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The Committee of Public Accounts is appointed under Standing Order No. 122, viz:

Committee of Public Accounts

122.—(1) There shall be a select committee to be called the Committee of Public Accounts for
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to be a member of it for the remainder of the Parliament.

(3) The committee shall have power to communicate to any committee appointed under
Standing Order No. 130 (Select committees related to government departments) such evidence as
it may have received from the National Audit Office (having been agreed between that Office and
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House.
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TWENTIETH REPORT

The Committee of Public Accounts has agreed to the following Report:

OVERSEAS DEVELOPMENT ADMINISTRATION: HEALTH AND
POPULATION

INTRODUCTION AND SUMMARY OF CONCLUSIONS AND RECOMMENDATIONS

L. The peoples of developing countries are at a high risk of disability and death
as a result of disease. The world’s population is 5.6 billion and is currently
growing by nearly 2 per cent a year—at least a billion more people every 10 years.
Developing countries” limited budgets, coupled with economic, political and
technical constraints, hamper progress in meeting health care needs and in pro-
viding health care services. Many developing countries are struggling to finance
accessible facilities from a budget of less than £7 a person a year.

2. Between 1988 and 1994, the Overseas Development Administration spent
£911 million on health and population projects, including £397 million on emer-
gency relief, mainly in Asia and Africa. The objectives of this aid were to enable
those most in need to gain access to essential health care, particularly reproductive
health care, in ways which made efficient use of available resources.

3. Against this background we took evidence from the Overseas Development
Administration on the basis of a report by the Comptroller and Auditor General.
We have considered the evidence provided; and our main conclusions and
recommendations are as follows:

On management and monitoring

(i) It is an inherent feature of their operations that the Administration fund
projects in other countries and therefore cannot exert the same degree of
direct control over those managing them as would be expected if they
were running these projects themselves. They need therefore to be partic-
ularly effective in operating those controls which are available to them if
they are to achieve the best returns for public expenditure (paragraph 22).

(i1) We are concerned about the lack of competitive tendering in nine of the
projects examined by the National Audit Office. We note the Administra-
tion’s evidence that project management is increasingly subjected to
competition and that more use is being made of non-governmental organ-
isations. We regard it as important that there should be competition for
this business as a contribution to the delivery of good value for money
(paragraph 23).

(iii) We note Ministers' policy of providing a guaranteed core of work for the
Crown Agents, and we would wish to be assured that the relevant
contracts are negotiated at arm’s length and on sound commercial terms.
We note that the Administration are now setting out clear responsibilities
for remedial action, and for monitoring and reporting. We are pleased to
see their positive response, through their new health and population
guidance, to the criticisms and recommendations made by the National
Audit Office (paragraph 24),

(iv) We are concerned that the Administration do not have a clear idea of the
cost of administering their aid projects, especially as it is nearly four years
since an Efficiency Scrutiny recommended the introduction of a time
recording system which could provide the basis for such management
information. We consider such a system to be imporiani. We therefore
look to the Administration to give early consideration to the costs and
benefits of introducing it (paragraph 25).

(v) We are disturbed that a large quantity of condoms, part of a £1 million
order destined for Zimbabwe, was found to be defective. Particularly in
view of the importance of condoms in helping to contain the spread of
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HIV-related diseases, we stress the importance of stringent quality assur-
ance measures and endorse the efforts being made to apply them. We look
to the Administration to ensure that all of their supplies of condoms to
developing countries are safe (paragraph 26).

We note that an out-of-court settlement has been reached with the con-
dom suppliers, Dongkuk Techo Rubber Industries, whereby the firm will
refund US$ 479,000 to the Administration. So far, only USS 120,000 had
been received. We look to the Administration to secure the remainder as
quickly as possible (paragraph 27).

We were pleased to hear the examples of research projects which had led
to reductions in child mortality in Ghana, better treatment of sexually
transmitted diseases, treatment of a particular problem in pregnancy
which kills some 50,000 women a year, and anti-malaria measures (para-
graph 28B).

On impact and sustainability

(viil)

(ix)

(x)

(xi)

(xi1)

Aid must lead to benefits which will continue when the project is com-
pleted, and we emphasise the importance of the sustainability of its
impacts. We are concerned that in only three of the 13 projects examined
by the National Audit Office were there good prospects that aid would
have continuing and sustainable benefits (paragraph 46).

We recognise the difficulties of measuring the impact of aid, but we are
concerned at the limited amount of information available to demonstrate
the effects of the Administration’s health and population measures. We
stress the need for impact assessments to be made at an early stage and
for the Administration to be able to demonstrate the impact of their work
more clearly. We note that they are now measuring these impacts more
carefully (paragraph 47).

We note the improvements in health and population indicators at the
aggregate level, such as in relation to fertility in Kenya. At the same time
it is important for the Administration to assess what they have achieved
from their own projects by comparing the objectives set for them with
subsequent achievements. We note that the introduction of the Project
Cycle Management approach will help the Administration to identify
intended impacts; and that the Health and Population Aid Effectiveness
initiative will offer more scope for measuring aid effectiveness and im-
pact {paragraph 48).

We recognise that it is not easy to ensure that projects will be sustainable
when recipient governments have limited resources, particularly foreign
exchange, for health care activities. We therefore think it right that the
Administration should make risk assessments at the project assessment
stage. We agree with the Administration that sustainability is unlikely to
be achieved without local involvement and ownership, as in Pakistan. We
look forward to the Administration’s policy statement about health and
population sustainability (paragraph 49).

In the case of the Orissa project we note that, with the completion of all
1,484 clinics by June 1996, health facilities will have increased consider-
ably in this poor area. We acknowledge the achievements of this project
and hope the benefits will be sustained (paragraph 50).

MANAGEMENT AND MONITORING

(i) Project management

4. The management of health and population aid projects varies between

regions.

In south Asia, the Administration normally employ project managers,

such as the British Council. In Africa they tend to manage projects themselves—
except for procurement, which they contract out. Increasingly, however, the
Administration are using contractors to manage individual projects on their behalf.
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In addition, over the last four years they have appointed 14 specialist field
managers; these health and population professionals provide advice on the design.
management and implementation of their aid interventions. They keep an eye on
projects, advise on the necessary remedial action and provide the front line dia-
logue with the recipients. Non-governmental organisations are also being used
more 1o manage projects, particularly in emergency aid situations. The Adminis-
tratton said that they had put a lot of effort into their relationship with such
orgamisalions, seting out reporting and monitoring requirements so as to deliver
the impact wanted.

J. In nine of the 13 projects examined by the National Audit Office where
management, monitoring or procurement tasks had been contracted out, the Ad-
ministration had not sought competitive tenders. Two of these were small but
seven contracts ranged from £100,000 to £1.5 million. Competition was waived
because the project was an extension of a previous phase, the manager had unigue
experience in the area, or because the Administration’s contractual arrangements
gave the Crown Agents exclusive rights in certain countries or because the
Administration aimed to give the British Council the opportunity of first refusal.
In the early and mid-1980s the British Council had been seen as an arm of the
overseas enterprise. The Administration’s policy now was to seek competitive
tenders unless there was a good reason not to.

6. The Administration told us that there was still a policy endorsed by Ministers
of ensuring that the Crown Agents had a guaranteed core of business in a certain
number of countries. They assured us, however, that business with the Crown
Agents was arranged on a commercial basis.

7. In the particular example of the Orissa project, the Administration did not
have much experience when it began, of working with project management in
India outside the British Council. The Council had now built up a very substantial
level of competence on the project. The Administration accepted, however, that
they should have reviewed the high fees charged by the Council for an Asian
Development Bank project; they have looked at the value for money secured for
what they had paid and had concluded that the level of inputs and charges were
reasonable.

8. The Administration told us that they now had a more business-like relation-
ship with the British Council and very often invited it to compete for management
contracts. They had run a competition in India for the management of health
projects, other than Orissa. The Council had bid; but the Administration awarded
the contract to a consortium of technical co-operation officers.

9. Contracts with project managers did not specifically define the respective
responsibilities for remedial action. The Administration told us that it had been
implicit that, if something were wrong, they would expect people to respond. They
have now tightened up their project management terms of reference to ensure that
remedial action is explicitly included in contracts.

10. More generally, the Administration have recently produced a new project
design manual. This lists the main criticisms made by the National Audit Office—
covering appraisal, monitoring, sustainability, project management, financial
management and research—and their recommendations. It sets out in detail a
range of techniques which members of the Health and Population Group, in
particular field managers, can use for project management and momitoring. It aims
to assist in the identification, management and implementation of sound develop-
ment projects, drawing out elements of best practice, to set a framework which
may be used as a basis for determining appropriate management arrangements.

fii) Cost of aid administration

11. The Administration cannot identify the comparative costs of their alterna-
tive management arrangements as they do not have a system to allocate staff costs

to individual projects. In evidence they accepted that they did not have a system
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which generated the total management or staff costs of a project. They were not
convinced that the benefits of establishing such a system would outweigh the cost
of introducing it.

12. In response to an Efficiency Scrutiny recommendation in 1992 the
Administration introduced a pilot time recording system in other aid sectors in
1993, We pressed the Administration as to why it had taken so long to review its
implementation. They said that they faced some difficulties in this area because
they were not producing a standard product: they were designing a whole series
of interventions in order to respond to individual requirements in the field and
people were heavily distributed across a large range of activities. The Administra-
tion were looking at the kind of software that might enable them to allocate
activities more rigorously; but they considered that it was hard to introduce such
measures without significant cost in terms of staff time. Nevertheless they would
continue to reflect very carefully on the relative costs and benefits.

(iii) Women in development

13. Given that one of the most effective ways of delivering aid in developing
countries was to target women, we asked the Administration what they had done
to refocus aid in this way. They told us that improvements in the role and situation
of women in developing couniries had been one of their objectives for a number
of years. They broadly approached this in two ways. First by considering women
as a separate category and directing aid specifically at them; this was what
broadly had happened in the family health and welfare area. Second, and more
importantly, understanding the gender issues in development assistance and the
role of women in development. permeated all their aid policies.

(iv) Procurement of condoms

14, The Crown Agents were appoinied by the Administration, without
competition, to manage the procurement of condoms for Zimbabwe. In July 1992
they ordered 66 million from Dongkuk Techo Rubber Industries costing over £1
million and to be supplied in six consignments between September 1992 and
November 1993, Three consignments were shipped to Zimbabwe after they passed
the pre-delivery inspection tests but they subsequently failed post-delivery tests
carried out by the Zimbabwe Regional Drug Control Laboratory. Further testing
confirmed that the condoms were of poor quality. The Administration approved a
replacement project to provide emergency supplies of 24.54 million condoms
which were delivered by August 1994,

15. The Crown Agents had mnvited Dongkuk to tender, along with four other
companies, because of their previous experience in obtaining condoms from them.
Dongkuk supplied the best value bid and were awarded a contract worth just over
£1 million. When the initial shipments were found to be defective Dongkuk agreed
to replace them: while these passed the tests when they were delivered, the
packaging was defective. At that point the Administration cancelled the whole
contract, having paid only for the first two consignments. Dongkuk have agreed,
in an out-of-court settlement, to refund to the Administration US5479,000; as of
19 February 1996 US$120,000 had been received.

16. At the ime the order was placed, the Administration did not have any other
agent on their books qualified to procure condoms. In the light of their experience
they have now ensured that they have three registered procurement agents that
they can vuse. The Crown Agents have also ensured that they have available to
them expertise which is up to date on condom specification and testing. And they
have been working with a number of manufacturers to ensure that they understand
the importance of guality control, and to build the capacity in the world for
providing high quality, safe condoms.

17. The Administration assured us that none of the defective condoms
had actually been supplied; they were incinerated and none had entered the
market. Despite the setback, the Zimbabweans had never run out of condoms.
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The Ad minirlatlralion told us that, as a result of their and other efforts in Zimbabwe.
the total fertility rate had been reduced over the last eight years or so; and that the
contraceptive prevalence rate had increased from 36 per cent to 42 per cent. This
would have a significant impact towards the reduced transmission of HIV.

fv) Health and population research

18. The Administration support a wide range of health and population
research and development projects through partnerships with academic groups,
non-governmental organisations, international bodies and the British Medical
Research Council. Since 1989 they have spent £85 million on health and popu-
lation research.

19. The one couniry-based research project examined by the National Audit
'ﬂﬁu:e,l cervical cancer research in India, had been poorly designed, had been set
unrealistic objectives and was inadequately implemented. The Administration
nevertheless thought that, at a cost of £300,000, it had provided excellent value for
money in improving screening procedures and in maintaining the viability of the
local laboratory.

20. We asked the Administration what their research programme had achieved.
They provided us with four examples of success:

* research in Ghana which had discovered that a dose of inexpensive Vitamin
A produced a 19 per cent drop in mortality from all causes among children
up to 74 years old;

* a treatment for sexually transmitted diseases that will reduce HIV infection
by 40 per cent, costing roughly 51.80 a day;

* Epsom salts as a probable cure for eclampsia, a problem late in pregnancy
which kills some 50,000 women a year; and

¢ cheap and casy to use insecticide-impregnated bed nets which will reduce
malaria mortality by 30 per cent among small children.

21. We asked what effect these findings were having in practice. The Adminis-
tration said that it was difficult to make a generalisation about the extent to which
research penetrated. They told us that HIV prevalence amongst adult men had
reached a position where it was plateauing: but it was still increasing among
women. Impregnated bed nets have been introduced in Cambodia but people
rarely slept underneath them. In The Gambia, where malaria transmission patterns
were different, these nets were starting to make a difference; they could also make
a difference in coastal Kenya and Tanzania, though the intensity and transmission
rate of malaria made it more difficult. The Administration had provided a small
grant to the London School of Hygiene and Tropical Medicine to test market a
dip-it-yourself bed net kit to see whether there was a cheap way of impregnating
bed nets.

fvil Conclusions

22. It is an inherent feature of their operations that the Administration fund
projects in other countries and therefore cannot exert the same degree of direct
control over those managing them as would be expected if they were running these
projects themselves. They need therefore to be particularly effective in operating
those controls which are available to them if they are to achieve the best returns

for public expenditure.

23. We are concerned about the lack of competitive tendering in nine of the
projects examined by the National Audit Office. We note the Administration’s
evidence that project management is increasingly subjected to competition and
that more use is being made of non-governmental organisations. We regard it as
important that there should be competition for this business as a contribution to the
delivery of good value for money.
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24. We note Ministers’ policy of providing a guaranteed core of work for the
Crown Agents, and we would wish to be assured that the relevant contracts are
negotiated at arm’s length and on sound commercial terms. We note that the
Administration are now setting out clear responsibilities for remedial action and
for monitoring and reporting. We are pleased to see their positive response,
through their new health and population guidance, to the criticisms and recom-
mendations made by the National Audit Office.

25. We are concerned that the Administration do not have a clear idea of the
cost of administering their aid projects, especially as it is now nearly four years
since an Efficiency Scrutiny recommended the introduction of a time recording
system which could provide the basis for such important management information.
We consider such a system to be important. We therefore look to the Administra-
tion to give early consideration to the costs and benefits of introducing it.

26. We are disturbed that a large quantity of condoms, part of a £1 million order
destined for Zimbabwe was found to be defective. Particularly in view of the
importance of condoms in helping to contain the spread of HIV-related diseases,
we stress the importance of stringent quality assurance measures and endorse the
efforts being made to apply them. We look to the Administration to ensure that all
of their supplies of condoms to developing countries are safe.

27. We note that an out-of-court settlement has been reached with the condom
suppliers. Dongkuk Techo Rubber Industries, whereby the firm will refund,
USS 479,000 to the Administration. So far only US$ 120,000 had been received.
We look to the Administration to secure the remainder as quickly as possible.

28. We were pleased to hear the examples of research projects which had led
to reductions in child mortality in Ghana, better treatment of sexually transmitted
diseases, treatment of a particular problem in pregnancy which Kills some 50,000
women a yvear, and anti-malarial measures.

IMPACT AND SUSTAINABILITY
(i) Impact

29, Project impact arises from the effects—direct and indirect, wanted and
unwanted—of a project’s activities. Comprehensive analysis of the impact of
health and population projects is difficult. Impact becomes complex and costly to
assess if attempts are made to disaggregate the Administration’s contribution from
those of others. In some cases it may be possible to assess impact at various stages
of a project. In a number of the projects examined by the National Audit Office,
the Administration had delayed their assessment of the impact or did not obtain
sufficient information for this purpose.

30. The Administration shared our view of the importance of being able to
display in advance what they are trying to do and to have systems in place which
enable them to measure performance. They accepted that in the past they had been
largely concerned with measuring activities or measuring inputs. But they had
made a very substantial effort to measure more carefully the impact of what they
were doing.

31. The Administration had previously been involved in the business of under-
taking activities—supplying pharmaceutical supplies and building clinics, for
example—which could be measured very readily. As aid systems have evolved,
the Administration have more increasingly been involved in the business of build-
ing up institutional and management capacity and in changing the cultural
environment. They told us that these activities are less easy to measure but that it
has become much more important to measure the impact.

32. The Administration accepted that they had not institutionalised the
measurement of impacts at the beginning of projects. In 1993 they introduced a
“Project Cycle Management”™ approach—a compulterised project design tool to
improve implementation, planning, monitoring and evaluation. This approach
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included a very explicit requirement to identify impact measures at the beginning
of the project cg.._rcle and to report in a standard format against them to ensure that
the Administration had a measure of the impact at the end of the project.

~ 33, The Administration told us they did have information on the aggregate
impact of their work along with that carried out by others. For example, in Kenya,
the total fertility rate—the number of children in a family—was around 6.7 in 1989
but had now fallen to 5.5; and the contraceptive prevalence rate had gone up from
18 per cent to 27 per cent. In Pakistan, probably the hardest country in which to
work in the population field, the Administration thought that their ability to
influence population policy was probably greater than that of any others.

34. The Administration's “Health and Population Aid Effectiveness initiative™
1s focusing on improving the information flow and the way in which the Admin-
istration monitor it to enable them to provide a clearer assessment of the impact
of health and population projects. As part of this initiative the Administration plan
to undertake synthesis studies of the lessons learned from projects which will be
fed into future project design.

35. The Administration’s new health and population project design manual
(paragraph 10) provides for greater attention to be given to the assessment of
effectiveness. It gives advice on how Administration staff should measure whether
objectives are being achieved and emphasises the need to identify whether projects
are making a difference in the health services provided to the poor.

{ii) Susrainability

36. Sustainability is the capacity to maintain the desired impacts beyond the
end of the project. The Administration are reluctant to continue funding recurrent
costs because of the long-term commitment which this would involve. But they
accept that many developing countries are unable to meet the full cost of their
contraceptives, medical supplies and drugs. Of the 13 projects examined by the
National Audit Office which had started. only three had good sustainable
prospects. Three main factors influenced sustainability: the degree of involvement
and ownership by the recipients; the management capacity of recipients; and the
availability of recurrent funds.

37. We asked the Administration what improvements they could make to
ensure that projects were sustainable. They told us that the difficulty of sustain-
ability was an inherent part of being a developing country. Poor countries, such as
Kenya or Zimbabwe, could not generate enough foreign exchange to import all
their contraceptive or health supplies needs. The Administration therefore looked
at ways of building management capacity so that resources were maximised; and
of ensuring that projects were cost-effective and did not add to the recurrent
budget of the recipient countries.

38. The Administration told us that their project cycle management approach
required them to consider sustainability issues at the beginning of a project. They
also now undertake a risk analysis on the main risks to the success c-l’_a project,
including sustainability issues such as institutional capacity and the availability of
recurrent funds.

39. The Administration consider that sustainability often needs to be addressed
in a wider context than within individual projects. Hence, for most projects
examined by the National Audit Office, sustainability considerations did not
feature prominently and were not always documented in project files. The Admin-
istration are currently preparing a policy statement about health and population
sustainability.

40. The Administration told us that they considered involvement, ownership,
management capacity and recurrent funds in assessing a project. They saw all
these elements as absolutely central to the sustainable development of projects.
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Involvement and ownership on the part of the local government, they had come
to realise, was particularly important: if a recipient was committed to a project then
it would be sustainable; without such commitment it would not be. In this connec-
tion there had been good progress in Pakistan, as illustrated by President Benazir
Bhutto's active participation following the Cairo population conference.

41. Projects were drawn up with recipients to identify what they want and how
they can be helped. The Administration also have to be sure that projects are
cosi-effective and are not unrealistic in their demands on local, provincial or
national budgets.

(iif) Orissa

42. The wider project objective of the Orissa project in India was to improve
the health and family welfare status of people in Orissa, giving particular priority
to mothers and children, and tribal groups. It included the provision of 1,484
buildings, including health centres, staff quarters and district training units. By
July 1994, 611 had been completed but only 279 were in use because the project
authority had not released them to the health department.

43. The Administration told us that Orissa was very poor and virtually lacking
in any form of rural health care system. Despite being one of the hardest sectors
in one of the poorest States in India, the Administration consider that they have
made a very substantial contribution to the health service infrastructure provided
for large numbers of very poor people.

44. Orissa now has roughly half the number of rural health clinics that the
Government of India regards as a desirable norm, about half of which have been
provided by the Administration. 1,293 clinics were expected to be completed by
31 March 1996 and all 1,484 would be completed by the end of June 1996.

45. The Administration said that they did not originally have particularly high
expectations for the project’s sustainability. But they are now confident that the
Government of Orissa is in a much better position to carry on and sustain the
project.

fiv) Conclusions

46. Aid must lead to benefits which will continue when the project is com-
pleted, and we emphasise the importance of the sustainability of its impacts. We
are concerned that in only three of the 13 projects examined by the National Audit
Office were there good prospects that aid would have continuing and sustainable
benefits.

47. We recogmse the difficulties of measuring the impact of aid, but we are
concerned at the limited amount of information available to demonstrate the
effects of the Administration’s health and population measures. We stress the need
for impact assessmenis to be made at an early stage and for the Administration to
be able to demonstrate the impact of their work more clearly. We note that they
are now measuring these impacts more carefully.

48. We note the improvements in health and population indicators at the aggre-
gate level, such as in relation to fertility in Kenya. At the same time it is important
for the Administration to assess what they have achieved from their own projects
by comparing the objectives set for them with subsequent achievements. We note
that the introduction of the Project Cycle Management approach will help the
Administration to identify intended impacts; and that the Health and Population
Aid Effectiveness initiative will offer more scope for measuring aid effectiveness
and impact.

49. We recognise that it is not easy to ensure that projects will be sustain-
able when recipient governments have limited resources, particularly foreign
exchange, for health care activities. We therefore think it right that the

TS







MINUTES OF THE PROCEEDRINGS OF
XV THE COMMITTEE OF PUBLIC ACCOUNTS

PROCEEDINGS OF THE COMMITTEE
RELATING TO THE REPORT
MONDAY 4 MARCH 1996
Members present:

Mr Robent Sheldon, in the Chair

Sir Kenneth Carlisle Mr Michael Stern
Mr Denzil Davies Mr Peter Thurnham
Ms Angela Eagle Mr Richard Tracey
Mr Robent Maclennan Mr Mike Watson
Sir Michael Shersby Mr Alan Williams

Sir John Bourn, KCB., was further examined.
The Commuittee deliberated.
Mr F Martin, Second Treasury Officer of Accounts was further examinéed,

The Comptroller and Auditor General’s report on Overseas Development Administration: Health and
Population Overseas Aid (HC 782) was considered.

Mr J M M Vercker, CB, Permanent Secretary, Mr R Manning, Principal Finance Officer, and Dr D
MNabarro, Chief Health and Population Adviser, the Overseas Development Administration, were examined.

The Committee further deliberated.

WEDNESDAY 15 MAY 1996
Members present:
Mr Roben Sheldon, in the Chair

Sir Kenneth Carlisle Mr Peter Thurnham
Mr Andrew Rowe Mr Mike Watson
Mr Tim Smiih Mr Alan Williams

Mr Michael Stem

5ir John Bourn, KCB, Comptroller and Auditor General was further examined.
The Committes deliberated.

Draft Report (Overseas Development Administration: Health and Population), proposed by the Chairman,
brought up and read.

Ordered, That the draft Report be read a second time, paragraph by paragraph.
Paragraphs 1 and 2 read and agreed to.

Paragraph 3 postponed.

Paragraphs 4 1o 50 read and agreed to.

Posiponed paragraph 3 read and agreed to.

Resolved, That the Report be the Twentieth Report of the Committee to the House.
Ordered, Thal the Chairman do make the Repont to the House.

Crdered, That the provisions of Standing Order No. 116 (Select Committees (Reports)) be applied to the
Report.

| Adjourned till Monday next at half past Four o’clock.




MINUTES OF EVIDENCE

TAKEN BEFORE THE COMMITTEE OF PUBLIC ACCOUNTS

MONDAY 4 MARCH 1996

Members present:
Mr Robert Sheldon, in the Chair

¢ Sir Kenneth Carlisle
Mr Denzil Davies
Ms Angela Eagle
Mr Robert Maclennan
Sir Michael Shersby

Mr Michael Stern
Mr Peter Thurnham
Mr Richard Tracey
Mr Mike Watson
Mr Alan Williams

Sir Jonn Boury, KCB, Comptroller and Auditor General, further examined.

REPORT BY THE COMPTROLLER AND AUDITOR GENERAL.
OVERSEAS DEVELOPMENT ADMINISTRATION:
HEALTH AND POPULATION OVERSEAS AID: HC782.

Examination of Witnesses

Mr J M M VEREKER, CB, Permanemt Secretary, Mg R G M Maxning, Principal Finance Officer, Dr D
NABARRO, Chief Health and Population Adviser, Overseas Development Administration, examined.

Me F MarTiN, Second Treasury Officer of Accounts, further examined.

Chairman

1. Welcome to the Committee. Today we are
taking evidence on the report by the Comptroller and
Auditor General on overseas aid in the health and
population sector. | am looking at paragraph 3 at the
beginning because this is the general claim made. It
says, “The objective of the UK's health and popu-
lation aid is to enable those most in need to gain
access o essenlial health care”. | Know that is a very
general observation but could you tell me how you go
about picking those areas themselves? Although |
know the areas you deal with there are several which
would seem Lo fit into that category which vou do not
deal with. Could you briefly explain how you go
about this?

{Mr Vereker) The need in developing countries for
essential health care is very greatly in excess of what
we can begin to address on our own with the British
aid programme. We do have to be a linle selective.
Ministers have approved four priority areas for our
health interventions. The first of these is reform of
health management systems, to enable us (o get inside
the way in which systems of health management are
organised in developing countries and through that
means to have some leverage on the whole of the
system that affects the health of large numbers of
people. The second one is what we characterise as
children-by-choice rather than by chance, that is our
reproductive health effort, because that goes right to
the heart of the question of whether growth per caput
in developing countries can be accelerated; you not
only have to work on growth but you also have to stop

the numbers getting out of control'. The third one is
directed at rather specific communicable discases
where we believe that the UK is particularly well
placed o play a role, that is to say on malaria,
tuberculosis and HIV infections, where we have some
skills to deploy in this country. The fourth one is
improving health care in emergency aid situations
where again we have a lot of experience. Having
identified these areas we then try to focus our efforts
down on them because we think that is where we are
particularly well equipped o respond. OF course |
accept that there are many other essential health areas
where we cannot begin to help.

2. Given that this 1s how you select then the next
task that this Committee has to face is how effective
you are al carrying oul those tasks which you are able
1o identify. What this Committe is really concerned
with is to have clear objectives and at the end of it to
have a clear assessment of what you have achieved
and be able o quantify your success in those areas by
comparisons between objective and achievement and
the essential monitoring which must take place
between those two pants of the (ask in front of you so
that we are able to see how il is going on. In
connection with that T am looking at paragraph 2.10.

! More by witness: Work to bring about population stabilisa-
tion iz a means of preventing the numbers gemting out of control,
Providing men and women with the means o have children by
choice is likely to contribute to the stabilisation of world
population at about double it present size towards the middle
of the next century (PACT4),
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We see here “the wider goal to which the project
contributes”. We shall be examining a number of
aspects of this, Can I first turn 1o Appendix | and the
Orissa project? If we look at page 32 we sec that as
far as the impact is concerned “The sustainability of
the project is in doubt because of: weak management
in the Orissan health department™. This was not a very
gbod example of getting value for money. In that case
you did not put the contract out o competitive tender.
How were you able to satisfy vourself that vou were
going to get value for money in the light of these
comments here in this Appendix?

{Mr Vereker) The first thing to say is that we
entirely share the Committee’s perception of the
imporiance of our being able to display in advance
that we know what we are trying to do and to have
systems which enable us to say at the end how we are
measuring our performance against that endeavour.
In the case of the Orissa project the wider goal of the
project, as the report identifies, was to improve family
health and welfare in a very, very poor state in India,
one of the poorest, which at the beginning of this
project was virtually lacking in any form of rural
health care system. We had guite deliberately decided
to tackle what 1 think most people would agree is the
hardest sector in one of the poorest states in India.
Against that background we did not have particularly
high expeciations of sustainability at the end. What
we were looking for in this case was to make a
significant impact on the health of a very large
number of very poor people. The principal indicator
of success that I can offer to the Committee is that,
at this stage of the project, Orissa now has roughly
hall the number of rural health clinics that the
Government of India regard as being a desirable norm
and roughly half of those have been provided by the
ODA. I think we can say that we have made a very
substantial contribution to the health service infra-
structure provided for large numbers of people in
Orissa'.

3. Are you going to put these contracls oul to
competitive tender in the future? Was the failure to
put contracts oul to competitive tender in the Orissa
project an error as you see it?

(Mr Vereker) The management of the Orissa
project ——

4. Paragraph 2.18, which says, “In nine of the 13
projects examined ... the Admimstration had not
sought competitive tenders”.

{Mr Vereker) Our policy on the secking of
competitive tenders is that it is the norm unless there
is a good reason not to. Good reasons not to would
include circumstances such as this in Orissa where we
really did not have at the time we began on this project

! Note by witness: By way of background, Phases 1 and 2 of
the Orissa Family Welfare Project put in place some of the
essential infrasiructure for health services: training, building
and health education activities. We would expect subsequent
government and donor invesiment in primary care in Orissa o
build on this infrastrucre and continue o improve service
provision. This would, in wm, have an impact on healih, But
we have some way 1o go before we can confidently claim 1o
have achieved this goal.

much experience of working with project manage-
ment in India outside the British Council. At the time,
that is the direction in which we went. It is certainly
the case now that we would expect increasingly (o
Mmanage our projects on a competitive basis but we are
looking at a period which extends qguite a long way
back and at atime when it was less likely that we were
going to be going out of our way to seek competition.
There is no doubt that the British Council in India has
built up a very, very substantial level of competence
in the management of this project in Orissa and we
would expect that it would continue 1o do so until
1998. In the other health projects that we have in
India, we have already mun a competition for the
management of health projects generally in India and
it was interesting to se¢ that we had five bidders, threg
of whom came from consultants, ong was a consor-
tium of technical cooperation officers, the fifth was
the British Council, and the consortium of technical
cooperation officers won it. We do have a competitive
process in place in India but it is not at present the case
that we are planning to put Orissa outside the Council,

5. Following on what 1 said about the need to
compare: achievement with objective, in paragraph
2.25 we see that it says in connection with the
Pakistan Population 1 and II projects, “... project
monitoring tended to focus too much on the provision
and use of inputs and often did not relate progress to
objectives and targets”. This is a fundamental issue
which we come across again and again. I must stress
the imponance of this. It is not sufficient to look at
inpul, we want 1o sce what you ar¢ getling for those
inpuls,

(Mr Vereker) We entirely agree with that and
accept the comments that are made here. We have,
along with other aid donors, been improving our
systems over time. We have made a very substantial
effort to measure the impact of what we are doing
more carefully and this indeed reflects the changing
nature of the business that we have been in. It is true
that. if you go back to the period referred to in this
report, the mid 193805, when aid systems were largely
concernéd with measuring aclivity or measuring
inputs, we were concerned with supplying pharma-
ceuntical supplies, producing vehicles, building
clinics. We were engaged in the business of providing
activities which could be measured very readily, As
aid systems have evolved we have been increasingly
in the business of building up institutional and
management capacity, changing the cultural environ-
ment. The activity becomes less easy to measure but
it becomes much more important (© measure the
impact. We have over this period introduced new
preject cycle management techniques and they
include a very explicit requirement to identify impact
measures at the beginning of the project cyele, o
report in a standard formal against them so as (o
ensure that we have a measure of the impact of what
we are doing at the end of the project. That applies
all the way across our systems, not just 1o health and
population. We also have a health and population
initiative on aid effectiveness, the Health and
Population Aid Effectiveness initiative, which is
focusing very sharply on improving the information

———— e o — e s i
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flow and improving the way in which we monitor it
50 as to get a handle on the impact of health and
population projects.

6. What you said about the impact assessment is
of enormous importance becanse we have 1o be able
to assess the impact. [ am looking at paragraph 3.4,
Here an impact assessment had not been carried oul
properly. An example is given here of the Isiolo
Hospital where there has been no impact assessment
during the project’s life. I know the difficulties under
which you operate; it is perfectly well known to this
Committee. Nevertheless you have to be able to make
that kind of impact assessment by geiting the
information that is available o you; otherwise it is
just words. You have not camied out the proper
assessment during the project’s life. What are you
doing in this arca and in comparable arcas 10 make
sure you have that Kind of information?

(Mr Vereker) We do have information about the
aggregate impact of our work along with others in
Kenva, which indeed is having a tremendous effect,
I'think itis true to say that Kenya has turned the corner
in terms of its use of contraception and in its total
fertility rate. For instance, at the beginning of this
project the toal fertility rate, that is the average
number of births per woman, was around 6.7 in 1989
and has now fallen to 5.5 The conlraceptive
prevalence rate has gone up from 18 per cent to 27
per cent and these are precisely the kind of output
measures that we regard as being significant in terms
of our family health, population and welfare projects
in Kenya. It is true, as the report says, that we did not
institutionalise the measure of these kinds of impacts
at the beginning of the project but I do repeat that our
project cycle management techniques now in use for
our project design do require us to set output and
impact targets at the beginning and will require us 1o
measure them afterwards.

7. We see that you have had some successes and
you mentioned the Kenyan family planning success.
There have been similar failures of course: the
Pakistan Population 1 and [I. How are you able io
make sure that the lessons you learn from your
successes are passed on to the failures and the other
way round as well? You are dependent on making
sure that the systems that you have in place are used
most effectively and this is one way of doing it.

{Mr Vereker) Yes, that is absolutely right. A pant
of the Health and Population Aid Effectiveness
initiative is that we will undertake synthesis studies
of the lessons we are leaming from health and
population projects and that we will then disseminate
the results of those so as to feed back into project
design in the health and population sector and indeed
eventually into other sectors, If I may. 1 would dissent
a little from the suggestion that the Pakistan 1 and 11
projects had had no impact. They were cerainly
troublesome and difficult and they certainly did not
secure immediately what we were looking for.
However, we were at the time able to get a foothold
in what was at the time probably the hardest country
in which to work in the population field. at a time
when the overall cultural and political and social

environment was somewhat unsupportive of what we
wiere doing. It provided a foothold and a springboard
on the basis of which we were able to do a great deal
of useful work. 1 think it is true 1o say that we have
been the only bilateral aid donor that has been in
Pakistan continuously over the last ten years and our
ability to influence their population policy as a result
is probably greater than any others.

8. My last question concemn sustainability: after
you have finished that the good work is going (o
continue and be effective. We see in paragraph 3.21
that in the area we are looking at here, ©... only three
of the 13 projects examined, where activity has
started, have good sustainable prospects in the sense
that they will lead 1o continued services and benefits
without exiernal financing”. That is really quite
crucial. This is not a very happy story just here. Could
you explain how it is you hope to improve on that?

{Mr Vereker) My own view on this is that difficulty
of sustainability is an inherent pant of being a
developing country. It really is not terribly surprising
tor me that a country as poor as Kenya or Zimbahwe
is unable o generate enough foreign exchange o
import its whele contraceptive or indeed health
supplies’ needs. What we have to look for in terms
of sustainability are two things: first of all, ways of
building overall capacity, of managing the sector so
that resources are not wasted and are maximised.
Secondly, ensuring that particular projects we under-
take are cost effective and do not add o the recurrem
budget. It is crying for the moon to look for projects
to be sustainable in the sense that we provide two
years” worth of contraceptives and then hope that they
will be able to carry on after that, They will not be
able to; they do not generate enough foreign exchange
for it

Sir Michael Shershy

0. 1 see from the report, paragraphs 3.33 to 3.37,
that you have now spent £835 million in six years on
health and population research. What do you feel this
has achieved?

{Mr Vereker) Our research has had some really
quite extraordinary successes. | should like to give the
Committee one or two rather vivid examples of that.
We have discovered at rather small cost that there is
an inexpensive vitamin supplement that will prevent
nearly one child death in five. We did this through a
research project in Ghana and we discovered that a
dose of vitamin A produced a 19 per cent drop in
monality from all causes among children up to
71 vyears old. We have discovered that there is a
treatment for sexually transmittable diseases that
costs roughly USS1' a day that will reduce HIV
infection by 40 per cent. That has huge implications
in terms of control of HIV spread. We have
discovered that Epsom salts, of all things, will
probably cure eclampsia which is a problem late in
pregnancy which kills some 50,000 women a year.
That is a very cheap and easy remedy. We have been
looking at ways of protecting small vulnerable

! Nore by wimess: The cost is USE1.80 a day,
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children from malana and we have discovered that
insecticide-impregnated bed nets, which are again
very cheap and easy to use, will reduce malaria
mortality by 30 per cent among small children. These
are some examples of the kind of really practical
effects that our research has had that has fed very
quickly into the application phase,

10. That is encouraging news. 1 should like o ask
you some questions about Zimbabwe which is a
country I visited a couple of years ago as part of the
UK delegation to the Commonwealth Parliamentary
Conference. 1 see from Appendix 4, “Zimbabwe’s
population of 10.9 million is increasing by 2.8 per
cent a year and, despite having the highest contracep-
tive prevalence rate in Africa, is expected o reach
13.2 million by the year 2000". | am concemed, as |
am sure every other member of the Committee is,
about the very serious AIDS epidemic in Zimbabwe,
I see here that HIV prevalence is estimated at least ai
nine per cent and the number who may be infected
with the disease by 2000 is estimated at two million.
Despite this we still have a life expectancy of 58
years. Do vou think that the programme that you have
of supplying contraceptives to Zimbabwe has been
successful in view of the report we have here about
their poor quality and delays in delivery? Can you say
a word or two about that, please?

(Mr Vereker) Certainly. The answer to your
question is yves. First of all, in terms of the impact that
we have all been having in Zimbabwe, of course you
are absolutely right. Population growth is a serious
threat to wealth and the ability of Zimbabwe to
achieve self sustaining growth. AIDS is a very serious
problem there. As a result of our and other efforts in
Zimbabwe, the total fertility rate has dropped from
5.5 1w 4.3 over the last eight yvears or so and the
conlraceplive prevalence rate has gone up from 36 per
cent to 42 per cent which will make a significant
impact on the reduced transmission of HIV. In terms
of our own activities, the important features of the
condom supply project o which you refer are first of
all that the Zimbabweans never ran out of condoms—
thanks to our prompt remedial action they never ran
out. Second. none of the faulty condoms went
anywhere near the black market, they were all
destroyed. | can say with confidence that our activities
kept them supplied with high quality condoms.

11. I seem to recall from my visit o Zimbabwe
that one of the reasons why HIV is such a problem
in that country is the propensity of men (o have many
partners and the different attitude towards stable
families and marriage that exists in some other
countries. Has that been changed at all by the results
of this programme?

(Mr Vercker) It is true to say that we are not irying
to change cultural practice in that sense. Our task is
through education to explain to people how HIV is
transmitted and to explain to people that there are
ways of reducing family size if they wish to. Qur
experience is that when those two things are
explained, the demand for condoms increases rather
rapidly. You will see a number of references in the
NAO report 1o a mismatch between our projections

and the rate at which condom demand increased. It is
very difficult 1o get these precisely right. Culiural
practice may change as a résult of that perception; it
is not our job to do it directly.

12. Could I just take you back to paragraph 2.6 of
the report? It says, “The Administration cannot
identify the comparative costs of their aliernative
management arrangements as they do not have a
system to allocate staff costs to individual projects™.
Can you say why that is?

{Mr Vereker) Yes, we do not. The guestion is
whether it would be desirable if we did. 1 was
reflecting on that when [ read this paragraph. I guess
the question we would have to ask 15 whether the
benefits of establishing such a system would out-
weigh the cost of introducing it. Where we have got
10 at the moment is that we do have a system for more
rationally allocating our running cost resources to
match our programme activities. We brought the two
cyeles of resource allocation more closely together,
We do not have a ready way, a system. which
automatically generates or would in some way
generate the total management or staff cosis of a
project. 1 am not entirely satisfied that it would be of
sufficient wse in comparison with the cost of i,
although I have an open mind about it

13. 1 should just like to refer you to paragraph
2.26. Here we are told, “When projects are not
meeting their planned targets, remedial action needs
to be considered”. It goes on to say that the
Administration ... did not specifically define respect-
ive responsibilities for remedial action inm their
contracts with project managers”. Why was that?

{Mr Vereker) The best answer I can give you is that
we have now tightened up our project management
terms of reference to ensure that remedial action is
explicitly included. I guess the best answer [ can give
is that it was implicit before that if something were
going wrong we would expect people 1o respond. |
hope this report satisfies the Committee that in
practice we do respond and in most of the areas where
action needed to be taken we certainly ook it.

14. Could I refer you to paragraph 3.15 and
Appendix 1AT Can you tell me how many of the
planned 1,484 health clinics have now been built in
Orrissa and are they being used? Can you give us some
idea of the project progress in terms of construction?

(Mr Vereker) 1 believe that all of them will be
completed by the end of June 1996, 1 understand that
1,293 are expected to be complete by 31 March.

Ms Eagle

15. It is now recognised that one of the most
effective ways ol delivering aid in developing
countries is 1o target it on women because they are the
ones who look after families and effectively provide
a lot of the social services that exist. What has the
DDA done to refocus the aid that it gives in this way?

{Mr Vereker) We have for a number of years now
identified the improvement in the role and situation
of women in developing countries as being one of our
targets, one of our objectives. There are broadly two
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ways of approaching this: one is 1o put aid to women
in a separate category and say we will have a number
of interventions that are directed specifically at
women. [ guess you could say that in the family health
and welfare area that is broadly what happens. More
importantly understanding gender issues in develop-
ment assistance, understanding the role of women in
development permeates all our aid policies so that we
would not, for instance, look at a project in the
education sector without considering very carefully
what the impact is on women, how women would
respond to it and how it can be adapted so as to ensure
that the potential role of women is maximised. The
fact thal it permeates all our activities is the
fundamental point.

16. What is the role of these health and population
field managers? Fourteen of them have been ap-
pointed it says in the report.

(Mr Vereker) We deploy a rather large number of
health and population  professionals. We  have
roughly speaking 20 under Dr Nabarro’s leadership
in the ODA or its overseas offices whose principal job
is 1o advise us on the design, management and
implementation of our interventions. Because health
and population projects in particular but our develop-
ment assistance projects in general are increasingly
operated through and with our partners in developing
countries, we find it highly desirable o have field
managers, people out there in the developing country,
close to the beneficiaries, close to the institutions
which we are working with, who will keep an eye on
the project. who will advise us on the necessary
remedial action, who will be the front line of the
dialogue with the recipients. There are about 14 of
them: they are absolutely key 1o the process of policy
dialogue with the local governments and the local
adminisirations.

17. How many of them are women?
{Mr Vereker) More than nine are women.

18. Could we look at paragraph 3.14 which lists
some of the problems rather than the successes which
are inevitably what we end up looking at in this
Commitiee. The one I am interested in has already
been referred to: it is the project in Zimbabwe and the
fact that defective condoms were actually bought and
shipped over there. Who decided to buy condoms
from the company involved? Who made those
decisions?

{Mr Vereker) We employed the Crown Agents as
our procurement agent. They went through a compet-
itive process as a result of which the contract was
awarded to the Malaysian company Dongkuk.

19. Was there a competitive tender?

{Dr Nabarro) This company was selected by
Crown Agents. Our understanding is that they were
choosing them because of their previous experience
in obtaining condoms from them and they then also
obtained information from others to ensure that this
was a satisfactory supplier.

20, Does that mean there was no compelitive

tender or there was a competitive tender?

(Dr Nabarre) We are just checking.

{Mr Vereker) | am advised that it was a restricted
tender exercise in which Dongkuk submitted the best
value bid. A restricted tender is where the Crown
Agents draw up their own list of people they would
like to tender. That is a competitive process.

21. How many other companies were on the list?
{M:I- Vereker) I do not know; 1 would have tolet you
know’,

22, Could you?
(Mr Vereker) Yes,

23, What was the contract worth?
{Mr Vercker) The contract with Dongkuk was just
over £1 million.

24. How quickly did it become known that these
condoms were defective?

{Mr Vereker) That was known when they were
tested in Harare by the Zimbabwean Regional Drug
Control Laboratory.

25. They were shipped out from the supplier 1o the
regions where they were going to be distributed and
tested and it was then discovered that they were of
inferior quality?

{Mr Vereker) It is a little bit more complicated than
that. The condoms were subject to quality control
arrangements both at the point of manufacture and at
the poaint of arrival. At the point of manufacture they
weere subject to what is known as consignment testing,
That is to say that each shipment, broadly speaking,
a very large number, was subject o a statistical
sampling test. They passed that. They were also
subject to the manufaciurer’s own quality assurance
testing which was batch by batch. In the manufacture
of condoms it is desirable, because of the variation in
the guality of the latex, to test each run, thal is a
24-hour run on the same machine. [tis known as batch
testing. That was undertaken by the manufaciurer. In
addition there was independent consignment by
consignment testing. When they arrived in Harare,
ZRDCL also undertook independent batch by baich
testing and it was at that point that they failed one
particular test, which was the air burst test.

26. They passed the manufacturing tests and they
passed the tests before they were shipped but they
failed.

(Mr Vereker) That is right.

27. Does that indicate that the tests at manufactur-
ing stage were defective?

(Mr Vereker) It indicates that the ZRDCL tests
were of a statistically larger sample. They were more
rigorous tests.

28. You must be worried that having persuaded

! Nove by wiiness: The Crown Agents approached five
companies, including Dongkuk, for indicative quotations
(PACT4).
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large numbers of people t use condoms ... Were any
of these defective condoms actually supplied?

{Mr Vercker) No. What happened was that when
the consignments arrived in Harare and were tested
and failed, the first thing the Crown Agents did was
o undertake some other tests to make sure that the
lests they had had were not themselves faulty, that the
machines were not faulty and so on, including
independent testing in the United Swates. When
everybody was satisfied that they were below the
quality at the time recommended by WHO, they were
incinerated.

29. It says in Appendix B on page 61 which deals
with this issue that remedial action was taken o
provide supplementary supplies, initially airlifted.
What did all of the remedial action cost?

{Mr Vereker) A contract was let but it took a little
time because it was necessary to be absolutely precise
in this case about the specifications, about the
demands, about the testing arrangements. The con-
tract was let to replace the first twio consignments and
that was not in practice at the cost of the ODA because
the cost was being recovered from Dongkuk. [ should
explain that the story has moved on a little bit since
the Compiroller and Auditor General wrote his
report, The report refers to the fact that Dongkuk also
agreed to replace these themselves; that would have
been an additional 25 million condoms which would
have been appropriate for the following year’s needs.

30. Why will they be any better than the other
ones?

(Mr Vercker) They were; they passed all those tests
but when they were delivered they actually had
defective packaging and at that point we cancelled the
whole contract with Dongkuk and Donghkuk have
agreed to refund to us the whole value of that contract
and are repaying us, That is why [ am saying that the
cost of the original replacements are being met from
that.

31. [ take it that Dongkuk are not going to be on
or involved in any further restricted tender exercises
that the Crown Agents might decide.

{Mr Vereker) | do not think you can assume that.
Itis now a matter for the manufacturers to put in place
quality assurance arrangements that will pass the
rigorous international requirements. I would not
blacklist them for that'.

(Dr Nabarro) We have a problem at the moment
about condoms. They are not an easy item to
manufacture, lalex is not easy to deal with, there is
notexactly a great abundance of condom manufactur-
ers in the world. With the arrival of HIV discase the
demand for condoms worldwide is just going through
the roof. All this happened at a time when everybody
who could make condoms was making them, they
were working their plants to the full and it is very
important that we do not try in any way to imply that
a condom manufacturer, because they had an

unfortunate experience, and this certainly was, should
somehow cease 1o be eligible to supply a key
purchaser like ourselves or the Ewropean Com-
mission'. What we have done is w0 work with
Dongkuk to get them to tighten up their manufactur-
ing and testing procedures so that the rest of the world
can avail themselves of these vital commodities and
we do not continue with the kind of shortages and
difficulty with procurement that we have had.

32. Do you recognise that mistakes have been
made? One of the main lessons listed in the report
from this whole issue, this whole thing, is that only
agenis with the relevant expertise should be ap-
pointed as procurement agents. That tends o imply
that the original procurement agents was either
inexperienced or did not know what they were doing.

{Mr Vereker) Itis imporiant to distinguish between
the procurement agent, in this case the Crown Agents,
and the supplier, in this case Dongkuk. It is true to say
that we have all learned from this experience. At the
time that the procurement agent, the Crown Agenis,
wis chosen, we did not have any other agent on our
books qualified to procure condoms for us. The
Crown Agents had an office in Harare, they had an
office out in the Far East where the condoms were
being manufaciured, they had experience in pharma-
ceutical procurement.

33. It is incredible that you did not have any
procurement agents for that very important pan of the
work you are doing if you are doing population
control. Surely that is one of the things you ought to
have lots of?

{Mr Vereker) 1 agree with that. As my colleague Dr
MNabarro says, what we were facing at the time was
an explosive growth, rather sudden and unexpectedly
explosive growth, in demand for condom procure-
ment. In the light of this experience we have now
ensured that we have available to us three registered
gualified procurement agents that we can use. The
Crown Agents themselves have ensured that they
have available 1o them expertise which is right up to
date on the condom specification and testing that is
needed. They have been working indeed with a
number of manufacturers, including Dongkuk. to
ensure that the manufacturers understand the import-
ance of guality control and to build up capacity in the
world for providing high quality, safe, condoms.

34. Do you realise it could be a matter of life and
death because of HIV infections and that wherever
these condoms are supplied they have to be trusted by
local populations or you defeat your own purpose?

{Mr Vereker) Mo one is more aware of it than we.
We are aware of the very rigorous standards which
require very low failure rates. When we sat down and
did our post mortem of the Zimbabwe episode, which
of course we did, we concluded that it was necessary
to ensure that the Crown Agents had the adequate
capacity, we concluded that it was necessary to ensure

' Note by witness;  Crown Agents have established a
prequalified list of condom suppliers. Dongkuk Techno are not
on it (PACTA).

" Newe by witness: They would have 1o prove, perhaps
through prequalification, that they could perform o the
standards required (PACT4).
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that every condom procurement action specified
batch by baich testing, independently of the point of
manufacture. We wrote to the Government of
Zimbabwe and told them what we were doing,
because as you will see from a subsequent project
here, we agreed 1o supply 277 million condoms, four
times as many as in the project we are talking about
now. We had aletter back from the Ministry of Health
in Zimbabwe thanking us for all our help in trying to
straighten this out. They understood, as do we, that
it was not easy. In the early 19905 it was not easy, as
Dr Mabarro says, to procure condoms at the high level
of specification required.

Mr Stern

35. One minor point. In your reply to Ms Eagle
you said that Dongkuk are repaying us. Given that this
particular contract ended in 1993 can vou tell us how
much is still outstanding and exactly what arrange-
ments they are making to repay the amount that is still
outstanding?

{Mr Vereker) We reached an out-of-court commer-
cial settlement with Dongkuk, as a result of which
payments are being made at a reasonably regular
pace. | might be able to tell you exactly how much
is outstanding. We have received, as of 19 February,
US$120,000 and we have some US3359,000 out-
standing; that relates simply to the first two
consignments which were the only consignments for
which we had actually paid. We did not pay them for
the remaining three consignments.

36. Therefore this US$359.000 has now been
outstanding in respect of payments made to them in
1993 and you say that meanwhile the Crown Agents
are placing fresh orders with them.

(Mr Vereker) Not under aid finance.

37. But they are placing fresh orders with them.
{Mr Vereker) 1 believe that they have placed orders
with them for an EU funded project in Bangladesh.

38. Has the attention of Crown Agents been drawn
to this outstanding balance with a view to arranging
a set-off?

{Mr Vereker) 1 should emphasise that we have
endorsed this settlement. We thought it was right that
the Crown Agents should agree an out-of-court
settlement with Dongkuk and the rate at which they
are repaying is satisfactory to us.

39. It sounds like they have got the best of both
worlds in that they are taking fresh orders while at the
same time they have a very extended programme of
repayment of money they should never have had in
the first place. Are you sure we are not being a bit
gentle with them? ; _

(Mr Vereker) Yes, | am quite sure. At the time this
was a very significant issue for Dongkuk. They had
lost roughly US3$0.5 million of supplies which they
expected in their cash flow and which they were being
required to repay. Under those circumstances good
procurement practice is (o be aware of the circum-
stances of the supplier as well as the needs of the
purchaser.

40. Can I return to what is for this Committee the
major part of this report which is the question of the
measurement of the impact of the programmes that
have been carried owt? 1 am sure you would agree
with me that for a Committee that is concemned about
the value achieved in public spending it must be a
lile worrying when we learn that in most cases
routine monitoring does not include analysis of
impacts, that the Administration have not carried out
many impact assessments of the training components
projects, that in seven cases the Administration did
not ensure that sufficient information was provided to
assess impact. Would you say that in this field the
Administration was carrying out its duty to the British
public?

(Mr Vereker) Yes, indeed. 1 should like to
distinguish, if I may, beiween the actual impact which
took place and the way in which we did or did not
measure it at the time. In terms of the actual impact,
1o give the Committee some dimension of it, over the
period of this report, which was six to eight years,
looking at £9000 million of taxpayer’s money, we had
an unquestionably significant impact on the health
and welfare of 200 million very poor people. We gave
them access to basic health facilities, we gave them
the opporunity of children-by-choice, we reduced
infant monality, we reduced the spread of HIV. We
did all that for a cost which would keep the Mational
Health Service going for less than a fortnight. That is
what we regard as impact. In each one of these
projects | can put my finger on very concrete impact
that it had. But you are right, we did not at the time
that some of these projects, particularly the earlier
ones, were designed, have in place the Kind of
structured rigorous requirement to identify impact
measures al the beginning and to make those
measurements at the end and feed it back into the
process that we now do. There is an extremely helpful
summary at the end of the summary of this report,
paragraph 9 of the initial summary, written by the
Comptroller and Auditor General which makes
recommendations for improvements in  systems
which have helpfully reinforced the direction in
which we in this sector and in other sectors have been
moving in order to ensure that we do have systems
which both set up targets in advance and measure
impact alterwards.

41. 1 am grateful to you for that answer. 1 am not
trying to undercut in any way the pride of the
Administration in what it has achieved or indeed the
difficulties in raising impact assessments. What I find
worrying about this report—and I accept at this stage
there is very little we can do about it—is that as we
approach a period of what many people regard as
unprecedented stringency in public spending in this
country 1 as an advocate of the work that you are
doing would have liked a better case on impact to be
able to put before the public in the next few years than
I have from this report. Nevertheless, | shall be
working with what 1 have gol.

(Mr Vereker) 1 am sympathetic to that and 1 very
much hope that we will be able to produce that as the
years roll on. I think you will see that the later projects
examined by the Comptroller and Auditor General do
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preduce those Kinds of impact measures. 1 have in
front of me here the new project design manual which
Dr Nabarro uses with his colleagues which is very
explicitly designed with the recommendations of the
Mational Audit Office in mind. It has a paragraph
here, main NAO criticisms, failure to set measurable
indicators of progress, failure to view appropriate
indicators. We have gone through all these and we
have ensured that we have addressed every one of the
things that the Comptroller and Auditor General
suggests. 1 hope that will give you what you are
looking for.

42. It would be very helpful if that manual or
suitable extracts from it could be sent to the
Committee with a view to our being able 1o include
those extracts in our final repon.

(Mr Vereker) Certainly'; we have no secrets.

43. Can I deal with two slightly more routine
matters? Paragraph 2.6 of the report dealing with the
allocation of administration costs, Could you explain
why, having received a recommendation in 1992 that
a time recording system be introduced, we are still,
nearly four years later, reviewing the implementation
of a pilot scheme?

(Mr Manning) 1 should say that we do face some
significant difficulties in this area because we are not
an institution which by and large is producing a
standard product. When you are producing a standard
product it is rather easy to measure the amount of time
put into the various stages of it. In the case of the aid
programme, we are designing a whole series of
interventions in order to respond o individual
requirements in the field. That means that when you
look at the time of individual people they are quite
heavily distributed across a large range of activities.
It is not very easy in our case—we have not found it
casy —to allocate staff time in a simple and
straightforward way 1o ¢nd products. We can do it for
part of our business more easily than for other parts.
As the introduction of resource accounting moves
ahead in government, we will be looking seriously ai
ways of allocating our activilies more rigorously than
we have been able to do at the moment. We are
looking at this very moment at the kind of software
that might enable us to do that more effectively. The
difficulty with our present situation is that it is hard
o ntroduce such measures withoul significant costin
terms of staff time and the introduction of these
things. They are not necessarily either easy to bring
in or cost free and that is what has held us back.

44. 1 am not sure [ can entirely let that answer go
unchallenged. Firstly, what you were describing was
the difficulty in time evaluation. What this paragraph
of the report describes is a time recording system.
Time recording is easy; it is a case of persuading the
staff to fill out a time sheet. I am not sure that it
requires four years to do that. Analysis of that time

! More: The manual, A Guide to Appraisal, Design, Monitor-
ing, Management and Impact Assessment of Health and
Population Projecis, ODA, October 1993, has been submined
but has not been printed (PACT4),

recorded is again easy. [ can name you at less than ten
minutes’ notice at least half a dozen commercially
available time recording and analysis svstems which
have been around for long enough that the cost of
introducing them is relatively low. T accept the point
vou make about time evaluation. Once you have the
measure of how much time has been spent by
members of staff on a particular project it then
becomes difficult to evaluate that time. Can 1 put it
to you that the Fact that we have had four years” delay
in even recording the time in the first place does not
make the evaluation of that time spent any easier?
(Mr Vereker) We note the point. We will have to
continue to reflect very carefully on the relative costs
and benefits, as [ said in answer 1o an earlier question,
but 1 certainly note the Committee’s interest in that,

45. On the final point [ wanted to raise, which has
been touched on in questions already by one or two
people, again, knowing the proclivities of this
Committee, aré vou sure that it is sufficient in looking
al contracts—and 1 acoept they are contracts in the
past—where the agency has been handed out to an
organisation like for example the British Council
purely because they already have exclusive rights or
because you wanted o give them the opportunity of
first refusal, can vou assure us, such considerations do
not rate highly in the placing of management
contracts as of today?

{Mr Vereker) In the case of the British Council, we
undoubtedly have a much more businesslike relation-
ship with the British Council now than we did at the
time that many of these projects were conceived. We
have moved to a situation in which it is very often the
case that we will be inviting the British Council to
compete for contracts with us and that where they are
awarded a contract that contract is written, it is an
enforceable memorandum of understanding. We
have moved a long way from the era of the early and
mid- 1980s when the British Council was very much
seen as an arm of the overseas enterprise of the UK
rather indistinguishable from the central government
arms, There is a degree of development of an internal
markel there. In the case of the Crown Agents there
is still a policy endorsed by Ministers of ensuring that
the Crown Agents do have a guaranteed core of
business in a certain number of countries, but where
that applies, yes, we cenainly ensure that the
arrangements are on a commercial basis.

Mr Watson

46. Could I start by looking at total spending on
health and population projects? I noticed in the
figures provided on page 9 of the NAO report there
has been a doubling, more than a doubling at constant
prices, between 1988-89 and 199394, Given what
has happened to the ODA budget over that period and
what is now happening to it, are you able 1o say at the
expense of what other projects spending on health and
population issues has taken place? Just broad areas.

{Mr Vereker) In broad terms what has been
happening to the aid programme is that we have been
increasing our spend in cerain seclors, capacily
building, management development, transfer of
know-how, and reducing our spend in the construc-
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tion of large infrastructurg. Although [ would not say
there was a necessary close link between the growth
of our work in health and population and the decline
in the number of large pieces of infrastructure like
power stations that we build, that is the broad trend.
All of that within an overall picture in which the aid
programme has been, broadly speaking, somewhat
constant but the multilateral share has been increas-
ing. "

47. Igotthat figure of adoubling on which you did
not comment but 1 do not think you would query it
from the 1995 department report showing that total
ODA expenditure has risen from £2.01 billion in
1989-90 to £2.276 billion in 1993-94. Within that
health and population has gone roughly speaking
from about 5 per cent to about 10 per cent.

{Mr Vergker) That is right.

48. 1 wondered whether we could exiend that 1o
the comments made both in the departmental report
and in the NAO report in respect of the Cairo
conference which took place in September 1994, That
conference is reported in the NAO repori—I do not
have the paragraph number to hand. It says in there
in some detail that a strategy was adopted at that
conference calling for a four-fold increase in the
investment in reproductive health and family plan-
ning to $21.7 billion a year by 20135. Could you state
what plans have been set in place within the ODA to
begin to move towards an increase of that sort?

{Mr Vereker) It is paragraph 1.5, We are undoubit-
edly honouring the Cairo commitment; we are
continuing o move sharply in the direction of an
increased investment in health and population,
reproductive health and family planning spend. Al
this point it becomes slightly complicated. We have
to distinguish between expenditure and commitment
but we have in 1994-95 as part of our population
initiative phase II, which is part of our follow-up to
the Cairo conference, commitments ranging from
around £10 million in Zambia to £19 million in
Pakistan', as well as in Bangladesh, India, South
Africa, Zimbabwe, Malawi, Tanzania, Uganda and
Kenya and a number of smaller programmes™. We are
starting to establish a rather substantial pipeline of
new health and population projects post Cairo.

49. Relating to that could I quote to you from the
departmental report of 19957 It says there in respect
of the Cairo conference that ODA has already
invested heavily in this area—that is in health and
population—and expects to commit a further £100
million by the end of 1995, On the face of it that at

! Newe by witness: The commitments sctually range from
£7.24 million in Zambia {not £10 millica) to £17.67 million in
Pakistan (not £19 million]. : .

! Note by witners: Commitments 1o programimes in countnes
other than Zambia and Pakistan were: Bangladesh, £7.49
million: India, £5.04 million; South Africa, £9.53 million;
Zimbabwe, £10.4 million; Malawi, £11.57 million; Tanzania,
£11.79 million: Uganda, £13.6 million: Kenya, £16.75 m:IIuI:un:
and £14.5 million to programmes in other countries, including
Cambaodia, Ghana, Karakhstan, Mexico, Nepal and Peru
(PACT4),

least aligns with the comment in paragraph 1,10, “In
1994-95 the Administration planned to spend abowt
£100 million™. What | need to ask vou to clarfy if you
will is that the departmental report talks of a further
£100 mallion, Does that just mean the 1994-95
figure? 1 do not seriously expect you o tell me it is
new money but does that just mean the 1994-95
figure is the same figure that appears in paragraph
1.10 of the report?

(Mr Vereker) It is different. My understanding is
that it 15 still talking in terms of commitment, We did
in fact hit something like commitments worth £180
million in 1994-95. We are planning another £70
million in 1995-96. We are well ahead of the target'.

50. Iam just worrying about moving ahead. If we
lock at the figure 1 quoted earlier on a year by year
basis on page 9, we see that if we take away the
emergency aid figure out of 1993-94 we reach a
figure which my arithmetic tells me is £119 million,
albeit a small fallback it does not even seem Lo be
matched in the 1993-94 figure, if 1994-95 is £118
million. Can you tell us what the 1995-96 figure will
be? I imagine your new departmental report must be
just on the verge of publication so you must have that
figure,

(Mr Vereker) This exchange is being complicated
by the fact that Figure 1 related to health and
population and the Cairo figures 1 have been giving
vou relate to population solely.

51. What was the figure of £118 million then?

{Mr Vercker) The figure was £180 million and it
is the commitment figure not expenditure; it is the
commitment figure on population for 1994-95, on top
of which there is a £70 million commitment figure for
population for 1996. Figure 1 relates to health and
population but it is expenditure, not commitment. It
is quite difficult to draw the comparison.

52. 1accept that may be a false comparison. If the
commitment is £180 million plus £70 million for
1994-95 that period is now over so what was the
actual expenditure or does that mean expenditure
commenced in that year but not yet completed?

{Mr Vereker) 1 am afraid it is too soon to tell you
what the expenditure will be.

53. Will that figure be in the 1995 departmental
report which is due out shortly? "

{Mr Vereker) You will have to wait until British
Aid Statistics this autumn,

54. It will not be in the 1995 departmental report.

(Mr Vereker) No, it will not; the departmental
report is out before the end of the financial year and
went to bed in the autumn.

55. Is that spending then on population issues as
a separate entity and also health and population issues
as a whole on an upward curve in line with the
commitments given following Cairo.

! Note by witness: In 1994 the ODA announced that it would
commit £ 100 million to reproductive health by the end of 1995.
It made commitmenis of about £180 million over the period in
question { 1994—1995) (PACT4).
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{Mr Vergker) Yes. On population they are ahead of
the Cairo commitment’ and they are on an upward
curve,

56. Can I turn 1o the question of sustainability
which was touched on 1o some extent by the
Chairman in his opening remarks? [ notice in the
mission statement contained in your report that the
seven main areas which you highlight, one of which
is o promote human development including better
education on health and children by choice is
prefaced by the comment that (o achieve this QDA
will take actions which promote sustainable econ-
omic and social development. I put it 1o you that the
MAQ report is actually quite critical in terms of
sustainability. On page 4 of the repont there are
several comments on sustainability one of which
says, ... for most projects examined, sustainability
considerations did not feature prominently™. It then
goes on Lo talk about the issues and says, “Much of
this is not documented in project files”. Then at
sub-paragraph q), “It seemed to the National Audit
Office that most of the project proposals examined
did not include sufficiently detailed assessments of
the recurrent cost implications likely on project
completion™. This is in the context of a number of
examples, not least the Orissa project. where sustain-
ahility is unlikely. I am a bit concerned about this,
because it is part of your mission statement and
anybody who has any knowledge of or involvement
with aid knows that sustainability 15 essential, but it
does not seem to be happening to any great extent in
terms of those projects. | wonder what you
specifically intend to do with regard to the Orissa
project becapse that goes back to 1980 and 1t would
be a tremendous shame if the money spent over along
period, probably two decades, was to prove not to be
sustainable. More generally | wonder what the
Administration intends to do to improve the sustain-
ability of the projects it promotes.

{Mr Vereker) | think that the key to the argument
about sustainability lies in the second sentence of
paragraph m) on page 4. This is the reference to the
fact that sustainability needs to be addressed in a
wider context than that of individual projects. I do not
of course deny that it is relevant to individual project
design and management. We have to be sure that
projects are cost effective, do not add o recurrent
costs, are not unrealistic in their demands on local,
provincial or national budgets. However, sustainabil-
ity—1I repeat the point I made earlier—is an aspect of
poverty, il is an aspect of being a poor country and
the key to sustainability lies in the ability of the
recipient country to mobilise its own resources for
development. That 15 why our mission o promote
sustainable development underpins all of this. The
fundamental mission we have, we believe, is to
enable poor countries to manage their own growth,
eventually to grow out of needing aid. The issue of
sustainability, of ability to mobilise resources, ability
to attract foreign investment, to mobilise savings, to

' Note by wimess: i.e. The commitment which the ODA
announced at the time of the Cairo conference (September
19494 (PACT4).

generate growth, is addressed in the macro-cconomic
context, in the work of the World Bank and the IMF,
in our work on sector assistance, in our work on
programme aid. In the cases of these very poor
countries we are dealing with. Kenya for instance, we
would expect that the sustainability of Isiolo Hospi-
tal, for instance, depends very much on the ability of
Eastern Province to get enough resource from the
central government which in tum depends on the
central government being able to provide it with an
adequate budget which wms on good economic
management.

57. 1 understand the macro-economic aspect of il
At the same time a considerable amount of meney
could be put into projects which if not exactly going
down the drain would have almost a finite end if you
do not make greater attempts to ensure that the
recipient countries are gnsuring that there is going o
be some sustainability. OF course it depends on their
economic policy and the state of the country’s
finances but do you think there is any more the ODA
can do to try W improve on the record in terms of
examples we have been given here?

{Mr Vereker) There are always ways we ¢an
improve; 1 certainly accept that. What we have
learned in the case of Orissa, which is probably about
as difficult a place as we could choose to work,
somewhere which virtually had nothing before so you
werne susiaining something which did not exist, is that
we need to get inside the health management system
within the state, we need to help them manage the
health service and to make the best use of the
resources they have and we are starting o do that. We
need o put ogether increasingly interventions which
address the whole sector, address supplies, raining,
management, construction of health centres, advice
on how to use the whole system. We are starting to
do that but 1 do not think that we are going 10 see
complete sustainability in terms of their ability to run
everything themselves, particularly in terms of
condom purchases.

58. Do you have confidence that the measures you
have outlined there will lead to an improvement in the
projects which you manage in future?

{Mr Versker) Yes.

59. 1 think the Committee will join me in
expressing the wish that we hope so. There have been
a couple of mentions of the British Council so far. 1
see that in Appendix 1 and Appendix 2 of all the
Indian projects all three are managed by the British
Council and one of the four in Pakistan, Can you say
what proportion of health and population projects are
currently managed by the British Council on your
behalf?

{Mr Vereker) Do not hold ws to it, bur it is
somewhere between one (enth and one fifth.

60. I was just wondering how that figure is going
to change in the future. Mr Stern made comments
about the question of the British Council being given
preferential treatment. | know you are a member of
the board of the British Council and the British
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Council itself is facing considerable cuts as a resul
of FCO and ODA cuts, in fact disproportionate cuts.
I have to ask you first of all whether you have any
conflict of interests in your position as a member of
the board when those sonts of cuts are being discussed
at the British Council?

{Mr Vereker) No, I do not. I think it is helpful for
the board o have on it not one but (wo representa-
tives, myself and the Permanem Under-Secretary of
State. :

6l1. 1 am sure it is but do you feel a conflict of
interesis?

{Mr Vereker) Na, [ feel that it enables me to reflect
the reality of funding life in the British Council board
and to ensure that my colleagues in ODA are aware
of the strains that the funding situation puts on the
British Council.

62. It seems to me that it is going o become
increasingly difficelt for the British Council, what-
ever the system as far as lendering is concerned,
actually o manage a cerlain number of projects,
between one tenth and one fifth, in future if the sort
of cuts being proposed in respect of their funding are
carried through.

{Mr Vereker) There 1s no doubt the British Council
does face difficulties. The extent to which they are
able 10 win management contracis from us depends
on their ability to display the necessary technical
capability and value for money in managing the
projects. That is very much in their hands.

63. Yes, indeed, but would you accept that they
generally have a good record in managemem?

{Mr Vergker) 1 would accept that the Brtish
Council have played an extremely useful if not central
role in the management of some of our projects in the

past,

64. Are you not then concerned, whatever hat you
are wearing, that the projected cuts might make it
more difficult for the British Council to continue
carrying out that role in the future?

{Mr Vereker) | repeat the point that it is very much
in their hands whether they are able to maintain their
capacity lo provide professional service and to
provide value for money under these circumstances.
What we have discovered in the process of moving
tor o more competitive arrangement for the manage-
ment of projects, is two things: first that the Council
themselves sharply improved their performance in
response 1o the competitive pressure and second that
there was an array of alternatives out there. Faced
with that competition 1 would expect the Council 1o

respond.

Sir Kenneth Carlisle

65. May I just go back to sustainability? You have
expressed quite clearly the parameters of it and how
difficult it is and how it may not always be entirely
possible and you have to go into some of these areas
because of the condition of the country. Itis important
if one is to have true value for money and I should

like to explore it a bit more. On page 25, paragraph
3.22, the three main factors on sustainability are
mentioned: the degree of involvement and owner-
ship. management capacity and the availability of
recurrent funds. Which do you think is the most
important of those three?

(Mr Vereker) I think the Comptroller and Auditor
General has got it right here: 1 think they are all
absolutely central. | suppose what we have learned,
the surprising one if you like, over the last ten vears
is the importance of the first. They are apples and
pears 50 you cannot really rate them but the one which
aid donors were in danger of underestimating in the
past was the degree to which the recipient govern-
ment felt engaged with, shared. was a partner in the
enterprise we were involved in. Ten years ago my
predecessor, if you had asked him the same question,
would have said the third one is the Key one, recurrent
funds. What we have leamed is that if they are
committed to it then it is going to be sustainable and
if they are not then it will not be.

66. | would certainly agree with vou because [ do
not see how you can begin to do anything if you are
simply not wanted in a foreign country. In this
respect, | was guite interested in the Asian Develop-
ment Bank 11 case on page 42. Could we look at this?
Part of this was to establish a specialist training
course for nurses and also repair and maintenance
workshops. [t seemed that in both the people to whom
you went were not interested in having you at all. For
example, under impact it has been difficult to recruit
nurses for courses because of the reluctance by the
authorities to release nurses for training and those that
have completed courses are nol being posted 1o jobs
where their new skills will be wsed. Surely this
demonstrates a complete lack of sympathy 1o whal
you are seeking 1o do.

{Mr Vereker) It demonstrates the force of your
point that local ownership is essential. I would say
two things. First of all, this project was in the two
remotest of the Pakistan provinces. Baluchistan and
Morth West Frontier Province, which are very
difficult o work in; Baluchistan in particular is
extremely difficult o get to, difficult to operate
around. The relationship between North West Fron-
tier Province and the government comes and goes,
We were tackling an area of great physical and
practical difficulty where cultural change had perhaps
not shifted very far anyway. The second thing is that
this is not as discouraging as it seems. This report is
based on work done by the National Audit Office in
May 1994 when they looked at this project. Since then
there has been rather good progress which illustrates
an increasing degree of acceptance of what we are all
trving to do in Pakistan, indeed as illustrated by
Benazir Bhutto's active participation at the Cairo
population conference. Things are moving in Pak-
istan. We do have post basic nursing training well
established, led by ODA trained nurses. CIDA, our
Canadian colleagues, are coming in with some
resource which will support that. We do have well
esiahlished maintenance workshops which are chang-
ing the management culure (o preventive
maintenance.
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67. Has that happened since this report was
written?

{Mr Vercker) Yes, it is coming along nicely. The
other feature is that the health planning companion to
this has now been extended into all the Pakistan
provinces away from these two so it is having some
replicaied effeci.

68. Since you went in there has been a growing
acceptance and understanding of what you are
secking to do.

{Mr Vereker) | believe so. It is getting a lot better
and Pakistan is turning the corner.

69, [Did you realise that this welcome did not exist
when you first went into this project or were you just
optimistic?

{Mr Vereker) We knew that it was difficult in 1991
but we thought it would be possible. If you go back
to the earlier Pakistan projects we did not realise quite
how difficult it was going to be then. Here we are
reasonably confident that we can make some prog-
ress.

70. Now, if you had a project where you felt there
was great need for something 1o be done, but yel you
were doubtful about the acceptance and in fact they
were hostile 1o vou, would you stll seck to get your
foot in the door in the hope that you might persuade
them even though you might well know that you were
throwing moeney down the drain?

(Mr Vereker) We always try to disentangle a bit
which the key actors are and who the interlocutors are
that matter. It is not unusual for us (0 be aware of the
fact that there may be some parls of the machine
which are more welcoming than others. Deliberately
what we have been doing in Pakistan is to try to
reinforce those parts of the system which are
committed o improving family health and population
activities, improving reproductive health, working
with them, strengthening their position, giving them
confidence and hoping that they will act as change
agents on the more conservative elements. We would
always look very carefully to see the pars being
playved by the different actors,

71. Finally on this Asian Development Bank one
| wanted to pick up the point about the British
Council. It did seem intolerable that the management
charges were so high and yet there is no attempt 1o
get anyone else o help o do it. We just accepted the
rather large charges by the British Council.

{Mr Vereker) This was a complex and difficult
project and at the time we started it in the early 1990s
it was normal to go with the British Council, it was
a litde before our policy of competition for health
projects where possible. As the repont indicates, we
should have reviewed the fee; | agree with that. We
did look in 1993 at the value for money we had
secured for what we had paid the British Council and
we did conclude that the level of inputs and charges
were reasonable given the work they had had o do.

72. May | now go on 1o management capacity
which is also quite important? You are trying to

improve the management capacity of the people with
whom you are working in these various countries. Do
they not find it rather intolerable that you should
assume that you have much greater management
knowledge than they do? How do you get over those
barriers? Can you?

(Mr Vereker) Qur experience is that we are
working with people who very readily understand
that we have some experiise and knowledge to
transfer and we would not be working with them if
they did not feel that. [t is important for me (o convey
to the Commitiee the way in which projects in this
sector do not happen by way of our dreaming up some
bright ideas and imposing that on them. It is very
much working together with them and asking them
what they will want and the ways in which they think
we can help. I do think we have some experience in
designing local management systems for health
services from which they do benefit, yes.

73 Your people are presumably trained amd
skilled in going about this in a tactful constructive
way. | expect you to say yes to that.

(Mr Vereker) Let me ask Dr Nabarro whether he
is tactful and skilled.

{(Pr Mabarre) It is important, seeing you have
asked this question, that we do not simply sit here and
say we always get it right. Finding people in Britain
who are prepared (o recognise that working on a
health budget of 500 times less than our own is
incredibly difficult yet at the same lime poses
challenges that are not dissimilar to those faced by
people working in the British NHS, is quite difficult.
When we find them, and there are perhaps now 150
such people on whom we can count, they get totally
absorbed in this work. They will often stay attached
to the needs of a particular country for five, six or
seven years. They will build up personal relationships
with people on the ground that Aourish without our
invelvement and involve exchanges. Most interest-
ingly. we find that quite often there are lessons (o be
learned from what happens in Quetta or some other
part of Pakistan and what happens perhaps in the
north of the UK or the south of the UK for that matter,
where actually some feedback takes place. Catalysing
these relationships is not easy and we have mistakes
but those which succeed go way beyond any of our
early expectations.

T4. Those people provide very oulstanding ser-
vice, | readily give them credit for that. Can [ turn 1o
the final aspect of sustainability: current funds? It
seemed 0 me from what vou said that this was really
not such an important thing now because you could
not be sure about recurrent funds until vour work had
come to an end. 1 was interested, if 1 understood it,
as far as Orissa goes although there was not really
recurrent funding you still felt that one quarter of the
health centres in there which are ongoing are a result
of your own particular work.

(Mr Vereker) Yes, that is right. We are confident
that the government of Orissa is in a much better
position to carry on and sustain the project now than
they were when we started. OF course [ repeat the
puoint that this is a very, very poor state of India.
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75. In assessing a project, do you analyse quite
carefully what the possibilities of sustainability are in
your project analysis?

{Mr Vereker) Yes, it is now a requirement of our
project cycle management that we consider sustain-
ability issues at the beginning.

76. Do you consider them under the three head-
ings that we have explored this afiemoon:
involvement, ownership, management capacity and
recurrent funds?

{Mr Vereker) Absolutely. We would certainly
consider all of these.

77. Would there be an analysis of that and a proper
write-up of the prospects?

M Vereker) Yes, we would undertake an institu-
tional appraisal of the state of the recipient, we would
certainly look at the availability of recurrent funds.

(Mr Manning) 1 should add also that we now
routinely undertake a risk analysis on these so we do
leok at what the main risks to the success of the
project might be and clearly sustainability is a key
part of that. We will categorise the risk for each
project and see whether we are comfortable with
those risks and see what actions we can agree with the
recipient to minimise those risks.

Mr Williams

78. It is an encouraging report as | am sure you
have gathered from the reaction of our colleagues.
The trouble is that it is a portrait of a series of
skirmishes, is it not? What about the war? Are we
winning or losing? Let us see it in context. Let us take
some simple examples. You referred o what 1
thought was very, very praiseworthy in the nicest
sense—il is not meant in any derogatory sense—that
research has shown that it is possible 1o reduce HIV
in certain contexts by up to 40 per cent. Is that right?

(Mr Vereker) Yes.

79, Is it happening?

{Mr Vereker) It is very difficult to make a
generalisation about the extent to which rescarch
penetrates, We have shown that if used in this way il
will have. Your point about the battle, the war rather
than the skirmish, is one that we are acutely conscious
of. This report makes it clear that there are 5.6 billion
people in the world at the moment. It projects a
growth rate that, if unchecked, would result in the
population of the world doubling in the course of the
next century. The next century is about to begin. It is
absolutely fundamental to the welfare of all of us but
particularly the poor people in developing countries
that we get a grip on population growth rates, that we
ensure that contraceptive prevalence rises. Every year
population increases in the world at approximately
the same rate as the population of Germany: the
population of Germany is added to the globe every
year. [ will ask Dr Nabarro to say something about
AIDS transmission.

{(Dr Nabarre) | was not quite sure of exactly your
focus so if I get it wrong I hope you will correct me.
The way in which we have tried 1o work over the last

six years has been 1o ensure that within the bilateral
aid programme we provide inputs of the highest
possible calibre in partnership with groups on the
ground, all the time monitoring the results of our
endeavours and backing them up with the very best
of research.

80. 1 am sorry to interrupt; what you are saying is
very useful but the point | was making was a much
more limited point. [ was grateful also for the context
in which you set the problem of population because
that was extremely important. The question |
specifically asked was purely about the 40 per cent
reduction in HIV which sounds great and all | asked
is whether it is happening.

fDr Nabarre) The studies we have now from
communities in western Uganda where we, together
with the Medical Research Council have been
working with them and studying HIV prevalence
rates, show that among aduli men now we have
reached a position where prevalence is plateauing and
not ingreasing. That situation has not been found for
adult women, it is still increasing and in addition
among women the age of first infection is gelling
younger. We do not have those data vet from any
other part of Africa but we are seeing increased access
to sexually transmitted services so we should move
towards it if we can get the other interventions such
as a viricide for women which we have embarked on
developing,

81. The 40 per cent is interesting, it is notional, it
is potential but it is not happening. Some years ago
in Kampala in Uganda - you just quoted Uganda
vourself coincidentally—ithe HIV sero prevalence
amongst pregnant women was 24 per cenl. HIV/
AlDS was causing the infant mortality rate lo rise by
up to 30 per cent and it was projected might nearly
double the under-five child monality rate. That was
going back at the beginning of this decade. Have we
got on top of that problem? [ do not mean we alone;
obviously we cannot do it on our own.

{Lr Nabarre) The Government of Uganda, which
15 the lead group, together with non-governmenital
groups in Uganda, have certainly got on top of
transmission among adult males. We do have plateau
figures and these were reported at the international
conference on AIDS in Africa which took place in
Uganda last Diecember, Yes, it 1s beginning. We may
be starting to get there in east Africa. bul we have a
huge battle ahead of us in Asia and Latin America
still.

82. Atthe end of 1990 the World Health Organis-
ation forecast that by the end of the century 10 million
children would be infected with HIV, most of whom
would die and 10 million would be orphaned through
AIDS" deaths. Is that still a realistic assessment? Has
it been proved to be a grossly overrated assessment?
What is your thinking on it. collectively internation-
ally?

{Dr Nabarre) Collectively our thinking on those
early estimates on both AIDS’ orphans and infection
rates amongst children are thought to be slight
over-estimates. The transmission rate per pregnancy



14 MINUTES OF EVIDENCE TAKEN BEFORE

& March 199a]

MrJ M M Vereker, CB, Mr R G M ManNiNG
and Dr D) NABARRO

[Cantinued

[Mr Williams Conid)

from a mother wha is HIV infected to the child was
thought to be around 25-30 per cent likelihood and
estimates more recently have come out at a slightly
lower figure. What we are now finding is that if before
delivery there is increased hygiene and washing of the
birth canal then this aciwally further reduces the
transmission rate. These are changes at the margins
and obviously the real thing we have to do is o help
reduce the infection rate through heterosexual sex
among adults and adolescents. We are denting it but
we have not got on top of it and obviously that is what
my group are totally committed to doing.

83, Of course it 15 not just of local imponance, it
is of importance to the whole world that this is
understood. Let us look at something else which was
referred to, which again [ am glad to hear, that drug
impregnated bed nets are helping to reduce the
malaria incidence amongst children, or at least you
have shown that it is possible to do that, Are these
being used? We are now at the stage where we are
seeing these new strains, so we arg told—I only know
what I am told in the newspapers; you will understand
it far better than 1 will—in Africa and Asia. Is this a
battle we are beginning to lose again as far as infant
deaths are concerned for example?

(Dr Nabarre) We certainly lost the battle against
malaria in the 19805 as we realised that vou just
cannol deal with this problem by having armies of
tlechnicians going round the place spraying insecti-
cides and doing the other things that they used to do.
We have learned that if we want to do something
about malaria we have fo go al it multi-pronged
because the parasite is highly capable of becoming
resistant o our drugs. If we look atl our experience of
malaria, as you have asked a general question, in
Cambedia where we have highly resistant malaria, by
improving the guality of treatment of malaria cases
at health posts and health centres we have dropped the
mortality rates, as far as we can tell, by as much as
25 per cent simply by improved practice. We have
also started to introduce these impregnated bed nets
in Cambodia but that is more difficult because people
very rarely sleep underneath them when they are in
the forgst and it is forest finge malara so it is not S0
useful. In pars of Africa where we have gol a
different pattern of transmission the bed nets come
into their own, they have been introduced in the
Gambia as part of national programming and we have
helped with that and we are starting o make a
difference. It looks as though we will get a difference
as well in coastal Kenya and Tanzania though it is
more difficult because the intensity and transmission
is so high. What we are leaming is you have o
understand your malaria to get your stralegies right
rather than have a global strategy. This impregnated
bed net is the most promising one, we have had yet.

84. The 25 per cent reduction is dramatically
effective. How does il compare with the rate of
increase against which it is 1o be measured? How far
had we lost the battle before yvou started to win some
of the ground back again?

{Dr Nabarro) If we can find a way that will enable
people 1o have access to the material with which 10

impregnate these bed nets at a price they can afford
and if we can help them make sure they get this
permethrin stuff onto the bed nets every six months—
and with World Health Organisation and others we
have developed ways of doing this—this will make
a much bigger dent than the natural increase that you
are describing here is going to do. We are not going
to eradicate malana.

85. No, of course not. Is it likely that the money
will be available not just from us but from other
sources as well? Having made these research break-
throughs is there a resource break-through to match?

{Mr Vereker) What we are doing now is to provide
a small grant 0 the London School of Tropical
Hygiene and Medicine to test market a dip-it-yourself
bed net kit just te see whether there is a cheap way
of doing this which can be replicated, which will not
have to be expensively supported from the west for
ever. We do not yet know the answer to that.

g6, It is really a long way ahead before it 15 on a
significant scale. 1 am not blaming you, 1 am just
trying to get the picture.

{Mr Vereker) It might be a long way ahead.

(Dr Nabarre) One of the things we have been
doing is that it is clear that govermments and aid
donors are nol going o come up with the USS15 per
head per year that is necessary for the range of
essential interventions that we are focusing on here.
We have governments spending US$3-%4 per head
per year and even the most generous of aid donors
cannol bridge that gap. What we are doing 5 looking
for imaginative ways of sharing the cost through what
we call social marketing' where we will try to
subsidise a part of the cost or subsidise a part of the
cost for groups of people so that we can make a dent.
I must say, speaking for all of us, that we know that
there are some real impossibles here because the gap
is too big 1o be met by donors and governments, even
with the cheapest of technologies. We are talking here
about an annual spend per person on health care in
developing countries that is the equivalent of what is
spent per person in Britain in two days. The annual
spend in developing countries is very. very small.

B7. There we have had just two examples of the
horrendous challenge that vou and other aid authori-
ties are having to face just from the natural disasters,
Again around the beginning of this decade there was
a great deal of criticism then of what might be seen
as the sabotaging by the powdered milk companies of
the work that was being done by the aid organisations
in trying to combat infant mortality. Have they in any
way relented on what they were doing? At that time
diarrhoeal disease was the biggest killer worldwide:
five million a year, one quarter of all children’s
deaths, and the risk was 14 times as high, according
to the Lancet, for children who were bottle fed. Have
the companies started to behave themselves?

" Newe by wimess: This is the subsidised diswribution of
products, including contraceptives, through the private sector,
usuilly supported by a mass media campaign (PACT4).
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(Mr Vereker) There is a much greater worldwide
awareness of this issue.

88. They donot care about that: they did not at that
time, did they?

(Mr Vergker) 1 will ask Dr Nabarro to comment on
that too because he is very familiar with it but I do
not think they.are by any means indifferent to it, nor
indeed to the publicity that it attracted.

{Dr Nabarre) The research over the last ten vears,
some of which you described, which has shown the
increased risk to children associated with bottle
feeding or at least with early cessation of breast
feeding, has now been internalised by all the
governments of this world with whom we regularly
do business, which has meant that they have entered
into various forms of regulatory arrangement with
both local and international suppliers of breast milk
substitutes to reduce the degree to which people are
enticed into using this as an allernative. There is a
difficulty that if you are a poor person with a child and
you are trying to continue to get your living whilst at
the same time to breast feed vour child you often face
real difficulties which push you towards perhaps
ceasing breast feeding before it is to your child’s
benefit. We have o understand that. | must stress that
it is our understanding that there has been a big
change in the behaviour of the marketing companies
as a result of tighter watching by national govemn-
ments.

B9. I am glad to hear that because UNICEF
showed that bottle fed children were 25 times more
likely to suffer from other major illnesses than those
who are breast fed. Breast feeding 15 also advanta-
geous o the mother as well, is it not, because it
actually has a contraceptive effect for a limited time
which can be beneficial?

{Mr Vereker) Yes, that is right.

90. That still leaves us without the final, the big
one. Then we have malnutrition. The armies are
marching on a major scale, are they not, and we are
firing with pea shooters really in the western world.
What is happening on this front on infant mortality?

{Mr Vereker) We are not marching with pea
shooters and a lot of progress has been made. Infant
mortality rates have sharply improved over the last
five years.

91. Can you give us some figures?

{Dr Nabarro) 1 am just looking up my figures but
wanting to stress to you that the real transformation
that there has been in health figures over the last 30
years has been in infant mortality which is really
dropping. It has dropped something like five- or
six-fold. I do not seem to find them straightaway.

92. You can put in a note if you wish'.

(Mr Vereker) Child death rates have fallen from 28
per cent of births to 10.6 per cent of births over the
last 40 years. Life expectancy at birth has increased

! Nete: For population statistics for countries reviewed by
the NAD see Evidence, Appendix 1, pages 18-19 (PACT4).

from 40 to 63. The key thing that 1 would say is that
over the last 40 years the number of couples using
contraceptives for family planning has increased
from 10 per cent to 50 per cent. Huge progress has
been made. However, you asked this question in the
context of a discussion about health and population
projects. | think 1 would answer it in the context of
sustainable development as a whole. Child malnu-
trition is & terrible thing and it is a terrible thing from
a health perspective, but it is very often a reflection
of poverty rather than a reflection of poor health
practice. There may be an education component there
but we need o work on survival strategies of very
poor people, we need to work on raising income
levels of people in very poor countries, we need
constantly to work away at sustainable development.
Where there is sustainable development, poverty will
be reduced and where poventy is reduced child
malnurition will be reduced. That is not a pea
shooter, that is the big gun and that is the heart of our
mission.

93. But the big gun is notional al the moment: it
i not actually working. If you would like o put some
further figures in, il there is anything you feel would
help to illustrate the success you fieel we are having
in the big batile, by all means submit it as written
evidence.

(Mr Vereker) Dr Nabarro is bursting with an
example.

(Dr Nabarre) 1 fully understand your frustration
about the big and the small. | suppose that is one of
the difficulties that we are often working with
relatively small instances and then laying them before
our colleagues in national government. In our work
with the Mbeya municipal and regional health
authorities in south western Tanzania a relatively
small additional input merely of sensitisation and
training jointly between the Tanzanians and ourselves
with the workers—health and community develop-
ment workers—has been associated with a significant
reduction in levels of child malnutrition and we
believe, though we do not have the figures yet,
improvements in survival. Our colleagues in other
parts of Tanzania are finding the same. It is not all
awful and we should like to submit some of that
evidence o you',

Mr Thurnham

94, Could we just look at the figures in paragraph
1?7 Could you say a little bit more about whether you
think there is any prospect of the growth of the world
population coming to less than 1 billion in a decade?

{Mr Vereker) Yes, 1 do. Population growth rates are
falling and will continue to fall with the increasing
penetration of two factors: one is understanding,
which reduces the number of children people want.
The other is access to modemn safe contraception
which reduces the number of children that people do
not want. That will have the effect and [ myself would
be confident—I1 do not know about my colleagues—
that the global population will not actually double
during the next century. But it could.

! Nowte: See Evidence, Appendix 1. pages 19-20 (PACT4).
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{Dr Nabarre) | should just like to help you. [ think
it is going to double: we are going to end up with a
population that will be around 11 billion. This
demographic stuff is quite difficult because although
wi have slow growth rates at the present time the
number of people already born are going to go ahead
and have children so we have some inevitables, The
critical thing is that with trends moving forward as
they are at the moment and with these very significant
increases in levels of contraceptive use, voluntary
contraceptive use in developing countries, to the
figure of greater than 50 per cenl which we have now
and the tums that we are seeing in Zimbabwe and
Bangladesh and Pakistan, we reckon that with a fair
wind and continuing investment we will end up al
nearer 10 billion than 15 billion as the eventual
stabilisation figure. That is what we need to be sure
we aim al. We think we will get there.

95, How we manage this growth has to be the
biggest problem facing the world. When we come to
the work that is being done, this country has a record
for perhaps having more expertise in this area than
any other country. Is that true?

{Mr Vereker) | would not characterise it quite as
sharply as that. We are confident that we have good
expertise. | am not sure that we would say we ane
necessarily better than anyone else,

96. Where | am concerned about is that when it
actually comes to implementation we seem o go
wrong., Looking at paragraph 3.14 this refers to
viehicles being purchased and left unused for years on
end. How can this be when the problems are so severe
and the resources so short?

{Mr Vereker) Let me give you the background to
the reference in paragraph 3.14. As regards the
minibus in Kenva we were determined to supply a UK
model if we could, partly becanse although what they
wanted was a local model, we were rather uncomfort-
ably aware that the local models were being used as
taxis or small buses and we were somewhat afraid of
it being misused. We did check before we sent a UK
model, both with the manufacturer and supplier and
locally, that it could be both serviced and provided
with spares. In the event that turned out not to be the
case. In practice this was designed by KNUT, one of
the less successful of the Kenyan NGOs and that
project was not a good performer anyway, It was one
small iem ina £5 million project. 1 am rather robust
about the Landrover for Zimbabwe. You always have
a bit of a problem in trying to arrange to get out into
the project area at the same time both the rnight
technically gualified person and his vehicle. Both of
them have certain lead times attached 1o them. A
vehicle without the officer is a good deal less
warrying than an officer without a vehicle; the officer
is much more expensive. In this panticular case we
were right to wait until we got a good well gualified
person and he is very good and he is using his vehicle.
I think that it was not a major cost,

97. When you say “we” is that the ODA itself?
Who 1s the “we"?
fMr Vereker) Yes, ODA.

98. Iam not sure quite why you have 1o be somuch
involved with the implementation of things. There is
a difficult enough job to manage and monitor and
control without actually getting involved with so
much implementation on the ground. If we look at the
projects in the appendices, 1 see most of them being
carried out by the British Council although I think you
said earlier that there were only between oneé tenth
and one fifth of the projects overall carried out by
British Council. Can we just look at the first one,
Appendix 1, page 29, the Orissa project carried out
by the British Council? How is that decision made?
Who else could have carmed out the project?

{Mr Vereker) Let me just explain that by “carried
out” the project what we are talking about here is in
essence the field management of the project, which
would not relate to the question of recruitment of
experts which would be done by ODA's recruitment
office, now in East Kilbride, or indeed the procure-
ment of vehicles. How was thal decision made? At the
time of the inception of the Orissa health and family
wielfare project there really was very little capacity in
the field in India other than the British Council upon
which we could rely. This was before the period when
we had exposed the British Council to competition,
at a time when the British Council was very much
s¢en as part of the aray of Britush foreign policy
instruments, before we established an intermal market
o manage projects. We were very happy to go with
them in those days. The alternative for us would have
been continued management from the department in
London, which was the way in which in the 1970s and
early 1980s we were accustomed 1o running projects
in countries such as India where we did not have a
local development division.

99, Do you now have more alternatives available
to you (o manage the projects?

{Mr Vereker) Yes. As | mentioned in the case of
health projects in India, we did run a competition for
the management of all our health projects other than
the Orissa one. The Orissa one is very substantial so
we parked that with the British Council and we ran
acompetition for the rest. The British Council did bid
for it but they did not succeed. There was a
consortium of technical cooperation officers who
succeeded.

100, It seems to me that the delivery of the services
should be much sharper than it is, reading this report.
I am not sure why DDA staff themselves have to be
so involved. Why can you not use other agencies?

{Mr Vereker) In delivering services, there is a
spectrum running from the role of ODA, in particular
Dr Nabarro's division and the geographical depart-
ments, running through the field management
arrangements whatever they may be, all the way
through to the local recipients who themselves have
a major role in the management and implementation
of projects. We do not now, or at least very rarely,
manage in detail a project from London, We will use
an array of instruments. There might be a develop-
ment division which has a regional remit, it might be
an aid management office such as we have now in
Delhi operating with a system of field managers or
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operating with a project manager, It 15 not the case
that we are micro-managing the detail much our-
selves now,

101. What role can be played by NGOs, well
known organisations like Oxfam? Can they not play
a greater role in these projects?

{Mr Vercker) Yes, they do and in a number of
health and population projects they do have a role; not
in any of these covered in this report but particularly
in those which are concemned with emergency aid
situations.

102. That is what surprised me. Going through
here, if we move on o the other projects, we just sce
the same thing largely. It is either project manage-
ment by British Council or by the depanment itself.
That seems 10 be the case looking at them one after
the other.

(Mr Vereker) Time has moved on. We do use
NGOs more now than we did in the period that was
being examined in this report.

103. Do you not think that will enable you to focus
on your job better so that you can monitor and control
them more rather than being so involved?

{Mr Vercker) Yes, in system terms that is
absolutely right. We have put a lot of effort, for
instance, into the relationship we have with the
NGOs, the requirements we put on them for reporting
and monitoring, precisely so as to set up systems
which will deliver the impact we want in the projects
and leaving us to more of a core role. Managing 2
system like that does of course have s own
challenges.

Sir Michael Shershy

104. One point of clarification. On the question of
infant mortality caused by bottle feeding, was the
problem which was identified not polluted water
rather than the use of powdered milk?

(Dr Nabarre) Of course polluted water is a
problem in making it likely that a powdered milk
preparation will lead to diarrhoea. In practice the
issue is not primarily polluted water in most of the
diarrhoea that we see or that [ used to see when 1 was
doing this work in Bangladesh and Nepal in nutrition
units where children come in dehydrated. What

tended to happen was that the bottled milk would be
made up, usually with dirty hands, then the bottle, the
fluid and the teat would often be left by the mother
with an elder sibling for four or five hours in the sun,
During that time the multiplication of bacteria would
take place and that would be the factor, the high
bacterial load, that caused the diarthoea. Indeed we
used to say that when you are trying to rehydrate a
child from diarrhoea, if you have a choice between
polluted waler or ne water use the polluted water
because it is the dehydration that is the killer, I would
stress that it is not primarily the water itself but it is
the subsequent process of leaving the stuff in the sun
and the multiplication of the bacteria, then the failure
to rehydrate the child, that actally causes the death.

Mr Walson

105. There is concern in some quarters about the
increasing extent to which UK aid goes through the
EC or might do in the future. [ wondered, particularly
in respect of health and population, whether there is
any mechanism to ensure that there is investment in
those areas which you have identified as priorities in
any of the UK aid funding which might go to the EC?
Specifically, what discussions does your department
have with EC civil servants on that matter?

{Mr Versker) We have extensive discussion with
a number of areas of the European Commission aboul
our respective programmes. We also work with them
in a number of selected countries. | should stress that
it is not simply a one-way process; il is nol us going
in arrogantly and telling them how to manage health
and population projects. We have things to learn from
them as well as they from uws. We do have a
constructive dialogue with them about aid systems, in
particular about the quality of appraisal, the quality
of management, the quality of evaluation and
feedback of aid projects. We believe that this is
effective, thatit is having an increasing gearing effect
and we have two' of my own staff currently working
in the Commission as national experts working on
health and population project design.

Chairman: Thank you for coming along and
answering our questions today.

! Note by wimess: In fact, one member of ODA staff (not
two) is working on health and population project design. The
other, funded by ODA, is working on health research.
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PAKISTAN
Pakistan Pakistan
Demographic & Contraceptive
Health Survey Prevalence Survey
1985 19419 ] 1994195
Population 96.2m 112.4m 128 m
(estimate) (estimate)
Population Growth Rate 3.1% 3.1% 2:.8%
Female Literacy n'a n'a 21%
Contraceptive Prevalence Rate
TOTAL 9.1% 11.8% 17.8%
UURBAN nfa 31.0% 36.0%
RURAL nfa 1 11.0%

Desired Fertility (Married women of
reproductive age wanting no more
children) n/a 395 5204

Married women of reproductive age who
have heard of contraceptive methods

ANY METHOD 62% T8% 91%

HORMONALS 50% 2% T6%
Total Fertility Rate 6.5 6.1 5.8
Infant Mortality Rate 112: 1000 102.9: 10040 Q5: 1000

Various sources—extrapolated from the Staff Appraisal Report for the World Bank Programme Project
Document 1995,

ZIMBABWE

1986/858 1992/94

Toral Fertility Rate
(Average number of births 5.5 4.3
per woman)

Confraceptive prevalence 36% 42%
(% couples using modern contraception)

In 1994 (latest year for accurate estimates). 80% of children aged 12-23 months were fully vaccinated
against major childhood diseases; 67% before their first birthday.

Question 93
Examples of the impact of ODA funded work.

1. Cambodia. A February 1996 ODA mission to review the ODA/WHO Malaria Control project found that
the number of recorded deaths due to malaria appeared to have decreased sharply. There were 1,032 deaths
in 1994 compared to 511 in the first ten months of 1995, The malaria case fatality rate (hospital deaths as
a proportion of diagnosed cases) had fallen from 1.5% in 1994 to just under 1% in 1995. The number of
provinces with a case fatality rate of more than 1% fell from 22 to 13. Malania-related deaths as a proportion
of all hospital deaths fell from 20% to 15%. Severe cases as a proportion of all malaria in patients fell from
32% 10 18%.

2. Tanzania. The ODA-supported Health and Nutrition project (HANDS) offers a mullisectoral approach
to improving the health status of disadvantaged groups in urban areas in South West Tanzania. It has focused
on improving maternal and child health and family planning services, improving health management in close
coordination with other sectors, improving water and sanitation services and the promotion of legal rights
for women and children. Resources have been reoriented towards poor and vulnerable groups by using the
level of under-nutrition as a proxy for deprivation. Between 1992 and 1995 the prevalence of under-nutrition
in project areas declined significantly from 29.5% to 26.9% (it increased from 19.5% to 27.2% in non-project


















