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Introduction feasibility of evidence-based policy in different
countries. What are the cost-effective interventions

International health witnessed many changes in thfor MCH? Which are being used and which are left

late 20h century. In terms of health status there wason the shelf - and why?

a growth of chronic diseases but a worsening of

some infectious diseases like HIV and TB. Within Moving towards the root causes of

health systems there was experimentation with de-ll-health

centralization and sector wide allocation pro-

grammes (SWAPs). The research world called forWe now know more about the relationship between

more evidence based policy while governments de-poverty and health. In particular, we know about the

bated the percentage of GNP spent on health and arelationship between income inequality and health.

gued about how best to allocate expenditure withinThis is important for all countries because it illus-

the health sector itself. What can we learn from theserates that relative, as well as absolute, poverty mat-

dynamic times in terms of mother and child health ters for health. We know that good income, educa-

(MCH)? Below | present a summarized, partial tion, physical environment and social relations (so-

viewpoint based on my own research and experienceial capital see Harphaet al?) are associated with

of working in international public health for the last good health. But how often do we see arguments for

twenty years. investments in these sectors linked to health? The
last century saw failure in inter-sectoral action for

Understanding the relationship between re- health (see for example Harphaal 3). While we

search and policy need to avoid the rhetoric that accompanied those

earlier attempts, we must capitalize upon the wider
Great strides have been made in enabling researchergsourced which are available for improving health.
to advocate evidence-based policy. Of particular useLet us move out of our sectoral boxes - and train
are the meta-analyses, previously limited to Europeyounger colleagues to be better at inter-disciplinary
and North America, which are now being underta- work.
ken on health problems which predominate in the = We also need international champions to high-
South. See for example, a summary of the work onlight the role of poverty in health. In the 1970s and
malaria by Omari and GarnéHowever, many re- 1980s United Nations Children's Fund (UNICEF)
searchers remain naive about the relationship betwas successful in the promotion of MCH. In the last
ween research and policy. They feel advocacy is beten years it seems to have lost its voice and vision.
yond their remit and expect policy makers to be asSimilarly, the heady days of World Health Organiza-
convinced by the evidence as themselves. Althoughtion (WHO) leading the global move towards prima-
more health researchers are now studying the policyry health care are long since gone. We now have an
process there is still little understanding about theagency which focuses on single topic issues and ap-
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pears to be more vertical, medicalized and net en over time can be evaluated). Evaluation needs to be
gaged in the politics of healtheY, at the same time, de-mystified, properly planned, resourced, and im
agencies which address povers.g. the \Wirld plemented with rigourVast resources have been
Bank, seem unable to successfully link health intodedicated to health information systems and man

poverty reduction strategies. agement information systems but community-based
information is still poor and we are mainly depen

The inability to scale up pilot projects dent upon the relatively infrequent Demographic
Health Surveys and similar exercises when it comes

We have seen a move from projects (orfe srhall to systematic population based health data. Censuses

scale, often cost-intensive initiatives) to programmesin many countries remain unreliable and irregular
(an array of activities involving day-to-day imple Lack of such routine data adds to thefidiflties of
mentation of regular activities, including manage evaluations.

ment and administration). This was partly a result of

the failure to replicate, or scale up, pilot projects. Conclusions

However we still see a plethora of projects which

are not costed and which will never be replicated orThere is inevitably a tension between specialized, fo
extended, due to resource constraints. Basic costingcused, narrow approaches to MCH and brgactar
are needed for all projects and a realistic assessmeitextual, integrated &frts. The 1980s were charac
of the feasibility of replication should be made be terized by the latterthe 1990s by the formewe

fore embarking upon any project. need to take the best from both - a typical post-mod
ern mixture. The challenge is to identify pastsuc
The need for proper evaluations cesses and failures in the relevant cultural and politi

cal settings. 'One size' will not fit all. Howey#rere
Evaluation has become a science of it 3wAnd yet are still suficient similarities in health problems and
MCH professionals are lgely unaware of it. As a health systems to allow some common learning.
result, projects and programmes often fail to haveEvaluation needs to inform policy and action, and re
specific objectives with measurable outcomes andsearchers can make a valuable input to the design
fail to collect baseline data (against which, changeand implementation of evaluations.
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