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The House of Representatives Standing Committee on Community Affairs is to
inquire into and report to the Parliament on:

1. The composition and the direction of Australia's bilateral and multilateral
health-related aid with a view to assessing the extent to which donor and
recipient requirements are being met, and assessing whether commercial
opportunities arising directly and indirectly from the aid program in the
health area are being maximised; and

2. Australia's participation in multilateral health-related organisations,
particularly as they relate to the Asia/Pacific region with a view to
recommending to the Government ways in which national interests might be
pursued more effectively.
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1. The Committee recommends that the percentage of Australia's overseas
development aid spent on health and population be increased to 7% of the
budget by 1996/97, as recommended in the World Bank's World Development
Report 1993. This figure should not include funding for indirect health
program support, such as through the development banks. In recognition of
the historically unusual nature of the PNG aid program, this figure should
also discount the health component in the conversion of PNG budget support
to program aid. (para 2.50)

2. The Committee recommends that no further negotiations for MOUs be
entered into until an evaluation is made of the benefits and cost effectiveness
of the existing MOUs. Once fully established, MOUs should be evaluated
triennially. (para 3.12)

3. MOUs are significant agreements and should not be entered into lightly.
Accordingly, the Committee recommends that further MOUs not be
considered until core funding is pre-committed, (para 3.13)

4. The Committee wants to ensure a coordinated approach to the delivery of
health aid and development and recommends that formalised coordination
mechanisms for future MOUs be established between DHHLGCS, AIDAB,
DFAT and AUSTRADE. (para 3.16)

5. The Committee recommends that DHHLGCS widely publicise, with
involvement by AIDAB and AUSTRADE, programs considered for inclusion
in MOU plans of action. This will encourage non government organisations
to offer advice and enable some degree of coordination of their own programs
with the plans of action, (para 3.17)

6. The Committee believes that the PHERP review provides an excellent
opportunity for DHHLGCS to demonstrate its commitment to international
health and recommends that specific PHERP funds be set aside to support
Australian tertiary institutions running extensive international education and
research programs. The programs should be focused specifically on the public
health needs of countries in the Asia-Pacific region, (para 3.28)



The Committee recommends that such "international PHERP" funding be
guaranteed for a period of at least six years to allow proper long term
planning and then on a triennial basis, (para 3.30)

The Committee recommends that DHHLGCS prioritise claims by public
health programs for "international PHERP" funding commensurate with the
significance of the programs' teaching and research activities in the Asia-
Pacific region, (para 3.33)

The Committee recommends that NHMRC give consideration to funding: (a)
further small research programs or scholarships in regional developing
countries and (b) applied public health research programs, (para 3.40)

The Committee recommends that AIDAB give consideration to funding
research programs or scholarships in developing countries in the Asia-Pacific
public health region auspiced by public health institutions in Australia, (para

11. The Committee recommends that the officer exchange initiated in 1993
between DFAT and the International Branch of DHHLGCS be continued as
part of a regular program of such exchanges, (para 3.56)

The Committee recommends that the Coordinating Group on Health become
the principal vehicle for health coordination within AIDAB with support from
the Health and Population Section. The Group should meet once a week and
liaise with country program managers on all major health sub-sectors.

The Committee also recommends that AIDAB extensively publicise the
existence and functions of the Coordinating Group on Health through its
normal channels of communication with non government organisations.

14. The Committee believes that AIDAB needs further in-house health expertise
to provide high level policy influence and coordination within AIDAB.
Accordingly, the Committee recommends that AIDAB strengthen and expand
its Health and Population Section by employing further public health
generalists, The people employed should have skills in epidemiology, a
knowledge of health policy, health economics and experience of the health
problems of developing countries, (para 4.25)
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15. AIDAB and DHHLGCS have begun exchanging staff from program areas, in
a process that can only bolster the health expertise of AIDAB and the
international health expertise of DHHLGCS. The Committee recommends
that further staff exchanges between AIDAB and DHHLGCS be continued
and expanded where appropriate, (para 4.30)

16. The Committee recommends that AIDAB engage in discussion with regional
aid receiving governments, multilateral health organisations and interested
parties in Australia to determine five or six major health priorities in
developing countries in the Asia-Pacific region that could become the focus of
AIDAB's health sector aid. The health areas, or "health sub-sectors",
identified should take into account regional priorities and levels of Australian
expertise. Possible sub-sectors could be, malaria, diarrhoeal diseases, rational
drug use, micro-nutrition, immunology and HIV/AIDS, (para 4.57)

17. The Committee recommends that AIDAB then call for period contracts in
each priority health sub-sector. The successful contracting groups would be
drawn upon for all necessary project design and implementation consultancy
work in each country where aid projects in that health sub-sector are
undertaken. Project design and implementation should be treated separately
from project evaluation which should be independently assessed, (para 4.58)

18. As a consequence of these proposals, the Committee recommends that the
period contract system in the health sector be extended to include contracts
over $75 000, reorganised along sub-sector lines, (para 4.59)

19. The Committee recommends that, initially, these extended period contracts
be confined to the health and population sectors. If, after evaluation, they
prove successful they could be extended to include water and sanitation
projects, (para 4.61)

20. The Committee recommends that AIDAB continue to fund health projects not
classed as sub-sector priorities, although as a secondary priority. The
Committee believes that consultancies for such secondary projects can be
tendered for under existing procedures, (para 4.62)

21. The Committee recommends that AIDAB nominate a position in the Health
and Population Section responsible for, among other duties, health liaison.
A person filling this position would be expected to provide advice on: health
priorities in aid receiving countries; health related aid projects and who is
running them; publicly available information held on AIDAB's databases (see
Chapter 7); and AIDAB's various funding mechanisms. The Health Liaison
Officer would be responsible for ensuring that all questions were followed up
and answered, (para 4.76)



The Committee also recommends that AIDAB produce a document briefly
describing AIDAB's role, its priorities in the health sector and the contact
telephone number of the Health Liaison Officer. The document should
initially be distributed to appropriate academic institutions, professional
associations and aid groups and then provided on request, (para 4.78)

The Committee recommends that it be a condition of contracts entered into
between AIDAB and developing countries that all assessment and evaluation
reports will be made available publicly, (para 4.79)

The Committee recommends that DHHLGCS and AIDAB lobby WHO, its
Australian funded special programs and the Western Pacific regional
administration to develop uniform administrative procedures. This should
allow a comparative analysis to be made of the programs' cost effectiveness
and hopefully promote greater coordination and resource sharing. With
better and more open management and budgetary procedures, donor
countries, like Australia, will have more confidence in the special programs
individually and collectively, and be willing to fund them, (para 5.21)

The Committee recommends that DHHLGCS and AIDAB should conduct a
concurrent joint evaluation of WHO special programs supported by Australia.
Funding priority should be given to those programs efficiently carrying out
activity of direct relevance to developing countries in the Asia-Pacific region
which complement Australia's bilateral aid programs, (para 5.22)

The Committee recommends that DHHLGCS fund a position in Manila to
liaise with WHO's regional headquarters and other health related agencies.

The Committee recommends that DHHLGCS compile a list of Australians
working in multilateral health related organisations. The list should be
compiled in conjunction with AIDAB. DHHLGCS should attempt to contact
the nationals on their return to Australia to request a debriefing from
DHHLGCS or, if appropriate, AIDAB. The nature and detail of the
debriefmgs should remain flexible and left to the discretion of the returning
national, (para 5.37)

The Committee recommends that DHHLGCS nominate a liaison position in
the International Branch that can be used as a contact point for health
professionals returning from overseas wishing to provide information to the
Department. The existence of this position and contact details should be
promoted to, amongst others, professional associations, appropriate tertiary
and research institutions, NGO s and Australian WHO Collaborating Centres.



29. The Committee recommends that DHHLGCS investigate the possibility of
funding a scholarship for public health postgraduates to be seconded to
appropriate health related multilateral organisations on a one or two year
basis. The Committee believes DHHLGCS should be responsible for funding
trainees in health sector activities, while AIDAB retain responsibility for
trainees in other sectors, (para 5.42)

30. Secondments to multilateral health organisations would benefit DHHLGCS
staff, and the Committee recommends that consideration be given to
dedicating a proportion of the funds currently provided to WHO to sponsor
appropriate DHHLGCS staff to WHO on a one or two year basis, (para 5.43)

31. The Committee recommends that as a general policy, AIDAB identifies and
uses appropriate local consultants in developing countries, wherever possible.
(para 6.7)

32. The Committee recommends that AUSTRADE, with advice from AIDAB,
DFAT and DHHLGCS, develops an ongoing public awareness program to
inform Australian consultants, potential exporters of services and equipment
suppliers, in the health sector at least, of the benefits to be gained from the
international tendering process. AUSTRADE and DHHLGCS should be
responsible for targeting the information to organisations in the health sector.

33. The Committee also recommends that AUSTRADE includes all tenders issued
by WHO, its special programs and UNICEF on the IPIN database. Providing
advice on tenders is the first step in encouraging Australian suppliers and
health experts to place bids for international tenders, (para 6.38)

34. The Committee believes that DIFF funding is of limited value in the health
and population sectors and recommends that AIDAB not increase budget
allocations for DIFF at the expense of health and population sector funding.

35. The Committee recommends that DHHLGCS be brought into the formal
liaison network with AIDAB, AUSTRADE and DFAT to ensure greater
coordination and increased opportunities overall, (para 6.49)

36. The Committee recommends that the Advisory Group on International Health
continues, albeit with a more clearly defined role and with greater
representation from the health sector, (para 7.22)
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37. The Committee recommends that the major role of the AGH be to provide
strategic policy advice on international health to AIDAB and DHHLGCS. In
this role, the AGH could provide advice on: how to maximise the effectiveness
of Australia's contributions to multilateral health related organisations; the
health sector priorities that should be pursued on a regional and country
basis; the distribution of international research funding to public health
institutions and; standards for health database compatibility. These roles
should be clearly defined and performance indicators set. (para 7.23)

38. The Committee recommends that the AGH meets four times a year, and
makes use of sub-committees able to hold inter-sessional meetings where
necessary, (para 7.28)

39. The Committee further recommends that AGH's membership be expanded by
an additional two or three Ministerial appointees from the health community,
with one of the additional appointees having direct experience in the
commercial aspects of the health related aid program. Where necessary, the
AGH should co-opt experts, (para 7.29)

40. The Committee recommends that the AGH provides an outline of its function
and proposed areas of activity to be distributed to health sector organisations
and institutions. This action should avoid the misunderstandings that have
arisen in the health community about the current role of the AGH.

41. The Committee recommends that AIDAB pursue a more sophisticated, multi-
tiered approach to interacting with the health sector than through the purely
commercial links in the contract process, (para 7.36)

42. The Committee recommends that AIDAB continue sponsorship and
participation in professional conferences in conjunction with DHHLGCS. At
such conferences, documents outlining AIDAB's health activities and
involvement with the Australian health community should be provided, along
with information on the role of the Health and Population Section, the Health
Liaison Officer and the Advisory Group on Health, (para 7.39)

43. As part of the sub-sector contracts, the Committee recommends that the
successful contractors be required to compile, maintain and distribute details
of the aid programs in their sub-sector, who is running them and where the
national sources of expertise are. AIDAB should be responsible for merging
the sub-sector databases and promoting the combined database to public
subscribers, (para 7.46)

44. The Committee recommends that the non confidential information in
AIDAB's Lessons Learnt database be made available in printed and electronic
form to public subscribers, (para 7.50)
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45. AIDAB has expressed reservations about the cost of making its databases
public and is unsure of the demand for the service. Accordingly, the
Committee recommends that the databases be made available to subscribers
in a pilot scheme to assess demand. The Committee believes that information
in the databases should also be summarised in a printed format for wider
distribution, (para 7.51)

46. The Committee recommends that the AGH, or one of its subcommittees,
examines the potential of developing standards of compatibility for an
international health database network. The network has the same potential
as AIDAB's in-house databases to be made available at differential levels of
access to public subscribers, (para 7.55)
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1.1 On 25 June 1992, the then Minister for Health, Housing and
Community Services, the Hon Brian Howe MP, wrote to the then Chairman, Mr
Harry Jenkins, MP referring an inquiry to the Committee. The specific terms of
reference were for the Committee to inquire into and report to the Parliament on:

i) The composition and the direction of Australia's bilateral and
multilateral health-related aid with a view to assessing the extent to
which donor and recipient requirements are being met, and assessing
whether commercial opportunities arising directly and indirectly from
the aid program in the health area are being maximised; and

ii) Australia's participation in multilateral health-related organisations,
particularly as they relate to the Asia/Pacific region with a view to
recommending to the Government ways in which national interests
might be pursued more effectively.

1.2 The inquiry was advertised in the major metropolitan newspapers in
July 1992. In addition, letters inviting submissions were sent to a number of
individuals and organisations likely to have an interest in the inquiry.



1.3 The calling of the general election in 1993 and subsequent dissolution
of Parliament made it necessary to seek ministerial approval to resume the inquiry
after the election. This was given by the Minister for Health, the Hon Senator
Graham Richardson on 11 June 1993. Interested parties and those who had already
forwarded submissions were advised of the recommencement of the inquiry by the
new Chairman of the Committee, Mr Allan Morris, MP.

1.4 The inquiry generated over 50 submissions and supplementary
submissions from individuals, multilateral health related organisations, non
government aid organisations, State and Commonwealth government bodies and
associations representing academia & health professions. A list of all the
submissions received by the Committee can be found at Appendix 1.

1.5 To assist its investigations, the Committee held public hearings in
Adelaide, Brisbane, Melbourne, Sydney and four times in Canberra. A list of
witnesses who appeared before the Committee can be found at Appendix 2.

1.6 The Committee was also briefed in September 1993 by Professor
Richard Feachem, Dean of the London School of Hygiene & Tropical Medicine and
Chairman of the Advisory Committee for the World Bank's World Development
Report 1993: "Investing in Health".1 Professor Feachem briefed the Committee on
the World Bank report and provided an overseas perspective on Australia's
international health programs.

1.7 Australia's overseas aid program has been the subject of detailed
scrutiny in the last 20 years with a range of reviews into various aspects of the
program and its administration. These have included four Parliamentary inquiries:
one by the Parliament's Joint Committee of Public Accounts (1982) and three by the
Joint Committee on Foreign Affairs, Defence and Trade in its various guises (1973,
1985, 1989).2

1 World Bank, "World Development Report 1993: Investingin Health", Oxford University Press,
1993.

2 Joint Committee of Public Accounts, "Efficiency Audit - Administration of Bilateral Aid",
Parliamentary Paper 315 of 1982; Joint Committee on Foreign Affairs, "Australia's Foreign
Aid", Parliamentary Paper 3 of 1973; Joint Committee on Foreign Affairs and Defence, "The
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1.8 In addressing Australia's international health programs, the Committee
has remained conscious of the previous reviews which have influenced the
composition of Australia's health related aid. These investigations, where
appropriate, have been taken into account and not duplicated in this inquiry.

1.9 This, however, is the first Parliamentary investigation specifically into
Australia's bilateral and multilateral health related aid programs and into Australia's
participation in multilateral health related organisations, such as the World Health
Organisation (WHO).

1.10 In December 1991, the Industry Commission published a report
"Exports of Health Services" which examined the export of health services through
the provision of health care to foreign patients in Australia.3 Because the focus was
on foreign patients coming to Australia, the report discussed the operation of
Australia's health care system and health related immigration laws. However, the
terms of reference of the Commission's inquiry did not require a review of health
related aid programs or the off-shore use of Australian health services.

1.11 This inquiry has been conducted during a period of change and
expansion of Australia's international health programs and their administration.
Many of these changes have reflected the need to overhaul existing procedures,
improve coordination and change policy directions as health becomes an increasingly
significant component of Australia's overseas development assistance.

1.12 For example, the International and Audit Branch (hereafter known as
the International Branch) of the Commonwealth Department of Health, Housing,
Local Government & Community Services (DHHLGCS) has expanded to become
more actively involved in the debate on Australia's contribution to multilateral
health related organisations. DHHLGCS has a part time consultant posted to
Geneva to ensure greater liaison with WHO and to raise Australia's profile within
the Organisation.

Jackson Report on Australia's Overseas Aid Program", Parliamentary Paper 203 of 1985;
Joint Committee on Foreign Affairs, Defence and Trade, "A Review of the Australian
International Development Assistance Bureau and Australia's Overseas Aid Program",
Parliamentary Paper 87 of 1989.

Industry Commission, "Exports of Health Services", Report No 16, 5 December 1991, AGPS.
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1.13 Likewise, the Australian International Development Assistance Bureau
(AIDAB) has expanded its Health & Population Section, established the in-house
Coordinating Group on Health, introduced Health Impact Assessments to ensure
that the positive health impacts of "non-health" projects are maximised, finalised its
International Health Programs Policy Base and begun an officer exchange program
with DHHLGCS.

1.14 August 1991 saw the establishment of the Advisory Group on
International Health (AGH), drawing together representatives from DHHLGCS,
AIDAB plus five health professionals. Representatives were appointed by the then
Minister for Trade & Overseas Development and the then Minister for Health,
Housing and Community Services.

1.15 AIDAB now enjoys closer links with the Australian Trade Commission
(AUSTRADE) and, since October 1993, AIDAB has posted details of project tenders
on AUSTRADE's International Project Intelligence Network (IPIN).

1.16 The Committee is aware of several reviews taking place as this inquiry
is completed. The AGH is being evaluated and a Joint review of Multilateral Aid is
being undertaken by AIDAB, the Departments of Foreign Affairs & Trade and
Treasury. Funding for the Public Health Education and Research Program
(PHERP) is being evaluated and this will have an impact on the international focus
of public health programs run in several tertiary institutions. Internationally,
WHO's Global Program on AIDS is also being reviewed. The findings of these
reviews are likely to influence the administration and priorities of Australia's
international health programs.

1.17 The Committee's inquiry forms part of this wide ranging revision of the
policies and administration of international health programs and the Committee has
made a number of recommendations to improve the efficiency and effectiveness of
these policies.

1.18 Throughout the report, the Committee stresses the need for better
communication between all participants in the formulation and delivery of health
related aid programs. Better communication allows better coordination of programs
and, hopefully, better cooperation between the participants. These attributes are
the necessary precursors for an effective, high profile program which maximises
benefits for aid receiving countries and Australia alike.



1.19 The report begins with a description of the historical influences that
have shaped the administration of the Commonwealth's health related aid budget
and its current priorities. Also examined is the size and scope of the health related
aid budget and a brief overview of the main mechanisms of aid delivery. The
Committee strongly reaffirms the importance of focusing aid on primary health
programs within the Asia-Pacific region.

1.20 While conducting its investigations, the Committee heard concerns
about AIDAB's lack of in-house health expertise and its emphasis on country
programs at the expense of a sectoral approach. The Committee was also told that
there should be greater communication between AIDAB and Australian health
experts. The Committee has made a number of recommendations to encourage
closer links between AIDAB and the health community and to maximise AIDAB's
use of health expertise.

1.21 The report also examines Australia's participation in multilateral health
related organisations. The Committee received conflicting advice on the
effectiveness of funding and participation in the activities of multilateral agencies,
most notably WHO and its specialist programs. The Committee believes that a
number of strategies can be devised to improve the effectiveness and value of
Australia's participation in multilateral organisations.

1.22 Both government and non government agencies have become far more
aware of the commercial benefits potentially arising from international health
programs. The Committee suggested several ways in which, the business
opportunities, arising directly or indirectly, can be further enhanced.

1.23 The report also considers ways to improve coordination and
communication between AIDAB, DHHLGCS, AUSTRADE, and the myriad
professional associations, multilateral organisations, educational institutions,
hospitals, research organisations, companies, consultants, and non government
organisations which are all involved in the delivery of health projects.

1.24 In its concluding Chapter, the Committee summarises the attributes of
successful health related aid programs and discusses the development of a longer
term, coherent strategy that focuses on Australia's strengths and maximises its
contribution to overseas health development activities.



2.1 Australia, as a middle ranking western power, has long recognised its
obligations and responsibilities to the international community to assist in
alleviating the problems of the developing world by providing humanitarian aid and
sustainable development assistance.

2.2 It should be recognised, however, that the provision of this support also
confers considerable financial, strategic and geo-political advantages to Australia.
Development aid can contribute, however indirectly, to political and economic
stability in the South Pacific and South East Asian region which is to Australia's
benefit. By providing aid, Australia can develop close and friendly relations with aid
receiving countries, often those closest to our shores, and bolster our image as a
good international citizen. In addition, providing aid funds to combat health
problems in our region, such as tuberculosis, malaria and HIV/AIDS, provides a local
pool of expertise and benefits Australia's own health profile. The aid program also
provides commercial benefits to Australian contractors and suppliers tendering for
AIDAB contracts and introduces Australian enterprises to potential new markets in
developing countries.

2.3 The dilemma for the aid program is to reconcile these objectives in a
way which accommodates Australian self interests without distorting the primary
goal of supporting social and economic development.



2.4 Australians have provided overseas development assistance, since early
settlement times, through missionary activities and philanthropic societies.
Australia's government funded aid program began later, however, with modest
grants to Papua New Guinea (PNG) before World War II. In the decade after the
war, aid to PNG was increased, and bilateral programs were introduced under the
aegis of the Commonwealth's "Colombo Plan" for bilateral technical assistance.
Australia also began contributing to multilateral organisations such as the World
Bank and the United Nations Special Funds.

2.5 In 1959, the Commonwealth Cooperation in Education Scheme was
established, which was used as the channel for Australian education aid to
Commonwealth countries. In the 1960s, the geographic distribution of Australia's
aid began to focus on the South West Pacific region and in 1964 the South Pacific
Aid Program was established by Australia to provide technical assistance to
countries and territories in the Pacific.

2.6 Before 1973, separate elements of the official aid program were
managed by different Federal departments including: the Department of External
Territories (responsible for PNG); the Department of Foreign Affairs (responsible
for aid policy, bilateral programs, training programs and funding of some
multilateral organisations, such as the United Nations); Treasury (responsible for
aid to the international financial institutions); and the Department of Education,
which was the training authority for government sponsored trainees.

2.7 In 1973, the Australian Development Assistance Agency (ADAA) was
established as a statutory body to coordinate administration of all the bilateral and
multilateral aid programs. In 1977, ADAA was formally abolished and the functions
of ADAA were transferred to a Bureau within the Department of Foreign Affairs
called the Australian Development Assistance Bureau (ADAB). It was subsequently
renamed the Australian International Development Assistance Bureau (AIDAB) in
August 1987.



2.8 AIDAB is now the Commonwealth government agency responsible for
the administration of the official aid program. It falls within the portfolio of the
Minister for Foreign Affairs and Trade, but is directly responsible to the Minister
for Development Cooperation and Pacific Island Affairs (previously the Minister for
Trade and Overseas Development).

2.9 In 1983-1984 a major review of Australia's aid program was completed
in what became known as the "Jackson report".1 The Jackson report noted that the
wide variety of delivery forms reduced overall coordination of the aid program. One
major recommendation of the report was that aid programs should be managed on
a country rather than sectoral basis. While there should remain centralised policies
for some areas, such as the funding of non government organisations and
international development agencies, country strategies should be developed and
country managers should have overall coordination of aid programs.2 The key
findings of the Jackson report were adopted and country programs remain the main
mechanism for delivery of Australia's bilateral development cooperation.

2.10 The priorities and composition of Australia's health related aid
programs have largely been shaped by the wider influences on Australia's overseas
development assistance (ODA) programs. Australia has traditionally focused its aid
efforts on the agricultural sector, which has reflected the requirements of developing
countries and Australian expertise. The health sector, by comparison has received
a lower priority. However, the reorganisation of AIDAB flowing from the Jackson
report provided an opportunity to review all aid sectors, including health.

2.11 The Jackson report argued that, as well as using a country program
strategy, Australia needed a greater sectoral focus to link developing country needs
with Australian expertise.3 As a result, in a Bureau reorganisation, the Appraisals,
Evaluation and Sectoral Studies Branch was established to provide sectoral advice

R.G Jackson et al, Report of the Committee to Review the Australian Overseas Aid Program,
March 1984, AGPS.

R.G Jackson et al, op cit, Chapter 9.

3 ibid, p 59.



and policy for all country program managers. During 1986-87, the Branch
conducted a sector review of the health needs of developing countries and of the
relevant Australian health expertise.4

2.12 After discussion with interested parties, AIDAB adopted a health sector
strategy in September 1987. The strategy had three main objectives:

a) increased visibility, through collating and distributing information on
Australian expertise relevant to regional health needs, as well as
information on existing and planned health aid activities;

b) increased focus, including a theme of WATCH (Women and Their
Children's Health); and

c) improved programming to better incorporate health activities into
Bureau programs in a systematic way.5

2.13 Follow up health sector studies were undertaken in PNG, China, the
Philippines and Indonesia to match particular needs with Australian capabilities.
Furthermore, a "Women, Health and Population Section" was established in AIDAB,
which is now known as the Health and Population Section. A number of projects
in the South-East Asian and South Pacific regions were begun and extra funding
was provided for health related programs run by multilateral organisations, such as
the World Health Organisation's Expanded Program on Immunisation. The new
projects were collectively known as the Health Initiatives Program with $24 million
allocated in the 1988-1989 budget.6

4 See Hull, V, "The Health Sector in Australia's Aid Program", AIDAB Development Papers
No 3, Canberra, 1987.

5 Hull, V, "Healthier, Wealthier, Wiser? AIDAB's Health Sector Strategy One Year Later",
AIDAB Development Paper No 9, Canberra, 1988, p 1.

6 "Explanatory Notes 1988-89, Foreign Affairs and Trade Portfolio", Budget Related Paper No
8,8, Canberra, 1988, p 116. $6 million was a!so provided for population programs.



Health aid to Papua Mew Guinea

2.14 Papua New Guinea (PNG) has consistently been the largest recipient
of Australian aid, mainly in the form of untied budgetary support.7 In consultation
with the PNG government, untied budgetary support is being phased out gradually
and replaced with project funding. The new forms of Australian aid will be sector
focused with health programs having a major priority.

2.15 Aid to PNG will become AIDAB's largest and most complex bilateral
program and there is currently a major effort to identify and develop appropriate aid
projects. As part of this effort, a large scale joint PNG/AIDAB Health Sector Review
took place in May and June of 1993. The fact that the health sector has been given
a high priority in the emerging PNG aid program will, by necessity, raise the profile
of the Health and Population Section within AIDAB.

2.16 The effectiveness of AIDAB's design, implementation and evaluation of
health related aid programs is discussed in Chapter 3.

2.17 Australia's aid programs are primarily based on an evaluation of the
needs of aid receiving countries and Australia's capacity to meet them. However,
Australia is party to a number of international agreements which also provide broad
direction for Australia's health related aid programs. Such agreements include the
World Population Plan of Action (1974), the Alma-Ata Declaration on Primary
Health Care (1978), the Nairobi Forward-Looking Strategies for Implementation for
the Advancement of Women 1986-2000 (1985) and the World Declaration on the
Survival, Protection and Development of Children (1990).

2.18 One report by an international agency that will influence Australia's
health related aid budget is the World Bank's World Development Report of 1993
on global health priorities.8 The report recommends, inter alia, that developing
countries should spend less of their health budgets on expensive, specialised care in

In 1969-70 74% of the aid budget went to PNG, 50% in 1982-83 and 24% in 1992-93.

World Bank, "World Development Report 1993: Investing in Health", Oxford University Press,
1993.
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tertiary facilities and more on lower cost primary health care programs that do more
to help the poor.

2.19 If the report influences World Bank lending criteria, then developing
countries will have to spend greater proportions of their national budgets on health
care, particularly on cost effective primary health care. As AIDAB indicated:

"one of the things that the world development report has done, which
probably could not have been done using WHO or other bodies, was,
in a sense, tie in and create a nexus between the health ministries and
the finance and treasuries... It is drawing this nexus and making the
finance ministries sit up which is probably the most important thing
that that report has done". (AIDAB: Transcript of evidence, p 907)

2.20 The composition of Australia's aid program will be affected by the new
focus on the health of developing countries which will influence requests for health

2.21 The World Bank is also producing a separate report reviewing health
achievements and priorities for its Pacific Island member countries. The draft
report expresses concern at the expenditure on hospital based care and the
corresponding lack of emphasis on primary curative and preventive services. The
final conclusions of this report will also influence the aid programs of donor
countries, which will have a major impact on Australia.

2.22 The priorities of Australia's health related aid budget reflect changing
epidemiological trends and are influenced by a range of factors including the need
to combat the resurgence of old diseases, such as malaria, and the spread of new
ones, such as HIV/AIDS. For example, Australian funding for international
HIV/AIDS programs has increased from $0.4 million in 1987-88 to over $5 million
in 1992-93, thereby affecting the proportion of the budget available for other
programs.
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