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Donor government funding, directly and indirectly through contributions to multilateral organizations, accounts for most
external health aid channeled to the developing world, and as such constitutes a major component of the global health
response. This paper provides an analysis of Of cial Development Assistance (ODA) commitments for health provided by
donors between 2001 and 2008, as reported to the Organisation for Economic Co-operation and Development (OECD) by
Development Assistance Committee (DAC) member countries and multilateral organizations.?® In addition to updating prior
reports prepared by the Kaiser Family Foundation,*® it is intended to complement efforts by others to track health funding®
and to expand upon them by broadening the de nition of health to include water and sanitation activities.” Collectively,
these resource tracking analyses are central to assessing progress on global health, including toward meeting internationally
agreed-upon health targets, such as the Millennium Development Goals (MDGs).®

The current analysis nds that ODA for health rose signi cantly between 2001 and 2008, after adjusting for in ation and
exchange rate uctuations. Donors have continued to focus international attention on global health through such efforts as
the U.S. governments Global Health Initiative,® the Group of Eights new signature initiative on maternal, newborn, and child
health,'® and the upcoming United Nations Summit of world leaders designed to accelerate progress towards the MDGs.*!

Despite these past increases and new initiatives, the future of donor funding for global health remains uncertain, given that
the onset of the global economic crisis began after donor governments made their budgeting decisions for 2008, the most
recent period for which standardized ODA health data are available. This signi cant lag in the availability of data hampers
efforts to monitor, and potentially address, real-time changes in donor funding for health. Going forward, then, the effects of
the economic downturn on health ODA ows and the needs of countries in the developing world, will need to be assessed.

Key highlights from this year s report include:

Overall ODA: Between 2001 and 2008, gross ODA?13 nearly tripled in nominal terms, with increases in nearly
every sector, rising from US$55.1 billion to US$158.2 (a 187.1% increase). After adjusting for in ation, currency
revaluation, debt relief, and aid to Irag and Afghanistan, the $103.1 billion increase in real terms was $58.3 billion,
an increase of 74.8%. A particularly steep increase was reported between 2007 and 2008 (an increase of more
than $31 billion, or almost 25%), largely driven by economic infrastructure projects. In recent years, an increasing
share of ODA has been provided in the form of ODA loans, which require some level of repayment, as compared
to ODA grants, and loans have been a signi cant driver of recent increases in overall ODA.

Health ODA: Funding for health more than tripled between 2001 and 2008, rising from $7.6 billion to $26.4 billion
(248.7%), an increase in real terms even after adjusting for in ation and currency revaluation. Health grew as a share
of overall ODA as well, rising from 13.8% to 16.7%. As the base of donor funding for health has grown, largely due
to the start-up of big, new global health initiatives earlier in the decade (including the creation of the Global Fund
to Fight AIDS, Tuberculosis and Malaria, and the U.S. Presidents Emergency Plan for AIDS Relief, or PEPFAR), the
rate of increase has slowed, although the overall amount of funding has continued to rise.

Health ODA by Donor & Region: The U.S. was the single largest ODA donor to health, accounting for nearly
a third (31.1%) of nancing in 2008, and its share has grown over time. European nations, together, accounted
for more than a quarter (28.1%) and the European Commission adds another 3.1%. Multilateral institutions
represented 24.2%. Most health funding was channeled to Sub-Saharan Africa (43.5%), followed by South/Central
Asia (13.3%).

Health ODA by Sub-Sector: Within the health sector, which is comprised of the three broad areas of population/
reproductive health (which includes HIV/AIDS & STDs), general and basic health, and water and sanitation, funding
for population/reproductive health accounted for the largest share of health funding in 2008 (39.4%), as it has in
prior years, with the remainder split between general/basic health (31.4%), water/sanitation (29.1%). Looking within
these broader categories, funding for HIV/AIDS & STDs accounted for the largest share of health funding (30.0%) in
2008, followed by large-system water supply/sanitation'* (18.5%) and basic health care (9.3%). All other subsectors
within health received 5.9% or less of funding in 2008.
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Total ODA Commitments for Health and All Other ODA, 2001-2008

U.S. $ BILLIONS

$158.2
[ Other ODA

l Health ODA

2001 2002 2003 2004 2005 2006 2007 2008

Note: Amounts in gross US$ commitments. Health ODA combines data from four OECD CRS sub-sectors: (1) Health; (2) Population Policies/Programs
and Reproductive Health (includes HIV/AIDS & STDs); (3) Water Supply/Sanitation; and (4) Other Social Infrastructure and Services — Social
Mitigation of HIV/AIDS Source: Analysis of data obtained via online query of the OECD Development Assistance Committee (DAC) Database and
Creditor Reporting System (CRS), June 22, 2010.
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Total ODA

Between 2001 and 2008, gross ODA nearly tripled in nominal terms, rising from US$55.1 billion to US$158.2 billion,
a 187.1% increase (see Table 1 and Figure 1).

Some of the increase was offset by in ation and exchange rate changes; a considerable portion was for debt relief and
aid to Iraq and Afghanistan (see Table 1, Figure 5).1° Aid to Iraq and Afghanistan, for example, accounted for about
11.7% of ODA commitments in 2008, and drove 17.5% of ODA growth between 2001 and 2008. After adjusting
for these combined factors, the increase over the period in real terms was $58.3 billion, an increase or 74.8%.

Over the same period, government/civil society funding grew the most in percentage terms (increasing 296.7%,
from $4.8 billion in 2001 to $19.0 billion in 2008, followed by health (248.7%), emergency assistance (248.2%)
education (185.6%) and Multisector/Other (162.9%) (see Table 1).16

One of the steepest annual increases in ODA over the eight year period was reported to have occurred between
2007 and 2008, a $31.3 billion (or 24.7%) increase. Between 2007 2008, funding for commodity aid rose the most
(91.0%, see Figure 2), followed by economic infrastructure (49.7%), and production (26.9%). Health increased by
13.2%. Looking at the main drivers of the $31.3 hillion increase (see Figure 3), economic infrastructure projects
drove almost a third (31.3%) of the growth, followed by multisector projects (16.5%), commodity aid (16.0%), and
health funding (9.9%); all other sectors drove 8.0% or less of the growth.

Economic infrastructure and multisector projects have consistently represented the largest shares of ODA over time.
In 2001, economic infrastructure accounted for almost 20%, as did multisector funding; in 2008, they accounted
for 18.6% and 18.2% respectively. Funding for health increased somewhat as a share of ODA, rising from 13.8%
in 2001 to 16.7% in 2008. Debt relief, as expected, accounted for a decreasing share of ODA, due to the timing of
speci ¢, large, debt relief transactions in 2005 and 2006; debt relief then fell as planned by more than half between
2006 and 2007, and rose slightly in 2008.1"18 (see Figure 5).

ODA is provided in the form of both loans and grants. ODA loans, which require some level of repayment, are less
concessional than ODA grants, and therefore cost more to the recipient country.*® The amount of ODA provided
in loans vs. grants has uctuated over time (see Figure 6). In 2001, more than a third of ODA was provided in the
form of loans; by 2006, it had dropped to 16.4%. More recently, ODA loans have been on the rise and represented
22.0% of ODA in 2008; ODA loans drove almost a third of the increase in ODA between 2007 2008.

TABLE 1: TOTAL ODA BY MAJOR SECTOR, 2001, 2007, 2008

Gross US$ Commitments in Billions

2007-2008 2001-2008
2001 2007 2008 +/- $ (%) +/- $ (%)
Multisector/Other* 11.0 23.6 28.8 +5.2 (21.8%) +17.8 (162.9%)
Commodity Aid 4.3 55 10.5 +5.0 (91.0%) +6.2 (143.4%)
Government/Civil Society 4.8 16.5 19.0 +2.5 (14.9%) +14.2 (296.7%)
Economic Infrastructure 10.8 19.7 29.5 +9.8 (49.7%) +18.6 (171.8%)
Health** 7.6 23.4 26.4 +3.1 (13.2%) +18.9 (248.7%)
Education 4.1 11.1 11.6 +0.5 (4.0%) +7.5 (185.6%)
Production 5.3 9.3 11.8 +2.5 (26.9%) +6.5 (121.6%)
Emergency Assistance 3.1 8.7 10.7 +2.0 (22.8%) +7.6 (248.2%)
Debt Relief 4.2 9.1 9.9 +0.9 (9.6%) +5.7 (137.0%)
TOTAL $55.1 $126.9 $158.2 +$31.3 (24.7%) +$103.1 (187.1%)

* Represents combined data from six OECD CRS sectors and sub-sectors: (1) Multisector/Cross-cutting; (2) Administrative Costs of Donors; (3) Support of NGO s;
(4) Refugees in Donor Countries; (5) Unallocated/Unspeci ed; and (6) Other Social Infrastructure & Services (excluding Social Mitigation of HIV/AIDS).

** Represents combined data from four OECD CRS subsectors (1) Health; (2) Population Policies/Programs and Reproductive Health (which includes HIV/AIDS
& STDs); (3) Water Supply/Sanitation; and (4) Other Social Infrastructure and Services  Social Mitigation of HIV/AIDS.
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Health ODA

Funding for health tripled over the period, rising from $7.6 billion to $26.4 bilion (see Table 1 and Figure 1), an
increase in real terms even after adjusting for in ation and currency revaluation.

As a percentage of total ODA, health increased from 13.8% in 2001 to 16.7% in 2008 (see Figure 5); it consistently
represented the third largest sector between 2001 and 2008, with the exception of 2003 (4") and 2007 (2™).

Funding for health grew at a much faster pace (248.7%) than overall ODA between 2001 and 2008 and was the
second fastest growing sector, after government/civil society (which grew at 296.7%).

The most signi cant rates of increase in health commitments occurred in the early part of the 2001 2008 period,
largely re ecting the start-up of new global health initiatives, particularly the Global Fund and PEPFAR. As the base
of donor funding for health has grown due in large part to these new initiatives, the rate of increase has slowed;
between 2007 and 2008, the annual rate of increase in health ODA was less than overall ODA (13.2% compared to
24.7%).

As with overall ODA, health ODA is also provided in the form of loans and grants, although over time, a decreasing
share of health ODA has been provided in the form of loans, dropping from 34.1% of health ODA in 2001, to 22.8%
in 2004 and 19.9% in 2008.

Health ODA by Donor

The U.S. was the single largest donor to health ODA in 2008 ($8.2 hillion), accounting for nearly a third of health
funding (31.1%) and an increasing share over time (the U.S. accounted for 22.2% of health ODA in 2001) See
Table 2 and Figure 7. The U.S. accounts for a larger share of health ODA than overall ODA (31.1% compared to
20.0%, respectively, in 2008) and, between 2001 2008, its share of health ODA increased at a faster rate than its
share of overall ODA.

U.S. funding nearly quadrupled between 2001 and 2008 (a 389.6% increase). Much of this was due to commitments
for PEPFAR, the Presidents Emergency Plan for AIDS Relief. PEPFAR was initially authorized by the U.S. Congress
for $15 billion over ve-years, starting in FY 2004; actual funding commitments for PEPFAR over the ve-year period
totaled almost $19 billion, though not all of this was reportable as ODA. The total also includes commitments for
the PMI, the Presidents Malaria Initiative. (The program has since been reauthorized by Congress at a level of US$
48 billion dollars for the period 2009 to 2013.)

European nations, collectively, accounted for 28.1% of health ODA commitments in 2008 ($7.4 billion), more than
tripling their 2001 funding level (a 247.7% increase over the period). The European Commission accounted for an
additional $823 million, or 3.1% of the 2008 total.

Other multilateral organizations accounted for a quarter of health commitments in 2008 at $6.4. billion (24.2%),
down from their share in 2001 (31.0%).

Health ODA by Region

Sub-Saharan Africa received the largest share of health funding of any region in 2008 (43.5%), and accounted for a
growing share of health ODA (see Figure 8). Funding for the region drove most of the growth over the 2001 2008
(46.0%).

Funding for South/Central Asia accounted for the second largest share in 2008 (13.3%) and was the second largest
driver of growth by region, between 2001 and 2008 (12.3%).

The next largest region, by share of funding in 2008, was East Asia (8.7%). All other regions accounted for less than
7% of total health funding each.

A signi cant portion of health funding (17.9%) was allocated globally rather than to a speci ¢ country recipient.
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Health ODA by Sub-Sector

Within the health sector, which is comprised of the three broad areas of population/reproductive health (which
includes HIV/AIDS & STDs), general and basic health, and water and sanitation, funding for population/reproductive
health accounted for the largest share of health funding in 2008 (39.4%), as it has in prior years, with the remainder
split between general/basic health (31.4%), water/sanitation (29.1%). See Table 3 and Figure 9.

Funding for population/reproductive health increased the fastest over the period (almost a ve-fold increase) and
drove half of the growth. Funding for water and sanitation more than doubled and funding for general/basic health
increased by 225.9%.

Health ODA, Activities by Sub-Sectors

Looking at speci ¢ health activities within these broader categories, the greatest share of funding in 2008 went
to HIV/AIDS & STDS related programs (30.0%). Large-system water supply sanitation® accounted for the next largest
share (18.5%) followed by basic health care (9.3%), Reproductive Health Care (5.9%) and health policy/management
(5.6%). Malaria and TB efforts together accounted for 6.5% of 2008 funding while basic drinking water supply &
sanitation received 4.4%. Family planning accounted for just over 2 percent (see Table 3 and Figure 10).

Most of the growth over the 2001 to 2008 period was driven by funding for HIV/AIDS & STDs (37.8%), followed
by large-system water supply/sanitation (15.7%) reproductive health care (7.0%), basic health care (10.0%) and
malaria control (6.6%) (see Figure 11).

Some sub-sectors that serve as building blocks for health continue to receive only small amounts of funding in
2007, such as medical education and training (0.1%) and health education (0.1%), raising questions about the
underlying development and sustainability of health systems.?%:2

The only sub-sector that experienced decreased funding over the period was water resources protection, which
also accounted for a small share of health funding.

Conclusion

Tracking donor government funding is one important component of monitoring global progress to improve health in low- and
middle-income countries and this analysis indicates that donors increased their health ODA over the 2001 2008 period.
Moreover, health grew as a share of overall ODA, re ecting its priority among donors. At the same time, caution about future
donor assistance for health may be warranted the data in this report, although the most recent available on health ODA,
re ect decisions made prior to the global economic crisis that struck in the second half of 2008. The data also indicate a
slowing in the rate of growth of health ODA. Still, donor attention to global health has been evident in the post-economic crisis
era, with new initiatives being launched, such as the U.S. governments GHI and the G8 s recent launching of a new maternal
and child health initiative. Preliminary estimates from the OECD predict limited overall ODA growth for 2009 2010,% with
mixed prospects among donors. How health fares within this will be important to assess.
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TABLE 3: HEALTH* ODA BY SUB-SECTOR, 2001 & 2008

Gross US$ Commitments in Billions

2001 2008 2001-2008
Sub-Sector $ $ $ +/- % +/-
Health/Population HIV/AIDS, STDs** 0.81 7.94 7.12 875%
Basic Health Care 0.58 2.47 1.89 329%
Health Policy & Admin. Management 0.25 1.57 1.32 525%
Reproductive Health Care 0.92 1.47 0.55 60%
Malaria Control 0.01 1.26 1.25
Infectious Disease Control 0.47 1.03 0.57 120%
Family Planning 0.48 0.59 0.11 23%
Basic Health Infrastructure 0.13 0.56 0.44 336%
Tuberculosis Control 0.01 0.47 0.46
Medical Services 0.18 0.38 0.20 113%
Population Policy And Admin. Management 0.21 0.30 0.09 44%
Basic Nutrition 0.08 0.25 0.17 224%
Medical Research 0.03 0.17 0.14 512%
Health Personnel Development*** 0.03 0.11 0.08 274%
Medical Education/Training 0.08 0.09 0.01 15%
Health Education 0.04 0.06 0.02 55%
Health/Population Total 4.31 18.74 14.43 335%
Water Water Supply & Sanitation Large Systems 1.94 4.90 2.96 153%
Basic Drinking Water Supply And Basic Sanitation 0.72 1.16 0.44 61%
Water Resources Policy/Admin. Management 0.30 0.95 0.65 218%
River Development 0.03 0.24 0.21 847%
Water Resources Protection 0.02 0.21 0.20 1308%
Waste Management/Disposal 0.25 0.18 -0.07 -29%
Water Education and Training 0.03 0.06 0.03 107%
Water Total $3.28 $7.71 $4.43 135%
Total Health ODA $7.59 $26.45 $18.86 249%

* Represents combined data from four OECD CRS subsectors: (1) health; (2) population policies/programs and reproductive health (which includes HIV/AIDS &
STDs); (3) water supply/sanitation; and (4) other social infrastructure and services - social mitigation of HIV/AIDS. Sub-sectors are ranked above by amount of
funding in 2008, within the health/population and water supply/sanitation subsectors, respectively.

** Represents combined data from two OECD CRS purpose codes: (1) STD control including HIV/AIDS; and (2) Social mitigation of HIV/AIDS.

*** Represents combined data from two OECD CRS purpose codes: (1) Health personnel development; and (2) Personnel development: population and
reproductive health.
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Total ODA Commitments for Health and All Other ODA, 2001-2008

U.S. $ BILLIONS
$158.2

1 Other ODA
Il Health ODA

2001 2002 2003 2004 2005 2006 2007 2008
Note: Amounts in gross US$ commitments. Health ODA combines data from four OECD CRS sub-sectors: (1) Health; (2) Population Policies/Programs
and Reproductive Health (includes HIV/AIDS & STDs); (3) Water Supply/Sanitation; and (4) Other Social Infrastructure and Services — Social

Mitigation of HIV/AIDS Source: Analysis of data obtained via online query of the OECD Development Assistance Committee (DAC) Database and
Creditor Reporting System (CRS), June 22, 2010.

JIKYV1 6>
The 2007-2008 ODA Increase: Percent Change by Sector

U.S. $ BILLIONS

Commodity Aid
Economic Infrastructure

91.0%

Production

Emergency Assistance
Multisector/Other
Government/Civil Society
Health

Debt Relief

Education

TOTAL

Notes: Amounts in gross US$ commitments. Health ODA combines data from four OECD CRS sub-sectors: (1) Health; (2) Population Policies/Programs
and Reproductive Health (includes HIV/AIDS & STDs); (3) Water Supply/Sanitation; and (4) Other Social Infrastructure and Services — Social
Mitigation of HIV/AIDS. Multisector/Other ODA combines data from six OECD CRS sectors and sub-sectors: (1) Multisector/Cross-cutting;

(2) Administrative Costs of Donors; (3) Support of NGO’s; (4) Refugees in Donor Countries; (5) Unallocated/Unspecified; and (6) Other Social
Infrastructure & Services (excluding Social Mitigation of HIV/AIDS). Source: Analysis of data obtained via online query of the OECD Development
Assistance Committee (DAC) Database and Creditor Reporting System (CRS), June 22, 2010.
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