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Key Messages at a Glance

Although significant progress has been made in the last
decade towards the health MDGs, MDGs 4 and 5 (and indeed
elements of MDG 6) will not be reached according to the latest
projections. One reason is that the current global financing
architecture for reproductive, maternal, newborn, and child
health (RMNCH) may not be structured in a way that optimally
facilitates the mobilization and channeling of financing and the
rapid scale-up of RMNCH interventions. This report examines
options for improving this aid architecture in order to acceler-
ate progress towards MDGs 4 and 5.

Several initiatives have recently been launched aimed at ad-
dressing gaps and inefficiencies in the current architecture
for RMNCH. These initiatives include the 2010 launch of the
Global Strategy for Women'’s and Children’s Health (Global
Strategy). The Global Strategy and other recent efforts such as
the International Health Partnership and the Health Systems
Funding Platform are critically important, but they still leave
weaknesses in the architecture, which could potentially delay
the rapid implementation of the Global Strategy. Options

for addressing these weaknesses, and thus strengthening
the financing architecture, are therefore being considered by
policymakers.

Based on stakeholder interviews, a comprehensive literature
review, and original analysis, this report suggests that there

are three major options (two of which have “sub-options”) to
address these remaining gaps. The options build on each other
and were assessed along the dimensions of strategic fit, cost,
impact, and feasibility.

OPTION 1 would involve strengthening the coordination and
division of labor between major multilateral funding channels
and bilateral programs. It would also entail enhancing the im-
plementation architecture for the Global Strategy at the global
and country level and fully leveraging the funding mandates

of existing multilateral financers, such as the Global Fund to
Fight AIDS, Tuberculosis and Malaria (Global Fund). A greater
role for the United Nations Population Fund (UNFPA) and the
United Nations Children’s Fund (UNICEF) in financing and/or
procuring RMNCH drugs could also be considered. While this
option would be feasible and relatively low cost, it is unlikely
to bring the necessary urgency, new resources, and leadership
required to get close to reaching MDGs 4 and 5.

OPTION 2 would start with strengthening coordination, fully
leveraging existing funding mandates, and improving account-
ability, but would also add a targeted, rapid scale-up initiative
focused on opportunities for quick impact. Option 2A would
provide pooled donor funding, via a multi-donor trust fund
(likely to be at the World Bank), for RMNCH-related elements
of jointly assessed national health plans, initially for five
low-income countries (LICs) that have these plans in place.
This option could be quickly implemented with potential for
substantial impact in these five countries, but it may be hard to
rapidly roll out this approach in a larger number of countries.
Option 2B would focus on scaling up coverage of selected high
impact, low coverage interventions (management of child-
hood illnesses, skilled birth attendance, and family planning)
in a subset of LICs with the highest rates of maternal and child
deaths (many of which are related to HIV/AIDS and malaria).
Given the synergies of these interventions with current Global
Fund investments, this initiative could be led by the Global
Fund (but other mechanisms are also possible). This initiative
could achieve even higher impact than Option 2A at similar
cost. Under certain conditions, rapid roll out should be feasible.

OPTION 3 would go a step further still, creating a dedicated
global funding channel. Option 3A would focus on a channel
for RMNH only (with child health covered through existing
financing arrangements). Option 3B proposes the creation of
a fully integrated global funding channel for all health MDGs.
The impact of both options on public health and aid effec-
tiveness could eventually be very high. However, significant
additional investments would be required, and feasibility of
and political support for rapid implementation appear low at
this time.

Based on this assessment, this report recommends that
Option 2 should be pursued, which includes a combination
of Option 1 with one (or a blend of both) of the two rapid
scale-up initiatives. If implemented rigorously, this combina-
tion would allow the global community to capture opportuni-
ties for increased efficiency, streamlining, and accountability
of the current system, while testing—on a smaller scale—two
innovative, strategic, and potentially high-impact scale-up
approaches.
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While there has been a significant reduction in child deaths
over the past decade, the world is still only half way towards
reaching the target of cutting the child mortality rate (CMR)
by two-thirds by 2015 (MDG 4). The neonatal mortality rate
is falling more slowly than the CMR, and reducing the mater-
nal mortality ratio (MMR) by three quarters by 2015 (MDG
5) appears out of reach for many countries, at this time. With
regard to MDG 6, many countries are on track to halt by
2015 and beginning to reverse the spread of HIV/AIDS and
of tuberculosis, but progress on malaria has been slower.

The vast majority of maternal, neonatal, and child deaths
worldwide are avoidable: the causes are well described and
are amenable to preventive and therapeutic interventions.
Yet, there are a number of key gaps in coverage with these
evidence-based interventions across the continuum of care.
Coverage is low during childbirth and the neonatal period,
when maternal/neonatal mortality is highest (e.g., there is low
coverage with skilled birth attendants). Coverage of essential
reproductive and sexual health interventions is similarly low,
22% of African women still have an unmet need for contra-
ception. There is also low coverage of prevention and treat-
ment of childhood pneumonia and diarrhea, which cause half
of all child deaths outside the neonatal period, and of family
planning. Scaling up coverage of these interventions will
require overcoming country-level bottlenecks, particularly
weak health systems and massive shortages of health workers.
The challenges will be particularly acute in conflict-affected
fragile states.

Scale-up also requires a vast increase in dedicated RMNCH
financing. Yet, until very recently, improving the health of
women and children was not a priority in international and
domestic resource allocation relative to other areas (especially
MDG 6). The Global Strategy for Women’s and Children’s
Health (Global Strategy) estimates the resource gap at $88
billion for the 2011-15 period for the 49 lowest-income
countries, of which $62 billion will be needed for health
systems strengthening (HSS). In 2010, and again in 2011,
stakeholders made significant financial, policy, and service
delivery commitments to the Global Strategy that are starting
to close this funding gap. However, even if a significant por-
tion of these commitments was new and additional, a large
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financing gap for RMNCH would persist. Bridging this fund-
ing gap will require a combination of increased international
funding and increased domestic investment. Middle-income
countries (MICs), in particular, should be able to mobilize
sufficient domestic resources to finance their own RMNCH
needs, whereas LICs will continue to rely on external funding.
Donor support also needs to be less fragmented and better
targeted at those countries with the highest burden of mater-
nal and child deaths, most of which are in Sub-Saharan Africa
and South Asia.

The mismatch between RMNCH financing flows and
needs can be explained by at least five features of the existing
RMNCH financing architecture up to very recently:

1. There has been no focused, coordinated approach to
mobilizing and channeling resources for RMNCH.
This is in stark contrast to the highly focused approaches
to funding MDG 6 (through the Global Fund and
UNITAID) and immunization and vaccines (through the
GAVI Alliance [GAVI]), which have raised and invested
large amounts for intervention scale-up.

2. Only a few bilateral donors have prioritized RMNCH
and associated HSS sufficiently.

3. Family planning and reproductive health programs
have suffered, particularly in recent years. Although
vital to the health of women, they were a low priority for
many donors, and are particularly vulnerable to political
trends. Family planning and reproductive health have only
recently been put back firmly on the development agenda.

4. 'The lower priority placed on RMNCH was reflected in the

lack of a global mechanism to track RMNCH funding
flows and results; in recognition of this, the Commission
on Information and Accountability for Womens and
Children’s Health (COIA) was set up, and its recommen-
dations have the potential to address this gap. However,
concerted efforts will now be needed to implement the
Commission’s recommendations, and to ensure that the
independent Expert Review Group is able to fulfill its
mandate.

5. 'There is no consensus on how best to strengthen and
measure the success of health systems to scale up
RMNCH interventions.
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Emerging focus and recent initiatives

Fortunately, these issues have begun to garner global atten-
tion. A broad coalition of political leaders, civil society, the
United Nations, health care professionals, academics and
researchers, and private foundations and enterprises has made
a concerted effort to place the health of women and children
at the top of the development agenda. This process resulted in
a host of new initiatives aiming to address the gaps and ineffi-
ciencies in financing RMNCH and associated HSS, culminat-
ing in the Global Strategy. The strategy’s greatest achievement
to date is the mobilization of high level political attention and
significant financial, policy, and service delivery commitments
for MDGs 4 and 5.

Other important initiatives include the International Health
Partnership (IHP+). This initiative encourages LICs to develop
long-term national health strategies as a way of harmonizing
and aligning donor funding and strengthening health systems.
The strategies are then jointly assessed by cooperating partners/
donors, technical experts, and country stakeholders. While the
IHP+ has successfully created a forum for country level dialogue
between governments and donors on national health strategies,
the initiative suffers from not being linked to a dedicated pool
of funding for these jointly assessed national strategies. The new
Health Systems Funding Platform, involving the Global Fund,
GAVI, and the World Bank, is still in its early phase of imple-
mentation, and significant funding has not yet been realized.
In addition, the IHP+ does not specifically focus on achieving
rapid scale-up of RMNCH packages along the continuum of
care. The other major harmonization initiative, the H4+, which
brings together World Health Organization (WHO), the
Joint United Nations Programme on HIV/AIDS (UNAIDS),

HIGH

OPTION 1

LEVEL OF CHANGE IN AID ARCHITECTURE

channels

OPTION 2

UNFPA, UNICEE and the World Bank to accelerate progress
towards MDG 5, is promising, but also early in its implementa-
tion, so that its full impact is yet to be demonstrated.

While the recent mobilization around RMNCH is thus sig-
nificant, it still leaves significant gaps and structural issues in
the current financing architecture for RMNCH. For example,
there are, to date, no clear implementation and accountabil-
ity mechanisms (though it is hoped that the COIA follow-up
will address this gap) to ensure that financial commitments
are rapidly translated into action at the country level, nor is
there a clear mechanism by which countries can quickly access
additional RMNCH financing. These issues could potentially
delay the rapid implementation of the Global Strategy.

Options for further improving the RMNCH
financing architecture

In view of these issues, additional opportunities for fur-
ther strengthening the RMNCH architecture should be con-
sidered by policymakers. Interviews with 55 decision-makers
and stakeholders, some initial discussion by the PMNCH
board, together with a review of the literature and original
analysis, suggests that there are three major options (two of
which have “sub-options”) as shown in the figure below (“the
options staircase”). The options can be described along two
dimensions: (1) the level of consolidation of global financ-
ing for RMNCH implied by the option (a low level refers to
highly diffuse financing, a high level refers to a highly central-
ized global financing approach); and (2) the level of change to
the current aid architecture that would be required to success-
fully implement the option:

OPTION 3

LOW

CONSOLIDATION OF FINANCING

HIGH
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The framework used to assess the ‘business case’ for these

institutional options considered four characteristics:

the strategic fit between the business models, financing
approaches, and comparative strengths of the option’s sug-
gested lead institutions;

cost;

impact on maternal and child mortality; and
the feasibility of actual implementation.
Application of this framework suggests that:

Option 1 would be feasible and relatively low in cost. Fully
exploiting the financing mandates of existing multilaterals,
particularly of the Global Fund and the World Bank, and
strengthening coordination and accountability between
existing multilateral and bilateral financers, could bring
substantial benefits for the health of women and their chil-
dren. A greater role of UNFPA and UNICEF in financ-
ing and/or procuring RMNCH drugs and commodities
could also be beneficial for addressing existing supply gaps.
However, while Option 1 represents a way forward, it is
unlikely to bring the urgency, new resources, and strong
leadership required to be a “game changer” in RMNCH.

Option 2A, which would provide pooled funding for
RMNCH-related elements of jointly assessed national
health plans for five LICs that have these plans ready to go,
could offer substantive impact at moderate to medium cost.
However, given that the initiative focuses on funding gaps
in jointly-assessed national strategies it may be challenging
to roll out the initiative rapidly to a larger set of countries.
The World Bank could be well placed to host the multi-
donor trust fund suggested in Option 2A, and rapid imple-
mentation in the initial set of countries should be feasible.

Option 2B, which would focus on scaling up selected high
impact, low coverage interventions that are synergistic with
existing funding platforms in the highest burden LICs, could
potentially achieve even higher impact than Option 2A, and
at a similar cost. This is because Option 2B strategically
focuses on a subset of the highest burden countries and on

7

high impact, low coverage interventions. The initiative builds
on and exploits significant synergies with existing Global
Fund programs: the proposed interventions could easily be
added to existing Global Fund programs (e.g., interventions
targeting major childhood illnesses could be integrated with
malaria programs) rather than being delivered vertically.
The option would focus on a number of countries that have
received limited donor attention to date. Given these exist-
ing synergies, it should be feasible to implement the initia-
tive rapidly, subject to sufficient attention to the initiative
being available in the context of the ongoing overall reform
process at the Global Fund.

A dedicated RMNH Funding Channel as suggested by
Option 3A could have high impact on maternal and neo-
natal health. If hosted at the Global Fund, it could also
show some important synergies with the Fund’s current
portfolio and financing approach. However, start-up and
program costs would be significant and, as discussed in
Chapter 6, it is unlikely that there would be support for
this initiative at this point in time.

Option 3B, the expansion of the Global Fund’s mandate
to take on all Health MDGs, could be potentially be very
high impact, but would also be costly. In addition, rapid
implementation is unlikely to be feasible due ambivalence
among key donors, in the current economic and financial
climate, and lack of capacity at the Global Fund to take on
such a significant expansion of its mandate, given various
significant, and ongoing, reform efforts.

Based on this assessment, this report concludes by rec-
ommending that Option 2 should be pursued. Option 2
is essentially a blend of Option 1 with one (or a combina-
tion of both) of the two rapid scale-up initiatives—Options
2A (pooled funding for jointly assessed national health plans,
in 5 LICs) and 2B (pooled funding for high impact, syner-
gistic interventions, in 12 highest burden LICs). If imple-
mented rigorously, this would allow the global community to
capture opportunities for increased efficiency, streamlining,
and accountability of the current system, while testing—on
a smaller scale—the potentially innovative and high-impact
approaches offered by the rapid scale-up initiatives.
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Option 2 promises a pragmatic, yet ambitious approach to
strategically address the weaknesses in the current aid archi-
tecture for RMNCH and to contribute to the rapid imple-
mentation of the Global Strategy. Based on an initial analysis,
Option 2B is likely to have a higher impact on RMNCH than
Option 2A, as it focuses on scaling up packages of low cover-
age/high impact interventions in the subset of countries with
the highest child and maternal mortality rates globally (many
of which otherwise do not get sufficient donor attention). It

8

could also be attractive to test 2A in one set of countries (those
with a strong, jointly assessed national health plan) and simul-
taneously test 2B in a different set of countries (the highest
burden LICs without such plans).

Finally, the report recommends rapidly developing and
testing the parameters of Option 2 (e.g., eligible countries,
scope of financing, evaluation approach), gathering the neces-
sary input and suggestions from key stakeholders, and explor-
ing financial support with interested donors.
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Analyzing the RMNCH Financing Architecture: Aims, Methods, and Approach

The Partnership for Maternal, Newborn and Child Health
(PMNCH) commissioned an analysis of the RMNCH financ-
ing architecture aimed at helping to address these uncertain-
ties. The specific remit was:

To assess the degree of alignment between the burden of
maternal and child mortality, the gaps in coverage with
RMNCH interventions, the amount of funding for MDGs
4 and 5, and the way in which the aid architecture is orga-
nized to support these MDGs.

To consider the extent to which recent commitments to
women’s and children’s health are expected to increase cov-
erage of key MDG 4 and 5 interventions in high burden
countries and whether there is scope to improve the impact
of these commitments.

Based on these findings, to set out possible options and
recommendations to address gaps and inefficiencies in the
global aid architecture in order to accelerate progress on
MDGs 4 and 5, while simultaneously providing good value
for money and aligning with national efforts and plans.

The analysis conducted for this report used a “mixed methods”
approach, with two key components:

A review of the published relevant literature on: progress
towards the MDGs; evidence-based interventions (and
“packages” of interventions) across the RMNCH contin-
uum of care; coverage gaps and possible reasons for these
gaps; financing flows to RMNCH; financing approaches
and performance of key organizations in global health,
including bilateral and multilateral donors; impact assess-
ments of innovative approaches for scaling up of access to
services; new commitments for improving the RMNCH
architecture; and the debates on potential options for
institutional realignment. The review included both the
peer-reviewed literature as well as documents and reports
published by global health foundations, think tanks, donor

agencies, and non-governmental organizations (NGOs).

55 key informant interviews with decision-makers and
stakeholders from donor organizations, recipient coun-
tries, civil society, United Nations (UN) organizations,
and financing institutions (see Appendix 1 for an overview
of the interview process). The interviews used a semi-struc-
tured questionnaire (Appendix 2).

Quantitative analysis of OECD-DAC data, and WHO
cost-impact data for assessing options to strengthen the
global aid architecture for RMNCH.

Steps of analysis

CHAPTER 2: CHAPTER 3: CHAPTER 4:
Coverage gaps Mismatch between Aid architecture,
across continuum financing flows including new
of care and resource commitments

requirements

9

CHAPTER 5: CHAPTER 6: CHAPTER 7:
Options for Option assessment Recommendations
strengthening the

aid architecture
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This analysis used a step-wise approach, as shown in

The analysis begins, in Chapter 2, by examining global
progress towards the health MDGs; the causes of the high
burden of maternal, neonatal, and child deaths, most of which
are avoidable using evidence-based biomedical interventions;
gaps in coverage with these interventions across the contin-
uum of care; and the underlying social and structural reasons
for these gaps.

Chapter 3 assesses the degree of alignment, or misalign-
ment, between global RMNCH financing flows and the
resources needed to address the coverage gaps identified in
Chapter 2. It includes an examination of whether or not
financing is targeted to the highest-burden countries and
whether donors are adhering to the Paris Declaration on Aid
Effectiveness and the Accra Agenda for Action.

Chapter 4 examines the global health financing architec-
ture to assess whether gaps and inefliciencies in this architec-
ture are at the root of the misalignment between financing
flows and needs identified in Chapter 3. The chapter focuses
on the key RMNCH donors and their investment priori-
ties, and also assesses the impact to date of recent initiatives,
starting in 2007 and culminating in the Global Strategy, to
improve the aid architecture for RMNCH.

Chapter 5 outlines institutional options for improving the
aid architecture.

Chapter 6 assesses the “business case” for each of these
options based on an analytical framework, taking into account
the findings of Chapters 2-5.

Finally, Chapter 7 lays out recommendations for strength-
ening the global aid architecture for RMNCH.

10

A recurring problem faced in this analysis was the large gaps in
the underlying data. To give just two examples: (a) the track-
ing of RMNCH financing flows is patchy (e.g., as highlighted
by the Commission on Information and Accountability for
Women’s and Children’s Health, the tracking mechanism of
the Development Assistance Committee of the Organisation
for Economic Cooperation and Development (OECD-DAC)
does not yet include a specific coding category for RMNCH),
and (b) while there is widespread consensus that accelerating
progress on MDGs 4 and 5 requires scale-up of “packages” of
interventions, there is insufficient evidence on the efficacy and
effectiveness of these different packages in reducing maternal
and child mortality and there is also little available data on
scale-up costs. These data gaps are indicative of the low status

afforded to RMNCH to date within the global community.
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Tracking Progress Towards Improving RMNCH: Disease Burden,
Intervention Coverage, and Underlying Determinants of Maternal and Child Mortality

Significant progress has been made over the past
decade towards the health MDGs, particularly the goal
of halting and beginning to reverse the spread of HIV/
AIDS, TB and malaria (MDG 6). While there has also
been a significant reduction in child deaths, the world is
still only half way towards reaching the target of cutting
the child mortality rate (CMR) by two-thirds by 2015
(MDG 4). Progress towards improving maternal and
newborn health has been slowest. With less than five
years to go until 2015, the world is not even half way to
reducing the maternal mortality ratio (MMR) by three
quarters (MDG 5), and the neonatal mortality rate is
falling more slowly than the CMR.

In the year 2000, all 189 UN member states signed the
Millennium Declaration, which established eight MDGs and a
series of time-bound targets by which progress can be measured.
Three of these goals (MDGs 4-06) are specific to health, and
MDG 1c is health-related

Many developing regions are on track to meet two of the
MDG 6 targets, 6A and 6C: three out of nine developing regions
have reached or are within reach of halting by 2015 and begin-
ning to reverse the spread of HIV/AIDS (6A), and seven out of
nine regions have reached or are within reach of halting by 2015
and beginning to reverse the incidence of tuberculosis (6C).>?
There has been only a small decrease in the annual number of
malaria cases, from 233 million in 2000 to 225 million in 2009.
Nevertheless, since 2000, eleven African countries have seen
reductions of over 50% in the number of confirmed malaria cases
or malaria admissions/deaths.

Although maternal and child deaths have also fallen since
1990, progress towards MDGs 4 and 5, and particularly MDG
5, has been slower. The annual number of child deaths fell from
12.0 million in 1990 to 7.6 million in 2010, a reduction by more
than one third in the CMR.*> Despite this significant progress,

The health MDGs and the
health-related MDG
on nutrition

MDG 4: REDUCE CHILD MORTALITY

MDG 5: IMPROVE MATERNAL HEALTH

MDG 6: COMBAT HIV/AIDS,
MALARIA, AND OTHER DISEASES

MDG 1: ERADICATE EXTREME
POVERTY AND HUNGER
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4A: Reduce by two thirds, between 1990 and 2015, the
under-five mortality rate

5A: Reduce by three quarters between 1990 and 2015, the
MMR

5B: Achieve, by 2015, universal access to
reproductive health (RH)'

6A: Have halted by 2015 and begun to
reverse the spread of HIV/AIDS

6B: Achieve, by 2010, universal
access to treatment for HIV/AIDS

6C: Have halted by 2015 and begun to reverse the inci-
dence of malaria and other major diseases

1C: Halve, between 1990 and 2015, the
proportion of people who suffer from hunger

STRENGTHENING THE GLOBAL FINANCING ARCHITECTURE FOR REPRODUCTIVE, MATERNAL, NEWBORN AND CHILD HEALTH: OPTIONS FOR ACTION



Progress towards MDGs 4 and 5*

MATERNAL MORTALITY RATIO (DEATHS PER 100,000 LIVE BIRTHS)

UNDER-FIVE MORTALITY RATE (PER 1,000 LIVE BIRTHS)
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* Dotted lines show the accelerated rate of decline that would be needed to reach MDGs 4 and 5.
Source: WHO, UNICEF, UNFPA, World Bank: Trends in maternal mortality, 1990—2008; UNICEF: Levels and trends in child mortality 2011.

reaching MDG 4 would mean cutting the CMR by nearly
another third by 2015
CMR is falling too slowly to achieve this target.*

The challenges in reaching the health-related MDGs are
even more pronounced for mothers and their newborns. Over
a period of almost 20 years (1990-2008), the global MMR
fell by only about one third, from 400 per 100,000 live births
to 260 per 100,000 live births. This is less than half way to
the MDG 5A target of 100 per 100,000 live births

% At the current pace, the 2015 target of reducing maternal

.2 At the current pace, the

mortality by three quarters is out of reach.”

A major threat to reducing maternal, neonatal and child
mortality is malnutrition and undernutrition, yet MDG
lc is also not within reach. In 1990, 20% of people went
hungry; the MDG 1c target is to reduce this to 10% by 2015.
Although the proportion fell to 16% in 2000-2002, it has
now plateaued at this level. The proportion of children under
5 in developing regions who are underweight has fallen only
very slowly (from 30% in 1990 to 23% in 2009). Neither
SSA nor Southern Asia as a whole are on track to reach MDG
lc.” Southern Asia has the highest prevalence of childhood
underweight in the world (43% in 2009), followed by SSA
(22% in 2009).?
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Sub-Saharan Africa (SSA) and Southern Asia have the
world’s highest rates of child and maternal mortality

and of childhood under-nutrition, which contributes to
one third of all child deaths.?

Almost all maternal, neonatal and child mortality (95%)
is concentrated in 68 low- and middle-income countries.®
Countdown to 2015 tracks progress towards MDGs 4 and
5 in these 68 priority countries.” Its latest report shows that
only 19 out of the 68 countries are on track to reach MDG
4. Due to data limitations, the report does not include the
number of countries that are on track to reach MDG 5 but
it does show that 59 out of 68 Countdown countries experi-
enced reductions in MMR between 1990 and 2008, and 33
of these countries achieved reductions in the MMR of at least
40% between 1990 and 2008. All nine Countdown countries
with increases in MMR are in SSA and most of these are coun-
tries with a high HIV prevalence. However, a 2010 analysis
by the Institute for Health Metrics and Evaluation (IHME)
found that despite this overall progress only 23 our of all of the
world’s developing countries are on track to reach MDG 5.

The burden of child mortality remains highest in SSA and
Southern Asia: a child in SSA has a 1 in 8 chance of dying
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Countries with the highest number of maternal
and child deaths*

INDIA 63,000 1,696,000
NIGERIA 50,000 861,000
DRC 19,000 465,000
AFGHANISTAN 18,000 191,000
PAKISTAN 14,000 423,000
ETHIOPIA 14,000 271,000
TOTAL 178,000 3,907,000

*Table excludes China.
Source: WHO, UNICEF, UNFPA, World Bank: Trends in maternal mortality, 1990—2008;
UNICEF: Levels and trends in child mortality 2011

before her fifth birthday, almost twice the risk facing children
in the developing world as a whole. The risk is 1 in 14 for a
child in Southern Asia. Almost 9 in 10 (87%) of all mater-
nal deaths are in SSA and Southern Asia, although the MMR

has fallen over twice as quickly in Southern Asia than in SSA.
About 50% of child and maternal deaths are concentrated in
just six countries, of which three (India, Nigeria, and Pakistan)
46 A number of

the high burden countries have experienced recent civil con-

are lower middle-income countries

flict or political instability and have very high rates of poverty
and undernutrition.

The vast majority of maternal, neonatal, and child
deaths worldwide are avoidable—the causes are well
described and are amenable to preventive and thera-

peutic interventions.

About four in five maternal deaths are from direct causes (see
Figure 3, which shows causes of death from 1997-2007),
particularly hemorrhage, high blood pressure, infections, and
post-abortion complications, and one in five are from indirect
causes (e.g., HIV, malaria, cardiac diseases).® By far the most
important cause of maternal deaths is hemorrhage, respon-
sible for 35% of deaths—these deaths are largely preventable
through appropriate care at childbirth. High total fertility rate
(TFR) is a major risk factor for mortality, since it increases
women’s exposure to the high risks of pregnancy and preg-
nancy-related death. TFR is highest in SSA, which also has
the highest MMR."

Pneumonia, diarrhea, and malaria account for 41% of all

child deaths'" ( , which shows child deaths in 2008)

Causes of maternal and child deaths, based on the most recent estimates from the Countdown

to 2015 decade report

GLOBAL CAUSES OF MATERNAL DEATHS, 1997-2007

GLOBAL CAUSES OF DEATH AMONG CHILDREN AGES 0—59 MONTHS, 2008

SEPSIS/
PNEUMONIA,
PNEULI- NEONATAL
INDIRECT NIA o,
18% NONCOMMUN4I.§/ABLE . PRETERM 10%
DISEASES 4% 12%
OTHER DIRECT D
11% HYXIA
9%
EMBOLISM ABORTION
O, Ny 090 090
1% = MALARIA CONGENITAL
HYPERTENSION
SEPSIS 18Cyso 8% DIARRHOEA 3%
8% ° 14% OTHER
NEONATAL
0,
INJURY 7%

Source: Countdown to 2015 Decade Report, 2010.
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and are responsible for 6 in 10 deaths outside the neonatal
period.® Over 40% of child deaths are in the neonatal period,
and most of these deaths are from preterm birth, asphyxia,
and sepsis/pneumonia. Most maternal and neonatal deaths
occur during childbirth or the early postnatal period.

Within the continuum of care, there are three key gaps
in coverage with integrated “packages” of evidence-
based interventions. Coverage is low during child birth
and the neonatal period, when maternal/neonatal
mortality is highest. There is also low coverage of pre-
vention and treatment of childhood pneumonia and
diarrhea, which cause half of all child deaths outside

the neonatal period. A third major coverage gap is
family planning. In contrast, coverage of key MDG 6
interventions that have an impact on women’s and
children’s health has increased very rapidly in recent

years.

While rapidly scaling up individual interventions remains an
important strategy to reduce mortality (e.g., insecticide-treated
bed nets [ITNs] reduce the risk of childhood deaths by 20%'%),
a more sustainable solution is to deliver integrated packages
of multiple interventions. Packaging interventions benefitting
women and children and providing these packages through
a variety of different service delivery models, tailored to suit
the existing health system, could feasibly maximize the use of
available human resources and may be more cost-effective than
delivering single interventions."? PMNCH has championed the
set of integrated RMNCH service delivery packages shown in

The packages can be “built up incrementally accord-
ing to local context and resources available.”"

Integrated RMNCH packages supported by PMNCH

CLINICAL

REPRODUCTIVE CHILDBIRTH CARE

«  Post-abortion care, «  Emergency obstetric care
TOP where legal «  Skilled obstetric care and immediate newborn care
« STl case (hygiene, warmth, breastfeeding) and resuscitation
management «  PMTCT

EMERGENCY NEWBORN AND CHILD CARE
« Hospital care of newborn and childhood illness including
HIV care
Extra care of preterm babies including kangaroo mother care
«  Emergency care of sick newborns

OUTREACH/OUTPATIENT

REPRODUCTIVE ANTENATAL CARE

HEALTH CARE «  4-visit focused package
+  Family planning +  IPTp and bednets for

«  Prevention and manage- malaria
ment of STls and HIV «  PMTCT
«  Peri-conceptual folic acid

POSTNATAL CARE CHILD HEALTH CARE

«  Promotion of healthy « Immunizations, nutrition, e.g. Vitamin
behaviours A and growth monitoring

. Early detection of and « IPTi and bednets for malaria
referral for illness «  Care of children with HIV including

«  Extra care of LBW babies cotrimoxazole

«  PMTCT for HIV «  First level assessment and care of

childhood illness (IMCI)

FAMILY AND COMMUNITY

Where skilled care is not
available, consider clean
delivery and immediate
newborn care including

« Adolescent and pre- .
pregnancey nutrition

«  Education

«  Prevention of STls and
HIV

Counseling and prepara- «
tion for newborn care,
breastfeeding, birth and
emergency preparedness

hygiene, warmth and early

initiation of breastfeeding

Healthy home care including:

«  Newborn care (hygiene, warmth)

«  Nutrition including exclusive breastfeeding and appropriate
complementary feeding

«  Seeking appropriate preventive care

. Danger sign recognition and careseeking for illness

+  Oral rehydration salts for prevention of diarrhoea
Where referral is not available, consider case management for pneumonia,
malaria, neonatal sepsis

INTERSECTORAL
Improved living and working conditions—Housing, water and sanitation, and nutrition, education and empowerment

Pre-pregnancy Pregnancy

Source: Kinney et al. (2010)

Birth  Newborn/postnatal

4 >

Childhood
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Packages of care, which contain a set of essential, integrated, packages have only a “limited potential to affect maternal

and mutually reinforcing interventions, “address the needs mortality ratios,”® and Darmstadt and colleagues con-
of the mother, newborn, and child throughout the life cycle cluded that scaling up such a package would have a low
wherever care is provided: at home, the primary care level, impact on neonatal deaths.”” Nevertheless, antenatal care
and at district and regional hospitals.”"® While the impact of is seen as a core component of RMNCH because it pro-
integrated packages on mortality has not been formally evalu- vides an opportunity to provide other health services (e.g.,
ated in randomized controlled trials, a review of the available HIV, TB, and malaria services) and to establish a positive
literature suggests that: relationship between women and their health providers.'
The highest impact is likely to come from scaling up the The RH and postnatal care packages are likely to be of
childbirth and child care packages (Appendix 3 summa- intermediate impact.”

rizes the likely impact, in terms of averting deaths).”

Three gaps in coverage of key RMNCH interventions
The lowest impact is likely to come from scaling up the  across the continuum of care help to explain the
antenatal care package (partly because baseline coverage  burden of avoidable deaths across this continuum (Appendix
is already high; see Appendix 4). The Lancet Maternal 4); current levels of financing are clearly inadequate for clos-
Survival Series steering group concluded thatantenatal care  ing these gaps.

Three key gaps in coverage across the continuum of care

CARE DURING BIRTH AND THE « Global campaign for the Health MDGs estimates additional pro-
EARLY NEONATAL PERIOD gram/HSS costs of scaling up quality facility birth care in 51 coun-
« Highest risk mortality period for mother/baby tries at $2.4 billion in 2009, rising to $7.0 billion in 2015 (total of $33

HIN 1 — 20
- Low coverage with interventions, e.g. in 68 countdown countries, billion would be required for 2009~2015)

only 54% of women are attended by an SBA? « Over 50% would be for HSS (e.g. functioning health facilities,
trained personnel)

- Additional program costs for postnatal care are estimated at $216
million in 2009, and at $552 million in 2015 2°

PREVENTION AND TREATMENT OF « Global Strategy estimates the additional program costs to scale up
CHILDHOOD PNEUMONIA AND DIARRHEA IMCl in 49 countries at $0.3 billion in 2011, rising to $2.7 billion in
« In countdown countries, only 27% of children with pneumonia and 2015 (excludes costs for malaria treatment)

42% with diarrhea receive appropriate treatment
« Treatments can be safely delivered by CHWs™®

« Coverage with diarrhea prevention (e.g., hand-washing, rotavirus vac-
cination) is very low™

FAMILY PLANNING « Global Strategy estimates cost of scaling up comprehensive family
- Contraceptive prevalence rate is only 31% in countdown countries planning in 49 lowest-income countries at an additional $1 billion per
(rate in SSA is 22%)? year from 2011-2015

« About 1in 4 women have an unmet need for family planning

ABBREVIATIONS: CHWs, community health workers; HSS, health systems strengthening; IMCI, integrated management of childhood illnesses; SBA, skilled birth attendant.
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These gaps in coverage are particularly unfortunate as they
include interventions which WHO estimates to be amongst
the most cost effective of all RMNCH interventions (com-
munity-based postnatal care, e.g. treating neonatal pneumo-
nia; case management of pneumonia and diarrhea; and family
planning; see Appendix 5). For example, a Center for Global
Development (CGD) report argues that “family planning is
often referred to as a ‘best buy’—it is one of the most inexpen-
sive and cost-effective of all health interventions.”!

The accelerated progress towards MDG 6 shows what
is possible when global attention and development assis-
tance are focused on achieving results through aggressive
scale-up of control tools. Although Countdown’s Decade
Report, based on data up to 2008, still found large gaps
in coverage with prevention of mother to child transmis-

sion of HIV (PMTCT) and ITNs for children,® more

recent data show that scale-up is on a rapid trajectory.»*

Reaching MDGs 4 and 5 will be difficult without
addressing the key underlying social and structural
determinants of health at the country level, such as
weak health systems (including shortages of skilled
health workers) and political instability.

These underlying determinants hinder progress towards
MDGs 4 and 5 through multiple, inter-connected pathways.
For example, some determinants (e.g., health worker shortages)
act as major barriers to scaling up RMNCH interventions, while
others (e.g., lack of sanitation, malnutrition) increase maternal
and child morbidity and mortality risk. The global burden of
maternal, neonatal, and child deaths falls disproportionately
upon SSA and Southern Asia in part because these regions show
clustering of many of these determinants. The determinants
can be broadly grouped into those acting at the household and
community level; the health system level; and the wider socio-
economic and political level . They provide a glimpse
of the complexity of the challenges involved at country level in
improving the health of women and children.
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Country barriers to improving RMNCH

POLITICAL & SOCIOECONOMIC LEVEL
governance, conflict, disasters

HEALTH SYSTEMS
inadequate health financing
health worker shortages
poor health infrastructure

HOUSEHOLD &
COMMUNITY
poverty
malnutrition
poor housing, water, & sanitation
poor access to health services

Source: Countdown to 2015 Decade Report, 2010

Country Spotlight: Liberia’s mortality trap
EXTREMELY HIGH MMR, TFR, IMR, AND CMR

Political/socioeconomic: Recent civil conflict

Health systems: Fewer than 3 doctors per 100,000 population
Household and community: Ranks 165th out of 172 countries on the
Human Development Index

At the household/community level, poverty and gender
discrimination are powerful predictors of child and maternal
survival: poor households have over double the maternal and
child morrtality risk than that of wealthy households.? Poverty
raises this risk through a variety of mechanisms, including
malnutrition and food insecurity; poor housing, water, and
sanitation (which increase the risk of many diseases, e.g., diar-
rthea); and poor access to, and limited demand for, health
care services, due to geographic, cultural and financial barri-
ers (e.g., user fees). High rates of female illiteracy and lack of
income-earning opportunities for women also contribute to
the “mortality trap”—for example, a mother’s low education
level is a risk factor for child survival.?
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At the health systems level, countries with high fertility
and maternal and child mortality rates typically face a number
of major systems challenges, creating gaps in the “home to
hospital” continuum. These gaps include inadequate health
financing; severe shortages of skilled health workers and
managers; inadequate health care facilities, equipment, medi-
cines, and other commodities; and poor ambulance services
and roads. Countdown to 2015, which tracks health systems
indicators, found that 53 out of the 68 Countdown coun-
tries are experiencing acute shortages of doctors, nurses, and
midwives.® Delivering essential health services requires at least
23 midwives, nurses, and doctors per 100,000 people, but
only 29% of Countdown countries meet this requirement.
Caesarean section (C-section) rates under 5% indicate that
a country has inadequate access to emergency obstetric care
services and suggests underlying health systems weaknesses.
Countdown reports that 33 out of 51 countries that have
data since 2000 had rural rates of C-section below 5% and 4
countries had rates below 1% (Niger, Ethiopia, Burkina Faso,

and Chad).
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At the broader political and socioeconomic level, factors
such as the strength of national governance and political com-
mitment, as well as conflicts and natural disasters, also have
a powerful influence upon mortality rates. The World Bank
examined the relationship between maternal mortality and
“government effectiveness” and found that high MMR-TFR
countries rank consistently lower in government effectiveness
than low MMR-TFR countries."” Countries experiencing
complex humanitarian emergencies also tend to have higher
rates of maternal, neonatal, and child mortality."”” For exam-
ple, several of the ten countries in sub-Saharan Africa with
the highest death rates have recently experienced civil wars
(e.g. Liberia, Sierra Leone, DRC)."* Improving RMNCH out-
comes in these fragile states is clearly more challenging than
improving such outcomes in a low-income country with a
functioning government and a strong network of public and
private health services. In conflict-affected fragile states in par-
ticular, the public health system is often severely damaged.
Compared with more stable states, there is often a prolifera-
tion of poorly coordinated non-governmental organizations
and vertical health projects.
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RMNCH Financing Flows and Resource Requirements

While international financing to RMNCH more than
doubled in absolute terms in the 68 Countdown priority
countries, the share of official development assistance
(ODA,) for health dedicated to RMNCH has remained
constant since 2003. This indicates that improving the
health of women and children has not been prioritized

relative to other areas, most notably MDG 6.

A 2010 IHME report found that overall development assis-
tance for health has risen dramatically, with donor disburse-
ments increasing from $5.3 billion in 1990 to $23.8 billion
in 2008 (and, according to preliminary data, to $26.9 bil-
lion in 2010).> Much of this increase is related to funding
for MDG 6. Funding for HIV/AIDS, TB, and malaria grew
from 4.4% to 34.0% of all development health aid between
1990 and 2008, and funding for HIV/AIDS alone rose from
3% to 26% of total health aid in this period (from $0.2 to
$6.2 billion).

Funding to RMNCH also increased, from $0.95 bil-
lion in 1990 to $3.1 billion in 2008. However, the share of
RMNCH funding out of total development aid for health fell
from 17% in 1990 to 13% in 2008 (this is partly explained
by the very large rise in funding for HIV/AIDS; if this HIV/
AIDS funding was removed from the analysis, the share of
RMNCH funding out of total health aid would have been flat
between 1990 to 2008). In more recent years (2003-2008),
the share of funding for RMNCH remained relatively con-
stant (12.5%—14.5% of total health aid).

While Countdown and IHME use different methods to
estimate RMNCH funding®, Countdown’s analysis of donor
spending arrives at a similar conclusion, showing that the
ratio of RMNCH funding to official development aid (ODA)
has remained relatively constant since 2003.” Countdown
estimates that in the 68 Countdown priority countries, the
actual amount of RMNCH funding rose by 120% between
2003 and 2008, from $1.85 billion to $4.08 billion.?®
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Commitments to HIV/AIDS, reproductive
health (RH), and nutrition compared to total health ODA

(1995—2009)*

TOTAL ODA COMMITMENTS FOR HEALTH
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* RH includes population policy and administrative management, reproductive health
care, family planning, personnel development for population and reproductive health.
Source: OECD-DAC, Creditor Reporting System, 8 August 2011.
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A separate analysis of OECD-DAC data conducted for this
report shows that commitments to RH and nutrition grew
much more slowly in the 1995-2009 period than total health
ODA . As a consequence, the share of health ODA
targeting RH fell in Countdown priority countries, from
25% in 1995 to 8.7% in 2009 (and from 30% to 10.1% in
all developing countries). In the same time frame, the share
of commitments to basic nutrition fell from 5.7% of health
ODA to 2.4% in Countdown countries (and from 4.5% to
2.6% in all developing countries). HIV/AIDS commitments
increased more than 30-fold in Countdown countries and by
20-fold in all developing countries.

Aid for family planning in particular has fallen steadily over
the last two decades. As a proportion of total health ODA to
all developing countries, funding for family planning fell from
8.2% in 2000 to 2.6% in 2009.° On a per capita basis, aid for
family planning has fallen in almost every recipient country.
Disbursements to Countdown countries for family planning

fell from $723 million in 1995 to $404 million in 2008.%

Every vyear since 2003, child health expenditures
accounted for more than two-thirds of all donor dis-
bursements to RMNCH. Financing for RMNCH was
largely allocated to integrated health projects, includ-
ing health systems strengthening, MDG 6 interven-

tions, and immunization.

Countdown’s analysis shows that of the $4.08 billion dis-
bursed to RMNCH in 2008, 69.9% ($2.85 billion) was spent
on child health and 30.1% ($1.23 billion) on maternal and
neonatal health.

Nearly all donor support (91%) for RMNCH in 2008
went to funding specific health projects, rather than provid-
ing health sector support (7%) or general budgetary support
(2%). Of all project aid, 30.6% went to integrated health proj-
ects (e.g., primary health care, hospital-based care, and HSS),
22.4% to MDG 6 interventions, and 19.7% to immuniza-
tion. Only 10.4% of RMNCH project funds went to specific
maternal and neonatal projects, 10.2% to broader RMNCH
projects, and 2.4% to nutrition. Integrated Management of
Childhood Illnesses (IMCI) is the only project type for which
Countdown found a funding decrease, from $8.5 million in
2003 to virtually no funding in 2008. However, this decline
might be attributable to limitations in donor reporting.
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Despite the overall increase in development assistance
for RMNCH, there remains a massive funding gap,
which the Global Strategy estimates at $88 billion for
the 2011—15 period just for the 49 lowest-income coun-
tries.3° In addition to the funding gaps described earlier
for care during childbirth, postnatal care, prevention
and treatment of childhood pneumonia and diarrhea,
and family planning, there is also a large financing gap

for underlying health systems.

For the 2011-2015 period, the total additional program
costs for RMNCH in the lowest-income countries amount
to about $25.5 billion, and the associated HSS costs amount
to about $62.4 billion. The Global Strategy estimates that
family planning, maternal health, and immunization are
the programmatic areas with the greatest need for additional
finance (additional program costs ranging from $4.9 to $7.4
billion), with smaller gaps identified for HIV/AIDS, malaria,
and IMCI ($2.0 to $2.7 billion).** Costing estimates created
for the Global Campaign for the Health MDGs suggest that a
large portion of the $62 billion in RMNCH-related HSS costs
(over 40%) is needed for interventions surrounding birth.*

To have a major impact on the health of women and chil-
dren, much more funding is required for improving countries’
health systems both from domestic and international sources.
Providing key RMNCH interventions depends on function-
ing health systems, and significant investments are needed to
create and maintain the health infrastructure (e.g., construction
of health facilities, functional referral systems) and to expand
the skilled health workforce. The Global Strategy estimates that
HSS costs related to the health of women and children amount
to an additional $62.4 billion in the 49 poorest countries from
2011 to 2015. Reaching MDGs 4 and 5 will require a major
investment in training and deploying an estimated 2.6-3.5 mil-
lion additional health workers (e.g., nurses, midwives, doctors,
community health workers) by 2015.

On the positive side, sustained increased international and
domestic funding has shown real impact in a number of areas
along the continuum of care. Significantly increased coverage
with key childhood vaccines has contributed to the fall in the
CMR in recent years. There has also been significant progress
towards the elimination of vertical transmission of HIV by

2015 through increased financing for PMTCT. The large rise
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in funding for malaria control in recent years has supported
aggressive scale up of control tools (e.g., ITNs, indoor residual
spraying with insecticide) in many countries, which has been
associated with large falls in the malaria burden.”!

There are indications that targeting of donor financ-
ing to countries with a high burden of maternal and
child mortality has improved, but donor support has
still not been highly targeted to countries with the high-
est mortality rates. Funding for child health appears to
be better targeted than funding for maternal and new-
born health.

Countdown found that in 2008, countries with a greater
need for funding (defined as higher maternal and child mor-
tality and lower income levels) were more likely to receive
more ODA per capita than countries with a lower need.”
Countdown’s analysis also indicates that the targeting of
funding has improved over time: high mortality countries
were increasingly likely to receive more ODA in the 2003—
2008 period. However, a number of high-burden LICs (e.g.,
Chad, Niger) persistently received far less funding per capita
than countries with much lower mortality rates and higher
income levels. Funding for child health was better targeted
to needs than was funding for maternal and newborn health.
IHME found that 16 of the 20 countries with the highest
maternal mortality in 2008 did not appear among the 20
countries that received the most health ODA between 2003
and 2008. IHME uses DALYs (disability-adjusted life years)
attributable to diseases that impact RMNCH as an alternative
measure for disease burden.” It finds that burden and fund-
ing volumes for RMNCH are not well matched. Measured
by funding per DALY, several high-burden countries (e.g.,
Afghanistan) received funding that was disproportionately
low compared to their needs, while a number of countries
with much lower RMNCH-related DALYs and stronger
economies (e.g., Turkey) received a much higher amount
per DALY.
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MDG 5 projects appear to be much smaller in scale than
MDG 6 projects, an indication of higher fragmentation
of aid to maternal health. RMNCH funding levels were
highly unpredictable for many countries, including

the poorest.

A recent study found that over half of all health projects
exceeding $10 million targeted HIV/AIDS, TB, and malaria
over the 2002-2006 period, while only 9% of these projects
focused on reproductive health and family planning, a proxy
for MDG 5.>* Many small activities are likely to have high
transaction costs for countries, and are more likely to suffer
from lack of coordination between countries and develop-
ment partners. Large activities are more likely to attract politi-
cal attention at the country level.

The emergence of non-traditional donors (e.g. Brazil,
China, and India), and their approach to channeling aid,
appears to have added to the fragmentation of the interna-
tional aid architecture and is a challenge to improving aid
effectiveness. The 2011 OECD-DAC report on aid effective-
ness raises serious concerns about the extent to which financial
flows from non-DAC donors meet Paris Declaration prin-
ciples. China and India are reported to be important health
donors in Nepal, but they do not interact with traditional
donors or involve themselves in aid coordination processes.

Countdown found that over the 2003-2008 period, sev-
eral countries experienced sharp fluctuations in aid inflows
to MNCH.?” IHME’s analysis found even higher volatility in
year-to-year funding levels for MNCH, unlike the other focus
areas in the IHME study. The volatility of aid and its short
timeframes make it difficult to fund recurrent costs, particu-
larly funding of primary health care facilities that are key to
achieving RMNCH goals.*

On a positive note, and in line with aid effectiveness princi-
ples, the proportion of RMNCH funding disbursed as grants,
rather than as loans or credits, grew from 73.6% to 93%
between 2004 and 2008. This change is mainly attributable
to the World Bank’s International Development Association
(IDA), which increased the proportion of its funding disbursed
as grants from below 10% in 2003 to over 30% in 2008.”
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Bridging the $88 billion RMNCH funding gap will
require a combination of increased international fund-
ing and increased domestic investment by Countdown
countries. Middle-income countries (MICs) in particu-
lar need to expand domestic funding for RMNCH in
line with their ability to pay. The expected GDP growth
in MICs could generate sufficient domestic resources
for these countries to finance their RMNCH needs
without external assistance. While overall domestic
health spending in LICs doubled between 1995 and
2006, given the size of the funding gap, it is likely
that LICs will continue to rely on donor support. As
such, increased government commitment to RMNCH
financing will be required in the poorest countries to

achieve further progress towards MDGs 4 and .

The Global Strategy estimates that the 68 Countdown coun-
tries allocated a total of $58.5 billion in domestic financing
to RMNCH in 2008.2** Most of this government funding
came from MICs, with only about $3.4 billion coming from
the 49 poorest countries (donor support to these 49 coun-
tries amounted to $3.1 billion in 2008).> If private, “out
of pocket” expenditures are also taken into account, fund-
ing from national sources becomes even more significant,
accounting for half or more of total RMNCH spending even
in very LICs.*
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Based on estimates of growth in domestic GDD, and the
assumption that this growth will translate into additional
governmental RMNCH  expenditures, the Global Strategy
concludes that the governments of the 49 lowest-income
countries will spend an estimated $2.4 billion on top of cur-
rent funding levels on RMNCH between 2011 and 2015.
This amount is clearly insufficient to close the $88 billion
funding gap (of which $62.4 billion is for HSS costs). Even
if the poorest countries reallocate more of their own resources
to RMNCH, they will continue to rely on donor funding. In
contrast, the Global Strategy estimates that the governments
of lower- and upper-middle income countries could spend
as much as an additional $59 billion for RMNCH between
2011 and 2015. The Global Strategy thus suggests that many
MICs could mobilize enough domestic resources to finance
their own RMNCH needs.

Estimates of domestic expenditure on RMNCH are cur-
rently unavailable, but a recent IHME report found that
LICs and MICs have significantly increased their domes-
tic government expenditures in recent years.”” Domestic
health spending doubled in LICs from $7.96-$9.03 bil-
lion in 1995 to $17.81-$18.07 billion in 2006. While this
increase in domestic health spending is essential for achiev-
ing progress on RMNCH goals, IHME also found that
health ODA given to LICs in sub-Saharan Africa is gener-
ally associated with these countries reducing their domestic
spending on health. In other words, health ODA seems to
be partially replacing domestic health expenditures instead of
fully supplementing them. There were some exceptions (e.g.,
in Malawi, there was an association between increased health
aid and increased domestic spending on health). But without
increased investments by Countdown countries themselves,

significant progress towards RMNCH cannot be achieved.
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The Global Health Financing Architecture for RMNCH

The analysis presented in Chapter 3 found a mismatch between
RMNCH financing flows and needs, which helps to explain
the insufficient progress towards MDGs 4 and 5. Funding is
also often not well targeted to address the three key gaps in
coverage of interventions across the continuum of care: child-
birth and the early neonatal period; prevention and treatment
of childhood illnesses; and family planning.

Why has this mismatch occurred? Chapter 4 examines the
global health financing architecture to assess whether gaps and
inefliciencies within it are at the root of this misalignment. The
analysis particularly focuses on the key RMNCH donors and
their investment priorities. It also assesses the impact to date
of recent initiatives, starting in 2007 and culminating in the
Global Strategy, to improve the aid architecture for RMNCH.

Multilateral financing for RMNCH in 2008*
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* Pre-pregnancy activities such as family planning are excluded. UNITAID and regional
development banks are not included.
Source: Pitt et al. (2010).
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The United States (US), the United Kingdom (UK), the
GAVI Alliance (GAVI), and the Global Fund to Fight
AIDS, Tuberculosis and Malaria (Global Fund) were
the main drivers of increases in volumes of RMNCH
financing in the 2003—2008 timeframe. Other bilater-
als (e.g., Canada, Norway) also substantially increased
their financial contributions to RMNCH and are key
driving forces behind the RMNCH agenda. Aid flows
from the IDA to RMNCH fell between 2005 and 2008.
Although comparable estimates on private donors
are currently unavailable, it is safe to argue that the
Bill & Melinda Gates Foundation is one of the largest
RMNCH donors in the world.

Countdown estimates that just over half (55.6%) of the
$4.08 billion disbursed to RMNCH in the 68 Countdown
countries in 2008 was bilateral funding, while 23.2% came
from the Global Fund and the GAVI Alliance, and 21.2%
from the World Bank and UN organizations.” While

Countdown gives no breakdown of the funding that bilateral
donors provide to relevant multilateral channels (such as the

GAVI Alliance),

bilaterals provide to multilaterals in addition to their bilateral

(on page 24) shows how much key

support.

shows the breakdown of multilateral financing
to RMNCH (excluding pre-pregnancy activities) in 2008 as
reported to the OECD DAC and analyzed by Countdown. Of
the multilateral financers, the GAVI Alliance and the Global
Fund increased their RMNCH disbursements by a factor of
nearly five between 2003 and 2008 (reaching disbursements
of $944 million in 2008). The two organizations more than
doubled their share of total RMNCH disbursements in this
time frame, from 10% to 23.2%.
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Bilateral financing for RMNCH in 2008*
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* Pre-pregnancy activities such as family planning are excluded.
Source: Pitt et al. (2010).

Although the traditional multilateral institutions (IDA,
United Nations Children’s Fund [UNICEF], United Nations
Population Fund [UNFPA], and the European Union [EU]
institutions) also increased their financial contributions to
womens and children’s health between 2003 and 2005,
their contributions then stagnated between 2005 and 2008.
Accordingly, their share of overall RMNCH disbursements
fell from 37.5% in 2003 to 21.2% in 2008.%®

Countdown found that bilateral aid to RMNCH increased
by 136% in the 2003-2008 period, from $962 million to $2.3
billion. Eight donors accounted for 86% of all bilateral dis-
bursements to RMNCH in 2008
have traditionally prioritized child health over maternal and

. Bilateral donors

neonatal health.

The US and UK governments stand out as by far the larg-
est bilateral contributors (60% of all bilateral disbursements
to RMNCH in 2008) in addition to their substantial con-
tributions to multilateral financing channels for health. The
next largest donors are the governments of Germany, Canada,
Japan, and Spain. outlines the investment priorities of
these bilateral donors.
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The “Point Seven” countries (the Netherlands, Norway,
Sweden, Ireland, Denmark, and Luxembourg) and other
smaller bilateral donors, including Belgium, also made impor-
tant and increasing bilateral contributions to RMNCH
between 2003 and 2008.% Some of them are also key financers
of GAVI and the Global Fund. Norway, together with Canada,
is a key driver of the RMNCH agenda, and plays a major role
in the coordination of global efforts to reach MDGs 4 and 5.

Although there are no global estimates of the contributions
of private donors (e.g., foundations) to RMNCH, the Bill &
Melinda Gates Foundation is one of the world’s largest donors
to RMNCH. Its total contribution to global health amounted
to $13 billion between 1999 and 2010. This includes direct
contributions to countries and research and policy institu-
tions*? as well as major contributions to multilateral channels.
Total pledges from the foundation to GAVI amount to $2.5
billion (for 1999-2015), and pledges to the Global Fund total
$1.2 billion (for 2002-2015).
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Investment priorities of the largest bilateral donors to RMNCH

UNITED « HIV/AIDS and malaria « Largest donor to the Global
STATES . US Global Health Initiative (GHI) ~ Fund (total pledges of $9.5
aims to provide $63 billion to billion)
global health from 2009—2014, of ~ « Supports GAVI (total pledges
which HIV/AIDS and malaria pro-
grams are slated to receive 81% period)
- Congressional approval of the
total $63 billion appears unlikely:
even if Congress approves the
$9.8 billion requested for the GHI
for FY 2012, only 53% of the $63
billion would have been spent
between 2009-12%
UNITED Strategic priorities are malaria, « Leading government donor
KINGDOM RMNH, HSS, HIV/AIDS, nutrition to the GAVI Alliance, with
total pledges of $4.4 billion
for 2011-2030. Between
2001-2010, the UK contrib-
uted over $311 million to
GAVI ($137 million in direct
contributions, $152 million
to IFFIm, and $22 million to
AMC)
« Third-largest donor to the
Global Fund (total pledges of
$2.2 billion)
GERMANY, - Germany has prioritized HSS, - Germany, Japan, and Canada
CANADA, HIV/AIDS, sexual and reproduc- are among the eight largest
JAPAN, SPAIN tive health rights donors to the Global Fund.

Spain is a significant Global

« Canada has prioritized RMNCH
Fund donor

in its health portfolio (62% of its
total bilateral support was chan-
neled to RMNCH in 2007).# While
the funding focus was more on
child health between 2006—-08,#
Canada’s Muskoka commitments
($1.1 billion) are largely geared
towards maternal health

- Japan has prioritized HSS, MNCH
with a focus on child health, HIV

« About 50% of Spain’s health aid
was spent on RMNCH in 2007+

« Canada is a leading donor to
GAVI
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GHI disbursements in 2010 ($8.9 billion

total): 63% to HIV/AIDS, 13% to Global Fund,

8% to malaria, 12% to RMNCH (including
nutrition), 3% to TB, 1% to other areas.3

of $1.1 billion for the 2001-2014 From 2003—2008:#

«Countdown data suggest an increase in
total funding for child health ($223.1 million
to $641.8 million) and for maternal health
($36.7 million to $270.7 million)

From 2001-2008:39

« Share of total global health funding chan-
neled to MCH fell from 17% to 6%; share
channeled to family planning/RH fell from
21% to 5% (in absolute terms, funding for
family planning/RH grew from $376 million
to $396 million, and funding for MCH rose
from $295 to $450 million)

« Share channeled to HIV and malaria
increased from 50% to 87%, from $760
million to $5.5 billion (excluding Global Fund
pledges)

20084°

37% of bilateral UK aid for health was spent
on HSS, 8% on MNH, 6% on RH, 22% on
HIV/AIDS, 16% on other infectious diseases
(especially malaria), 7% on health research,
and 4% on other areas

From 2003—2008:%

« Funding for MNH grew $36.7 million to
$167.1 million

« Funding for child health grew from $158.5
million to $251.5 million

2008:%7

« Together, the four donors accounted for 21.4%
of total bilateral aid to RMNCH
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Five features of the existing financing architecture for
the MDGs can help to explain the poor alignment
between RMNCH financing flows and needs. First,
there has been no focused, coordinated approach to
mobilizing and channeling resources for RMNCH and
associated HSS until very recently. This is in stark con-
trast to the highly focused approaches to funding MDG
6 (through the Global Fund) and vaccination (through
GAVI), which have been very successful at raising large
amounts of funding for intervention scale-up. Second,
donor governments have not sufficiently prioritized
RMNCH and associated HSS in their funding, chan-
neling much of their funding to MDG 6. A similar pat-
tern can be observed when it comes to domestic health
funding. Third, family planning and reproductive health
programs vital to the health of women fell off donors’
radar and have only recently been placed back on the
development agenda. Fourth, the low priority given
to maternal and child health until very recently was
reflected in the lack of a mechanism to track RMNCH
flows. Finally, there is no overarching consensus on how
best to strengthen health systems to scale uyp RMNCH

interventions.

Lack of a focused, coordinated approach to financing
RMNCH

A dominant theme in the key informant interviews con-
ducted for this report was that the slow progress towards MDGs
4 and 5 can be explained in part by the lack of a focused, coor-
dinated approach to financing RMNCH. There are a variety
of reasons why such an approach has not been adopted. There
has not been the kind of strong, aligned, vocal civil society
movement for RMNCH that has been seen for HIV/AIDS
and, more recently, for malaria.”* Nor has RMNCH been high
on the political agenda, particularly compared with infectious
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diseases. HIV/AIDS, as a threat to rich countries’ security, has
garnered far more attention, even so far as to be the subject
of a UN Security Resolution in 2000 (the first time that the
UN Security Council debated a health issue).* Furthermore,
while there is now relatively widespread consensus on how to
control HIV/AIDS, TB, and malaria, for a long time there
was little consensus and a great deal of debate (often acrimo-
nious®) on how best to reduce maternal, neonatal, and child
deaths. Improving RMNCH is complex and multi-faceted,
much more so than tackling a single infectious disease. And,
as shown in Chapter 3, funding for RMNCH interventions
to date has often been piecemeal, with many different donors
financing services and associated HSS through projects that
were often small-scale and duplicative.

This lack of a dedicated and coordinated approach to
financing RMNCH is in stark contrast with the highly
focused approaches to funding MDG 6 (through the Global
Fund) and vaccination (through GAVI), which have been very
successful at raising large amounts of funding for intervention
scale-up. GAVI has effectively scaled up vaccination coverage
levels, and the Global Fund has dramatically increased cover-
age of key HIV/AIDS, TB, and malaria services. GAVI is a
key contributor to MDG 4, and the Global Fund has positive
“spillover effects” for MDGs 4 and 5 through funding key
RMNCH interventions across the continuum of care (e.g.
PMTCT, ITNs) and related HSS.

The gap in financing for HSS—particularly large-scale,
long-term financing to build and maintain health infrastruc-
ture and pay health worker salaries—has serious consequences
for RMNCH. While the Global Fund has significantly
invested in health and community systems to enable better
access to health services, its HSS investments have been largely
specific to Global Fund target-diseases.*® GAVI’s HSS funds
have also mainly been used for downstream support to over-
come service delivery constraints (those that were impeding
vaccine delivery and maternal and child health services) rather
than for upstream support (e.g., sector reform and restructur-
ing).” While both organizations have made contributions to
HSS beyond immunization and the three Global Fund target-
diseases, these have focused on upgrading health facilities and
training existing health workers and community health work-
ers, rather than on large capital investments in infrastructure
or in training new skilled health personnel.

The World Bank, the third major multilateral financer of
global health (along with the Global Fund and GAVI), has not
stepped up to fill this void. Instead it has also placed a strong
focus on communicable diseases, particularly HIV/AIDS,
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which accounted for 43% of all of the Bank’s health, nutri-
tion, and population (HNP) commitments in the 20022006
period.”® Until very recently, support to RH, HSS, and nutri-
tion received much less attention. Furthermore, Bank support
for HSS was largely directed towards MICs, rather than LICs.

There are a range of other multilateral funding channels
for RMNCH within the UN system (e.g., UNFPA, UNICEF,
and UNITAID) and beyond (the EU institutions, regional
development banks®), but all of them are too small-scale to

fill the identified gaps

Donor governments have not sufficiently prioritized
RMNCH

Although overall bilateral aid for maternal and newborn
health almost tripled between 2003 and 2008, and doubled
for child health (albeit from a low starting point), only a few
bilateral donors have prioritized RMNCH within their global
health budgets. The world’s largest global health donor, the US
government, allocates the lion’s share of its bilateral global health
financing to MDG 6 (HIV/AIDS in particular), while a much
smaller share is channeled to MDGs 4 and 5. Two government
donors that have prioritized RMNCH in their bilateral sup-
port to countries are the UK and Canada. Some bilaterals have
also committed additional funding for HSS. In 2009-10, the
UK, Australia, Norway, and the Netherlands pledged around
$900 million over 10 to 20 years to expand the International
Finance Facility for Immunisation (IFFIm) to enable new HSS
investments through GAVI.*® The UK has also made other sig-
nificant investments in HSS, but overall funding levels from
bilateral donors still fall far short of HSS needs.

Family planning and reproductive health have fallen off
the radar

Over the last decade, from 2000 to 2009, the proportion of
health ODA spent on family planning services and supplies fell
sharply, from 9.2% to 2.6%, suggesting that family planning
was a low priority for donors.? The proportion spent on RH
care (excluding family planning) also fell, from 8.2% to 6.0%.
Tables 4 and 5 show the investment priorities of specific mul-
tilateral and bilateral donors—a lack of attention to RH and
family planning is a recurring theme. Within the US budget
for health, the share of total global health funding channeled
to family planning/RH fell from 21% to 5% between 2001
and 2008 (in absolute terms, US funding for family planning/
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RH remained flat; see Table 4).>” RH and family planning also
became less of a focus in the World Bank’s health portfolio

The low priority of RMNCH is reflected in the poor track-
ing of RMNCH financing flows

A reflection of the relatively low priority placed on child
and maternal health is that international tracking and
ODA accountability structures within the OECD Creditor
Reporting System (CRS) database do not include a category
for maternal and child health.” When donors report to the
CRS database, they must choose a specific “purpose code”
for their projects. CRS has 17 purpose codes for health (e.g.,
malaria control) but no discrete category for maternal and
child health. This has presented a challenge to Countdown
in trying to estimate how much donors were spending on
maternal and child health and has made it difficult to track if
donors are living up to their commitments. These gaps—and
ways to address them—have recently been highlighted by the
Commission on Information and Accountability for Women’s

and Children’s Health (see section 4.4 below).
Lack of technical consensus

Another challenge in the financing of RMNCH is that
there are diverging views on how to best strengthen health
systems to meet the MDGs.** This lack of clear consensus is a
problem for three reasons. First, the RMNCH costing work
has been hampered by a disagreement about the best method-
ology used to estimate the financing needs. Second, and more
importantly, to scale up services, countries require guidance
through internationally agreed standards. Third, the diverging
views on HSS have created problems for impact assessment
and for creating consensus around one results framework.

An example of these diverging views is the different sets
of costing approaches used by WHO and the World Bank to
calculate the costs and health impact of scale-up for the High
Level Taskforce (HLTF) on Innovative Financing for Health
Systems Strengthening. These approaches led to dramatically
different cost estimates: WHO estimated that $251.4 billion
of additional funding would be needed between 2009 and
2015 to reach the health-related MDGs, whereas the World
Bank estimated that $111.6 billion would be required.*
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Largest multilateral financing channels for global health

GAVI « By scaling up vaccines, key contributor to MDG 4 (commitments of $5.9 billion up to 2015)

« Financing window for HSS to deliver immunization and related MNCH services (commitments totaled $568.1 million
by end of 2010)

« Disbursements of $487.2 million to child health and $15.1 million to maternal and newborn health in 2008

GLOBAL FUND « Focuses on MDG 6: provides a fifth of all international financing for HIV/AIDS and around 60% for TB and malaria
« Contributes to MDGs 4 and 5 by providing RMNCH inventions (e.g., condoms, PMTCT) and through HSS investments
« Disbursements of $441.7 million to MNCH in 2008

WORLD BANK « Largest funder of RMNCH among the traditional multilaterals
« RMNCH disbursements from IDA fell steadily from $597.4 million to $299.4 million between 2004 and 2008*
« Share of RH commitments in overall health portfolio fell from 18% in 1995 to below 10% in 2007

« Lending for family planning or for reducing high fertility accounted for only 4% of the health portfolio in the last de-
cade, dropping by two-thirds between the first and second half of the decade™

UNICEF « Increase in RMNCH disbursements from $8g million in 2003 to $189 million in 2008, two-thirds of which are al-
located to child health?

« Interventions supported include malaria treatment, ITNs, nutrition (e.g., vitamin A, promotion of exclusive breast-
feeding), IMCI, immunization, community-based care, and support of children affected by HIV/AIDS

« Focus on self-implemented projects (a different model to those of the financing instruments above)

UNFPA « Only multilateral that spends more on MNH than on child health (in 2008, $110 million on MNH and $1 million on
child health)>

« However, RMNCH disbursements fell by $36.9 million per year in the 2003—2008 period?’

« Focus on RH, supporting programs to promote safe pregnancy and childbirth, family planning, and the sexual and
reproductive empowerment of women

« Second largest funder of contraceptives after USAID ($81.1 million out of $238.8 million)

EU INSTITUTIONS  « Increase in RMNCH disbursements by a mean of $42.8 million per year from 2003—-2008 (total disbursements of $263
million in 2008)*

« Funding delivered through budget support (25% of all EU aid between 2003 and 2008), grants, and contracts

UNITAID « Focus on MDG 6 ( scaling up access to treatment for HIV/AIDS, TB, and malaria by negotiating price reductions for
diagnostics and medicines and accelerating the pace at which these are made available)

« Largest funder of pediatric HIV/AIDS drugs, funding three in four of all children on antiretroviral therapies (ARVs)
globally

« Other major financing areas: PMTCT, ITNs, and support for multidrug-resistant TB
« Mobilized $1.3 billion in funding for MDG 6 interventions, from 2007—2010
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Many of the problems outlined above—the lack of a
coordinated approach for mobilizing and channeling
RMNCH financing, the insufficient levels of political
attention towards RMNCH, and the resulting lack of
progress towards MDGs 4 and 5—have begun to garner
global attention. A broad coalition of political leaders,
civil society, the United Nations, and private founda-
tions and enterprises has made a concerted effort to
place the health of women and children at the top of
the development agenda. The process culminated in

the Global Strategy in September 2010 (see ).

A first step on the road to the Global Strategy was the launch
of the International Health Partnership and Related Initiatives
(IHP+) in September 2007, which marked a renewed focus
on health systems and the need to improve aid effectiveness

. IHP+ was also involved in the creation of the
HLTE launched in September 2008, to lay out recommen-
dations for mobilizing and channeling financing for health
systems. Concurrently, WHO, UNFPA, UNICEE and the
World Bank made a joint announcement to intensify support
to countries to achieve MDG 5. The group was nicknamed
the “H4,” and it became the “H4+” when UNAIDS joined
the initiative in July 2010. Focusing on 25 high-burden prior-
ity countries, the main objectives of the H4+ are to improve

coordination at the country level and jointly raise the required
resources (the H4+ is discussed in further detail below).

The HLTF presented its recommendations—including the
creation of a joint Health Systems Funding Platform (HSFP)
by GAVI, the Global Fund, and the World Bank—at a special
session of the United Nations General Assembly in September
2009 (Healthy Women, Healthy Children). Concurrently, the
Global Consensus on Maternal, Newborn and Child Health
was announced, setting out key actions needed to achieve
MDGs 4 and 5 and asking for contributions of $30 billion to
save the lives of over 10 million women and children by 2015
in the 49 lowest-income countries.

In April 2010, UN Secretary General Ban Ki-moon ofhcially
launched a global effort on women’s and children’s health in
New York, following a meeting with 40 global leaders to help
define a collective strategy for women’s and children’s health
in the lead-up to the MDG Summit in September 2010. This
strategy built on regional commitments and efforts, such as
the Maputo Plan of Action and the Campaign on Accelerated
Reduction of Maternal Mortality in Africa that was launched
by the African Union (AU) in May 2009. There were two
more milestones before the Global Strategy was eventually
launched. At the G8 Muskoka Summit in July 2010, leaders
of the G8 countries and other partners committed $7.3 billion
of additional funding for MNCH. And at the August 2010
AU meeting, AU heads of state adopted the “African Union
Summit Declaration 2010 for Actions on Maternal, Newborn
and Child Health,” and committed to strengthening their
efforts to improve RMNCH. African leaders also appealed to
donors of the Global Fund to extend the Global Fund’s man-
date to child and maternal health.

In September 2010, the process culminated in the Global
Strategy. The strategy aligned, for the first time, all actors

The road to the Global Strategy

High Level Task Force on
Innovative International
Financing for Health Systems

International Health
Partnership

2007 2008

Consensus on MNCH /
and Release of HLTF Report
and Recommendations

Health Systems African Union
Funding Platform Summit, Kampala

2009 2010
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relevant to financing and delivering RMNCH services around
a single strategic approach linked to significant financial,
policy, and service delivery commitments to achieve MDGs
4 and 5. In May 2011, 16 low-income and lower-middle
income countries made additional financial and service deliv-
ery commitments to advance the Global Strategy. Seven coun-
tries committed to significantly increase their domestic health
budget over the next years (to 12—-15% of the overall govern-
ment budget).

Placing a renewed focus on health systems and RMNCH?
The International Health Partnership and the Health
Systems Funding Platform

While the IHP+ has managed to create a forum for
country level dialogue between governments and
donors on national health strategies, it suffers from not
being linked to a dedicated pool of funding for jointly
assessed national strategies. To date, this funding is
not being provided through the HSFP. Together with
a resource-strapped secretariat, this has severely lim-
ited the impact of IHP+. Furthermore, while the broad

strengthening of health services and systems promoted
by IHP+ should eventually also benefit RMNCH, a
special focus on achieving rapid scale-up of RMNCH
packages along the continuum of care within national

health strategies is needed.

The International Health Partnership and Related
Initiatives (IHP+) was initiated in 2007 by the UK’s Prime
Minister Gordon Brown, embracing related initiatives by
Canada, France, Germany and Norway.”® The IHP+ encour-
ages LICs to develop comprehensive and integrated long-term
national health plans as a mechanism to harmonize and align
donor funding and to strengthen health services and systems.
The vision for IHP+ was that these plans would increase coun-
try ownership and reduce aid fragmentation and associated
transaction costs. In addition, once these plans were jointly
assessed by donors, technical experts, and country stakehold-
ers, they would inspire donor confidence and lead to signifi-
cantly increased funding for HSS (an “aid orphan”). It was
expected that this support for HSS, in turn, would also benefit
the health of women and children.

To mobilize attention and financing towards HSS, key
partners in IHP+, under the leadership of DFID, launched

Box 1: The Health Systems Funding Platform (HSFP)

OBJECTIVE

« Streamline HSS financing from existing funding organiza-
tions, particularly from the Platform financing partners:
GAVI, the Global Fund and the World Bank (the HSFP is not
a new global fund for HSS, nor does it involve pooling of
HSS funding at the global level)

OPERATION

« Countries can only request funding for HSS interventions
consistent with the mandates of Platform partners
—Global Fund: countries will be able to apply for funding for
“cross-cutting” HSS interventions (those that contribute
to improved outcomes related to two or all of the three
target diseases)

—GAVI: HSS interventions need to be linked to immuniza-
tion outcomes

—The World Bank: will continue to cover the full range of
HSS support—but it provides loans not grants and has
difficulties in creating demand for its health support

+ Joint GAVI/Global Fund application forms for crosscutting
HSS will be used to reduce transaction costs in the design/
assessment of HSS funding requests

«+ Platform partners will finance JANS in 4-5 countries in 2011

(financing national health plans has become a standard GAVI

policy for providing HSS support; the Global Fund is funding
health strategies on a pilot basis; the World Bank is commit-
ted to including the results of the JANS in its assessment of
country applications)

FUNDING

o Three governments (Australia, Norway, and the UK) have
pledged almost $1 billon to the HSFP through an expanded
IFFIm, which will be channeled through GAVI and will pro-
vide about $475 million for GAVI's HSS programs between
2011 and 2015

+ An additional $515 million through 2022 is available from the
Health Results Innovation Trust Fund (with a specific focus
on women and children) at the World Bank

. Total funding for the HSFP falls very short of the estimated
$122 billion required for HSS in 49 LICs between 2011 and
2015 to reach MDGs 46 (of which an estimated $62 billion
is needed for RMNCH)

« Lack of funding for the Platform is aggravated by the Global
Fund’s financing gap

« Itis unclear how much the World Bank will spend on HSS—
the amount depends on country demand and on IDA's
resource allocation system
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the High Level Taskforce on Innovative International
Financing for Health Systems (HLTF) at the UN Millennium
Development Summit in 2008. Chaired by Gordon Brown
and Robert Zoellick, the Task Force worked to identify the
challenges and costs of HSS and new sources of finance to
help countries achieve the health MDGs. Its recommenda-
tions, announced in 2009, reiterated support for country-led
national health plans to make the allocation of existing and
additional funds in countries more efficient. To ensure proper
financing of these plans, the Task Force recommended set-
ting up a joint Health Systems Funding Platform (HSFP)
between GAVI, the Global Fund, and the World Bank (coor-
dinated by WHO) and announced new commitments of $5.3
billion.

The HSFP was launched in 2009.
tives, operation, and funding to date. The Platform has the

shows its objec-

potential to improve aid effectiveness and reduce transaction
costs for funders and HSS recipients—including through
harmonized application for HSS support, joint financing
of national health strategies, and harmonized fiduciary and
monitoring and evaluation frameworks.’* However, its opera-
tionalization to date also points to at least three important
constraints:

First, the HSFP is not a new global fund for health systems,
nor does it involve pooling of HSS funding at the global level.
Countries will only be able to request funding for HSS inter-
ventions that are consistent with the mandates of Platform
partners (see ).

Second, while the Platform has the potential to improve
aid effectiveness, its institutional arrangements remain com-
plex, oriented around existing organizational structures of
all three partners, and hard for countries to navigate. While
joint GAVI and Global Fund application forms for crosscut-
ting HSS were created to reduce transaction costs relating
to HSS funding requests, all three agencies will continue to
approve funding separately. Programs will also be managed
separately, but can be based on a common fiduciary and M&E
framework. GAVI introduced a rolling channel for approv-
ing HSS proposals to improve alignment with country cycles.
The Global Fund has not yet complemented its rounds-based
channel with a more flexible approach for HSS, which makes
it difficult to leverage the full potential of the joint applica-
tion process. The World Bank has committed to including the
results of the jointly assessed national strategies (JANS) in its
project appraisals.

, the HSFP is under-financed. A
pressing issue in this context is the future role of the Global
Fund in supporting HSS related to MDGs 4 and 5. Based on

Finally, as shown in
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recent guidance from its Board, the Global Fund will only be
supporting HSS interventions that are directly contributing
to improved outcomes for least two (or all three) of its target
diseases. Furthermore, the Global Fund Board decided in
December 2010 that the Fund should not venture further into
MNCH because this would divert resources from the original
underfunded mandate. Instead, countries were encouraged to
explore increased synergies between MNCH and HIV, TB,
and malaria control in Round 11. Currently, the Global Fund
is undergoing a process of reconsidering its overall strategy,
in the context of which the scope of its mandate and its role
in MNCH and HSS is again being examined. Several inter-
viewees also mentioned that GAVI will likely move back to
a narrower focus on immunization in its HSS funding. The
resulting lack of funding for the HSFP has led to a situation
in which the HSFP has not yet become what it could still be:
a strong source of un-earmarked funding for the HSS compo-
nents in JANS.

For countries going through the process of developing
their national strategies and undergoing a joint assessment
under the IHP+, it is thus still unclear “who is the postbox”
for requests for additional financing, as one interviewee put
it. Countries still face a multitude of bilateral and multilateral
donors without a guarantee that substantial new and long-
term funding for their national health plans will actually be
available.

The lack of a clear linkage between the IHP+ process
(national strategy development/assessment) and a pooled and
significant source of long term funding, along with lack of
capacity in the IHP+ Secretariat, may help to explain the rela-
tively slow progress made in the development and the joint
assessment of national health plans to date. Since the launch
of IHP+ almost four years ago, only six countries (Nepal,
Ethiopia, Uganda, Ghana, Vietnam, and Malawi) have com-
pleted a formal JANS process.” And so far, only in the case
of Nepal and Ethiopia has the process led to a joint financing
framework and pledges by multilateral and bilateral donors
(either pooled or non-pooled) in accordance with this frame-
work. Even in these two countries, however, key informants
highlighted a certain level of disappointment that while
donor funding might now be better coordinated (a significant
achievement in itself) it has not nearly increased to a level that
would come close to filling the financial gaps.

The IHP+Results report also indicates that there is still a
major gap between the rhetoric of better aid effectiveness and
the compliance of donors with the principles at the coun-
try level, and points to the fact that only a few donors use
country systems (e.g., for financial management and results
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monitoring).*® Asking donors why this is the case, some men-
tioned that they still have to be convinced of a greater rigor in
the development and assessment of the strategies and a stron-
ger link to health outcomes, so that they meet donors’ stan-
dards of accountability. The quality of the national strategies
differed considerably, and may lack the specific measurements
that funders need.

The impact to date of IHP+ in channeling additional
resources specific to MNCH has been limited by a fur-
ther challenge: it is not ensured that increased financing of
national health plans automatically means increased financ-
ing for RMNCH. Key experts emphasized that it cannot be
taken for granted that RMNCH will become a priority area
in national health strategies; they stated that a mechanism is
needed to ensure this prioritization of RMNCH at the coun-
try level. Three other challenges are as follows:

IHP+ lacks full support from the largest donor—the US
has committed to coordinating its funding with THP+, but
has not formally become a part of it or pooled its funding
(e.g., it has not pooled funding in Nepal);

given the critical role that the government has to play in
development and implementation of the national health
plan and in the orchestration of donors for funding the
strategy, the prospect that the IHP+ could be successful
in countries with weak governments is questionable (these
countries also tend to have high child and maternal mor-
tality rates); and

the participation of civil society in IHP+ processes needs to

be further strengthened.

An important achievement of [HP+, often referred to in the
interviews, is that IHP+ has indeed empowered governments to
resume stronger ownership of their national health plans. IHP+
has also facilitated a focused dialogue between governments and
donors around these plans—a dialogue that did not exist before
in many countries. IHP+Results considers the creation of these
frameworks as an important step that may lead to better donor
harmonization over the next few years.

Strengthening the support of the UN system and the World
Bank to MDG 5—the H4+ and other recent initiatives

The Hg+ is a promising initiative to leverage collab-
orative and coordinated action. However, the initiative
should make its efforts more transparent to the global
health community, including to countries which could
benefit from its support. Separate from the collective
efforts of the Hy+, its partner agencies also launched
their own efforts to strengthen their contributions to
RMNCH.
On September 25, 2008 during the High-Level Event
on the Millennium Development Goals, WHO, UNFPA,
UNICEE and the World Bank jointly announced intensified,

harmonized support, initially to a group of 25 countries with
very high maternal mortality, towards achieving MDG 5. The

Box 2: Core functions to be undertaken by H4+ agencies based

on comparative advantages

WHO: Policy guidance, setting norms and standards, research,
and monitoring & evaluation

UNFPA: Reproductive health commodity security, support to
implementation, human resources for sexual and reproductive
health including maternal and newborn health, and technical
assistance for building monitoring and evaluation capacity

UNICEF: Financing, support to implementation, logistics &
supplies, and monitoring & evaluation

WORLD BANK: Health financing, inclusion of MNCH in na-
tional development frameworks, strategic planning, investment
in inputs for health systems (including fiduciary systems and
governance), and taking successful programs to scale

UNAIDS: HIV/AIDS surveillance, monitoring and evaluation,
technical support to programs for HIV/AIDS prevention, treat-
ment and care, and country level coordination
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group was nicknamed “H4” (Health 4), and, when UNAIDS
joined the initiative, it became known as “H4+.”

Based on their comparative advantages , the four
organizations committed to assisting countries in the develop-
ment of (a) MNCH/RH needs assessments, and (b) costed,
MDG-driven and performance-based national health plans,
working through the IHP+ in compact countries. Coordinated
support to countries was to also focus on: rapidly mobiliz-
ing required resources; addressing the need for skilled health
workers (particularly midwives); overcoming financial barriers
to access; strengthening M&E systems; and tackling the root
causes of maternal mortality and morbidity.

Based on a mapping of the support that the four agencies
were providing in the 25 priority countries, the H4+ then
agreed upon each agency’s contribution to accelerated imple-
mentation of maternal and newborn care in the 25 priority
countries in an operational plan (2009-2011). Canada pro-
vided $50 million over five years (2011-2016) to improve
global coordination of the five agencies, and to provide tar-
geted technical support for maternal and newborn health
in five LICs (DRC, Sierra Leone, Uganda, Zambia, and
Zimbabwe).

Unfortunately, it is unclear to what extent the H4+ agen-
cies have made progress towards fulfilling their commitments,
as there is publicly available information on the implementa-
tion of this initiative on the agencies’ websites or the IHP+
website. Stakeholders interviewed for this report requested
more transparency from the H4+ initiative.

Separate from the collective efforts of the H4+, the World
Bank has started to reinvigorate its commitment to health sys-
tems and reproductive health. HSS is a key priority area of the
World Bank’s 2007 HNP strategy,” and in 2009, almost half
of its financing for health was allocated to HSS ($1.4 billion
out of a total of $3.1 billion for HNP in 2009 was committed
to HSS, up from $700 million out of $2.8 billion in 2007).*
In late 2008, the World Bank launched its “Health Systems for
the Health MDGs Program.”’ The program provides techni-
cal assistance (TA) to countries in the implementation of their
national health strategies, beginning with 14 IHP+ countries,
of which twelve are in Africa and two in South-East Asia. The
Bank also established two regional HSS hubs in Africa (Dakar,
Senegal; Nairobi, Kenya) to assist HNP operations in the region,
particularly in the areas of health finance, human resources,
governance, supply chain management, and infrastructure
planning. It created the Health Systems Global Expert Team
that brings together health systems experts from across the Bank
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to offer advice to health ministries and project teams on issues
such as health insurance policy and implementation, health
financing reforms, and health system organization.”” With
support from Norway and the UK (US$515 million through
2022), the Bank also created the Health Results Innovation
Trust Fund to support results-based financing approaches in
the health sector for achievement of the health-related MDGs,
particularly MDGs 1, 4, and 5.

In 2010, the World Bank released its Reproductive Health
Action Plan aimed at achieving better progress on MDG 5 from
2010-2015 in 57 countries that have a high burden of maternal
deaths and high fertility. Using a health systems approach, the
Action Plan aims to improve women’s access to quality family
planning and other reproductive health services, skilled mid-
wives, emergency obstetric care, and postnatal care for mothers
and newborns. One year after the plan was launched, the World
Bank had approved health projects with RH components in ten
countries®', and two specific RH projects in Mali and Burkina
Faso are in preparation. The share of the total HNP lend-
ing channeled to RH increased from 11% in 2010 to 28%
in 2011 (in total, from $491 to $830 million).** In moving
forward, the Bank has identified two major challenges in the
implementation of its Action Plan: (1) to better incentivize
country demand for RH, including family planning, at country
level; and (2) to ensure full leverage of the Bank’s multi-sectoral
advantage to improve RH outcomes; the Bank has not used this

leverage to full advantage in the past.**

UNFPA has also launched new RMNCH initiatives in
recent years. In 2008, UNFPA launched the Maternal Health
Thematic Fund (MHTF) to provide country level funding
for improved family planning and for skilled care during
pregnancy and birth (with a special focus on midwifery and
emergency obstetric and newborn care).® The MHTF is sup-
ported by two separate multi-donor thematic trust funds: the
Thematic Fund for Maternal Health and the Thematic Fund
for Obstetric Fistula.®* Both funds, have remained small-scale
and are very under-financed (compared with the resources
required). The entire MHTF had an operating budget of $27
million and expenditures of $21 million in 2010. Resources
required for the MHTF were estimated at a total of $504 mil-
lion over the 2008-2011 period, with $138 million needed in
2010 and $269 million needed in 2011. UNFPA attributes
this lack of funding to the global financial crisis, which has
limited the ability of many funding governments to commit
resources to aid as they did before. A recent CGD report high-
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lights another concern about UNFPA, a lack of accountability
for both financial resources and program results.®

UNEFPA’s Global Program to Enhance Reproductive Health
Commodity Security (GPRHCS) was launched in 2007 to
strengthen country capacity in reproductive commodity plan-
ning and supply chain management and to provide financing
for the actual procurement of commodities.*® The GPRHCS is
supported by five bilateral donors through a multi-donor trust
fund.67 Through this trust fund, in 2009, UNFPA provided
$63 million for the purchase of contraceptives, $7 million for
other reproductive health commodities (e.g., oxytocin, intra-
venous antibiotics), and $17 million for capacity building. The
GPRHCS could potentially be leveraged further by donors to
contribute to increased access to contraceptives and other SRH
commodities.

Scaling Up Nutrition Movement

The Scaling Up Nutrition (SUN) movement is a recent
initiative to improve coordination in the nutrition field
and to support countries in the development of quality-

assured nutrition strategies.

Launched in 2009, the SUN movement brings together
over 100 organizations (e.g., USAID, the Canadian
International Development Agency, UNICEE the UN World
Food Programme, WHO, the World Bank) to reduce mater-
nal and child undernutrition.®® SUN aims to increase nutri-
tion assistance in alighment with country-owned plans, based
on the SUN Framework and SUN Road Map. This framework
was designed to be integrated into national-level priorities and
planning. It promotes good nutritional practice, the provision
of micronutrients for young children and their mothers, food
fortification, and therapeutic feeding for malnourished chil-
dren. SUN itself is not financing nutrition plans, but aims to
mobilize additional financing for countries’ nutrition plans.

The SUN Transition Team, chaired by the UN Secretary
General’s Special Representative for Food Security and
Nutrition, is tasked with bringing the SUN Road Map to frui-
tion. This team is focusing on arrangements through which
national authorities can request, and then access, financial
and other support to scale-up nutrition according to country
needs. The operational costs are covered by the Bill & Melinda
Gates Foundation, Japan, and the World Bank.
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Every Woman, Every Child: Global Strategy for Women’s
and Children’s Health

The Global Strategy for Women’s and Children’s
Health has mobilized high-level political attention and
significant financial and policy commitments for MDGs
4 and 5. This is an important achievement given the
previous fragmentation of the policy, advocacy, and
finance community. Financial commitments to the
Global Strategy amount to at least $43.4 billion, but
it is unclear how much of this funding is new and addi-
tional. Even if a significant portion is new and addi-
tional, a large financing gap would persist. This appears
particularly true for scaling up interventions around the
time of childbirth and the postnatal period and the
integrated management of childhood illnesses, which

will likely remain seriously underfinanced.

Perhaps the most important gap in the Global Strategy
is that it remains unclear exactly how new RMNCH
funding will be channeled. Implementation and
accountability mechanisms for the Global Strategy
also need to be strengthened, especially at the country
level. The work of the Commission on Information and
Accountability for Women’s and Children’s Health is a
good start, but greater efforts are needed to implement
the Commission’s recommendations, particularly when
it comes to the strengthening of health information sys-

tems and accountability mechanisms within countries.

According to a recently published report by PMNCHG69,
financial commitments to the Global Strategy amount to at
least $43.4 billion (not including the value of non-monetary
commitments). Fifteen donor governments committed $14
billion, 39 LICs $10.0 billion, and five MICs $6.8 billion.
The remaining $12.6 billion was committed by NGOs, foun-
dations, the business community, health care professional
associations, UN and other multilateral organizations, and
global health partnerships. In addition to the monetized con-
tributions, extensive service delivery and policy commitments
were made, particularly by LICs.
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Regardless of what proportion of the $41.4 billion is con-
sidered as additional funding, it would still fall short of the
$88 billion that the Global Strategy estimates will be needed
to scale up MDG 4 and 5 interventions in the 49 lowest-
income countries over the 2011-2015 timeframe.

When lookingat the allocation of financal, policy and service
delivery commitments, PMNCH found that commitments
will target further scale-up across all health-related MDGs,
but with different levels of attention to different MDGs.”
Child health (particularly PMTCT) figures prominently in
the commitment documents, and was also prominent in the
interviews with donors. Yet only five implementing countries
explicitly referred to IMCI, and no donors mentioned IMCI,
highlighting the risk of continued under-funding of IMCI.
Furthermore, as many OECD countries count (or are consid-
ering counting) their contributions to GAVI and the Global
Fund as part of their Global Strategy commitments, it is likely
that there will be additional (or at least sustained) funding for
RMNCH interventions that are related to HIV/AIDS, TB,
malaria, and immunization.

Overall, financing for MDG 5 still appears to lag behind
financing for MDGs 4 and 6, although there are indications
that financing for family planning will increase significantly.
Several key donors and countries mentioned family planning
as a focus area. There are also indications that country govern-
ments in particular will place a stronger focus on scaling up
skilled birth attendants (SBAs) and the training of midwives
and other skilled health workers. Sixteen high-burden coun-
tries have committed to training and deploying an additional
24,000 midwives/SBAs and 21,000 other professional health
workers by 2015. This will be an important increase in the
health workforce, but it will still be very small relative to the
actual health workforce needs. The Global Strategy estimated
that about 2.6 to 3.5 million additional health workers will
be required to reach the health MDGs. And, according to
the UNFPA’s 2011 midwifery report, an additional 111,880
skilled midwives are needed in 38 countries, and 350,000
additional midwives are needed in 58 countries.”!

Within MDG 5, it is thus likely that childbirth and postna-
tal care interventions (i.e., high impact/low coverage interven-
tions) will remain significantly underfinanced. Investment costs
for scaling up interventions around these two periods along
the continuum of care are very high due to HSS requirements,
but no multilateral mechanism or agency, and no donor, has
emerged to take decisive leadership in the financing of these
interventions. Nutrition, including the promotion of early
and exclusive breastfeeding, might also continue to be severely
underfunded. Few stakeholders explicitly referred to nutrition
in their commitments or subsequent interviews.
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Another important finding of PMNCH’s analysis relating to
the Global Strategy commitments is that it does not provide
clarity on the channeling of the financial commitments. The
PMNCH report notes that: “while it is clear that the Global
Strategy is not a new global financing mechanism for MDGs 4
and 5, many of those interviewed called for guidance on how to
access funding committed to advancing the Global Strategy.”®

An important achievement when it comes to the implemen-
tation arrangements for the Global Strategy was the creation
of the Commission on Information and Accountability for
Women’s and Children’s Health (COIA) in December 2010.
The COIA was to set up mechanisms to ensure that resource
pledges to the Global Strategy are delivered, and to ensure prog-
ress towards the Global Strategy’s goals. The COIA developed
a set of eleven core indicators for measuring progress towards
the RMNCH goals outlined in the Global Strategy, and pro-
moted these as part of a single global mechanism for report-
ing on RMNCH outcomes. In addition, it has recommended
actions to strengthen mechanisms for tracking and reporting
domestic and external financial resources for RMNCH, and it
has established an action plan to improve health information
systems in countries. While the COIA concluded its work in
May 2011, an independent Expert Review Group (ERG) is
currently being set up that will report regularly to the UN
Secretary General (UNSG) on the results and resources related
to the Global Strategy and on progress in implementing the
COIAs recommendations. The ERG will be supported by
a small secretariat hosted by WHO.” A draft work plan for
implementing the COIAs recommendations was released in
July this year.”? Norway has committed $10 million to support
it, and aims to convince other donors to also contribute to the
implementation of the work plan. According to the budget in
the draft work plan, the “average catalytic resources” required
to improve information and accountability in each of the 49
target countries amount to $1.25 million (a total of $61.25
million). This means that an additional $51.25 million would
be needed.

Interviewees indicated that the creation of the COIA’s
global accountability framework will go some way in track-
ing the behavior of both donors and countries. At the same
time, interviewees argued that the COIA is very much
focused on the global level and it is still unclear whether
and how country mechanisms, so central to the successful
implementation of the Global Strategy, will be strengthened
to enhance accountability for women’s and children’s health.

STRENGTHENING THE GLOBAL FINANCING ARCHITECTURE FOR REPRODUCTIVE, MATERNAL, NEWBORN AND CHILD HEALTH: OPTIONS FOR ACTION



Options for Strengthening the Financing Architecture for MDGs 4 and 5

Chapter 4 described recent progress and improvements, but
also remaining gaps and inefhiciencies, in relation to the global
financing architecture for MDGs 4 and 5. Chapter 5 now
lays out a range of potential options to address these remain-
ing architectural barriers in order to accelerate progress on
women’s and children’s health. The options focus on address-
ing coverage gaps in the 49 high-burden LICs of the Global
Strategy that are likely to continue to rely on donor funding
in order to reach MDGs 4 and 5, in addition to increasing
domestic financing for RMNCH. Increased domestic financ-
ing efforts by MICs, although critical, are not the focus of this
report. Options presented draw on:

ideas and opinions expressed in interviews with 55 deci-
sion-makers and stakeholders from donor organizations,
recipient countries, civil society, UN organizations, financ-
ing institutions, foundations, and academia;

an appraisal of the policy discussions and debates about
options to improve the global financing architecture in
publicly accessible literature;

a review of innovative approaches for achieving rapid scale
up of health services; and

an in-depth examination of the literature on financing
approaches and performance of key organizations in global

health.

In developing the options, the explicit focus of the analysis
was on how the global financing architecture for MDGs 4 and
5 could be improved (rather than the global architecture as a
whole). This focus means, for example, that while issues such
as TA were considered, they are not covered in any great detail.

Interviewees expressed a wide spectrum of opinions on
ways to improve the architecture for raising and channeling
resources to RMNCH, and a range of options was also laid out
in the published literature.”* These options were systematized
and narrowed down to the three options introduced below
(Section 5.2). They reflect the ideas and recommendations most
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often referred to by the interviewees and in the literature (see
Appendix 6 for a summary of relevant articles). They include
a number of innovative yet pragmatic suggestions, which
lie between radical change and tweaking of the status quo.

The options presented below can be described along two
key dimensions. The first one is the level of consolidation of
global financing for RMNCH implied by the option—a low
level refers to a decentralized system with multiple channels of
financing, and a high level refers to a centralized global financ-
ing approach. The second dimension is the level of change to
the current global aid architecture for RMNCH that would
be required to successfully implement the option.

Conceiving of potential options in this way results in the
“options staircase” shown below . It includes three
main options, two of which have sub-options associated with
them. The options are not mutually exclusive. Rather, they
build on each other, as symbolized by the staircase.”

is built on the premise that the current gaps
and inefhciencies in financing RMNCH can be addressed
through strengthening coordination between—and fully
exploiting—the funding mandates of the existing, multiple
multilateral and bilateral funding channels for RMNCH.
Associated implementation and accountability mechanisms
for the Global Strategy at the global and country level would
also need to be enhanced.
embraces the strengthened coordination
model of Option 1, but posits that making faster progress
towards RMNCH will, in addition, require a strategic scale-
up effort with dedicated financing targeted at opportunities
for rapid impact. aims to prove the concept that
if LICs with jointly assessed, costed national health plans had
access to pooled donor funding for RMNCH-related ele-
ments of these plans, then rapid scale up and progress could
be achieved. maintains that a narrower approach
is needed in the short term, especially in the highest burden
LICs. This narrower approach would focus on scaling up cov-
erage of selected high impact interventions, which are com-
patible with (and support) the longer term development of

strong, integrated national health plans and systems.
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Ficure 100 Options “staircase”

HIGH

OPTION 1

LEVEL OF CHANGE IN AID ARCHITECTURE

OPTION 2

OPTION 3

LOW

HIGH

CONSOLIDATION OF FINANCING

OPTION 3 goes a step further still. It maintains that, while
improved coordination between existing donors is important
(Option 1), and a narrowly focused scale-up initiative can
galvanize momentum to show that rapid progress is possible

(Option 2), these efforts alone will not suffice. Option 3 thus
proposes the creation of a dedicated global funding channel.

A more narrowly defined version of this option (OPTION 34)
focuses on the creation of a dedicated financing channel for
reproductive, maternal and neonatal health only (child health
could be covered through existing financing arrangements).
The comprehensive version of Option 3 (i.e. OPTION 3B)
proposes the creation of a fully integrated global funding
channel for all the health MDGs. A more detailed description

of each option is given below.

Option 1: Strengthen coordination and accountability of
multiple funding channels at the global and country level

Underlying Rationale: RMNCH is intrinsically linked to
functioning health systems—if these are strengthened, mater-
nal and child mortality rates will fall. The international commu-
nity, through IHP+ and other initiatives, has taken important
first steps in supporting national governments in developing
strong, country-owned, and jointly assessed national health
plans (in a few cases, these plans are also associated with joint
financing agreements). In addition, donors and countries have
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pledged significant amounts of funding within the Global
Strategy that could be used to finance these new plans. While
there is a need to strengthen implementation arrangements for
the Global Strategy to ensure its impact, these arrangements
could be reasonably “light touch.” Thus Option 1 proposes
strengthening, fully leveraging, and improving the account-
ability of existing mechanisms to finance RMNCH as part of
national health plans, as described below.

Strengthening the ‘implementation architecture’ of the
Global Strategy:

© Enhance IHP+ capacity linked to clear performance rargets:
Speeding up the development of jointly assessed, costed
national health strategies (with strong RMNCH plans)
would require a stronger IHP+, so that it can (a) better sup-
port and facilitate this multi-partner process, and (b) pro-
actively communicate with countries. An evaluation of its
work to date should help IHP+ to further enhance its way
of working and to strengthen the catalytic and coordinat-
ing role of this virtual, multi-stakeholder partnership. A
modest increase in IHP+ secretariat staff linked to clear
deliverables (including annual targets on the number of
countries using the JANS and on how many are supported
in their efforts by IHP+) would also likely to be required.
In addition, donors to the IHP+ should agree on their own
clear performance standards (see ‘funders’ forum’ below).
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Complement the annual report from the ERG with a more
regular accountability mechanism: The annual report by the
independent ERG on progress in implementing the Global
Strategy will be essential in ensuring that RMNCH
stays high on the political agenda. However, following
the dissolution of the Commission on Information and
Accountability, additional capacity needs to be created
to follow up on the Commission’s recommendations and
to track progress on implementing Global Strategy com-
mitments on an ongoing basis. WHO is currently taking
the lead on this task, but a number of interviewees raised
the question of whether this function would not be better
placed within the UNSG’s office or within PMNCH, given
that they represent broader constituencies. In addition,
while the ERG focuses on the results and resources related
to the Global Strategy and on progress in implementing
the recommendations, more needs to be done to strengthen
country mechanisms to enhance accountability for wom-
en’s and children’s health. It would thus be important that
other donors (i.e., in addition to Norway) provide funding
to support the implementation of the Commission’s rec-
ommendations at the country and global levels.

Strengthen the capacity of UN organizations to deliver on
their core mandates: WHO, UNICEF, and UNFPA would
return to a focus on their core skills of normative guid-
ance and TA in the development and implementation of
RMNCH plans. The H4+ could be an important mecha-
nism in this process, assuming that it can become more
transparent (it is currently not easy to understand who is
doing what in which countries) and that it is funded ade-
quately to conduct its work. To finance TA, a catalytic fund
could be explored, modeled after the Fast Track Initiative’s
Education Program Development Fund.”® Funding could
be used to finance TA provided by UN organizations, as
well as by other TA providers.

Clarifying the division of labor and maximizing the
impact of existing multilateral funders on RMNCH: Under
Option 1, existing multilateral financers would concentrate on
fully exploiting their existing funding mandates, and would
agree on a clearer division of labor based on their comparative
advantages:
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The World Bank would further strengthen its efforts
to fully implement its HNP strategy, which commits to
a greater focus on funding health systems, as well as its
Reproductive Health Action Plan. This would require
incentivizing country demand and strong support from
the Bank’s leadership and country directors. Through their
policy dialogue with governments, including treasuries and
health ministries, these directors play a key role in ensur-
ing that HSS and RH are prioritized in domestic resource
allocation.

The Global Fund would maximize its impact on RMNCH
and associated HSS within its existing mandate, e.g., by
fully scaling up all four prongs of PMTCT, malaria treat-
ment/prevention, identification and treatment of TB in
pregnant women and children, and training/financing of
community health workers. HSS funding by the Global
Fund and GAVI would remain focused on the delivery of
interventions to fight the three Global Fund target diseases
and immunization services. However, both organizations
would ensure that their HSS support maximizes positive
spill-over effects on other HSS elements.

A small number of interviewees argued that the UN orga-
nizations should take on an enhanced role in RMNCH—
in particular, that UNICEF and UNFPA could play a
greater role in financing and procuring RMNCH drugs
and commodities. There could also be a role for UNITAID
in reducing prices for priority RMNCH commodities and
in driving the development of new medicines adapted to
the needs of women and children.

Improving coordination and transparency of bilat-
eral funding: A central premise of this option is that bilat-
eral donors will take individual and collective responsibility
for delivering on their Global Strategy commitments, by:
(a) significantly increasing their country-level financing for
RMNCH, (b) aligning this funding with national priori-
ties, and (c) harmonizing their efforts with other donors. In
doing so, bilateral donors would ‘reward” LICs that have
undergone a solid JANS process with increased funding for
their national health plans. An annual ‘funders’ forum’ of key
bilaterals (and potentially multilateral and private donors)
could be a means to increase coordination and transparency
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of RMNCH financing. In this forum, donors would inform
each other about their funding priorities and activities, share
best practices, identify potential gaps left by their collective
efforts (such as donor orphan countries or diseases), agree on
potential joint initiatives to address these gaps, and hold each
other accountable.

Country access to funding and accountability: In addi-
tion to increasing their domestic financing for RMNCH, LICs
in particular would still need to access funding for RMNCH
from multiple bilateral and multilateral donors under this
option. And they would need to “orchestrate” these different
funders.

Countries would request funding from donors through
their jointly assessed, costed national health plans or strat-
egies, which include RMNCH as one priority area. Plans
would include precise outcome and impact targets/indica-
tors, and clearly lay out the government’s contribution to
financing the plan.

the

donors and non-state actors would identify domes-

Country-level discussions between government,
tic and international sources of financing for the
national health strategy ensuring that different areas
within national health plans or strategies are not

overfunded or underfunded.

The COIA called for the creation of national, inclusive coor-
dinating bodies for health. If established, these mechanisms
(which could be built on the National AIDS Commissions or
Global Fund Country Coordinating Mechanisms) could go a
long way towards coordinating all relevant stakeholders, ensur-
ing harmonized funding, tracking of progress, and holdingg
governments, donors, and non-state actors alike accountable.

Option 2 (A/B): Strengthen coordination arrangements
plus implement a focused scale-up initiative to rapidly
accelerate progress towards MDGs 4/5 by 2015

Underlying Rationale: Option 2 supports the premises and
recommendations of Option 1 in principle, but it maintains
that Option 1 in itself will not result in fast enough progress to
reach MDGs 4 and 5. A catalytic, targeted scale-up initiative
focused on achieving rapid impact is also needed, based on
two potential approaches.

The first (Option 2A) focuses on a small number of high
burden LICs that have developed jointly assessed, costed national
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health plans with a strong RMINCH component. It aims to prove
the concept that if these countries had access to pooled donor
funding for RMNCH-related elements of these integrated
plans, and optimal technical support for their implementa-
tion, critical interventions along the continuum of care would
be rapidly scaled up.

The second (Option 2B) maintains that while a fully
integrated, health systems approach to improving RMNCH
makes sense, a slightly narrower approach is needed in the
short term, especially in many of the highest burden coun-
tries which might not have these strategies fully in place. This
approach focuses on selected, low coverage, high impact inter-
ventions, which are compatible with (and support) the longer
term development of strong, integrated national health plans and
systems.

The scope of both initiatives, in terms of the number
of countries that can access funding from them, could be
extended if the initiatives prove to be effective instruments
for scaling up access to RMNCH services. Including a larger
number of high-burden countries could achieve a higher
impact but would also imply higher costs for the provision
of RMNCH services. A key rationale for Option 2 is that it
is highly targeted and strategic in nature—with a very clear
focus on the highest opportunities for impact for the resources
invested.

Key features of Option 2A: In addition to having the fea-
tures of Option 1 above, Option 2A would require creation of
a dedicated pool of funding to finance RMNCH scale-up and
related HSS within a subset of countries. Eligibility would be
limited to LICs that: (a) have jointly assessed, costed national
health plans (with RMNCH roadmaps) in place, and (b)
have been invited to apply for financing of these plans by the
Global Fund, GAVI, and the World Bank under the HSFP.
As of October 2011, five countries met these criteria.”” An
additional criterion for receiving financing from this fund-
ing pool could be the willingness of these countries to spend
a greater proportion of their domestic and IDA funding on
RMNCH (see below). The funding pool would allow coun-
tries to rapidly complement funding from the HSFP and its
own domestic financing, and to fill critical remaining resource
gaps in relation to RMNCH, such that rapid scale up should
be possible.

Funding modalities: Supportive donors would pledge
contributions to a multi-donor trust fund as part of their
Global Strategy commitments; dedicated funding for opera-
tional research would also be required, to capture lessons from
rolling out Option 2. The funding period would initially be
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for three years (2013-2015), with the potential for renewal if
the option proves successful.

The fund could be hosted and managed by the World Bank
(under the umbrella of the HSFP), and could be leveraged
as a way to stimulate countries to spend a greater portion of
their IDA on RMNCH. A condition for accessing this fund-
ing pool could be an agreement by countries that when they
receive additional financing from this new trust fund, they
will allocate a portion of IDA to RMNCH (e.g., for every two
dollars contributed by the trust fund, countries would allocate
one dollar of their IDA funding envelope). Alternatively, the
fund could be managed by the Global Fund, similar to the
way in which the Global Fund has managed Phase 1 funding
for the Affordable Medicines Facility-malaria (AMFm).

Country access to funding: Based on their JANS, eligible
countries would prepare: (a) a joint application to GAVI and
the Global Fund for funding of HSS related to the delivery
of immunization and HIV, TB, and malaria services, and (b)
a funding proposal to the trust fund at the World Bank to
finance remaining gaps in program and HSS costs relating to
RMNCH, gaps that cannot be financed through other means.
Applications should clearly show how this funding from the
trust fund would synergize with the domestic financing and
other donor funding that the country already has, or is plan-
ning to access (e.g., Global Fund malaria and cross-cutting
funding, GAVI immunization and related HSS funding, bilat-
eral donor funding, etc.). To lay the foundations for long-term
sustainability, countries should clearly show how they intend
to co-finance RMNCH and related HSS through IDA and
domestic resources.

In doing so, countries should receive focused support by a
group of partners, with the mission to ensure the integration
of strong, ‘fundable’ RMNCH scale-up plans within national
health strategies. The Roll Back Malaria Harmonization
Working Group—or the TA mechanisms of the “The
Education for All-Fast Track Initiative” (recently renamed the
“Global Partnership for Education”)—could serve as a model
for such a concerted support effort.

In doing so, countries should receive focused support by a
group of partners, with the mission to ensure the integration
of strong, ‘fundable’ RMNCH scale-up plans within national
health strategies. The Roll Back Malaria Harmonization
Working Group could serve as a model for such a concerted
support effort.

Key features of Option 2B: Option 2B would comple-
ment Option 1 with an accelerated scale-up initiative of a dif-
ferent nature, potentially hosted by the Global Fund. It would
focus on rapidly scaling up coverage with key intervention
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packages along the continuum of care that: (a) would have a
large impact on maternal and child mortality, (b) are currently
low coverage, and (c) would be highly synergistic and integrate
with existing investments of the Global Fund. Alternative
hosts could be the World Bank, regional development banks,
or UNICEF/UNEFPA, especially if the initiative had a strong
focus on commodities. GAVI is unlikely to be an appropriate
host given its primary focus on child immunization.

Funding modalities: Country eligibility for this initiative
could be defined in different ways. One approach would be to
list the 10 LICs with the highest MMR and the 10 LICs with
the highest CMR. A comparison of these two lists shows that
eight countries appear on both lists (i.e., these eight countries
have very high child mortality and very high maternal mortal-
ity). Adding the remaining two countries from each list would
give a group of 12 countries in total, and these could be con-
sidered as eligible for the initiative.”* Many of the countries
in this group have not been prioritized by donors to date,”
and a subset of them could be described as fragile. An alterna-
tive to focusing on countries with the highest maternal and
child mortality rates would be to focus on LICs with the high-
est absolute numbers of maternal and child deaths (see Table
2, p. 12). The choice between the two approaches depends
on a number of factors, including financial resources avail-
able (focusing on the latter set of countries would be vastly
more expensive), definition of impact (reduction of mortal-
ity rates within countries versus absolute numbers of deaths
averted across countries), and the importance of focusing on
those countries that otherwise do not receive a lot of donor
attention.

Interventions that would lend themselves well to this
focused scale-up initiative are: family planning, skilled birth
attendance, and prevention and treatment of diarrhea and
pneumonia. As described in Chapter 2 of this report, these
are all low coverage, high impact, and highly synergistic with
the Global Fund’s other investments in HIV/AIDS, TB, and
malaria. Adding antibiotics for pneumonia and oral rehydra-
tion therapy and zinc for diarrhea to the Global Fund’s cur-
rent investments, for example, would bring the Global Fund
close to supporting a basic integrated child health package
(with vaccination and micronutrients covered largely by GAVI
and UNICEF)., as shown in an earlier analysis.”” A similar
argument can be made for family planning and skilled birth
attendance, such that Option 2B would not fund isolated
interventions but work towards expanding existing Global
Fund financing towards more comprehensive packages of care
for women and children.
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To fund Option 2B, supportive donors would contribute to
a dedicated pool that could be managed by the Global Fund;
the funding period would initially be 3 years (2012-2015)
and could be extended if the initiative is successful. There are a
number of arguments in favor of the Global Fund hosting and
managing this funding pool, including: (a) the opportunity
to leverage synergies with existing Global Fund investments
(e.g., around PMTCT or malaria treatment), and (b) the fact
that the Global Fund is a preexisting funding mechanism that
has proven highly successful in funding high impact inter-
ventions and related commodities. A key condition would
be that the Global Fund finds a way to dramatically acceler-
ate its funding process for this RMNCH funding pool.** The
Secretariat would also need to closely monitor whether the
Global Fund’s Country Coordinating Mechanisms (CCMs)
are incorporating sufficient RMNCH expertise and whether
they are adequately fulfilling their functions in the design
and implementation of RMNCH programs. If hosted by the
Global Fund, the pool would have to be kept strictly separate
from regular Global Fund funding for HIV, TB, and malaria
programs to avoid cannibalization of funding for the Global
Fund’s core mandate.

Country access to funding: Country Coordinating
Mechanisms (CCM:s) would prepare a proposal for scaling up
all, or a subset of, the eligible interventions, demonstrating
linkages and synergies with existing Global Fund investments.
CCMs in focus countries would need to include RMNCH
stakeholders and experts, and decision-making would have to
be fully inclusive.®! Proposals would have to be submitted out-
side of the normal Rounds-based system (since Round 12 is
only scheduled to be launched in 2013). The proposals would
be reviewed by a subset of the Global Fund’s Technical Review
Panel (TRP) with RMNCH expertise and approved by the
Global Fund Board. Progress would be closely monitored,
building upon existing Global Fund M&E processes.

Prior to launch, a baseline study would be conducted, and
a follow-up evaluation would then be conducted after 2-3
years of funding to assess whether the initiative is having an
impact. The two-year evaluation will provide a basis for decid-
ing whether to continue, expand, or phase out funding.

Option 3 (A/B): Creation of a dedicated global funding
channel to support RMNCH

Underlying Rationale: While progress has been made in
recent years in raising additional financing for RMNCH and
in improving the way these resources are allocated, there are
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still fundamental gaps and inefficiencies in the RMNCH
financing architecture. The Global Strategy, while critical in
mobilizing momentum and resources for RMNCH, has not
been able to address some of these fundamental challenges
and gaps.

Even if better coordination and rapid-scale up in a few
countries were to be realized, these alone will not be enough
to achieve the global progress that is needed on RMNCH.
Achieving such progress will require a dedicated multilateral
channel for RMNCH linked to an existing institution. The
experience of GAVI and the Global Fund has shown that
having such a dedicated financing mechanism is critical to
mobilizing the required resources, bringing together all rel-
evant actors, and pushing for a sustained global and coun-
try level focus on achieving measurable results. Following
this overall premise, two possible versions of Option 3 are
described below. These differ mostly in their scope and to
some degree in their financing approach.

Option 3A focuses on the creation of a global funding
channel specifically for reproductive, maternal, and neona-
tal health (RMNH). Significant progress in improving child
health has been made over recent years thanks to the focus
of national governments, a dedicated multilateral financer
(GAVI), the UN (especially UNICEF), and a number of key
bilateral donors on child health. However, progress has been
much slower on RMNH. In the context of an environment
where resources for multilateral financing are constrained, the
creation of a pooled, global financing channel should thus
focus on RMNH rather than child health.

Option 3B goes further, proposing the creation of a Global
Fund for all Health MDGs. Supporters of this option argue
that a consolidated and sufficiently resourced Global Fund
for all Health MDGs would significantly reduce the current
fragmentation of the global aid architecture. Rather than cre-
ating another vertical channel for RMNCH, the integrated
MDG funding channel could address countries’ needs in a
more holistic way, improve targeting and equity in access to
finance, and substantially reduce transaction costs for donors
and countries.

Key features of Option 3A (global RMNH funding
channel): Under this option, donors to the Global Strategy
(and potentially others) would agree to pool a significant por-
tion of their aid commitments in a dedicated funding chan-
nel, which would complement existing funding mechanisms
for the health MDGs. Many interviewees expressed support
for linking such a dedicated funding channel to an existing
institution.®
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Funding modalities: All 49 countries under the Global
Strategy would be eligible to apply for funding from the
RMNH channel (this list could be reduced to 35 countries by
focusing solely on those countries that still have low-income
status today). There are theoretically a number of institu-
tions that could incorporate an RMNH funding channel
into their existing financing activities. Possibilities suggested
in the interviews and/or literature included: (a) opening a
separate dedicated financing window for RMNCH within
the Global Fund; (b) establishing a multi-donor trust fund
for RMNH and related HSS at the World Bank; and (c)
linking the RMNH funding channel to existing trust funds
at UNFPA (these trust funds were described in Chapter 4).
Among the interviewees who supported Option 3A, support
was spread equally between hosting such a dedicated financ-
ing channel for MDG 5 within the Global Fund and creating
a dedicated RMNH financing pool at the World Bank. Very
few interviewees expressed support for considering a global
RMNH funding mechanism hosted within the UN system.
Interviewees questioned the comparative advantage of the
UN organizations in taking on large-scale health financing,
and the suitability of particular UN agencies for hosting an
RMNH funding channel.

If hosted within the Global Fund (and this option is now
discussed), the likely arrangement would be to open up a
financing window for RMINH, leveraging synergies with exist-
ing Global Fund financing. Supportive donors could then use
this window to channel parts of their Global Strategy com-
mitments (and additional resources) through this dedicated
RMNH pool which would be kept separate from ‘regular’
funds for HIV/AIDS, TB, and malaria.* Funding provided for
cross-cutting HSS programs would reach beyond the narrow
focus on MDG 6 to also include MDG 5. If the Global Fund
were to host of the RMNH funding pool, the World Bank
would continue to play a significant role in financing under-
lying HSS through its IDA mechanism, as would bilateral
donors.

Country access to funding: Countries would use a varia-
tion of the established application processes for HIV/AIDS,
TB, and malaria to now also request funding from the ded-
icated RMNH pool. As with the three Global Fund target
diseases, applications for funding from the dedicated RMNH
pool could be for specific programs or to fund parts of national
reproductive and maternal health strategies. Countries would
also be able to apply to the Global Fund for cross-cutting
HSS programs relating to MDG 5 and 6 under the HSFP.
CCM:s and the TRP would need to be augmented to include
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the necessary expertise and ownership for RMNH. The same
would apply to the Global Fund’s Secretariat and Board. As
already emphasized under Option 2B, the Secretariat would
need to intensify its efforts in monitoring CCM membership
and performance.

Key features of Option 3B (creation of a Global Fund
for the Health MDGs): The most likely scenario for imple-
menting this option would be the gradual expansion of the
Global Fund’s mandate to cover all MDGs and associated
HSS. It could also eventually include a partial or full merger
with GAVI.

Funding modalities: In this fully integrated funding
approach, donors would contribute to one common pool to
finance integrated scale-up efforts related to all health MDGs
(rather than separate windows for each MDG). Bilaterals in
particular would now have the opportunity to channel parts of
their financial commitments through the Global Fund for the
Health MDGs. The scope of HSS funding provided would
also need to be defined further. For example, it is conceiv-
able that an expanded Global Fund would finance HSS criti-
cal for the delivery of packages of care related to MDGs 4-6,
whereas the World Bank would maintain a focus on broader
HSS elements, especially on financing and governance issues,
thus complementing the Global Fund for the Health MDGs.
Close cooperation between both organizations (the World
Bank and the Global Fund) would be desirable, to ensure
synergies and coordinated approaches in financing. WHO,
UNICEE, UNFPA and UNAIDS would be key technical
partners to this expanded Global Fund at the country level,
with a potential special role of UNICEF and UNFPA in the
global procurement of drugs and commodities.

The Global Fund’s governance, Secretariat and TRP com-
position, and also its business model and core policies would
need to be reviewed and adapted to support this expanded
financing scope, even more so than in Option 3A. For exam-
ple, depending on its role in HSS funding, the Global Fund
would need to consider whether it required a country pres-
ence. Interviewees suggested that a mechanism similar to the
Transitional Working Group that first developed the Global
Fund’s core business model would likely be required to review
and recommend changes to this very model.

Country access to funding: At a minimum, CCMs would
need to be adapted to ensure appropriate representation of all
constituencies at the country level relevant to the expanded
financing mandate. CCMs would then be able to apply for
funding for integrated programs covering all MDGs and
related HSS.
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Option Assessment

This chapter assesses the potential of the options to achieve
rapid progress towards MDGs 4 and 5 in the short term at
bounded cost and limited risk, while building the foundation
for longer-term, structural improvements to the system.

An analytical framework was used to assess the institutional
options for improving the global RMNCH financing archi-
tecture. This framework was developed based on: (a) an analy-
sis of selected key documents on development financing, and
(b) a review of other business case assessments.®* It is presented
below and includes four dimensions against which
the business case for each option is assessed: strategic fit, cost,
impact, and feasibility.

The table below further describes the operationalization of
the four assessment categories.

The following assessment of the options takes into account
quantitative data to the degree that they exist, especially when
it comes to the cost-impact dimension. The analysis draws
mostly on WHO and World Bank cost-impact data, devel-
oped in the context of the High Level Task Force and then
recalculated for the Global Strategy. In addition, WHO’s
Department of Health Systems Financing graciously provided
cost-impact data for the subsets of countries in options 2A, 2B,
and 3A that were used as a starting point for the cost-impact
analysis of the different options. It is important to stress that

Assessment framework for RMNCH
architectural options

STRATEGIC FIT

RMNCH
OPTION

FEASIBILITY COST-IMPACT

Operationalization of assessment categories

STRATEGIC FIT « Degree of strategic fit between the
financing approaches, and compara-
tive strengths and weaknesses of
the option’s suggested lead institu-
tions and their suggested role going

forward?

COST- IMPACT

Additional costs for implementing
the suggested option? Medium term
efficiency gains expected (=cost sav-
ings)? Potential of the option to sig-
nificantly accelerate health impact/
progress towards MDGs 4 and 5
(reduction of maternal/neonatal and
child mortality) as compared to the
status quo?

Contribution to increased aid
effectiveness?

FEASIBILITY

Likelihood of gathering the neces-
sary level of political support of key
decisionmakers (donors, countries,
heads of agencies) to implement the
option?

Possibility of rapid implementation
(taking into account required chang-
es in business model; governance;
capabilities/capacities of involved
organizations)?
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a range of methodological constraints make it extremely dif-
ficult to: (a) provide anything but indicative estimates, and (b)
compare cost-impact across options. In addition, the analysis
did not take into account the interactions and compound-
ing effects between existing health investments and the addi-
tional investments associated with implementing the option.
Cost-impact estimates also vary significantly depending on
the countries (and interventions) included in the calculation.
Using alternative methods (e.g., the Lives Saved Tool®) for
cost-impact estimates could also lead to varying figures. The
cost-impact figures below are thus intended to provide no
more than a rough indication of costs and benefits of the dif-
ferent options. Should there be a decision to pursue one or
several of the options further, a more detailed modeling effort
would be needed.

In addition to existing quantitative data, the assessment
draws heavily on qualitative evidence from the interviews con-
ducted for this study, evaluations and strategy/policy docu-
ments of key institutions/financing mechanisms, as well as
journal articles on the global financing architecture for health.

Assessment of Option 1: Strengthened Coordination and
Accountability of Multiple Funding Channels

The assessment of Option 1 indicates that there a range
of opportunities to improve the effectiveness and effi-
ciency of the existing aid architecture by: (a) improving
the coordination and division of labor among the multi-
ple existing funding channels for RMNCH, (b) fully lever-
aging the financing mandates of existing multilateral
financers, and (c) strengthening IHP+ and the account-
ability/implementation infrastructure for the Global
Strategy. If implemented rigorously and swiftly these
improvements could contribute substantially to acceler-
ating progress in RMNCH. However, it is unlikely that
improving the performance of the current system alone
will be enough to sustain the urgency and discipline of
donors, countries, and agencies alike, and to provide the
leadership and resources required to really ‘change the

game’ on RMNCH over the next years.

Strategic fit: In contrast to the other options discussed
below, Option 1 depends on various actors to deliver on spe-
cific roles. It is not entirely clear, for example, that the very

43

loose structure of IHP+, at least as currently defined, shows a
high strategic fit with its envisioned role as a stronger engine
of progress on jointly assessed national health plans under
Option 1. Another key actor in Option 1 is the World Bank,
which would need to fully embrace an expanded role in financ-
ing RMNCH and large-scale HSS in the context of national
health plans. While this fits well with its latest HNP strategy
and its Reproductive Health Action Plan, the Bank to date
has shown a mixed track record in RMNCH and HSS and
would need to find a way to drive demand from countries.*
The Global Fund and GAVI can be expected—resources and
ongoing reform efforts permitting—to more fully exploit their
financing mandates around RMNCH-related interventions
within HIV/AIDS, TB, malaria, immunization, and associ-
ated HSS.

Cost-Impact: The additional costs required to imple-
ment Option 1 would be limited, as the prime focus is on
strengthening existing mechanisms. Investments would, how-
ever, be required to conduct a rapid evaluation of IHP+ and
to strengthen the IHP+ secretariat’s capacity to truly orches-
trate and catalyze faster development and assessment of
national health plans (including strong RMNCH roadmaps).
Additional finance for enhanced TA to countries would also
be needed (potentially through a TA Fund modeled after the
Fast Track Initiative), in order to accelerate the development of
high quality national health plans and associated results frame-
works. Further resources would be required to strengthen the
capacity within the UNSG’s office (or PMNCH, or WHO) to
support and conduct ongoing monitoring of the implementa-
tion of Global Strategy commitments (as well as the recom-
mendations of the Commission). Some additional costs would
also need to be borne by the multilateral financers (the Global
Fund, GAVI, and the World Bank) to more clearly define their
division of labor when it comes to RMNCH, and by bilater-
als to more closely coordinate their efforts in the context of a
funders’ forum as described above. Most importantly though,
both donors and implementing countries would need to keep
to and further expand their substantial financial commitments
made in the context of the Global Strategy. Thus, while addi-
tional costs for strengthening coordination and accountability
within the current system are expected to be relatively modest,
overall investment levels required would have to remain high
and need to be expanded further.

If this option were properly implemented, it should have a
positive impact on the health of women and children as well as
on aid effectiveness, even though the health impact of imple-
menting the suggested improvements is hard to quantify.
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Indeed this is one of the key weaknesses of this option: it
is intrinsically hard to measure its ‘success (in terms of the
reduction of maternal, neonatal, and child mortality). At a
minimum, the number of countries that have jointly assessed,
costed, and adequately financed, national health plans with
strong RMNCH elements should rise rapidly. However, it
is not clear that this option would really lead to the kind of
mobilization of resources and stakeholders, and the kind of
focused attention and discipline, that would be needed to
rapidly reduce maternal and child deaths. It is also uncertain
whether: (@) RMNCH would get adequately prioritized, and
(b) funding would be targeted to the highest burden LICs for
scaling up the most effective interventions.

Feasibility: Politically, it should be relatively easy to gather
support for this option in principle, as it is closest to the status
quo. However, it is less clear whether all stakeholders will be
willing to actually make the rapid changes to their own oper-
ating and financing practices required for the option’s success-
ful implementation. This is compounded by the fact that there
is no single powerful entity and mechanism to hold stakehold-
ers accountable for their commitments. It should thus not to
be taken for granted that this option in itself could be “game
changer.”

Assessment of Option 2: Rapid Scale-Up Initiatives

Option 2A: Financing of gaps relating to RMNCH in jointly
assessed, integrated national health strategies

The objective of Option 2A is to test the idea that a
global funding pool dedicated to filling RMNCH financ-
ing gaps in national health plans could significantly
contribute to scale-up of RMNCH in countries. The
preliminary assessment of this option shows a high
strategic fit with the World Bank as the agency to host
the funding pool for this initiative. Additional costs for
the initiative are estimated as moderate to medium,
given: (a) the focus on a small number of LICs, and (b)
the expected synergies with the co-financing by these
countries from their domestic, Global Fund, GAVI, and

World Bank resources. If the initiative is a success, it
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should lead to rapid scale up of RMNCH interventions

in the five countries supported and to reduced trans-

action costs.®® However, it may be challenging to roll

out the initiative to a larger set of countries. Such roll-
out may be constrained by the slow pace at which high
quality, jointly assessed national health plans become
available (especially in those high burden countries that
are fragile states). The feasibility of rapid implementa-
tion in the initial set of countries should be medium to
high (given that strategies are ready to go, the HSFP

is set up, and the creation of a trust fund is straight-

forward). Political support is expected to depend on

a number of factors, including the existence of a rig-

orous performance and evaluation framework for the

initiative.

Strategic fit: There is a very good strategic fit between the
World Bank’s approach, experience, and comparative strengths
and its suggested lead role in the initiative. Within its HNP
portfolio, the World Bank has strengthened its RMNCH and
HSS focus, and is also seen by many to have a comparative
advantage when it comes to HSS financing. If set up correctly,
placing this funding pool within the Bank could create fur-
ther incentives for the five eligible countries to spend more of
their IDA funding envelopes on health (through the matching
requirement described above). Furthermore, the Bank is a lead
partner within the IHP+ and the HSFP (both of which are
critical to this initiative) and has longstanding experience with
sector-wide approaches and in managing trust funds.

Cost-Impact: Start up and ongoing management costs for
this initiative are expected to be moderate, given the World
Bank’s experience in setting up trust funds. Initial estimates,
which need further refinement, indicate that program and
health systems costs for the initiative would lie in the range of
$450-600 million for these five countries for the 2013-2015
period. This estimate assumes that the initiative would finance
20% of the total additional costs for the program and associ-
ated health systems costs for maternal health, family planning,
and IMCI. In addition, it is assumed that the initiative would
aim to contribute to achieving 50-70% of universal cover-
age targets in the selected countries within its three year time
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horizon (Appendix 7 sets out the details for the cost-impact
calculation).

Estimating the health impact of the initiative is challeng-
ing. The impact of this initiative will be heavily dependent
on whether it can act synergistically with other donors, most
notably the three multilateral funders (the Global Fund,
GAVI, and the World Bank). These three funders would con-
sider funding HSS costs in the national health plans of the
five countries included in the initiative, in accordance with
the funders’ respective mandates. An initial assessment sug-
gests that between 2013 and 2015, an estimated 5,000-7,000
maternal deaths, 100,000—-150,000 child deaths, and 40,000—
60,000 newborn deaths could be averted in the five coun-
tries. In addition, between 530,000 and 750,000 unplanned
births could be averted. The impact estimates are based on the
assumption that complementary funding for immunization,
PMTCT, and malaria prevention/treatment will be provided
by other financers (e.g. GAVI, the Global Fund). If the initia-
tive leads to additional IDA lending for RMNCH in the tar-
geted countries—which it should—the impact could increase
further.

If successful, the initiative would fulfill the ultimate aid
effectiveness goal of linking funding to jointly assessed national
health plans in the five countries. It would lower transaction
costs for recipients and funders alike (especially if plans are
linked to joint financing agreements and results and M&E
frameworks), increase accountability, and further align fund-
ing with country priorities.

Feasibility: Rapid start-up of this initiative should be pos-
sible given that the five countries already have jointly assessed
national plans, based upon which they are expected to have
submitted HSS funding proposals to the Global Fund and
GAVI by early 2012. In the meantime, the World Bank could
establish the donor trust fund for the initiative. Countries
could then apply for funding from this trust fund as early as
mid-2012 to address RMNCH-related financing gaps that
remain after the Global Fund and GAVI have made their com-
mitments. In doing so, countries would commit to augment
any resources received from the trust fund through their IDA
funding. The political feasibility of this option will depend
on whether a number of key donors that are supportive of
the national strategy approach and of the HSFP are willing to
contribute sufficient funding to the initiative’s trust fund. A
prerequisite would be that the trust fund’s investments would
have to be linked to a clear results framework and rigorously
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evaluated, so that donors and recipients could decide on
whether this could be a model to expand on in the future.

Option 2B: Rapid scale-up initiative: selected interventions

The Global Fund’s investment approach and portfolio
mabkes it well suited in principle to take the lead in a
rapid scale-up initiative focused on integrating certain
RMNCH interventions into its existing portfolio. The
goal would be to arrive at more complete integrated
packages of care in a subset of the highest burden
countries. The initiative is expected to be highly cost-
effective, because it strategically targets high impact,
low coverage interventions that are highly synergistic
with the Global Fund’s existing investments, and it
focuses on LICs only, with the highest maternal and
child mortality rates. In addition, the initiative would
reach countries that have received comparatively little

donor attention to date.

Given that the initiative would not require any signifi-
cant changes to the Global Fund’s core structures, it
should be feasible to implement the initiative rapidly,
if the necessary attention and urgency can be created
in the Global Fund in the context of its ongoing reform
efforts. To ensure political support for this initiative, it
would be critical to keep the RMNCH funding pool sep-
arate from financing for the Global Fund’s core man-
date. Establishing the scale-up initiative at the World

Bank could be an alternative.

Strategic fit: There are strong synergies between the Global
Fund’s existing investments, its financing approach, and the
scale-up of the low coverage, high impact interventions pro-
posed for financing in Option 2B (IMCI, family planning,
and skilled birth attendants). As pointed out above, the Global
Fund already finances childhood HIV/AIDS, malaria pre-
vention and treatment, and a range of nutritional and other
support. If the prevention and treatment of pneumonia and
diarrhea were added to this mix, the Global Fund would be
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supporting a basic integrated child health package (with vac-
cination and micronutrients provided by GAVI and UNICEE,
respectively). Similarly the Global Fund is already financing a
health workforce and commodities to provide contraception,
treatment of sexually transmitted infections, and PMTCT ser-
vices to HIV-infected women. As has already happened in a
number of countries, these entry points could be leveraged
to provide broader support for family planning. Finally, the
Global Fund could build on its existing experience in scaling
up access to services at the community level. It also has some
experience in scaling up access to skilled birth attendants (as
shown in Ethiopia).

Cost-Impact: The costs for setting up an earmarked pool
of funding, as well as the management structures for the ini-
tiative within the Global Fund, are expected to be moderate,
and comparable with those of the AMFm.*” Program costs
(including HSS costs) are comparable to those in Option 2A.
For the 2013-2015 period, an estimated $520-650 million
would be needed for scaling up access to the three interven-
tion areas in the 12 LICs with the highest maternal and child
mortality rates. As in Option 2A, the cost and impact esti-
mates are based on two assumptions: (a) the scale-up initiative
would contribute to reaching 50-70% of universal coverage
targets for the three interventions areas (i.e., more funding
would be needed to reach universal coverage; see Appendix
7), and (b) it would finance roughly 20% of the total program
and health systems costs to get to these coverage levels.

If successful, the initiative could have a significant impact
on the health of women and children in the highest burden
countries. According to a preliminary analysis, an estimated
5,600-7,800 maternal deaths, 270,000-380,000 child
deaths, and 65,000-95,000 newborn deaths could be averted
between 2013 and 2015. In addition, about 290,000—410,000
unplanned births could be prevented. The initiative would also
help to: (a) target a number of countries that otherwise do not
receive a lot of donor attention, and (b) scale up interventions
in those countries that are currently very poorly provided (see
analysis in Chapter 2). Similar to Option 2A, the estimate of
averted deaths in the 12 countries assumes the existence of
and synergies with funding for malaria and HIV made avail-
able through the Global Fund and other donors as well as
funding for immunization provided by GAVI. Compared to
Option 2A, the impact on maternal mortality and particularly
on child mortality is expected to be somewhat higher, given
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the targeting of a larger number of countries and of low cover-
age, high impact interventions.

The initiative falls short of funding a fully integrated
national health plan. However, it could still have a positive
impact on aid effectiveness by moving the Global Fund closer
to financing integrated packages of care at several points across
the continuum of care. This would lead to a more efficient use
of funding while still allowing the setting and measurement
of clear program targets. Furthermore, the diagonal approach
used by the initiative—that is “the proactive, supply-driven
provision of a set of highly cost-effective interventions on a
large scale that bridges health clinics and homes™**—could also
work in countries that do not yet have high-quality, jointly
assessed national plans and a strong government to orchestrate
multiple donors. Assuming that more donor funds for these
three interventions (IMCI, family planning, and skilled birth
attendance) areas are channeled through the new initiative,
it would also have the potential for reducing the number of
projects at the country level.

Feasibility: Given the strong synergies with existing
Global Fund investments, implementing this focused ini-
tiative should be feasible, even in the context of ongoing
reform efforts following the recommendations of the High-
Level Independent Review Panel on Fiduciary Controls and
Oversight Mechanism in September 2011.% Meeting specific
implementation requirements should also be possible in prin-
ciple (and indeed well-aligned with the direction of reform
efforts), including: (1) strengthened RMNCH expertise and
capacity in the Secretariat and TRP, (2) fast-tracking initiative
applications outside of the rounds-based system, and (3) aug-
menting CCM membership to also include RMNCH experts
and stakeholders. Broad participation, strong collaboration
with the H4+, and effective fulfillment of CCM functions
(e.g., in grant design and oversight) would be required.

Political support for this initiative will likely depend on
the Global Fund progressing swiftly in its internal reforms.
Interested donors could fund the initiative, while others on the
Global Fund Board could remain neutral. And while resource
requirements for the initiative are substantial, they would still
be modest when compared to the overall commitments made
by donors in the context of the Global Strategy (and the over-
all resource needs). A rigorous evaluation framework linked
to the initiative would be needed to assess its impact and to
ensure donor buy-in.
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Assessment of Option 3
Option 3A: Global RMNH Funding Channel

A global funding channel focused on RMNH could
go a long way in accelerating impact on maternal
and neonatal mortality. Hosting the channel at the
Global Fund would allow exploitation of strong syner-
gies with the Fund’s current portfolio in some areas,
but would also require changes in the Fund’s financing
model, core structures, and capacity. The World Bank
should be kept in mind as an alternative host, should
this option be explored further by the RMNCH com-
munity. Costs for implementing Option 3A would be
substantial, and there is also skepticism about creating
a channel for RMNH separate from child health fund-
ing. Overall feasibility of this option is thus assessed to

be fairly low at this point in time.

Strategic fit: If a dedicated RMNH channel were to be
hosted and managed by the Global Fund, there would be
strong synergies between existing Global Fund financing and
the financing of both RH and ANC services. Financing the
training of skilled birth attendants and equipping them with
drugs/commodities for interventions surrounding childbirth
and postnatal care also fits with the Global Fund’s business
model. However, providing the large-scale HSS support nec-
essary to ensure 24/7 access to emergency obstetric care ser-
vices (with all of its associated benefits for RMNH) is not a
good fit with the Global Fund’s financing model.

Cost-Impact: The Global Fund would need to signifi-
cantly scale up its RMNH expertise (e.g., in the Secretariat,
TRP, and CCMs), and would need to add additional capac-
ity in the Secretariat to manage this new financing window.
Adjustments to its financing model would also be required,
depending on the scope of HSS financing for MNH. Start-up
costs would thus be expected to be fairly high, whereas ongo-
ing management costs should benefit from significant syn-
ergies with the existing portfolio. Assuming that the MNH
channel would take on 20% of the total costs for family plan-
ning and maternal health in the 49 Global Strategy countries
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(2013-2015), and that it would focus on achieving substan-
tial progress but not universal coverage, costs would lie in the
range of $3.4—4.2 billion.

If the Global RMNH Funding Channel was fully financed
and rapidly launched, the health impact on maternal and
neonatal mortality could be significant: between 47,000 and
66,000 maternal deaths and 167,000 and 234,000 neonatal
deaths could be averted. In addition, between 2.0 and 2.7 mil-
lion unwanted births could be averted. The channel could also
have a positive impact on aid effectiveness by consolidating
financing sources, reducing fragmentation, and enabling inte-
grated funding for RMNH. A drawback of this option is that
funding for child health (other than neonatal health), which
is intricately linked to maternal health, would still be financed
separately and through multiple sources.

Feasibility: It appears unlikely that this option could be
implemented in the near future. Integrating another major
funding channel into the Secretariat’s operations would be a
major task, which would be hard to shoulder, concurrent with
the Global Fund’s ongoing reform efforts. Two other inter-
linked obstacles are: (1) the significant investments required
to resource an RMNH channel, and (2) the lack of political
support for this option by key donors on the Global Fund’s
Board.

Option 3B: Global Fund for the Health MDGs

Although there is a reasonable strategic fit between the
Global Fund’s current financing approach and portfo-
lio and an expanded financing mandate covering all
health MDGs, it would not be politically and organiza-
tionally feasible to implement this option in the short
term. And while the eventual impact of a Global Fund
for the Health MDGs could be very high, it would likely
take a significant amount of time for financing to start
flowing. A Global Fund for the Health MDGs would
need massive financial resources, meaning that donors
would need to decide to channel a large portion of their
Global Strategy contributions, and of their other contri-
butions, through this expanded Global Fund.
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Strategic fit: The strategic fit between the Global Fund’s
current financing approach, expertise, and comparative
strengths and a significantly expanded role under Option 3B
is very strong in some areas and much weaker in others. There
are strong synergies between key RMNCH services (e.g.,
ANC, IMCI, SRH) and the MDG 6 services already funded
by the Global Fund (e.g., malaria services, PMTCT). The
Fund’s business model also includes elements that are critical
to achieving success in scaling up RMNCH services, such as
the involvement of non-governmental actors. The fit appears
much weaker when it comes to financing sector-wide and
upstream HSS (e.g., large infrastructure investments, sector
reform). Many interviewees argued that the Global Fund
has very little experience in these areas and country presence
would almost certainly be needed.

Cost-Impact: Start-up costs associated with adapting the
Global Fund’s current business model and organizational
structures so that they become suitable for an expanded man-
date would be substantial. These costs would, however, be
much lower than if a Global Fund for All Health MDGs were
created from scratch. At the same time, medium-term oppor-
tunities for organizational efficiencies through a consolidated
financing portfolio focused on all three MDGs, as well as a
potential merger with GAVI, could likely be exploited. The
additional resource needs of a Global Fund for the Health
MDG:s for the financing of programs related to MDGs 4-6
and associated HSS would be very high. Even if the Global
Fund for the Health MDGs only aimed at contributing
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towards reaching 50-70% of the universal coverage target by
2015, and if it only contributed a fifth of the funding to get
there, it would still require funding of $7-9 billion in addition
to the funding for MDG 6.

Given the time required for the Global Fund for the Health
MDGs to start operating, scale up is initially expected to be
slow, but it would then be expected to accelerate rapidly. It
could potentially save the lives of 1.5-2.1 million children,
340,000—480,000 neonates, and 60,000-85,000 moth-
ers. It could also help to prevent 3.2-4.6 million unwanted
pregnancies.

Feasibility: The feasibility of this option, at this
current point in time, is very low. The Global Fund currently
does not have the organizational capacity to take on such a
significant expansion of its mandate, given its various ongo-
ing reform efforts. Option 3B would also most likely imply
significant changes to the business model (e.g., country pres-
ence) and to the governance of the Global Fund, which would
be hard to implement in the short term. Political support for
this option by key donors on the Global Fund’s Board is also
very low (although implementing countries tend to be more
supportive). There is still strong resistance to co-mingling of
MDG 6 funds with MDG 4/5 funds within a broader stake-
holder group.

This report started out by describing the progress made towards
MDGs 4 and 5 over the past 10 years, while also pointing to
the remaining coverage, financing and aid effectiveness gaps
that prevent the more rapid advancement of the health of
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Conclusions and Recommendations

women and children. It identified a range of structural and
political barriers in the global financing architecture (e.g., no
dedicated RMNCH financing channel, lack of sufhicient pri-
oritization of RMNCH and associated HSS by donors and
country governments, no mechanism to track RMNCH fund-
ing flows) that contributed to a situation in which financing
for large parts of RMNCH fell very far behind other health
priorities and was not always channeled in the most effective
and efficient manner.

Recent efforts, culminating in the Global Strategy, sought
to address this neglect of RMNCH. One of the strategy’s big-
gest achievements is that it placed the health of women and
children back at the very top of the global health agenda.
According to a recent report by PMNCH, the strategy suc-
ceeded in mobilizing unprecedented levels of global and
domestic public and private resources for RMNCH—at least
$43.4 billion, although it is unclear how much of this fund-
ing is new and additional. It also triggered a range of policy
and service delivery commitments that—if implemented—
could contribute significantly to progress on RMNCH.
Finally, the Global Strategy’s Commission on Information
and Accountability succeeded in establishing a set of 11 core
indicators to track RMNCH resources and results along with
an annual global process to review and comment on progress.

Yet, despite its great success in mobilizing political attention
and resources, the Global Strategy left a range of issues unad-
dressed that predated its release. It is precisely these issues that
could prove challenging to its successful implementation. The
strategy remains relatively silent on the implementation and
accountability mechanisms to ensure that global and domestic
financial commitments are rapidly translated into rapid action
at the country level. It says little about how exactly the addi-
tional resources can be accessed by countries, how the devel-
opment of high quality, jointly assessed national health plans
with strong RMNCH components will be accelerated, and
how fragmentation in financing these plans will be reduced
in the future. And it does not describe and push for a more
clearly defined division of labor amongst multilateral financers
and bilateral financers when it comes to financing RMNCH
and the targeting of resources to countries and priority areas.

The options introduced in the second part of this report aim
to address these open questions and remaining gaps through a
range of solutions focused clearly on the lowest income coun-
tries. The approaches they suggest are not mutually exclusive
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(nor collectively exhaustive), but rather build on each other
and become more ambitious with each step. Option 1 requires
very little change to the actual structure of the global financing
architecture and focuses on strengthened coordination rather
than consolidation of existing financing channels. At the other
end of the spectrum, Option 3 proposes a global consolida-
tion of financing channels requiring significant changes to the
global financing architecture for RMNCH. Option 2, with
its two sub-options A and B, is positioned in the middle. It
supports the central premise of Option 1: improved coordina-
tion of financing channels, along with strengthened account-
ability mechanisms, is an essential condition for translating
Global Strategy commitments into action. But seeing coor-
dination alone as insufficient, it also proposes complementing
these efforts with an innovative, catalytic scale-up initiative
targeting opportunities for achieving rapid progress in a short
period of time.

A summary of the preliminary assessment of the options
(as laid out in detail in Chapter 6) is provided in

The preliminary assessment of options found that strength-
ening coordination, division of labor and accountability of
existing channels of financing (Option 1) could go some way
in accelerating progress on RMNCH. However, it is unlikely
to bring the urgency, new resources, and strong leadership
required to be a “game changer” in RMNCH. At the other
end of the spectrum, the establishment of a consolidated
global financing channel (whether focused on RMNH or on
all health MDGs, i.e. Options 3A or 3B), as suggested by a
range of stakeholders, does not appear politically or organiza-
tionally feasible, at least in the short term.

The most promising approach, one with significant
potential for impact and learning, appears to be Option 2,
which combines Option 1 with one (or a blend of both) of
the two rapid scale-up initiatives. If implemented rigorously,
this combination would allow the global community to cap-
ture opportunities for increased efficiency, streamlining, and
accountability of the current system, while testing—on a
smaller scale—the potentially innovative and highly impactful

approaches offered by Option 2.

There are pros and cons of both Options 2A and 2B, as
outlined in the assessment above. They aim to address slightly
different issues with different approaches. Option 2A focuses
on the financing of gaps relating to RMNCH in the context of
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Summary assessment of options to improve the global aid architecture for RMNCH

OPTION 1 « Unclear if IHP+ could - Modest additional cost to strengthen « Political support likely (option
Strengthened coordination play strong coordinating existing mechanisms; but high overall close to status quo; consistent
and accountability of mul- role; expanded World investment levels with aid effectiveness principles)
tiple funding channels Bank role fits with latest « Likely to improve aid effectiveness; « Unclear if stakeholders will make
strategy (but mixed track health impact hard to quantify the changes to their operating/
record); Gl.Obal Fund g « Prioritization of RMNCH and high financing practices required for
and GAVI likely to exploit burd X 3 N —
financing mandates urden countries not guarantee
around RMNCH
OPTION 2 « High strategic fit with » Moderate implementation costs for « High feasibility of rapid implemen-
Rapid scale-up initiatives World Bank as agency to initial 5 countries; co-financing from tation in initial 5 countries, but not
host funding pool Global Fund/GAVI/World Bank under necessarily in additional countries
A) Integrated strategies in « World Bank is a lead part- HSFP « Requires rigorous evaluation
selected countries ner within IHP+ and HSFP < Impact in 5 countries could be framework to garner donor
significant support

« Roll-out to more countries may be con-
strained by slow pace of national health
plan development

B) Selected interventions .« Strong synergies between - Initial implementation cost in 12 LICs - Feasibility depends on rapid
in highest burden the Global Fund’s financ- comparable to 2A; higher expected implementation of Global Fund
countries ing approach and scale-up ~ number of deaths averted and slightly internal reforms, and applications
of proposed interventions lower number of unwanted births outside Round system

averted), focused on countries without
much donor attention

Funding would be sepa-
rate from/additional to
core mandate funding

OPTION 3 « Strong fit with some « High start-up costs; ongoing « Low feasibility, given operational
Dedicated global aspects of Global Fund operational costs benefit from constraints and lack of sufficient
funding channel portfolio/approach, but synergies with existing portfolio. political support by donors
changes to financing « High program/HSS costs but impact
A) RMNH channel model, core structures, could also be significanto®
and Secretariat would be
required
« World Bank could be alter-
native host
B) Global Fund for the « Fit with Global Fund'’s cur-  « High start-up costs; medium-term ef- « Currently very low feasibility:
Health MDGs rent financing approach/ ficiencies; very high program/HSS costs  lack of support from key Global
expertise is strong in . Impact could be highest of all options; Fund donors, limited Secretariat
some areas but weak in initial scale up expected to be slow; ' capacity to take on significant
others. (e.g., broad HSS aid effectiveness and accountability expansion of mandate
financing) benefits likely

Significant changes (e.g.
country presence) likely to
be required
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fully integrated, jointly assessed national health plans, leverag-
ing the HSFP as a key funding mechanism. Option 2B focuses
on the highest burden LICs, many of which are considered
as fragile and may not be well suited to the approach taken
by 2A. Option 2B thus takes a somewhat narrower approach,
proposing the integration of high impact, low coverage inter-
ventions into existing financing activities of the Global Fund
in these countries in order to leverage synergies and arrive at
more complete packages of interventions to benefit women
and children.

Further analysis would be required to assess both options
in more detail. However, if a choice had to be made, Option
2B would appear somewhat more attractive than Option 2A
on initial review, for four reasons:

It is likely to have a higher impact on RMNCH at about the
same cost (i.e. Option 2B is likely to be more cost-effective).

It is strategically focused on the subset of LICs with the
highest child and maternal mortality ratios globally and on
scaling up packages of interventions with very low cover-
age and high impact. Many of these countries do not cur-
rently receive sufficient donor attention.

It is synergistic and allows for integration with the current
investments and the performance-based funding approach

of the Global Fund.

It could significantly contribute to removing health system
bottlenecks in countries where these systems are very weak.

The feasibility of implementing and gathering political
and financial support for Option 2B should thus be explored
further.

A combination of the complementary approaches in
Option 2A and 2B would also be possible, and would be more
ambitious than just focusing on one of these options. In this
combination, Option 2A would focus on financing RMNCH
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elements of strong, jointly assessed national health plans for
those LICs that have them and can orchestrate the financ-
ing of these plans. Option 2B would concentrate on financing
specific high impact interventions in a subset of the highest
burden, poorest countries that do not have jointly assessed
integrated plans readily available.

In conclusion, focusing on Option 2, which combines
the important coordination and optimization efforts under
Option 1 with testing of catalytic and innovative approaches
on a small scale, appears to be a promising and pragmatic path
forward. This report thus recommends testing of interest in
this option among key RMNCH stakeholders in follow up
consultations and upcoming meetings, including the Fourth
High Level Forum on Aid Effectiveness, Busan, Korea.

If there is stakeholder support for pursuing Option 2 fur-
ther, the specific parameters of this option will need to be
rapidly fleshed out based on consultations with governments,
public and private donors, UN organizations, multilateral
financers and civil society. These parameters include the scope
of financing, eligible countries, hosting organization, financ-
ing modalities, measures of success and evaluation approach.
It will also be important to validate and further refine the
preliminary financial and impact estimates for Option 2 that
are included in this report. By the end of the year, a more
advanced version of Option 2 should then be made available
to those donors who are potentially interested in providing
funding support. With strong support of donors and imple-
menting countries, the strategic approach provided by Option
2 could have a transformative impact upon RMNCH, poten-
tially addressing many of the weaknesses in the current aid
architecture and thus facilitating more rapid implementation

of the Global Strategy.
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Semi-structured Questionnaire

Why have we seen comparatively slow progress in scaling up coverage of key
RMNCH interventions in a number of areas?

Which challenges and bottlenecks at country level would you point to when it
comes to scaling up packages of care for women and children?

How would you rate the performance of the global aid architecture to date in
mobilizing and effectively channeling financial resources to RMNCH? Which gaps
and inefhiciencies in the current global health financing architecture contribute to
the inadequate progress towards MDGs 4 and 5?

To what extent do you expect recent donor commitments in the context of the
Muskoka Initiative and the Global Strategy for Women’s and Children’s Health to
translate into increased funding for previously underfinanced RMNCH interven-
tions and related health systems strengthening?

What is the potential (and what are the limits) of other recent initiatives to
improve the global health financing architecture related to women and children
(e.g. the IHP+, the Health Systems Funding Platform, the H4+, Commission on
Information and Accountability)?

Which opportunities for improving the global health financing architecture do
you see that could help to achieve rapid progress towards MDGs 4/5? What would

your favored option look like concretely and why?

Against which criteria should potential options be tested?
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Estimated Impact of Different RMNCH Packages Upon Mortality

Childbirth package «  42% of maternal deaths are in the intra-partum period—strategies aimed at reducing maternal deaths must
focus on childbirth.
« Facility-based package would have the highest impact, but there is evidence that selected interventions can be
safely delivered by community-based health workers.”
« Package could reduce risk of postpartum hemorrhage (PPH) by 67% (PPH causes over 1/3 of maternal deaths).*
«  Up to 19-34% of neonatal deaths could be averted by scaling up childbirth care to 90% coverage in 60 countries.”
« Childbirth care reduces risk of intra-partum stillbirths.

Child care package « Scaling up 23 preventive/therapeutic child health interventions to 99% coverage in 42 LICs could avert 63% of
child deaths.®
« Neonatal interventions are responsible for 18% out of the 63% figure, suggesting that the infant/child interven-
tions alone could avert 45% of child deaths in these 42 countries.

Reproductive health « Scaling up comprehensive RH services to 95% coverage in 49 lowest-income countries could avert up to 32%
package of maternal deaths and 10% of newborn, infant, and child deaths.*?
« Universal access to safe abortion to full extent of the law could prevent nearly all deaths (70,000) from unsafe
abortion annually.

Postnatal « Early postnatal period, particularly the first 24 hours after birth for the mother and the first week of life for the
care package neonate, is a high risk period (75% of all neonatal deaths are within the first week of life).
« Full postnatal package of interventions that includes emergency neonatal care could avert up to 17-39% of
neonatal deaths."”
« Impact of this package on maternal deaths is unclear.

Antenatal « Several of the individual interventions are of high efficacy (e.g. tetanus toxoid vaccination reduces risk of neonatal
care package deaths from tetanus by 90%), but the overall impact of scaling up an ANC package on maternal health is unclear
« Impact is likely to be low compared with scaling up other types of packages.
« Lancet Maternal Survival Series steering group concluded that ANC packages have only a “limited potential to
affect maternal mortality ratios.” '
« Maternal care during pregnancy can help to prevent antepartum stillbirths (particularly care that targets high
blood pressure, infections, and poor fetal growth).
« Overall impact on neonatal mortality is lower than childbirth package or postnatal package: Darmstadt and col-
leagues estimated that scaling up an ANC package would avert only 5-10% of neonatal deaths."”
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Appendix “t: Coverage of Key RMNCH Interventions Tracked by Countdown to 2015

MEDIAN COVERAGE (%)

*Target rate is not 100%.
Source: Countdown to 2015 Decade Report
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Cost-effectiveness of RMINCH Interventions

One way to prioritize which interventions to scale up first
is to rank them according to their estimated cost effective-
ness. A ranking exercise by WHO found that postnatal
care is the most cost effective MNH intervention, and that
fortification of processed food staples with vitamin A and
zinc is the most effective child health intervention. Data
from the Disease Control Priorities Project and the World
Bank suggest that family planning is highly cost effective
and compares favorably with maternal care packages.

The most relevant estimates on cost-effectiveness are those
provided by WHO’s CHOICE (Choosing Interventions That
Are Cost Effective) MDGs Team, which examined the costs
versus benefits of 21 MNH interventions and 9 child health
interventions when scaled up in SSA and South East Asia.”*
The team had insufficient data on reproductive health inter-
ventions (family planning, abortion services) to include these

in their analysis. The authors present the results as an “optimal
expansion path’—i.e., they rank the interventions that would
be purchased at given levels of resource availability, if cost effec-
tiveness were the only consideration. The expansion path is not
intended to be used in a formulaic way, but rather as a way of
summarizing the best evidence on cost-effectiveness for use in
decision-making.

The figure below shows the results for MNH interventions.
The expansion path suggests that scaling up community-based
postnatal care (e.g., treating neonatal pneumonia) is the most
cost-effective intervention and would be prioritized first, fol-
lowed by selected antenatal care interventions (e.g., tetanus
toxoid), then interventions delivered by a skilled birth atten-
dant (SBA) in a health facility (e.g., normal delivery by the
attendant), and then by more complex interventions that
require referral to a higher level health facility (e.g., manage-
ment of obstructed labor).

“Optimal expansion path” for scaling up MNH interventions in SSA and SE Asia based on cost-effectiveness alone

START WITH COMMUNITY-BASED PNC

ADD SELECTED ANC INTERVENTIONS

ADD FACILITY-BASED SBAs

ADD REFERRAL LEVEL EMERGENCY OBSTETRIC/

NEONATAL CARE

PNC: postnatal care®
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The table below summarizes the cost-effectiveness of these
packages of MNH interventions in SSA. WHO’s Choice
MDGs team considered all of the packages of interventions
shown in the table to be “highly cost effective,” because they
cost less than the GDP per capita to avert each disability-
adjusted life year (DALY). As discussed in Section 2.2, the
overall impact of ANC on mortality is relatively low compared

with other interventions (in part because of the high coverage);
however, many ANC interventions are very low cost, making
them highly cost effective. The authors also found that in SE
Asia, two interventions were not cost effective (because of high
costs and low effectiveness)—antibiotics for preterm rupture
of membranes and antenatal steroids for preterm births. These
would therefore not be prioritized based on cost effectiveness.

Cost-effectiveness of MNH interventions along the “optimal extension path” in SSA.%

Community-based PNC (treatment of neonatal
pneumonia; support for breastfeeding mothers;
support for low birth weight babies)

Community-based PNC + selected ANC inter-
ventions (tetanus toxoid, screening for pre-
eclampsia; and screening for and treatment of
bacteriuria and syphilis)

Community-based PNC + selected ANC inter-
ventions + facility-based SBAs (normal delivery;
active management of 3rd stage of labor; initial
management of PPH)

Community-based PNC + selected ANC inter-
ventions + facility-based SBAs + referral level
emergency obstetric/neonatal care (treatment
of severe pre-eclampsia; emergency neonatal
care; management of obstructed labor, breech
presentation, and fetal distress)
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7 8
12 27
18 40
28 73
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WHO’s Choice MDGs team conducted a similar analysis for
9 selected child health interventions. The most cost effective
was fortifying processed food staples with the micronutrients
vitamin A and zinc; this was followed by case management of
pneumonia and diarrhea and measles vaccination, and then
by vitamin A and zinc supplementation. The team found that
provision of supplementary food and counseling on nutrition
was not cost effective. Overall, the analysis suggests, based on
cost-effectiveness alone, that food fortification should be given
very high priority.

In order to assess whether reproductive health interven-
tions are likely to be cost-effective, estimates are available from
two sources: Disease Control Priorities in Developing Countries
2006 (DCCP), which gives the cost-effectiveness of a range of

different packages of RMNCH interventions,” and the World
Bank’s 1993 World Development Report, which presented a set
of services (the “essential health package”) that would make
the most efficient use of scarce health resources.”® The table
below compares the cost-effectiveness ratios from the DCCP
for a variety of different approaches to improving RMNCH. It
shows that family planning is highly cost-effective (in S Asia, it
is the most cost-effective of the different packages examined by
the DCCP; in SSA, it compares favorably with different mater-
nal care packages). 7he World Development Report also found
family planning to be highly cost-effective, costing only $15—
150/DALY averted, compared with $30-250/DALY averted
for antenatal and childbirth care.

DCCP estimates of the cost-effectiveness of different RMNCH interventions, including family planning

Increased primary maternal care coverage with
routine antenatal, intrapartum, and postnatal care

Improved quality of comprehensive emergency obstetric care

Improved overall quality of maternal care so that women are offered full range of basic and emergency

obstetric services and nutritional supplementation

Improved overall quality of maternal care and coverage

MCH package: includes family planning, antenatal care, and comprehensive obstetric care

Neonatal package: healthy home care practices (e.g., exclusive breastfeeding, warmth protection, clean cord

132 (S Asia), 88 (SSA)

127 (S Asia), 87 (SSA)

147 (S Asia), 83 (SSA)

152 (S Asia), 86 (SSA)
1,060 (S Asia), 924 (SSA)

349 (S Asia), 345 (SSA)

care, care seeking for emergencies); if birth outside facility, includes clean delivery kit

MCH + neonatal package (combined MNCH package)

839 (S Asia), 789 (SSA)

Family planning: 1UD, sterilization, condoms/other barriers, implants, oral contraceptives 17
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Mapping of Options for Strengthening the RMNCH Financing

Architecture Discussed in the Literature

Global Fund mandate expansion

GAVI mandate expansion

RECOMMENDATIONS/
SUGGESTED FEATURES

Expand the mandate of the Global Fund, or
create a new global fund for maternal and
child health.

Expand the Global Fund’s mandate to
finance maternal, newborn, and child health.

Turn the Global Fund into a Global Fund for
all health-related MDGs.

Morris quotes Minister Tedros as champi-
oning “a bold new proposal to broaden the
Global Fund’s mandate and consolidate

it into a fully financed Global Fund for the
Health MDGs.”

Transform the Global Fund into a Global
Health Fund. The transformation of the
Global Fund into a ‘diagonal’ and ultimately
perhaps ‘horizontal’ financing approach
should happen gradually, and be accompa-
nied by measures to safeguard its excep-
tional features.

Expand the Global Fund’s mandate to also
cover MDGs 4 and 5.

Explores which components of the MNCH
agenda would offer the greatest “fit” with
the Global Fund’s financing approach and
the greatest health impact at limited costs.

Suggests that “between the three agencies,
the ‘health system’ could be covered: GAVI
extending its coverage to include a broader
Maternal and Child Health agenda, the
Global Fund adding the neglected tropical
diseases and global epidemics to its brief,
and the World Bank covering generic finance
and systems issues.”
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Recommends that the Global Fund and
GAVI gradually move towards becoming one
global fund for all the health MDGs. As a
first step the Global Fund and GAVI boards
should review their architecture to provide
greater support to national health plans,
including co-financing non-disease-specific
human resources.

Merger of GAVI and the Global Fund
into a Global Health Fund

Recommends merging GAVI and the Global
Fund into a new single Global Health Fund
with added responsibilities for HSS.

“A proposal could be to consider the Global
Fund and GAVI as a conduit for additional
resources for health systems and achieving
MDG 4, 5 and 6 while maintaining a focus
on results.”

RECOMMENDATIONS/
SUGGESTED FEATURES

Global Fund and the World Bank to establish a clear division of labor based on the
comparative advantages of each organization: rapid scale-up of disease-specific
programs for the Global Fund, and long-term development of fundamental health
infrastructure for the World Bank.

Leverage the World Bank’s comparative advantage to “look at a whole country,
rather than just at the health sector or a particular disease” and to “to work on the
vexing but vital issue of how to improve the functioning of health systems (...).”

The World Bank itself argues that it should have a comparative advantage in HSS
and RMNCH financing.

RECOMMENDATIONS/
SUGGESTED FEATURES

Argues that the case for joint funding is overwhelming but says that the Platform
risks doing little more than coordinating disease-specific funding. Recommends
that the Platform funding agencies undertake steps to structurally reform
themselves.

Argues that despite not being “the imagined outcome,” the Health Systems
Funding Platform constitutes positive progress. Its performance so far should en-
courage additional funding as it might point to the right direction in how to increase
integration of health systems support.

Lays out the operational framework and benefits of the Platform, but finds that fur-
ther work and alignment of existing structures is required to realize the full potential
of the Platform.
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Method for Calculating the Costs and Health Impacts of the Options

The cost-impact analysis of the option assessment draws on
quantitative data that was provided by the WHO’s Department
of Health Systems Financing.” WHO provided cost/impact
data on maternal health, family planning, and IMCI plus the
associated health systems costs (based on percentage of pro-
gram costs) for three different sets of countries: 5 countries
for Option 2A, 12 countries for Option 2B, and 49 countries
for Option 3A. For Option 3B, the cost-impact data provided
by the Global Strategy were used. It is important to note that
the WHO data were only used as a starting point and that a
number of additional steps were undertaken to estimate how
much funding would be required for the different options, and
the likely public health impact of each option.

First, a similar approach as in the Global Strategy was used:
the calculations drew upon two different costing models,
WHO’s normative costing and the Marginal Budgeting for
Bottlenecks (MBB) approach used by the World Bank. For
the Global Strategy, WHO’s cost/impact estimates were com-
bined with the MBB medium scenario®® (both estimates were
originally calculated for the HLTF). Based on the data received
from the WHO, the MBB baseline value, was calculated and
the median of the WHO and the MBB values was then drawn
(for the Global Strategy, the median of the WHO and MBB

estimates was also used).”
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Second, while the WHO’s cost-impact data relate to scal-
ing up to universal coverage levels, the calculations for Option
2 and 3 assume that only 50-70% of this universal coverage
target could feasibly be implemented in remaining years up
to 2015. It was further assumed that achieving these coverage
levels would require 40—50% of the estimated costs to achieve
universal coverage (following the argument that costs for ini-
tial scale-up are lower and that they increase significantly the
closer one gets to reaching universal coverage). ' Third, it was
assumed for Options 2-3 that they would finance 20% of the
total additional program and associated health systems costs
required to achieving these coverage levels.

Finally, for Option 2B, we also needed to calculate the costs
for scaling up skilled birth attendants only (rather than the
full package of maternal health interventions). However, cost-
impact estimates for scaling up access to skilled birth atten-
dants in isolation from other maternal health interventions are
not included in WHO’s calculations. Therefore the costing was
based on the assumption that 35% of the total costs for mater-
nal health (program and associated health systems costs) would
be needed for improving access to skilled care at birth.
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