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PREFACE 

The Development Centre has for some years been at the forefront of the debates on aid 
effectiveness in poverty reduction, on the appropriate governance of development finance and 
on the importance of financial-resource alignment to recipient countries’ priorities. This working 
paper addresses these issues as they relate to health sector financing. It is particularly timely in 
light of the continued spread of HIV/AIDS, the acuteness of health risks from infectious diseases 
and the increased focus policy makers have placed, in the context of the Millennium 
Development Goals, on improving health conditions for the poor. 

International development assistance directed towards health falls far short of needs. 
Priority setting is therefore all-important. This study takes a close look at aid allocations for 
health and reaches three major conclusions: 

The increased share of ODA from OECD donors devoted to health in recent years has 
essentially been a response to the HIV/AIDS crisis. With the exception of infectious disease 
control, other health assistance has lost weight in total ODA, as have the major pro-poor areas of 
health intervention. Second, resource allocations towards combating HIV/AIDS and to a lesser 
degree improving reproductive health are much higher than those that would have been 
expected had the “ burden of disease criterion” been used to set priorities, as measured by  
disability-adjusted life years lost due to any given disease. The implication of this finding is that 
nutritional deficiencies or injuries are not given the priority they deserve. Finally, there seems to 
be no clear relationship between the health-care priorities of poor-countries, as expressed in 
Poverty Reduction Strategy Papers, and health-related ODA. This last finding demonstrates that 
improving the alignment between health assistance and recipient-country priorities remains an 
important challenge for donor countries. 

 
 
 
 

Prof. Louka T. Katseli 
Director 

OECD Development Centre 
9 June 2005 
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RÉSUMÉ 

Ce document se propose d’analyser l’évolution de l’aide publique au développement 
(APD) consacrée à la santé, au sida et à la population (HAP) afin de collecter des informations 
sur les priorités identifiées. Plusieurs conclusions s’imposent. 

Le VIH/sida apparaît clairement comme la première priorité de l’aide internationale en 
matière de santé. Si la part globale de l’aide HAP dans le total de l’APD a sensiblement 
augmenté au cours des dix dernières années, l’assistance à la santé perd en fait du terrain dès 
lors que l’on exclut les données relatives au VIH/sida. Mais il y a plus : les sous-secteurs de la 
santé (hors VIH/sida), qui sont en général considérés comme « favorables aux pauvres », perdent 
en importance dans l’APD en matière de santé. Ces évolutions — qui contredisent la place 
officielle accordée à la santé en tant que secteur primordial du développement et la 
reconnaissance croissante des liens entre santé et pauvreté – se retrouvent autant chez les pays 
bénéficiaires de l’aide pris dans leur ensemble que chez les pays moins avancés. Elles permettent 
d’expliquer et de souligner l’importance des mises en garde de la communauté internationale 
chargée de la santé publique, qui estime que l’aide internationale en matière de santé reste 
insuffisante. Elles soulèvent également une interrogation quant à l’efficacité de l’allocation de 
l’aide HAP par rapport aux besoins des pauvres. 

Seule exception à ce déclin, le contrôle des maladies infectieuses qui a vu sa part 
augmenter. Étant donné les fortes externalités transfrontalières associées aux maladies 
infectieuses, cette augmentation pourrait être liée au regain d’intérêt pour les biens publics 
mondiaux, notamment dans le domaine de la santé dans les pays pauvres. D’autres explications 
peuvent cependant être avancées. 

Des recherches précédentes avaient montré que, dans le domaine des maladies 
infectieuses, les priorités de l’APD reflètent des facteurs autres que la charge de morbidité telle 
que mesurée par l’indicateur des années de vie corrigées de l’incapacité (AVCI), qui reste l’outil 
de hiérarchisation le plus cité. Ce document confirme cette conclusion et l’élargit à toutes les 
grandes catégories de maladies. Le VIH/sida et, dans une moindre mesure, la santé maternelle et 
génésique reçoivent davantage de ressources que leur contribution à la charge de morbidité ne le 
justifie. Plusieurs explications sont discutées. Les catégories de maladie qui attirent bien moins 
d’APD que prévu, étant donné leur contribution à la charge globale de morbidité, sont la 
nutrition et les lésions. De nouvelles recherches s’imposent donc, pour définir de manière 
explicite des stratégies de hiérarchisation dans lesquelles la charge de morbidité ne sera que l’un 
des nombreux facteurs pris en compte. 
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La question des biens publics mondiaux étant de plus en plus évoquée pour justifier 
l’aide internationale, certains craignent que les bailleurs n’intègrent plus les priorités des pays 
bénéficiaires au moment de décider des orientations de l’APD. Ce document compare la 
composition de l’APD au niveau d’un pays avec les priorités sanitaires exprimées dans les 
documents de stratégie pour la réduction de la pauvreté (DSRP). Aucune corrélation claire n’est 
identifiée. Si l’on peut invoquer des problèmes de méthodologie, il n’en reste pas moins que cette 
incapacité à trouver une corrélation tangible entre la place de la santé dans les DSRP et la 
composition de l’APD est préoccupante. D’où la nécessité d’apporter des améliorations au 
processus DSRP et aux décisions d’allocation de l’APD, voire dans ces deux domaines. 
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SUMMARY 

In this paper, trends in official development assistance (ODA) for Health AIDS and 
Population (HAP) are analysed to gain information about revealed priorities. The major findings 
are as follows: 

HIV/AIDS is clearly the top priority in international health assistance. While the share of 
HAP in total ODA has increased significantly over the last decade, however, if HIV/AIDS is 
excluded, health assistance is actually losing, not gaining share in total ODA. Even more striking, 
apart from HIV/AIDS, the health sub-sectors generally considered pro-poor are losing share in 
health ODA. These trends, inconsistent with the emphasis placed on health as a key sector in 
development and with growing recognition of the links between health and poverty, are true 
both for aid-recipient countries as a whole and for least-developed countries. They help to 
explain and underscore the urgency of warnings emanating from the international public health 
community that international support for health development is insufficient. They also raise the 
issue of whether HAP assistance is being effectively allocated to address the needs of the poor. 

An exception to the rule of declining shares is infectious disease control, which has 
experienced an increase in share. Given the strong cross-border externalities associated with 
infectious disease, this increase would be consistent with growing interest in global public good 
(GPG) aspects of health in poor countries. However, other explanations are possible, as well. 

Previous research has shown that in the area of infectious diseases, ODA priorities reflect 
factors other than the most commonly cited prioritization tool, the burden of disease as 
measured by Disability Adjusted Life Years (DALYs). This paper extends and confirms this 
finding for all major disease categories. HIV/AIDS and, to lesser degree, maternal and 
reproductive health receive resource allocations larger than their contribution to the burden of 
disease. Possible reasons are discussed. Disease categories attracting much less ODA than would 
be expected based on their contribution to the total burden of disease are nutrition and injuries. 
There is clearly need for further work to explicitly define priority-setting approaches in which 
the burden of disease is only one of many factors taken into account. 

As the GPG perspective has increasingly been cited as a rationale for international 
support, concern has been expressed that donors may not take account of recipient-country 
priorities when they determine ODA priorities. In this paper, the composition of ODA at the 
country level is compared to health priorities as expressed in country Poverty Reduction Strategy 
Papers (PRSPs). No clear relationship is found. Methodological problems may be to blame; 
however, our failure to find a discernable relationship between the treatment of health in the 
PRSP and the composition of ODA is a source for concern. It suggests room for improvement in 
the PRSP process, in the allocation of ODA, or both. 
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I. INTRODUCTION1 

The level of international assistance required to finance adequate levels of health in poor 
countries was estimated by the World Health Organisation (WHO) Commission on 
Macroeconomics and Health (2001) to be $27 billion per year by 2007: $22 billion for in-country 
programmes, $3 billion for research and development targeted at diseases of the poor, and 
$2 billion in classic global public goods (GPGs) such as collection and analysis of epidemiological 
data and surveillance of infectious disease. This is to be compared to an actual level of 
approximately $6 billion per year in 2001. 

When needs vastly outstrip resources, priority setting is crucial. Aggregate trends in ODA 
for Health, AIDS and Population (HAP) have been documented (OECD, 2001, pp. 139-150; OECD 
Development Assistance Committee-UNAIDS, 2004, for HIV/AIDS) and the question of how 
disease priorities ought to be set has received a great deal of attention. However, apart from work 
by Shiffman (2004) on infectious disease, there has been little work on how they actually are set. 

This paper consists of three parts. In the first, international assistance in HAP is examined 
for two years, 1993 and 2003. This period is roughly framed by two landmark events in 
international health policy: publication in 1993 of the World Bank World Development Report 
Investing in Health, and publication at the end of 2001 of the Report of the WHO Commission on 
Macroeconomics and Health. It corresponds to a period over which health emerged as a key 
strategic sector in development and links between health and poverty were increasingly 
recognised (OECD Development Centre, 2003). 

In the second part, building on the approach that Shiffman (op. cit.) has applied to 
infectious diseases, HAP ODA in various intervention categories is compared to the burden of 
disease in the corresponding disease categories. It is asked how closely ODA allocations match 
the burden of disease and, where they do not, what the explanation might be. 

In the third part, an ad hoc but innovative attempt is made to systematically assess 
revealed health priorities in poor countries and the extent to which ODA patterns conform to 
them. While concerns have long been expressed that international assistance may not reflect 
priorities in recipient countries (Maizels and Nissanke, 1984), this concern has been heightened 
as the GPG perspective has increasingly been used to justify support for HAP (Sagasti and 
Bezanson, 2001). 

                                                      
1. Landis MacKellar, Vienna Institute of Demography; International Institute for Applied Systems 

Analysis (Vienna); City Health Economics Centre, City University, London. 



OECD Development Centre Working Paper No. 244 
DEV/DOC(2005)04 

© OECD 2005 9

 

II. TRENDS IN AGGREGATE ODA AND HEALTH AND POPULATION ODA 
BY INTERVENTION SECTOR 

In view of the gap between resources and needs, a range of innovative approaches to 
financing development assistance has been proposed (Atkinson, 2003; Reisen, 2004). In health, 
innovative public-private partnership initiatives are underway in the form of the Global Fund for 
AIDS, Tuberculosis and Malaria (GFATM), the International AIDS Vaccine Initiative (IAVI), the 
President’s Emergency Program for AIDS Relief (PEPFAR), the Global Alliance for Vaccines and 
Immunization (GAVI), Stop TB, and Roll Back Malaria. However, the bulk of resources for these 
initiatives still come from the traditional sources: donor country governments as represented in 
the Development Assistance Committee (DAC) and multilateral institutions such as the World 
Bank. The primary vehicle for in-country projects remains official development assistance 
(ODA). For these reasons, trends in ODA should be a reasonable measure of global priorities. 

The standard source for data on ODA is the Creditor Reporter System (CRS) database 
maintained by the DAC. In Annex A, Tables A.1-A.4, data from the CRS on commitments of 
ODA by sector and recipient-country income level are given for 1993 and the most recent year 
available, 2003. The totals presented in Table A.1 were compiled by aggregating the most fine-
grained data available, the country and project-level data in the “All details” database available 
online at http://www1.oecd.org/scripts/cde/members/CRSAuthenticate.asp. 

The limitations of the CRS database are well known. The OECD has estimated that the 
CRS database is only about 75-80 per cent complete for the 1990s (OECD, 2001, p. 140). Data are 
for commitments, not actual disbursements, which may be significantly lower. Other problems 
include the fact that classification in the CRS is all-or-nothing, e.g. a reproductive health and 
family planning project that includes a substantial HIV/AIDS component will not appear in the 
HIV/AIDS category. The CRS database does not cover private foundations and NGOs and is 
incomplete for UN agencies and the European Commission. All in all, though, the data are 
sufficient to identify major trends and characteristics of HAP assistance and its relation to total 
ODA. In an effort to be comprehensive, all donors, all recipients, and all types of assistance, 
including loans, are included. 

In the DAC classification system, health activities fall under the “Social infrastructure and 
services” category of activities. They are further sub-divided into “General Health” (health policy 
and administrative management, medical education / training, medical research, and medical 
services) and “Basic Health” (basic health care, basic health infrastructure, basic nutrition, 
infectious disease control, health education, and health personnel development). Population 
activities encompass population policy and administrative management, reproductive health 
care, family planning, sexually transmitted disease (STD) control including HIV/AIDS, and 
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personnel development for population and reproductive health. In fact, almost all assistance for 
STD control including HIV/AIDS is devoted to HIV/AIDS. 

In an effort to put HAP in the broadest context, estimates for all categories of ODA are 
given in Annex A. The “Other social infrastructure and services” category consists of aid to the 
education sector, water and sanitation projects, and projects aimed to encourage good 
governance and the development of civil society. Other major categories include economic 
infrastructure (banking, transport, etc.), production sector aid (agriculture, industry, etc.), and 
commodity and general programmatic assistance (chiefly non-emergency food aid, structural 
adjustment funds, and general budget / balance of payments support). “Multi-sector” assistance 
covers women in development, environment, and rural development while “Actions related to 
debt” covers debt forgiveness, rescheduling, etc. 

HAP ODA Trends, 1993-2003 

As shown in Table 1, ODA for HAP is estimated to have more than doubled, from 
$3 107 million in 1993 to $6 719 million in 2003 (these and all other figures given here are in 2002 
prices). The implied growth rate of 8 per cent per annum confirms that there has been rapid 
expansion in the HAP sector. Total ODA grew more slowly, by 5.9 per cent per annum over the 
period, so the share of HAP increased from 5.5 per cent to 6.7 per cent of total ODA. This is 
evidence that increasing attention to the health sector in development is being backed up with 
ODA resources. 

Table 1. Official Development Assistance for Health, AIDS and Population (HAP) 
$ million (2002 prices) 

Growth rate  1993 2003 
(% per annum) 

Health, AIDS and population (HAP) 3 107 6 719 8.0 
- AIDS 77 1 754 36.7 
- Health and population 3 030 4 965 5.1 

Total ODA 56 451 99 892 5.9 

HAP share in total ODA 5.5% 6.7%  
- AIDS share in total ODA 0.1% 1.8%  

Health and population share in total ODA 5.4% 5.0%  

 

However, many of these resources were devoted to the unforeseen HIV/AIDS crisis. In 
1993, HIV/AIDS represented only an insignificant 0.1 per cent of total ODA; in 2003, it 
represented 1.8 per cent. This represents increase at a staggering rate of 36.7 per cent per annum. 
HAP minus HIV/AIDS actually lost share in total ODA over the decade, from 5.4 per cent in 1993 
to 5 per cent in 2003. 

Table 2 focuses on the HAP intervention sub-sectors most broadly identified as “pro-
poor.”  These are: 

— basic health infrastructure and care, 

— health education and personnel development, 
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— basic nutrition,  

— infectious disease control excluding HIV/AIDS, 

— reproductive health and family planning, and  

— STDs including HIV/AIDS. 

Table 2. HAP Intervention Sub-sector Shares in ODA, 1993 and 2003 (%) 

Share of intervention sub-sector in 
all ODA HAP ODA HAP intervention sub-sector 

1993 2003 1993 2003 

Basic health care and infrastructure 0.8 0.8 14.1 12.2 
Health education and personnel development 0.3 0.1 6.2 0.8 
Basic nutrition 0.6 0.2 10.9 2.8 
Infectious disease control (excl. HIV/AIDS) 0.2 0.7 3.5 10.2 
Reproductive health and family planning 1.2 1.1 22.5 16 

Total, pro-poor sub-sectors excl. STDS and HIV/AIDS 3.1 2.8 57.2 42 

STDs incl. HIV/AIDS 0.1 1.8 2.5 26.1 

Grand total, pro-poor HAP sub-sectors 3.3 4.6 59.7 68.1 
 

Note that this list consists of “Basic Health” as defined by the DAC, plus reproductive 
health and family planning and STDs including HIV/AIDS. 

Taken together, the pro-poor sub-sectors experienced an increase in share between 1993 
and 2003, from 3.3 per cent to 4.6 per cent of total ODA and from 59.7 per cent to 69.1 per cent of 
HAP ODA. Once HIV/AIDS is removed, however, the share of the remaining pro-poor 
intervention sub-sectors declined from 3.1 per cent to 2.8 per cent of total ODA and from 57.2 per 
cent to 42 per cent of HAP ODA.2 Removing HIV/AIDS from the calculations reveals that, not 
only did health lose share of total ODA, HAP aid became less pro-poor over the decade. This 
raises issues regarding the effectiveness of HAP assistance in addressing the needs of the poor. 

The only one of the non-HIV/AIDS sub-sectors in Table 2 that experienced an increase in 
share was infectious disease control, from 0.2 per cent to 0.7 per cent of total ODA and from 3.5 
per cent to 10.2 per cent of HAP ODA. Since infectious disease control is a classic public good, 
this increase in share is some evidence of the growing importance of the GPG perspective on 
health. However, to anticipate the discussion in the next section, the existence of cost-effective 
solutions, recognition of the impact of malaria and tuberculosis on economic growth, and other 
factors may also be important. 

While not shown in Tables 1 and 2, the same trends may be confirmed for least-income 
countries. Data in Annex A Table A.1 show that HAP ODA increased from 5.9 per cent to 7.2 per 
cent of total ODA, but once HIV/AIDS is removed, health and population experienced a decline 

                                                      
2. If account were taken of the fact that many reproductive health and family planning projects contain 

HIV/AIDS components, the decline in share for that sub-sector would be more pronounced. 
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in share, from 5.6 per cent to 4.6 per cent. ODA in the pro-poor, non-HIV/AIDS sub-sectors 
declined from 3.2 per cent to 2.4 per cent of total ODA and from 54.8 per cent to 36.3 per cent of 
HAP ODA. HIV/AIDS increased from 0.2 per cent to 2.6 per cent of total ODA and from 4.3 per 
cent to 36.3 per cent of HAP ODA. Thus, while the pro-poor sub-sectors taken as a whole 
experienced an increase from 3.2 per cent to 5 per cent of total ODA and from 54.8 per cent to 70 
per cent of HAP ODA, it was HIV/AIDS that accounted for this increase. Infectious disease 
control again stands out, however, as a sub-sector that gained share, from 0.2 per cent to 0.4 per 
cent of total ODA and from 2.7 per cent to 5 per cent of HAP ODA. 

To summarise the trends presented in this section, over a decade during which health 
became a major component of development strategy and links between health and poverty were 
increasingly recognised, health and population apart from HIV/AIDS actually lost share in total 
ODA. Even more striking, with the exception of HIV/AIDS, HAP sub-sectors generally 
considered pro-poor also lost weight, both in total ODA and in HAP ODA. An exception is 
infectious disease control, perhaps in part because of its well-established status as a GPG, 
although there are other plausible reasons, as well. These trends are observed not only for low-
and middle-income countries as a whole, but also for the subset of least-income countries. They 
underscore the urgent concern, expressed by groups such as the WHO Commission on 
Macroeconomics and Health, that global support for health needs to be strengthened. 
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III. HEALTH AND POPULATION ODA AND THE BURDEN OF DISEASE 

Priority setting, always important, is even more so when available resources fall far short 
of needs. There has been a great deal of normative work on how international disease control 
priorities should be set. The flagship project in this area, the WHO - World Bank - US National 
Institutes of Health Disease Control Priorities Project (DCPP), places emphasis on the burden of 
disease as measured in Disability Adjusted Life Years (described below). The Global Forum for 
Health Research (2004) has proposed a framework in which health research and development 
priorities should be set according to reduction in the burden of disease per dollar spent, the 
determinants of the burden of disease, impact on equity, the scientific probability of success, 
feasibility, and contribution to capacity building. 

Much less attention has been given to the equally important question of how global 
disease priorities actually are set. An exception to this is ongoing work by Shiffman (2004), who 
examines donor priorities in the area of infectious diseases and concludes that considerations 
include not only the burden of disease, but also: 

— the speed of spread, 

— the ability of poor countries to cope on their own, 

— the existence of cost-effective interventions, 

— the characteristics of the victims, 

— the prevalence and risk of infection in donor countries, and 

— other political and economic factors. 

In this section, we extend the work of Shiffman to cover all forms of disease, not just 
infectious disease. Like him, we compare CRS data on health interventions with WHO data on 
the burden of disease, concluding that the burden of disease as conventionally measured can 
explain only part of revealed priorities. 

The burden of disease has many dimensions – years of life foregone due to premature 
death, physical suffering due to pain and disability, economic opportunity costs, social stigma, 
and so on. No single measure can capture all these aspects; however, health policy makers have 
by and large accepted Disability Adjusted Life Years (DALYs) lost to given disease categories as 
the best comprehensive measure of the burden of disease. One DALY represents a single lost 
year of healthy life, and the sum of DALYs lost to all causes can be interpreted as the gap 
between the actual health situation and an ideal world in which everyone lives disease- and 
disability-free to an advanced age (80 for men and 82.5 for women, according to the convention 
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used by WHO). DALYs lost to a given disease category divided by total DALYs lost is a measure 
of the importance of that disease category relative to all diseases combined. 

Comprehensive global estimates of DALYs by disease category were first prepared by the 
WHO Global Burden of Disease Project in the context of background research for the 1993 
Investing in Health World Bank World Development Report (Murray and Lopez, 1996). DALYs 
were proposed, and have been broadly accepted, as one of the most important tools for health 
policy priority setting (Jamison et al., 1993; World Bank, forthcoming 2006). In recent years, WHO 
produced updated burden of disease estimates for 2000, 2001, and 2002 (Mathers et al., 2002). 
A minor inconvenience is that the regions used by WHO for aggregating country-level DALY 
estimates across countries are not comparable to the regions used by the DAC. However, the 
WHO estimates for 2001 have been re-aggregated according to World Bank income regions 
(which are comparable to DAC regions) by the DCPP alluded to above. These estimates, to be 
published next year in the second edition of Disease Control Priorities in Developing Countries 
(World Bank, forthcoming 2006), have been posted online (with accompanying methodological 
information) at http://www.fic.nih.gov/dcpp/gbd.html and provide the basis for the discussion in 
this section. 

Table 3. Burden of Disease in Low-and Middle-income Countries and ODA Shares, compared 

Disease category 
DALYs lost, 

2001 
(thousands) 

Share of total 
burden of 

disease (%) 
Share of HAP ODA, 2003 (%) 

   Directly 
assignable 

interventions 

Directly assignable 
interventions plus imputed 

general HAP sector assistance 

Communicable diseases, maternal health, 
perinatal conditions, and nutritional deficiencies 

552 639 39.8 54.9 72.9 

Infectious diseases (excluding STDs and 
HIV/AIDS) 327 407 23.6 10.2 20.8 

STDS and HIV/AIDS 80 173 5.8 25.9 28.5 
Maternal health and perinatal conditions 115 494 8.3 16.0 19.8 
Nutritional deficiencies 29 564 2.8 2.8 3.8 

Non-communicable diseases 678 842 48.9 0.0 22.1 

Injuries 155 945 11.2 0.0 5.1 

Total burden of disease 1 387 426 100.0 54.9 100.0 

In Table 3, column 1 contains the estimated burden of disease (in DALYs) by major 
disease category for the year 2001. Four of these disease categories are directly comparable to 
ODA intervention sub-sectors in the CRS database. These disease categories are: 

— Infectious, parasitic and respiratory disease including malaria and tuberculosis but 
excluding HIV/AIDS and other STDs. This category, accounting for 23.6 per cent of the 
total burden of disease in 2001, corresponds to “infectious disease control” in the CRS 
database. 

— STDs including HIV/AIDS, accounting for 5.8 per cent of the total burden of disease, is 
directly comparable to the same category in the CRS database. Readers are sometimes 
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surprised by the modest share of DALYs accounted for by HIV/AIDS, but this is simply 
the result of the very large number of DALYs lost to other conditions such as malaria and 
respiratory infections. 

— Maternal health and perinatal conditions; this category corresponds to “reproductive 
health care” and, because of the important role of child spacing, “family planning” in the 
CRS. It is estimated to account for 8.3 per cent of the total burden of disease. 

— Nutritional deficiencies, which correspond to “basic nutrition” in the CRS. These were 
estimated to account for 2.8 per cent of the total burden of disease. 

Non-communicable diseases — largely cardiovascular conditions, cancers, and mental 
illness — are completely unrepresented in the attributable ODA basket, as are injuries, because 
interventions to address these disease categories are not perceived to be pro-poor. A detailed 
search of project titles, as opposed to 5-digit CRS codes, would turn up a handful of projects in 
these areas, however, for practical purposes we may assume that ODA directly targeted at non-
communicable disease and injuries is zero or very close to it. 

Looking only at directly attributable interventions is misleading because general 
interventions (“policy administration and management”, “basic health care”, “basic health 
infrastructure”, “medical education”, etc.), amounting to 45.1 per cent of all HAP sector ODA, 
also contribute to reducing the burden of disease. How to distribute general health expenditure 
across disease categories is a contentious issue, but in Table 3 we follow one rule appealing in its 
simplicity, namely imputing general HAP sector ODA across burden of disease categories using 
the burden of disease shares. For example, of the 45.1 per cent of HAP sector ODA that cannot be 
directly identified by intervention sub-sector, we impute 5.8 per cent to STDs including 
HIV/AIDS, 8.3 per cent to maternal and reproductive health, etc. The issue of how to deal with 
complementary categories of ODA, such as education and sanitation, or even infrastructure 
improvement in the case of injuries, is even more difficult, and we do not attempt to address it. 

Particularly noteworthy is that HIV/AIDS is being allocated a much higher share of ODA 
than can be explained by its share in the total burden of disease. STDs including HIV/AIDS 
accounted for 5.8 per cent of the total burden of disease in 2001, but for 25.9 per cent of HAP 
sector ODA in 2003, 28.5 per cent if our approach to imputation of non-specific health assistance 
is accepted. Maternal health and perinatal conditions, accounting for 8.4 per cent of the total 
burden of disease but 16 per cent of directly attributable HAP sector ODA and 19.8 per cent if 
general assistance is imputed, also received a share of resources higher than its share in the total 
burden of disease. This is despite the significant reduction in share during the 1990s that was 
alluded to in the previous section. If direct interventions only are counted, infectious diseases 
apart from HIV/AIDS received far less attention than would be warranted on the basis of their 
share in the burden of disease: 10.2 per cent of ODA as opposed to 23.6 per cent of the burden of 
disease. However, if general assistance is imputed, this anomaly is resolved, as infectious 
diseases excluding HIV/AIDS are estimated to account for 20.8 per cent of HAP ODA, not far out 
of line with their 23.6 per cent share in the burden of disease. Non-communicable diseases and 
injuries, by construction, are estimated to receive far less ODA than would be justified by their 
contribution to the total burden of disease.  
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The data in Table 3 are plotted in Figure 1. A 45-degree line, representing the locus along 
which each disease category receives the same share of ODA as its share in the total burden of 
disease, is drawn. The discussion above has implicitly compared the data points in Figure 1 with 
the 45-degree line. But we know, from Shiffman’s work on infectious diseases, that ODA shares 
are decided based on factors in addition to the burden of disease. Therefore, it is unreasonable to 
expect the data points in Figure 1 to rest on the 45-degree line. For this reason, we also draw a 
least-squares trend line through the data points. Statistical inference is not possible with so few 
data points, but the trend line is still useful to give an idea of the “average” relationship between 

Figure 1. Share of HAP ODA (including imputed general 
HAP assistance) plotted against share of DALYs 
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Figure 2. HAP ODA (including imputed general 
HAP assistance) plotted against DALYs
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the burden of disease and ODA. HIV/AIDS, in particular, and to lesser extent maternal and 
reproductive health, still stand out as disease categories that receive relatively generous 
allocations of ODA; nutrition and injuries appear as sectors that receive far less support than 
might be expected3. 

Looking at levels, as opposed to shares, does nothing to alter the impressions described 
above. In Figure 2, ODA is plotted against DALYs. Again, HIV/AIDS lies significantly above the 
trend line and so, less markedly, does maternal health and perinatal conditions. Nutrition and 
injuries lie far below the line. 

Finally, we might look simply at ODA per DALY, i.e. the slope of a line from the origin to 
the corresponding data point in Figure 2 (divided by 1 000 to make units consistent). The results 
of this calculation are shown in Table 4 and reveal that regardless of whether general assistance 
is imputed or not, HIV/AIDS is receiving far more ODA dollars per DALY than any other disease 
category. Other infectious diseases, even when assigned a share of general assistance 
commensurate with their large share of the total burden of disease, receive a relatively low 
amount of ODA per DALY. By this criterion, the rising share of infectious disease in ODA 
discussed in the previous section appears to be well founded.  

Table 4. ODA per DALY (2002 $) 

The main conclusion of this section is that health priorities as revealed by patterns of 
ODA differ markedly from the ones that might be predicted based only on the most widely-used 
indicator of what those priorities ought to be, namely the burden of disease as measured in 
DALYs. This broadens, to all disease categories, Shiffman’s conclusion that infectious disease 
control priorities in ODA reflect many factors, not just the burden of disease. 

                                                      
3. The slope of the trend line in Figure 1 is admittedly sensitive to whether our imputation assumption is 

accurate, especially as it applies to non-communicable diseases. If general health sector ODA is 
disproportionately benefiting the well to do through public health systems that do not meet the needs 
of the poor (an argument that has been made by many) the trend line might be steeper. This is because 
the rich live longer and are more likely to suffer from chronic and degenerative conditions; hence, the 
data point corresponding to non-communicable diseases would shift vertically upwards. However, 
reallocating general HAP sector assistance to non-communicable diseases would mean reallocating it 
away from other disease categories. It is likely that HIV/AIDS, which places heavy demands on hospital 
systems, would still be an outlier on the high side of the new trend line. It is difficult to make similar 
speculations about other disease categories. 

Disease category Directly attributable 
interventions only ($) 

Including imputed general 
HAP assistance ($) 

Infectious diseases (excl. STDs and HIV/AIDS) 2.09 4.27 
STDs and HIV/AIDS 21.88 24.06 
Maternal health and perinatal conditions 9.29 11.46 
Nutritional deficiencies 6.30 8.45 
Non-communicable diseases 0.0 2.18 
Injuries 0.0 2.17 
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The most striking example that emerges from the data presented here is HIV/AIDS, 
which receives an allocation of resources that is proportionally far greater than its contribution to 
the total burden of disease. Yet this should not come as a surprise: 

— The virus is spreading rapidly in many parts of the world, and current aid allocations 
may reflect the conviction that, if not addressed now, the epidemic will be much worse in 
the future. For example, based largely on the availability of cost-effective interventions for 
HIV/AIDS prevention, the Copenhagen Consensus of economists recently rated slowing 
the spread of HIV/AIDS as the top-priority intervention for sustainable development 
(Lomborg, 2004). 

— In those countries that are most heavily affected, governments are entirely unable to cope 
with the consequences of the epidemic. The gap between an adequate response and 
available resources is enormous and has been effectively documented by UNAIDS. 

— If uncontrolled, the epidemic has the potential to undermine all health activities in some 
countries; indeed, all development (Roberts, 2003, pp. 80-81). Studies illustrating the 
grave impact of the epidemic on economic growth and public health budgets in the 
worst-affected countries are too numerous to cite. For this reason, the disease has become 
a favoured subject for those who work in the grey area between development, geopolitics, 
and security (for example, Eberstadt, 2002). 

— AIDS is a disease well known in donor countries, and there is an effective global 
advocacy community. 

— AIDS victims must cope with social stigma, a component of the burden of disease entirely 
missing from DALYs as conventionally estimated. 

The special status given to HIV/AIDS has been made explicit by the WHO Commission 
on Macroeconomics and Health, which in its Key Findings termed the epidemic a “distinct and 
unparalleled catastrophe” requiring “special consideration”. This view has been bolstered by the 
joint World Bank — International Monetary Fund Development Committee (World Bank, 2003, 
pp. 9-10), which in a survey of GPGs identified HIV/AIDS control as an area as “especially” in 
need of attention and action. 

A word is also in order on disease categories apart from HIV/AIDS. Maternal and 
reproductive health interventions are also attractive for a number of reasons: 

— They are typically highly cost-effective. 
— Maternal and reproductive health is of concern to a group widely perceived as vulnerable 

(women, children, and adolescents). 
— There is an effective global advocacy community. 

However, poor nutrition also disproportionately affects children (and women), there are 
cost-effective interventions, and recent work suggests that poor nutrition is enormously 
important if attention is given to its role as a co-factor in infectious disease (Mason et al., 2003). 
Yet the disease category receives little support. Nor do injuries, perhaps because the best way to 
reduce injuries is to improve transport infrastructure and workplace safety, both areas well 
outside the HAP umbrella. 
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IV. DOES HEALTH AND POPULATION ODA REFLECT 
POOR COUNTRY PRIORITIES? 

There is no clear-cut way to quantitatively measure government health priorities in poor 
countries, let alone the priorities of poor households themselves. Despite the growing number of 
countries with National Health Accounts (NHA), it is still not possible to assemble consistent 
data on how health resources are spent in a broad range of countries. However, it is usually 
assumed that areas such as infectious disease have priority for the poor because of the heavy toll 
they exact. Evidence of substantial out-of-pocket expenditure on health by low-income 
households, as well as evidence of the catastrophic impact of adverse health events on the poor, 
is abundant. 

The same lack of information is no longer a constraint when it comes to qualitative 
indicators of government health priorities. Systematic evidence on the role of the health in 
country Poverty Reduction Strategy Papers (PRSPs) is now available in the form of the WHO 
PRSP Database available online, together with background documentation, at 
http://www.who.int/hdp/database/. This database contains analytical findings on how health and 
poverty issues were dealt with in 36 PRSPs drafted ca. 2000-03. 

The PRSP process (World Bank, nd, pp. 7-8; World Bank, 2002, p. 5) is meant to encourage 
countries to adopt a long-term strategic view of development. PRSPs are meant to be country-
driven (“country ownership”), results-oriented, and participatory, i.e. reflect input of civil society 
and the private sector (Christiansen and Hovland, 2003, p. 3). In the course of producing the 
PRSP, countries are called upon prioritize Millennium Development Goals (MDGs) in 
accordance with their long-term vision of development needs. By linking poverty reduction 
goals to Medium Term Expenditure Frameworks, the PRSP process is meant to encourage 
realistic comparison of goals with resources, resulting in more effective priority-setting (Roberts, 
2003). 

In Annex B, we summarise information available in the WHO PRSP Database for three 
disease categories: infectious disease excluding HIV/AIDS, HIV/AIDS, and maternal and 
reproductive health. In order to roughly quantify the degree of government priority attached to 
each area, we selected three criteria: 

— Is the disease category explicitly identified in the PRSP? 

— Are proposed interventions targeted at the poor (or, in the case of HIV/AIDS, at 
vulnerable populations)? 

— Is strategy in the area explicitly linked to the relevant MDG? 
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If the answer to the question is “Yes”, we assign a score of 1, if “No“, a score of 0; 
summing across the three criteria, we arrive at an index of disease-category prioritization that 
runs from 0 to 34. 

The logic behind the index is simple. Take a given disease category, such as infectious 
disease. Most countries identified infectious disease as an area of concern, i.e. most scored “1” on 
the first criterion. However, it stands to reason that, if a country truly ascribed a high priority to 
infectious disease control, it would take the subsequent steps of targeting proposed interventions 
towards the poor and linking their intervention strategy to the relevant MDG. When these 
additional requirements for effectively prioritizing the disease category are added, what results 
is an index with a mean of 1.81 and a standard deviation 0.54. The comparable parameters for 
HIV/AIDS are a mean of 1.99 and a standard deviation of 0.98; for maternal and reproductive 
health, a mean of 2.24 and a standard deviation of 0.64. As evidenced by the coefficients of 
variation (0.30 for infectious disease, 0.49 for HIV/AIDS, and 0.29 for maternal and reproductive 
health), there is a reasonable “spread” of scores in each category over the 36 countries. 
 

 

 

 

 

 

 

 

 

 

                                                      
4. Some improvisation was required when the entry given in the WHO database was “implicitly”, “not 

explicitly” and so on. Rules followed in these special cases were as follows: 
 “N/A”: 0 
 “No entry “ (Honduras maternal and reproductive health MDG linkage): 0 
 “Implicitly”: 0.5 
 “Very limited” (Mali maternal and reproductive health PRSP inclusion): 0.5 
 “Indirect” (Georgia infectious disease PRSP inclusion): 0.5 
 “Not explicitly” (Pakistan infectious disease targeting): 0.5 
 “Some targeting” (Mozambique infectious disease and HIV/AIDS targeting): 0.5 
 “Similar” (Cambodia infectious disease MDG linkage): 0.5 
 “Vulnerable groups”: 1 
 “High risk areas / groups”: 1 
 “Woman and children” (Madagascar infectious disease): 1 
 “Rural targeting”: (Mongolia and Nepal maternal and reproductive health): 1 

Figure 3. Infectious disease control 
as share of total ODA 
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Figures 3-8 are scatter plots of the share of the corresponding intervention sub-sector in 
total ODA and in HAP sector ODA against the disease-category prioritization score5. Nothing in 
these charts, unfortunately, shows evidence that recipient-country disease priorities as expressed 
in the PRSP strongly affect either how much of total ODA is devoted to the corresponding 
intervention sub-sector category or how much of HAP assistance is devoted to it. Countries not 
prioritizing infectious disease are just as likely to have received a high share of total and HAP ODA 
dedicated to infectious disease control as countries prioritizing the disease category. A number of 
countries that assigned no priority to HIV/AIDS did, as is sensible, receive little assistance in that 
area. However, some countries that satisfied all three criteria above in the area of HIV/AIDS 

                                                      
5. The HAP intervention sub-sector shares plotted were taken from DAC Aid at a Glance Health Focus 

Charts posted online at www.oecd.org/dac/htm/aid_health.htm and represent 1998-2000 averages. 
There were two reasons for using these secondary data rather than calculating shares from scratch 
using the country — and project-level CRS data assembled for 2003 in order to calculate the regional 
totals presented in Annex A. The first reason was convenience — since the Health Focus Charts were 
based on CRS data, the work had already been done by the DAC Secretariat. The second was that, at 
the country level, intervention sub-sector shares can be volatile from year to year; this is much less of a 
problem when countries are aggregated into regions as in Annex A. A country average for 1998-2000 is 
likely to be more comparable to a PRSP written in 2000-03 than a single-year observation for 2003. 

Figure 5. HIV/AIDS as share of total ODA 
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Figure 6. HIV/AIDS as share of HAP ODA 

0%

10%

20%

30%

40%

50%

60%

0 0,5 1 1,5 2 2,5 3

HIV/AIDS prioritisation score 

Figure 7. Reproductive health and family 
planning as share of total ODA 
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Figure 8. Reproductive health / family planning 
as share of HAP ODA 
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received no more assistance in this area, proportionally speaking, than countries assigning less 
priority to the disease. The same observation holds for maternal and reproductive health. 

These negative results admit three interpretations: 

— One, predicated on the assumption that our disease-category prioritization scores 
accurately measure country priorities, is that donors do not take these priorities into 
account when allocating ODA. Alternatively, perhaps the sub-set of developing countries 
in the WHO database is not representative. 

— A second interpretation is that the ad hoc index we have calculated is unsatisfactory, 
i.e. our disease-category prioritization scores are meaningless and Figures 3-8 are best 
ignored. 

— A third interpretation is that the scores are simply measuring how well countries 
followed the guidelines of the PRSP process. In other words, the degree to which a 
country explicitly targeted strategies towards the poor and linked proposed interventions 
to the relevant MDG may reflect not priorities per se, but whether the country was able to 
produce a PRSP which conformed to international standards. In this case, the index scores 
in Annex B are measuring country capacity, not priorities. 

In the latter case, it would seem likely that donor countries would be more willing to 
allocate resources to general health policy, administration and management, leaving it to 
recipient-country governments to make allocation decisions across disease categories. After all, 
the move from project-based approaches to sector-wide support is a vital aspect of country 
ownership, and the main constraint to country ownership is generally held to be country 
capacity. In Figures 9 and 10, we plot general health policy, administration, and management 
support against the average of the infectious disease, HIV/AIDS, and maternal and reproductive 
health prioritization scores described above. Our hypothesis is that the average prioritization 
score is serving as a proxy for country capacity. There is some evidence in favour of this third 
interpretation — most countries receiving a high share of ODA in the form of general support 
scored at least 2 on the average index. The evidence is hardly compelling however; some 
countries that scored high received relatively small amounts of general health sector assistance; 
some that scored low received relatively large amounts. 
 

 

 

 

 

 

 

Figure 10. Health policy and administration as 
share of HAP ODA 

0%

20%

40%

60%

80%

100%

0,0 0,5 1,0 1,5 2,0 2,5 3,0

Average health prioritisation score 

Figure 9. Health policy and 
administration as share of total ODA 
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The evidence presented in this section is ambiguous. This in itself, however, is cause for 
some concern: however imperfect our index, we would expect to see at least some evidence of a 
relationship between the way a disease category is treated in the PRSP and the allocation of 
ODA. It appears that a hypothetical advisor preparing for a country mission or a new 
programme officer in an international development organisation, if he or she read the health 
section of the PRSP, would not be able to infer with any degree of confidence how health ODA 
was being allocated. This suggests room for improvement in the PRSP process, the allocation of 
ODA, or both. 
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V. CONCLUSIONS 

The gap between needs and resources in global health development is enormous, and, as 
a result, so is the importance of priority. Three questions of importance to policy makers as they 
address this challenge are: 

— What are the recent trends in health ODA and what do they tell us about overall priorities 
in health as well as aid effectiveness in addressing the needs of the poor? 

— What factors explain priorities within the health sector? 

— How well do observed ODA priorities line up with the health priorities expressed by 
policy makers in poor countries? 

In this paper, findings related to these questions have been presented. 

The answer to the first question, in a nutshell, is that HIV/AIDS is the priority. While the 
share of health in total ODA has increased over the last decade, it is HIV/AIDS that accounts for 
this increase in share. If HIV/AIDS is excluded from the calculation, health has actually declined 
as a share of ODA, from 5.4 per cent in 1993 to 5 per cent in 2003. Within the Health, AIDS and 
Population (HAP) sector, only infectious disease control has increased its share of ODA 
resources. It is possible that the rising share of infectious disease control, a classic public good, 
reflects growing reliance on the global public good rationale for international assistance, but 
other explanations cannot be excluded. Basic health care and infrastructure, health education and 
personnel development, reproductive health and family planning, and basic nutrition, all pro-
poor interventions, have experienced declining shares in ODA. Perhaps most striking, pro-poor 
health intervention sub-sectors apart from HIV/AIDS have actually seen their share of health 
assistance drop from 57.2 per cent to 42 per cent. These trends apply not only to aid-recipient 
countries as a whole, but to the subset of least-income countries. 

The observed declines in share are not consistent with the current emphasis on health as a 
priority sector in development and with growing awareness of links between health and poverty. 
They lend strength to concerns that have been voiced by groups such as the WHO Commission 
on Macroeconomics and Health regarding the insufficiency of international support for health. 
They also raise the issue of whether HAP assistance is being effectively allocated to address the 
needs of the poor. 

The answer to the second question is that is that the most commonly-cited prioritization 
tool, the burden of disease as measured in Disability Adjusted Life Years, is insufficient to 
explain observed priorities. Previous research in the area of infectious diseases has already 
concluded that factors apart from the burden of disease play a role in determining how ODA is 
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allocated. Such factors, it has been argued, include the existence of cost-effective interventions, 
the characteristics of the victims, the presence of a global advocacy community, the inability of 
countries to cope on their own, and the possibility of catastrophic country- and worldwide 
impacts if steps are not taken. This paper has extended and strengthened these results by 
concluding that they apply to all disease categories, not just infectious diseases. HIV/AIDS stands 
out for the large allocation of resources it receives relative to its contribution to the total burden 
of disease; so, less dramatically, does reproductive and maternal health. Reasons for these 
priorities have been discussed. Disease categories receiving less support than might be expected 
based on their contribution to the burden of disease are injuries and nutritional disorders. 

These results suggest a handsome payoff to efforts to devise explicit priority-setting 
frameworks in which the burden of disease is only one factor among many. Ongoing work by 
the Global Forum for Health Research (2004) provides a model for such approaches, albeit this 
work is limited to priority setting in health research and development. 

In making the first systematic attempt to compare aid allocations to low-income country 
health priorities as expressed in their Poverty Reduction Strategy Papers, this paper has arrived 
only at an ambiguous answer to the third question, namely: “If ODA allocations and country 
priorities do line up, we cannot see it”. No clear relationship has been detected between priorities 
expressed in PRSPs and the composition of ODA. Methodological problems may be to blame, for 
example, the index we have devised may not measure priorities per se but rather how well these 
priorities have been translated into the PRSP framework. In this case, however, we would expect 
our index to be related to the share of ODA allocated to general health policy, administration, 
and management. We found only slim evidence of this. Whatever the explanation, we have 
concluded, the absence of a clear relationship between how health is treated in the PRSP and the 
composition of ODA signals policy makers that there is room for improvement in the PRSP 
process, in the allocation of ODA, or both. 

 

 



Priorities in Global Assistance for Health, AIDS and Population (HAP) 
DEV/DOC(2005)04 

© OECD 2005 26 

 
ANNEX A. ODA BY RECIPIENT-COUNTRY 

INCOME GROUP AND SECTOR, 1993 AND 2003 

Table A.1. ODA by Sector and Recipient-country Income Level, 1993 and 2003 (million 2002 $) 

 1993 2003 
 Least OLIC LMIC UMIC Unspec. Total Least OLIC LMIC UMIC Unspec. Total 

Social infrastructure & services 2 208.8 4 590.4 2 867.0 1 358.5 1 260.4 12 285.1 7 126.9 6 933.6 10 855.2 4 564.2 5 151.9 34 631.8 
Health & population 582.4 1 151.2 646.7 389.0 338.2 3 107.4 1 694.0 1 360.3 1 188.9 886.1 1 589.5 6 718.8 

Health 410.6 858.1 508.5 384.9 127.6 2 289.7 888.4 997.8 904.9 79.5 679.2 3 549.9 
Policy / admin. / management 216.0 273.1 265.2 252.3 55.0 1 061.7 338.7 345.0 598.2 56.6 110.7 1 449.2 
Medical education / training 0.6 14.2 0.0 0.0 0.0 14.9 11.3 14.1 4.0 1.5 15.1 46.0 
Medical research 0.8 5.5 6.5 0.5 7.7 21.0 5.8 1.6 0.8 0.1 7.7 15.9 
Medical services 21.3 16.1 33.3 39.4 4.0 114.1 68.0 160.4 55.1 3.0 4.1 290.7 
Basic health care 15.9 26.1 0.0 0.0 0.4 42.3 309.4 181.9 166.1 10.2 55.5 723.1 
Basic health infrastructure 96.0 88.8 121.5 90.6 0.2 397.1 24.5 23.6 42.9 1.5 6.0 98.4 
Basic nutrition 33.9 207.9 72.4 1.2 22.4 337.8 27.6 4.0 3.5 1.3 149.8 186.2 
Infectious disease control 15.8 68.6 6.0 0.3 18.5 109.3 85.4 263.5 16.3 3.1 314.8 683.1 
Health education 0.3 157.9 3.4 0.0 0.0 161.6 8.6 1.9 6.1 0.6 12.4 29.7 
Personnel development 10.0 0.0 0.1 0.5 19.3 29.9 9.2 1.7 11.9 1.6 3.1 27.6 

Population 171.8 293.1 138.2 4.1 210.6 817.7 805.6 362.5 284.0 806.6 910.2 3 168.9 
Policy/ admin. / management 24.5 3.1 7.8 1.0 5.0 41.4 83.7 53.5 47.1 1.3 155.8 341.4 
Reproductive health 31.3 217.0 63.3 3.0 28.9 343.5 68.7 32.0 40.8 663.3 106.5 911.3 
Family planning 90.7 51.6 59.1 0.0 154.4 355.9 38.6 5.2 50.7 0.0 67.3 161.9 
HIV/AIDS 25.3 21.4 7.9 0.0 22.4 77.0 614.5 271.7 145.1 142.0 580.6 1 753.8 
Personnel development 0.0 0.0 0.0 0.0 0.0 0.0 0.1 0.0 0.4 0.0 0.0 0.5 

Other social infra. & services 1 626.5 3 439.2 2 220.3 969.6 922.2 9 177.7 5 432.8 5 573.3 9 666.3 3 678.2 3 562.4 27 913.0 

Economic infrastructure 2 323.6 9 847.9 5 360.1 2 189.2 843.1 20 563.9 3 101.4 6 850.6 2 929.0 1 317.0 1 536.4 15 734.4 
Production sectors 1 303.9 2 730.7 1 559.7 208.8 756.5 6 559.6 1 362.9 1 997.4 1 896.0 647.9 1 307.7 7 211.9 
Multisector 862.9 1 577.5 1 423.9 602.7 1 630.8 6 097.8 1 415.0 1 422.3 2 864.7 463.8 1 255.9 7 421.6 
Commodity & general 1 508.5 1 459.5 1 285.5 69.2 1 519.4 5 842.2 2 666.1 1 072.1 3 584.0 2 530.7 1 043.4 10 896.4 
Action related to debt 1 025.9 86.3 2 301.6 181.4 80.4 3 675.5 5 509.2 8 363.0 674.0 76.2 201.3 14 823.8 
Emergency assistance 602.8 81.2 211.3 32.6 172.5 1 100.4 2 245.0 387.1 1 485.0 39.2 1 988.8 6 145.1 
Unallocated 93.2 16.4 56.6 20.8 139.1 326.0 142.0 92.4 161.8 34.1 2 596.8 3 027.2 

Total 9 929.6 20 389.9 15 065.8 4 663.2 6 402.1 56 450.6 23 568.5 27 118.6 24 449.8 9 673.1 15 082.2 99 892.2 

Source: OECD Development Assistance Committee Creditor Reporting System. Data cover all donors / recipients. 
Notes: Least: least developed countries; OLIC: other low-income countries; LMIC: lower middle income countries;  UMIC: upper middle income countries; 

Unspec: unspecified recipient. 
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Table A2. Sector Distribution of ODA by Recipient-country Income Level, 1993 and 2003 (%) 

 1993 2003 
 Least OLIC LMIC UMIC Unspec. Total Least OLIC LMIC UMIC Unspec. Total 

Social infrastructure & services 22.2 22.5 19.0 29.1 19.7 21.8 30.2 25.6 44.4 47.2 34.2 34.7 
Health & population 5.9 5.6 4.3 8.3 5.3 5.5 7.2 5.0 4.9 9.2 10.5 6.7 

Health 4.1 4.2 3.4 8.3 2.0 4.1 3.8 3.7 3.7 0.8 4.5 3.6 
Policy / admin. / management 2.2 1.3 1.8 5.4 0.9 1.9 1.4 1.3 2.4 0.6 0.7 1.5 
Medical education / training 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.1 0.0 
Medical research 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.1 0.0 
Medical services 0.2 0.1 0.2 0.8 0.1 0.2 0.3 0.6 0.2 0.0 0.0 0.3 
Basic health care 0.2 0.1 0.0 0.0 0.0 0.1 1.3 0.7 0.7 0.1 0.4 0.7 
Basic health infrastructure. 1.0 0.4 0.8 1.9 0.0 0.7 0.1 0.1 0.2 0.0 0.0 0.1 
Basic nutrition 0.3 1.0 0.5 0.0 0.3 0.6 0.1 0.0 0.0 0.0 1.0 0.2 
Infectious disease control 0.2 0.3 0.0 0.0 0.3 0.2 0.4 1.0 0.1 0.0 2.1 0.7 
Health education 0.0 0.8 0.0 0.0 0.0 0.3 0.0 0.0 0.0 0.0 0.1 0.0 
Personnel development 0.1 0.0 0.0 0.0 0.3 0.1 0.0 0.0 0.0 0.0 0.0 0.0 

Population 1.7 1.4 0.9 0.1 3.3 1.4 3.4 1.3 1.2 8.3 6.0 3.2 
Policy / admin. / management 0.2 0.0 0.1 0.0 0.1 0.1 0.4 0.2 0.2 0.0 1.0 0.3 
Reproductive health 0.3 1.1 0.4 0.1 0.5 0.6 0.3 0.1 0.2 6.9 0.7 0.9 
Family planning 0.9 0.3 0.4 0.0 2.4 0.6 0.2 0.0 0.2 0.0 0.4 0.2 
HIV/AIDS 0.3 0.1 0.1 0.0 0.3 0.1 2.6 1.0 0.6 1.5 3.8 1.8 
Personnel development 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 

Other social infrastructure & services 16.4 16.9 14.7 20.8 14.4 16.3 23.1 20.6 39.5 38.0 23.6 27.9 

Economic infrastructure 23.4 48.3 35.6 46.9 13.2 36.4 13.2 25.3 12.0 13.6 10.2 15.8 
Production sectors 13.1 13.4 10.4 4.5 11.8 11.6 5.8 7.4 7.8 6.7 8.7 7.2 
Multisector 8.7 7.7 9.5 12.9 25.5 10.8 6.0 5.2 11.7 4.8 8.3 7.4 
Commodity & general 15.2 7.2 8.5 1.5 23.7 10.3 11.3 4.0 14.7 26.2 6.9 10.9 
Action related to debt 10.3 0.4 15.3 3.9 1.3 6.5 23.4 30.8 2.8 0.8 1.3 14.8 
Emergency assistance 6.1 0.4 1.4 0.7 2.7 1.9 9.5 1.4 6.1 0.4 13.2 6.2 
Unallocated 0.9 0.1 0.4 0.4 2.2 0.6 0.6 0.3 0.7 0.4 17.2 3.0 

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

Source: Calculations based on Table A1. 
Notes: See Table A1 for abbreviations. 
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Table A.3. Recipient-country Income-level Distribution of ODA by Sector, 1993 and 2003 (%) 

 1993 2003 
 Least OLIC LMIC UMIC Unspec. Total Least OLIC LMIC UMIC Unspec. Total 

Social infrastructure & services 18.0 37.4 23.3 11.1 10.3 100.0 20.6 20.0 31.3 13.2 14.9 100.0 
Health & population 18.7 37.0 20.8 12.5 10.9 100.0 25.2 20.2 17.7 13.2 23.7 100.0 

Health 17.9 37.5 22.2 16.8 5.6 100.0 25.0 28.1 25.5 2.2 19.1 100.0 
Policy / management 20.3 25.7 25.0 23.8 5.2 100.0 23.4 23.8 41.3 3.9 7.6 100.0 
Medical education / training 4.0 95.7 0.3 0.0 0.0 100.0 24.5 30.7 8.6 3.4 32.8 100.0 
Medical research 3.6 26.2 31.1 2.2 36.9 100.0 36.4 10.0 4.8 0.6 48.2 100.0 
Medical services 18.7 14.1 29.1 34.6 3.5 100.0 23.4 55.2 18.9 1.0 1.4 100.0 
Basic health care 37.5 61.6 0.0 0.0 0.9 100.0 42.8 25.2 23.0 1.4 7.7 100.0 
Basic health infrastructure 24.2 22.4 30.6 22.8 0.0 100.0 24.9 24.0 43.6 1.5 6.1 100.0 
Basic nutrition 10.0 61.5 21.4 0.4 6.6 100.0 14.8 2.2 1.9 0.7 80.4 100.0 
Infectious disease control 14.5 62.7 5.5 0.3 17.0 100.0 12.5 38.6 2.4 0.5 46.1 100.0 
Health education 0.2 97.7 2.1 0.0 0.0 100.0 28.8 6.6 20.6 2.1 41.9 100.0 
Personnel development 33.5 0.0 0.2 1.7 64.6 100.0 33.4 6.2 43.3 5.7 11.3 100.0 

Population 21.0 35.8 16.9 0.5 25.8 100.0 25.4 11.4 9.0 25.5 28.7 100.0 
Policy / admin. / management 59.2 7.4 18.9 2.5 12.0 100.0 24.5 15.7 13.8 0.4 45.7 100.0 
Reproductive health 9.1 63.2 18.4 0.9 8.4 100.0 7.5 3.5 4.5 72.8 11.7 100.0 
Family planning 25.5 14.5 16.6 0.0 43.4 100.0 23.9 3.2 31.3 0.0 41.6 100.0 
HIV/AIDS 32.8 27.8 10.3 0.0 29.1 100.0 35.0 15.5 8.3 8.1 33.1 100.0 
Personnel development -- -- -- -- -- -- 17.6 2.3 74.1 0.0 6.1 100.0 

Other social infrastructure & services 17.7 37.5 24.2 10.6 10.0 100.0 19.5 20.0 34.6 13.2 12.8 100.0 

Economic infrastructure 11.3 47.9 26.1 10.6 4.1 100.0 19.7 43.5 18.6 8.4 9.8 100.0 
Production sectors 19.9 41.6 23.8 3.2 11.5 100.0 18.9 27.7 26.3 9.0 18.1 100.0 
Multisector 14.2 25.9 23.4 9.9 26.7 100.0 19.1 19.2 38.6 6.2 16.9 100.0 
Commodity & general 25.8 25.0 22.0 1.2 26.0 100.0 24.5 9.8 32.9 23.2 9.6 100.0 
Action related to debt 27.9 2.3 62.6 4.9 2.2 100.0 37.2 56.4 4.5 0.5 1.4 100.0 
Emergency assistance 54.8 7.4 19.2 3.0 15.7 100.0 36.5 6.3 24.2 0.6 32.4 100.0 
Unallocated 28.6 5.0 17.3 6.4 42.7 100.0 4.7 3.1 5.3 1.1 85.8 100.0 

Total 17.6 36.1 26.7 8.3 11.3 100.0 23.6 27.1 24.5 9.7 15.1 100.0 

Source: Calculations based on Table A1. 
Notes: See Table A1 for abbreviations. 
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Table A.4. Growth in ODA by Sector and Recipient-country Income Level, 1993-2003 
(% per annum) 

Least OLIC LMIC UMIC Unspec. Total 
Social infrastructure & services 12.4 4.2 14.2 12.9 15.1 10.9 
Health & population 11.3 1.7 6.3 8.6 16.7 8.0 

Health 8.0 1.5 5.9 -14.6 18.2 4.5 
Policy / management 4.6 2.4 8.5 -13.9 7.2 3.2 
Medical education / training 34.4 -0.1 56.8 -- -- 12.0 
Medical research 22.6 -11.7 -19.4 -14.0 -0.1 -2.7 
Medical services 12.3 25.9 5.2 -22.7 0.2 9.8 
Basic health care 34.6 21.4 -- -- 65.1 32.8 
Basic health infrastructure -12.8 -12.4 -9.9 -33.9 40.7 -13.0 
Basic nutrition -2.0 -32.6 -26.1 0.4 21.0 -5.8 
Infectious disease control 18.4 14.4 10.5 25.7 32.7 20.1 
Health education 40.1 -35.6 5.9 -- -- -15.6 
Personnel development -0.8 73.4 67.4 12.1 -16.7 -0.8 

Population 16.7 2.1 7.5 69.8 15.8 14.5 
Policy / administration / management 13.1 33.1 19.6 2.2 41.1 23.5 
Reproductive health 8.2 -17.4 -4.3 71.5 13.9 10.2 
Family planning -8.2 -20.5 -1.5 -- -8.0 -7.6 
HIV/AIDS 37.6 28.9 33.8 -- 38.5 36.7 
Personnel development -- -- -- -- -- -- 

Other social infrastructure & services 12.8 4.9 15.8 14.3 14.5 11.8 

Economic infrastructure 2.9 -3.6 -5.9 -5.0 6.2 -2.6 
Production sectors 0.4 -3.1 2.0 12.0 5.6 1.0 
Multisector 5.1 -1.0 7.2 -2.6 -2.6 2.0 
Commodity & general 5.9 -3.0 10.8 43.3 -3.7 6.4 
Action related to debt 18.3 58.0 -11.6 -8.3 9.6 15.0 
Emergency assistance 14.1 16.9 21.5 1.8 27.7 18.8 
Unallocated 4.3 18.8 11.1 5.1 34.0 25.0 

Total 9.0 2.9 5.0 7.6 8.9 5.9 

Source: Calculations based on Table A1. 
Notes: See Table A1 for abbreviations. 
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ANNEX B. HEALTH AND POVERTY REDUCTION STRATEGY PAPERS (PRSPs) 

Table B.1. Health in Poverty Reduction Strategy Papers (PRSPs) 

 Infectious diseases HIV/AIDS Maternal and reproductive health 

 In PRSP? 
Targeted 
at poor? 

Linked to 
MDGs? 

Score 
In 
PRSP? 

Targeted at poor? 
Linked 
to MDG? 

Score In PRSP? 
Targeted at 
poor? 

Linked 
to MDG? 

Score 
Average 
score 

Albania Yes Yes No 2 Yes No N/A 1 Yes Not explicitly Yes 2 1.7 
Armenia Yes Yes N/A 2 Yes No N/A 1 Yes Not explicitly Yes 2 1.7 
Azerbaijan Yes Implicitly Yes 2.5 Yes Not explicitly Yes 2.5 Yes Yes Yes 3 2.7 
Benin Yes No Yes 2 Yes Vulnerable groups Yes 3 Yes No Yes 2 2.3 
Bolivia Yes No No 1 No N/A N/A 0 Yes No No 1 0.7 
Burkina Faso Yes No No 1 Yes Vulnerable groups No 2 Yes No No 2 1.7 
Cambodia Yes Yes Similar 2.5 Yes Yes Similar 2 Implicitly N/A Yes 1 1.5 
Cameroon Yes No Yes 2 Yes No Yes 2.5 Yes No Yes 2 2.2 
Chad Yes No Yes 2 Yes  Vulnerable groups Yes 3 Yes No Yes 2 2.3 
Ethiopia Yes No Yes 2 Yes No Yes 2 Yes No Yes 2 2.0 
Gambia Yes No Yes 2 Yes Implicitly Yes 2.5 Yes Not explicitly Yes 2 2.2 
Georgia Indirect No N/A 0.5 No N/A N/A 0 No N/A Yes 1 0.5 
Ghana Yes No Yes 2 Yes Vulnerable groups Yes 3 Yes Yes Yes 3 2.7 
Guinea Yes Implicitly Yes 2.5 Yes No Yes 2 Yes No Yes 2 2.2 
Guyana Yes No Yes 2 Yes No Yes 2 Yes Yes Yes 3 2.3 
Honduras Yes No No 1 Yes No Yes 2 Yes No No entry 1 1.3 
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Table B.1. Heath in Poverty Reduction Strategy Papers (PRSPs) (continued) 

 Infectious diseases HIV/AIDS Maternal and reproductive health 

 
In 
PRSP? 

Targeted 
at poor? 

Linked 
to MDG? 

Score 
In 
PRSP? 

Targeted at 
poor? 

Linked 
to MDG? 

Score In PRSP? Targeted at poor? 
Linked 
to MDG? 

Score 
Average 
socore 

Kyrgyzstan Yes No No 1 Yes No Yes 2 Yes No Yes 2 1.7 

Madagascar Yes 
Women / 
children 

N/A 2 Yes 
High risk areas 
/ groups 

Yes 3 Yes No Yes 2 2.3 

Malawi Yes Implicitly N/A 1.5 Yes Not explicitly Yes 2.5 Yes Yes Yes 3 2.3 

Mali Yes No Yes 2 Yes 
Vulnerable 
groups 

Yes 3 
Very 
limited 

No Yes 1.5 2.2 

Mauritania Yes Yes N/A 2 Yes Implicitly Yes 2.5 Yes Yes Yes 3 2.5 
Mongolia Yes No Yes 2 Yes No Yes 2 Yes Rural targeting Yes 3 2.3 

Mozambique Yes 
Some 
targeting 

No 1.5 Yes Some targeting Yes 2.5 Yes No Yes 2 2.0 

Nepal Yes No Yes 2 Yes No Yes 2 Yes Rural targeting Yes 3 2.3 
Nicaragua Yes Yes No 2 No N/A N/A 0 Yes Yes Yes 3 1.7 
Niger Yes No Yes 2 Yes No Yes 2 Yes No Yes 2 2.0 

Pakistan Yes 
Not 
explicitly 

Yes 2.5 Yes 
Vulnerable 
groups 

Yes 3 Yes No Yes 2 2.5 

Rwanda Yes Yes No 2 Yes Yes Yes 3 Yes No Yes 2 2.3 
Senegal Yes No Yes 2 Yes No Yes 2 Yes Yes Yes 3 2.3 
Sri Lanka Yes No N/A 1 Yes No N/A 1 Yes Vulnerable groups Yes 3 1.7 
Tajikistan Yes No Yes 2 No N/A N/A 0 Yes No Yes 2 1.3 
Tanzania No Implicitly Yes 1.5 Yes Implicitly Yes 2.5 Yes Implicitly Yes 2.5 2.2 
Uganda Yes No Yes 2 Yes No Yes 2 Yes No Yes 2 2.0 
Vietnam Yes Yes Yes 3 Yes Yes Yes 3 Yes Yes Yes 3 3.0 
Yemen Yes No N/A 1 No N/A N/A 0 Yes Yes Yes 3 1.3 
Zambia Yes Implicitly Yes 2.5 Yes Yes Yes 3 Yes Implicitly Yes 2.5 2.7 
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