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ABSTRACT

Making well-informed decisions about how best to achieve MDGs depends on the ability of public
policy makers in accessing the best available evidence about what is known to work and what could be
potential benefits, and ways to integrate solutions into complex and often under-resourced health
systems. Conditional cash transfer programmes have been largely explored as a policy for improving the
education and health outcomes of poor children in developing countries as well as a tool for long-term
poverty alleviation; but needs to be appropriate to the context and both fiscally and politically
affordable. In DRC, the crisis and conflicts of the past decades severely affected the health status of the
population and degraded the health system. Consequently, efforts in reducing infant and under-five
morbidity and mortality are seriously hampered by widespread poverty and economic deregulation.

The aim of this paper is to question the feasibility and affordability of cash transfer comp&ed to
alternatives: an outreach health and nutrition programme with a behavioral change communication
component and the elimination of basic health care user fees. The results show that children health
outcomes may instead be driven by the equal distribution of quality services through outreach health and
nutrition programmes (20% to real GDP) than a large scale health-oriented conditional cash transfe
(25.9% to real GDP). A number of issues is outlined with regard to the country’s socio-economic and

political context : (i) health-oriented conditional cash transfer cannot operate in DRC due to supply-side
constraints and lack of health supply strategy, logistics and engineering ; (ii) targeting is somewhat time
consuming and irrelevant in such context with a headcount averaging 77% ; (iii)) outcomes of a
geographic focused cash transfer programme could be expected on improvement of nutritional status,
but less on the rise of health demand and would be difficult to scale-up.



1. Introduction

The challenges relating to the realization of child rights in the DR@ramenous. According to the World Bank,
over 70% of the population lives below the international poverty line of $tgpta per day A recent study
revealed that poverty is overwhelmimgaffecting children more than adults and reports that nearly 77% of the
children in the country live below the poverty in&he national poverty line has been set back to $ 0.72 per
person per day and the proportion of children living in poverty is still very &i§l6%). Despite the national
economic growth estimated at 12% in 2008, the average income per capita remains as low as US$ 102.

Children are disproportionately represented among the income-poonamydsuffer from severe deprivation.
Also, the resources devoted to the social sector remain inadequate and do not fit in a long-tectivpetspgite
the fact that the country adopted a Poverty Reduction Strategy Paper (PRSP, 2006) tdiethéour years
Medium-Term Expenditure Framework (2007 2010). The DRC ranks 167 out of 177 on the Human
Development Index (HDI). The problematic and highly vulnerable position of children is furtleetedfin their
lack of access to health services, quality education, and their exposure to |pdnydipsychological violence.
They are paying a heavy tribute as they are the most vulnerable to widespread petenibration in the quality
of life, high unemployment, rising food prices, and grave inequity in access to basic social services.

With alow State budget allocation to health care and the low demand from the populatioreginert@ poverty
(both monetary and non monetary), the country continues to face major diffiagdtibe levels of morbidity and
mortality remain high. It is not surprising that reducing infant and under-five (U5) mpitadieriously hampered
under this condition. In the past six years, the under-five mortality rate (U8istihed, but by not more than
49", Even though the recently completed Demographic Health Survey (DHS, 2007) confirms a n&wb5M
148 out of 1,000 live births, the reduction of the mortality rate will not begénfiar DRC to be on course for
achieving the MDGs by 2015.

These morbidity and mortality ratare exacerbatdaly the appearance of new challenges facing the health sector:
(i) strong proliferation of HIV / AIDS whose prevalence is estimated at 552007 (DHS, 2007) and affects
primarily the portion of the population living in poor conditions, f@surgence of tuberculosis, which usually
accompanies HIV/AIDS, (iii) persistence of malaria, which currently accountfto 50% of consultations and
28% of hospitalizations, (iv) low coverage of obstetric care, marked by increastdnah and neonatal
mortalities. These situations are likely to increase the risk of mgyrtakpecially among children and women
with low nutritional status. On the other hand, the populatimraccessibility to basic health care services affects
both social and economic activities by reducing their performance and abikityrito This leads to an economic
loss of the potential labor force, both in terms of gross volume and productivity andqueniy, economic
growth as it has been clearly demonstrated by Sen (1995) in his human capital theory.

In the recent years, a number of strategie teeen explored in order to enhance human capital accumulation
and impact household welfare in view of breaking intergenerational transmidspmverty. An illustration of

this is the approach of social risk management advocated by the World Bank (sac#dtspmcluding direct
cash transfers and approaches seeking complementarities between public (social security) andycsystaors
(palliative systems), health insurance and health mutuals. This paper attempts ® thegbatential impact @t
child-focused cash transfer programme wathealth-oriented conditionality in reducing physical vulnerability
(with a focus on child malnutrition) among the under-five to meet 2 objec(iyeme that directly offsets the
income effect of the shock through transfer of an amount of cash per child uredier dizch household and ; (ii)
one that seeks to mitigate the consequences of vulnerabilities on human development outcoasesustitan
status of children. Our analysis therefore aims to answer 2 essential quéBtiens universal or targeted cash
transfer to reduce child morbidity and mortality fiscally and adminigéigt affordable for theDRC given its
actual macroeconomic context? (#)a child-focused health-oriented universal cash transfer program the most

1 DRC Public Expenditure Review, World Bank report 42167 ZR, Dece0i¥t

2 Pauvreté des enfants et disparités en RDC, UNICEF RDC, Kinshasa juillet 2008
3 Democratic Republic of Congo, Economic report: Fall 2008, Worldbank.

4 UNICEF MICS 2001, UNICEF SOWC 2008



appropriate and cost-effective way to meet universal access to basic healthpeaiallgsn this post-conflict
situation?

2. Problem identification: Child and Infant Morbidity and Mortality
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Data from DHS survey indicate some improvement over the past few years. ifetee$dr the period 1998-
2001 is 165 per 1,000 live births, against 172 in 1993-97. However, most of the éemgrdvis concentrated
among ages 1-4 years, likely reflecting better care since the end of itheaciwvhile infant mortality, thought
more sensitive to health care services, hardly changed. At the same time, ofalonitition among under-five
children estimated at 31.1 % in 2007 (figure 2) may have incre@setistent with this very poor nutritional
situation, 48% of children aged 6-59 months had moderate or severe anemia in 200 hewbit/dlence was
18% among women aged 15-49 years.

Using underweight as a proxy for socio-economic conditions, figure 2 illestlabw the prevalence of
malnutrition among children were dramatically deteriorated during the period aisvaell as the increase in
child and infant mortality (figure 3). The projections towards the 2015 MDGgdmsuggest that the country
would not be able to achieve health-related MDGs and could only reach the piet-dignfte$, far from the
expected benchmark§h@alve, between 1990 and 2015, the proportion of people living extreme poverty and
hunger’). Even with such assumptions, the indicators hide disparities between pddregsintile: Q1) and
better-offs(5" quintile: Q5), and between rural and urban aréhese also lead to large differences in health
outcomes between different socio-economic groups and areas. While 52% of childeztfive in rural areas
were chronically-malnourished (stunted) in 2007, prevalence was 36% in urban areas. Refldutiwery poor
nutritional situation, 50% of children aged 6-59 months in rural areas had modesatem anemia in 2007,
compared to 45% in urban areas.

Malaria is also highly endemic and contributes a great deal to child morhiditynortality. The disease is
widespread and reported to account for over half of outpatient visits, onethaspital admissions, and 25-
30% of child mortality (UNICEF, 2008). Population-representative survey datashawarly shown that fever is

associated with 40% of child deaths (IRC, 2004, cited by UNICEF, 2008).

5> These figures represent the levels at which the country was before the outbrestiibés Further efforts are therefore
needed to reach the levels obtained during the commitments to the MDGs (1990)
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Graph 2 : Trends in underweight among children agb€l ¢ Graph 3 : Trends in child and infant mortality (children aged !
months 59 months)
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Legend :

Red = Actual evolution of the indicatpr

Green = projection towards the MDGs horizon (2015) and
Orange = Projection expected as per MDGs to the benchmark
Sources: DHS 1990, MICS 2001, DHS 2007.

Based on epidemiological evidences, the causal relationship between highest preamlstumting, iodine and
iron deficiencies, and inadequate cognitive and social-emotional stimulation wamidete (Grantham-
McGregoret al, 2007; Heckmaret al, 2006; Berlinskiet al, 2006). Also, it isa known fact that the course of
infectious diseases such as malaria and HIV/AIDS is much more detrimentaid@mourished than for other
categories. Therefore, programmes that promote child development through prewentmgroving child
nutrition and health (in an overall morbidity reduction perspegctieduce the effects of social, environmental,
and infectious risks of morbidity and mortality especially among the uiderThis leads, in a medium term, to
consistent cognitive and socio-emotional outcomes and, in a long term to educationelgrerégremployment
improvement, and disruption of intergenerational cycle of poverty.

4. Problem analysis
4.1. Structural causes of child morbidity and mortality

Though the deterioration of the key health indicators in the DRC comes ftonjegtural situation, it is also fair
to acknowledge that several structural factors stand to be the direct causes obdtitityrand mortality: (i) the
country’s poor health policies, (ii) a multitude of supply constraints, (iii) the recent food crisi§\grtie loss by
several households of their livelihood.

After a long period of structural adjustment marked ‘tbelt-tightening measures combined with poor
governance and disappearance of the Welfare State, the Government spending orcswsifised to keep up
with population growth and to adequately respond to increasing health needs and d€awankas become less
and less affordable for a growing number of people, especially for the pdooesurrently, thedeas of “cost-
sharing” and “community financing” (Bamako Initiative, 1987) adopted by the country and operationalised
through formal and informal direct payments imposed on the users of public begdtservices (= user fees)
have been detrimental to a large proportion of the population, especiallyefpotnest. However, to a large
extent, these schemes have failed to meet expectations with respect to addi#smate generation,
improvement of quality of services and the predicted increase of healthesetilization. On the contrary, a
dramatic and sustained drop in the use of services was observed, given tbigdiarorthy remainede facto
excluded from the system.

At the opposite of the strong health need and demand, the health services supplpoemaspecially in rural
areas due to numerous disruptions, lower-than-projected production growth, and small ewespgerating
illegally. This situation has worsened considerably, leading the informateeoviders to play a significant
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role on household-level utilization of health services without any guarantdeewngtiality. The 2001 MICS
found that more than 25% of children with fever received care from drug sellers.

The estimated annual requirements to develop and support health services shown in theéemadixpenditure
framework are in the range of US$ 430 million in the period 2008-2010. This is around US$ 6capitzer
annually, a level of public spending on health care that would be consistent with a eatimtap annual GDP
per capita of around US$ 200, but still in an unrealistic range.

Regarding social protection scheme, DRC like most sub-Saharan African cobaties explicit policy with
regard to national solidarity and redistribution of wealth. The vast mapfrithe population, estimated at 95%
(ILO, 2001), has no social security coverage. The option taken by policymakers wasidbthestoveragdo
public sector employees under the labor code, registered and able to pay regular cmstiribhg informal
sector, rural people, self employed and unemployed were excluded from the public systbrmakas the need
to strengthen social safety nets in assisting poor families to cope with deaioimge without sacrificing the
expenses related to school and health care more than necessary.

On another level, the social affairs sector has experienced a paltry buitlget, record of US $ 33 million in

2008 (see figure 5), equivalent to US $ 0.6 per capita. On this line of publicirepenearly half (48%) is

devoted to the central administration costs. Thus, the amount budgeted is not nespssariynd, therefore, is
likely to overestimate the social protection expenditure as % of GDP.

A fact that deserves to be stressed is that conflicts have repeatediysieohtaneous changes due to multiple
displacements (DRC abounds more than half of IDPs in the sub-region), the loss ofvapesdbpility in a
context of general insecurity. Households are therefore struggling dahstire their livelihood mainly based on
small-scale agricultural activities and livestock. The continuing ftagif the ecosystem due to inadequate
rainfall, the increase in food prices due to the dual financial and food crisi factas that explain the negative
effects on food sovereignty with visible consequences on child nutrition and health.

As a result, the living conditions of the poorest households are deteripraithgan increase in the level of
household indebtedness and a reduction in the quality and frequency of meals, thus irfosdansgcurity and
manutrition. For example, the price of imported rice in DRC in July 2008 was thanedouble its level a year
earlier. Similarly, cooking oil and fresh vegetables have increased by oyardgnt. This is greatly limiting
accessibility to nutritious food for rural and urban households (especially lirased by women or children).
These crises, if left unattended, have the potential to undo the progreedasttihO years and put the Country
right back at pre-1990 levels. Malnutrition is known to have long-term cognitive addgbivity effects on the
children involved and may generate cumulative economic costs, 3% td GDP annually. This outweighs any
short-term fiscal savings from direct nutrition action to prevent maliirdnd promote adequate growth in
young children.

During the years 1990-2005, the proportion of people living below the poverty lineroose8©% in 2001 to
70.8% in 2005 (Table 1; ref. PRSP, 2006); the influence of insufficient cesoon access to health care has
impacted on the lower level of child mortality. Given these factors, changles mortality of children under 5
years can be explained by differences in access to care due to the situation of paranésnehoemedied by
programs addressing poverty and disparities. Furthermore, the probability fiat e chée before his 5th birthday
decrease as the educational level of mothers increases. Thus, infant mortaagaddrom 135 in children
whose mothers have not studied ab®%7n those whose mothers have reached the level of higher education.

The largest part of GDP comes from agriculture (especially cash crops)dastty 31.3% and 29.7% in 1990,

and 39.8% and 22.3% in 20@&pectively. The share of services remains close to 31%. This means in a long run
that improving the situation of children e®not automatically come from a change in the structure of the
economy or increase in real income, but rather on fair social service offer.



3. Policies options to overcome child morbidity and mortality

To identify the optimal option in terms of cost-benefit and cost-effectigemeshe reduction of child morbidity
and mortality, we considered 3 different approaches/alternatives which are in fastahasive : (i) a health-
oriented large scale cash transfer programme with a monthly growth monitaringildren under two (and
guarterly visit for those from 3 to 5) at a therapeutic feeding centertiomteducation for mothers, and the
provision of vitamin A supplements and deworming; (ii) an outreach health andomupibgramme with a
behavioral change communication component given the deterioration of the health systémm ped dapita
allocation to health care (2% of the total government expenditure); @iijntbbilization of resources from the
government to support the elimination of basic health care user fees.

The first approach relies on a rights-based approach to emphasize not omgsbguences of the program but
also the process through which these are achieved with multiple objectivedy:ndma alleviation of current
poverty through targeted cash transfers, and the generation of a sustained dequessgyi by conditioning
these transfers on the accumulation of human capital (i.e. nutrition and hetlf) by households. Two other
approaches which have gained prominence over the last decade hesithaeedgStreetenet al, 1981) and
capabilities approaclk{Sen, 1985; Sen, 1987). Both of these approaches distinguish between incomeas"a "
or as an "end", and highlight the commonly observed lack of strong correlation bdatweene and other
outcomes that enter into one's concept of development.

4. Methodology and data

The objective is to determine whettpotential health-oriented cash transfer program, targeted or universal, is
economical and cost effective, taking into account the direct and administratige tcosnplement such a
programme. The costs of alternatives have been calculated based on public expeaxttigurénan budget
allocations. As the cost-benefit analysis requires calculating the opportunitypfcepending an equivalent
amount on other programs, the question is whether the marginal benefit of an additiomasmoitamore
effectively on a program of cash transfer compared to the marginal benefit eétrandollar raised to the
elimination of user fees in the health sector. We have chosen to make ialsulzdsed on quantitative
techniques taneasure the cost of a potential cash transfer programme and determine whether it is ecandmical
cost-effective in order to reduce poverty and accumulate human capital.

The data used in our calculations ares#foom the general population Census projections (1984), i.e. well before
the conflicts stagd High levels of mortality for the period 1990-2000, population displacement and various
migrations make theses values unreliable. However, in the absence ofarmteatevant data, the figures are in
fact considered as being official. From a simulation based on informal sector artlypwrvey (1-2-3), we
estimated a U$ 10 per child per month for the least interesting scenario and US $ 15 pepahitibnth for the
better one, the direct costs of the transfer. Administrative costs havdiffezit to determine because such
programme in DRC should be multi-seetioimvolving several administration®g no administration has the
formal institutional competency to deliver such a social programme alone). pifiour calculations, &
administrative cost of 12% of the delivering costs of the program would benadae, even if it seems high
compared to other experiments in which these costs were approximately 5%. Becpoge gifvernance and
administrative malfunction, leakages will also be high (estimated at about 30%).

5. Results and discussion
5.1. Design and structure of transfers: size, conditionality and coverage

Social transfers constitute subsidies in cash or kind to householddividuals for the purposefo
supplementing their income or consumption. In this context, they are primarihstrument for poverty and
vulnerability reduction of the under-fiveslso, transfer sizes related to health and nutrition conditions are
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generally lump sum. There have been a number of different approaches to the ddsatraisfer. In most
cases, the amount of the health/nutrition transfer represents the diffeetween the consumption of an average
extreme poor household and the food poverty line, with some variations (i.e., thapjarpoverty gap for
children under 6 only). The goal of this type of transfer is tm average - move households living in indigence
to a minimum consumption level. In addition to a basic needs and political issue umigimmsumptiors seen

as a pre-requisite to human capital investment. Another approach is to base theamamsie on the opportunity
costs of accessing health care, which has resulted in a lower average rrangfgr. For the purposes of the
present paper, it is important to note that the health and nutrition grant lump sum stavctigemaller families.

The determination of the size of the transfer is consistent with the country tcordeked by a significant
increase in food prices and experiences in neighboring countries where the size ofsfee Wwas averaging

US$ 12 per child per month, although some countries have transferred more than US$ 25 per child per month as is
the case in Lesotho and South Africa. Taking into account the government previsibies Nfedium Term
Expenditure Framework for the year 2010 (which takes into account the levemdhgnd the inflation rate at

its current level), the real GDP was estimated at US$ 12.2 billion. Yed & a transfer to cover the food basket

for a child per month in urban areas (US$ 10) and with non foods (US$ 15nddeclito urban / rural was not
deemed necessary in our analysis because the most relevant data were lackiegr lthatch transfer of US$ 15

per child per month would have more impact with positive externalities in tdratsess to basic health care and

basic education.

In order to receive the montbh-month conditional cash transfer, beneficiary households must comply with a set
of conditions related to the use of preventive health services and attendanoerithly growth monitoring for
children under two (and a quarterly visit for those from 3 to 5) at a therajpeeding center, nutrition education

for mothers, and the provision of vitamin A supplements and deworming. This padlseggices will enable the
country not only to cope with the challenging issues of child malnutritianalba to contribute to the African
strategy for child survival and development (SASDE), a strategy that the country is prepamplghaoent.

The nutrition outcome is expected to result from the combination of the iadre@®me from the transfers, the
growth monitoring and the nutrition knowledge provided to caregivers. Since thécdpeding centers are not
located in all health zones in the country, a pilot experience in areas whbreesiters could be used is needed
but the scaling-up of such programme will remain a major challenge. The behb&myeccommunication
strategy focuses on infant and young child feeding practices as recommended by WHOIGE#, ilisease
preventive measures, home-based care, recognition of danger signs, and care seskihkgcfoldren and
incorporates not only mothers but also other influential caregivers such as grandmdtherddition, the
management of acute malnutrition which includes the use therapeutic foods has to leesednip all the
intervention areas.

5.2. Universal or targeted programme?

The issue of children in situations of vulnerability is a complex type in anoement such as the DRC. It is the
conseguence of a heterogeneous group of children whose common point is to live in an envimfaverable

to their socio-emotional development: street children, abused children, chilgharmated from their parents,
children in conflict with the law, exploited children, refugee children,bieshchildren, etc. It should be noted
that these subgroups are not exclusive. It is possible for a child to be both disabtedthe street or on the
street and abused, etc. This further complicates any targeting. It is thereforet difffmofect a reduction of child
poverty and vulnerability by acting exclusively on family structures @stite case in Latin American countries
Interventions of this nature can ortlyuch a group of children (living in households). A good class of children
said Orphans and Vulnerable Children - OVC living outside a structured houselatdtwie affected by the
cash transfer programme even though they culminate worst poverty and vulnerability.

Tackling child poverty reduction and vulnerability will be effectivé iflevelops a balanced mix of universal (at
the household level) and targeted services (specific groups), including outreach (sogiehtreatstreets, career
sites exploiting children, legal protection, etc..), and preventive measuresnfbatdbe risk of social exclusion)
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for children from disadvantaged situations in many ways. Can we really talk abgetirtg in a context where
77% of the population lives below the poverty line? Even relying on the exssitigl systems, targeting in this
context aim to strengthen the social divide and increase administrative costs agddedke cash transfer can
not be selective in a post-conflict environment like DRC because it willelptriding the targeted groups. Cash
transfer directed to U5 caregivers is already a criterion of discriimmat the allocation of subsidies. Thus,
going for a universal programme is worthwhile as it will normally reach adtieal maximum of 3 children per
household, without limiting the number of children that can berfgfit, it should be made easier for migrants and
IDPs to enroll in the programme and draw benefits in their new areas of residence., @edrlequires the
establishment of an integrated management information system for civil registkaticimat is an investment that
would be well worth making to improve the efficiency and security of the wholeregigtration system, as well as to
make it more flexible and convenient for citizens who move residence.

5.3. Costs and potential benefits

To inform decisions about those options, it is important to look at some cost comparisons, faffordability, and
political feasibility. The number of children estimated to qualify for the program is JiRidghrand reinforces the idea

that this type of program is difficult to implement in a post-conflict context witlespread poverty. Giving a monthly
direct cash transfer of US$ 15 to each child under age 5, would cost US$ 1.75 billion perhjlearefiming the
transfer to US$ 10, would cost 1.52 billion per year. The total cost of the program is likely to be in the range of US$ 2.1
billion to US$ 3.2 billion based on delivery costs which includes the cost of the tratiséeagiministrative cosend
leakages. The evaluation of costs should also take into account the costs of the program in the broadérsoaraext
protection if the implementation is universal. Simulations based on both scenarioscatatioalof costs as indicated

in Table 2 reported that the prognammis not affordable for the government because that would mean 17.7% to 25.9%
of its real GDP in 2010 and the entire budget of the Ministry of Social Affairegimentst current expenditures),
while it is known that for Social affairs, current expenditure in absolute terms do not exéeed 52

Table 2: Costing of the programme using the 2 different scenarios

Nb. of $US $US
population 10/month/child 15/month/child
Population 63226000
Estimated number of U5 12645200
Estimated Nb of beneficiaries per households 12645200

Average number of U5 per households 3

Average monthly monetary benefit per household 45 45
Average monthly transfer 126452000 189678000
Average Annual Transfer 1517424000 2276136000
Average transfer as a % Poverty line* 1168416480 1752624720
Pre-Transfer Household Consumption 9104544 9104544
Administrative cost (12%) 182090880 210314966.4
Leakages (309) 455227200 682840800
Extra-programme costs 637318080 893155766.4
Total annual cost (incl. admin costs and |eakages) 2154742080 3169291766
Total as % to real GDP (201®) 17.70% 25.90%
Total as % to Social affairs expenditure 64.13% 94.32%

* National poverty line actually rank at US$ 0.72 per person per day
** 2010 real GDP as per national MTEF
T As percentage of the delivery cost



5.4. Discussions

Given the challenges, it is not surprising that chiltrérealth outcomes may instead be driven by the equal
distribution of quality services through outreach health and nutrition progmr{2086 to real GDP) than a
conditional cash transfer (25.9% to real GDP) assuming that all alternaacesol the same benefits in term of
life quality gained. This raises the following question: is a lasgde cash transfer prograra financially and
administratively affordable and feasible in DRC given its actual socio-edoramd political situation? While
both supply and demand side factors are likely to be important, without upafmahtsis, it is difficult to
determine which policy or what combination of policies is most cost-effeactivBRC government investment
without a descriptive and bivariate analysis on expected outcomes.

The estimated annual requirements to develop and support health services asipldmaddTEF are in the
range of US$ 430 million in the period 2008-2010, around US$ 6.50 per capita annually, a Ipubliof
spending on health care that would be consistent with countries with an annual G&pifeof around US$
200. The achievement of health-related MDGs therefore suggests an exponential inaresmarce levels and
requires annual public spending of US$ 16 to US$ 22 per capita, rising to US$ 30 té0UI®y this standard,
current estimated total domestic and international public spending of around U458 ®in DRC implies a
minimum annual gap of US$ 10 per capita, or US$ 600 million additional required resources.

The deterioration of the macroeconomic balances and the dollarization of the ecoa@®asiausly jeopardizing
the ability of the government to use the traditional monetary instrumentsatiagpshny domestic borrowing
immediately to inflation and exchange rate depreciation. Precariously low ofisgives (equivalent of only 4
weeks of non aid-related imports at end-2007) also meant that the authoritiesldnawlaligin of maneuver to
ensure high and shared growth and create fiscal space for carrying out powingfigrograms. Potential
availability of funding is therefore not enough to ensure the successful ictimdaf cash transfers as a national
programme. This also requires a favorable political and social climatepmplonents who will advocate for the
necessary share of the budget. Beside, at the institutional level, therayeingredients to achieve these
objectives: improved fiduciary control over revenue collection and public expergjitiecentralization, reforms
to create professional and accountable civil service, transparent natural resourameahag mention a few.

The successful experiences of cash transfers as a policy option in Latic@niesia or in some Eastern African
countries have taken into account the ramifications and issues at the policy magin@Hisvone advocates far
political solution with key players such as the Ministry of Finance and the MireétPlanning, where the
financial implications of the program should be sufficiently analyzed beforagofir the programme or its
alternatives. The establishment of such mechanism also requires a rather imjogistioe and engineering to
render the system transparent and fair, this is what is still lacking in tlity abigovernment to efficiently
implement at a reasonable scale.

A number of health policies have focused on access to care for the poor with a central ghestibmincrease
demand of care fahe poor?” There is an existing UNICEF, World Bank, WHO, initiative on maternal, new born
and young child health, and DRC was selected to be one of the pilot countriedatjitiring of 2006. The
remaining question is how to identify the core minimum package which could be offeeeaf ftharge for under

5 children and pregnant women within that initiative? The partnership is alsotmyangduce a health financing
strategy with an emphasis on improving the levels and management of public finaticéegks to improve
national government and donor financing rather than user fees (50.43% to real GDP).



Table 3: Policies alternatives and costs

Palicies alternatives Estimated total % toreal GDP
cost (2010)
(billion US$)
Health-oriented universal cash transfer programme 3.17 25.90%
Outreach health and nutrition programme* 2.51* 20%
Elimination of basic health care user fees 6.33 50.43%

* The distribution of nutritional supplements is now integrated with Vit A and deworming
** From the Health Sector MTEF, and does not take into account leakages llgdowa

More work on estimating the cost of implementing the DRC health sector deeglibptrategy is needed. The
health sector development strategy adopted in 2006 intends to phase support geograimice) gt extending
progressively the geographic coverage of a comprehensive package of services. Tmamdia fequirements
to implement this strategy will depend on how geographic expansion targetingneddéirst, the package of
health services to be supported requires costing. Second, realistic projections of expansiooverage of this
package are needed. Further work on the MTEF will need to reflect such anallgsisate time as remaining
realistic in terms of both the likely available resource envelope and absorption capacity.

User fees and drug costs raise significant barriers to access to cae foothand one of the aims of domestic
and international public financing is to substitute for the current level bfepocket payments in order to
improve access for the poor. The 2007 target is already inoperative, as the heedtipalin the 2007 budget
represents 5.7% of the total (excluding debt payments). Given the budget executidrdescribed previously,
even this level of spending is unlikely to be achieved. If these targets wergamdeaissuming that total
government expenditures are around 20% of GDP, which is consistent withyemes)f then government health
spending would be US$ 150 million in the first year, US$ 275 million in the secont$® 325 million in the
third.

6. Conclusion

Although the cash transfer and elimination of user fees are being debated, @vasabirces would not allow
public provision of basic health services free-of-charge to the entire populatien targeting the U5. Evidence
of the severe impact on access to health services by poor populations in DitfCtlteiconflict led to calls for
elimination of user fees (MSF, 2001) and cash transfer conducive to human capital accumGiatiently, the
issue has been raised in the context of development programs. In any casecitheopauailable resources
makes this debate somewhat moot: currently, it is neither possible to pitwidasic package of health services
free-of-charge to the entire population, nor is it to provide cash to househadsh a post conflicts situation
where the Country is struggling to stabilize its economy. Reducing findnacigrs to utilization and the burden
on households will require some combination of exemption policies and the provisionaf iigkly-subsidized
selected high-impact services. Such strategies are, to some extent, alrphaye im DRC and they require
strengthening in combination with the necessary external subsidies. This leads tdlothimg conclusive
remarks: (i) conditional cash transfer cannot operate in areas like DRGuyply-side constraints without a
comprehensive health supply strategy, logistics and engineering to lower leallagesstrative costs; (ii) In a
context of generalized poverty (headcount = 77%), targeting is time consumingetengitt; (i) The outcomes
of a geographic focused cash transfer programme could be expected on improvemetipofhstetus, but less
on the rise for health demand and would be difficult to scale-up.
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