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Ill health and poverty are closely linked, with the cause-and-effect running in
both directions. Sick people are more likely to become poor, while those who
are poor are more vulnerable to disease and disability. People in good health
are better able to learn, earn a living and be more productive than those who
are sick.

“While health is widely understood to be a central goal of development, and
an important outcome of development, the role of good health in promoting
economic development and poverty reduction has been much less appreciated.”

Health is also a matter of human rights. This is important in the struggle to
provide equitable access to health care, and also offers a democracy perspective
on health. The rights of the individual to participate, and have influence over
available resources for promotion of health in a specific context, means both
the right to access to knowledge regarding health and disease, and access to
health care services when needed.

In this document, the word “health” refers to “health status” and key terms
are “protecting” and “improving”. This links the discussion directly with the
broader poverty reduction discourse (human capital, livelihoods, capabilities)
and serves to move beyond the persisting tendency to limit health to the deliv-
ery of basic services by the health sector.

Bo Göransson Anders Nordström Anders Molin
Director General Head, Health Division For the Policy Project

Health is Wealth
Policy for Health and Development

The aim of this policy framework is to guide future Swedish develop-
ment co-operation in all sectors that can contribute to health out-
come, and to illustrate the role of health in achieving more effective
poverty reduction in partner countries.
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In many countries the gap between
the poor and the rich is widening,
despite average national improvement
of health, and some countries, espe-
cially those heavily affected by
/ have experienced a fall in
life expectancy over the last decade.

Countries affected by  are
now facing a life expectancy below 
years, while high-income countries are
close to  years. The gap between
the richest and the poorest is getting
wider.

The Response
The overall responsibility to improve
the health of the poor must lie with
national governments but in a world
of increasing globalisation, actions at
national level have to be comple-
mented at the global level.

In recent years increased emphasis
has been placed on Health and Devel-
opment, and this has been manifested
in several international conferences
and expressed in International Devel-
opment Goals.

The Millennium Declaration of
 has set the following health
related goals to:
• Reduce the under-five mortality by

two-thirds between  and 
• Reduce maternal mortality by

three-quarters between  and


• Have halted, and begun to reverse
the spread of hiv/aids and the
incidence of malaria and other
major diseases by .

The  countries, through ,
have agreed on:
• Attaining universal access to repro-

ductive health services by .

The Swedish Commitment
Sweden’s development co-operation
for improved health of the poor, is
guided by four key development
strategies: reduction of poverty; sus-
tainable environment; gender equality
and democracy and human rights.
These strategies reflect global consen-
sus, also expressed by the Internatio-
nal Development Goals, and sup-
ported by numerous binding interna-
tional agreements.

Sida formulates two objectives for
Sweden’s health related development
co-operation. Sweden will support
countries, in a partnership relation, to
achieve improved health outcome
through:
• improving the economic, social,

cultural and environmental deter-
minants of health in all relevant
sectors of society, and strengthen-
ing the role of the health sector in
influencing the health-related poli-
cies and health outcomes of other
sectors,

• sustainable and effective health sys-
tems with universal access to and
coverage of health services of
acceptable quality, emphasising
social equity and gender equality

One conceptual framework 
Health & Development
The view of an integrated relation-
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Summary
Health has improved tremendously in the world during the last
decades, but this positive development has not benefited everyone.
There are still gigantic inequalities in terms of burden of disease
between and within countries, and these inequalities in health are
closely linked to poverty. 

GLOBAL COMMITMENTS 
– THE MILLENNIUM GOALS
In recent years increased emphasis has been placed
on health and development. This has been manifested
in several international conferences and expressed in
International Development Goals. 
The Millennium Declaration with the Millennium
Development Goals was adopted by the Millennium
Summit of the United Nations in 2000.  Of the 8
goals three are directly related to health:
• Reduce the under-five mortality by two-thirds 

between 1990 and 2015.
• Reduce maternal mortality by three-quarters 

between 1990 and 2015.
• Have halted, and begun to reverse the spread of 

HIV/AIDS and the incidence of malaria and other 
major diseases by 2015.

The OECD countries, through DAC, have agreed on:
• Attaining universal access to reproductive health 

services by 2015.

TWO OBJECTIVES
Sweden will support countries, in a partnership rela-
tion, to achieve improved health outcome through: 
• improving the economic, social, cultural and envi-

ronmental determinants of health in all relevant
sectors of society, and strengthening the role of
the health sector in influencing the health-related
policies and health outcomes of other sectors,

• sustainable and effective health systems with uni-
versal access to and coverage of health services
of acceptable quality, emphasising social equity
and gender equality



ship, where health in addition to being
a goal in itself, is one of the keys to
both economic and social develop-
ment, and thereby to poverty reduc-
tion and elimination, provides the
rationale for Swedish health-related
development co-operation.

The role of health in social devel-
opment is well described and largely
uncontroversial. The role of health in
achieving broader development out-
comes including economic develop-
ment , has in contrast been largely
neglected.

The recognition, that health is a
question of human rights entails a
rights based approach to health and
development. The human rights per-
spective on health also opens up for a
democracy perspective on health,
where the focus is on the rights of the
individual to participate and to have
influence over available resources for
health.

Equity is about protecting the vul-
nerable and reducing health disparities.

Two Pillars – the Basis for Swedish
Development Co-operation
Sweden will work with the broad
determinants of health as well as with
improved and more equal access to
health service.

The importance of protecting and
improving the health of the poor as an
end in itself as well as an instrument
for poverty reduction provides a strong
base for promoting coherence in poli-
cies and strategies by introducing
health outcome objectives within all
sector policies.

1. Public Health, Health determinants,
and Health advocacy
Health is basically a consequence of
economic, social, cultural and environ-
mental determinants. Inequity in
health is strongly related to people’s
living conditions, working conditions
and lifestyle factors (smoking, alcohol
abuse and unhealthy food habits).

People who live in poverty are
exposed to the worst environmental
health risks. Overall, about a third of
the global burden of disease can be
attributed to environmental factors.
Malnutrition is associated with over
half of all child deaths in developing
countries. Tobacco will become the

largest single health problem in ,
causing an estimated . million
deaths annually of which  million
from developing countries. Abuse of
alcohol is linked to poverty and has a
serious impact on the financial situa-
tion of families, domestic violence and
criminality. Illicit drugs are also inti-
mately related to problems of poverty,
inequality, exploitation, corruption,
weak governance and violations of
human rights.

Injuries pose a growing threat to
health in low-income countries,
responsible for more than ten percent
of the total burden of disease.

The interrelationships between
health and education are strong.
Education influences health outcomes
and poor health undermines the learn-
ing potential.

The responsibility for making
“healthy public policies” rests within
the concerned sectors themselves, but
with the effects appearing in the
health sector in the form of diseases or
injuries, and since much of the pre-
ventive work rests with the health sec-
tor, the health sector has an important
expert and advocacy role towards
other sectors.

Major Health Threats 
Environmental problems threaten the very
existence of the poor. Many people in
developing countries live of the land
and water in their vicinity. People’s
livelihoods, their means of survival,
must be secured.

Tobacco will become the largest health
problem in , causing . million
deaths annually of which 6 million
come from developing countries.

Abuse of alcohol is linked to poverty and
has a serious impact on the financial
situation of families, domestic violence
and criminality.

Illicit drugs are also intimately related to
problems of poverty, inequality,
exploitation, corruption, weak gover-
nance and violations of human rights.

Traffic injuries is a growing threat to
health in low-income countries. It is
responsible for more than % of the
total burden of diseases.
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Malnutrition is generally caused by lack
of food combined with infection.
Over half of all child deaths in
developing countries are caused by
malnutrition.

2. Health Service Delivery 
and Systems Development
The health sector has an important
role in reduction of the burden of dis-
ease of the poor through promotive as
well as curative and preventive inter-
ventions. Extending the coverage of
basic health services to the world’s
poor would save millions of lives each
year, reduce poverty, spur economic
development and promote global
security.

Service Provision – an Equity and Gender
Equality Issue Universal access to
high quality services requires basic
infrastructure, health facilities that
people can reach, with proper staffing
and equipment and without financial
barriers for the poor. Access also
requires that the needs of vulnerable
groups like adolescents and disabled
are properly addressed. It is however
important to recognise that without
high quality of services, the question
of access becomes irrelevant.

Equity is of fundamental impor-
tance for Sweden. In most health sys-
tems there is a strong tendency that
resources are spent on urban popula-
tions rather than rural, on tertiary
care rather than primary, on high-
technology care rather than low-tech-
nology, on curative care rather than
on promotive and preventive services
and on the better off rather than on
the poor. To strike a proper balance in
order to improve equity is essential for
Sweden.

An integrated approach where all
aspects of a health system are devel-
oped is necessary to ensure sustain-
ability. This means that care is taken
to avoid the development of vertical
programs that bypass the rest of the
system with parallel solutions.

Of particular importance for
Sweden is integrated services for child
health since children are the most
important target group for the health
sector. It is estimated that every year
some  million children die before
they reach their fifth birthday.

Communicable diseases are
responsible for a major part of the
burden of disease in low-income
countries and for the poor in many
middle income countries. Especially
necessary to highlight, is the devastat-
ing effects of /. The pan-
demic is now reducing average life
expectancy in many countries and has
devastating effects on social and eco-
nomic development. A key function of
the health sector is also to provide
services to promote and protect peo-
ple’s sexual and reproductive health
and rights, giving particular attention
to young people. Non-communicable
diseases make up an important part of
the burden of disease in all countries
but their relative importance increases
in middle-income countries where the
burden of infections diseases has been
reduced.

Leadership and Good Governance Health
reform agendas have attempted to
improve services and reduce gaps in
the coverage of basic health services.

The decentralisation processes is
important to increase local participa-
tion in the decision making process
and to make the health services more
responsive to local needs, transparent
and cost-effective.

Through decentralisation processes
and health reforms, the governing
role of Ministries of Health is
strengthened. This includes policy
development, strategic planning, set-
ting national targets and standards for
quality and regulation of the public
and private actors including ’s as
well as the private sector.

The realisation of improved health
and living conditions will also depend
on a strong and vital civil society.

Health Financing The sources for
financing the health sector as well as
the mechanisms used to allocate those
resources within the health system
directly affect the access of health
services of the poor and the final
health outcome.

All governments with whom
Sweden has bilateral health co-opera-
tion provides resources to health serv-
ices through the general budget. Since
the tax base is limited, these resources
are also limited and are often not suf-
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ficient to cover even the cost of basic
health services for the population.

General taxation and other forms
of government revenue are more
effective, efficient and equitable meth-
ods of raising revenue for the financ-
ing of social services than cost-sharing
mechanisms.

Creating Resources Human resources
are the most important and the most
expensive resources in health service
delivery in developing countries.

Closely related to the issue of
human resource development is
health systems management. Avail-
ability of competent managers at all
levels of the health system is vital for
a well functioning health system and
for a cost-effective use of scarce
resources.

A major function of health services
is the provision of drugs and other
commodities for health. This is a
complex and problematic area in
most countries that ranges from cost-
effective and quality procurement, to
distribution and provision of essential
drugs at all levels of the health care
system and also including rational use.

Contributions to the financing of
investments in tangible assets by cred-
its with different level of concessional-
ity can in some circumstances be pos-
sible.

Building National Research
Capacity is an essential part of build-
ing functional and sustainable health
systems. One objective of Swedish
research co-operation is to build insti-
tutional and analytical capacity in
developing countries and to support
research of significance for develop-
ment in developing countries.

Five Swedish Health Initiatives
Sweden has identified five areas
where Sweden has a comparative
advantage and will work in a more
proactive manner. This can mean
being more actively involved in advo-
cacy and dialogue at the national,
regional and international level, to
have a more active role towards the
 system, to promote Swedish know-
how and resource base and to con-
tribute to technical and policy devel-
opment.
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Vaccination. A group of women with their
babies at a rural health clinic in the
Philippines. With the help of local volunteers
and the support from international NGOs
such as Plan, the health situation in the area
has improved substantially. 
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1. Health and Environment
A third of the global burden of dis-
ease can be attributed to environmen-
tal factors. A priority for Sweden will
continue to be environmental health
hazards that effect the vulnerable and
poor.

2. Young People and Healthy Lifestyles
In the light of the / and 
epidemics, sexual violence and traf-
ficking, early marriage, and continued
high rates of early and unwanted
pregnancy, adolescents face unprece-
dented threats to their sexual and
reproductive health and well being.

3. The Maternal Survival
Little progress has been made during
the last decade in reducing maternal
mortality while the world has experi-
enced a substantial success in reduc-
ing child mortality. This is a scandal
of our time and a violation of
women’s basic human rights.
Improving gender equality is funda-
mental in reducing maternal mortal-
ity. Other important areas are access
to skilled care at delivery, emergency
obstetric care and reduction of mater-
nal deaths due to unsafe abortion.

4. Leadership and Good Governance
The support to leadership and good
governance is one of the most impor-
tant parts of Sida’s health related
development co-operation. Pro-
fessional leadership and good gover-
nance is a precondition for inputs into
the sector to have effect and become
sustainable, it helps avoiding politici-
sation of the sector and promotes
long term planning.

5. Research and Development 
of Global Public Goods
Public goods are activities and prod-
ucts that are under-supplied by the
market and therefore require public
provision and/or financing. Global
public goods are public goods that are
not financed by national governments
and therefore needs to be financed by
the international community.
Examples are  specifically regard-
ing diseases that are common in
developing countries but not so com-
mon in developed.

Two Principles for Action
When programs or projects at the
national, regional or global level are
developed, two principles guide
Swedish development co-operation.

1. Ownership and Partnership
Focus shall always be on reaching the
populations in need at the country
level through a partnership with
national governments in firm owner-
ship.

Partnership should be seen as an
attitude based on shared values and
mutual trust, joint and clearly formu-
lated objectives, conditions, obliga-
tions, roles and responsibilities. The
partnership shall also be based on the
country’s own development planning
and priorities with a clear national
leadership and ownership.

2. National Contexts and Priorities
Sweden identifies different health con-
texts or development environments,
that require different development co-
operation strategies.

Most low-income countries have a bad
but improving health situation with a
high burden of disease caused mainly
by communicable diseases, maternal
ill-health and nutritional disorders.
Health systems are weak and national
spending on health is not sufficient to
address the major health problems of
the populations. The role of Swedish
development co-operation is to sup-
port policy and institutional develop-
ment, to transfer resources and to
help build and expand national health
services. Preventive efforts to stop the
emerging / epidemic is a pri-
ority. A sector program support to
strengthen and finance health systems
development is most adequate.

The situation is similar in countries
with high HIV/AIDS prevalence where
total burden of disease is even higher
and is causing a dramatic drop in life
expectancy. The / epidemic
threatens the development of these
countries and has to be addressed in
all sectors. Additional and more tar-
geted support for specific  related
activities is relevant.

Countries in transition mostly from
the former Soviet Union, have a dete-
riorating health status in combination
with a relatively low output from
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extensive health systems with an
overly curative bias. Sida will give pri-
ority to supporting reforms of the
health systems, developing primary
health care, modern public health and
preventative care.

Most middle-income countries have an
improving health situation and a sig-
nificantly lower disease burden than
low-income countries. Health systems
are more developed, and average
health spending per person is ade-
quate to ensure universal coverage for
essential intervention. Sweden will
support reform processes to build
strategies to meet the rapid epidemio-
logical transition. The role of devel-
opment partners is primarily that of
providing technical and policy support
to direct the efforts of the health sys-
tem towards the needs of the poor.

In Natural Disasters and Complex
Emergencies, support for basic health
interventions should be given high
priority in emergency situations.

Three Levels of Co-operation
Health development co-operation
takes place with countries, at the
regional level and toghether with
global partners.

1. Bilateral Co-operation
Bilateral agreements between Sweden
and partner countries, form the basis
of Swedish international development
co-operation.

Swedish support should be made
available in ways that take into
account existing administrative and
financial arrangements and systems.
Mechanisms that reduce transaction
costs of governments including
donors, institutions and organisations
should be encouraged. A sector-wide
approach () should be used when
possible.

2. Regional Co-operation
A regional approach is required to
address problems of a regional nature
but also to build networks for sharing
experiences and spreading knowledge
which gives added value to national
interventions. Advocacy in areas
where interventions at country level
are not possible is another important
area where regional projects are supe-
rior to bilateral co-operation. Building

and developing regional capacity in
areas where one single country is too
weak to act, for example negotiations
with multilateral organisations or cor-
porations, is also an area where
regional co-operation is needed.

3. Global Co-operation
The fact that health have increasingly
become part of the global political
agenda has meant that the impor-
tance of global co-operation in health
has increased. A global approach is
relevant and necessary in several
areas. Several health determinants are
global public “bads” that require a
global response, as communicable dis-
eases, drug-resistance, air pollution,
global warming et c. International
trade needs international regulations
to protect the interest of developing
countries. Global advocacy is vital for
mobilising resources for health, both
from governments from north and
south and from the private sector.

Agreed International Development
Targets have to be followed up at a
global level.

Several Global Initiatives have
recently emerged, such as Roll Back
Malaria,  and the Global fund to
fight /, tuberculosis and
malaria. These initiatives represent a
new promising partnership between
governments, international organisa-
tions and the private sector but needs
to be additional and should not be
merely a reallocation of current gov-
ernment and donor funds.

The United Nations system has an
important role to support countries in
their efforts to achieve the Millennium
Development Goals and to realise
commitments made in relation to
international human rights treaties
and major international conferences.
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Figure 1, which illustrates the overall strong
correlation between health (measured as
child survival) and economic development
(measured as GDP)
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Better for most
worse for many
Health has improved tremendously in the world over recent decades.
Between 1960 and 1995, life expectancy in low-income countries
improved by 22 years, and in developed countries by 8 years. This
improvement in health is unprecedented in human history.

This positive development has how-
ever not benefited everyone. There
are still gigantic and growing inequali-
ties in terms of the burden of disease,
both between and within countries.
% of global child and maternal
deaths occur in the developing world.
Inequalities in health are closely
linked to poverty. All social indicators
are worse for the poor, and the poor
have less access to health services, pre-
ventative as well as curative.

Even though the world has seen
faster human and economic develop-
ment over the past half century than

during any previous comparable
period in history, about , billion
people, of which % are women and
girls, still live on less than  US$ per
day, and an additional , billion on
less than  US$ per day.

The close relationship between
health and poverty is illustrated in Fig
, which illustrates the overall strong
correlation between health (measured
as child survival) and economic devel-
opment (measured as ) in all
countries of the world, but also shows
that individual countries with similar
economic situations can show consid-
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Figure 2 describes four different health sett-
ings, based on the present health situation of
countries and on how health has developed
over the last decade. 

erable differences in health outcome.
Health improvement is not an auto-
matic result of economic develop-
ment, but is dependent on how
increased resources in a country are
used and distributed within the coun-
try. Nor is economic growth an auto-
matic result of improved health.

Most countries are experiencing an
improvement of the average health
situation of the population, even if in
many countries the gap between the
poor and the rich is widening. In
some countries however, develop-
ments are less positive, with a deterio-
rating health situation. This is illus-
trated in Fig , where health develop-
ment and the health status of coun-
tries is analysed. The current health
situation (measured as Disability
Adjusted Life Expectancy,  at
Birth)  is plotted along the horizontal
axis, and health development (meas-
ured as the change in life expectancy
between and ) on the verti-
cal.

The graph describes four different
health setings, based on the present
health situation of countries and on
how health has developed over the
last decade. Two groups have experi-
enced positive health development
over the last decade with an increas-
ing life expectancy: low-income coun-
tries with a low life expectancy (

less than ), and middle- income
countries with a better health situa-
tion, ( over ). These two
groups can be said to represent some
sort of normality in health develop-
ment. In sharp contrast, there are
countries that are experiencing a dete-
riorating health situation. Countries in
transition, predominantly countries of
the former Soviet Union, with rela-
tively good health ( over ) but
a falling life expectancy, and countries
with a high / prevalence with
poor health ( less than ) and a
sharply decreased life expectancy over
the last  years.

The most striking fact shown in
this analysis is that countries heavily
affected by / have experi-
enced a tremendous fall in life
expectancy of . years over the
period  – , while low-income
countries without  have had an
increase of . years over the same
time period.

Countries affected by  are
now facing a life expectancy below 
years, while high-income countries are
close to  years. The gap is getting
wider.
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In a world of increasing globalisation,
actions at national level have to be
complemented at the global level.
Over recent decades, international
trade has grown steadily, trade barri-
ers have been lowered and interna-
tional monetary flows have increased.
This affects health systems directly,
through for instance international
agreements on trade, through regula-
tion of patent rights for pharmaceuti-
cals (), and through the effects of
cross-border transmission of infec-
tious diseases. This new global envi-
ronment requires increased global co-
operation and there are many areas
where a global approach is necessary
to confront global health problems or
“global public bads”.

Examples are the fight against
/, the eradication of polio,
reduction of microbial resistance to
drugs and the fight against resurgent
diseases like cholera. The global re-
sponse is also expressed by interna-
tional agreements such as that of the
Ministerial Conference of the  in
Doha, Qatar, where it was agreed that
the  agreement should be inter-
preted and implemented in a manner
supportive of the rights of countries
to protect public health and to pro-
mote access to medicines for all, and
of the ongoing work on an Inter-
national Convention on Tobacco
Control.

Global co-operation is also impor-
tant in mobilising additional financial
resources for health where the Global

Fund to fight , Tuberculosis and
Malaria is the most recent example.

International Commitments
In recent years, there has been a shift
in the global response to the remain-
ing and widening gaps in world health
and the unfinished agenda of the
health of the poor. Health is no
longer seen as a technical issue solely
under the responsibility of health
ministries but as part of social and
economic development, with major
implications for poverty reduction.
Health – or rather ill health – can
even be a matter of national and
international security, as illustrated by
the debate on / in the 
Security Council.

The increased emphasis placed on
the role of health in development has
been expressed in a number of inter-
national conferences and agreements
where governments and heads of
states have agreed on a number of
common international development
goals for poverty reduction and health
improvement.

The Millennium Declaration with
the Millennium Development Goals
was adopted by the Millennium
Summit of the United Nations in
. Of the  goals, the first of
which is to reduce the proportion of
people living in extreme poverty by
half by , three are directly related
to health.
• Reduce under-five mortality by

two-thirds between  and 
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The Response
Overall responsibility for improving the health of the poor always lies
with national governments. The response is not limited to the health
sector but has to encompass a broad range of interventions from
many areas that influence health determinants. National social and
economic policies are thus important for health.



• Reduce maternal mortality by
three-quarters between  and


• Have halted, and begun to reverse,
the spread of / and the
incidence of malaria and other
major diseases by .

The  countries, through ,
have agreed on a number of specific
health targets, including:
• Attaining universal access to repro-

ductive health services by .
Several  conferences during the last
decade have also made strong recom-
mendations regarding health.

At The United Nations Special
Session on / () in
, states and governments made a
Declaration of Commitment on
/ with a number of concrete
targets for the combat of /
and a commitment to strong leader-
ship.

In  in Cairo, at the Inter-
national Conference on Population
and Development (),  govern-
ments agreed to a Programme of
Action, calling among other things for
sexual and reproductive health care to
be available to all, including adoles-
cents, by , and the -year follow-
up in  (+) added the target:

• Achieve a % reduction in 
infection rates among – year
olds in worst affected countries by
 and globally by .

The Women’s Conference in Beijing
in  mapped out in detail an inter-
nationally agreed agenda to promote
gender equality and the comprehen-
sive rights of women and girls.
Countries agreed on a platform of
action that included important com-
mitments regarding sexual and repro-
ductive health and rights, such as call-
ing on governments to recognise and
deal with the health impact of unsafe
abortion as a major public health con-
cern and to recognise the specific
needs of adolescents.

There are also several 
Declarations and Conventions in the
area of health and human rights that
have been ratified or officially
accepted by almost all countries, and
that are important instruments in the
development of effective, multisector-
ial activities to improve health.
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By talking openly about AIDS and actively
promoting the use of condoms, Uganda has
succeeded in halting the spread of the pan-
demic. In other countries the process has
been slower, but now Kenya and Tanzania is
following the Ugandan example. Picture of a
mural painting promoting condoms in Kenya.
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Sweden has two objectives for our
health-related development co-opera-
tion. Sweden will support countries, in
a partnership relation, to achieve
improved health outcome through:
• improving the economic, social,

cultural and environmental deter-
minants of health in all relevant
sectors of society, and strengthen-
ing the role of the health sector in
influencing the health-related poli-
cies and health outcomes of other
sectors,

• sustainable and effective health sys-
tems with universal access to and
coverage of health services of
acceptable quality, emphasising
social equity and gender equality

One Conceptual framework:
Health & Development
The view of an integrated relation-
ship where health in addition to being
a goal in itself is one of the keys to
both economic and social develop-
ment, and thereby to poverty reduc-

16

The Swedish
Commitment
Sweden’s international development co-operation to improve the
health of the poor is guided by four key development strategies:
reduction of poverty, sustainable environment, gender equality, and
democracy and human rights. These strategies reflect global consen-
sus, expressed by the International Development Goals and support-
ed by numerous binding international agreements ratified or officially
accepted by almost all countries, that serve as the bases for the
development of effective, multisectorial activities to improve health.

Overview of Sweden’s health related development co-
operation. The conceptual framework is based on the view
of the role of health in development. The two pillars are the
two major areas of work reflecting Sida’s two objectives: the
health sector itself and the determinants of health in other
sectors. In addition, there are five initiatives. The two prin-
ciples for implementation – partnership with national owner-
ship and adaptation to national context – are also shown.
Finally the three levels of action – bilateral, regional and
global co-operation – are indicated. 

TWO OBJECTIVES
Sweden has two objectives for our health-related devel-
opment co-operation. Sweden will support countries, in
a partnership relation, to achieve improved health out-
come through: 
• improving the economic, social, cultural and environ-

mental determinants of health in all relevant sectors
of society, and strengthening the role of the health
sector in influencing the health-related policies and
health outcomes of other sectors,

• sustainable and effective health systems with univer-
sal access to and coverage of health services of
acceptable quality, emphasising social equity and
gender equality



tion and elimination, provides the
rationale for Swedish health-related
development co-operation. Poor
health is both a cause and an effect of
poverty.

Economic development provides
the means for better human environ-
ments, ones conducive to healthier
lives as well as the fulfilment of peo-
ple’s aspirations. Sustainable develop-
ment entails care and investment to
ensure the long-term productivity and
ecological balance of the natural
resource base. Different tenure and
production regimes are decisive for
environmental care as well as for the
distribution of benefits among indi-
viduals and groups. This, in turn, is
critical for human health, and is an
area where a health perspective can
provide the necessary guidance for
actors outside the health sector.

The role of health in social devel-
opment is well described. However,
the role of health in achieving
broader development objectives has in
contrast been largely neglected. The
relationship between health and eco-
nomic development has been demon-
strated by the Commission on Macro-
economics and Health of , and
some of the findings on how good
health can contribute to economic
growth can be seen in the box in the
right margin.

The recognition that health is a
question of human rights entails a
rights-based approach to health and
development. The right to the highest
attainable health expresses the right of
the individual, and the obligation of
the state to guarantee this right. The
right should be provided equally to all
persons within the jurisdiction of the
state and nobody should be denied it
as a result of discriminatory regula-
tions and practices.

The human rights perspective on
health also opens up a democracy
perspective on health, where the right
of the individual to participate and to
have influence over available
resources for health is an important
perspective. The development of the
health sector in itself should also be
seen as a tool in a democratic process
contributing to the development of
peace and political stability. The
health and education systems are

important for the development of
social capital. Increased community
participation and reinforcement of
civil society will contribute to
increased democracy as well as to
improved health.

Equity is about protecting the vul-
nerable and sharing risks across popu-
lation groups. The rich are obviously
more able to contribute than the poor,
yet the poor carry a larger share of
the disease burden. In deciding how
to allocate public funds, risk-sharing
arrangements must include transfers
from rich to poor, from healthy to
sick, and from productive to non-pro-
ductive parts of the life cycle.

Gender inequality exists in all
areas of society and has profound
impact on the health of women and
men. Women are generally excluded
or disadvantaged in relation to social
and economic resources and decision-
making. Strategies to improve health
must focus on women as well as men,
and on the relations between men and
women.
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MAJOR PATHWAYS THROUGH WHICH
GOOD HEALTH CONTRIBUTES TO
ECONOMIC DEVELOPMENT

Higher labour productivity – Healthier workers are
physically and mentally more productive, earn higher
wages, and miss fewer days of work than those who
are chronically ill. In addition, a healthy workforce cre-
ates incentives for foreign companies to make long-
term investments.

Higher rates of investment and savings – People
who live longer are more likely to put away funds for
retirement, which in turn provides funds for capital
investment. Aggregate savings increase as the share
of the population in their prime coincides with their
peak savings years (in the 40s).

Higher educational attainment – Healthy children
are better able to learn and miss fewer days of school.
As health improves, parents invest more in educating
their children.

Demographic changes – Improvements in health
lead to lower rates of fertility and mortality in the popu-
lation. The lag between declines in mortality and fertil-
ity produces a “baby-boom”, which can contribute to
economic growth if policies allow these extra workers
to be productively employed.

Reduced disruptions in enterprise productivity,
which may be caused by reduced investment opportuni-
ties, and by the illness and early deaths of key workers.

Reduced macroeconomic instability due to falling
tax revenues and rising burdens of health-related
expenditures

Less costly household outlays for prevention and
treatment of disease and injury.



Two Pillars 
– the Basis for Swedish
Development Co-operation
In line with the two objectives, Swe-
den will work with the broad determi-
nants of health as well as with the
health sector itself. The current wide-
spread acceptance of the central
importance of protecting and improv-
ing the health of the poor as an end
in itself, as well as an instrument of
poverty reduction, provides a strong
base for promoting coherence in
poverty reduction policies and strate-
gies by introducing health outcome
objectives within all sector policies.

A range of sector policies and
practices play an important role in
promoting and/or undermining
health outcomes. Familiar examples
are education, environment, food
security, safe water and sanitation,
and work. Less often cited but also
significant are economic, trade and
fiscal policies, which may determine
factors such as the cost of medicines
for the poor as well as access to and
use of tobacco and alcohol.

Responsibility for making policies
that protect and promote health rests
within the involved sectors themselves;
the effects however appear in the
health sector in the form of disease or
injury, and much of the preventative
work rests with the health sector. By
necessity, then, the health sector will
be involved and must play an impor-
tant role.

1. Health Determinants 
and Public Health Advocacy
Health is basically a consequence of
economic, social, cultural and envi-
ronmental determinants. Inequity in
health is a type of social inequity
strongly related to people’s living con-
ditions: the poorer you are, the more
vulnerable you are to all kinds of
external exposure. Bad living condi-
tions, bad working conditions, nega-
tive lifestyle factors (smoking, alcohol
abuse and unhealthy food habits) are
all part of a cultural surround affect-
ing the health of the poor to a higher
extent.

A public health perspective is char-
acterised by an understanding of indi-
viduals and populations in their entire
social, economic, cultural and envi-
ronmental situation. Many reasons for
ill health are related to negative social
determinants in combination with low
socio-economic status. Therefore,
resources must be allocated to create a
safe, supportive and equitable envi-
ronment that excludes negative exter-
nal factors. There is a need for public
health advocacy at different levels of
political and administrative structures
in order to influence decision-makers
to make health a priority on the polit-
ical agenda. There is a need to advo-
cate “healthy public policies”, putting
health on the policy agenda in all rel-
evant sectors.

Sweden will advocate the prepara-
tion of countrywide plans of action
for promoting health as expressed in
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Two pillars
1. Health Determinants 
and Public Health Advocacy

Health and the Environment
Tobacco, Alcohol Abuse and Illiicit
Drugs
Health and Nutrition
Health and Education

2. Development of Health Systems
and Service Delivery

Service Provision – an Equity and
Gender Equality Issue
Leadership and Good Governance
Health Financing
Creating Resources
Research

Road accidents constitute one of the most
common causes of death in developing coun-
tries. Risks grow with traffic volume. Besides
the health sector, Sida supports efforts to
improve road safety in several countries as
well as development of methodology in the
area of road safety.
Many developing countries are showing a
clear rising trend in air pollutant emissions as
a consequence of economic and population
growth in combination with a lack of preven-
tive air pollution measures. As emissions are
rising rapidly, these air pollution problems
are emerging as a priority concern in many
developing countries.
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the Fifth Global Conference on
Health Promotion, .

There are several international
examples that clearly show that when
strong political and social support for
health is translated into good agricul-
tural policies, effective preventative
health programmes, high levels of
education (particularly among
females), and equity of access to med-
ical care, significantly improved health
status is accomplished.

The conceptual model in Fig. 
shows that the individual is affected
and influenced by the social and cul-
tural context at different levels of soci-
ety. The inner circle consists of per-
sonal constitution, age and sex.
Lifestyle factors and individual health
behaviour affect individual health,
and can be influenced by health pro-
motion activities or health education.
The social network, a supportive envi-
ronment and social support are
important, and building a safe and
supportive environment in a broader
perspective will have effects on health.
Determinants such as living condi-
tions, the working environment, food
and sanitation are all closely linked to
the health of the individual and can
be influenced by an intersectorial
approach. The picture represents one
way of arranging the determinants
for ill health in a logical order, going
from the level of the individual to that
of society. It does not show the rela-
tive importance of different determi-

nants; this, of course, is highly
dependent on the specific disease pat-
tern and the situation in a country or
group of countries. Unsatisfactory
nutrition, unsafe water, poor sanitary
conditions and lack of education are
examples of determinants that cause
considerably more disease in poor
countries than in rich ones.

Health and the Environment
People who live in poverty are
exposed to the worst environmental
health risks. Overall, somewhere
between % and % of the global
burden of disease can be attributed to
environmental factors.

The environment impacts on peo-
ple’s health in several ways. Apart
from exposure to pollutants and the
effects of inadequate protective infra-
structure, the underlying situation of
natural resources has far-reaching
effects on people’s health and nutri-
tional status.

Many people in developing coun-
tries live directly off the land and
water resources available, making
them particularly vulnerable to envi-
ronmental degradation. In order to
safeguard these people’s livelihoods,
their tenure of productive resources
and access to food and other means of
survival must be secured.

Beyond protecting and managing
natural resources as a means of food
production, many other ecosystem
services are vital for human health
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Figure 5. A conceptual model of the main
determinants of health – layers of influence.
Adaptation from Dahlgren and Whitehead
1991.



and survival. Biodiversity is important
for human health, and the mainte-
nance of appropriate vegetation is
crucial for the protection of water
sources.

Global climatic change threatens
to upset the ecological balance in
many areas and make poor people’s
livelihoods even more problematic.
Problems such as rises in sea level,
increasingly erratic rainfall and more
frequent extreme weather may lead to
displacement of populations with
severe health costs in the form of
traumas, malnutrition and disease epi-
demics. Global climate change also
poses a threat by shifting disease habi-
tats, especially those of vector-borne
diseases such as malaria.

Injuries pose a growing threat to
health in low-income countries, and
are responsible for more than ten per-
cent of the total burden of disease.
Injury control encompasses a range of
measures designed to prevent traffic
accidents, injuries at home and at the
workplace, and intentional injuries
including domestic violence. Setting
up or improving injury control and
safety promotion programmes at both
national and community levels is
important.

Tobacco, Alcohol Abuse and Illicit Drugs
Tobacco is an important challenge to
society and requires input from vari-
ous actors, not only those in the
health sector. A public health issue as

well as a political issue, it is a priority
area for Sweden. It is estimated that
tobacco will become the largest single
health problem in , causing an
estimated . million deaths annually
of which  million in the developing
countries.

Historically, the abuse of alcohol is
closely linked to poverty and has a
serious impact on the financial situa-
tion of families, on domestic violence
and on crime levels. Alcohol is
responsible for .% of global death
and disability. Priority should be given
to research to provide support for
decision- and policy-making, and on
prevention, including information on
alcohol hazards provided to young
people in the context of information
on lifestyle issues.

Illicit drugs are also intimately
related to problems of poverty,
inequality, exploitation, corruption,
weak governance and violations of
human rights.

Information on illicit drugs and
health hazards must also be included
in lifestyle information to young peo-
ple.

Health and Nutrition
Malnutrition, generally resulting from
too little food combined with infec-
tion, is associated with over half of all
child deaths in developing countries.
Better living environments, adequate
paediatric care and secure access to
food are necessary conditions for
improving child health, the determi-
nants of which fall mainly outside the
health sector.

About half of women in low-
income countries suffer from
anaemia, the majority through iron
deficiency. The availability of simple,
inexpensive health promotion activi-
ties to prevent iron deficiency leads to
the conclusion that women’s nutrition
continues to be largely neglected.
Deficiencies of iron, iodine, and vita-
min A affect the majority of
humankind and cause enormous
harm to health, learning capacity and
working capacity and thus to human
and economic development.

Secure access to food, a necessary
prerequisite for health, depends on a
web of economic and social condi-
tions. Families need sustainable liveli-
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Learning by doing. In a Bolivian school, stu-
dents learn about nutrition at the same time
as they grow vegetables for their own use in
the school.

VIC
TO

R
 B

R
O

TT



hoods. Many poor people depend
directly on the natural resource base,
either as subsistence farmers or as pri-
mary producers of food. The societal
institutions for access to and tenure of
such resources, such as agricultural
land and fishing rights, are decisive
for the well-being of these groups of
people and their children. Moreover,
the quality of the land and water
resources directly impacts on their
nutritional status and income-earning
capacity.

Health and Education
The interrelationships between health
and education are strong. Education
influences health outcomes through a
variety of channels. Increased access
to information, changing attitudes,
and increased confidence are among
the most important. Poor health also
undermines learning potential.

The educational status of women
is an important variable in achieving
lower birth rates, improving child wel-
fare and reducing child mortality,
especially in countries with strong pat-
terns of gender inequity.

Education also has a pivotal role in
combating the / epidemic, as
it provides skills and increased access
to relevant information, enabling the
transformation of this information
into behavioural changes.

2. Development of Health Systems 
and Service Delivery
The health sector has an important
role in the reduction of the burden of
disease of the poor through promo-
tive as well as curative and preventa-
tive interventions. Extending the cov-
erage of basic health services to the
world’s poor would save millions of
lives each year as well as reducing
poverty, spurring economic develop-
ment and promoting global security.

The way health systems are
designed, financed and managed
affects people’s lives and livelihoods.
The reformation of health systems
can improve health outcome as well
as financial protection, quality of
service and efficient use of resources.
Swedish development co-operation
works with countries to enable their
health systems to ensure universal
access to essential health services of

acceptable quality, based on cultural,
social and religious beliefs, and
according to the needs of its popula-
tion.

The health system has four pri-
mary functions described in Fig .
The services performed by the system
require resources, such as infrastruc-
ture, human resources and commodi-
ties; resources require financing; and
leadership and good governance are
necessary to make it all work.

Service Provision 
– an Equity and Gender Equality Issue 
Universal access to high quality serv-
ices requires basic infrastructure,
health facilities that people can reach,
with proper staffing and equipment
and without financial barriers for the
poor. Access also requires that the
needs of vulnerable groups such as
adolescents and the disabled are prop-
erly addressed. It is however impor-
tant to recognise that without a high
quality of services, the question of
access becomes less relevant.

Equity is of fundamental impor-
tance to Sweden. In most health sys-
tems, there is a tendency for resources
to be spent on urban populations
rather than rural, on tertiary care
rather than primary, on high-technol-
ogy care rather than low-technology,
on curative care rather than on pro-
motive and preventative services and
on the middle-class and better-off
rather than on the poor.

The imbalances in the allocation
of resources for public health care are
often based on historical increments
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Leadership and  
Good Governance

Financing

Service ProvisionCreating Resources

Figure 6 Functions of the health system.
Adapted from the World Health Report 2000,
WHO.



of costs for the supply of health serv-
ices, sometimes based on inappropri-
ate means of measuring demand and
utilisation. Resources are often allo-
cated on the basis of the costs of the
existing structure of health services in
different parts of a country. Applying
equity criteria means a shift from an
allocation of resources based on cur-
rent costs for health services to alloca-
tion based on the health needs of the
population.

As already agreed by the interna-
tional community in Alma Ata, pri-
mary health care is key in targeting
the major health problems of the
poor in the most cost-effective way.
Sida’s concern is that a sufficiently
large proportion of the total resources
be allocated to the primary care level
of the health system. Sida considers
this an important matter in the policy
dialogue with partner governments
and with other donors, in particular
in sector programmes. Although each
particular country must be analysed
separately, a rough guide is that a
majority – at least % – of overall
resources should be directed towards
the primary level of the system and
that this proportion should be the
same for both government and devel-
opment partners.

An integrated approach to health
services is necessary to ensure effi-
ciency and sustainability. This means
that all aspects of a health system
must be developed, and that care is
taken to avoid the development of
vertical programmes that bypass the
rest of the system with parallel solu-
tions. This includes policy formula-
tion, human resource development,
health information systems, infrastruc-
ture development, financing, steward-
ship etc. In countries with extremely
weak systems, a targeted approach
may at times be relevant but extreme
care needs to be taken that any verti-
cal programme is planned and carried
out in a way that guarantees maxi-
mum support to the health system,
and that avoids the creation of paral-
lel systems.

Of particular importance as part
of an integrated package of services
are the services for child health.
Children are the most vulnerable and
the most important target group for

the health sector. It is estimated that
every year some  million children
die before they reach their fifth birth-
day. Nearly three-quarters of these
deaths are due to preventable or cur-
able causes, such as pneumonia, diar-
rhoea, measles, malaria or malnutri-
tion – and often a combination of
these conditions, with malnutrition
alone underlying about half of young
child deaths. The / epidemic
also affects children in a number of
ways. Essential health services to
improve child health include immuni-
sations and efforts to promote exclu-
sive breastfeeding during the first six
months of life.

Communicable diseases are
responsible for a major part of the
burden of disease in low-income
countries and for the poor in middle-
income countries. Each year, seven to
eight million people contract tubercu-
losis, of whom about two million die,
and nearly  million people suffer
from acute malaria, of whom one
million die, the majority children.
Effective, well-integrated programmes
for the prevention and cure of these
diseases is one of the primary tasks of
health systems.

When addressing health service
provision, it is absolutely necessary to
highlight the devastating effects of
/. The pandemic is now
reducing average life expectancy in
many countries and has devastating
effects on the social and economic
development of these countries. The
epidemic is affecting the health sector
in a double sense, both in terms of
loss of its own staff as in other sec-
tors, and in terms of the enormous
pressure on the health services and
systems in the hardest-hit countries;
systems which already had con-
strained resources. This must to be
taken into consideration in develop-
ment assistance and capacity-building
efforts in affected partner countries,
where prevention, treatment and care
programmes need to be upscaled
without delay.

/ is also a striking example
of a health problem that has grave
implications for all areas and sectors
of society, and which cannot be com-
bated by the health sector alone but
demands the response of the whole
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society as well as of the International
community.

Sida also promotes an open recog-
nition of the / problem and
the political will to organise and co-
ordinate efforts at international,
regional and national levels. Linked to
these efforts is research into the social
and economic consequences of
/.

Sweden has developed a separate
strategy for the Swedish international
response to / that addresses
the broad response to underlying and
immediate causes as well as the imme-
diate and long-term effects of the epi-
demic.

A key function of the health sector
is to provide services to promote and
protect people’s sexual and reproduc-
tive health and rights. Recognising the
importance of this area for health,
reproduction and gender equality,
Sida has developed a separate strategy
that contains definitions, explains the
content and sets priorities for Sida.
Services must be available to all and
cover lifecycle needs, widening the
scope from focus on women’s repro-

ductive health to the entire population
and life span, giving particular atten-
tion to young people, and addressing
imbalances in many countries
between family planning activities and
other reproductive health services. An
increase in deliveries by skilled atten-
dants at delivery, general access to
emergency obstetric care, and a
reduction in the number of unsafe
abortions, are key components in
reducing maternal mortality. Unsafe
abortion is an often neglected public
health problem that has to be
addressed.

Non-communicable diseases make
up an important part of the burden of
disease in all countries but their rela-
tive importance increases in middle-
income countries where the burden of
infectious diseases has been reduced.
Mental illness is responsible for much
suffering but is often grossly neglected
by health systems. Cardiovascular dis-
eases, cancers, respiratory diseases,
traffic injuries and violence are other
important non-communicable health
problems. The epidemiological transi-
tion with an increasing burden of dis-
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In Vietnam access to preventive health pro-
grammes and a high level of education has
contributed to a significant improvement of
health. Picture from a day-care centre in
Vietnam. Support for health is a central ele-
ment of Sweden's development cooperation
with Vietnam.



ease arising from non-communicable
diseases has to be handled by the
health system both in terms of adap-
tation of curative services as well as
that of promotive and preventive
strategies.

Leadership and Good Governance
Health reform agendas have
attempted to improve services and
reduce gaps in the coverage of basic
health services through the improve-
ment of systems and programmes for
delivery of services. This includes
developing new programmes, partici-
pation of the private sector in the
provision and administration of
health services, setting up new, more
efficient resource allocation and man-
agement mechanisms, encouraging
budgets to be prepared for health
facilities based on activity criteria,
stepping up decentralisation and
increasing opportunities for social par-
ticipation.

Some countries have tried to attain
universal coverage through a variety of
public and private insurance moda-
lities, usually involving state care of
the insured population, and strategies
that target poorer groups. Decentral-
isation, along with the definition of a
basic package of services and essential
drugs to meet the requirements of the
low-income population, has also
helped expand coverage.

Supporting decentralisation
processes is important for Sweden,
both as a means of increasing local
participation in the decision-making
process and as a way of making the
health services more responsive to
local needs, and thus more transpar-
ent and cost-effective.

In a decentralised system, Swedish
development co-operation will be
engaged in the strengthening of local
health systems, in order to build the
capacity for planning and setting
objectives based on local needs and
local conditions, and for management
of local resources. Mechanisms for
the participation of the local commu-
nity in the planning and decision-
making process should be developed.

Through decentralisation processes
and health reforms, the role of the
government and the Ministries of
Health is being transformed from one

of service provision to one of gover-
nance of the sector, including policy
development, strategic planning, set-
ting national targets and standards for
quality, and regulation of public and
private actors. Ministries of Health
must be given the capacity to fulfil
their regulatory role, especially in
relation to the private sector. Building
the capacity to develop and
strengthen the regulatory role, in part-
nership with the countries involved, is
one of the priorities of Swedish devel-
opment co-operation.

The private sector, for-profit as
well as voluntary organisations (s),
are important partners in the health
system. Privatisation and market-ori-
ented systems can improve efficiency
and quality through competition and
the provision of economic incentives,
but they can also jeopardise the
attainment of social goals such as
equity and gender equality. It is a
major challenge for governments to
regulate and develop partnerships
with the private and voluntary sectors
in order to maximise the performance
of the health system while offsetting
the failures of private markets.

The realisation of improved health
and living conditions will also depend
on a strong and vital civil society.
Pressure for real and deep change
through health is closely linked to liv-
ing conditions, inequity, poverty, social
class and socio-economic determi-
nants. This becomes particularly clear
when it comes to more controversial
health issues, for example women’s
and men’s reproductive and sexual
health and rights.

Sustainable capacity within organi-
sations or institutions at local,
national, regional or global level is key
to development and a prerequisite for
policy formulation, and the institu-
tional perspective is always the entry
point for Sweden.

Health Financing
The sources of finance of the health
sector as well as the mechanisms used
to allocate those resources within the
health system directly affect poor peo-
ple’s access to health services, and
thus the final health outcome. When
financial contributions are a prerequi-
site for access to treatment, the low
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income of the poor prevents them
from seeking care.

Reducing poverty and promoting
equality between men and women are
two of the main goals of Swedish
development co-operation. In order to
work towards attaining these goals,
resources for health care need to be
mobilised nationally and externally,
and allocated appropriately. Many
developing countries experience
imbalances between essential health
care needs and available resources,
leading not only to inequalities in
access and use among ethnic groups,
regions or income groups but also to
poor performance, deteriorating facili-
ties and low morale among staff in
the health system.

General taxation and other forms
of government revenue are more
effective, efficient and equitable meth-
ods of raising revenue for the financ-
ing of social services than cost-sharing
mechanisms.

Social health insurance can
increase revenue for the health system
through contributions from employers

and employees, mainly from the for-
mal sector, but in countries where
majority of the population does not
work in the formal sector it is difficult
to extend social insurance schemes to
cover the whole population.

The market for private health
insurance is small in most of Sweden’s
partner countries. There may be a
few well-situated people who can
afford to pay premiums but in coun-
tries where -% of the population
is considered poor by international
standards, the scope is very limited.

Social health insurance can be
used to mobilise resources as long as
there are mechanisms in place to
cover the needs of those poor and
vulnerable groups who cannot afford
to pay premiums. More research and
exchange of experience is needed,
and Sweden will support information-
sharing efforts as well as operational
research and studies in this field.

Out of pocket payment, including
official and unofficial user fees, is a
heavy burden for individuals seeking
health care. A health system where
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Health and medical care. The development of
the market economy in Vietnam is also
affecting health care. At present, the state
budget for health care is also still too low to
cover requirements. Foreign donors are
responsible for more than one third of costs.
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individuals have to pay out of their
own pockets for a substantial part of
the cost of the health services at the
moment of using them restricts access
and is likely to exclude the poorest
members of society. When income
from user fees is retained at local
level, it can play a role in improving
service quality and the pay and
morale of staff. In any fee system,
mechanisms to exempt the poor
should be developed.

Good information concerning the
financing of the health care sector
and the utilisation of funds is a cor-
nerstone of health policy develop-
ment. Estimates of national health
expenditures are needed for analysis
of the health care sector, and the
compilation of National Health
Accounts () provides better oppor-
tunities of improving the performance
of the health sector. Sida supports the
development of the method, and the
production of  in partner coun-
tries.

Creating Resources
Creating resources means the trans-
formation of financial resources into
health services.

Human resources are the most im-
portant and usually the most expensive
resources in health service delivery.
Appropriately trained staff at each
level of the health system are key to
the provision of quality health services.
Many countries are engaged in the
process of health sector reform. If
these reforms are to improve the effec-
tiveness and efficiency of the health

sector, priority must be given to human
resource development and manage-
ment. Human resource development
must also be seen in relation to public
service reforms and other development
strategies such as  processes.

Closely related to the issue of
human resource development is the
issue of capacity development of
management systems. The availability
of competent managers at all levels of
the health system is vital for a well-
functioning health system and for the
cost-effective use of scarce resources.
There is, in general, a need to im-
prove the management skills of health
system personnel. There is also a need
to improve and/or develop simple and
affordable management tools, such as
health information systems and
financing and administrative systems
at all levels that will enable managers
and policymakers to make informed
and evidence-based decisions. The
introduction and use of  is vital.

A major function of health services
is the provision of drugs and other
commodities for health. This is a
complex and problematic area in
most countries, from cost-effective
and quality procurement, the distribu-
tion and provision of essential drugs
at all levels of the health care system,
to rational use. Important compo-
nents of a well-functioning pharma-
ceutical sector are appropriate regula-
tion and adequately informed pro-
viders and consumers. Both compo-
nents are needed in order to improve
equitable access to good quality drugs
and their rational use.
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In many of the worlds poorest countries
there is a accute lack of equipment for the
use in basic preventive and curative health
care programmes. Picture from Mali.
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The high price of pharmaceuticals
is one obstacle to access to drugs, and
private/public partnerships have been
used to reduce the prices of drugs for
/. Such partnerships will
hopefully increase the availability of
anti-retroviral treatments in resource-
poor countries.

A lack of essential equipment neces-
sary for carrying out basic preventative
and curative health care programmes
can be an important reason for poor
and uneven quality of services.

Research
The creation or enhancement of
National Research Capacity is an
essential part of building functional
and sustainable health systems. A
main focus of Swedish research co-
operation is on building institutional
and analytical capacity in developing
countries, and supporting research of
importance to development. Thus,
health research initiatives supported
by Sida cover a vast field, ranging
from biomedical research to the social
sciences. Health problems are increas-
ingly related to social issues, and
researchers investigate the effects of

socio-economic changes such as the
disappearance of traditional lifestyles,
industrialisation, urbanisation, demo-
graphic shifts etc. Other issues dealt
with are governmental policies, sys-
tems development and economic con-
siderations influencing the health sec-
tor. Sida’s support to health research
is channelled through bilateral
(national), regional and international
co-operation, as well as through sup-
port to special programmes, for exam-
ple /.

However, health research in devel-
oping countries is often uncoordinated
and supported by a plethora of exter-
nal donors each having their own
agendas. Plans for the gradual devel-
opment of balanced and functional
national health research systems are
often lacking. Thus there is a need for
renewed attention to the issue of the
development of national health
research capacity. Moreover, this
necessitates much more emphasis on
national processes of priority setting
and on long-term development of
planning, management and institution
building in what has been termed
Essential National Health Research.
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Sida’s department for research SAREC is
actively involved in cooperation and support
to universities and research institutes in
Africa. Research into health issues in devel-
oping countries received annually from Sida a
support amounting to approximately 12
million USD.
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Five Initiatives
The two pillars – health determinants
and health systems – form the basis of
all Swedish development co-operation
related to Health and Development.
In addition, there are five areas of
special importance where Sweden will
work in a more proactive manner.
This might mean being more actively
involved in advocacy and dialogue at
national, regional and international
levels, having a more active role
towards the  system, promoting
Swedish know-how and resource
bases and contributing to technical
and policy development.

1. Health and the Environment
Somewhere between % and % of
the global burden of disease can be
attributed to environmental factors.

The environmental threats facing
poor people tend to be more directly
hazardous to human health. Moreover,
poverty in itself worsens the effects of
unhealthy environments, just as mal-
nutrition, beyond being a problem in
itself, exacerbates vulnerability to
other diseases. In addition, the death
or illness of an income earner may
have far-reaching effects on the sur-
vival of the rest of the family, further
exacerbating conditions of poverty.

Improved environmental services
and cleaner surroundings, as well as
better health care and education, are
conducive to poverty alleviation and
increased well-being. Indeed, initia-
tives leading to better household envi-
ronments may be the most worth-
while for raising the standard of living
of poorer groups of people in the
world.

The health risks associated with
poor water, sanitation and hygiene are
multifaceted. Various diarrhoeal and
other diseases are spread via faecal-
oral routes, which are far more acces-
sible when water supplies and sanitary
conditions are inadequate.

One of the leading causes of death
and injuries is traffic accidents, espe-
cially in the developing world.
According to the , approximately
% of traffic-related deaths occur in
low and middle-income countries.
The majority of deaths on the road
involve pedestrians and one third of
the them are children.

Various estimates suggest that
between  and  million people are
crippled and/or injured in road acci-
dents every year. The true number is
uncertain due to underreporting of
injuries.

Some % of the world’s popula-
tion is in the global workforce. Thus,
almost half of the people of the
world have to work to earn a liveli-
hood for themselves and their depen-
dants. Leigh estimates that there are
over  million occupational injuries
(with , deaths) and some 
million new cases of occupational dis-
eases (, deaths) each year.
Some .% of the global burden of
disease is estimated to be attributable
to occupational exposures. The pro-
portion is actually estimated to be the
highest in the established market
economies – .%. The economic
burden of occupational diseases is
high, as they generally affect those
who are economically active. The cost
to society has been estimated at some
–% of the gross national product
in various studies.

The home environment largely
relates to biological pollutants that are
associated with human living and the
environments that are conducive to
infectious disease, but also to prob-
lems of discomfort and an inordinate
burden of work for women. To
improve the home environment, indi-
viduals and households need
increased capacity to protect them-
selves from disease and nuisance, typi-
cally through improved services, e.g.
water, sanitation or waste removal.
Also, environmental health education,
fostering behaviour conducive to good
health, and secure land tenure help to
motivate home improvements.
Community-level institutions should
also play a key role.

2. Young People and Healthy Lifestyles
There are more young people on
earth than ever before. An estimated
. billion are - years of age.
About % live in the developing
world. Adolescence is an age of
opportunity but also vulnerability.
The transition between the depend-
ency of childhood and the independ-
ence of adulthood entails a search for
identity and lifestyle in a rapidly
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changing world where established pat-
terns of behaviour are increasingly
questioned. Experimentation with
tobacco, alcohol and drugs is now
widespread as availability has
increased with global trade. Lack of
food as well as unbalanced diets leads
to malnutrition. In girls and young
women, this may have severe conse-
quences for the outcome of preg-
nancy. Lack of employment, income
and educational opportunities con-
tribute to creating stress, depression
and even suicide.

In many societies, changes in social
and sexual norms have increased the
risk of unwanted pregnancy, s and
the new threat of infection by
/. Sexual violence and traf-
ficking, as well as early marriages
aggravate the situation. Pervasive gen-
der inequalities place girls at a partic-
ular disadvantage in access to educa-
tion, health services and income, and
influences their ability to choose
when, with whom and under what
conditions they have sexual relations.

The sexual, reproductive and men-
tal health and well-being of adoles-
cents face unprecedented threats
today. At the core of the problem lies

the fact that most adolescents in the
world have little or no access to sexual
health information, communication
and services. Open discussion of sexu-
ality and the problems of adolescence
are difficult in most parts of the
world. This fosters ignorance and mis-
understanding among both adults and
young people. All this means that
/ is able to spread more eas-
ily.

Therefore, Swedish development
co-operation should prioritise infor-
mation and communication initiatives
and the provision of services relating
to sexuality and reproductive health,
including access to contraceptives. As
there is a clear link between substance
abuse and sexual risk-taking as well as
deteriorating mental health, initiatives
to eradicate substance abuse should
also be prioritised.

Ultimately, the adoption of sound
behaviour patterns is critical to health
and development.

The promotion of ‘life skills’ which
are likely to have a significant effect
on the ability of adolescents to deal
with the difficulties they face, is
important as this relates to self-care,
gender empowerment, the ability to
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According to WHO, between two and five
million people are annually poisoned by pesti-
cides world over. Of them, between 40 000
and 200 000 die from the use of pesticides.
Picture from Paraguay. 
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be self-assertive and say ‘no’. General
promotion of safe and supportive
environments by ensuring that adoles-
cents have opportunities to participate
in decisions affecting their lives is of
vital importance.

Improving the health and develop-
ment of adolescents entails a broad
range of activities. Sweden needs to
forge strong partnerships with govern-
ments and civil society organisations.
Finding innovative ways to reach ado-
lescents who are both in and out of
school is a challenge and young peo-
ple themselves must increasingly be
involved in the planning and execu-
tion of programmes. Method develop-
ment and evidence-based strategies,
and tools to measure the impact of
these strategies are needed.

3. The Maternal Survival
Little progress has been made during
the last decade in reducing maternal
mortality, as opposed to the substan-
tial success in reducing child mortality.
Maternal mortality is also the indica-
tor that most clearly illustrates global
inequity. A poor mother in a poor
country is  times more likely to die
in childbirth than a rich woman in a
rich country. This is a scandal of our
time and a violation of women’s basic
human rights.

Reproductive health services are
not given sufficient priority and
women are not empowered to take
decisions regarding their own fertility
and sexuality. Improving gender
equality is therefore fundamental in
reducing maternal mortality. Improv-
ing women’s nutritional status has
received far too little attention, as is
apparent from the fact that few coun-
tries even address simple nutrient defi-
ciencies like vitamin A and almost
none have programmes that are effec-
tive in preventing widespread mater-
nal anaemia.

During pregnancy, any woman can
develop serious, life-threatening com-
plications that require medical care.
Therefore, a reduction in maternal
mortality requires improvement in the
functioning of the entire health sys-
tem. It involves the whole chain of
referral, from the community level,
where decisions on where and
whether to go for delivery services are

made, to the maternity ward at the
health station, with a trained midwife
with lifesaving skills and a referral sys-
tem in place, to the district hospital,
with resources to perform a caesarean
section. Although the vast majority of
pregnancies and deliveries are nor-
mal, we know today that the referral
system and emergency obstetric care
must always function in order to han-
dle cases where complications occur.
This means that maternal mortality
can be seen as an indicator of a func-
tioning health system.

An increase in deliveries with
skilled attendants is now recognised as
one key in reducing maternal mortal-
ity, and Sweden will especially empha-
sise the role of the midwife.

Unsafe abortion is among the five
top causes of maternal death in many
settings and has to be addressed.
Reproductive health services to pre-
vent unwanted pregnancies and high
quality abortion and post-abortion
care must be accessible to all.
Abortion exists in all societies,
whether it is legal or not. A prerequi-
site for making abortions safe is to
legalise them, which also provides an
opportunity to define the role of the
health sector. Where abortion is legal,
women should have the right to good
services for pregnancy termination.

4. Leadership and Good Governance
The support of leadership and good
governance is one of the most impor-
tant parts of Sweden’s development
assistance in health. Professional lead-
ership and good governance are a
prerequisite if inputs into the sector
are to have effect and become sustain-
able, and promote long-term planning
as well as proper execution. There are
three principles guiding Sweden in
this area.
• Ultimate responsibility for the per-

formance of the health system lies
with the government

• The role of the Ministry of Health
is to develop and formulate health
policy and to regulate the health
sector

• A publicly financed health system
Sweden subscribes to the principle
that each government has a responsi-
bility to assure the provision of quality
health services for its population.
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Regardless of the mix between public
and private provision of services, it is
important that there are mechanisms
to ensure equity of access for all to
basic services that target the main
health problems of the population,
including the poor part of the popula-
tion.

The role of the Ministry of Health
is above all to formulate and develop
policy, but also to regulate and control
that policies are being followed. The
policy framework should include the
three health system goals of equal
access, progressive financing and
responsiveness, and should identify
strategies to improve the attainment
of each. In countries where external
assistance forms an important part of
the health system’s resources, 
plays an important part in the policy
framework.

Regulation is a widely recognised
responsibility of governments. It cov-
ers both the framing of rules to gov-
ern the behaviour of actors in the
health system, and ensuring compli-

ance with them. Regulation has to
include all health actions and actors,
and not just those of the public sector.
While the public health care system is
often well regulated, few countries
have developed adequate strategies to
regulate the private sector or strate-
gies to include private health
providers in the health system. Skills
and capacity to regulate both public
and private health care must be devel-
oped, and should rest within the
Ministry of Health.

A guiding principle for Sweden is
to work towards a publicly financed
health system through general taxa-
tion or social insurance. A publicly
financed health system provides better
access to health care and better finan-
cial protection. It is therefore impor-
tant to strengthen the institutional
capacity to enforce and manage these
systems.

Even if the public sector is not the
major actor in the health system in
many of the countries where Sweden
is involved, working with and reform-
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In Ghana, West Africa, the government has
embarked on a campaign to really make peo-
ple pay their taxes. Billboards like this one
are combined with examples of what has
been achieved through taxes.
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ing the public sector is still an impor-
tant task for Sweden. In many devel-
oping countries however, public
health systems have deteriorated and
have not developed according to the
needs of the population. Resource
mobilisation is one problem, alloca-
tion within and among providers
another. Organisational capacity and
institutional framework is yet another
issue. The challenge is to bring forces
together to develop and support exist-
ing structures, and, where such are
lacking, other sustainable institutions
to help countries to organise a health
system that can and will promote
health and development.

5. Development of 
Global Public Goods
Public goods are utilitarian activities
and products that are under-supplied
by the market and therefore require
public provision and/or financing.
Global public goods are public goods
that are not financed by national gov-
ernments and therefore need to be
financed by the international commu-
nity. Examples are  specifically
aiming at developing tools to combat
diseases that are mainly found in
developing countries. A well-known
fact is that only % of  is
directed at the health problems of
% of the world’s population.

There is a need to improve exist-
ing approaches, and develop new
ones, for preventing, diagnosing, treat-
ing, and controlling neglected health
conditions. These approaches need to
be applicable, acceptable and afford-
able by developing endemic countries,
able to be readily integrated into the
health services of these countries, and
focus on the health problems of the
poor. At the same time, it is necessary
to strengthen the capacity of develop-
ing endemic countries to undertake
the research required to develop and
implement these new and improved
disease-control approaches. Pharma-
ceutical companies in industrialised
nations tend not to expend their
efforts on cures for tropical diseases,
which are less profitable, and produc-
tion of new drugs is mostly related to
diseases common in the north. Dis-
eases caused by parasites, like
malaria, African trypanosomiasis,

Chagas disease, filariasis, bilharzia,
etc. are not endemic in northern
countries. They affect poor people in
the tropics and cures for these types
of afflictions do not have a high mar-
ket value.

Research aiming at prevention has
continued to have the highest priority
for Sida. Particularly important
research areas are the development of
an  vaccine, prevention of
mother-to-child transmission, microbi-
cide research, control of /-
related sexually transmitted diseases
and research aiming at protecting
young people and future generations.

It is essential that international
development agencies fund research
on  vaccines. Interest on the part
of the pharmaceutical industry has so
far been slight. There are several rea-
sons for this lack of interest. One is
the fear of side-effects while testing
vaccines; unsuccessful tests may give
rise to expensive legal demands.
Another reason is that the market for
expensive antiviral remedies is more
lucrative for pharmaceutical compa-
nies. Furthermore, the character and
complexities of the / epi-
demic are entirely different in the
northern industrialised countries than
in developing countries. These factors
make it important that the public sec-
tor invests in research and that collab-
oration with institutes in developing
countries is pursued. Swedish research
groups supported by Sida are at the
forefront of international research
within the field of vaccine develop-
ment.
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LOW-INCOME COUNTRIES
Very high burden of disease

Communicable diseases and maternal and child health problems.
Low but increasing HIV/AIDS

Poor nutrition and sanitation, high poverty,
poorly developed health systems

Program approach, SWAP

Financial and technical resources

MIDDLE-INCOME COUNTRIES
Lower burden of disease

Predominantly non-communicable diseases
(cancer, heart conditions, mental health, injuries)
Low but increasing HIV/AIDS

Basic health structure in place but the poor left out

Mainly technical co-operation
and activities targeted towards the poor

HIV/AIDS 
Similar situation as low-income  
countries but even higher burden of disease

HIV/AIDS enormous burden on the whole development
and on the health systems

Financial and technical resources

More targeted approach sometimes justified in addition

  COUNTRIES IN TRANSITION 
Increasing burden of disease  

mainly through cardiovascular  
conditions. Injuries big problem, HIV/AIDS increasing

Oversize health systems not adapted to burden of disease

Mainly technical co-operation focusing on
targeted interventions to adapt health system

COUNTRIES WITH NATURAL DISASTERS 
AND COMPLEX EMERGENCIES 

Heterogeneous group often with poor data

Humanitarian assistance with support
to basic health services

POOR HEALTH BETTER HEALTH
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Two Principles for Action
When programmes at the national,
regional or global level are developed
and implemented, there are two key
principles that guide Swedish develop-
ment co-operation.

1. Ownership and Partnership
Focus shall always be on reaching the
populations in need through a part-
nership, with national partners in firm
ownership.

Partnership should be based on
shared values and mutual trust, com-
mon and clearly formulated objec-
tives, conditions, obligations, roles and
responsibilities. The partnership shall
also be based on the country’s own
development planning and priorities
with a clear national leadership and
ownership.

Development co-operation is a
partnership between actors with dif-
ferent roles and responsibilities. It is
crucial that the partners are respected
in their different capacities and that
the relationship is based on mutual
trust.

National and local ownership is
key to success. The ownership should
rest with the development partner,
and Sweden’s role is to enable devel-
opment, not implement or take
responsibility for action.

2. National Context and Priorities
As described in the first part of this
document, Sweden identifies different
national contexts or development
environments requiring different
development co-operation strategies.
Fig.  shows the different contexts and
gives a summary of their characteris-
tics regarding economic development,
burden of disease, health systems and
the role of development co-operation.

Recognising that every country is
unique and has to be analysed indi-
vidually, the definition of contexts can
serve as a basis for an analysis of the
role and mechanism of development
co-operation for health.

“Poor health but improving” 
Primarily low-income countries with a
very high total burden of disease, pri-
marily due to communicable, child-
hood, maternal, perinatal and nutri-
tional diseases. Non-communicable
diseases, primarily cardiovascular dis-
orders (stroke and heart disease)
account for a third of all deaths. Life
expectancy is low, maternal and infant
mortality are high and the nutritional
status of children is dismal. Health
systems are weak and under-dimen-
sioned with low immunisation rates,
and less than a third of women have
access to skilled staff at delivery.

The role of Swedish development
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co-operation in this country context is
to support policy and institutional
development and to transfer financial
resources to assist the construction
and development of national sustain-
able health systems.

Support should mainly go to essen-
tial service packages, a set of cost-
effective health interventions, target-
ing the relatively small number of
identifiable conditions responsible for
most of the burden of disease at the
primary health care level. Attention
should also be given to determinants
such as smoking as an emerging
threat to health. Health consequences
should be considered in other sectors
relevant to health in order to max-
imise the positive effects on the deter-
minants of health. With a high
poverty rate, poverty reduction will
have a tremendous effect on public
health. Rural development will impact
on nutrition and food safety. Other
important areas are water and sanita-
tion, education with emphasis on
women, and the urban and rural envi-
ronments, including traffic accidents.

A relatively low prevalence of
/ is no excuse for compla-
cency, since numbers are rising in
many countries. On the contrary, tar-
geted preventative actions to avoid
further development of the epidemic
are a priority.

The estimated costs for a mini-
mum package of care that would
cover the essential health needs of a
population is estimated to be –
US$ per capita and year, which is
more than what low-income countries
can spend on health. Increased devel-
opment aid has to be accompanied by
an increase in national spending on
health, which is often low.

Sweden will assume a programme
and not a project approach, and
depending on the situation, the pro-
gramme support can vary, for exam-
ple: Sector budget support /,
budget support for a sub-sector, sup-
port to integrated district health serv-
ices, non-earmarked organisational
support or pooled support with other
development partners.

Programme support should be
closely linked to the new framework
for poverty reduction, the Poverty
Reduction Strategy Paper (). The

 is a comprehensive, result-ori-
ented, long-term approach to poverty
reduction that includes debt cancella-
tion and is based on country leader-
ship in the preparation of a national
strategy incorporating civil society
and including increased donor co-
ordination.

In a country with weak manage-
ment systems, targeted support for
specific health interventions might be
relevant. In countries with strong
political commitment but still with
large gaps in terms of policy frame-
work and institutional capacity, sup-
port for policy and institutional devel-
opment in combination with targeted
support for specific health interven-
tions might be most appropriate.

“Poor health and getting worse”
Here we find countries with high
/ prevalence, with severe con-
sequences for social and economic
development. Most countries are low-
income countries but there are also a
few middle-income countries. Apart
from the added burden of /,
these countries are very similar to the
group of low-income countries
regarding the burden of disease as
well as the level of the health systems
and the social, economic and environ-
mental determinants of health.

The formidable pressure that the
/ epidemic puts on the gen-
eral development of these countries
and on their health systems is a chal-
lenge both to national governments
and to the international community,
including Sweden.

The interventions necessary for
prevention, promotion and care are
well known, but resources are lacking,
and in some cases also the political
will. A massive increase in develop-
ment aid directed towards the most
heavily -affected countries,
including some middle-income coun-
tries, is a prerequisite to halting the
epidemic. The health sector is
severely affected by the epidemic and
major investments are necessary.

/-affected countries could
at times benefit more from more tar-
geted programmes than would other
countries, but need to have these pro-
grammes integrated into functioning
horizontal approaches.
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Sweden will address the /
epidemic in all parts of its development
co-operation since the epidemic affects
all sectors, and the fight against it has
to encompass the whole of society.

“Better health but getting worse”
Countries in this context are basically
countries in transition from a system
of centralised state-run planning to
open market economies, mostly from
the former Soviet Union. The propor-
tion of communicable diseases is rela-
tively low, but some countries have the
highest rates of increase of  infec-
tions in the world. The ratio of multi-
resistant tuberculosis infections is also
highest in the world in some of these
countries. Cardiovascular disorders
and injuries (violence, homicide and
suicide) are important non-communi-
cable factors.

Life expectancy has fallen in the
s, especially for middle-aged men.
Maternal, infant and child mortality
rates are low.

Smoking prevalence is high among
men and rising among young women.
Alcohol consumption differs signifi-
cantly between countries, between
men and women and between social
groups, and is a major public health
problem in some countries.

Health systems are extensive but
also inefficient, with high, but falling,
immunisation rates. Access to skilled
staff at delivery has been very good,
but is deteriorating. Average per
capita expenditure on health has been
relatively low, mainly due to low
salaries for health care staff, but is ris-
ing and is increasingly in the form of
out-of-pocket payments.

Sweden gives priority to support-
ing reforms of the health systems,
developing primary health care, mod-
ern public health and preventative
care. Health system reform will
involve reform of financial flows,
regional allocation models and pay-
ment systems. Financial reform will
not be sufficient, however. In order to
change the health systems, infrastruc-
ture planning will be required, involv-
ing analyses of local demography, epi-
demiology, existing care facilities and
their financing and a projection of the
future requirement of facilities and
their financing. Stakeholders and the

public need to be informed and
involved.

The role of the clients/patients
needs to be strengthened. This is espe-
cially critical in mental health care.

Sweden should support effective
structures for public health advocacy
and the development of national pub-
lic health programmes in priority
areas: tobacco, alcohol, trauma, men-
tal health and infectious disease con-
trol.

The urgency related to the rapid
development of  makes it neces-
sary to find co-operation models
quickly, and to create understanding
of the need for change.

“Better health and improving” 
Mostly middle-income countries with
a high proportion of non-communica-
ble diseases, while communicable,
maternal, perinatal and nutritional
causes of death make up only one
fifth of all deaths. Injuries are a more
important cause of death and a third
are traffic-related. Life expectancy is
relatively high. Health systems are
considerably more developed than in
low-income countries with high
immunisation rates, and most women
have access to skilled staff at delivery.
Average health spending per person is
adequate to ensure universal coverage
for essential interventions but such
interventions often do not reach the
poor, and there are often huge
regional disparities and pockets of
poverty, where the disease burden is
comparable to that of low-income
countries.

The role of development partners
is not to provide massive financial
resources, but rather that of technical
and policy support primarily directed
towards aspects of management, insti-
tutional development and policy for-
mulation, and equity and gender
equality to improve the health of the
poor.

Sweden will support reform
processes to build strategies to deal
with the rapid epidemiological transi-
tion, with the emergence of “new”
diseases and their cultural, social and
economic implications.

Health interventions become cost-
lier and more individualised as a conse-
quence of the epidemiological transi-
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tion. Health financing issues therefore
become central as it is very difficult for
conventional third-party payment sys-
tems to carry the main responsibility
for health development in this context.

Countries with natural disasters 
and complex emergencies
This is a diverse group of countries
that can have either of the character-
istics mentioned above. Each disaster
should be treated as a unique event
but it is possible to find common pat-
terns in complex man-made and nat-
ural disasters.

Lack of clean and safe water and
poor sanitary conditions are often the
most important reasons for the high
mortality rates associated with com-
plex man-made and natural disasters.
The most prevalent causes of death
among refugees and other vulnerable
groups can be broken down into four
categories: acute respiratory diseases,
diarrhoea, malaria and malnutrition.
Most deaths occur among children
under five years of age. Sexual vio-
lence against women and children is
particularly common in connection
with conflicts and displacement. This
also increases the risk of the spread of
sexually transmitted diseases (for
example /) and of involun-
tary pregnancies.

Humanitarian crises often have
far-reaching consequences for people’s
health. Health interventions comprise
a considerable proportion (more than
%) of all Swedish humanitarian
assistance. In disasters involving
refugees or internally displaced per-
sons, which have increased consider-
ably in recent years, health-related
interventions often predominate.
Women and children are particularly
vulnerable groups.

Experience of the health situation
in complex man-made disasters
and/or natural disasters indicates that
public health measures, including
water, sanitation, nutrition, food and
personal security, are of great impor-
tance. Advanced, curative health care
systems are often inadequate in coun-
teracting central health problems. All
interventions should be carefully
planned and should be based on base-
line studies and needs assessment in
order to have the maximum impact.
It should also be possible to follow up
these contributions in an acceptable
way.

However, long-term health inter-
ventions often require stable environ-
ments. Conditions of this type are sel-
dom or never to be found in complex
emergencies. At the same time it can
be seen that groups of people (includ-
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The fall of the Soviet Union has led to a
sharp decline in public health in the Baltic
states. As many families are no longer able
to feed their children properly municipalities
as here in the Latvian town Daugavpils, has
opened up communal kitchens where free
meals are served.
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ing refugees and internally displaced
persons) involved in complex emer-
gencies are often surprisingly station-
ary. This is a favourable factor for the
planning of long-term interventions.

A characteristic of a successful
humanitarian health intervention is
that it mobilises national resources
and strengthens local structures (for
example national health care person-
nel). Phasing-out strategies (handing
over to other parties involved etc.) are
always to be included in the terms of
reference and analysed and moti-
vated. It is important to co-ordinate
health contributions with other donor
agencies and national health authori-
ties and/or other co-ordinating bodies
for the health sector.

Where support for medicines is con-
cerned, Sida’s special guidelines are to
be followed. The contribution should
describe and motivate any selection of
distribution systems for medicines,
food etc. (describe relationships with
any national/regional systems).

One of the future challenges to
humanitarian assistance in the health
sector is that vulnerable countries
tend to be increasingly marginalised.
We are seeing new patterns of disease
emerge, and increases are anticipated
in, for example, technological and
environmental disasters. / is,
and will be in the future, of consider-
able significance, particularly in
regions of Southern, Central and
Eastern Africa, South Asia and
Eastern Europe.

Three Levels of Co-operation
Swedish development co-operation
acts on three levels; bilateral, regional
and global. The main focus is always
on the bilateral level, and activities at
the regional and global level should
always be seen as complementary.

Bilateral Co-operation
Swedish bilateral co-operation, i.e.
government to government, is guided
by a “country co-operation strategy”
and is based on a health sector analysis
and a policy dialogue with the health
authorities. Bilateral agreements
between Sweden and partner coun-
tries form the basis of Swedish inter-
national development co-operation.

Swedish support should be made

available in ways that take into
account existing administrative and
financial arrangements and systems
and co-ordination mechanisms. Care
should be taken to reduce burdens on
existing management systems, and
separate systems for planning, review-
ing, procurement, logistics and train-
ing should be avoided.

Support should be made available
in ways that take into account
national priorities and plans, as well
as the balance of resources available
for implementing these plans.

Mechanisms that reduce the trans-
action costs of governments, including
donors, institutions and organisations,
should be encouraged. In order to
reduce the burden on the partner
country and organisations, review
missions to should be performed
jointly with all relevant partners
whenever possible. Separate co-ordi-
nation and monitoring structures
should be avoided. A sector-wide
approach () should be used when
possible.

Sweden can also choose to be a
“silent partner” in its support to a sec-
tor programme. This entails an agree-
ment with another donor agency to
carry out assessments, participate in
the dialogue and negotiations, and take
on other identified actions such as
monitoring and evaluation on behalf
of Sweden.

Contributions to the financing of
investments in tangible assets by cred-
its with different level of concessional-
ity may in some circumstances be pos-
sible. Sweden provides financing
through soft loans to countries and
projects with limited access to financ-
ing on pure market terms.
Concessionary credits for the financ-
ing of investments in the health sector
are feasible only in specific countries
with relatively good credit ratings.
Such credits are mainly used for the
procurement of hardware, such as
medical equipment, consumables,
investments in treatment facilities,
waste incinerators and water supply.

Regardless of the form of financ-
ing, Sweden’s assessment of a project
is based on an analysis of the develop-
ment problem and whether it can and
should be solved with the aid of a
project financed by development co-
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operation funds. Thereafter, consider-
ation should be made of the form of
the financing which is most suitable:
grant, credit or guarantee.

Services should be financed with
credits only if they are linked to
investments in tangible assets and the
service component does not constitute
a significant proportion of the contri-
bution.

If the problems in the sector are
mainly of an institutional or structural
character, investments in tangible
assets alone, for example with the aid
of credit, rarely offer advisable or
adequate solutions.

The main aim of bilateral research
support is to strengthen research cap-
acity at medical faculties in develop-
ing countries. This in turn will enable
the training of future generations of
scientists. Research and analytical
capacity in a society is essential in
order to describe and analyse health
issues as well as to find local solutions.
Such capacity is also a prerequisite for
the ability to interact in international
negotiations and to access the interna-
tional pool of knowledge.

Areas for research support are
defined by the university, in accor-
dance with the national priorities of
the country. Topics of research in
these collaborations include
/, malaria, reproductive
health, tuberculosis, domestic vio-
lence, health systems and policy
research, and demographic surveil-
lance systems. In addition to support
to research on different specific health
topics, support is given to institutional
development, such as reform and
management programmes, and
research-facilitating activities such as
library and information services and
communication technology.

Within each country or organisa-
tion, the basis for developing interven-
tions should be the overall health situ-
ation/needs and analyses of the most
cost-effective interventions (prevention
as well as service delivery) to target
the burden of disease. This will be
specific to each country.

Regional Co-operation
A regional approach is required to
address problems of a regional nature
but also to build networks for sharing

experiences and spreading knowledge
which gives added value to national
interventions, enabling both individu-
als and organisations to develop
capacity beyond the national context.
Advocacy in areas where interventions
at country level are not possible is
another important area where
regional projects are superior to bilat-
eral co-operation. Building and devel-
oping regional capacity in areas where
one single country is too weak to act,
for example in negotiations with mul-
tilateral organisations or corporations,
is also an area where regional co-
operation is needed.

A priority for Sweden is to increase
a south to south dialogue and
exchange of experience through a
regional approach. Too often,
national experiences are not spread in
the region due to a tradition of strong
north-south collaboration but little
regional co-operation.

The main aim of regional research
support is to increase the opportuni-
ties for regional co-operation concern-
ing, for example, postgraduate train-
ing, research programmes, courses
and workshops. Furthermore, regional
support is also directed to pro-
grammes of priority health research.

For support to regionally based
research, Sweden continues to utilise
complementary experiences and syn-
ergies gained from its involvement in
bilateral efforts to strengthen national
health research, as well as support to
regional or international thematic
research initiatives of relevance to
health problems in development
countries.

Global Co-operation
The fact that health has increasingly
become part of the global political
agenda has meant that the impor-
tance of global co-operation in health
has increased. A global approach is
relevant in several areas. Many health
determinants are “global public bads”
requiring a global response, such as
global warming. International trade
needs to be internationally regulated
to protect the interests of developing
countries. Global advocacy is vital to
mobilise resources for health, both
from governments from north and
south, and from the private sector.
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Agreed International Development
Targets have to be followed up at a
global level. Global disease surveil-
lance and global normative work is
also essential.

Global public goods benefit the
entire world and need to be financed
by the entire world, and thus require
global co-ordination and response.
Examples are development of vac-
cines and drugs for the diseases of the
poor, effective management of com-
municable diseases such as  and
/, and strategies to prevent
drug resistance.

In terms of research, new know-
ledge is required to combat the grow-
ing threat of new and modern epi-
demics such as /, resistant
malaria and reactivated tuberculosis.
Moreover, the constant, and some-
times radical, changes in socio-
economic premises require new know-
ledge to develop responsive health
strategies. Global research co-opera-
tion plays an important and vital role
in co-ordinating research activities,
monitoring changes, directing funds
and influencing decision-makers.

Support to international research
programmes has been considerable in
the field of health. It contributes to
synergy between research at national
and international levels and promotes
much-needed partnerships between
actors at the two levels. Furthermore,
the prevention and cure of diseases
common in developing countries is
often not prioritised by academics or
pharmaceutical industries in the
wealthy regions. This is illustrated by
the fact that only % of global health
research is focused on diseases affect-
ing % of the world’s population. If
global health issues are to be ad-
dressed, support needs to be directed
to local and regional research capac-
ity, as well as to international organi-
sations that have research on poverty-
related diseases on their agenda.

The United Nations system has an
important role in supporting pro-
gramme countries in their efforts to
achieve the Millennium Development
goals and in realising commitments
made in relation to international
human rights treaties and major inter-
national conferences.
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The large pharmaceutical companies in the
world are often criticised for not supporting
enough research in areas related to poor
people’s health. Often, medicine sold in
developing countries, are of so low quality
that it would not be possible to sell it in
developed countries.
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Sweden is presently producing
integrated strategies for the  agen-
cies and programmes, and strongly
supports the co-ordination of 
involvement at country level, the 
Development Assistance Framework,
, and the Common Country
Analysis process, .

Approximately % of Sweden’s
total development aid is channelled
through multilateral organisations.

The World Health Organisation
() is an important global partner
for Sweden.  has a pivotal global
normative role and an important
“centre of excellence” function at
country level.  is also an impor-
tant research organisation, both in
strengthening country research capac-
ity and for research and development
of Global Public Goods. Sweden wel-
comes the ’s stronger role in the
global health arena in recent years
and the reform process within the
. Of particular importance is the
strengthening of the ’s work at
country level.

 plays a pivotal role in the
global effort to minimise the negative
impact of /.  prima-
rily focuses on advocacy and co-ordi-
nation. Sweden was very active in the
establishment of  and has sup-
ported the organisation since its
inception in .

 is the lead organisation in
the United Nations system supporting
implementation of the Programme of
Action of  in Cairo in  and
its follow-up in  ( + ). It
assists countries in ensuring universal
access to reproductive health, includ-
ing family planning and sexual health,
and in implementing population and
development strategies in support of
sustainable development. Sweden
intends to increase its technical co-
operation with the  in areas
such as young people and sexuality,
sexual health and rights and gender
equality, including the role of men.

 has a key strategic role as
an advocate for the protection of
child rights, in helping to meet the
basic needs of children (- years)
and in expanding their opportunities
to meet their full potential.  is
both a humanitarian organisation and
a development organisation. Sweden

supports  in its efforts to con-
solidate the rights-based approach,
and further develop its work with chil-
dren in need of special protection and
adolescents.

 has the lead role in monitor-
ing progress on achieving the goals of
the Millennium Declaration and in
co-ordinating the  system at coun-
try level. Sweden is one of the top 
donors to the  and will continue
to support the organisation’s develop-
ment of a rights-based approach and
the strengthening of its capacity to
manage the Resident Co-ordinator
system.

 has a mandate to
strengthen international action against
drug production, trafficking, drug
abuse and drug-related crime. Three
 drug control conventions provide
the normative framework within
which all  drug control activities
should operate. Sweden is one of the
top five donors. Swedish priorities are
reduction of demand and supply, with
special focus on Africa.

The World Bank and the Regional
Development Banks are partners in
projects and sector programmes but
also important dialogue partners on
policy issues.

Several Global Initiatives have
recently emerged, such as Roll Back
Malaria,  and the Global fund to
fight /, tuberculosis and
malaria. These initiatives represent a
new partnership between govern-
ments, international organisations and
the private sector. The emergence of
Global Health Initiatives reflect that
health today is high on the interna-
tional development agenda, and they
can contribute to highly needed
increased global resources for health.
Any new funding that Global Health
Initiatives bring about, however, needs
to be additional and should not be
merely a reallocation of current gov-
ernment and donor funds.

Such initiatives must also seek to
increase the effectiveness of action for
health outcomes within countries.
This means that the interface between
global and country action needs care-
ful attention – and must take into
account the capacities and plans of
national governments if it is to con-
tribute to sustained benefits. When a
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number of new initiatives are added
to the donors already present at coun-
try level, co-ordination under the
leadership of national governments
becomes even more important than
previously.

Partnership
Recognising the multifaceted and
multidimensional causes of ill-health
and the need for an equally multifac-
eted and multidimensional national
and international response, Sida will
work in close collaboration with a
range of partners, domestic and
global. The broad perspective, focus-
ing more on determinants of health
than on micro-organisms of disease,
requires an equally broad partnership
at all levels, and outside as well as
inside Sida. Fig  gives an overview of
the different partners for Sida.

The Sida response will not be lim-
ited to one department or division at
Sida alone, but health consequences
will be analysed and taken into con-
sideration in all areas of development
co-operation in order to have a maxi-
mal effect on health. Furthermore,
Sida, as an agency subject to Swedish
foreign policy, has a responsibility to
analyse the health and development
consequences of Swedish policies out-
side direct development co-operation
but relevant for global health.

The fight against the /
epidemic is one example of this way

of working: to ensure that / is
not only seen as a sexually transmitted
communicable disease, but that
addressing the causes and mitigating
the consequences is duly taken into
account in all aspects of Swedish
development co-operation.

It is a challenge for Sida to further
develop partnership and interdiscipli-
nary methods to contribute to the
achievement of the international
development targets.

Partners at Sida:
, Department for Democracy
and Social Development
, Department for Co-operation
with  s and Humanitarian
Assistance 
, Department for Research Co-
operation 
, Department for Infrastructure
and Economic Co-operation 
, Department for Natural
Resources and the Environment
Regional departments for: Africa
(), Asia (), Latin-America
(), and Central and Eastern
Europe ().
The Swedish Embassies in Partner
countries have full responsibility for
programme implementation and the
tendency is to further decentralise the
decision-making process.
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Abbreviations

 Common Country Assessment
 Convention on the Elimination of all forms of Discrimination

Against Women
 Development Assistance Committee 
 Disability Adjusted Life Expectancy
 Framework for Control of Tobacco Convention
 Global Alliance for Vaccine Initiative
 Gross Domestic Product
 International Conference on Population and Development
 Non Governmental Organisation
 National Health Accounts
 Organisation for Economic Co-operation and Development
 Poverty Reduction Strategy Paper
 Research and Development
 Sexually Transmitted Disease
 Sector-Wide Approach
 Trade-Related aspects of Intellectual Property Rights 
 United Nations
 Joint  Program on /
 United Nation Development Assistance Framework
 United Nations International Drug Control Programme 
 United Nations Population Fund
 United Nations General Assembly Special Session
 United Nations International Children’s Emergency Fund 
 World Health Organisation
 World Trade Organisation
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