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	Dewan S. Billal, Ph.D, 
Postdoctoral Fellow 
Department of Otolaryngology, Wakayama Medical University, 811-1 Kimiidera, Wakayama 641-8509, Japan, 
Muneki Hotomi MD, Ph.D , Professor Noboru Yamanaka, MD, Ph.D 

Send response to journal: 
Re: Policies of funding in developing countries
	Sir- In Editorials Jan De Maeseneer and colleagues1 discusses about the distribution of financial support in heath to improve the overall health status in the developing countries in the world. The authors urged that most of the aid allocated to vertical programming rather than horizontal programming in the developing world. The authors proposed to divert 15% of aid to horizontal programming for strengthening primary health care through governments in the developing countries. 

However the pattern of primary health care is different from one country to another country. A comprehensive study in Bangladesh, in children aged 1-4 years revealed that 26% of all deaths were due to drowning, followed by pneumonia (23%), malnutrition (16%), and diarrhoea (10%)2. The study concluded that there has been a gradual shift in the cause of child deaths in Bangladesh from infectious diseases to noncommunicable diseases and injuries. Most of the drowning deaths occurred before noon when mothers and relatives are busy with household works. Age of the mother (more dying in aged mothers), literacy (less schooling high drowning), family income (less income high drowning), family members (high family members high drowning) are identified as risk factors for dying due to drowning.2 Death due to drowning could be averted by the awareness and proper education of the parents and relatives. 

In a cohort study between 1976 and 2005 for about 200,000 inhabitants of Matlab in Bangladesh showed that the educational differentials for mortality were substantial; the OR for more than 8 years of schooling compared with no schooling was 0.30 (0.21-0.44) for maternal mortality and 0.09 (0.02-0.37) for abortion mortality respectively.3 

In a study in Bangladesh showed that 87% of the mothers sought care for their newborns and some were taken to several different providers, the commonest being homeopaths (38%) and village doctors (37%; quack)4. Among them, 17% were taken to trained providers, and only 5% to government health facilities and seeking care from trained providers was found to be associated with the gender of the neonate, birth order, antenatal care of the mother from trained providers, father's education and monthly expenditure of the family 4. A study by Alex Mercer et al. reported that 24 (11.42%) case mothers said that evil spirits were responsible for sickness and death of their baby, and nine (37.5%) of those cases sought care from a traditional healer who cast spells, applied spirit water and amulets5. 

Almost all the studies in the developing countries including Bangladesh are concerned about education (not only health), poverty, food security and awareness. To satisfy the Millennium Development Goals by 2015 world leader should be made efforts to raise community awareness regarding health and upgrade the socioeconomic status, to sustain success. 

In conclusion, 25% of vertical funds might be diverted to government common health fund, from where 15% should be used for primary health care and another 10% for expansion of education, awareness about health, better financial access for the poor, poverty reduction, and food security. 
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Send response to journal: 
Re: Disease specific funding supports health systems and communities
	Dear Sir, Madam 

HIV is an unprecedented global emergency which requires an urgent, co -coordinated global response. 

It is unfortunate that the many important points within both the editorial (1) and the article on the Alma Ata (2) were detracted from by the suggestions that primary care and health systems have severely suffered because of direct disease specific funding. 

First, as the article by Gillam itself acknowledges, decisions that led to selective rather than comprehensive primary care approaches and eventually starved primary health care from the political and financial support it required to succeed pre-date most of the current vertical initiatives and certainly AIDS funding. 

HIV affects the world’s most poor and marginalised communities who often do not have access to basic primary care. In 2000 the nations of the world committed to eight millennium development goals. Three of them, MDG4, on children’s health, MDG5 on maternal health and MDG6 on HIV itself will not be reached if the situation with HIV epidemic is not reversed. 

Reversing the HIV epidemic requires strengthening of health systems and addressing access to primary care and we welcome the call to support funding. It is not true to however to suggest that investing in HIV has little or minimal effect on health systems, or primary care. The work of many community based organisations funded through the AIDS response has certainly contributed to the primary / community level of health systems. The work of many activists living with HIV/AIDS has changed the dynamics between health workers and their clients / patients leading to much strong community involvement. 

Over the last few years there have been notable successes with reversing the epidemic in a few countries. Now is the time to ensure that these successes are built on and maintained by integrating the emergency HIV responses into health systems and strengthening the integration with maternal child health, sexual health, TB programmes and communities. 

There are advantages and disadvantages of providing disease specific funding (DSF) compared to direct government budget support. DSF can be provided urgently and used to target key global priorities; it is also easier to build public and political support for it. There are some disadvantages –it may establish separate, parallel health systems, and these priorities are not necessarily the recipient government priorities. However one important issue is that general funding cannot guarantee allocation to ‘less politically attractive’ or less ‘acceptable’ areas which need to be addressed to reverse the epidemic. Many of those groups who need funding often fall outside of government priorities such as youth, injecting drug users, gay and other men who have sex with men, sex workers etc. 

The world should learn from the advocacy and leadership which have been demonstrated in the countries which have had successes with the epidemic and use these platforms to advocate for a comprehensive response to HIV that includes strengthening primary care. It should continue to provide money for both disease specific and general health system strengthening. 
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