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ABSRACT

This article examines the role of health diplomaawards the mitigation of the deleterious conseqgesrof
Structural Adjustment Programmes (SAP). The intotidn of SAP, a World Bank ideological frameworksbd
on fiscal austerity and deflationary policies, ptization of state owned enterprises trade libeatibn, currency
devaluation and the general deregulation of the@ey, heralded a significant negative developmeritgalth
care delivery in most African countries includinggBria. This paper analyses the direct and indirapact of
SAP on health care delivery. It argues that impneest in global health had been negotiated within QVH
through multilateral negotiations such as the Bamhitiative 1987 which was adopted by WHO African
Region to counter the adverse effects of SAP. Intvae step further by reviewing the implementatidrtiee
Initiative in Nigeria. It concludes that advanceglobal health and indeed the health of Nigerizange not been
precipitated only by leap in medical sciences agalth technologies but also through health diplomac
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7. Introduction

The 1980s ushered in a world economic recessiannigatively impacted on the economies of mostcafri
countries including Nigeria. The changing socioremic environment called for various types of eguitw
reforms such as the Structural Adjustment Prograsn(B&Ps). SAP can be defined as a ‘conscious change
the fundamental nature of economic relationshiphiwia society’ (Nkanwadire, 1991). Briefly stat&hP was
an economic reform package designed by externditors and their finance institutions, Internatibheonetary
Fund and World Bank, to reduce a country’s trade laalance of payment deficits by cutting down puklnd
private expenditures (Muiu and Guy, 2009). Adjusiingackage was aimed at socio-economic transfoomati
through economic diversification and the developim@rthe real sectors of the economy. However, S/
formulated to ensure that the developing counteietsngled in external indebtedness were able te 8awds
towards fulfilling their obligations (Adedeji, 1993

Typical SAP packages have two elememtsiely short-to-medium-term macro economic staddilin measures
designed to restore internal and external balafdes content included fiscal austerity and defladity policies,
privatization of state owned enterprises traderéibeation, currency devaluation and the generatgigation of
the economy. Each of these features of SAP notwabkened local economies, but they also had uofate
consequences on the health sector. It affectedetred of resources available to the public sectoptovide
resources. There was also increased ill healths Fbenario led to interest in other non-state heecdtre
providers and of alternative means of funding s&wi To cushion the deleterious implications of SAFHO
and UNICEF adopted in 1987 an approach known asaRanhnitiative aimed at tapping into the apparent
community resources. It is against this backgrotnad this article seeks to discuss the extent twhvhealth
diplomacy contributed to the amelioration of thgé&ulurden of SAP particularly in Nigeria.

8. Health Diplomacy in International Relations
Diplomacy is the management of relations betweeanoong nations and between state and other attdssa
technique of coercion, persuasion, adjustment dnteaching agreements. It is a negotiation. Acauydio
Barston, ‘diplomacy is the means by which statesubh their formal and other representatives, el ag other
actors, articulate, coordinate and secure particatawider interests, using correspondence, privialgs,
exchange of views, lobbying, visits, threat, antieotrelated activities’(Barston, 199&\hat about health
diplomacy?

Health diplomacy in international relations doe$ $®em to have a specific meaning. As a matteactfif can
vary in meaning according to the context in whiclsiused. Health diplomacy dates back to the haiddthe
19" century and at the same time it is a recent diptaninnovation (Youde, 2008).

65



International Affairs and Global Strategy www.iiste.org
ISSN 2224-574X (Paper) ISSN 2224-8951 (Online) JLINE]
Vol.15, 2013 ||S E

In the past, health diplomacy focused primarilyimiernational collaboration to protect human anchowrcial
interest against the spread of particular disedsdhe past, health diplomacy focused primarilyimiernational
collaboration to protect human and commercial ggeagainst the spread of particular diseases @&,a2@D8).

It materialized first by the creation of internaté public health institutions as from 1838 andalbguccession of
international conferences which started in 1851 dhne drafting of international sanitary conventions
(Beigbeder, 1998). It is important to state thatsth early efforts represented a narrow concepaigliz of
health diplomacy and one quite different from wiat have today. The distinction is based on the taat
health diplomacy during the early period focusedimeases rather than health. Thus, internatiasikboration

in the field of health focused on those diseases tiiwreatened to interrupt commerce rather tharereml
concern for human wellbeing.

Health diplomacy has conjured disparate interpi@iatin the contemporary period. A proper undeditag of
health diplomacy is best done by a meticulous suofeits two broad conceptions. First, are thosknit®ns
focusing on the field being driven by globalizatialiverse actors beyond nation states, health rsigots and
health impact of non-health negotiations. For examigickbusch et al defined health diplomacy as ‘thalti-
level and multi-actor negotiation processes thapshand manage the global policy environment faithe
(Kickbuschet al, 2007). Second, are conceptions that deemphasirenegotiations and the primary role of
global health. They dwell basically on efforts athvad improving health of a receiving country withire larger
context of supporting the providing country’s natbinterest.

In other words, they emphasize the use of healémiantions as instruments to advance foreign patiterests.
For example, Fauci defines health diplomacy as rivig the hearts and minds of people in poor coemthy
exporting medical care expertise and personndidset who need it most’ (Fauci, 200Thmmy Thompson, the
former United States Secretary and Human Servpresnoted the use of what he termed ‘medical diplorha
as an important element of the government’s antotsm strategy (Thompson, 2005hompson remarked that
‘what better way to knock down the hatred, the ieesrof ethnic and religious groups that are afedidmerica,
and hate America, than to offer good medical pading good health to these countries’ (Thompson5200

These definitions take a more holistic view of bb#alth and the international community. It movegdnd an
explicit focus on particular disease and insteatbgaizes how various manifestation of ill healtm dzave
negative consequences for international commutityould be wise to agree with Buss and Ferreied tiealth
diplomacy addresses health issues that transcetimhalaborders and expose countries to global érfaes
(Buss and Ferreira, 2010). It also ensure a betiere coherent coordination between the governmmdmalth
policies and external relations sector, not onlyagvocating the acceptance of health related goakhe
millennium development goals but also ensuring tihaise are incorporated into the countries heattth a
development plans.

Today, health diplomacy manifests itself in thregys: First, as disaster diplomacy which involvesvjating
relief to areas ravaged by natural disasters l&thguakes, tsunamis and drought (Ratzen, 200%.s€bond
form deals with one country or a group of countgegaged in developing healthcare infrastructu dountry
or a group of countries (Youde, 2008). The thirdrfcand the one that is the focus of this articlacesns
international agreements and conventions desigodatihg many parties together to address healticeros
(Youde, 2008)An important part of health diplomacy takes pladéhiw the World Health Organization. It is
significant to state that improvement in global Itiedad been negotiated within WHO in such mukitat
negotiations like the Bamako initiative. This isiadication that advances in global health and Xigrmsion the
health of Nigerian people has not been precipitatgg by leap in medical sciences and medical teldgies
but also through health diplomacy.

9. TheGenesisof SAPin Nigeria
Specifically, in June 1986, the Nigerian governmegfiter the popular ‘political debate’ adopted a poehensive
Structural Adjustment Programme that signalled depa from previous reform efforts. There were exé and
internal reasons why Nigeria embarked on Structdrdjustment Programme. Significant external reasons
included the collapse of the international oil neriwhich led to a drop in Nigeria's foreign exchangserve
from $8.50 billion in May 1981 to $2.85 billion iyecember 1981 and the downward slide in Nigerianmss of
trade as a result of fluctuations in the internalccommodity market (Kalu, 2000).
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Thus, in an attempt to stem the worsening econaiti@tion, Alhaji Shehu Shagari administration itngtd the
austerity measures through the Economic Stabitizafict of 1982, largely targeting Nigeria's excessievel of
imports (NCEMA). The measure emphasised fiscaliglise and reduction of state expenditure on soaiad

welfare services. The measure also included waggzdrand embargo on employment. When the auspality

did not succeed, government resorted to borrowimig the international financial market. The sitoativas further
compounded by the increasing interest rates raguftom a general decline in economic productivitythe

industrialised countries and the subsequent wodewécession in the early 1980s.

As a result of the recession, it became extremificat for Nigeria to generate a sufficient volenof export
service. It could not service its debts not té &bout reducing the principal debt stock or finagan adequate
level of current imports. According to Presidentalim Babangida, the failure of international fineah
institutions and private banks;

... to grant new credits substantially accountedte widespread shortage of

spare parts and raw materials and under-utilizatdoproductive capacity.

And of course of massive layoffs and retrenchménthe industrial sector

(Obiozor, 1992)

Therefore, the immediate impact of the declinimgi® of trade, recession, increasing interest ratesthe failure
of austerity measures, was an increase in Nigedgternal debts from $30 million in 1973 to welleo\v$20
billion by 1985 (Kalu, 2000).

The internal reasons can be located in the tramsftton of Nigeria from a poor agricultural economyo a
relatively rich, oil dominated one. In 1969, thésmctor accounted for less than 3 percent of GEPaamodest
$370 million in exports (42 percent of total exgdrtper capital income was on $130 and more thdnofia
Gross Domestic Product was generated in agriclilsgetor (NCEMA). By 1980, the oil sector had cotoe
account for nearly 30 percent of GDP, oil expootalted $25 billion (96 percent of total exportsidgper capita
income exceeded $1,100 (NCEMA). The economic pobcgntation during the 1970s left the country ill
prepared for the eventual collapse of the oil @ride the first half of the 1980s. Public investmeavas
concentrated on costly and inappropriate infrastingcprojects with questionable rates of return aizéable
cost implications while the agricultural sector wasgely neglected. Nigeria’s industrial policy wasvard
looking, with a heavy emphasis on protection and/egoment control which bred an uncompetitive
manufacturing sector. Rear Admiral Aikhonmu’s reknan the internal reasons for SAP is worth notiHg.
stated that:
. Nigeria had unfortunately grown to depend oh as the major and

dominant export and foreign exchange earner.. btineaucracies were large

and unwieldy ... the industries were not as effites they should have been

and were hampered by structural rigidities, overethelence on imports and

inadequate and unreliable infrastructures. Puldatas spending constituted

a large proportion of total national income (ObiQZt992).

Therefore, the combined effect of these externdliaternal factors was low capacity utilisationtire industrial
sector, inflation, high employment and virtual egomc retrogression (Obiozor, 1992).

The severity of the economic crisis resulted in khgs of investor confidence, a decline in privédesign
investment and a consequent decline in aggregatantk which led to further reduction in workers geheral
incomes. It was therefore in sharp reaction todal®gents that the Babangida administration attesnftesolve
the problem of underdevelopment in Nigeria throagfome grown structural adjustment programme.

The Nigerian structural adjustment programme wagyted to achieve the following goals:

1. restructuring and diversification of the productivase of the economy in order to reduce dependence
on the oil sector and on imports;

2. achievement of fiscal balance of payments viahility
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3. engendering and accelerating sustainable non-imfiaty growth;

4. stimulating domestic private sector involvement;

5. creating conducive conditions for foreign privagzter involvement which would bring in its wake

increased inflow of capital, skill and expertiselaastore investor confidence in the economy;
6. releasing the energies of our people for developmed non inflationary growth and
7. using market mechanisms to maintain an exchangefoatthe Naira - Nigeria's Official Currency

(Federal Government of Nigeria, 1986).

Given the above goals, the government proposed thietfollowing policies would be necessary for thei
implementation:

1.

10.

11.

An extensive review and rationalization of ... (Blig’'s) economic projects past, present and prejett
determine their viability.

Sharp reduction of aggregate public expendituretamtjet deficits;

The reduction of non-statutory transport to lowevels of government, which hitherto were used to
subsidize ailing or inefficient industries;

phased removal of subsides from petroleum produdtiogrants, loans and subventions to government
parastatals,

rationalisation of customs tariffs to achieve efffiex protection for domestic industries;
upward review of interest rates and reduction imiadstrative allocation of credit;

review of industrial policies aimed at removing mgatturing and investment obstacles in the economy,
such as import licensing and various administradipprovals hitherto required for investment;

incentives for farmers to increase agriculturaldquetion through the abolition of commodity boards;
enhancement in the efficiency of revenue collectigancies;

substantial adjustment in the exchange rate, motigh traditional devaluation but with the aid ofiater
bank market and

Rationalisation, commercialisation and privatisatf public sector enterprises with a view to pngni
down government involvement in the accumulatiorcpss (Federal Government of Nigeria, 1986).

Finally, the structural adjustment programme camnte éxistence in the Nigerian economy in July 1886 was
expected to be operated for two years terminatingune 1988. SAP in Nigeria was pursued in spitie@harsh
intolerable sufferings associated with it. The #ris problems were further aggravated by SAP. Adcay to the
World Bank, the Gross National Product (GDP) felldver 25 percent between 1987 and 1989, an indicaf

the general decline (World Bank, 1989). Moreovather than attract investment as was anticipatedgrises led
to divestment. Frustrated by the decreased pumfpagsowers and collapsing social infrastructure eifym

investors shifted their attention to Eastern Eurape elsewhere.

10. SAP and Health Care Delivery in Nigeria
One of the influential international policies thatpacted on health care delivery in Africa is theuStural
Adjustment Programme (SAP). The outcome of SAPdgregally believed to have been less positive for
health care delivery in resource challenged enviremts (Oluwole)lt cannot be denied that the structural
adjustment programme affected not only the livedNferians but the nature of events and socialityedad
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the country (Oluwole).eowenson (1993) in his review of SAP, concludeal fls impact had been negative
in terms of state of health, food security, andesscto care. Specifically, in Nigeria, it affectbé@ structure
of all the social institutions which included hda{Mangvuwat and Mangvuwat, 2010).

A study of the social impact of SAP by the Nigeriastitute of Social and Economic Research (NISER),
found out that it breeds mass poverty, declinirgndards of living deepening inequality between aloci
strata, rising unemployment, retrenchment, schoop dut, social disorganisation and hopelessnessand
succinctly ‘suffering and pain heard from every dag at school, in the market, on the farm, iniag$, at
home’ (NISER, 1988)However, for the purpose of this study, we shalraine the general impact of SAP
on health care delivery from two perspectives, Hgrd@ect and indirect impact.

10.1. Direct Impact on Health

SAP affected healthcare delivery through budges @rtd privatisation. It reduced the number of siibsd

health services and health centres compellingrnitividuals to purchase health services from theapei sector.
The quality of health services deteriorated asidorexchange to purchase drugs and other imporiedical

supplies became increasingly scarce. The consegsi@fi¢he decline in foreign exchange for healtle cervices
were severe. It brought about shortages of impadteds, migration of skilled health workers and elepment
of private medical practice (The Lancet, 199)rthermore, budgetary allocations of health whiell been
below 10 percent in most states in the countryesit282 further reduced as a result of SAP (Emeagh95).

This resulted in the increase in suspended heatjleqis and abandoned constructed sites for healitres and
hospital

In the first five years of the structural adjustmprogramme, 1986 — 1990, government allocatiothéohealth
sector ranged from just US 42 cents to US 62 gemtsapita, an amount which was grossly inadecoateat
an attack of malaria (Popoola, 1993).

The introduction of SAP and the pressure to redioe@rnment expenditure on health and to reorgaheséealth

sector to bring in private provisions and paymédaotsservices was seen as a major threat to edeityinstance,

the development of private medical practice creatddo tier system (Turshen, 199Batients who could pay
more could see private practitioners, get betteriges and attend special clinics and hospitalshéhupper tier

of this system, income determined access to sexvi@e the other hand, in the lower tier patientseveeependent
on national health services where charges put ¢éhéce out of their reach. Private practice alsiecéd the

nation’s health status because practitioners didundertake the preventive and community health sones

needed.

4.2 Indirect impact on Health

While SAP affected the delivery of health care cligethrough budget cuts and privatisation, it aleade an
impact indirectly by contributing to poverty (Biaajc Poverty is multidimensional and thus has themtial to
decrease health care delivery in many ways.

First of all, macroeconomic changes from SAP resulh reduced incomes and unemployment. It marked t
genesis of a considerable decrease in real incomteuaparalleled increase in food prices. The ecina@nisis
stimulated reduced food consumption, particulahlgt tof nutritious foods and an increase in maltiatri For
example, in Bornu and Yobe states in 1987, SAPritaried to an average decrease in energy and priotiike
of 27% and 33% respectively (Igbedioh, 1993). Dédfe surveys of nutritional assessment in Nigezigeal low
intakes of protein, energy, iron, calcium, zindathine and riboflavin in almost all age groups amthoth sexes
(Igbedioh, 1993). It is a truism that lack of propeutrition reduces resistance to disease. Foraricst,
malnutrition is the most common complication of lea, an important cause of death in children (fems
1999).Tuberculosis and cholera are additional diseaséshvelte complicated through lack of food (Bello94%

Available studies have attributed the prevalenceHbf/AIDs to poverty. The prolonged economic crisis
Nigeria occasioned by SAP left the productive ageug between 15-50 years unemployed some werer eithe
retrenched or retired to meet the conditions of SMRNngvuwat and Mangvuwat, 2010). Here, poverty le
women in particular into engaging in high risk saiinehaviour in hopes of bettering financial situat Finally,

69



International Affairs and Global Strategy www.iiste.org
ISSN 2224-574X (Paper) ISSN 2224-8951 (Online) JLINE]
Vol.15, 2013 ||S E

the lack of infrastructure also impacted on healitcomes. As earlier mentioned, countries manadéeig must
comply with SAP that demand decreased governmemdipg.

The government was unable to make the needed refeuch as land distribution, sanitation projeceslth care
and educational funding as such reforms might atfegir ability to service their debts and attrixeign capital

(Keifer, 1992). Spending on social goods such a®emand sanitation projects, roads and communicatiere

reduced despite the fact that water and sanitaonices are associated with decreasing diarrtisahses and
infrastructure development with improving acceskéalth services (Peabody, 1996).

11. Health Diplomacy under Structural Adjustment Programme: The Bamako Initiative

In an attempt to meet the growing crisis of scaroitdrugs and reduced access to quality health aarwell as
counter the negative impact of SAP, the Bamakdalnie (Bl) was launched in 1987 (WHO, 1987). Itswa
introduced against the background of the problerfinaincing health services experienced in the 1980sany
countries especially in sub Saharan Africa inclgditigeria. Despite the fact that they acceptecttive tenets of
comprehensive primary health care, they were bwdldny lack of resources and practical implementatio
strategies In particular, many health facilitiesked the resources and supplies to function éffdgt As a
result, health workers were sometimes merely pitgiagr drugs to be bought from private outlets, lisua
unlicensed and unsupervised. Moreover, many patirst confidence in the inefficient and under tesed
public health facilities.

All these developments, threatened to reverse dives @f 1980s. The core challenges were to promdditional
donor investment, stop and reverse the declineowrmment expenditure on social spending in geremdl
health in particular.

It was in recognition of this dismal situation titak WHO African Region in collaboration with UNIEEnN
September 1987, proposed measures at its annudihgn@é African ministers of health in Bamako, Médir
providing the necessary resources to deal decysiwéh the problem of health care delivery in mararts of
sub-Saharan Africa. These measures formed the bfwisat has been described as ‘Bamako Initiati¥¢. (The
Bamako Initiative sought to accelerate and stresmgthe implementation of comprehensive primary thezdre
with the goal of achieving universal accessibilitythese services. The Bamako Initiative was bailteight
principles:

9. improving PHC services for all;

10. decentralizing management of PHC services to did&vel;

11. decentralizing management of locally collectedgudtiees to community level;

12. ensuring consistent fees are charged at all Idgelsealth services, whether in hospitals, climciealth

centres;

13. high commitment from governments to maintain angagxi PHC services;

14. national policy on essential drug should be completary to PHC;

15. ensuring the poorest have access to PHC;

16. monitoring clear objectives for creative healthvgars (WHO, 1987).

The purpose of community financing was to captufi@etion of the funds households were already djpenin
the informal sector and combine them with governimaerd donor funding to revitalise health serviced a
improve their quality. Although countries followetifferent paths in implementing the Bamako Initiati in
practice they had one common core objective of iding a basic package of integrated services throug
revitalised health centres that employ user fees @mmunity joint management of funds. Several comm
support structures were organised around the cgeeda including the supply of essential drugsningi,
supervision and monitoring. The pace of expansisn saried depending on the availability of intdraad
external resources, local capacities, the need dk wat the speed of community needs and pressora fr
governments and donors. In essence, implemented@thwas a political process that involved chanding
prevailing patterns of authority and power.
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5.1 Implementation of Bamako I nitiativein Nigeria

In 1988, Nigeria adopted the Bamako Initiative asrategy for strengthening PHC with five major gaments.
These are; community participation through a vagradtlocal government, district and village levelnemittee;
improvement of Maternal and Child Health (MCH) sees; the provision of essential drugs, cost repoaad
enhanced management, supervision and monitoringrags(Ogunbekun et al, 1996). In 1995, out of tB8 5
local government areas, in Nigeria , 53 were redponto the Bamako Initiative (Ehimwnma, 199@y 1997
about 60 out of the 774 local governments in Negedvering approximately 10 percent of the popoiatiad the
Bamako Initiative (Shehu, 1997).

There are two identifiable features of implemewtatof Bamako Initiative in Nigeria. First is deceatisation.
Under the BI program each local government wasddiyiinto 4-10 districts. Each health district hatlealth
post, a health clinic and a health centre and lagss to a referral facility (Ehimwenma, 1996). e Thealth
activities in each Local Government Area (LGA) werentrolled by a primary health care management
committee chaired by a politician. Below this leaeé district and village development committeesliowing
the adoption and implementations of Bamako Initggticommunity pharmacies were established and ainey
financing mechanisms were adoptdde Drug Revolving Funds were created and operatedhe local
governments. The responsibility of implementatiénhe programme was placed on the health profealiomho
were reluctant to involve the communities in thegtivities. Drugs were supplied directly from canhtstores to
health facilities. District supervisors were resgibte for receiving the drugs at the facilities lo@half of the
communities and were held accountable for the @&ssotcfund. The funds generated by drug salesch &xcal
government area were deposited in its Bamako tividaaccount. It was intended that profits derivexin drug
sales would be shared between the local governinealth districts and communities.

However, various problem arose which affected wfficy. One of the problems was the failure of tisridt

supervisor to perform their duties diligently. Thesl to facility staff collecting drugs from thenteal stores in the
absence of the district supervisors. This scenasalted in a breakdown in accountability and deabgation of
district revolving drug fund. There were logistichhancial and quality control issues at operaticcommunity
levels.

It should be noted that once money had been ptidlie a Local Government Area’s Bamako Initiatheeount,

the withdrawal of profit for sharing between thereth levels proved impossible because of government
regulations. At some point, large amount of monsguaulated in the Bamako Initiative accounts ofaiarlocal
government areas because profits were not sharbdtivé communities. Thus, on several occasionscedpe
during the period of financial stringency, some eZliExecutives of the local government took fundasrfrthose
accounts to pay salaries and meet other commitn{&htsnwenma, 1996). Consequently, the drug revglvin
funds suffered serious decapitalisation.

Misuse and mismanagement of resources meant thatese were denied especially to people who weastle
able to pay for them. To mitigate inequities, exéoppolicies were introduced, but there was nalente of
effective mechanisms. For instance, none of the £ Bad a consistent and uniform policy for exempfrom
payment for services. Decisions on this matter wsteally made by the development committee whiah i@
means of ensuring implementation because healttkemrand resources were controlled by the local
government.

It was against this background that the NationdmBry Health Care Development Agency (NPHCDA)
organised a conference in 1993 where these isseesawnsidered. The conference recommended thainal$
generated in the Bamako Initiative should be re@iat the level of generation (Ehimwenma, 1996)s Th
recommendation was accepted by the Federal Govetnmith the consequence that drug revolving funald h
to be operated at all levels of implementation.HEBGA, district and village or community receiveeesl drugs
and began to run a revolving drug fund.

Each district had a bank account into which theceeds from drug sales are paid, the authorisettsiges
being the chairman and treasurer of the distrigeigment committee and the district health sugerviVillage
development committees were also encouraged to baek accounts where local banks exist. However, th
decisions on the use of drug revolving funds weaglerexclusively by committee members.
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The second feature is community participation.tdpesed with the decentralisation of drug revolvingds
was the ‘cash-and-carry system’ whereby each \@lle@mmittee purchases drugs from its district whicturn
buys them from its local government (Ehimwenma,8)99t was only the local government that was iiect
contact with the drug manufacturers from whom tinegd were obtained. The major objective of the new
approach was to achieve the greatest possible caitymparticipation in health activities through tlestrict
and village development committees. These bodiellaboration with the staff had joint responstiilfor
managing resources in their districts on the bakihe guidelines issued by the National PrimargalteCare
Development Agency for the use of surplus fundsegeted by drug sales. The district supervisorsutatied the
needs for drug replenishment and which were castélle ‘cash-and-carry’ prices set by the localegoment
areas. The committee discusses the matter antisfied approve the release of funds for the pusetaf drugs.

The decentralisation of resources made the comimaninore accountable and they also realised that
decapitalisation of their drug revolving funds iésin an inability to replenish stock. Thus, decelisation was
accompanied by an improvement in the mobilisatibeanmunity resources. Community funds were used to
build and renovate drug stores and some commuihitied vehicles in which drugs were brought totlkstrict
rather than waiting for the local government.

However, officials of the LGA were reluctant to ept changes that transferred the control of funds fthem

to the communities. Health workers resisted suggesthat they should be accountable to the contiesrand
that local people should play a part in the manageraf drug revolving funds. This obstacle was kadlby the
National Primary Health Care Development AgencyLasal Government functionaries were visited by an
Agency officer bearing a letter detailing actioase taken and the expected outcome.

Although the profile of equity in access to healths raised, yet there were no concrete accomplistsnie this
regard. Development committees were directed tsiden the subject and NPHCDA also made two progosal
for exemption mechanism that might be applied tsques unable to pay for health care. But the fitedision

on this matter was the responsibility of the coneeai$. It has been argued that all the LGAs thatvedo
increased coverage and utilisation were donor agsupported and it is doubtful if the same candid about
government supported LGAs (Uzochuketal,)

One remarkable stage in the implementation of Banaitiative was the launching of the National Difaglicy
in 1990 and the subsequent revision in 2005. Theh& Drug policy provides direction for the casbjective
of the Bamakao Initiative which is equitable accesessential drugs at the community level.

It is worthy of note that towards the late 1990s Fetroleum Trust Fund (PTF) invested a substaatredunt
into revitalising the drug revolving fund in publealth facilities nationwide (Osibogun, 2005). kwtance, a
study on the impact of the Bamako Initiative in Qjver Local Government Area Southeast Nigeriagtasvn
that there was a steep rise in some indicator®a6 JUzochukwtet al). This development was attributed to the
injection of drugs from the Petroleum Trust Funtb ithe health system which increased drug avaitghil the
public health institutions. However, the effortdfered serious setbacks. First, planning was higllytralised
such that inappropriate drugs were in some casksext from the central planning unit and subsedyentted
for delivery at peripheral centre. Moreover, thétleaecks in the process resulted in the late dgfiwf drugs
that soon expired without benefitting the averaggeNan. Furthermore, the implementation of PTHstgace
was flawed strategically in view of the fact th&t® management committees at the local level weteawived
before the commencement of the scheme. Other maabpeoblems that arose included the requirement f
duplicity of efforts on the part of peripheral hbalvorkers who had to maintain two records and mapp
systems for their facility drug revolving fund aR@F sponsored drug revolving fund.

In the final analysis, the PTF sponsored drug rgmglfund succeeded in most instances in buryiegattiginal
drug revolving fund. There was a general declinéhi basic indicators between 1999 and 2001 foligvihe
phasing out of the PTF resulting in scarcity of giuin health centres. Nevertheless, the new sirateg
dramatically increased accessibility through comityumased health care reform resulting in morecédfit and
equitable provision of services. Consequently, mm@hensive approach strategy was extended tohhesalée
with subsequent improvement in the health careieficy and cost.
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12. Conclusion

There is no doubt that most of the countries indgd\Nigeria that adopted the Bamako Initiative awed
significant results. Nigeria has been reorganistaghealth system since the adoption of Bl in 19@¥ch
promoted community based methods of increasing saduéty of drugs and health care services to the
population through the implementation of user fedewever, the Bamako Initiative was not without its
limitations. The application of user fees to poouseholds and the principles of cost recovery dsgang
criticisms. Although many African countries adopted approach, only in a handful were initiativealed up.
Even in those countries like Nigeria where Bamatitidtive has been deemed a success, poor peapledi
price as a barrier. Consequently, a large sharendtduse essential health services despite exensptnd
subsidies. It is interesting to note that the paynmod money for services especially health careises is not
alien to Africa.

Hence, it may not have been the reason for thepatronage. Der Geest (1992) remark is instructivéhis
respect; ‘money is not a new phenomenon in Africd that paying for goods and services does not teed
conflict with existing traditions of reciprocity ithe field of health care’. However, the underlyipigpblem is
that a cash payment will not work in a society iniein people do not have money during certain perit@such
cases, the Social Health Insurance Scheme witlivensal coverage of both the formal and informaltees can
offer a solution. There is also the urgent neeéht@stigate the socioeconomic groups of househudd are
using and not using the health centres in ordeaddress the equity implications of Bamako Initiativn
addition, the revolving drug funds should be seenamly as an instruments for cost recovery bub als entry
points for strengthening the health care systemiammtoving health security. This is attainable tigh the
promotion of partnership between community orgaiors and health service staff in the delivery of
responsive, appropriate, integrated and accepledalth care of good quality including rational dugg. In the
final analysis, this article has shown the importaf health diplomacy as a key driver of socionernic
progress of developing countries like Nigeria. listwise it depicts how diplomacy and health intere
promote social development.
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