According to this logic the overwhdming mgority of
nursng care would be judged to be of little or no vadue
As public hedth researcher David Legge puts it: “Caring
activity which does not contribute to cure or prevention
is rendered infinitdy expendve, or infinitdy ineffective
by this methodology.” This concept, which assumes that
a disbled or chronicdly unhedthy person's life is less
vauable than that of a non-dissbled person, reflects the
Bank’ s view that economic productivity is paramount.

Using DALY -basad cod-effectiveness, the Report defines
a minimum essentid package of dinicd and public hedth
savices.  This package condsts of a rdativdy smdl
number of largescde inteventions which  “cog-effec
tivey” address those problems which are “among the
largest dflicting devdloping countries”  There is no
condderation of how the community is to participate in or
even understand this form of global health planning.

Many of the recommendatiions contradict the more
progressve hedth objectives dated in the report.  For
example, the Report confirms that poverty which results
in poor living conditions unhedthy occupationa
exposures and mddidribution of household income is
a hedth hazard. It then dates tha economic growth—
paticulaly when guided by growth policies designed to
benefit the poor—is a condition for hedth improvemert,
“induding, where necessry, adjustment policies that
preserve cod-effective hedth expenditures”  Yet the
Report does not address srioudy the hedth conse
quences of unbridled economic growth, which has led in
some countries to gregter inequdities and widening
hedth differentids nor the negative impact of SAPs,
paticualy on the poor and vulnerdble  Indeed, it
dams that economic growth following adjusment has
generdly led to improved hedth. However, as we
discussed in Chepter 11, a close examinaion of the data
revealsthat there is no basis for this conclusion.
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It is the dmogt tota slence on SAPs that is egpecidly
teling and leads one to doubt the sriousness of the
Bank’s cdl for poverty reduction as a key to better hedth.
For example, the Report singles out femde education as
a criticd factor in hedth improvement. Yet it fals to
acknowledge the many ways that SAPs have increased
poverty and poor hedth: how cuts in education budgets
and impodtion of school fees have resulted in significant
school dropouts, especidly of girls, or how production of
cash crops for export ingead of production of treditiond
foods has led to higher food prices. The Report fails to
address how SAPs have terminated food subddies,
leeding directly to increesed  hunger,  have
promoted privatization and user feeswhich have placed hedith
svices out of reech of the neediest, and have “dream-
lined” public services reaulting in incressed  unemploy-
ment.

With its cdl for “greater divergty and competition in the
provigon of hedth services promoting competitive
procurement prectices, [and] fodtering gregter involve
ment by nongovernment and other private organiza-
tions’ the Bank's new policy for the Third World
sounds suspicioudy like the hedth care modd of the
United States. It argues that private hedth care for
individuds gives more choice and sttidaction and is
more efficent. But there is little evidence to support
this dam. The US hedth sysem, dominated by a
drong profit-hungry private sector, is by far the most
expendve in the world, yet US hedth ddidics are
among the worg among the Northern indugtridized
nations  Indeed, Washington DC, with its large low-
income populaion, has poorer child and maternd
mortdity rates than Jamaica?? (The hedth Studion in
the United Statesis discussed in detail in Chapter 14.)

The Bank’s new hedth palicy is little more than old wine
in new battles a rehash of the conservative sraegies tha
have sygemaicdly deraled Comprehensve Primary
Hedth Care, with dements of dructurd adjugment to
boot?® It is a market-friendly verson of Sdective
Primary Hedth Care, supplemented by privatization of
medicd services and usar-financed cost recovery.  As
with other Sdective PHC schemes, it focuses on techno-
logicd interventions and glosses over the socid and
legidative determinants of hedth. David Legge observes
that the World Bank Report is “primarily oriented around

the technica fix rather than any focus on structurd causes
of poor health; it is about healthier poverty.”

The medicd egablishment in many countries has cde-
brated the Bank’'s 1993 World Development Report as a
major breskthrough toward a more cod-efficent hedth
care drategy. But many hedth activids see the Report
as a digurbing document with dangerous implications
They are especidly worried that the Bank will impose its
recommendations on the countries that can leest afford to
implement them.  With its enormous money-lending
capacity, the Bank's financid leverage can force poor
countries to accept its blueprint, as it has done with
structural adjustment.

It is an ominous Sgn when a giant financid inditution
with such strong ties to big government and big business
bullies its way into hedth care.  Yet according to the
British medicad journd The Lancet, the World Bank is
now moving into firs place as the global agency most
influencing health policy, leaving the World Hedth
Organization aweak second.?®

Despite all its rhetoric about the dleviation of poverty,
grengthening of households, and more eficient hedth
care, the centrd function of the World Bank remains the
samne to draw the rulers and governments of wesker
dates into a globa economy dominated by large, multine-
tiond corporations  Its loan programs, development
priorities and adjusment policies have degpened inequdi-
ties and contributed to the perpetudtion of poverty, ill
hedth, and deteriorating living conditions for at least one
billion human beings.

¥*

It is time to look for dterndives Fortunately, there are
many examples, smdl and large, of approaches to hedth
and development that place the well-being of all members
of socidy as top priority.  Although none of these ap-
proaches is flawless and many have run into powerful
obgacles, we can ill lean a lot from them. The next
chapter examines some of these more promisng dterna-
tives It shows that a sodiety’s leved of equity (or ineg-
uity) is a key determinant of its hedth. Examples are
provided from different countries, both of poor health at
high cost and of good health at low cost.
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