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ABOUT IHME

The Institute for Health Metrics and Evaluation (IHME)
is an independent global health research center at the
University of Washington that provides rigorous and
comparable measurement of the world’s most impor-
tant health problems and evaluates the strategies used
to address them. IHME makes this information freely

available so that policymakers have the evidence they
need to make informed decisions about how to allocate
resources to best improve population health.

For more information, please visit
http://www.healthmetricsandevaluation.org.

ABOUT FINANCING GLOBAL HEALTH 2011

To help local, national, and international policymakers
deploy scarce resources to best improve population
health, IHME provides objective, comparable, and
comprehensive information in an annual report on
the state of global health financing. Now in its third
year, Financing Global Health is a key component of
IHME’s mission to measure health conditions, assess
the performance of societies in meeting health chal-
lenges, and maximize the impact of health policies and
interventions.

In this year’s report, we analyze two core elements of
global health financing, development assistance for
health (DAH) and government health expenditure, in
the context of the approaching 2015 deadline to reach
the Millennium Development Goals (MDGs), eight
targets agreed to by the world’s countries and leading
development institutions. The MDGs range from
halving extreme poverty to halting the spread of HIV/
AIDS and providing universal primary education.

¢ Development assistance for health: IHME tracked
every available financial stream to update our esti-
mates of DAH from 1990 to 2011. We used data
that are current as of 2009. Preliminary estimates
for 2010 and 2011 were generated from models
and preliminary financial statements obtained
directly from some channels of assistance. As with
last year’s report, we estimate aggregate flows
by source and channel. This year, we improved
our estimates of DAH flowing through US-based

non-governmental organizations (NGOs) by collecting
additional health expenditure data from some of the
largest NGOs. For our analysis of DAH for different
health issues, we improved the accuracy of these
estimates by incorporating more detailed data about
projects’ intended purposes from the World Bank. In
addition, we began tracking the Bloomberg Family
Foundation’s investments in tobacco reduction initia-
tives, which has caused us to revise our estimates of
DAH for noncommunicable diseases.

e Government health expenditure: Using data
provided by the World Health Organization from
1995 to 2009, we analyzed how much money govern-
ments allocate to health, how health sector budgets
have changed over time, and how DAH influences
government spending on health. Understanding how
country spending on health is affected by DAH is
particularly important to funders, civil society orga-
nizations, and citizens and ministries of health in
developing countries.

IHME’s work in global health financing emphasizes
the importance of transparency in health funding and
the value of sharing data. This report also points out
the need to more closely examine disparities in global
health funding. In future years, we intend to expand the
scope of our research to further examine the relation-
ship between DAH and government health spending at
the country level, as well as include tracking of out-of-
pocket payments by households.
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EXECUTIVE SUMMARY

Three years into a worldwide economic slowdown that
has threatened the solvency of some governments, it
remains uncertain when sustained growth will return
to many national economies. In 2010, the Institute for
Health Metrics and Evaluation reported there were
concerns that the economic crisis would make it even
more difficult for developed countries to meet their
commitments to fund health programs in developing
countries, and perhaps hurt the ability of developing
countries to achieve the Millennium Development
Goals (MDGs) for improving health in their populations.
While there are signs that some donors and countries
have started to pull back, overall development assis-
tance for health (DAH) and total country spending on
health continue to grow.

As with last year’s report, Financing Global Health
2010: Development Assistance and Country Spending
in Economic Uncertainty, this year’s edition offers a
comprehensive view of trends in public and private
financing of health assistance with preliminary esti-
mates for health financing in the most recent years. We
also detail the trends in spending on health by devel-
oping countries and examine how DAH affects that
spending.

Key findings of Financing Global Health 2011: Continued
Growth as MDG Deadline Approaches include:

Development assistance for health

e DAH continued to rise through 2011, albeit at a
slower rate than prior to the recession, to a total
of $27.73 billion. DAH from some channels of assis-
tance has dropped or stagnated, but other channels
showed encouraging signs of faster growth.

e DAH more than doubled in size between 2001 and
2008. Following the recession, DAH increased 3%
from 2008 to 2009, and 4% each year between 2009
and 2011.

e The World Bank’s International Bank for Reconstruc-
tion and Development accounted for the largest
share ($796.77 million) of the expansion in total DAH
between 2010 and 2011.

e The strong growth in DAH from the United States
over the past decade has slowed to 2% between
2010 and 2011.

e Following two years of declines in DAH, non-govern-
mental organizations saw an increase in funding of
8% from 2010 to 2011.

e Sub-Saharan Africa received the largest amount
of DAH ($7.61 billion, or 30%) in 2009, followed by
South Asia ($1.85 billion, or 7.2%) and East Asia and
the Pacific ($1.48 billion, or 5.8%).

e While DAH generally aligns with the countries that
have the most significant disease burdens, 12 of the
countries with the highest disease burdens, including
Russia, Sudan, Myanmar, and Egypt, are not among
the countries that receive the most DAH.

e Growth in DAH for HIV/AIDS, tuberculosis, and health
sector support slowed between 2008 and 2009. DAH
for malaria continued to grow rapidly, increasing by
about 50% two years in a row, and growth in DAH
for maternal, newborn, and child health and for
noncommunicable diseases accelerated between
2008 and 2009.

Government health expenditure

e The global financial crisis does not appear to have
slowed total public domestic spending on health.
Spending accelerated between 2008 and 2009,
increasing from $368.46 billion to $410.50 billion,
16 times the total amount of DAH spent.

e East Asia spent the largest amount of its own
resources on health in 2009 (28% of total domestic
health spending by developing country governments
globally, or $113.85 billion), followed by North Africa/
Middle East and Tropical Latin America.

e For every $1 of DAH that governments receive, they
redirect $0.56 on average from the health sector to
other spending priorities.

This report documents continued growth of DAH,
despite concerns about cutbacks in foreign assis-
tance. It also demonstrates continued strong growth in
country expenditure on health, as well as the ongoing
effects of DAH on spending for health by governments.
With the MDG deadline rapidly approaching in 2015,
it is important for policymakers to carefully assess the
trends in these resource flows to decide where and
how spending can have the maximum impact on popu-
lation health.






INTRODUCTION

Global health advocates and funders have been
watching two trends closely over the past year. The
first is progress toward the Millennium Development
Goals (MDGs). The second trend is the funding — both
from donors and from the countries themselves — that
is driving some of that progress.

A series of analyses were published this past year
by universities, advocacy organizations, and United
Nations (UN) agencies examining different aspects of
the MDGs. The UN, for example, found in July 2011 that
“the proportion of people going hungry has plateaued
at 16%, despite reductions in poverty,” making it
unlikely that countries will meet the 2015 target of
halving the number of people suffering from hunger
worldwide.!

Dr. Rafael Lozano from the Institute for Health Metrics
and Evaluation (IHME) and colleagues reported in
September that only nine countries are on pace to
achieve both MDG 4, which calls for a two-thirds
reduction in the child mortality rate between 1990 and
2015, and MDG 5, which sets a goal of a three-fourths
reduction in the maternal mortality ratio over the same
period. They also found, though, that most countries
in the world showed signs of accelerated progress in
reducing both child and maternal mortality.? Studies
credited the acceleration in the reduction of child
mortality to a range of factors, including expanded use
of insecticide-treated bed nets to prevent malaria and
rising education levels among women.3*

The last goal on the MDG list — MDG 8 — has received
less attention than most of the other goals. It calls on
developed countries to devise specific steps to raise
the standard of living in developing countries. This goal
builds on a series of agreements that started in 1970
with a UN General Assembly Resolution that said, “In
recognition of the special importance of the role that
can be fulfilled only by official development assistance,
a major part of financial resource transfers to the
developing countries should be provided in the form
of official development assistance. Each economically
advanced country will progressively increase its official
development assistance to the developing countries
and will exert its best efforts to reach a minimum net
amount of 0.7 percent of its gross national product at
market prices by the middle of the decade.”>

At the 1992 UN Conference on Environment and Devel-
opment, held in Rio de Janeiro, Brazil, and at the 2002
UN International Conference on Financing for Devel-
opment in Monterrey, Mexico, this agreement was
reaffirmed. It also became one of the underpinnings of
MDG 8.° Since then, few countries managed to reach
the aid target of 0.7% of their gross domestic product. In
2005, only five countries achieved that goal: Denmark,
Luxembourg, the Netherlands, Norway, and Sweden.”
Five years later, in 2010, the same five countries were
the only ones meeting the target.®

Achieving aid targets is increasingly difficult for coun-
tries because of the ongoing global economic crisis.
Even in countries where budgets are relatively stable,
the high rate of unemployment and the loss of earning
power among average workers have helped create a
climate of suspicion about development assistance.

In the United Kingdom (UK), there has been repeated
criticism from the public and from conservative politi-
cians over Prime Minister David Cameron’s insistence
that the country’s development assistance remain
protected from budget cuts. One headline declared,
“Foreign aid budget to cost every family £500: How
17 foreign aid fat cats are earning more than £90,000.”°
Inthe United States (US), key political leaders—including
several candidates for the US presidency — argued that
the US Congress should greatly reduce the amount of
development assistance it provides each year in light of
the country’s historic debt levels.1011

Debates about the future of development assistance
come at a time when the world is recognizing the twin
threat of the continuing high rate of infectious diseases
in developing countries and the growing burden of
noncommunicable diseases (NCDs). Earlier this year,
IHME reported that cases and deaths from breast and
cervical cancer are shifting to developing countries and
to younger women in those countries.!?

Reports this year also documented the rise in heart
disease and increases in significant risk factors for
disease, including obesity and high blood pressure.13-1>
In September, global leaders at the UN High-Level
Meeting on Noncommunicable Diseases pledged to
find new ways to combat NCDs, but there were no
funding targets or specific goals set.



Tracking what spending was dedicated to NCDs and
other health focus areas continues to be a challenge
for IHME and other researchers. Data collection can lag
by several years, making it nearly impossible to provide
policymakers with timely analyses. For some coun-
tries, the data are sparse, creating a great amount of
uncertainty around the estimates. Moreover, for some
channels, little to no detail is available on how funding
was allocated across health focus areas.

We were able to overcome some of those challenges
for this year’s report by gathering a broader array of
data than was possible in previous years. We devel-
oped new analytical methods to generate more precise
estimates of DAH and country spending on health from
1990 to 2009. These new methods strengthen our
ability to make preliminary estimates for DAH in 2010
and 2011. In the future, we hope to produce estimates
for country spending that are just as current as for DAH,
as more and better data are gathered.

In Part One, we present a new time series of DAH for
the years 1990 to 2009, with preliminary estimates for
2010 and 2011. We then analyze the trends in funding
by channel, by source, by country of origin, and by
type. We also examine the distribution of DAH by focus
region, by recipient country, and by health focus area,
including HIV/AIDS; tuberculosis; malaria; maternal,
newborn, and child health; NCDs; and health sector
support. In Part Two, we show the trends in developing
country spending on health programs from 1990 to
2009. We also explore the relationship between DAH
and health spending by developing countries. This full
report can be accessed online at http://www.health
metricsandevaluation.org/publications/policy-report/
financing_global_health_2011_IHME.
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CHAPTER 1:

TRACKING DEVELOPMENT
ASSISTANCE FOR HEALTH

Since 2009, the Institute for Health Metrics and Evalua-
tion (IHME) has published an annual report containing
high-quality estimates of development assistance for
health (DAH) for policymakers, researchers, and the
global health community. This report provides a picture
of donations and spending and the intricate relation-
ship between the two. Figure 1 shows how DAH comes
from sources such as national treasuries, private donors
in multiple countries, and from loan repayments by
governments in developing countries. These funds flow
through channels of assistance such as United Nations
agencies, bilateral development agencies, non-govern-

mental organizations, and development banks. DAH’s
final destinations are institutions in the governmental
or non-governmental sectors of developing countries
that implement programs to improve health. In reality,
tracking DAH is much more complex than this diagram
indicates. Measurement of DAH is complicated by the
fact that channels of assistance often transfer DAH to
each other. Also, these channels sometimes imple-
ment programs directly. For example, the World Bank
transfers DAH in the form of loans and grants to imple-
menting institutions in developing countries, but it also
provides technical assistance to these countries.

FIGURE 1:
Resource flows for DAH

CHANNELS OF ASSISTANCE

Bilateral development
assistant agencies

IMPLEMENTING
INSTITUTIONS

Governmental programs

FUNDING SOURCES
National treasuries

Debt repayments to
international financial
institutions

Private philanthropists

Corporate donations

12

The European Commission

UN agencies: PAHO, UNAIDS,
UNFPA, UNICEF, WHO

The World Bank and

regional development banks

The Global Fund to Fight AIDS,
Tuberculosis and Malaria

The GAVI Alliance
Foundations

International NGOs

— National ministries of health

— National disease control
programs

Non-governmental programs
— National NGOs
— Private sector contractors

— Universities and research
institutions
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BOX 1:
Financing Global Health 2010 main findings for development assistance for health

¢ The global recession appeared to be contributing to a slowdown in the growth rate of DAH, which was cut by
more than half from an annual average of 13% between 2004 and 2008 to 6% annually between 2008 and 2010.

e Declines in private donations led to a decrease in DAH flowing through non-governmental organizations, which
dropped to their lowest level since 2004.

e Improved transparency among donor governments allows for more accurate estimation of DAH. Of public sector
DAH, 65% could not be traced to its primary recipients in 1990, but this percentage dropped to 1% in 2008.

e Different health focus areas received dramatically different amounts of funding. DAH for HIV/AIDS experienced
strong growth and received the most money of any health focus area. The area of maternal, newborn, and
child health obtained half as much funding as HIV/AIDS in 2008. Tuberculosis DAH grew steadily, while malaria
spending exhibited the fastest growth rate of any health focus area between 2007 and 2008. Health sector
support grew slowly since 2006 despite substantial focus on the need for increased funding in this area. Noncom-
municable diseases received less funding than any of the other focus areas.

The full 2010 report can be accessed online at: http://www.healthmetricsandevaluation.org/publications/policy-

report /financing_global_health_2010_IHME

For last year’s report, Financing Global Health 2010:
Development Assistance and Country Spending in
Economic Uncertainty, we developed methods to esti-
mate DAH in a timely manner. Prior to this, estimates
of DAH suffered from a two-year time lag. Key findings
from last year’s report are outlined in Box 1.16

This year, as we updated estimates of DAH for 1990
through 2011, we incorporated new data and refined
our methodological approaches to improve the quality
of the estimates.

e We collected new data on health expenditure from
some of the largest non-governmental organizations
(NGOs) in the US, which allowed us to improve our
estimates of DAH flowing through these channels.

¢ To identify how much DAH flows to different health
issues, we incorporated additional data from the
World Bank. As a result, we have a better under-
standing of how this channel invests its money.

e Our estimates of DAH for noncommunicable diseases
(NCDs) are more complete now that we have begun
tracking efforts by the Bloomberg Family Foundation
to fight tobacco use.

The sources we used to estimate DAH are summarized
in Table 1.

TRACKING DEVELOPMENT ASSISTANCE FOR HEALTH

Part One examines DAH by channel of assistance, by
source, by country of origin, as a percentage of gross
domestic product (GDP), by region and country, and
by health focus area. All estimates in this report are
presented in 2009 US dollars. Growth rates reported
in this publication are compound annual growth rates.

By channel of assistance

Many experts have predicted that foreign assistance
would shrink in the wake of the global financial crisis
that occurred in 2008.17:18 Despite these forecasts,
we found that DAH continued to rise through 2011.
Funding is growing at a much slower rate than it did
prior to the recession, however. DAH from some chan-
nels of assistance has dropped or stagnated, but other
channels showed encouraging signs of faster growth.
While more money is flowing into developing countries
to help them attain the Millennium Development Goals
(MDGs) by 2015, it is unclear if the current growth rate
of DAH is sufficient to meet these targets.

In last year’s Financing Global Health report, we noted
that DAH is driven largely by financial contributions
from governments that are spread over multiple years
and committed in the past.1®

13



BOX 2:
Methods

e We tracked, where possible, all health-related contributions to developing countries made through public and
private channels of assistance for each year between 1990 and 2009.

e We reviewed both the income and expenditure data for each of these channels. The data came from annual
reports, government documents, audited financial statements, tax forms, and datasets provided by public and
private donors.

¢ To make sure we did not double-count the same DAH dollars flowing through several channels, we subtracted
transfers between channels tracked by our study.

e We separated total DAH into subtotals for sources, channels, and types of funding.

¢ We collected data from sources such as budget documents and correspondence and used it to construct prelimi-
nary estimates of DAH by channel of assistance for years 2010 and 2011.

e For a subset of total DAH, we were able to gather project-level or activity-level information. Using these data,
we analyzed the composition of DAH by health focus area and by recipient country.

* For more information about our methods and key definitions, please visit our online Methods Annex at:
http://www.healthmetricsandevaluation.org/publications/financing_global_health_2011_methods_IHME.pdf

TABLE 1:
Sources of DAH data

Source Data

Bilateral agencies in 23 OECD-DAC member countries OECD-DAC aggregate database and the Creditor Reporting System
and the EC (CRS), budget documents, annual reports, and correspondence
UN agencies: PAHO, UNAIDS, UNFPA, UNICEF, WHO Financial reports and audited financial statements, annual reports,

budget documents, and correspondence

World Bank, ADB, AfDB, IDB Online project databases and compendium of statistics

GAVI GAVI annual reports, country fact sheets, OECD-CRS, and
correspondence

GFATM Online grant database and pledges

NGOs registered in the US* USAID Report of Voluntary Agencies, tax filings, financial statements,

annual reports, RED BOOK Drug Reference, WHQO’s Model List of
Essential Medicines, and correspondence

BMGF Online grant database, tax filings, and correspondence

Other private US foundations* Foundation Center’s grants database and tax filings

*Non-US private foundations and NGOs were not included due to lack of comprehensive data.

Notes: For more information about these sources, please visit our online Methods Annex at:
http://www.healthmetricsandevaluation.org/publications/financing_global_health_2011_methods_IHME.pdf
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For this reason, we concluded that it was perhaps not
surprising that DAH continued to rise.’® Our findings
that DAH continued to grow after the economic crisis
occurred are not without historical precedent. Some
researchers have found that health assistance did not
drop during previous recessions.®20 While this may be
good news for global health advocates, economic trou-
bles and looming budget cuts in donor countries such
as the US threaten to make these gains short lived.?!
The impact of the unfolding European financial crisis
on other major donors such as France and Germany
adds to the uncertainty surrounding future levels of
DAH.22'23

The growth rate of DAH seems to have been affected by
the recession. Between 1990 and 2000, DAH increased
gradually, but more than doubled in size between 2001
and 2008. From 2007 to 2008 — immediately before
the world felt the full impact of the recession — DAH’s
growth rate was 17%. In the aftermath of the recession,
its rate of growth was much slower. DAH increased only
3% from 2008 to 2009 and 4% each year between 2009
and 2011. Another hypothesis is that the exceptional

era of growth in DAH that began in 2002 has ended, and
growth patterns in DAH are returning closer to historic
levels. The annual growth rate of DAH was 7% between
1990 and 1995, and 6% between 1995 and 2000. It is
important to keep in mind that, in order to avoid double
counting, the estimates of DAH by channel exclude any
transfers to other channels that we also track.

DAH from many channels of assistance continued to
grow despite the recession, although some other chan-
nels experienced declines or stagnation. The World
Bank’s International Bank for Reconstruction and
Development (IBRD) stands out as a channel that expe-
rienced dramatic growth between 2010 and 2011.

IBRD has played a key role in the continued growth of
DAH in recent years. Over the period of 1997 to 2004,
DAH from IBRD fluctuated around S$1 billion, then
declined steadily starting in 2005 and continued to
drop through 2008. However, IBRD’s growth rate began
to rise in 2009 and increased through 2011 according to
our preliminary estimates of DAH, described in Box 3.
This channel accounted for the largest share ($796.77
million) of the expansion in total DAH between 2010

FIGURE 2:
DAH by channel of assistance, 1990-2011
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BOX 3:
Preliminary estimates of DAH

A major challenge in tracking DAH comes from the significant time lag between disbursements of funds and publi-
cation of data about these disbursements. Few channels of assistance that we track provided disbursement data
for the years 2010 and 2011.

We overcame this challenge by using data sources, such as budget documents and correspondence with donors, to
produce preliminary estimates of DAH for these years. Despite an inevitable margin of error, our previous prelimi-
nary estimate of DAH for 2009 from last year’s Financing Global Health report was quite close to our updated
analysis of the actual DAH estimate for 2009 based on reported disbursement data (our preliminary estimate was
0.6% lower than our actual estimate). IHME’s preliminary estimates of DAH are valuable, as they supply policy-
makers with access to timely data.

Improvements to this year’s preliminary estimates include the incorporation of budget data on foreign assistance
from South Korea and the Netherlands into our dataset, which were not included in our estimates last year. In
addition, IHME strengthened its preliminary estimates of DAH for 2010 by incorporating revised expenditure data

from channels such as the GAVI Alliance and the Bill & Melinda Gates Foundation.

and 2011. This scale-up in IBRD financing appears to
be part of the World Bank’s response to the global
economic crisis, in the effort to help developing coun-
tries stimulate their economies and provide social
safety nets to their citizens.?4?>

The large increase in IBRD from 2010 to 2011 indi-
cates that the global health landscape is changing with
respect to the purpose and beneficiaries of funds. This
type of DAH differs from other forms of DAH that we are
also tracking, as IBRD provides DAH in the form of loans
instead of grants, which many other channels tend to
provide. There is debate in the global health commu-
nity about whether IBRD loans should be counted as
development assistance. While IHME includes loans in
its definition of DAH, other researchers have excluded
them.?® National Health Accounts of the World Health
Organization (WHO) do not count loans to developing
countries as external resources for health, since these
countries’” governments are required to pay them
back.?” Furthermore, IBRD loans are primarily targeted
toward middle-income instead of low-income coun-
tries for the purpose of not only health improvement
but also economic stimulus.?®

The trend in DAH from the other lending arm of the
World Bank, the International Development Asso-
ciation (IDA), differs greatly from IBRD. In contrast to
IBRD, IDA primarily provides zero- or low-interest loans
and grants to the poorest countries.?® Since 2006, DAH
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from IDA has been shrinking. Given IDA’s fundraising
success at its 16th replenishment in 2010,3° however, it
will be important to follow the replenishment’s impact
on DAH from IDA in future iterations of this research.

Over the past decade, bilateral agencies have been the
main drivers of increases in total DAH, but their rate
of growth slowed in the aftermath of the recession. In
2002, bilateral agencies’ DAH began to rise quickly and
continued to expand dramatically through 2008. As
rich countries saw their GDP decline between 2008 and
2009, however, growth slowed. From 2010 to 2011,
DAH from bilateral agencies grew by only 4% ($444.08
million). The last time DAH increased at a rate this low
was prior to 2002 when the scale-up began. In spite
of reduced growth, bilateral channels were the second-
largest contributors to growth in total DAH from 2010
to 2011.

Many bilateral agencies in Figure 2 appear smaller than
they would if transfers to other channels such as the
Global Fund to Fight AIDS, Tuberculosis and Malaria
(GFATM), the GAVI Alliance (GAVI), and multilateral
agencies were not subtracted.

A massive expansion in DAH from the US since 2002
has fueled the trend in overall DAH, but its growth
slowed to just 2% between 2010 and 2011. This slow
growth reflects the difficulties of expanding DAH in a
country that is facing persistent unemployment, rising
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foreclosure rates, and a ballooning national debt.31-33
Furthermore, foreign aid is a popular target for cuts as
many Americans believe that it makes up around 25%
of the total US budget, while in reality it is just 1% of
the total.3*

Slow growth in US DAH has been somewhat mitigated
by increasing generosity from other bilateral agencies.
The UK, whose DAH has grown substantially over the
last decade, increased its DAH by 14% between 2010
and 2011. The UK has continued to expand its levels
of foreign assistance despite cutting other areas of
government spending.3® Its decision to protect foreign
aid spending from cuts has proved highly controver-
sial.3® The UK’s approach differs starkly from other
countries such as the Netherlands, Spain, and Italy that
have cut foreign assistance along with other parts of the
budget. During a period of time where the UK govern-
ment’s cuts to domestic spending have inspired much
opposition, increasing its DAH is a continual struggle.3”

Germany’s DAH began to expand in 2006, and then
shrank amid concerns about the impact of the financial
crisis. Over the last year, however, DAH from Germany
started to grow once again.

Private channels of assistance have played an increas-
ingly important role in channeling DAH over the last
decade. Last year, we noted that they suffered more
than any other channel as a result of the recession. This
year, private channels showed signs of recovering from
the negative impact of the economic downturn.

NGOs experienced sustained growth over the period
1997 to 2008. Their growth became especially
pronounced in 2004 when the US President’s Emer-
gency Plan for AIDS Relief (PEPFAR) began disbursing
funds and channeling large amounts of DAH through
these organizations. From 2008 to 2010, however, NGOs
were one of the channels most adversely impacted
by the recession, in part due to declining contribu-
tions from private sources. DAH flowing through NGOs
expanded by 25% from 2007 to 2008, but their DAH
declined by 15% and 22% in the following two years.
The period 2010 to 2011 seemingly marked a change
in fortunes for NGOs, which rebounded and grew 8%.

US foundations, excluding the Bill & Melinda Gates
Foundation (BMGF), experienced negative growth
rates in the early 2000s but began to grow again in
2005. This growth continued until the period of 2008
to 2009, when DAH from this channel dropped by 4%.
Our preliminary estimates show that DAH from US
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foundations (excluding BMGF) started to increase again
from 2009 to 2010 and grew 11% between 2010 and
2011.

Our estimates of DAH channeled through NGOs and
private foundations do not include private donations
from countries outside of the US due to the lack of stan-
dardized and complete data. Studies of philanthropic
contributions from countries in the Organisation for
Economic Co-operation and Development’s Develop-
ment Assistance Committee (OECD-DAC), excluding the
US, have indicated that these funds were 60% smaller
than private DAH from the US in 2008.38 As the quality,
comparability, and availability of data for private DAH
outside of the US improves, IHME aspires to track these
important yet little understood contributions aimed at
addressing health problems in developing countries.

DAH from BMGF, the largest foundation involved in
global health, increased over time. Its rate of growth
was particularly fast between 2007 and 2008 (61%).
At this time, BMGF’s DAH expanded at the fastest rate
since it first began disbursing money. Its DAH has fluc-
tuated up and down since 2008, however. Historically,
DAH from BMGF rose and fell due to peaks from large
grants.

GAVI, a newer channel of assistance compared to more
traditional institutions such as UN agencies, experi-
enced sustained growth since its establishment early
in the last decade. The amount of DAH flowing through
GAVI became especially pronounced starting in 2007.
Despite the recession, DAH from GAVI continued
to grow. Our preliminary estimates indicate that its
growth rate increased 31% between 2010 and 2011,
rising from $893.84 million to $1.17 billion.

As seen in Figure 3, the growth rate of DAH from UN
agencies has been slower than less traditional channels
such as GAVI. Since 2002, the growth rate of DAH from
UN agencies was 5%. From 2010 to 2011, their DAH
decreased by 1%. Among these different agencies, the
only one that did not experience a decline in DAH was
the Pan American Health Organization.

Declines in the value of the US dollar pose challenges
to UN agencies such as WHO. WHO receives its revenue
in US dollars but pays its headquarters staff in Swiss
francs.3® One US dollar was worth 1.20 Swiss francs
in 2007 but was worth only 0.92 Swiss francs in 2011.
Therefore, the number of headquarter staff hours that
WHO can purchase with its revenue has declined over
time.
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FIGURE 3:
Change in DAH by channel of assistance, 2010-2011
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Since its beginning in 2002, DAH from GFATM exhibited
double-digit or greater yearly growth rates, increasing
from $16.28 million in its first year to $3.22 billion in
2010. Between 2010 and 2011, however, our prelimi-
nary estimates show that GFATM’s DAH declined by
16% ($529.33 million).

In the wake of the economic crisis, donors did not give
GFATM as much money as they had pledged. Prior to
the recession, donors’ disbursements to GFATM were
approximately the same as commitments. By 2009,
however, donors disbursed 94% of commitments, and
this percentage decreased to just 78% of commitments
in 2010. Preliminary data from GFATM, current as of
August 2011, seem to indicate that donors’ commit-
ments and disbursements decreased again.

Declines in GFATM’s revenue may partially explain why
its disbursements also shrank in 2011. This may also
reflect an institutional shift in focus from prioritizing
the speed and volume of disbursements to ensuring
the accountability for and effectiveness of these
disbursements.*°

Figure 3 provides a detailed look at changes in DAH
among different channels of assistance over the past
year. Each green bar represents a channel’s change in
percentage, while the blue bars capture changes in
volume. On the vertical axis, channels are ordered by
the magnitude of their contribution to the total change
in DAH. For example, the percentage change from bilat-
eral channels was relatively small, but its contribution
was the second largest in absolute terms.

As we have noted in previous studies, the arrival of
less-traditional organizations such as GAVI and GFATM
in the last decade as well as slower DAH growth led to
increased competition between channels of assistance
for public and private funds. In this environment, the
newer global health actors GAVI and GFATM acquired a
growing share of DAH. GAVI’s share of total DAH grew
from 1% in 2002 to 3% in 2010 to 4% in 2011. GFATM'’s
share of total DAH grew from 2% of total DAH in 2003,
the first year of its existence, to 12% in 2010 and 10%
in 2011.

As GAVI and GFATM’s influence expanded, more tradi-
tional institutions such as the UN, World Bank IDA, and
the regional development banks controlled less of total
DAH. For example, the UN saw its share of overall DAH
decline from 21% in 2002 to 14% in 2011. Likewise,
the World Bank IDA and regional development banks’
shares have declined from 9% to 2% and from 4% to
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2%, respectively, over the same period. The World
Bank’s IBRD is an exception to this trend as its DAH has
grown in recent years.

As a larger number of players compete for uncer-
tain DAH support, fundraising efforts have greatly
expanded. Examples of this include the proliferation
of calls for disease-specific funding, such as HIV/AIDS,
tuberculosis, malaria, NCDs, and swine flu.4143

Alternative perspectives on DAH

To view the different sources that have contributed
money to channels of assistance, please see Figure 4.
Some channels of assistance, such as BMGF, are also
sources of funding. In the source figure, the amount
of DAH from BMGEF reflects all of the funds that it
disburses as a channel as well as the money that it
transferred to other channels. Figures 5 and 6 provide
alternative assessments of the amount of DAH donated
by different countries. We were unable to produce esti-
mates past 2009 due to lack of data.

Public sector DAH

Donors have very different preferences when it comes
to the channels they choose to fund. This is shown in
Figure 7. The donors who provide the largest amount
of DAH tend to dominate the global health landscape
through their choices about which channels to finance,
as can be seen in Figure 8. Over time, public donors’
funding decisions led to greater amounts of DAH
flowing to NGOs, other private channels, and public-
private partnerships (PPPs) than to UN agencies. Time
lags in the publication of DAH data from bilateral agen-
cies prevented us from including data from years 2010
and 2011.

The US, the largest public donor, channeled 55% of its
DAH through NGOs and other private actors in 2009. As
a result, this sector has become the dominant recipient
of DAH. The US PEPFAR program is a prime example of
a publicly funded program that relies mainly on NGOs
as implementing partners. Many members of the inter-
national community have tried to promote the use of
recipient countries’ financial systems to channel aid
according to the principles of the Paris Declaration for
Aid Effectiveness.** Despite their efforts, a large portion
of US DAH continues to be channeled through NGOs.

When it comes to giving money to multilaterals, the
US government’s preferences differed greatly from
smaller donors such as the Netherlands, Finland, and
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FIGURE 5:
DAH by country of origin, 1990-2011
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Denmark, who tend to favor multilateral mechanisms.
The US government gave only 5% of its aid to multilat-
eral institutions in 2009, while these three European
nations gave amounts ranging from 36% to 65% of their
DAH to multilaterals.

Many public donors choose to channel their funding
through bilateral mechanisms. In Figure 7, these flows
include direct transfers to recipient country govern-
ments as well as to other governmental agencies
located in the donor’s country.*® Starting in reporting
year 2010, the OECD-DAC issued directives for donor
countries to use a new coding scheme that will
differentiate between these two types of government-
to-government transfers. This will allow us to better
understand how DAC countries are channeling their aid,
and will be discussed in the 2012 edition of Financing
Global Health.*® The governments of the UK, Japan,
and Germany channel more than 35% of their DAH
through bilateral channels, while South Korea directs
60% of its DAH via government-to-government trans-
fers. Previous studies have suggested that channeling

assistance bilaterally may indicate a preference for
more control over the use of funds than if this support
was routed through other channels.?”

This analysis also reveals how public donors as a whole
increasingly preferred to direct their funds through the
PPPs GFATM and GAVI instead of through UN agencies.
Figure 8 shows that the total amount of public DAH
given to GFATM and GAVI combined was $3.24 billion
in 2009, while UN agencies received $2.11 billion.

Until its drop in 2011, GFATM continued to fare rela-
tively well through 2009 and 2010 compared to
more traditional institutions. Part of this was due to
continued support from donors such as France, which
is GFATM'’s second-largest donor after the US.*8 GFATM
was France’s preferred channel of assistance in 2009,
indicated by the fact that it directed the largest portion
of its DAH (34%) through this PPP.

Both GFATM and GAVI count another major donor, the
UK, as one of their primary supporters. The UK plans
to cut back on HIV/AIDS funding to expand its support

FIGURE 7:

Public sector DAH (donor country specific) by channels of assistance, 2009
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for maternal, newborn, and child health, which could
affect the amount the UK contributes to GFATM in the
future.*®

Our discussion about the different channels of assis-
tance that donors decide to fund underscores the
importance of transparent DAH data. Public donors
have made major improvements in the transparency
of DAH data, such as the progress made by the US in
releasing data on all of the primary recipients of US
DAH, as we noted in last year’s report.'® Since the US
is the largest DAH donor, this progress led to profound
changes in the transparency of DAH data as a whole.

When sources of funding and channels of assistance
fail to provide information about the recipients of their
aid, it impairs our ability to analyze DAH. In 2009, for
example, 29% of Denmark’s DAH could not be traced
to the primary recipients, which is indicated by the
“unspecified” category in Figure 7. In 2008, Denmark
reported primary recipients for 100% of its aid.'®

In contrast, Canada and Japan both improved the
transparency of their DAH data in 2009 compared to

2008 and now report primary recipients for 100% of
their DAH. Countries such as France, Italy, and Spain
still have room for improving the completeness of their
DAH data. Since last year’s Financing Global Health
report, the other nations listed in Figure 7 consistently
reported aid flows in a transparent manner. This infor-
mation is crucial for researchers, policymakers and
planners, and advocacy organizations.

Private philanthropy and DAH

Next, we examine the largest private donor of DAH,
BMGF, and the waysin which thisfoundation channelsits
funding. BMGF’s giving patterns make it unique among
the other major donors in global health. It has helped
reshape the global health architecture by funding new
global health institutions and the development of tech-
nology. Research institutions and universities were
the largest beneficiaries of grants from BMGF in 2010
(5448.61 million, or 30%). These funds go to projects
such as efforts to develop HIV vaccines and other types
of drugs as well as public health research studies. The
second-largest share ($418.93 million, or 28%) went to

FIGURE 8:
Public sector DAH by channels of assistance, 1990-2009
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FIGURE 9:

Bill & Melinda Gates Foundation global health disbursements and commitments, 1999-2011

The multicolored bars represent disburse-

ments, and the blue bars show commitments.
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TABLE 2:

US NGOs with the highest cumulative overseas health expenditures, 2005-2008

Expenditures shown in millions of 2009 US dollars.

Percent of Percent of
Overseas health  Overseas health Overseas revenue revenue
expenditure, expenditure, expenditure, from from in-kind
Rank NGO adjusted unadjusted unadjusted private sources contributions
1 Population Services International 1,265.14 1,265.21 1,347.93 14 0
2 Food For The Poor 706.83 2,557.64 4,196.77 97 89
3 Catholic Relief Services 665.51 670.36 2,306.70 40 1
4 Management Sciences for Health 581.94 581.94 585.98 0 0
5 PATH 501.23 505.97 518.54 90 1
6 United Nations Foundation 466.08 497.42 637.84 91 8
7 World Vision 355.80 472.89 3,178.42 76 30
8 Pathfinder International 324.45 325.97 325.99 23 1
9 Elizabeth Glaser Pediatric AIDS Foundation 318.02 319.47 322.54 18 1
10  MAP International 293.96 1,398.24 1,398.67 100 97
11 Brother’s Brother Foundation 274.88 1,460.07 2,011.33 100 99
12 Academy for Educational Development 265.03 267.44 1,060.58 12
13 Save the Children 246.24 254.86 1,428.72 53 4
14  CARE 241.20 241.92 2,370.40 27
15  Project HOPE 229.16 547.28 595.38 91 71
16  The Clinton Foundation 216.72 222.57 347.91 100 3
17  The Carter Center 205.17 328.35 476.38 95 46
18  Catholic Medical Mission Board 184.42 766.43 789.68 100 93
19 Population Council 180.71 191.14 257.03 37 7
20  ChildFund International 180.24 180.59 700.15 90 0

Source: IHME DAH Database (NGOs) 2011

Notes: Overseas health expenditure for 2009-2011 is not included because of data limitations. Data reflect NGOs registered with USAID. Adjusted overseas health
expenditure reflects deflated overseas health expenditure from private in-kind donations plus unadjusted overseas health expenditure from all other revenue sources
(private financial contributions, BMGF, US public, and other public). Unadjusted overseas health expenditure differs from adjusted overseas health expenditure due to
the fact that overseas health expenditure from private in-kind donations is not deflated for this quantity.

NGOs, foundations, and corporations. The third-largest
portion ($315.49 million, or 21%) of BMGF’s grants
in 2010 went to UN agencies. PPPs, including GFATM
and GAVI, accounted for 17% of BMGF’s grants. Only
1% ($16.08 million) of BMGF’s disbursements went to
intergovernmental institutions (IGOs) and developing-
country governments in 2010.

Non-governmental organizations

Examining the revenue sources of US-based NGOs
provides additional insight into the ways that private and
public donors are influencing how DAH is channeled to

24

developing countries, as seen in Figure 10. Both public
and private donors play key roles in financing NGOs.
This year, we enhanced the quality of our estimates
of DAH from US NGOs by collecting more information
about health expenditures than we have in previous
years.

According to our preliminary estimates for 2011, 40%
of NGOs’ expenditure came from cash donations from
corporations, individuals, and foundations other than
BMGF (labeled as “private financial contributions” in
the figure). Our estimates of the top 20 NGOs ranked
by overseas health expenditure from 2005 to 2008
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TABLE 3:
Summary of health spending by non-US NGOs, 1998-2009

Number of non-US NGOs Number of non-US NGOs for which Combined health expenditures by largest
Year in USAID report we found health expenditure data non-US NGOs* (millions of 2009 US$)
Prior to 1998 0 - -
1998 44 3 =
1999 0 - -
2000 50 6 150.32
2001 51 7 153.93
2002 58 7 15135
2003 54 7 205.52
2004 55 9 212.35
2005 59 9 229.30
2006 67 8 239.22
2007 68 10 422.15
2008 78 11 503.17
2009 - 12 524.94

*Ranking determined by amount of overseas expenditure.

Notes: Data reflect non-US-based NGOs registered with USAID. USAID data for 2009 were not available at the time of the analysis, so we used rankings from 2008.

Dashes indicate inapplicable.

include NGOs whose work is financed by these private
donors (see Table 2). We were unable to extend the
analysis of the top 20 NGOs past 2008 due to lack of
data. Donations from individuals and groups wishing to
sponsor a child are an important source of revenue for
World Vision and ChildFund International. Donations
from a single individual, media mogul Ted Turner, are
the major funding source of the United Nations Foun-
dation. The United Nations Foundation is recognized by
the US Internal Revenue Service as a tax-exempt orga-
nization, not a private foundation, and is thus included
in our NGO database. Private in-kind donations of phar-
maceuticals and medical supplies represented 11%
of NGOs’ overseas health expenditure in 2011. These
donations are the primary source of revenue for many
NGOs among the top 20, such as Food For The Poor,
MAP International, and Brother’s Brother Foundation.

According to our preliminary estimates for 2011, US
government funding to NGOs eclipsed non-BMGF
private funding as the largest source of revenue for
the US NGOs tracked in our study. Major recipients

TRACKING DEVELOPMENT ASSISTANCE FOR HEALTH

of US government funds such as Population Services
International, Management Sciences for Health, and
the Academy for Educational Development appear
on the list of top 20 NGOs ranked by overseas health
expenditure. Since US government DAH is a key source
of revenue for many of the top NGOs, budget cuts
made by lawmakers in the US could cause the rankings
shown here to change substantially.

Due to lack of comparable and complete data, US-based
NGOs that do not appear in the data from USAID’s
annual Report of Voluntary Agencies and those based
outside of the US were not included in our DAH esti-
mates. Table 3 shows that 12 of the top international
NGOs ranked by overseas spending for which we could
find data spent $524.94 million on health in 2009,
whereas a single US NGO, Management Sciences for
Health, spent a greater amount ($581.94 million) over
a period of four years. This table does not include data
past 2009 due to significant time lags in the publication
of these data.
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CHAPTER 2:

DISTRIBUTION OF DEVELOPMENT
ASSISTANCE FOR HEALTH

In this chapter, we will explore how much development
assistance for health (DAH) is allocated to different
regions, countries, and health problems. As we have
explained in previous Financing Global Health reports,
we found that DAH generally goes to impoverished
areas of the world and to countries with the largest
disease burdens. However, there are countries that
receive DAH for reasons driven by political, economic,
and security interests. We were only able to analyze
data through 2009 due to time lags in the publication
of data from the majority of donors.

In 2009, sub-Saharan Africa received the largest
amount of DAH ($7.61 billion, or 30%) compared to
other regions. The regions receiving the next largest
amount of DAH were South Asia ($1.85 billion, or 7.2%)
and East Asia and the Pacific ($1.48 billion, or 5.8%).
North Africa/Middle East received the smallest amount
among the regions, $554.98 million, or 2.2% of DAH.
Growth in DAH to sub-Saharan Africa, however, slowed
to 8% from 2008 to 2009, its lowest rate of growth
since 2001 to 2002. This slowdown is largely due to
the reduced growth of HIV/AIDS funding. Other regions

FIGURE 11:
DAH by focus region, 1990-2011
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BOX 4:

Non-governmental organizations’ expenditures in developing countries

How much do NGOs spend in total in Uganda? In El Salvador? The answer is very hard to determine. NGOs gener-
ally do not make country-specific expenditures publicly available. This limits researchers’ ability to analyze the
distribution of DAH and measure its impact. Policymakers and planners in developing countries are also interested
in tracking these funds.”® Donors do not require this type of reporting, and conversations between NGOs and
IHME have revealed that few seem to have tracking systems in place that would make reporting country-specific
expenditures feasible. Unless donors include requirements and provide additional funding to track and publicly
report country-specific expenditures in grant agreements, NGOs will probably have little incentive to invest time
and money into establishing more sophisticated tracking mechanisms and making these important data available.

experienced stagnating or declining DAH from 2008 to
2009 with the exception of East Asia and the Pacific and
Latin America. DAH increased 10% in East Asia and the
Pacific, while it increased 4% in Latin America during
this period. DAH targeted toward improving health at a
global level, such as HIV/AIDS vaccine research and the
development of new drugs to treat multidrug-resistant
tuberculosis (TB), represented 13% of DAH in 2009.

Next, we will examine spending by country and by
health focus area. The figures and maps that present
data at the country level only include DAH that can be
traced to a specific recipient country. Most notably,
they do not include DAH channeled through non-
governmental organizations (NGOs) and the World
Health Organization (WHOQ), since most of these orga-
nizations do not provide standardized and complete
data on country-specific expenditure. For 2009, 35% of
DAH could not be traced to recipient countries due to
missing data.

Our analysis of the top 10 recipients of DAH shows the
countries that are driving the regional trends seen in
Figure 12. This figure only presents results through
2009 due to lack of data for years 2010 and 2011.
Appearing on the list of top 10 recipients of aid are
some of the world’s most populous countries as well
as those with high HIV/AIDS prevalence. Among the 10
largest recipients of DAH are eight sub-Saharan African
countries, all of whom received a large fraction of their
aid from the US through programs such as the US Presi-
dent’s Emergency Plan for AIDS Relief (PEPFAR). All
countries except India, South Africa, Nigeria, and China
were focus countries of the US President’s Malaria

DISTRIBUTION OF DEVELOPMENT ASSISTANCE FOR HEALTH

Initiative (PMI) as of 2009.> Among the top 10 are
two countries that are foreign aid donors: China and
India.>? Although these countries give away foreign
aid, massive health disparities still exist within these
nations. India received most of its aid (29%) in the form
of loans and grants from development banks, primarily
the World Bank, while the largest portion (29%) of
China’s DAH came from the Global Fund to Fight AIDS,
Tuberculosis and Malaria (GFATM). While each of the
top 10 countries received DAH from GFATM, Ethiopia,
Tanzania, and India are the top GFATM recipients on
this list. Out of the 10 countries shown here, the GAVI
Alliance (GAVI) granted nearly three times more DAH
to Ethiopia than to the next largest recipient, Kenya.
The influence of the Bill & Melinda Gates Foundation
(BMGF) in India is also captured on this figure. One of
BMGF’s major initiatives in India is Avahan, a program
designed to lower the transmission of HIV. In a study
published in October 2011, Avahan was estimated to
have averted over 100,000 HIV infections.5354

Figure 12 sheds light on ways that spending cuts and
shifting priorities may impact these countries in years
to come. For example, the UK was India’s second-
largest funder of DAH from 2004 to 2009, representing
23% ($873.62 million) of total DAH received by India. In
2011, the UK decided it would only commit to sending
aid to India until 2015,°> and pressure is mounting on
its government to cut off aid to India entirely.”®>” Other
examples include the case of the African countries
shown on this figure that receive the majority of their
DAH from the US. The combined effects of budget cuts
in the US and the uncertainty of PEPFAR funding after
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201358 could lead to large declines in DAH funding to
these countries. Furthermore, the Dutch government
announced in 2011 plans to stop providing foreign aid
to Zambia and 12 other countries.>® The Dutch contrib-
uted $118.00 million to Zambia in 2009, or 7% of
Zambia’s total DAH.

Calculating DAH per disability-adjusted life year (DALY),
a measure of years lost due to premature death and
disability, is one way to assess how much DAH a country
is getting relative to its health needs. The map shown
in Figure 13 puts into perspective the country rankings
of Figure 12. We were unable to extend this analysis to
years 2010 and 2011 due to incomplete data on trans-
fers from channels to recipient countries during this
period. While Ethiopia was the fourth-highest recip-
ient of DAH, it only received $8.93 of DAH per DALY
from 2004 to 2009. Argentina, a more prosperous and
healthier country and the thirteenth-largest recipient
of DAH in 2010, received $32.22 per DALY. Argentina
obtained 84% of its DAH from the World Bank from
2004 to 2009. In response to the Argentinian financial
crisis in 2001 to 2002, the World Bank issued a large

portfolio of loans, including health loans, to the country
as part of an economic stimulus package.®® Low-
income countries in sub-Saharan Africa such as Chad
and Sierra Leone received $4.28 and $6.21 dollars per
DALY, respectively, while Botswana, an upper-middle-
income country, received $95.07 per DALY. Botswana is
a PEPFAR Partnership Framework country and received
92% of its DAH from the US between 2004 and 2009,
while Chad and Sierra Leone are not PEPFAR Partner-
ship Framework countries.®!

To further understand the relationship between DAH
and DALYs, we compare the top 30 recipients of DAH
from 2004 to 2009 to countries ranked by total DALYs
for 2004 in Figure 14. We were unable to present esti-
mates for more recent years due to lack of data. South
Africa, an upper-middle-income country that ranks
11th for total DALYs, is the seventh-largest recipient of
DAH largely thanks to US grants from PEPFAR. Niger, a
low-income country, ranks 29th for disease burden but
does not appear on the list of top 30 recipients of DAH.
In addition to Botswana, other PEPFAR Partnership
Framework countries are among the top 30 recipients

FIGURE 12:

Top 10 recipients of DAH by percentage received from channels of assistance, 2004-2009
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P $17.68 10 $29.57

of DAH, including Nigeria, Tanzania, and Ethiopia,
which appear at the top of the list, and Rwanda, which
ranks 22nd.5!

While DAH tends to go to countries with higher disease
burden, there are a number of examples where factors
such as focus on particular diseases (HIV/AIDS and
malaria), efforts to bolster a country experiencing a
financial crisis, and security interests can also influence
where DAH is allocated.

DAH by health focus area

This section includes the amount of DAH that chan-
nels of assistance earmarked for specific health issues.
In addition, we quantify the amount of DAH for HIV/
AIDS; maternal, newborn, and child health (MNCH); TB;
and noncommunicable diseases (NCDs) that different
countries received relative to each country’s burden
of disease caused by these conditions. Due to lack of
data on the specific health focus areas that donors are
funding, we were unable to identify the amount of DAH
going to these different areas for years beyond 2009.

To identify the amount of DAH going to different
health focus areas, we used project codes, titles, and
descriptions reported by channels of funding. We
also classified all DAH from the Joint United Nations
Programme on HIV/AIDS (UNAIDS) as DAH for HIV/
AIDS and expenditures by GAVI and the United Nations
Population Fund (UNFPA) as going to MNCH. When
showing the channels that are funding different focus
areas, we subtract any transfers between channels to
avoid double counting. For example, funds that the UK
gave to GFATM appear in the figures as coming from
GFATM, making the UK’s contribution appear smaller
than it actually was. Also, for those projects targeted
toward multiple health focus areas (such as a project
for both HIV/AIDS and TB), we assume those projects
are divided equally among these areas. Another issue
is that our estimates of the US’s allocation of DAH by
health focus area between 2002 and 2004 are likely
underestimated due to missing and abbreviated project
descriptions.

FIGURE 13:
Total DAH per all-cause DALY, 2004-2009

We used DALY data for 2004 as a proxy for burden in all subsequent years. Countries that received no DAH over the study period and countries
with zero or missing burden data are not shown. DAH received is shown in real 2009 US dollars.
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FIGURE 14:

Top 30 country recipients of DAH, 2004-2009, compared with top 30 countries by all-cause burden of disease, 2004

l Upper-middle-income countries
l Lower-middle-income countries

l Low-income countries

Sources: IHME DAH Database (Country and
Regional Recipient Level) 2011 and Global
Burden of Disease 2004 Summary Tables

2009

Notes: Countries that appear in one column
but not the other are underlined. A dashed
line indicates the country ranks higher in
the cumulative DAH column than in the
total DALY column. A solid line indicates the
country ranks the same or higher in the
total DALY column than in the cumulative

DAH column.
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We have made changes that improved our estimates
of DAH devoted to different health issues. We incor-
porated more detailed data from the World Bank
(a variable called “theme codes”) into our analysis
to gain further insight into the projects it is funding.
Furthermore, we identified and solved two technical
challenges. One challenge resulted in the underesti-
mation of health sector support from bilateral donors
prior to 1999. Another prevented us from completely
identifying health focus areas for European Commis-
sion (EC) projects, which caused underestimation of the
EC’s contribution to certain health issues. As a result
of these subsequent changes, our research contains
better information about how the World Bank and EC
are allocating their DAH.

From 2008 to 2009, growth in DAH for some health
issues slowed but sped up for others. Between 2008
and 2009, the growth rate of DAH for HIV/AIDS slowed
to 5% from 21% between 2007 and 2008. Growth in
DAH for TB and health sector support was also slower
in comparison to the previous year. In contrast, DAH for
malaria continued its rapid rise, increasing by around

50% for the second year in a row. While DAH for MNCH
and NCDs barely increased from 2007 to 2008, their
growth rate sped up to 9% and 17%, respectively,
between 2008 and 2009.

Funding for HIV/AIDS by channel of assistance

As shown in Figure 16, between 2001 and 2002, DAH
for HIV/AIDS started to expand to levels never seen
before. It grew by $919.48 million between 2001 and
2003. Once PEPFAR began disbursing funds for HIV/
AIDS in 2004, levels of funding shot up by $3.76 billion
between 2004 and 2008. Between 2008 and 2009,
year-to-year growth slowed to its lowest rate since
1997 to 1998. This is largely due to trends in HIV/AIDS
expenditures from the largest channels, GFATM and
the US. Between 2008 and 2009, GFATM’s HIV/AIDS
expenditure decreased by 4%, while disbursements
from the US did not increase as much as they have in
the past (14% growth from 2008 to 2009 compared to
41% from 2007 to 2008). Lack of data from most chan-
nels hindered us from estimating total DAH for HIV/
AIDS past 2009. However, a recent study by the Kaiser

FIGURE 15:

DAH for HIV/AIDS; maternal, newborn, and child health; malaria; health sector support; tuberculosis; and noncommunicable

diseases, 1990-2011
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FIGURE 16:
DAH for HIV/AIDS by channel of assistance, 1990-2009
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FIGURE 17:
DAH for HIV/AIDS per related DALY, 2004-2009

We used DALY data for 2004 as a proxy for burden in all subsequent years. Countries that received no DAH over the study period and countries
with zero or missing burden data are not shown. DAH received is shown in real 2009 US dollars.
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Family Foundation and UNAIDS estimated that PEPFAR
funding to countries declined 10% between 2009 and
2010.%2 Our analysis of GFATM’s up-to-date financial
data shows that its HIV/AIDS disbursements rose 20%
from 2009 to 2010. For our 2012 Financing Global
Health report, we will be able to use new data to eval-
uate overall trends in HIV/AIDS DAH up to 2010.

As seen in Figure 12, low-income countries such as
Kenya, Uganda, and Zambia figured high on the list of
top recipients of DAH, largely due to HIV/AIDS DAH that
they received. However, the map in Figure 17 shows
that the HIV/AIDS DAH they received per HIV/AIDS
DALY between 2004 and 2009 was much smaller than
that received by richer countries such as Botswana
and Chile. Countries that are of strategic interest to
the US and their NATO allies such as Afghanistan and
Jordan received some of the highest amounts of HIV/
AIDS DAH per HIV/AIDS DALY, amounting to $5,172 and
$1,083 per DALY, respectively. Cuba, which receives the
majority of its money from GFATM, received $1,438 per
HIV/AIDS DALY from 2004 to 2009. Small island nations
in the South Pacific are outliers in this analysis and
received the largest amounts of DAH for HIV/AIDS per
HIV/AIDS DALY.

Funding for maternal, newborn, and child health by
channel of assistance

MNCH has garnered much policy attention, given
developing countries’ efforts to reach Millennium
Development Goals (MDGs) 4 and 5, which include the
reduction of child and maternal mortality rates by two-
thirds and three-quarters, respectively, between 1990
and 2015.%3

Our understanding of the amount of DAH allocated to
MNCH has improved thanks to the use of additional
data from the World Bank’s International Bank for
Reconstruction and Development (IBRD) and Interna-
tional Development Association (IDA). Last year, we did
not track any DAH for MNCH coming from the World
Bank. This year, we have a better understanding of
contributions from this source. As a result, total DAH
for MNCH is estimated to be greater than we reported
last year (see Figure 18). The growth rate of DAH for
MNCH has fluctuated greatly over time, increasing by
34% from 2006 to 2007, stagnating from 2007 to 2008,
and then expanding again by 9% in 2009. From 2006 to
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2009, GAVI's dominance in the field of MNCH grew as it
controlled an increasing share of the total. In contrast,
DAH for MNCH from the United Nations Children’s Fund
(UNICEF) as a share of total DAH has declined substan-
tially. Also, the dominance of IBRD and IDA, measured
by the percent of total DAH for MNCH that they spend,
shrank from 24% of total DAH in 2006 to 8% in 2009.
UNFPA’s contribution to MNCH as a share of total DAH
has maintained its share of the total DAH, which was
20% in both 2006 and 2009. This contrasts with other
traditional institutions, whose dominance in MNCH has
declined in recent years. US DAH for MNCH grew at the
end of the George W. Bush administration, increasing
by 50% from 2007 to 2008. The US contribution to
MNCH also jumped by 51% from 2008 to 2009 under
Barack Obama’s administration. Future updates of this
research will assess the impact of the current adminis-
tration’s continued prioritization of MNCH through the
Global Health Initiative on funding levels.®

DAH for MNCH is likely to increase in future years if
donors honor commitments made in 2010. Donor
governments at the Group of Eight summit in Muskoka,
Canada, pledged to give $5.6 billion to the cause.
Developing and developed country governments,
as well as donors from the private sector, pledged
$40 billion for the next five years to save mothers’ and
children’s lives.>.66

As was reported last year, the range of MNCH dollars
received by countries per MNCH DALY as shown in
Figure 19 is much smaller than the extreme values seen
in the map of DAH for HIV/AIDS per HIV/AIDS DALY. The
country that received the largest amount per DALY
(S314) is Argentina, whose largest donor was the World
Bank. Overall, countries in South America receive some
of the highest amounts of MNCH DAH per MNCH DALY,
which contrasts starkly with poorer countries in sub-
Saharan Africa, who receive lower amounts and have
higher MNCH disease burden. A study by the Institute
of Health Metrics and Evaluation (IHME) of progress
toward MDGs 4 and 52 found that countries receiving
more DAH for this health focus area such as Peru,
Mongolia, and Egypt are on track to meet both MDGs,
while other countries who are also expected to attain
MDGs 4 and 5 (such as China, Libya, Maldives, Syria,
and Tunisia) received around $1 of MNCH DAH or less
per MNCH DALY.
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FIGURE 18:

DAH for maternal, newborn, and child health by channel of assistance, 1990-2009
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FIGURE 19:

DAH for maternal, newborn, and child health per related DALY, 2004-2009

We used DALY data for 2004 as a proxy for burden in all subsequent years. Countries that received no DAH over the study period and countries
with zero or missing burden data are not shown. DAH received is shown in real 2009 US dollars.
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Funding for malaria by channel of assistance

DAH for malaria experienced the fastest rate of growth
from 2008 to 2009 (49%) among all the health focus
areas that we tracked, and received nearly $2 billion
in 2009. This stunning growth trend in malaria DAH
began between 2007 and 2008, driven largely by dona-
tions channeled through GFATM. Malaria DAH from
GFATM increased by 44% from 2007 to 2008 and 96%
between 2008 and 20089. It is important to keep in mind
that channels such as the US and UK governments
and BMGF actually contribute more to malaria than is
shown in this figure since their contributions to GFATM
are subtracted.

Following the Abuja Declaration in 2001 in Nigeria,
where African leaders pledged to halve malaria deaths
by 2010 and requested $1 billion per year from donors,
malaria DAH rose slowly.6’ In 2007, Bill and Melinda
Gates held a meeting in Seattle and invited key global
health players to join them in their quest to eradicate
malaria, lending new energy to the cause.®® BMGF’s
contributions to the fight against malaria have grown

over time. Excluding funds that it granted to other
channels, shown in Figure 20, malaria DAH from BMGF
grew 45% annually between 2006 and 2009. Funds
from PMI, which started in 2005, and the 2008 Lantos-
Hyde Act contributed to the growth of malaria DAH
from the US.%° According to our estimates, only in 2008
did malaria DAH finally reach the $1 billion mark that
African leaders originally requested in 2001 to meet
the Abuja Declaration malaria mortality target.

The map of malaria DAH per related DALY in Figure
21 shows that the two countries that account for the
largest number of malaria DALYs in the world, Nigeria
and the Democratic Republic of the Congo, receive
small sums of money per malaria DALY (S6 and $8
respectively) compared to other high-burden countries
in Africa. For example, Ethiopia and Tanzania received
$29 and $34 each per malaria DALY from 2004 to 2009.
Nigeria and the Democratic Republic of the Congo
became focus countries for PMI in 2011, joining other
African countries such as Ethiopia, Tanzania, Mada-
gascar, and Kenya. In general, PMI focus countries
tended to receive larger sums of malaria DAH per DALY,

FIGURE 20:
DAH for malaria by channel of assistance, 1990-2009
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FIGURE 21:
DAH for malaria per related DALY, 2004-2009

We used DALY data for 2004 as a proxy for burden in all subsequent years. Countries that received no DAH over the study period and countries
with zero or missing burden data are not shown. DAH received is shown in real 2009 US dollars.
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FIGURE 22:
DAH for health sector support by channel of assistance, 1990-2009
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Notes: For search terms used to define health sector
support, please visit our online Methods Annex at:
http://www.healthmetricsandevaluation.org/
publications/financing_global_health_2011_methods_
IHME.pdf
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due in part to their inclusion in this program. In future
updates of this research, the status of Nigeria and the
Democratic Republic of the Congo as PMI focus coun-
tries may translate to higher levels of malaria funding
per DALY. Overall, countries in Central and South-
east Asia receive much larger sums of malaria DAH
per malaria DALY than sub-Saharan Africa, where the
greatest levels of malaria burden exist.

Funding for health sector support by channel of
assistance

Health sector support includes grants that a recipient
country government can use to fund any area of the
health sector. Health sector support is related to the
principle of alignment established by the Paris Decla-
ration on Aid Effectiveness, in which donors pledged
to provide aid that corresponds with countries’ priori-
ties and channel assistance through the treasuries of
developing countries.** Tracking DAH for health sector
support reveals that the Paris Declaration has fueled
increases of DAH for this area since 2005, but it remains
much smaller than DAH for HIV/AIDS and MNCH. Health
sector support was 5% of total DAH in 2009 compared
to 25% for HIV/AIDS and 16% for MNCH.

We have revised our estimates of DAH for health
sector support due to some key improvements
described earlier, resulting in slightly larger esti-
mates of DAH for health sector support from the
EC and of total DAH for health sector support prior
to 1999. Also, methodological changes have led to
better assessment of the World Bank’s contribution
to health sector support (see Methods Annex: http://
www.healthmetricsandevaluation.org/publications/
financing_global_health_2011_methods_IHME.pdf).

European bilateral agencies and the EC have been the
main drivers of the increase in DAH for health sector
support. Combined, the six largest bilateral donors of
health sector support in Europe increased their contri-
bution at a rate of 39% from 2005 to 2009, with the
UK contributing the largest amount. Five of the six
European donors are part of the International Health
Partnership and Related Initiatives (IHP+), an organiza-
tion that aims to work together to implement the Paris
Declaration and Accra Agenda for Action, endorsed in
Ghana in 2008.7° DAH for health sector support from
the EC peaked in 2006 at $284.77 million and shrank
to $164.14 million in 2009. Although the US signed the
Paris Declaration, the amount of DAH that it provides
for health sector support has decreased from $158.65
million in 2005 to $54.36 million in 2009.
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Funding for tuberculosis by channel of assistance

The global health community has recently paid more
attention to TB since the HIV/AIDS epidemic caused a
large increase in the number of cases. The likelihood
of people with HIV/AIDS developing active TB is 50
times greater than those without HIV/AIDS.”* As some
people being treated for TB have failed to complete
the six-month antibiotic treatment regimen, strains
of multidrug-resistant and extremely drug-resistant
TB have developed.”? These conditions are more
expensive to treat and require longer treatments.”? In
addition to the growing number of TB cases and the
emergence of drug-resistant strains of the disease, TB
poses a threat across borders as increasing numbers of
people emigrate or travel to other countries.

To address the challenge of fighting TB, the Stop TB Part-
nership led by WHO estimates that $47 billion would
be required from 2011 to 2015.7% Our estimates show
that TB funding surpassed $1 billion for the first time
in 2009 (see Figure 23). Furthermore, growth in DAH
for TB began to slow between 2008 and 2009. While
donors such as the US government and BMGF have
pledged to expand TB funding,’*7> it seems unlikely
that DAH for TB will attain the Stop TB target funding
levels should the current pace of funding continue.

GFATM, BMGF, and WHO are the channels of assistance
that have contributed the largest amounts of resources
to TB. Since 2004, BMGF and GFATM have experienced
some of the most rapid growth rates among the chan-
nels, growing by 34% and 24%, respectively, over each
year from 2004 to 2009. DAH channeled through WHO
grew 7% annually during this period. From 2004 to
2009, DAH from the World Bank IDA and IBRD shrank
by 9% annually. DAH for TB from the UK expanded
greatly (21%) from 2008 to 2009.

In Figure 24 the map of TB DAH per related DALY
shows that some low-income countries with among
the highest TB burdens such as Ethiopia, Kenya, and
Uganda receive little DAH per TB DALY compared to
wealthier countries such as Botswana and Peru. From
a different perspective, it is interesting to examine DAH
per DALY amounts flowing to countries that have some
of the highest levels of multidrug-resistant TB, such as
India, China, and Russia. Russia receives $21 per TB
DALY, while China and India receive $9 and $5 per DALY,
respectively. Given that multidrug-resistant TB poses a
serious threat to public health in these countries and
other nations, it is surprising to see the substantially
lower funding levels of DAH per TB DALY in India and
China compared to Russia, a richer country.
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Funding for noncommunicable diseases by channel
of assistance

NCDs recently generated worldwide attention at the
September 2011 UN High-Level Meeting on Noncom-
municable Diseases. NCDs such as cancer, heart
disease, and diabetes have long been viewed as health
issues that plague rich countries. Research has shown,
however, that NCDs disproportionately affect the
developing world. According to Dr. Ala Alwan of the
WHO, premature death (mortality before age 60) from
NCDs in poor countries is three times higher than in
rich countries.”® New research from IHME reported
that breast cancer deaths in developing regions are
over two times higher than in developed regions.”” For
cervical cancer, IHME found that developing regions
account for 76% of new cases.”” While risk factors such
as tobacco, harmful alcohol use, and overweight and
obesity that drive increases in NCDs are similar across
developed and developing countries, developing coun-
tries have fewer resources to treat and prevent them.
In its 2010 Global Risks report, the World Economic
Forum noted that NCDs pose a major threat to the
world economy, as they will strain national budgets by

raising health care costs and reducing economic growth
and worker productivity.”®

At the High-Level Meeting on Noncommunicable
Diseases, the summit’s declaration noted that current
levels of local, national, and international funding are
insufficient to deal with the size of the problem posed
by NCDs. The declaration called for increased and
long-term funding for NCDs, but no specific funding
target was announced at the summit. Future updates
of this research will assess the amount of additional
resources mobilized for NCDs as a result of this high-
level meeting.”®

While NCDs represent 45% of the overall disease
burden in developing regions,® DAH for NCDs was just
1% of total DAH in 2009. While NCDs represent the
smallest amount of DAH compared to the other health
focus areas we are tracking, our updated estimates
show that it was slightly higher than we reported in last
year’s Financing Global Health report.’® This is due to
our new methods for estimating DAH from the World
Bank as well as the addition of data from another
channel, the Bloomberg Family Foundation. Bloomberg
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FIGURE 24:
DAH for tuberculosis per related DALY, 2004-2009

We used DALY data for 2004 as a proxy for burden in all subsequent years. Countries that received no DAH over the study period and countries
with zero or missing burden data are not shown. DAH received is shown in real 2009 US dollars.
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FIGURE 25:
DAH for noncommunicable diseases by channel of assistance, 1990-2009
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FIGURE 26:

DAH for noncommunicable diseases per related DALY, 2004-2009

We used DALY data for 2004 as a proxy for burden in all subsequent years. Countries that received no DAH over the study period and countries
with zero or missing burden data are not shown. DAH received is shown in real 2009 US dollars.
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Family Foundation, the largest donor to NCDs in 2009,
funds tobacco reduction initiatives around the world.
Other large contributors include WHO and the World
Bank (IDA and IBRD). Between 2004 and 2009, the
World Bank’s contribution to NCDs has grown by 21%
annually, while DAH for NCDs channeled through WHO
has decreased by 1% annually. BMGF’s funding of DAH
for NCDs, which funds cervical cancer prevention as
well as tobacco control, grew by 49% annually over this
period.

Will the global health community’s efforts to increase
both awareness and DAH for NCDs succeed in raising
its funding to levels that other heath focus areas have
reached? Some experts, such as David Fidler from
Indiana University, argue that NCDs generate less of a
“human dignity pull” than communicable diseases such
as malaria, since many cases can be linked to behavior
such as poor diet and smoking.?! Devi Sridhar and
colleagues noted the difficulty of garnering support for
NCDs from donors in the current economic climate.®?
Recent pledges to increase funding for breast and
cervical cancer prevention, screening, and treatment
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from the US government via PEPFAR may translate to
more DAH for NCDs in future years, particularly among
people living with HIV/AIDS.&

It is difficult to trace all NCD-specific DAH to the
country level, and we were unable to trace DAH flowing
through WHO and the Bloomberg Family Foundation
to countries, as country-specific disbursement data
are not available. For DAH that we could trace to the
country level, the map of DAH for NCDs per related
DALY in Figure 26 shows that many countries receive
relatively few dollars per NCD DALY. With the exception
of Tonga, which receives nearly $200 per NCD DALY, no
country received more than $7 per NCD DALY. In low-
income countries that face the challenge of addressing
both noncommunicable and communicable diseases,
these extremely low levels of funding paint a picture of
places where HIV-positive women may have access to
antiretroviral therapy funded by foreign donors, while
women with breast cancer likely have very few treat-
ment options.3
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CHAPTER 3:

SPENDING ON HEALTH BY DEVELOPING
COUNTRY GOVERNMENTS

While data on development assistance for health (DAH)
can help the global health community identify gaps in
funding and assess the impact on health outcomes,
it represents only a fraction of total health spending
worldwide. To fully understand countries’ investments
in health, tracking health spending from private and
governmental sources is also needed. In most devel-
oping regions, government health spending that is
financed by countries’ own revenue is much larger than
DAH. In 2009, it was 16 times the size of total DAH in
developing regions. Given the key role public domestic
health spending plays, it has generated much interest
among policymakers in donor countries and citizens in
developing countries alike.

This section explores developing country government
spending on health. While we were able to develop
preliminary estimates of DAH for 2010 and 2011, we
were only able to estimate government health spending
through 2009 due to lack of data for more recent years.
In the future, the Institute for Health Metrics and Eval-
uation (IHME) plans to further explore health spending
in developing countries by measuring out-of-pocket
health expenditure.

People in developing countries are using data on their
governments’ domestic health spending to lobby
for more spending on health. In Uganda, two fami-
lies whose relatives died in childbirth are suing the
government for failing to provide maternal health care
that might have saved their lives.?> Health activists in
Uganda have rallied in support of these families and
used information about government health spending
to put pressure on the government to provide more
and better quality health services.®¢ In Kenya, health
care workers and non-governmental organizations
(NGOs) are raising awareness about government health
spending in the face of growing disease burden to
convince their elected officials to spend more money
preventing and treating noncommunicable diseases
and HIV/AIDS.®’

Many policymakers in donor countries care about
tracking recipient country governments’ domestic
health spending due to concerns that these govern-
ments may reduce their own investment in health when
they receive DAH.®8 Government officials in donor
countries are also concerned about accountability to
voters,® who may lessen their support for DAH if it is

BOX 5:

decades.

Financing Global Health 2010 main findings for government health expenditure

¢ |n the developing world, governments have greatly increased their commitment to health over the past two

¢ |In many countries where governments receive large amounts of DAH, these funds tend to partially replace
domestic health spending instead of fully supplementing it. In contrast, government health expenditure appears
to increase in countries where DAH flows primarily through non-governmental organizations.

e The quality of government health spending data is poor, and the two datasets on this subject from the
International Monetary Fund and World Health Organization differ greatly.
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not fully supplementing what they perceive to be inad-
equate levels of health spending in poor countries.

While DAH may help speed up developing countries’
efforts to meet the Millennium Development Goals
(MDGs) by 2015, countries’ own spending often plays
a much larger role. The importance of public domestic
health spending in fighting infectious diseases was
acknowledged by African leaders in 2001 when they
pledged to spend 15% of their total budget on health,
known as the Abuja targets.®® African leaders recently
reaffirmed this commitment at the 15th African Union
Summit in 2010.°?

Furthermore, governments’ domestic health spending
funds essential elements that form the backbone of
health systems, such as the construction of hospi-
tals, electricity or gas to power the refrigerators to
prevent vaccines from spoiling, and the salaries of
health workers. In contrast, much of DAH is earmarked
by donors to combat diseases such as HIV/AIDS and
malaria. While it may be vital for developing coun-
tries who find themselves struggling to fight specific
diseases, DAH cannot adequately substitute for core
health system funding provided by governments.

Despite many different stakeholders’ demands for
public domestic health spending data, few organi-
zations are pushing for increased transparency and
improved quality in this area. Some organizations are
drawing attention to the importance of transparency in
budget and expenditure data in developing countries,
such as the International Budget Partnership,®2 but they
are not as numerous as the multiple organizations that
monitor spending data on the donor side. In contrast,
many academics, policymakers, NGOs, and advocacy
organizations focus on the volume and transparency
of development assistance from public and private
donors. For example, organizations such as ONE, which
advocates for poverty reduction and disease preven-
tion around the world, track foreign assistance and
monitor donors’ fulfillment of their aid targets, while
others such as the International Aid Transparency
Initiative and Publish What You Fund encourage donors
to put timely, detailed, and comparable aid data in the
public domain.?3-%

Measuring government health expenditure from
domestic sources

It is challenging for many reasons to measure govern-
ment health expenditure as source (GHE-S), referring
to public spending on health that comes only from
domestic financing. The World Health Organization

SPENDING ON HEALTH BY DEVELOPING COUNTRY GOVERNMENTS

(WHO) is the only organization to regularly publish
estimates of government health expenditure in their
National Health Accounts (NHA) database.®® In the
past, IHME obtained data on government health expen-
diture from the International Monetary Fund (IMF), but
updated estimates for recent years are not currently
available.?” Having more than one data source is useful
because it allows us to compare the consistency of our
findings across different sources. In Financing Global
Health 2010, our overall conclusions were similar
across datasets. For certain countries, however, the
two datasets yielded conflicting results. The availability
of multiple datasets serves as an additional means to
test the strength of our findings.

In addition to having only one regularly updated data
source to work with, another challenge lies in the large
quantity of data (53%) that were either partially or
fully created by WHO using modeling techniques that
could not easily be replicated by others, or were unre-
alistically high or low compared to trends we observed
within and across countries. A small portion of obser-
vations in the dataset (7%) were not reported by WHO.

In order to produce the best possible dataset of public
domestic health spending, we used only portions of
the government health expenditure data that were
derived from sources such as consultations with
ministries of health, publications from governments,
the IMF, the World Bank, and NHA reports. We also
improved the NHA dataset by using a widely used
method that could be replicated by other researchers
to estimate data not derived from cited sources (for
more information, see the online Methods Annex at
http://www.healthmetricsandevaluation.org/publica-
tions/financing_global_health_2011_methods_IHME.
pdf). While IHME can use rigorous scientific methods
to compensate for gaps in the data, the most important
improvements in the data need to be made by donors
and organizations involved in the collection of these
data. Given the relevance of government health expen-
diture data to policymaking and planning, increased
investment in the collection of this information is
urgently needed.

Another issue that we highlighted in Financing Global
Health 2010 is that the data provided by WHO include
government health expenditure as agent (GHE-A),
which is government health spending financed by both
domestic taxpayers and foreign donors. In order to
obtain GHE-S from the WHO data, IHME subtracts its
estimates of DAH channeled to governments (DAH-G)
from GHE-A provided by WHO.
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BOX 6:
Acronyms

DAH-G Development assistance for health channeled to government

DAH-NG Development assistance for health channeled to non-governmental sectors

GDP Gross domestic product

GGE General government expenditure

GHE-A Government health expenditure as agent, domestic- and donor-funded financing

GHE-S  Government health expenditure as source, domestic-only financing

TABLE 4:
Data sources used to estimate GHE-S

Percentage of data points

All
Data sources used 1995| 1996 | 1997 | 1998 | 1999 | 2000 | 2001| 2002 | 2003 | 2004 | 2005| 2006 | 2007 | 2008 | 2009 | years
WHO NHA 40%| 38% | 38%| 43%| 43% | 42%| 40%| 41% | 41%| 43%| 53%| 45%| 42%| 37% | 29%| 41%
database
WHO NHA 52%| 54% | 54%| 49%| 49% | 50% | 53%| 52%| 52%| 51%| 50% | 48%| 52%| 57% | 65%| 53%
database
plus covariates*t
Covariates** 7% 7% 7% 7% 7% 7% 7%| 7% 7% 7% 7% 7% 7% 7% 7% 7%

*Covariates include government health expenditure as agent as a fraction of national GDP (GHE-A/GDP) and government health expenditure as agent as a fraction of
general government expenditure (GHE-A/GGE) from IMF; DAH channeled through a country’s government as a fraction of national GDP (DAH-G/GDP); DAH channeled
through non-governmental sectors as a fraction of national GDP (DAH-NG/GDP); debt relief received by government as a fraction of national GDP (debt relief/GDP) from
the IMF; national GDP per capita from the IMF with a one-year lead and lag; HIV prevalence as a percentage of national population; average per capita income over the
past 10 years; GDP per capita growth rate; general government expenditure as a fraction of national GDP (GGE/GDP) from the World Bank and WHO; and current as well
as three-year leads and lags of government health expenditure as source as a fraction of national GDP (GHE-S/GDP) from WHO NHA data. “Lags” and “leads” refer to
using previous and future values of a given variable to impute a value for a given year.

tCovariates and Bayesian priors based on plausible WHO NHA data were used to refine our estimates of government health expenditure as source.

FWHO NHA data were not used because data points were missing from WHO NHA database.
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Trends in country spending on health programs in
developing regions

This section explores trends in three different
types of health spending in developing countries,
public domestic health spending, DAH flowing to
governmental sectors, and DAH channeled to non-
governmental sectors, over the period 1995 to 2009.

Our findings show that governments’ domestic health
expenditure has increased over time in developing
regions, growing at a rate of 5% between 2000 and
2003 and 9% from 2003 to 2006. As global financial
woes spread to world economies during the period
2008 to 2009, many global health leaders and devel-
opment organizations predicted that the recession
would lead to reduced government health spending
in developing countries due to declines in gross
domestic product (GDP) and donors slashing foreign
aid budgets.13%8 |nstead of slowing as a result of the
global financial crisis, our estimates indicate that the
growth rate of public domestic health spending actu-
ally sped up between 2008 and 2009, increasing from
$368.46 billion to $410.50 billion. These findings bode
well for the attainment of the MDG targets by 2015.

The East Asia region, which is driven by China’s health
spending, accounted for 44% of this increase from 2008
to 2009, while the regions of Tropical and South Latin
America were also responsible for this upward trend,
accounting for 15% and 10% of the increase in GHE-S,
respectively.

Trends in governments’ domestic health spending
have shifted over the last decade. Back in 2001, public
domestic health spending from North Africa/Middle
East and Tropical Latin America represented a greater
share of the total than East Asia. That year, North
Africa/Middle East and Tropical Latin America repre-
sented 19% ($39.64 billion) and 18% ($37.20 billion) of
total GHE-S, respectively, while East Asia represented
17% of total GHE-S ($36.08 billion). Similar to what we
reported last year, the region that spent the largest
amount of its own resources on health in 2009 was East
Asia (28% of total GHE-S, or $113.85 billion), followed
by North Africa/Middle East and Tropical Latin America,
each of which represented 16% of total GHE-S in 2009
(567.69 billion and $65.34 billion, respectively).

The regions where governments spent the smallest
amounts of their own resources on health were
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Oceania, the Caribbean, and East and Central sub-
Saharan Africa. GHE-S from each of these regions
made up approximately 1% or less of total GHE-S from
1995 to 2009. In 2009, these regions spent $358.13
million, $2.91 billion, $3.26 billion, and $4.31 billion,
respectively.

Yet another way to quantify levels of government
investment in health is to measure dollars spent per
person. Measured this way, governments in South,
Tropical, and Central Latin America and South sub-
Saharan Africa ranked highest for dollars of domestic
health spending per person during the period 2000 to
2009. These regions spent $452, $327, $241, and $169
per person in 2009, respectively. East and West sub-
Saharan Africa and Southeast and South Asia ranked
among the lowest five regions in terms of public
domestic health spending per person over the period
2000 to 2009, and spent the following amounts per
person in 2009, respectively: $10, $17, $41, and $12.

While some of the poorest areas in the world, such
as East, Central, and West sub-Saharan Africa, spend
very little on health compared to wealthier regions,

public investment in health continues to grow in these
regions. For example, in East sub-Saharan Africa, GHE-S
was $1.69 billion in 2000. In this region, governments’
domestic health spending nearly doubled over the last
decade, reaching $3.26 billion in 2009.

To better understand what was happening at the
regional and country level in terms of external invest-
ment in health, we tracked DAH through different
channels of assistance to governmental (DAH-G) and
non-governmental (DAH-NG) sectors in countries and
subtracted loans from these estimates. In most regions,
DAH was much smaller than public domestic health
spending. In Southeast Asia in 2009, for example,
GHE-S was 30 times greater than DAH to governmental
and non-governmental sectors combined. The only
developing region where DAH flowing to governmental
and non-governmental sectors is greater than govern-
ments’ domestic health spending is East sub-Saharan
Africa, where it was 11% larger in 2009.

DAH to governments has generally increased over
time. Its growth rate was 57% from 2002 to 2003
(52.58 billion to $4.05 billion), which represented its

FIGURE 28:
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largest single increase during the entire period of 1995
to 2009. DAH-G continued to grow at a slower rate
through 2007, with the exception of an 8% decrease
between 2004 and 2005 (S4.18 billion to $3.83 billion).
From 2007 to 2008 and 2008 to 2009, however, it actu-
ally declined by 7% ($5.07 billion to $4.72 billion) and
1% ($4.72 billion to $4.65 billion), respectively.

In 2009, three regions stood out as receiving large
shares of total DAH-G: East sub-Saharan Africa received
30% ($1.38 billion), South Asia received 19% ($880.28
million), and West sub-Saharan Africa received 17%
($771.36 million). South Asia’s share may be explained
by the fact it includes some of the most populous coun-
tries such as India, Pakistan, and Bangladesh. The fact
that two sub-Saharan African regions are among the
top recipients of DAH-G recipients tells us that much of
this assistance is flowing to some of the poorest areas
of the world. In contrast, three Latin American regions
received the lowest amounts of DAH in 2009: Tropical
Latin America, Andean Latin American, and South Latin
America combined receive only 1.6% of total DAH-G.

Trends in DAH to non-governmental sectors differed
markedly from DAH to governmental sectors. DAH

received by non-governmental sectors grew much
more dramatically during the last decade compared
to DAH-G. Its rapid increase is largely due to the US
President’s Emergency Plan for AIDS Relief (PEPFAR)
program that began disbursing funds for HIV/AIDS in
2004. DAH-NG increased nearly 10-fold from $601.62
million in 2003 to $6.41 billion in 2009.

The non-governmental sectors in regions receiving
some of the largest shares of DAH since 2002 were
located in sub-Saharan African regions (East, West,
and South) and South Asia. In 2009, these regions
received $2.23 billion, $1.16 billion, $805.32 million,
and $689.39 million, respectively. Similar to DAH
received by governmental sectors, the largest amounts
of DAH-NG went to East sub-Saharan Africa in 2009 and
represented 35% of the total. Oceania and Tropical and
South Latin America have consistently obtained some
of the smallest amounts of DAH to non-governmental
sectors over time. In 2009, these regions received
less than 1% of total DAH-NG ($72.29 million, $33.31
million, and $1.70 million, respectively).

FIGURE 29:

DAH-NG by Global Burden of Disease developing region, 1995-2009
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CHAPTER 4:

IMPACT OF DEVELOPMENT
ASSISTANCE FOR HEALTH ON COUNTRY
GOVERNMENT SPENDING

Given the urgency of attaining the Millennium Devel-
opment Goals (MDGs) by 2015, it has become even
more important to identify the factors that influence
governments’ domestic health spending in addition
to measuring its volume. A review of the scientific
literature revealed multiple factors: total government
spending (also known as general government expen-
diture, or GGE), gross domestic product (GDP),
forgiveness of debt incurred by the government, the
percentage of people living with HIV, and development
assistance for health (DAH).%°-107

Since DAH has risen rapidly over the past decade, we
were particularly interested in studying how it affects
government health expenditure as source (GHE-S).
For over 30 years, many economists have concluded
that sector-specific foreign assistance to govern-
ments tends to cause recipient countries to shift their
own spending away from the sector that receives
the aid.102108-112 Simijlarly, recent studies have found
that recipient governments, on average, spend less
of their own money on health if they receive health
assistance.%103,113,114 pAH that goes to the non-govern-
mental sector (DAH-NG) in a country is another factor
that influences GHE-S.%°

Last year, we studied the relationship between DAH
and public domestic health spending. We found that
for every $1 of DAH channeled through government
(DAH-G) that flowed to a country, governments on
average took $0.43 to $1.14 of their own money away
from the health sector. We call this phenomenon
“subadditionality,” which occurs when DAH to govern-
ment partially or fully substitutes for public domestic
health spending. The opposite phenomenon, or “addi-
tionality,” happens when DAH-G fully supplements
GHE-S.
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This year, we updated our research and reached similar
findings. We used the baseline methods from Financing
Global Health 2010 and incorporated minor improve-
ments such as including time trends and employing
two-step estimation process.*>16 Qur results indicate
that subadditionality continued to occur when govern-
ments in developing countries received DAH. After
adding data for years 2007 through 2009 to our dataset,
we found that as a whole, governments tend to take
$0.56 out of the health sector for every $1 of DAH that
they receive with a 95% confidence interval of $0.34
to $0.78. The fact that we obtained similar results with
the addition of new data suggests that governments,
on average, react to DAH in a manner that is consistent
over time. This does not mean that these findings apply
to all nations, as averages mask important variations
across countries.'® We are in the process of updating
country-level estimates of additionality, which we plan
to publish in the future.

Other factors that we found to be significantly related
to governments’ domestic health spending in our
analysis included DAH to non-governmental sectors
and government size. Since government size is rela-
tively constant over time, DAH-G and DAH-NG have
unique roles as primary determinants of fluctuations in
GHE-S. This allows us to observe the impact of DAH to
governmental and non-governmental sectors on public
domestic health spending over time.

Toillustrate theimportantand dynamic effects of DAH to
governmental and non-governmental sectors on public
domestic health spending, we consider the region that
received more DAH-G and DAH-NG than any other,
East sub-Saharan Africa. As shown in Figure 30, from
2006 to 2007, DAH to governmental sectors increased
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by $324.44 million, while DAH to non-governmental
sectors rose by $204.22 million. These two forms of
DAH had opposite effects on public domestic health
spending during this period: DAH-G led to decreases
in GHE-S, while increases in DAH-NG led to increases
in GHE-S. Still, the upward pressure that DAH to non-
governmental sectors has on governments’ domestic
health spending is smaller in magnitude than the
downward pressure of DAH to governmental sectors.
Estimates show that it takes an increase of $2 in DAH
to non-governmental sectors to balance out the down-
ward impact that $S1 of DAH to governmental sectors
has on governments’ domestic spending on health.

Our statistical analysis suggests that governments
in this region reacted to inflows of DAH-G by shifting
money away from the health sector into other sectors,
resulting in a $182.36 million decrease in GHE-S. As
these funds are shifted away from the health sector, it
is important for the global health community to under-
stand where these funds end up. Does the money go
to health-enhancing sectors such as education, water

and sanitation, or food security, or does it go to expen-
ditures that may not improve health, such as military
spending? Unfortunately, lack of detailed government
spending data by sector prevents us from answering
this question.

On the other hand, increasing DAH to non-govern-
mental sectors partially counteracted the decreases
caused by DAH to governmental sectors by putting
upward pressure on public domestic health spending.
We estimated the effect of the increase in DAH-NG on
GHE-S to be $57.20 million in East sub-Saharan Africa.

The reasons why increases in DAH-NG cause GHE-S to
rise are not well understood. As noted in The Lancet last
year, many researchers believe that the high salaries
that non-governmental organizations (NGOs) tend to
pay drive up wages,'7-11° putting pressure on govern-
ments to raise the salaries of civil servants in order to
retain them. On the other hand, some have hypoth-
esized that this is evidence that NGOs’ efforts to lobby
governments to spend more on health is working.?°
Cautious interpretation of this finding is warranted.

FIGURE 30:

Relationship between GHE-S and DAH-G in East sub-Saharan Africa, 2006-2007
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Furthermore, few rigorous studies of the overall health
benefits of providing DAH to NGOs versus governments
have been done. Further research should be conducted
to elucidate the reasons why DAH-NG increases GHE-S
before drawing the simplistic conclusion that more
DAH should be given to NGOs to increase govern-
ments’ domestic health spending. Researchers should
also study the health impact of providing DAH through
NGOs.

As discussed in Chapter 2, NGOs generally do not make
country-level expenditure data available to the public.
This limits researchers’ abilities to assess the effective-
ness of health interventions that NGOs deliver relative
to those delivered by the government. Greater trans-
parency of financial data from NGOs is needed for
research that could lead to informed policymaking.

Examining changes in DAH to governmental and
non-governmental sectors from 2008 to 2009 in East
sub-Saharan Africa, as seen in Figure 31, reveals clues
about the relationship between these factors and
GHE-S. Similar to 2006 to 2007, DAH-NG continued to

rise from 2008 to 2009 and contributed to an increase
in GHE-S. Unlike the previous period, however, DAH-G
declined in East sub-Saharan Africa between 2008 and
2009. These declines in DAH-G have occurred alongside
increases in public domestic spending. It is plausible
that governments in the region may be responding to
decreases in DAH-G by channeling more money into
the health sector.

Based on the finding that governments may be reacting
to declines in the DAH that they receive by increasing
their domestic health spending, some may conclude the
logical strategy for donors is to cut DAH-G and give the
funds to NGOs instead. Pursuing the exclusive objective
of increasing GHE-S without considering other factors
could be unwise, however. Further studies should be
done to fully understand how the provision of DAH-G
and DAH-NG and their effect on GHE-S impacts health
in developing countries. Otherwise, donors could
spend much time and effort trying to influence govern-
ments’ domestic health spending while losing sight of
the most important issue at stake, which is saving lives.

FIGURE 31:

Relationship between GHE-S and DAH-G in East sub-Saharan Africa, 2008-2009

Changes in DAH

Effects of changes in DAH on GHE-S

Sources: IHME Government Health
Spending Database (Developing
Countries) 2011, IHME DAH Database
(Country and Regional Recipient Level)
2011, and covariates (GDP, general
government expenditure, debt relief,
and HIV prevalence)

Notes: DAH and GHE-S regional
relationship based on all-region
analysis.
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Policy implications

More transparent and high-quality data on govern-
ments’ domestic health spending are needed to inform
the scientific and policy debate on this subject. Citi-
zens of developing countries as well as donors who are
sending assistance to these countries would benefit
from knowing how much governments are spending
on health as well as other sectors. These data are also
critical for monitoring the implementation of the Abuja
targets. Public expenditure management systems in
developing countries need to be strengthened so that
countries can produce these data. Furthermore, as
the primary provider of data on government health
expenditure, the World Health Organization should
invest more resources to collect these data through
visits to countries. The global health community’s
understanding of governments’ investment in health
could be improved by other parties’ investment in
data collection. Finally, better quality data on govern-
ment spending in all sectors would help identify which
sectors within the government receive additional
funding if ministries of finance shift money away from
the health budget in response to DAH-G.

A second concern generated by these findings relates
to implications for developing countries’ efforts to
meet MDGs 4 and 5 to reduce maternal and child
mortality. Our findings that governments tend to react
to receiving DAH by shifting their own resources away
from the health sector are worrisome. As we noted
last year, it is problematic if governments react to DAH
flowing into their treasuries by taking money away
from their core health budgets. DAH is not an adequate
substitute for government health spending, since
donors often earmark these funds for disease-specific
programs such as HIV/AIDS. If ministries of finance
respond to increased DAH-G by redirecting GHE-S
to areas such as water and sanitation, education, or
conditional cash transfers to the poor, however, then
these funds could complement efforts by ministries of
health to meet the MDGs. If domestic funds are freed
up by DAH to government for increasing expenditures
in other sectors that may not improve health, this could
impair a country’s ability to attain the MDGs. These
findings point to the need for recipient countries and
donors to gain a better understanding of each other’s
priorities as well as the intended objectives of DAH.

Ultimately, while increasing governments’ domestic
health spending is an important part of attaining the
MDGs, additional studies should be done to deter-
mine which form of DAH, DAH to governmental or
non-governmental sectors, has the greatest impact
on health. While DAH to non-governmental sectors
increases governments’ domestic health spending, it is
not clear that this is a positive outcome, as the under-
lying causal mechanisms have not yet been identified.
In addition, itis essential to consider both the short-and
long-term health impacts that result from channeling
DAH through governmental versus non-governmental
sectors. For example, investment in governments may
have a longer-lasting impact on health, as it may be
used to strengthen the health system, build health
facilities, or train staff.1?! In contrast, DAH channeled
through NGOs may be used for interventions that
have a short-term impact, as NGOs’ health work may
end when project funding ends or the organizations
cease to operate in a particular country.t?2123 Given
the complex relationship between public domestic
health spending and DAH to governmental and non-
governmental sectors, it is necessary to enhance our
understanding of how DAH can be delivered in a way
that maximizes its impact on health. This research
represents an important step toward attaining that
goal.
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CONCLUSION

The global economic crisis has, thus far, had little more
than a slowing effect on the growth of development
assistance for health (DAH) and country spending on
health. Most DAH donors increased funding modestly
since the Institute for Health Metrics and Evalua-
tion (IHME) published Financing Global Health 2010.
Country governments, similarly, continued to spend
more of their own resources in the most recent years
captured in the available data.

When examined over the full two decades covered by
this report, DAH appears to be returning to the single-
digit growth rates that were seen throughout the
1990s. Global health advocates became accustomed to
the huge increases in funding that began in 2002, with
annual increases in DAH of over 10% through 2008.

Within developing countries, governments continued
to show a growing commitment to health. Between
2006 and 2009, country spending has grown at a rate
higher than 10% every year, while DAH spending has
only increased at a double-digit rate twice during that
span.

The trend in countries shifting their own health
spending to other priorities when receiving large sums
of DAH invites further scrutiny. Reports by IHME and
others show that most countries are not on track to
reach the Millennium Development Goals (MDGs) for
reducing child and maternal mortality by 2015.%2 There
are, however, signs that reductions in child mortality
and maternal mortality are accelerating. To take advan-
tage of that momentum, countries need to ascertain
the right balance of donor and domestic funds.

Looking ahead, policymakers in donor countries and in
developing countries need to plan wisely for a future
of more moderate funding growth as well as the possi-
bility of a delayed effect from the economic crisis
causing funds to drop.

With the possibility of a more austere future in mind,
identifying how best to target limited resources will
require both better data gathering and more thorough
impact evaluations.
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First, the paucity of data continues to hinder efforts to
measure health challenges globally. When speaking at
the Bill & Melinda Gates Foundation’s Malaria Forum
in October 2011, World Health Organization (WHO)
Director-General Margaret Chan lamented the small
number of countries that have full vital registration
systems to track births, deaths, and causes of death.
“Good malaria surveillance means knowing where the
enemy lies,” she told the audience.?*

Creating full vital registration systems throughout the
world should be part of the agenda for health sector
support, and as can be seen in this report, the funding
for this sector has remained low for most of the past
two decades. Part of the solution can be found in
the emerging consensus around verbal autopsy (VA)
methods to assign cause of death in regions without
vital registration systems.

In February 2011, IHME, the University of Queensland
School of Population Health, and the journal Popula-
tion Health Metrics co-hosted the Global Congress on
Verbal Autopsy: State of the Science.'?®> The conference
brought together researchers and those who work with
VA data to discuss instrument design, analysis methods,
and the use of VA in national health information
systems. Those discussions led to Population Health
Metrics publishing a thematic series dedicated to VA
in September 2011 that explored new VA tools that are
more reliable, more cost-effective and, perhaps most
important, faster than those previously used.12¢

Developing countries urgently need these new tools
to better evaluate and address the ongoing burden of
infectious diseases, such as HIV, malaria, and tubercu-
losis, and the increasing burden of noncommunicable
diseases (NCDs). In September 2011, WHO and the
World Economic Forum proposed that countries
address the burden of NCDs by introducing “a core
set of NCD ‘best buy’ intervention strategies” that
include counseling and drug therapy for cardiovas-
cular disease, measures to prevent cervical cancer, and
prevention programs for tobacco use and obesity. “On
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a per-person basis, the annual investment ranges from
under USS1 in low-income countries to US$3 in upper
middle-income countries,” the report said.>

While an investment of that magnitude seems quite
low, it can quickly climb into the billions in countries
with significant disease burdens, such as India and
China. The evidence for some intervention strategies,
such as prevention programs for HIV/AIDS in certain
settings, is strong, but there remains much work to be
done to evaluate the impact and cost effectiveness of a
range of programs.>*

Countries will have a new opportunity to assess national
and subnational health priorities in the coming years
with the series of publications and events planned
around the Global Burden of Diseases (GBD), Inju-
ries, and Risk Factors Study 2010. This will be the first
systematic assessment of all health burden data using
a unified and replicable method since the GBD study
published in 1996. It will generate comprehensive and
comparable estimates of the burden of diseases, inju-
ries, and risk factors for the years 1990, 2005, and 2010
for 21 regions in the world, and is expected to cover
more than 400 diseases, risk factors, and nonfatal
health consequences. Led by IHME in collaboration
with Harvard University, Johns Hopkins University, the
University of Queensland, and WHO, the GBD Study
2010 brings together experts and leaders in health
research from around the world.*?”

With new GBD estimates, new VA tools, and continued
strength in DAH and country spending, policymakers,
global health advocates, and concerned citizens in all
countries have a new window to push for progress
toward international health targets. Those on the side-
lines can debate whether dates such as the 2015 MDG

deadline are realistic when countries have such large
variation in their disease burdens and economic capac-
ities. To make the world a healthier place for all, we
need to put our energies into identifying the programs
that are having the strongest impact. We need to
develop the innovations that have the potential for
significant health improvements. Finally, we need to
carefully measure both health challenges and health
solutions to keep existing programs and future inter-
ventions on track.

CONCLUSION
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TABLE 1:
DAH by channel of assistance, 1990-2011

Channel 1990 1991 1992 1993 1994 1995 1996 1997
Bilateral development agencies

United States 909.31 779.40 671.35 626.72 922.29 | 1,035.18 928.87 927.78

United Kingdom 51.64 62.61 172.94 162.74 168.95 177.71 208.50 222.08

Japan 275.48 308.87 328.12 442.62 474.67 482.84 552.06 561.65

France 586.16 398.63 331.06 259.89 307.60 373.39 343.99 287.72

Germany 95.07 112.16 154.35 186.92 285.33 372.47 311.95 351.05

Sweden 242.95 212.64 241.83 224.11 186.44 186.66 178.43 156.72

Other bilaterals 628.37 578.29 758.96 691.74 612.59 754.25 938.40 863.96
Regional development banks

African Development Bank (AfDB) 65.89 63.64 62.16 60.82 94.76 73.20 74.72 93.24

Asian Development Bank (ADB) 35.12 34.06 49.37 72.43 71.76 52.18 57.20 59.54

Inter-American Development Bank (IDB) 89.64 81.95 54.23 63.75 87.00 86.69 112.08 176.25
World Bank

International Development Association (IDA) 31.29 99.53 291.39 473.22 595.75 649.20 670.74 699.23

International Bank for Reconstruction and

Development (IBRD) 62.36 97.45 183.57 402.89 446.73 350.54 542.20 909.36
United Nations

Joint United Nations Programme on

HIV/AIDS (UNAIDS) - - - - - - 78.10 76.73

United Nations Population Fund (UNFPA) 360.92 348.56 300.45 293.99 426.02 417.36 397.56 390.63

United Nations Children’s Fund (UNICEF) 224.33 216.65 279.16 273.16 291.17 285.25 256.84 252.36

World Health Organization (WHO) 1,181.54 | 1,141.09 | 1,116.22 | 1,092.24 | 1,224.03 | 1,199.15 | 1,007.00 989.46

Pan American Health Organization (PAHO) 276.29 266.83 274.03 268.14 284.49 278.71 263.31 258.72
European Commission (EC)* 52.04 39.54 28.43 101.12 174.42 180.23 198.33 242.34
Public-private partnerships

GAVI Alliance (GAVI) - - - - - - - -

Global Fund to Fight AIDS, Tuberculosis

and Malaria (GFATM) - - - - - - - -
Bill & Melinda Gates Foundation (BMGF) - - - - - - - -
Other foundations? 117.82 114.48 139.68 172.23 149.97 140.18 172.82 166.20
Non-governmental organizations (NGOs) 2 533.34 712.41 854.29 895.30 | 1,011.15 967.00 853.51 941.54
Total 5,819.55 | 5,668.78 | 6,291.56 | 6,764.05 | 7,815.13 | 8,062.20 | 8,146.58 | 8,626.57

Preliminary estimates based on information from channel of assistance, including budgets, appropriations, and correspondence.

Source: IHME DAH Database 2011

Notes: In millions USS, 2009. Development assistance for health (DAH) includes both financial and in-kind contributions for activities aimed at improving health
in low- and middle-income countries. This table disaggregates DAH by the institutional channel through which DAH flowed to low- and middle-income countries.
Dashes indicate inapplicable.

L Includes funds from the European Development Fund and the European Commission budget
2 Only includes organizations incorporated in the United States
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1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011
922.77 993.95 957.21| 1,029.33 | 1,571.96 | 1,737.55| 1,870.57 | 2,270.92 | 2,981.07| 4,113.15| 5,459.32 | 5,875.96 | 7,456.21 | 7,577.57
273.30 362.81 540.88 485.25 562.31 614.46 614.31 767.44 967.25| 1,182.55| 1,108.40 | 1,203.05| 1,099.28 | 1,255.86
532.93 509.02 487.19 450.38 437.63 424.01 537.80 446.47 346.53 318.37 306.95 282.89 264.82 278.89
298.60 261.88 203.83 212.29 245.41 244.64 342.41 342.39 355.93 255.75 376.84 372.92 304.84 312.42
296.65 269.95 196.32 191.47 236.76 257.48 275.11 251.12 440.72 388.34 466.93 516.99 441.66 502.25
137.12 130.81 114.16 89.58 104.82 118.98 140.98 211.76 245.54 257.50 238.81 203.01 196.55 235.47
781.01 966.08 912.72 825.76 993.11| 1,064.14 | 1,143.68 | 1,200.61 | 1,428.87| 1,676.20| 1,911.46 | 2,386.78 | 2,334.02 | 2,378.99

62.59 61.68 45.13 42.37 81.43 42.43 90.51 149.18 91.04 88.32 104.42 103.45 106.67 107.59
120.31 224.70 388.82 164.89 164.96 141.59 139.12 130.22 131.76 137.56 138.82 455.80 266.17 267.25
188.03 189.44 219.32 202.36 212.72 184.98 374.40 383.89 133.42 159.92 145.91 137.33 106.27 65.69
683.10 858.54 889.70 940.73 | 1,092.27 | 1,157.41 | 1,224.81 | 1,220.71| 1,051.30 994.63 929.50 712.80 512.47 486.54
930.75 856.23 957.36 843.12 933.71 735.49 | 1,121.26 854.43 717.18 706.18 444.61 485.46 622.71 | 1,419.48

86.52 85.27 132.40 129.46 112.89 110.50 179.31 173.52 234.98 227.20 263.93 261.54 231.54 228.56
411.82 405.87 382.53 374.05 415.58 406.81 483.88 468.26 529.55 593.41 691.00 778.69 826.59 813.60
266.47 262.62 322.02 461.75 435.14 429.50 500.00 671.47 401.07 539.47 500.78 524.98 580.93 567.53

1,087.15| 1,071.45| 1,312.11| 1,283.02 | 1,354.59| 1,326.01 | 1,654.89 | 1,601.49 | 1,643.78| 1,589.32 | 1,906.46 | 1,889.16 | 2,009.97 | 1,989.38
291.40 287.19 286.32 279.97 273.57 267.80 271.75 262.98 357.53 345.69 380.49 377.04 338.95 344.50
303.25 346.00 363.69 426.29 437.99 661.65 102.34 442.15 527.19 538.80 570.41 363.54 363.11 370.81

= = 2.78 145.46 117.90 206.72 217.17 281.48 446.95| 1,016.18 822.01 847.25 893.84 | 1,174.74

- - - - 16.28 307.67 769.36 | 1,236.03| 1,494.61| 1,860.09| 2,431.67 | 2,907.48| 3,215.90 | 2,686.58

- 162.37 371.23 274.97 410.88 541.51 342.99 469.04 671.72 872.57 | 1,406.51 | 1,298.33 | 1,471.28 | 1,381.98

212.14 271.36 344.76 324.37 286.05 250.30 241.54 255.60 293.42 372.20 548.47 527.71 534.08 590.40

1,058.03 | 1,293.10| 1,428.59| 1,646.23 | 1,819.42| 1,995.42 | 2,362.79 | 2,769.53 | 2,917.97| 2,968.73 | 3,722.51 | 3,178.43| 2,485.41 | 2,693.70

8,943.94 | 9,870.34|10,859.06 | 10,823.10 | 12,317.40 | 13,227.04 | 15,000.99 | 16,860.69 | 18,409.37 | 21,202.11 | 24,876.21 | 25,690.59 | 26,663.26 | 27,729.78
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TABLE 2:
DAH by source of funding, 1990-2009

Funding source 1990 1991 1992 1993 1994 1995 1996 1997
National treasuries
Australia 28.44 31.12 61.71 73.39 116.53 113.68 171.92 138.80
Austria 35.93 15.24 12.24 13.73 19.20 15.69 18.24 70.11
Belgium 78.08 104.25 116.67 119.92 116.13 121.98 120.30 110.42
Canada 133.24 133.75 123.25 126.21 167.50 170.76 146.50 153.65
Denmark 97.47 110.32 139.46 151.73 159.88 155.54 234.67 197.37
Finland 101.74 102.94 69.96 58.27 54.59 49.24 51.63 4491
France 642.99 456.05 398.07 354.49 469.70 503.77 508.89 408.09
Germany 207.64 226.43 281.87 348.28 561.34 644.06 535.59 552.03
Greece 1.88 1.82 1.74 1.70 2.43 9.68 15.94 17.59
Ireland 4.29 4.43 5.91 2.52 13.07 30.29 31.62 6.77
Italy 289.72 27231 245.72 233.34 218.48 191.36 217.90 126.89
Japan 433.19 473.18 529.09 703.33 683.52 850.80 737.26 913.21
Korea 1.21 2.49 5.03 6.44 7.83 11.37 12.27 41.32
Luxembourg 1.50 1.44 9.40 9.44 4.07 18.42 19.40 29.54
Netherlands 166.70 145.64 240.05 248.58 179.71 222.96 283.97 284.44
New Zealand 1.59 2.58 3.20 4.00 56.15 53.43 4.78 4.51
Norway 122.53 115.37 125.08 117.29 99.99 93.06 154.54 148.08
Portugal 1.46 1.42 3.24 3.57 9.32 11.18 14.72 19.82
Spain 19.36 35.52 106.55 118.83 103.00 170.03 247.34 213.17
Sweden 360.69 327.52 362.07 348.04 286.24 283.51 272.19 243.48
Switzerland 84.75 77.02 65.39 62.68 87.50 71.77 67.87 84.96
United Kingdom 146.55 155.93 266.94 258.21 310.26 318.49 339.18 394.95
United States 1,412.08 | 1,402.41 | 1,500.69 | 1,444.11| 1,841.45 | 1,865.69 | 1,753.77 | 1,753.38
Other 147.97 142.90 189.81 185.73 230.17 225.49 132.10 129.70
Private philanthropy
Bill & Melinda Gates
Foundation (BMGF) - - - - - - - -
Corporate donations 43.51 46.74 63.05 77.63 94.86 87.35 101.25 109.87
Other? 453.14 463.63 568.39 624.14 635.05 611.85 630.05 657.11
Debt repayments (IBRD) 78.86 122.19 221.71 473.40 612.12 532.96 714.36 | 1,092.25
Other 354.20 342.07 229.60 224.67 277.97 272.32 186.00 182.76
Unallocable 368.83 352.07 345.68 370.36 397.06 355.49 422.33 497.38
Total 5,819.55 | 5,668.78 | 6,291.56 | 6,764.05 | 7,815.13 | 8,062.20 | 8,146.58 | 8,626.57

Source: IHME DAH Database 2011

Notes: In millions USS, 2009. Development assistance for health (DAH) includes both financial and in-kind contributions for activities aimed at improving health
in low- and middle-income countries. This table disaggregates DAH by the primary funding source.

For preliminary estimates of DAH for 2010 and 2011, refer to Table 1 of the Statistical Annex. Dashes indicate inapplicable.

L Includes private contributions through foundations and NGOs
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1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009
120.07 165.11 187.05 164.11 151.07 149.65 166.82 225.73 196.06 226.02 297.70 331.37
34.19 101.96 66.25 39.61 41.07 53.01 45.13 55.52 51.99 63.48 76.58 65.55
113.17 120.33 132.54 137.70 190.56 179.03 206.40 172.58 209.75 227.20 302.29 304.41
131.10 151.73 171.42 152.24 243.94 284.54 379.58 508.00 420.41 543.86 581.79 741.47
135.41 133.49 131.19 110.60 121.49 139.00 164.11 184.34 183.75 202.26 190.50 219.53
47.40 49.16 49.61 52.56 64.99 70.43 75.03 77.34 87.68 86.30 93.37 95.75
415.65 394.21 346.35 385.91 460.53 619.70 521.69 696.33 | 1,000.88 842.88 | 1,119.52 969.45
508.91 517.31 495.52 492.76 577.37 603.54 522.88 589.84 739.69 795.83 974.56 | 1,026.23
18.56 12.93 14.98 18.26 17.87 42.57 33.82 50.73 53.32 53.75 34.48 35.61
30.54 29.53 41.38 52.13 115.39 145.21 155.43 172.75 254.78 273.79 222.00 165.96
161.36 175.34 156.18 210.06 226.70 338.86 216.63 423.15 391.84 424.02 482.46 278.99
812.42 859.03 892.01 849.08 653.48 797.52 936.91 847.87 828.13 617.42 690.50 737.98
48.80 112.35 92.31 60.26 67.63 40.48 85.52 99.25 73.82 86.76 94.90 140.86
31.64 24.45 34.36 42.73 49.48 48.54 56.20 50.66 68.08 76.37 79.71 75.21
294.93 294.48 420.91 411.22 398.39 407.26 394.75 437.40 589.01 515.83 701.28 577.19

6.03 6.84 7.23 9.52 12.34 13.40 16.81 19.90 26.11 26.59 34.77 36.99
119.85 140.25 155.62 215.18 280.31 315.02 360.78 363.65 378.01 557.51 554.96 708.23
18.51 18.22 18.99 18.53 22.07 25.24 18.81 24.08 23.90 25.59 22.99 22.70
200.50 228.55 177.54 187.04 194.45 224.13 219.65 255.05 342.88 442.11 681.17 769.84
212.79 210.70 192.79 163.01 192.67 216.32 331.04 463.86 484.26 510.46 541.71 490.73
54.19 131.05 63.51 65.57 79.79 146.79 83.33 74.13 111.59 84.33 96.41 145.29
463.09 499.55 843.71 838.65 868.86| 1,095.53| 1,023.36| 1,354.77| 1,630.79| 2,102.69| 1,751.81| 1,946.32

1,741.56| 1,893.52| 2,029.13| 2,210.32| 3,018.94| 3,051.26| 3,823.66| 4,032.31| 4,705.70| 5,939.21| 7,687.83| 8,372.03
345.78 341.25 113.93 113.84 92.64 96.34 149.74 163.35 199.43 239.24 263.44 238.14
- 173.16 435.12 500.84 548.98 624.02 450.05 723.29 867.46| 1,161.99| 1,939.55| 1,766.32
119.71 131.70 123.50 184.68 211.58 254.10 361.56 434.60 392.40 453.43 694.06 494.03
897.00 | 1,055.94| 1,220.76| 1,239.18 | 1,183.89| 1,259.74| 1,338.91| 1,650.22| 1,837.41| 2,025.34 | 2,440.74 | 2,361.72
1,086.24 | 1,033.10| 1,185.74| 1,064.39 | 1,288.78| 1,086.87 | 1,466.88| 1,335.19 982.53| 1,102.62 704.83 764.12
217.69 214.55 233.49 233.79 253.22 283.13 333.35 337.88 508.58 682.69 691.06 638.83
556.87 650.57 825.95 599.36 688.90 615.80 | 1,062.16| 1,036.92 769.17 812.56 828.92 | 1,169.42
8,943.94 | 9,870.34|10,859.06(10,823.10 | 12,317.40|13,227.04 | 15,000.98 | 16,860.69 | 18,409.37 | 21,202.11 | 24,875.88 | 25,690.25
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TABLE 3:
DAH by country of origin, 1990-2009

Country 1990 1991 1992 1993 1994 1995 1996 1997
Australia 28.93 31.58 63.02 74.67 119.56 116.65 174.59 141.43
Austria 36.23 15.53 12.75 14.24 19.67 16.15 18.64 70.50
Belgium 78.83 104.97 118.03 121.25 117.27 123.09 120.89 111.00
Canada 138.27 138.61 128.24 131.10 173.31 176.45 150.41 157.50
Denmark 97.61 110.47 139.67 151.93 160.03 155.69 234.93 197.62
Finland 102.98 104.13 70.86 59.15 55.26 49.90 52.14 45.41
France 644.28 457.29 399.47 355.86 472.44 506.45 511.08 410.24
Germany 211.77 230.41 290.11 356.35 571.19 653.71 546.92 563.17
Greece 1.99 1.92 1.93 1.88 2.56 9.80 16.03 17.69
Ireland 4.34 4.48 5.95 2.56 13.21 30.43 31.62 6.77
Italy 291.48 274.00 249.05 236.59 221.35 194.17 220.08 129.03
Japan 447.54 487.03 543.55 717.48 705.71 872.54 759.85 935.40
Korea 1.29 2.57 5.07 6.47 8.07 11.60 12.63 41.68
Luxembourg 1.53 1.47 9.52 9.55 4.20 18.55 19.52 29.66
Netherlands 173.17 151.89 250.69 258.99 189.65 232.69 288.74 289.13
New Zealand 1.65 2.64 3.43 4.22 56.29 53.57 4.93 4.67
Norway 122.69 115.52 125.22 117.42 100.06 93.12 154.80 148.33
Portugal 1.58 1.53 337 3.70 9.40 11.25 14.76 19.86
Spain 22.72 38.76 110.77 122.96 108.35 175.27 253.64 219.36
Sweden 360.74 327.57 362.31 348.28 286.73 283.99 272.40 243.68
Switzerland 87.47 79.65 69.67 66.86 90.37 74.58 71.84 88.86
United Kingdom 149.32 158.61 271.26 262.45 314.99 323.12 342.79 398.50
United States 1,844.15| 1,850.41 | 2,034.22 | 2,050.08| 2,460.93 | 2,456.69 | 2,378.01 | 2,415.17
Other countries 136.15 131.49 179.09 175.24 222.27 217.75 129.38 127.02
Unallocable by country? 354.20 342.07 230.19 225.24 277.97 272.32 186.00 182.76
Unspecified? 478.65 504.16 614.13 889.51 | 1,054.31 932.67 | 1,179.94 | 1,632.13
Total 5,819.55 | 5,668.78 | 6,291.56 | 6,764.05 | 7,815.13 | 8,062.20 | 8,146.58 | 8,626.57

Source: IHME DAH Database 2011

Notes: In millions USS$, 2009. Development assistance for health (DAH) includes both financial and in-kind contributions for activities aimed at improving health in
low- and middle-income countries. This table disaggregates all DAH from both public and private sources by origin country of DAH.

1 Unallocable includes funds such as interagency transfers from non-DAH institutions, interest income, and miscellaneous income that could not be attributed to countries.
2 Channels for which we had no revenue information are included under unspecified.
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1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009
122.10 167.12 188.18 165.78 152.02 150.58 169.28 229.11 197.46 227.59 298.66 332.38
34.60 102.37 66.47 39.95 41.24 53.18 47.09 57.55 53.48 64.95 77.12 66.11
113.88 121.03 133.54 139.03 191.65 180.10 209.61 176.73 211.06 228.67 353.83 355.57
134.27 154.85 174.49 156.79 247.20 287.73 386.76 517.42 423.62 547.87 587.34 747.15
135.43 133.51 131.41 110.89 122.02 139.52 165.65 186.40 188.52 203.25 192.28 221.36
47.85 49.61 50.26 53.54 65.48 70.91 75.81 78.42 88.22 86.97 94.18 96.61
417.84 396.37 351.14 392.08 466.75 625.78 535.82 714.87| 1,009.78 852.53 | 1,131.22 981.27
519.10 527.35 508.51 511.78 594.79 620.60 547.05 621.17 752.87 811.66| 1,027.37| 1,078.98
18.71 13.07 15.06 18.39 18.08 42.78 34.09 51.07 53.66 54.13 34.74 35.88
30.66 29.66 41.70 52.60 115.77 145.59 156.20 173.82 255.03 274.10 222.27 166.23
162.35 176.31 158.43 213.24 230.33 342.42 224.00 433.20 395.47 428.51 488.09 284.84
817.81 864.35 905.05 864.68 664.87 808.68 945.41 858.47 834.00 623.87 697.99 745.64
48.96 112.50 92.68 60.75 68.03 40.86 86.31 100.32 75.86 89.07 98.40 144.38
31.96 24.76 34.83 43.35 49.80 48.84 56.86 51.45 68.50 76.83 80.04 75.54
301.36 300.82 424.09 415.85 402.01 410.81 404.96 450.42 594.22 521.79 709.89 585.93

6.05 6.86 7.27 9.56 12.41 13.48 17.03 20.20 26.27 26.79 35.04 37.27
122.11 142.48 155.69 215.26 280.56 315.27 361.25 364.28 378.47 558.06 557.43 710.80
18.57 18.29 19.18 18.81 22.19 25.35 19.35 24.82 24.35 26.15 23.45 23.18
204.40 232.39 181.41 192.85 198.15 227.74 224.31 261.37 354.79 457.05 684.23 773.05
212.90 210.81 193.58 164.04 193.47 217.10 333.42 467.03 502.88 533.81 548.70 498.04
55.19 132.04 67.32 70.10 95.22 161.89 95.84 87.82 125.50 98.96 114.11 163.05
472.35 508.68 850.79 848.36 904.45| 1,130.37| 1,037.89| 1,373.07| 1,664.01| 2,144.10| 1,760.91| 1,958.71

2,533.67| 3,032.96| 3,671.65| 3,963.02| 4,788.05| 5,013.80| 5,784.49 6,601.24| 7,583.08| 9,281.93|12,558.53 | 12,782.50
119.12 117.86 111.75 114.55 91.46 94.79 154.94 173.29 209.95 230.86 273.78 249.11
217.69 214.55 233.49 233.79 253.22 283.13 333.35 337.88 508.58 682.69 691.06 638.83

2,045.01 | 2,079.77| 2,091.11| 1,754.07 | 2,048.17| 1,775.73| 2,594.21| 2,449.27| 1,829.77| 2,069.94 | 1,535.55| 1,938.18

8,943.94 | 9,870.34|10,859.06 10,823.10 | 12,317.40{13,227.04 | 15,000.99 | 16,860.69 | 18,409.37 | 21,202.11 | 24,876.20 | 25,690.59
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TABLE 4:
DAH by target region, 1990-2009

Year Sub-Saharan Africa Middle East and North Africa South Asia
1990 564.68 119.62 301.42
1991 588.57 163.91 320.00
1992 697.85 161.04 514.66
1993 700.57 202.91 598.46
1994 700.15 213.98 674.15
1995 767.35 210.82 578.37
1996 976.03 204.10 643.19
1997 985.99 262.82 618.47
1998 981.45 229.78 659.80
1999 1,070.76 297.24 681.91
2000 1,114.94 309.02 711.02
2001 1,611.27 318.46 772.90
2002 1,691.20 279.56 881.01
2003 2,419.42 326.85 974.24
2004 3,279.55 397.36 970.92
2005 3,887.14 818.73 1,252.86
2006 4,598.70 813.60 1,227.67
2007 5,334.61 653.14 1,442.57
2008 7,022.10 646.44 1,816.69
2009 7,607.26 554.98 1,854.46

Sources: IHME DAH Database 2011 and IHME DAH Database (Country and Regional Recipient Level) 2011

Notes: In millions USS$, 2009. Development assistance for health (DAH) includes both financial and in-kind contributions for activities aimed at improving health in
low- and middle-income countries. This table disaggregates DAH by region intended to benefit from the assistance. World Bank regional groupings are used.

For preliminary estimates of DAH for 2010 and 2011, refer to Table 1 of the Statistical Annex.

1 Global denotes contributions made toward health research or the creation of public goods for multiple regions or projects that donors categorized as benefiting
the entire world.
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East Asia and Pacific

Europe and Central Asia

Latin America and Caribbean

Global*

Unallocable by region

Total

300.79
257.74
269.05
422.17
394.55
321.51
410.89
452.86
467.03
677.53
967.74
758.38
611.21
836.39
996.14
1,053.99
1,235.79
1,316.76
1,347.58
1,478.61

15.21

15.13

57.26
147.38
196.42
118.01
141.17
236.15
247.64
369.58
307.82
292.62
241.68
310.27
367.76
664.05
595.93
656.79
653.48
632.06

357.83
400.50
383.84
483.47
470.30
562.30
759.01

1,178.57

1,176.51

1,155.24

1,217.16

1,100.25

1,194.63

1,160.16

1,743.01

1,538.34

1,235.63

1,265.72

1,181.61

1,232.68

44.43
56.44
72.56

178.49
483.39
632.34
462.34
528.44
450.95
548.43
654.35
697.41

1,307.82

1,764.00

1,186.21

1,526.29

1,895.42

2,859.60

3,203.09

3,324.98

4,115.57
3,866.50
4,135.30
4,030.61
4,682.18
4,871.50
4,549.86
4,363.29
4,730.77
5,069.65
5,577.00
5,271.80
6,110.29
5,435.72
6,060.04
6,119.29
6,806.63
7,672.94
9,005.23
9,005.56

5,819.55
5,668.78
6,291.56
6,764.05
7,815.13
8,062.20
8,146.58
8,626.57
8,943.94
9,870.34

10,859.06

10,823.10

12,317.40

13,227.04

15,000.99

16,860.69

18,409.37

21,202.11

24,876.21

25,690.58
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TABLE 5:
DAH by target country, 1990-2009

1990 1991 1992 1993 1994 1995 1996 1997 1998

DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per
Region/Country DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita
East Asia and Pacific
Cambodia 0.00 0.00| 1.64 0.16| 6.04 0.58 7.94 0.74| 37.67 3.40| 56.05 492 | 56.40 4.82| 46.83 3.91| 33381 2.76
China 43.01 0.04| 33.45 0.03| 53.54 0.05| 48.73 0.04| 63.85 0.05| 82.99 0.07 [111.41 0.09 | 102.56 0.08 |103.67 0.08
Cook Islands 0.00 0.00 0.00 0.00 0.00 0.01 0.01 0.01 0.01
Fiji 0.76  1.05| 5.20 7.12| 11.66 15.78| 18.70 2497 | 1.69 2.23 1.53 1.99 1.05 1.35 1.19 152 071 0.90
Indonesia 99.99 0.55| 58.07 0.31| 47.24 0.25| 74.55 0.39| 49.39 0.25| 50.59 0.26| 61.86 0.31| 99.19 0.49 |118.46 0.58
Kiribati 5.25 2.44 0.01 2.49 0.10 0.10 0.22 0.21 0.19
Laos 0.10 0.02| 0.55 0.13| 2.27 0.53 0.88 0.20| 1.90 0.42| 235 0.50| 7.36 1.53| 5.97 1.21] 6.21 1.24
Malaysia 4212 2.33| 42.60 2.29| 38.60 2.02| 36.51 1.86| 41.99 2.09| 30.88 1.50| 42.39 2.01| 31.66 1.46| 11.51 0.52
Marshall Islands 0.00 0.00 0.00 0.07 0.07 1.06 1.04 1.02 0.94
Micronesia 0.00 0.00| 0.00 0.00| 3.87 38.15 0.63 6.07| 0.46 4.37| 0.34 3.17| 0.25 232 0.18 1.71| 0.00 0.00
Mongolia 194 087 207 0.92| 2.99 1.30 1.99 0.85| 3.08 1.30| 331 1.38| 3.09 1.28| 3.42 141 6.53 2.68
Myanmar 289 0.07] 217 0.05| 0.09 0.00 0.10 0.00| 0.12 0.00| 0.19 0.00| 0.26 0.01| 0.27 0.01| 0.56 0.01
Nauru 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
New Caledonia 0.00 0.00| 0.00 0.00| 0.00 0.00 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00
Niue 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
North Korea 0.00 0.00] 0.00 0.00| 0.00 0.00 0.00 0.00| 0.01 0.00| 0.01 0.00| 0.00 0.00| 0.00 0.00| 0.26 0.01
Northern
Mariana Islands 0.14 2.62 0.48 0.36 0.26 0.00 0.00 0.00 0.00
Palau 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
Papua New Guinea 16.76 4.06| 18.71 4.41| 2493 5.73| 27.88 6.24| 13.70 299 9.93 2.11| 41.66 8.61| 22.92 4.61| 42.93 8.41
Philippines 4430 0.72| 50.03 0.80| 44.75 0.70| 36.02 0.55| 42.36 0.63| 45.83 0.67 | 46.47 0.66 | 49.14 0.69| 73.65 1.01
Samoa 0.00 0.01| 0.00 0.00| 0.00 0.00 0.39 237| 0.64 383 0.32 1.89| 0.37 2.16| 0.33 1.92 1.18 6.80
Solomon Islands 1.26  4.02 1.39 4.32| 259 7.81 211 6.18| 2.72 773 222 6.12| 248 6.66| 1.66 434 1.24 3.16
South Korea 28.79 0.67| 16.00 0.37| 0.00 0.00 | 105.53 2.39| 97.07 2.18| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00
Thailand 255 0.05 1.52 0.03| 0.80 0.01| 13.58 0.24| 3.81 0.07| 277 0.05| 9.50 0.16| 22.74 0.39| 2.04 0.03
Timor-Leste 0.00 0.00| 0.00 0.00| 0.00 0.00 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00
Tokelau 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
Tonga 0.07 0.78| 0.07 0.72| 0.05 0.49 0.13 1.39| 033 3.39| 0.24 250 0.18 1.87 1.49 15.20| 0.15 1.55
Tuvalu 0.00 0.00 0.00 0.00 0.00 0.09 0.06 0.08 0.13
Vanuatu 031 2.08| 0.70 4.55| 0.34 245 0.46 2.83| 0.60 3.59| 045 2.61| 0.37 211 0.83 4.63 1.13 6.19
Vietnam 3.57 0.05| 11.77 0.17| 19.99 0.29| 28.50 0.40| 16.88 0.23| 15.71 0.21| 17.15 0.23| 43.02 0.57| 54.15 0.70
Wallis and Futuna 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
Europe and
Central Asia
Albania 0.00 0.00| 0.00 0.00| 2.88 0.88 0.91 0.28| 2.73 0.86| 2.91 092 432 138| 3.44 111 7.01 2.27
Armenia 0.00 0.00| 0.00 0.00| 0.00 0.00 0.00 0.00| 14.11 4.28| 2.60 0.80| 3.21 1.01| 249 0.79| 5.42 1.74
Azerbaijan 0.00 0.00| 0.00 0.00| 0.00 0.00 0.00 0.00| 5.89 0.77| 0.96 0.12| 0.90 0.11| 0.58 0.07| 0.52 0.07
Belarus 0.00 0.00| 0.00 0.00| 0.00 0.00 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00
Bosnia and
Herzegovina 0.00 0.00| 0.00 0.00| 0.00 0.00 0.38 0.10| 0.99 0.28| 0.61 0.18| 2.18 0.64| 22.06 6.37 | 23.94 6.70
Bulgaria 0.00 0.00| 0.00 0.00( 0.00 0.00 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00| 4.95 0.60| 4.89 0.60
Croatia 0.00 0.00| 0.00 0.00| 0.00 0.00 0.00 0.00| 0.72 0.15| 7.09 1.52| 14.39 3.09| 13.59 294 | 13.35 2.92
Estonia 0.00 0.00| 0.00 0.00| 0.00 0.00 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.53 0.38| 0.52 0.37| 0.52 0.37
Georgia 0.00 0.00| 0.00 0.00| 0.00 0.00 0.00 0.00| 7.93 1.55 1.53 0.30| 1.88 0.38| 4.43 091| 7.12 1.48
Gibraltar 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
Hungary 0.00 0.00| 0.00 0.00| 0.00 0.00 0.00 0.00| 7.01 0.68| 6.87 0.66| 6.74 0.65| 6.62 0.64| 6.55 0.64
Kazakhstan 0.00 0.00| 0.00 0.00| 0.00 0.00 0.00 0.00| 4.79 0.30| 3.72 0.23| 4.48 0.29| 5.16 0.33| 7.83 0.51
Kosovo 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
Kyrgyzstan 0.00 0.00| 0.00 0.00| 0.00 0.00 0.10 0.02 1.56 0.34| 0.30 0.07| 839 1.80| 8.60 1.82| 9.00 1.87
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1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009
DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per
DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita
30.58 2.44| 38.15 2.99| 42.99 3.30 | 34.73 2.62| 76.31 5.66 | 81.54 5.94 | 115.11 8.25 | 110.02 7.75|120.35 8.33127.22 8.66 | 148.81 9.95
93.31 0.07 | 140.61 0.11|129.51 0.10 | 125.85 0.10 | 143.69 0.11 | 222.47 0.17 | 183.10 0.14 | 244.22 0.18 | 300.40 0.23 |251.08 0.19 | 296.94 0.22
0.00 0.14 0.14 0.30 1.51 191 0.52 1.45 0.68 0.39 0.51
11.64 14.63 8.11 10.11 4.09 5.06 5.31 6.54| 13.56 16.58 6.15 7.47 2.84 3.43 6.17 7.41 7.41 8.84| 5.93 7.03 5.88 6.92
139.68 0.67 | 394.20 1.86 | 255.27 1.19 | 163.76 0.75 | 209.36 0.95 | 228.01 1.02 | 186.20 0.82 | 231.40 1.01 | 208.82 0.90 | 228.98 0.98 | 248.34 1.05
0.15 0.29 0.17 0.20 0.19 0.15 2.06 2.77 4.42 7.52 4.40
12.02 234 2223 4.25| 15.39 2.89 | 13.84 2.56 | 31.93 5.82 | 2453 4.40| 35.13 6.20 | 33.87 5.88| 39.70 6.78 | 41.11 6.89| 33.34 5.49
13.82 0.61| 11.45 0.49 8.87 0.37 1.20 0.05 2.77 0.11 1.41 0.06 1.51 0.06 0.87 0.03 0.76 0.03| 0.70 0.03 0.53 0.02
3.44 2.61 2.44 2.04 BI85 10.43 15.40 7.46 7.86 8.46 9.42
5.87 54.77 1.06 9.89 0.77 7.14 0.00 0.00 447 4117 | 17.66 161.44| 19.40 176.25| 17.64 159.43| 18.14 163.29| 18.24 163.46| 23.89 213.14
12.99 5.29 7.66 3.10| 17.61 7.08 5.97 2.38 9.04 3.57 6.14 2.40 7.45 2.89 7.28 2.79| 15.15 5.76 | 14.24 5.37| 16.91 6.31
2.08 0.05 3.13 0.07 3.47 0.07 | 10.01 0.21| 27.08 0.57 | 25.44 0.53| 39.17 0.82| 21.50 0.44| 35.19 0.72| 47.30 0.96 | 48.36 0.97
0.00 0.00 0.00 0.00 0.00 0.00 0.41 1.81 4.01 2.65 2.07
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00| 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.12 0.03 0.30 4.79 0.79 1.45 0.41 0.35
0.21 0.01 0.07 0.00 0.00 0.00 1.29 0.06 1.32 0.06 2.02 0.09 3.54 0.15 2.45 0.10 2.04 0.09| 261 0.11 5.68 0.24
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
1.68 0.27 0.20 0.00 1.32 1.20 1.33 0.96 0.10 0.79 0.98
45.17 8.62| 31.36 5.83| 44.82 8.12 | 52.52 9.28| 51.74 8.92 | 54.92 9.25| 56.97 9.39 | 59.77 9.64| 56.90 8.99| 69.40 10.75| 84.93 12.90
87.65 1.17| 76.93 1.01| 87.48 1.12 | 43.56 0.55| 78.88 0.97 | 81.69 0.99 | 121.50 1.44 | 118.85 1.38 | 142.68 1.62 117.64 1.31|127.75 1.40
0.62 3.54 0.46 2.61 217 1212 248 13.75 3.66 20.20 3.54 19.40 330 17.97 476 25.69 290 1549, 296 15.69 3.01 15.80
2.14 5.28 2.65 6.38 6.42 15.04 7.28 16.63| 10.89 24.23| 12.21 26.50| 10.39 22.00| 10.53 21.75| 11.72 23.65| 16.57 32.66| 18.27 35.20
0.06 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00| 0.00 0.00 0.00 0.00
121.91 2.03| 134.88 222 17.22 0.28 | 19.15 0.31| 33.49 0.54 | 53.95 0.86| 36.29 0.58 | 80.92 1.28| 59.58 0.93| 68.72 1.07| 51.57 0.80
0.28 0.34 0.51 0.62 2.56 3.02 0.73 0.81 2.36 2.47 4.00 3.95 8.95 8.38 | 15.97 14.34| 17.42 15.08| 23.10 19.37| 19.66 15.98
0.00 0.00 0.00 0.07 0.26 0.06 0.00 0.00 0.00 0.00 0.00
0.08 0.85 0.92 ©23 0.93 9.48 0.95 9.67 2.04 20.65 4.57 46.15| 11.72 117.94 4.46 44.68 2.84 28.27| 297 2948 322 31.77
0.00 0.14 0.14 5.02 2.07 0.06 0.44 0.13 0.14 0.14 0.38
1.70 9.14 1.60 8.46 2.89 14.86 234 1175 3.51 17.16 3.62 17.23 3.51 16.30 2.86 12.94 3.08 13.60| 4.98 2150 8.13 34.28
76.46 0.98| 73.83 0.93| 79.09 0.99 | 82.67 1.02| 97.09 1.17 | 113.49 1.35| 145.73 1.71| 189.83 2.20| 179.38 2.05216.07 2.44 | 238.17 2.66
0.00 0.00 17.06 15.68 6.66 3.36 1.02 1.00 3.52 0.86 0.19
12.19 395| 12.42 4.03| 21.39 6.93 | 11.07 3.57 | 20.64 6.63 | 20.16 6.43 | 25.43 8.06 | 27.38 8.63 | 20.39 6.39 | 22.05 6.88| 11.94 3.70
6.80 2.19| 1231 3.99 5.28 1.72 | 11.86 3.89 7.32 241 4.40 1.45| 20.73 6.87 | 17.48 5.81| 18.83 6.27 | 25.27 8.43| 23.20 7.76
9.48 1.17| 11.77 1.45 3.87 0.47 4.69 0.57 2.78 0.34 2.45 0.29 9.28 111 | 1361 1.62| 14.40 1.70| 14.26 1.67| 16.97 1.97
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 1.42 0.14 4.56 0.47 4.65 0.48 7.87 0.81| 14.26 1.48| 14.03 1.46
46.96 12.71| 18.62 492 | 16.23 422 | 13.13 3.38| 13.51 3.47 9.97 2.55| 10.58 270 | 26.18 6.67 | 22.74 5.78 | 18.05 4.58 | 24.56 6.23
11.69 1.45| 11.44 1.43| 14.87 1.87 | 10.09 1.28| 12.63 1.61| 14.20 1.82| 29.78 3.85| 30.67 399| 17.43 2.28| 58.85 7.76 | 28.60 3.80
12.84 2.83 5.53 1.23 5.48 1.22 7.79 1.73 9.12 2.02 5.51 1.21 7.79 1.71| 21.22 4.66 0.52 0.11| 0.00 0.00 0.00 0.00
0.51 0.37 0.50 0.37 0.00 0.00 0.00 0.00 1.17 0.86 2.03 1.51 2.54 1.89 0.00 0.00 0.00 0.00| 0.00 0.00 0.00 0.00
11.00 2.30| 18.49 3.92| 14.84 3.18 | 17.01 3.69 | 13.92 3.05| 14.45 3.20| 31.72 7.09 | 29.56 6.67 | 39.57 9.00 | 22.64 5.19| 22.68 5.24
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
6.45 0.63 6.32 0.62 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00| 0.00 0.00 0.00 0.00
17.65 1.17| 20.92 1.40| 17.64 1.18 | 13.14 0.88| 17.71 1.18 | 13.39 0.89| 10.44 0.69 | 15.47 1.01 9.81 0.64| 19.19 1.24| 20.21 1.29
0.00 0.00 0.00 0.00 0.00 0.12 0.12 0.24 0.24 0.28 0.28
8.85 1.82| 17.32 3.50 8.39 1.68 | 12.90 2.55| 23.79 4.66 | 16.68 3.24| 28.16 5.41| 31.42 598| 36.19 6.81| 42.65 7.93| 29.52 5.43
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Table 5: DAH by target country, 1990-2009, continued

1990 1991 1992 1993 1994 1995 1996 1997 1998

DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per
Region/Country DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita
Latvia 0.00 0.00| 0.00 0.00| 0.00 0.00 9.11 3.55| 893 3.53| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00
Lithuania 0.00 0.00| 0.00 0.00| 0.00 0.00 6.88 187 6.73 1.84| 6.60 1.82| 0.00 0.00| 0.00 0.00| 0.00 0.00
Macedonia 0.00 0.00| 0.00 0.00| 0.00 0.00 0.00 0.00| 0.00 0.00| 0.00 0.00| 6.67 3.38| 6.64 335| 4.19 2.10
Malta 0.00 0.00| 0.00 0.00| 0.00 0.00 0.00 0.00| 0.02 0.04| 0.01 0.02| 0.00 0.01| 0.00 0.00| 0.00 0.00
Moldova 0.00 0.00f 0.00 0.00| 0.00 0.00 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.55 0.13 1.05 0.25
Montenegro 0.00 0.00f 0.00 0.00{ 0.00 0.00 0.00 0.00| 0.00 0.00f 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00
Poland 0.00 0.00| 0.00 0.00| 0.00 0.00| 12.46 0.32| 12.20 0.32| 11.96 0.31| 11.73 0.30| 11.53 0.30| 11.40 0.30
Romania 0.00 0.00| 0.00 0.00| 25.65 1.11| 25.09 1.09| 24.57 1.08| 24.07 1.06| 23.62 1.05| 23.21 1.03| 22.95 1.03
Russia 0.00 0.00| 0.00 0.00| 0.00 0.00| 71.57 0.48| 70.09 0.47| 0.00 0.00| 0.00 0.00| 66.73 0.45| 71.99 0.49
Serbia 0.00 0.00| 0.00 0.00| 0.00 0.00 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.48 0.05
Slovakia 0.00 0.00| 0.00 0.00| 0.00 0.00 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00
Tajikistan 0.00 0.00| 0.00 0.00| 0.00 0.00 0.00 0.00| 5.26 0.92| 1.75 0.30 1.68 0.29| 218 0.37| 1.38 0.23
Turkey 1297 0.23| 12.15 0.21| 26.07 0.44| 19.16 0.32| 16.23 0.26| 37.09 0.59| 35.01 0.55| 29.89 0.46| 27.39 0.41
Turkmenistan 0.00 0.00f 0.00 0.00| 0.00 0.00 0.00 0.00| 1.37 0.34| 1.86 0.44| 1.05 0.24| 131 0.30| 6.45 1.47
Ukraine 0.00 0.00| 0.00 0.00| 0.00 0.00 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00
Uzbekistan 0.00 0.00f 0.00 0.00| 0.00 0.00 0.00 0.00| 1.47 0.07| 2.80 0.12| 11.59 0.50| 7.47 0.32| 7.36 0.31
Yugoslavia 0.00 0.00 0.87 0.37 1.87 2.05 1.14 0.60 0.07
Latin America
and Caribbean
Anguilla 0.00 0.00 0.33 0.34 0.38 0.32 0.26 0.19 0.06
Antigua and Barbuda 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
Argentina 14.74 0.45| 24.52 0.74| 55.45 1.66| 16.25 0.48| 31.81 0.92| 74.06 2.13| 83.71 2.37(303.37 8.50(350.16 9.70
Barbados 3.84 14.17| 0.00 0.01| 0.12 0.45 0.12 0.44| 0.12 0.43| 0.12 042 0.11 0.41| 0.11 0.40| 0.11 0.39
Belize 2.82 15.18| 255 13.35| 2.06 10.49 1.80 8.91 1.10 5.27 1.13 5.28| 0.89 4.07| 0.63 2.77| 0.80 3.44
Bolivia 17.03 2.55| 20.18 296 | 34.87 4.99| 32.73 4.58| 38.08 5.21| 34.90 4.67 | 39.69 5.19| 4433 5.67| 53.97 6.76
Brazil 48.55 0.32| 43.10 0.28| 48.34 0.31| 44.85 0.29| 80.07 0.50| 79.25 0.49| 77.07 0.47 | 146.60 0.88|124.59 0.74
Chile 9.68 0.73| 30.56 2.28| 27.78 2.03| 3931 2.82| 29.33 2.07| 32.00 2.22| 26.20 1.79| 25.47 1.72| 19.52 1.30
Colombia 5.00 0.14| 5.60 0.16| 4.43 0.12| 18.08 0.49| 17.92 0.48| 15.64 0.41| 39.92 1.03| 42.86 1.08| 23.21 0.58
Costa Rica 162 053 093 0.30| 141 0.44 6.25 1.89| 8.92 263| 874 252 9.01 2.53| 838 229 9.20 2.45
Cuba 0.04 0.00| 0.02 0.00| 0.25 0.02 0.36 0.03| 0.26 0.02| 0.3 0.05| 0.33 0.03| 0.93 0.08| 0.63 0.06
Dominica 3.45 1.02 0.10 1.00 0.35 0.18 0.07 0.38 0.35
Dominican Republic 549 0.75| 4.52 0.61| 4.42 0.58| 10.29 133| 6.94 0.88| 6.51 0.81| 19.81 2.43| 16.29 196 | 34.43 4.07
Ecuador 10.48 1.02| 7.66 0.73| 8.01 0.75| 17.67 1.61| 16.94 1.51| 15.55 1.36| 15.77 1.36| 18.14 1.54| 27.34 2.28
El Salvador 26.88 5.26| 37.31 7.17| 40.52 7.64| 26.21 4.85| 19.13 3.47| 17.96 3.19| 11.21 1.95| 15.84 2.70| 23.95 4.01
Falkland Islands 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
Grenada 2.90 30.29 1.69 17.61| 0.34 3.52 0.00 0.03| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.14 1.45| 0.15 1.51
Guatemala 11.45 1.29| 8.72 0.96| 10.26 1.10| 26.89 2.82| 13.96 1.43| 14.11 1.41| 20.71 2.02| 86.92 8.30| 34.25 3.20
Guyana 432 591 417 5.71| 4.07 5.57 5.19 7.06| 4.65 6.30| 4.55 6.16| 4.47 6.05| 4.58 6.20| 3.42 4.64
Haiti 20.22  2.84| 27.13 3.74| 20.08 2.71| 33.66 4.46| 34.86 4.53| 83.84 10.70| 30.21 3.78| 29.10 3.58| 35.15 4.25
Honduras 23.25 4.75| 20.61 4.10| 18.37 3.56| 31.15 5.87| 19.26 3.54| 15.08 2.71| 27.22 4.78| 43.89 7.54| 20.21 3.40
Jamaica 20.28 8.56| 18.74 7.85| 17.10 7.09| 14.29 5.87| 14.08 5.72| 10.89 4.38| 13.35 5.33| 14.05 5.55| 15.06 5.91
Mexico 60.01 0.71| 57.66 0.67| 10.32 0.12 4.33 0.05| 0.86 0.01| 0.74 0.01|155.73 1.67|147.75 1.55|148.93 1.54
Montserrat 0.00 0.00 0.00 0.00 1.09 1.57 1.17 0.96 4.13
Netherlands Antilles 019 099 0.07 0.36| 0.04 0.18 0.12 0.63| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00
Nicaragua 9.62 2.32| 19.55 4.61| 15.20 3.50| 31.22 7.01| 29.06 6.37| 26.28 5.64| 33.78 7.09| 37.84 7.79| 36.59 7.40
Panama 037 015 4.43 1.80| 0.80 0.32 387/ 1.55| 11.26 4.30| 10.95 4.10| 20.52 7.53| 16.52 5.94| 13.90 4.90
Paraguay 0.56 0.13| 0.28 0.07| 0.22 0.05 0.12 0.03| 0.08 0.02| 0.06 0.01| 0.07 0.01| 3.44 0.69| 22.06 4.30
Peru 15.27 0.70| 12.96 0.58| 13.66 0.60| 51.12 2.22| 40.42 1.72| 50.51 2.12| 61.23 2.53| 52.69 2.14| 64.33 2.58
St. Helena 0.00 0.00 0.72 0.49 0.57 0.45 0.36 1.62 1.23
St. Kitts and Nevis 0.03 0.02 0.00 0.01 0.01 0.45 0.00 0.11 0.00
St. Lucia 1.00 7.26| 0.83 5.94| 031 2.22 0.16 1.11| 0.70 4.85| 0.24 1.63 1.01 6.84| 0.71 4.77| 0.72 4.78
St. Vincent and
the Grenadines 0.18 1.67| 0.16 142| 0.17 1.51 0.01 0.10| 0.04 0.31| 0.18 1.55| 0.06 0.49| 0.65 5.73 1.20 10.46
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1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009
DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per
DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita
1.92 0.80 1.88 0.79 1.83 0.78 1.81 0.77 1.77 0.76 1.72 0.74 0.00 0.00 0.00 0.00 0.00 0.00| 0.00 0.00 0.00 0.00
0.00 0.00 3.30 0.94 B3 0.93 3.18 0.92 3.11 0.90 3.02 0.88 2293 0.85 2.83 0.83 0.00 0.00| 0.00 0.00 0.00 0.00
24.03 12.00 7.44 3.70| 11.06 5.49 3.65 1.81 4.81 2.37 3.61 1.78 | 13.93 6.85| 10.31 5.06| 10.31 5.06| 13.00 6.37 5.71 2.80
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00| 0.00 0.00 0.00 0.00
11.11 2.64 | 13.77 3.32 9.50 2.32 6.06 1.50 6.52 1.64 9.63 2.45| 16.28 420 11.72 3.06| 16.52 4.35| 19.38 5.16| 38.55 10.33
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 3.19 525) 5.81 9.67 6.13 10.25| 4.29 7.18 291 4.86
11.23 0.29 | 11.00 0.29| 10.75 0.28 | 10.58 0.28 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00| 0.00 0.00 0.00 0.00
22.62 1.02 0.00 0.00| 11.35 0.52 | 11.17 0.51| 17.56 0.80 | 28.56 131 21.35 0.99 | 16.74 0.78| 20.81 0.97 | 19.73 0.92| 14.88 0.70
71.83 0.49| 70.52 0.48| 68.75 047 | 14.21 0.10| 13.91 0.10 | 44.59 0.31| 56.85 0.39 | 84.78 0.59 | 107.27 0.75| 99.83 0.70| 83.44 0.59
13.49 1.32| 11.25 1.11| 12.25 1.22 7.54 0.75| 34.01 3.42 | 36.37 3.67 | 22.50 2.28 | 20.62 2.09| 13.60 1.38| 18.48 1.87| 26.40 2.67
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 | 16.66 3.09| 16.13 299 | 15.62 2.90 0.00 0.00| 0.00 0.00 0.00 0.00
4.08 0.67 4.37 0.71 4.03 0.65 6.60 1.05| 10.65 1.67 | 18.23 2.82| 16.28 2.49 | 20.45 3.08| 27.64 4.10| 37.03 5.41| 42.76 6.15
27.48 0.41] 1831 0.27| 13.08 0.19 | 17.73 0.25| 17.81 0.25| 17.41 0.24| 17.82 0.24 | 53.50 0.72|129.25 1.73| 25.82 0.34| 57.54 0.75
2.80 0.63 2.18 0.48 1.92 0.42 191 0.41 2.18 0.46 1.72 0.36 1.76 0.36 1.70 0.35 1.81 0.37| 2.02 0.40 1.77 0.35
0.00 0.00 0.00 0.00 0.00 0.00 2.98 0.06 | 16.02 0.34| 17.97 0.38| 42.43 0.90 | 61.40 1.32| 56.21 1.22| 69.91 1.52| 60.49 1.33
23.04 0.95| 13.28 0.54| 20.97 0.84 | 30.78 1.21| 25.77 1.00| 33.38 1.27| 33.26 1.25| 30.60 1.13| 33.50 1.22| 36.70 1.32| 36.06 1.28
0.10 0.20 0.12 3.38 0.35 7.65 0.48 2.13 1.43 0.03 0.08
0.21 0.13 0.36 0.19 0.02 0.25 0.72 0.00 0.00 0.00 0.00
0.17 1.28 0.10 0.00 0.02 0.09 0.00 0.00 0.00 0.00 0.02
101.90 2.79 | 89.95 2.44| 70.18 1.88 | 123.84 3.29 | 128.90 3.39 | 315.08 8.21|278.86 7.20 | 267.29 6.83 | 264.40 6.69 |122.40 3.07 | 102.10 2.53
0.11 0.38 0.00 0.00 0.10 0.36 0.00 0.00 294 10.14 2.88 9.91 3.02 10.34 0.00 0.00 0.00 0.00| 0.00 0.00 0.00 0.00
0.68 2.84 1.48 6.03 3.89 15.50 2.76 10.73 2.59 9.85 2.65 9.83 2.60 9.42 0.82 2.90 0.65 2.27| 0.45 1.54 217 7.25
43.78 5.37 | 71.99 8.66 | 59.69 7.03| 5451 6.29| 75.98 8.60 | 81.21 9.01| 55.78 6.08 | 73.16 7.82| 62.09 6.52| 67.74 6.99| 51.25 5.20
133.46 0.78 | 216.15 1.24 | 155.32 0.88 | 154.82 0.86 | 173.86 0.96 | 352.56 1.91|123.94 0.66 | 107.92 0.57 | 101.16 0.53| 55.18 0.28| 87.05 0.44
6.28 0.41 2.54 0.17 3.06 0.20 1.15 0.07 7.59 0.48 | 15.77 0.98| 17.01 1.04 7.58 0.46 9.01 0.54| 3.32 0.20 1.71 0.10
20.87 0.51| 19.34 0.46| 23.38 0.55 | 80.63 1.87 | 124.63 2.85 | 303.63 6.85 | 331.22 7.37 | 88.68 1.95 | 107.06 2.32|108.51 2.32| 147.87 3.13
17.93 4.67 | 20.66 5.26| 10.45 2.60 9.95 243 8.70 208 | 1131 2.66 5.43 1.25 6.26 1.42 5.72 1.28| 7.15 1.58 6.06 1.32
4.81 0.43 328 0.30 3.81 0.34 4.42 0.39| 12.25 1.09 | 12.40 1.10 7.67 0.68 8.00 0.71| 14.37 1.28| 9.52 0.85| 17.87 1.59
0.00 0.00 0.00 0.00 0.16 0.10 0.16 0.17 0.11 0.13 0.20
49.00 5.70 | 31.30 3.58| 25.62 2.88 | 28.06 3.11| 38.56 4.20 | 42.29 4.54 | 80.44 8.49 | 38091 4.05| 40.52 4.15| 45.66 4.61| 39.15 3.90
24.94 2.05| 27.31 2.22| 25.78 2.07 | 11.26 0.89| 14.40 1.13| 33.09 2.56| 26.36 2.02 | 29.48 2.23| 74.53 5.59| 71.88 5.33| 59.84 4.39
24.36 4.00| 22.38 3.61| 34.39 5.46 | 50.14 7.84| 47.97 7.40 | 54.53 8.29 | 57.09 8.56 | 54.33 8.03 | 28.81 4.20| 27.61 3.97| 32.10 4.55
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.28 2.68 0.39 3.72 0.81 7.73 0.80 7.53 0.70 6.60| 0.68 6.47 0.68 6.41
46.47 4.24| 33.53 299 | 4831 4.20| 33.35 2.83| 46.31 3.83 | 30.97 2.50| 30.72 242 | 3598 2.76 | 49.04 3.67| 72.64 5.31| 59.69 4.26
3.79 5.15 0.76 1.03 1.55 2.10 2.54 3.44| 10.83 14.68| 2439 33.01| 21.48 29.04| 28.74 38.89| 26.28 35.62| 31.84 43.25| 27.93 38.06
47.15 5.60 | 42.98 5.01| 37.56 4.31| 27.63 3.12| 53.20 591 | 61.03 6.67 | 67.62 7.27 | 114.84 12.16|130.57 13.60|145.14  14.88|138.72 14.00
66.97 11.03| 66.77 10.78| 31.15 493 | 25.83 4.01| 41.44 6.30 | 58.69 8.76| 46.75 6.84 | 47.97 6.88| 56.63 7.97 | 60.83 8.40| 52.94 7.17
18.51 7.20| 16.54 6.39| 14.66 5.62 | 28.25 10.75 9.83 3.71| 11.36 4.26| 10.42 3.88| 13.01 4.82| 12.61 4.65| 16.18 5.93| 12.02 4.38
259.44 2.64 | 278.34 2.79| 306.04 3.04 | 329.52 3.24| 74.86 0.73 | 60.83 0.59| 57.97 0.56 | 58.41 0.55| 57.71 0.54| 52.43 0.49| 53.56 0.49
2.05 2.41 2.81 221 1.80 0.18 0.38 0.20 0.00 0.31 0.43
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00| 0.00 0.00 0.00 0.00
70.39 14.00| 56.78 11.12| 42.25 8.15| 48.52 9.23| 58.21 10.93| 53.67 9.95| 67.05 12.27| 70.27 12.70| 75.86 13.54| 79.32 13.97| 81.82 14.22
323 4.61| 11.19 BYS) 9.21 3.07| 14.23 4.65 8.69 2.7/ 8.18 2.57 6.69 2.07 5.86 1.78 5.49 164| 6.21 1.83 9.20 2.66
30.01 5.73| 19.38 3.62| 10.73 1.97 6.72 1.21| 12.27 216 | 12.73 2.20 9.83 1.66 | 10.54 1.75| 15.95 2.60| 20.67 3.31| 21.56 3.40
57.49 2.27| 80.27 3.13| 77.05 296 | 43.23 1.64| 98.15 3.68 | 100.09 3.71| 114.15 4.19| 65.32 2.37| 53.41 1.91| 92.34 3.27| 133.78 4.69
0.59 111 1.05 1.27 2.20 2.06 1.94 2.03 2.87 3.58 1.16
0.09 0.99 3.61 1.41 0.02 0.46 0.44 0.43 0.42 0.41 0.47
0.03 0.18 0.07 0.48 0.15 1.00 0.10 0.63 0.26 1.67 0.22 1.41 0.46 2.82 0.44 2.72 0.44 2.67| 094 5.65 1.07 6.35
0.71 6.11 0.12 1.00 0.00 0.00 0.00 0.00 0.00 0.00 0.05 0.43 0.24 2.03 0.37 3.11 0.32 2.63| 0.32 2.61 0.37 3.02
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Table 5: DAH by target country, 1990-2009, continued

1990 1991 1992 1993 1994 1995 1996 1997 1998

DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per
Region/Country DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita
Suriname 4.65 11.55| 9.25 22.83| 11.42 28.02 6.30 1536| 5.61 13.60| 11.59 27.86| 7.43 17.71| 5.8 12.24| 1581 36.94
Trinidad and Tobago 0.01 0.01] 0.01 0.01| 1.01 0.82 1.06 0.85| 1.02 0.81| 1.01 0.80| 0.96 0.75| 35.73 27.83| 3536 27.41
Turks and
Caicos Islands 0.18 0.27 0.19 0.15 0.14 0.12 0.08 0.01 0.00
Uruguay 0.16 0.05| 0.24 0.08| 0.34 0.11| 15.98 5.04| 4.00 1.25| 112 0.35| 4.05 1.25| 1.02 0.31| 0.98 0.30
Venezuela 0.00 0.00| 10.07 0.50| 9.84 0.48| 21.91 1.04| 21.58 1.00| 30.20 1.37| 36.72 1.63| 36.05 1.57| 35.66 1.52
Middle East and
North Africa
Algeria 0.00 0.00| 0.00 0.00| 1.67 0.06 191 0.07| 1.42 0.05| 0.88 0.03| 0.27 0.01| 0.08 0.00| 0.57 0.02
Bahrain 0.00 0.00] 0.00 0.00| 0.00 0.00 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.02 0.03
Djibouti 163 291 205 3.53| 6.40 10.81 1.44 239 0.86 1.42| 158 253 162 253 6.23 9.39| 7.80 11.36
Egypt 5498 1.00| 63.33 1.13| 58.30 1.02| 78.78 1.35| 86.45 1.45| 84.66 1.40| 72.61 1.18| 71.75 1.14| 61.23 0.95
Iran 0.00 0.00f 0.83 0.01| 0.66 0.01 0.43 0.01| 16.84 0.27| 16.45 0.26| 15.78 0.25| 15.50 0.24| 15.48 0.24
Iraq 1.03 0.06| 0.00 0.00| 0.10 0.01 0.32 0.02| 0.67 0.03| 276 0.13| 253 0.11| 1.04 0.05| 0.37 0.02
Jordan 253 0.78| 5.25 1.52| 229 0.62 5.21 1.33| 18.06 4.38| 11.68 2.71| 15.61 3.52| 12.40 2.73| 18.60 4.03
Lebanon 3.06 1.03| 4.16 1.36| 2.29 0.72 0.58 0.18| 0.88 0.26| 10.79 3.09| 7.42 2.08| 7.89 217 7.10 1.93
Libya 0.00 0.00f 0.00 0.00| 0.00 0.00 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.01 0.00
Morocco 8.33 0.34| 26.35 1.04| 25.04 0.97| 61.68 2.36| 30.41 1.15| 33.72 1.25| 25.66 0.94| 36.24 131| 44.44 1.58
Oman 0.00 0.00f 0.00 0.00| 0.00 0.00 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00f 0.01 0.00
Palestinian Territory,
Occupied 0.08 0.04| 0.04 0.02| 0.02 0.01 0.05 0.02| 8.85 3.51| 571 2.18| 13.47 4.96| 35.71 12.66 | 26.44 9.03
Saudi Arabia 0.00 0.00| 0.00 0.00| 0.00 0.00 0.00 0.00| 0.00 0.00| 0.00 0.00| 0.00 0.00( 0.00 0.00| 0.14 0.01
Syria 0.02 0.00f 0.14 0.01| 0.07 0.01 0.90 0.07| 0.20 0.01| 0.18 0.01| 0.06 0.00| 453 0.30| 2.52 0.16
Tunisia 0.98 0.12| 041 0.05| 11.03 1.29| 10.71 1.23| 10.76 1.22| 10.35 1.15| 10.20 1.12| 9.80 1.06| 10.11 1.08
Yemen 3.18 0.26| 12.90 1.00| 17.08 1.26| 16.53 1.16| 13.75 0.92| 18.23 1.17| 19.54 1.21| 26.45 1.59| 9.40 0.55
South Asia
Afghanistan 29.87 2.36| 24.04 1.78| 13.77 0.94| 11.15 0.70| 5.23 0.30| 3.53 0.19| 3.99 0.21| 4.16 0.21| 221 0.11
Bangladesh 69.41 0.61| 75.83 0.66 | 174.43 1.47| 128.60 1.06|178.18 1.44|115.02 0.91110.27 0.86 |130.56 0.99 | 134.64 1.00
Bhutan 445 812 3.63 6.66| 2.19 4.09 1.29 247 1.01 1.97| 0.21 0.42| 021 0.41| 2.04 395| 5.00 9.45
India 101.46  0.12|130.80 0.15(243.16 0.27| 355.80 0.39(408.60 0.44{326.36 0.34|363.44 0.371299.89 0.30{369.99 0.37
Maldives 0.00 0.00{ 0.00 0.00| 0.26 1.14 9.35 39.70| 0.00 0.00| 0.00 0.00( 0.00 0.00| 0.69 2,66 0.00 0.00
Nepal 1559 0.82| 22.10 1.13| 20.48 1.02| 13.67 0.66| 8.23 0.39| 14.65 0.68| 19.45 0.88| 22.74 1.00| 3191 1.37
Pakistan 57.44 0.51| 37.57 0.32| 36.41 0.31| 53.86 0.44| 57.41 0.46 | 104.50 0.82|131.63 1.00|122.04 0.91| 74.94 0.54
Sri Lanka 20.97 1.23| 23.05 1.33| 22.18 1.27| 23.38 1.32| 13.53 0.76| 10.86 0.60| 12.57 0.69| 23.70 1.29| 36.34 1.96
Sub-Saharan Africa
Angola 17.44 1.66| 14.94 1.38| 21.16 1.89| 12.97 1.12| 12.26 1.02| 20.09 1.63| 53.57 4.24| 38.06 294 | 14.88 1.12
Benin 891 1.72| 4.98 0.93| 10.41 1.87 8.97 1.55| 7.86 131 6.41 1.03| 13.00 2.03| 12.63 1.91| 16.28 2.39
Botswana 825 6.04| 1.96 1.39| 2.69 1.86 3.27 220 523 3.42| 8.69 555| 5.36 3.34| 5093 3.62| 1.95 1.16
Burkina Faso 878 099 871 0.95| 8.24 0.88 8.92 0.92| 12.33 1.24| 46.61 4.54| 20.19 191 21.26 1.96| 20.85 1.86
Burundi 157 0.28| 095 0.16| 4.52 0.76| 14.75 2441 9.27 1.51| 11.05 1.77| 9.61 152| 5.59 0.88| 5.46 0.85
Cameroon 10.54 0.86| 15.79 1.25| 13.48 1.04| 12.77 0.96| 7.76 0.57| 5.30 0.38| 10.85 0.75| 12.14 0.82| 12.93 0.85
Cape Verde 029 0.82| 0.18 0.50| 0.11 0.30 0.42 1.09| 0.4 1.14| 0.37 0.92| 0.59 1.44| 197 4.69| 0.95 2.20
Central African
Republic 230 0.76] 211 0.68| 3.33 1.05 3.09 0.95| 3.11 0.92| 430 1.25| 1.69 0.48| 275 0.76| 3.53 0.95
Chad 1416 232 7.21 1.14| 9.61 1.48 9.45 1.41| 6.12 0.88| 9.50 1.33| 16.64 2.25| 17.07 2.24| 20.02 2.54
Comoros 0.27 0.50| 0.16 0.30| 0.08 0.15 0.04 0.07| 1.50 2.54| 2.69 443 1.76 2.82| 284 442| 545 8.24
Congo 7.40 3.06| 2.99 1.20| 116 0.45 1.78 0.68| 3.05 1.12| 334 1.20| 4.09 1.42| 3.60 122 263 0.87
Congo,
The Democratic
Republic of the 16.18 0.43| 13.73 035 7.61 0.19 4.16 0.10| 7.95 0.18| 8.22 0.18| 16.28 0.35| 17.39 0.37| 21.86 0.45
Cote d’lvoire 11.49 0.90| 13.69 1.04| 51.71 3.78| 40.77 2.89| 33.13 2.28| 37.11 2.48| 56.37 3.66| 31.61 199 24.23 1.49
Equatorial Guinea 0.20 0.58| 0.09 0.26| 0.13 0.35 0.71 196| 1.48 3.97| 0.89 233 1.85 4.73| 1.27 3.17| 112 2.72

76 INSTITUTE FOR HEALTH METRICS AND EVALUATION



1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per
DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita
9.84 22.77 494 1131 6.90 15.67 792 17.86 9.31 20.84 9.25 20.58| 11.02 2435 4.58 10.06 7.08 1546 810 17.60| 17.68 38.18
34.62 26.72| 33.40 25.68| 32.70 25.05 0.24 0.19 0.32 0.25 3.20 2.42 3.11 235 0.00 0.00 0.00 0.00| 0.00 0.00 0.00 0.00

0.18 0.17 0.02 0.02 0.00 0.08 0.22 0.00 0.00 0.00 0.00
1.16 0.35 0.88 0.26 1.01 0.30 | 46.36 13.94| 4429 13.32 8.02 241 8.00 241 | 3195 9.59 7.03 2.10| 0.87 0.26 1.08 0.32
35.10 1.47| 26.28 1.08| 14.85 0.60 | 15.41 0.61 8.81 0.34 8.27 0.31 9.41 0.35 1.59 0.06 1.63 0.06| 1.55 0.05 2.68 0.09
1.49 0.05 0.83 0.03 1.47 0.05 0.78 0.02 0.36 0.01 2.64 0.08 2.62 0.08 3.06 0.09 B8] 0.10| 4.69 0.14 1.86 0.05
0.03 0.04 0.02 0.03 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00| 0.00 0.00 0.00 0.00
8.94 12.60 3.98 5.46 0.76 1.01 1.25 1.63 4.61 5.93 7.61 9.63| 15.66 19.47| 12.85 15.70| 16.88 20.27| 12.65 14.92 9.75 11.30
80.21 1.23| 88.39 1.33| 83.44 1.23| 65.34 0.95| 54.37 0.77 | 66.64 0.93| 69.86 0.96 | 105.39 1.42| 97.30 1.29127.90 1.66| 61.45 0.79
15.43 0.24| 15.11 0.23| 27.09 0.41| 12.34 0.18| 12.16 0.18 | 11.90 0.17| 13.33 0.19 | 13.24 0.19| 13.35 0.19| 19.37 0.27| 12.16 0.17
1.76 0.07 1.17 0.05 0.39 0.02 0.38 0.01| 23.43 0.87 | 66.95 2.44|431.13 15.40] 333.21 11.69] 212.94 7.34| 75.74 2.57| 73.96 2.46
38.74 8.24| 34.79 7.25| 36.91 7.50 | 50.87 10.06| 41.35 7.94 | 37.63 7.01| 12.79 2.31| 14.15 2.47| 10.72 1.81| 24.79 4.05| 30.37 4.82
9.65 2.59 8.31 2.20 7.71 2.02 6.11 1.58 6.84 1.75 3.97 1.00 3.39 0.84 3.76 0.93 7.91 1.93| 8.47 2.05 6.50 1.55
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.22 0.04 0.51 0.08 1.61 0.26| 31.09 495| 18.61 291
31.78 1.12| 33.80 1.17| 33.78 1.16| 32.29 1.09| 47.82 1.60| 35.22 1.17| 48.09 1.58| 66.19 2.15| 36.55 1.17| 44.19 1.40| 71.61 2.24
0.01 0.00 0.01 0.01 0.01 0.00 0.01 0.00 0.05 0.02 0.05 0.02 0.04 0.01 0.00 0.00 0.00 0.00| 0.00 0.00 0.00 0.00
23.69 7.80| 29.40 9.34| 28.12 8.61| 24.67 7.28| 41.60 11.85| 6293 17.31| 56.15 14.93| 50.74 13.05| 66.44 16.54| 63.20 15.24| 43.92 10.27
0.24 0.01 0.04 0.00 0.07 0.00 0.13 0.01 0.26 0.01 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00| 0.00 0.00 0.00 0.00
0.11 0.01 0.13 0.01 0.06 0.00 3.17 0.18 2.35 0.13 5.44 0.30| 14.52 0.77 3.97 0.20 7.25 0.36| 14.79 0.72| 27.05 1.29
17.35 1.83| 12.24 1.28| 15.61 1.61| 13.29 1.36| 14.61 1.48 4.69 0.47 4.07 0.40 | 28.82 2.82 7.55 0.73| 33.12 3.17 4.76 0.45
14.12 0.80| 13.68 0.75| 18.49 0.99 | 19.19 0.99| 29.56 1.49| 22.57 1.10| 47.83 2.27| 34.27 1.58| 46.92 2.10| 50.38 2.18| 44.02 1.85
4.00 0.20 3.92 0.19 4.16 0.19 | 19.08 0.86 | 27.47 1.19 | 105.75 4.39 | 148.81 5.94 | 147.00 5.63 | 176.56 6.50|196.38 6.96 | 462.42 15.78
149.30 1.09 | 150.90 1.08| 183.15 1.29 | 149.56 1.03 | 159.79 1.08 | 164.94 1.10| 167.55 1.09 | 227.98 1.46 | 193.34 1.22(276.40 1.71222.91 1.36
2.93 5.39 5.03 9.01 4.42 7.70 2293} 4.96 7.20 11.85 5.74 9.22 9.38 14.72 4.75 7.32 6.00 9.11| 5.89 8.83 2.99 4.43
406.86 0.40 | 445.16 0.43| 457.17 0.43 | 513.66 0.47 | 503.44 0.46 | 473.64 0.42 ] 629.78 0.56 | 508.26 0.44 | 668.31 0.57771.74 0.65 | 700.61 0.58
0.10 0.38 0.39 1.44 0.20 0.73 0.11 0.38 0.09 0.33 0.02 0.08 0.33 a3 0.39 1.29 1.80 5.90| 0.64 2.07 1.57 4.96
32.93 1.38| 30.65 1.26| 43.83 1.76 | 42.99 1.69| 48.96 1.88 | 66.00 249 7239 2.67 | 77.90 2.82| 71.15 2.521111.35 3.87| 89.71 3.06
61.61 0.44| 55.21 0.38| 56.25 0.38 | 125.13 0.83 | 196.35 1.29 | 128.37 0.83|170.51 1.08 | 220.18 1.37| 261.82 1.60 | 388.58 2.33(300.10 1.76
14.10 0.76 7.08 0.38| 10.95 0.58 | 16.59 0.88| 11.21 0.59 | 11.61 0.61| 20.20 1.06 | 19.23 1.00| 23.86 1.24| 32.29 1.66| 31.21 1.60
24.21 1.78 | 19.33 1.39| 27.55 192 | 28.74 1.95| 38.27 252 | 5111 3.27|103.28 6.42 | 51.59 3.12| 60.79 3.57| 87.29 4,99 | 75.07 4.17
19.00 271 16.28 2.25| 18.83 2.52 | 20.82 2.70| 33.06 4.15| 42.04 5.11| 56.84 6.69 | 61.87 7.06| 49.29 5.46| 67.57 7.26| 74.86 7.81
0.43 0.25 0.36 0.21 2.14 1.22| 10.23 5.76 | 13.92 7.76 | 3457 19.04| 20.58 11.21| 30.69 16.52| 47.14 25.06|238.42 125.12|223.45 115.81
18.54 1.61| 2249 1.89| 2853 233 | 3242 2.56| 39.25 3.00 | 63.67 4.71| 68.94 4.95| 69.69 4.85| 89.10 6.03| 97.18 6.39| 99.28 6.34
3.46 0.53 4.19 0.63 8.16 1.19| 15.10 2.14| 21.33 292 | 2513 3.32| 28.89 3.68 | 40.19 4.92| 35.67 4.19| 56.90 6.42| 69.45 7.54
15.64 1.01 9.32 0.59| 12.24 0.75| 15.12 0.91| 25.83 1.52 | 43.92 2.52| 44.96 2.53 | 54.06 2.97 | 68.89 3.71| 54.79 2.90| 66.71 3.46
1.54 3.50 1.09 2.42 7.04 15.26 1.73 3.66 7.71 15.95 6.80 13.73 9.17 18.09| 13.48 26.00| 11.32 21.34| 11.19 20.62 7.21 13.01
11.44 3.02 4.04 1.04 5.82 1.48 | 11.32 2.83 7.41 1.82| 18.90 4.58 | 16.70 3.98 | 18.30 4.29 6.20 1.43| 28.46 6.43 8.65 1.92
19.40 237 | 16.58 1.96| 23.25 2.65| 27.10 297 | 21.63 229 | 42.49 4.33| 36.08 3.56 | 30.77 294 17.35 1.61| 26.16 2.36| 23.47 2.06
4.07 5.98 3.56 5.09 2.27 3.16 2.89 3.91 2.27 2.99 3.66 4.70 3.47 4.35 1.53 1.87 1.51 1.80| 1.44 1.67 3.56 4.04
0.43 0.14 0.55 0.17 0.69 0.21 2.27 0.68 3.66 1.06 9.40 2.66 8.67 2.40 9.51 2.58 9.25 2.46| 15.75 4.09| 12.32 3.14
20.81 0.42| 26.15 0.52| 34.22 0.66 | 43.08 0.80| 78.80 1.43| 95.35 1.68 | 140.41 2.39 | 184.20 3.04 | 160.82 2.57(283.77 4.39 353.75 5.29
20.60 1.23| 15.26 0.89| 18.39 1.06 | 28.97 1.64| 44.75 249 | 4391 2.40| 46.32 249 | 65.44 3.46| 64.85 3.37(122.23 6.23| 95.36 4.77
2.52 5.99 4.21 9.77 3.77 8.56 217 4.81 3.05 6.61 3.97 8.39 791 16.34| 10.68 21.56 0.00 0.00| 0.00 0.00 0.00 0.00
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Table 5: DAH by target country, 1990-2009, continued

1990 1991 1992 1993 1994 1995 1996 1997 1998

DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per
Region/Country DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita
Eritrea 0.00 0.00| 0.00 0.00| 0.00 0.00 0.00 0.00| 5.25 165 4.63 1.44| 7.43 2.28| 541 1.62| 11.92 3.47
Ethiopia 33.08 0.65| 20.19 0.38| 26.66 0.49| 13.76 0.24| 24.89 0.43| 36.83 0.61| 38.60 0.62| 39.70 0.62 | 31.87 0.48
Gabon 156 1.70| 0.59 0.62| 0.95 0.97 4.85 4.85| 2.53 246| 1.48 1.40| 2.28 2.11| 355 3.20| 4.81 4.24
Gambia 3.94 4.09| 3.00 3.00| 4091 4.73 6.38 592| 293 262 311 269 247 2.06| 2.03 1.63 1.56 1.20
Ghana 473 0.30]| 22.62 1.41| 15.90 0.96| 31.66 1.87| 27.16 1.56| 24.14 1.35| 22.50 1.23| 38.78 2.06 | 25.10 1.30
Guinea 157 0.26| 7.83 1.25| 6.85 1.05 7.72 1.13| 7.82 1.10| 8.92 1.22| 12.87 1.71| 17.44 2.26 | 15.54 1.97
Guinea-Bissau 5.00 4.92| 5.12 4.89| 4.48 4.14 2.80 2.51| 4.82 4.17| 9.23 7.75| 5.10 4.16| 3.82 3.03| 492 3.80
Kenya 51.72 2.21| 46.45 1.92| 53.54 2.14| 46.85 1.82| 41.26 1.55| 51.16 1.87| 80.12 2.85| 73.39 2.54| 76.38 2.57
Lesotho 6.88 4.29| 561 345 477 2.90 3.34 200 264 1.56| 9.45 549| 8.76 4.99| 858 4.80| 2.03 1.11
Liberia 242 113 1.15 0.55| 1.07 0.51 0.71 0.34| 0.8 0.28| 0.29 0.13| 0.18 0.08| 1.60 0.65 1.67 0.62
Madagascar 458 0.38| 8.64 0.70| 18.09 1.42| 15.84 121 17.53 1.29| 19.12 1.37| 22.48 1.56| 21.97 1.48 | 24.96 1.64
Malawi 28.04 2.97| 13.25 1.37| 28.96 2,96 35.00 3.55| 26.26 2.64| 33.38 3.31| 44.01 4.27| 47.25 4.45| 34.70 3.17
Mali 14.49 1.89| 19.60 249 15.23 1.89| 18.42 2.22| 26.09 3.07| 29.93 3.43| 19.30 2.15| 25.03 2.72| 19.19 2.03
Mauritania 1465 7.53| 4.87 244 7.09 3.46 9.27 4.40| 3.97 1.83| 3.49 157| 8.41 3.68| 6.66 2.83| 6.21 2.56
Mauritius 0.06 0.06| 0.04 0.03| 0.02 0.02 0.02 0.02| 0.48 0.43| 0.20 0.18| 0.61 0.54| 0.45 0.39| 031 0.27
Mayotte 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
Mozambique 45.63 3.37| 67.66 4.88| 59.84 4.18| 42.86 2.88| 65.57 4.25| 49.75 3.12| 88.70 5.40| 72.62 4.30| 63.78 3.68
Namibia 1.75 1.23| 4.14 2.82| 5.95 3.92| 13.20 8.43| 13.64 8.47| 9.83 5.94| 14.36 8.43| 9.57 547| 6.44 3.58
Niger 7.46 0.95| 11.85 1.47| 18.42 2.20| 12.80 1.48| 12.49 1.39| 13.08 1.41| 13.01 1.35| 19.52 1.96| 22.52 2.18
Nigeria 27.80 0.29| 25.04 0.26| 20.30 0.20| 34.34 0.33| 21.86 0.21| 19.85 0.18| 17.94 0.16 | 16.58 0.14| 13.90 0.12
Rwanda 820 1.12| 8.14 1.16| 11.25 1.70 7.36 1.20 7.77 135 11.17 1.98| 11.76 2.00| 17.17 2.70| 19.99 2.85
Sao Tome and
Principe 1.25 10.74| 0.42 3.51| 0.20 1.63 1.87 15.21| 233 18.58| 1.82 14.26 1.57 12.06| 1.58 11.87| 1.50 11.10
Senegal 12.23  1.55] 12.29 1.51| 14.15 1.69| 15.79 1.84| 14.39 1.63| 13.88 1.53| 10.64 1.14| 19.76 2.07| 31.09 3.17
Seychelles 0.08 0.05 0.52 0.35 0.37 0.73 0.39 0.74 0.65
Sierra Leone 042 0.10| 0.11 0.03| 0.69 0.17 4.67 1.13 1.24 0.30| 1.09 0.26 1.87 045| 4.23 1.00| 3.59 0.84
Somalia 1554 231| 443 0.67| 2.26 0.35 3.57 0.56| 4.17 0.66| 3.00 0.48| 2.60 041| 222 0.34| 339 0.51
South Africa 1.41 0.04| 0.00 0.00| 2.86 0.07 3.83 0.10| 12.14 0.30| 10.18 0.25| 19.21 0.45| 24.29 0.56 | 38.43 0.87
Sudan 825 0.32| 3.80 0.14| 5.35 0.20| 15.99 0.57 1.83 0.06| 3.75 0.13| 7.19 0.24| 5.07 0.16 | 7.08 0.22
Swaziland 332 3.83| 3.59 4.04| 2.02 2.23 1.19 1.29| 7.36 7.82| 3.07 321 1.05 1.07 1.21 1.21| 5.06 4.96
Tanzania 4150 1.63| 48.48 1.84| 55.18 2.03| 57.68 2.05| 41.14 1.42| 39.65 1.33| 61.82 2.01| 66.50 2.11| 93.95 291
Togo 146 037| 533 131 7.79 1.87 1.88 0.44| 3.38 0.77| 3.23 0.72| 3.25 0.70| 7.10 1.47| 837 1.66
Uganda 19.63 1.10| 44.25 239 44.16 2.30| 45.12 2.27| 4593 2.23| 5221 2.46| 81.89 3.74| 71.04 3.15| 82.61 3.55
Zambia 7.74 095 4.73 0.57| 19.16 2.23| 3043 3.46 | 35.69 3.95| 49.41 5.34| 58.67 6.18| 48.61 4.99| 30.09 3.01
Zimbabwe 11.69 1.11| 1433 1.33| 41.34 3.74| 44.62 394 | 54.11 4.68| 48.97 4.15| 49.12 4.09| 52.41 4.30| 58.95 4.77

Source: IHME DAH Database (Country and Regional Recipient Level) 2011

Notes: Development assistance for health (DAH) is in millions of US$, 2009, and DAH per capita is in US$, 2009. DAH includes both financial and in-kind contribu-
tions for activities aimed at improving health in low- and middle-income countries. This table disaggregates financial DAH transfers by the country receiving funds
or intended to benefit from research or technical assistance activities. Population data were obtained from the United Nations Population Division. DAH per capita
values are missing where population data were not available for the country. This table only reflects financial DAH from channels of assistance providing project-
level detail, specifically: bilateral development agencies, World Bank (IDA and IBRD), ADB, AfDB, IDB, GFATM, GAVI, and BMGF.
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1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per DAH per
DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita | DAH capita
15.87 4.47 | 18.65 5.06| 24.97 6.51| 24.76 6.19 | 29.86 7.15| 28.69 6.59 | 21.95 4.85 | 22.06 470 | 20.55 4.24 | 22.59 4.51| 18.92 3.67
54.38 0.81| 56.21 0.81| 85.47 1.20 | 81.36 1.11|178.45 2.38 | 136.03 1.77 | 247.98 3.14 | 349.97 4.32 | 541.27 6.51 |496.14 5.82 | 516.35 5.91
2.32 2.00 4.29 3.63 4.87 4.04 2.74 2.23 3.27 2.62 6.91 5.44 7.55 5.85| 10.51 8.02 7.55 5.68| 5.96 4.41| 10.40 7.59
5.55 4.15 7.45 5.38 7.76 5.43 | 10.40 7.04 9.23 6.06 | 12.23 7.79| 1796 11.10| 1161 6.98 | 13.63 7.98 | 13.48 7.68 | 15.77 8.76
49.22 2.50| 36.11 1.79| 78.50 3.81| 81.70 3.87| 79.14 3.67 | 164.35 7.45|171.90 7.63 | 189.02 8.22|201.63 8.59202.85 8.47 | 237.73 9.74
20.48 2.55| 19.89 243 | 22.74 272 | 28.21 3.31| 24.44 2.82 | 26.36 2.98| 25.62 2.85| 26.33 2.87 | 19.59 2.09 | 24.13 2.52| 24.16 2.47
4.14 3.11 4.96 3.62 7.59 5.37 8.31 5.71 7.95 5.29 | 10.14 6.55| 11.58 7.25| 11.50 6.99 | 14.61 8.62 | 12.04 6.90| 15.10 8.40
7434 2.44 | 51.15 1.64 | 111.00 3.46 | 106.64 3.24 | 150.42 4.45 | 201.90 5.82 | 214.08 6.01 | 327.38 8.96 | 330.41 8.80 |437.46  11.35|548.99 13.87
0.31 0.17 2.07 1.10 4.13 2.16 4.58 237 8.90 4.56 | 12.52 6.37 | 13.37 6.75| 14.14 7.09| 20.90 10.41| 38.74 19.18| 38.37 18.88
3.37 1.16 7.09 231 4.77 1.50 3.46 1.07 5.96 1.81| 12.68 3.79| 14.97 435 | 16.74 4.68 | 18.50 4.93| 50.54 12.82| 70.12 16.96
29.52 1.88 | 35.30 2.18| 37.69 2.26 | 33.63 1.96| 53.81 3.05| 52.03 2.87| 75.36 4.04 | 75.72 3.95| 70.09 3.56| 70.17 3.47| 73.33 3.53
46.20 4.09 | 56.87 4.89| 64.80 5.43| 72.76 5.93| 91.18 7.25 | 120.38 9.34|112.17 8.48 | 158.11 11.65|225.37 16.18|268.61 18.80 | 247.42 16.88
32.15 3.31| 28.04 2.80| 45.53 442 | 18.56 1.75| 47.96 4.39 | 46.20 4.10| 74.32 6.40 | 76.14 6.36| 83.68 6.78 |107.41 8.45123.30 9.41
10.91 4.38 | 10.37 4.04| 11.81 4.47 7.61 2.80 8.84 3.16 | 10.90 3.78 6.09 2.05 6.71 2.20| 10.41 3.33| 16.88 5.27| 10.01 3.05
0.54 0.46 0.91 0.77 0.25 0.21 0.00 0.00 0.16 0.13 0.19 0.15 0.33 0.27 0.56 0.45 0.83 0.66| 0.00 0.00 0.86 0.67

0.00 0.00 20.46 18.41 13.22 21.83 0.57 0.40 6.52 14.03 8.62
68.43 3.86| 74.36 4.09 | 100.02 5.36 | 116.41 6.08 | 135.46 6.91 | 208.28 10.37 | 193.49 9.42 | 223.79 10.67|310.51 14.51|393.86 18.06|374.22 16.84
11.27 6.12 | 13.41 7.13| 10.20 5.33 | 10.11 5.21| 18.52 9.41 | 29.87 1498 | 3433 17.00| 76.75 37.50| 93.66 45.16| 83.73  39.83|131.87 61.91
14.81 1.38| 15.10 1.36| 16.67 1.45| 20.28 1.70| 31.03 2.51| 48.34 3.77| 33.13 2.50 | 56.48 4.11| 55.32 3.89| 85.68 5.82| 64.95 4.26
22.95 0.19 | 45.09 0.36| 72.97 0.57 | 84.95 0.65 | 154.74 1.15 | 291.19 2.11|304.72 2.16 | 370.26 2.56 | 430.62 2.91|640.96 4.23839.19 5.42
21.57 2.82| 22.07 2.70| 30.59 3.59 | 37.69 430 42.29 4.74| 75.10 8.30(107.92 11.69 | 147.18 15.55|159.31 16.38|233.79  23.36|251.84 24.44
4.98 36.15 526 37.51 4.85 34.01 4.21 29.03 3.66 24.82 433 28.87 4.37 28.66 4.13  26.60 3.10 19.64| 539 33.67 4.01 24.66
41.54 4.13| 37.03 3.58| 61.98 5.84 | 46.60 4.28| 95.72 8.56 | 90.76 7.91|107.18 9.11 | 121.94 10.10| 71.91 5.81]102.37 8.07 | 106.67 8.21

0.52 0.09 0.22 0.35 1.16 1.16 235 0.16 0.08 0.06 0.15
6.39 1.46 5.39 1.19 9.75 2.07 8.77 1.78| 19.53 3.78 | 24.66 457 | 2791 5.00 | 26.72 4.65| 32.56 5.55| 43.99 7.37| 37.49 6.18
3.13 0.46 291 0.41 3.14 0.43 4.35 0.58 4.10 0.53 | 13.87 1.74| 15.93 194 | 2031 2.40| 22.74 2.61| 23.16 2.59| 20.30 2.20
23.08 0.52| 27.08 0.60| 51.17 1.11| 48.27 1.04 | 110.21 2.34 1 123.20 2.59(178.20 3.72 | 202.17 4.19 | 331.02 6.81(490.84  10.05|615.70 12.55
7.25 0.22 8.05 0.24 6.53 0.19 | 16.44 0.47 | 14.94 0.42 | 33.15 0.92| 61.30 166 | 71.79 190| 67.23 1.74 1112.93 2.86 | 149.99 3.72
1.18 1.14 2.24 212 1.03 0.96 0.87 0.80 9.49 8.61 5.31 4.77| 2472 2198 | 14.09 12.43| 20.89 18.30| 28.94 25.21| 33.88 29.35
95.86 290 | 66.90 1.98| 100.77 2.90 | 122.56 3.44 | 124.54 3.41 | 225.55 6.01| 294.19 7.65 | 320.49 8.12|432.83 10.70|621.68 14.99|537.40 12.65
3.82 0.73 2.06 0.38 2.98 0.53 2.00 0.35 9.01 1.53| 14,51 239 17.13 2.75| 13.75 2.15| 23.98 3.64| 28.05 4.15| 32.39 4.67
80.32 3.35| 80.99 3.28| 98.93 3.88 | 123.98 4.72 | 188.33 6.94 | 264.07 9.42|289.82 10.01 | 273.95 9.16| 356.25 11.54(371.41 11.64|416.63 12.64
34.39 3.36| 48.74 4.66| 72.09 6.76 | 87.11 8.01|160.12 14.47 | 200.87 17.82|247.08 21.53| 21595 18.46|266.34 22.34|390.02 32.09|327.92 26.47
46.02 3.67 | 30.87 2.44| 28381 2.26 | 33.56 2.61| 47.56 3.68 | 61.29 4.71| 104.22 7.94 | 101.48 7.67 | 150.45 11.27| 97.78 7.25(198.32 14.56
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TABLE 6:

DAH by health focus area, 1990-2009

Maternal,
newborn, and Health Noncommunicable
Year HIV/AIDS child health | Malaria | sector support | Tuberculosis diseases | Unallocable | Other | Total
1990 0.20 1.00 0.04 0.01 0.05 0.03 2.31 219 | 5.82
1991 0.21 1.04 0.04 0.00 0.06 0.03 2.08 2.20 | 5.67
1992 0.23 1.28 0.03 0.03 0.06 0.04 2.35 2.27 | 6.29
1993 0.24 1.39 0.03 0.02 0.08 0.10 2.26 2.65| 6.76
1994 0.36 1.99 0.05 0.01 0.07 0.11 2.59 264 | 7.82
1995 0.37 2.02 0.05 0.03 0.07 0.07 2.79 2.65 | 8.06
1996 0.43 1.76 0.05 0.08 0.10 0.06 2.72 294 | 8.15
1997 0.46 1.84 0.11 0.10 0.09 0.06 2.54 3.44 | 8.63
1998 0.45 1.84 0.13 0.07 0.09 0.08 2.76 3.53 | 894
1999 0.56 2.21 0.16 0.18 0.11 0.09 3.01 3.56 | 9.87
2000 0.74 2.52 0.24 0.14 0.16 0.14 3.10 3.82 | 10.86
2001 0.90 2.84 0.23 0.04 0.19 0.12 2.66 3.85 | 10.82
2002 1.40 2.16 0.22 0.12 0.22 0.14 3.38 4.67 | 12.32
2003 1.82 2.36 0.27 0.16 0.29 0.13 2.77 5.43 | 13.23
2004 2.47 2.84 0.50 0.27 0.47 0.11 2.67 5.68 | 15.00
2005 3.16 3.20 0.84 0.54 0.51 0.14 2.49 5.99 | 16.86
2006 4.08 2.70 0.79 0.91 0.63 0.16 3.10 6.05 | 18.41
2007 5.15 3.64 0.89 1.02 0.78 0.23 3.62 5.87 | 21.20
2008 6.23 3.65 1.34 1.17 0.94 0.23 4.69 6.65 | 24.88
2009 6.54 3,29 2.00 1.23 1.02 0.27 4.40 6.24 | 25.69

Sources: IHME DAH Database 2011 and DAH Database (Country and Regional Recipient Level) 2011

Notes: In billions USS, 2009. Development assistance for health (DAH) includes both financial and in-kind contributions for activities aimed at improving health

in low- and middle-income countries. This table dissagregates financial DAH earmarked for HIV/AIDS; maternal, newborn, and child health; malaria; health sector
support; tuberculosis; and noncommunicable diseases. We were able to allocate flow from the following channels of assistance by their health focus areas:
bilateral development agencies, World Bank (IDA and IBRD), regional development banks, GFATM, GAVI, WHO, UNICEF, UNAIDS, UNFPA, and BMGF. Contributions

from remaining channels are shown as unallocable by disease.

For preliminary estimates of DAH for 2010 and 2011, refer to Table 1 of the Statistical Annex.
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TABLE 7:

DAH by type of transfer, 1990-2009

In-kind: services, management,
Year Financial: grants and loans research, and technical assistance In-kind: drugs and commodities
1990 2,999.92 2,776.11 43.51
1991 2,965.51 2,656.54 46.74
1992 3,489.25 2,739.26 63.05
1993 3,939.93 2,746.49 77.63
1994 4,555.06 3,165.20 94.86
1995 4,870.66 3,104.18 87.35
1996 5,138.31 2,907.02 101.25
1997 5,599.04 2,917.66 109.87
1998 5,640.31 3,183.92 119.71
1999 6,398.01 3,340.63 131.70
2000 6,921.15 3,814.41 123.50
2001 6,614.85 3,892.29 315.95
2002 7,832.21 4,172.00 313.19
2003 8,456.14 4,341.13 429.77
2004 9,421.80 5,087.74 491.44
2005 10,740.16 5,491.35 629.18
2006 11,960.93 5,873.82 574.62
2007 14,129.23 6,218.43 854.45
2008 16,580.90 7,219.70 1,075.60
2009 16,867.00 8,016.52 807.06

Source: IHME DAH Database 2011

Notes: In millions USS, 2009. Development assistance for health (DAH) includes both financial and in-kind contributions for activites aimed at improving health
in low- and middle-income countries. This table disaggregates DAH by type of transfer. Financial DAH transfers include grants and loans from channels of

assistance. In-kind contributions in the form of health services delivered, management, research, and technical assistance include all United Nations health-
related expenditures and the management and administrative component involved in grant- and loan-making activities. In-kind contributions in the form of
drugs and commodities represent donations by corporations through US NGOs as well as vaccine procurement through GAVI’s new and under-used vaccine and

injection safety support programs.

For preliminary estimates of DAH for 2010 and 2011, refer to Table 1 of the Statistical Annex.
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TABLE 8:

Bilateral commitments and disbursements, 1990-2009

1990 1991 1992 1993 1994 1995 1996 1997 1998
Observed/

Donor Estimated! | Comm?2| Disb3| Comm? Disb®| Comm?| Disb? | Comm? Disb3| Comm? Disb®*| Comm?| Disb? | Comm? Disb®| Comm? Disb3®| Comm? Dish?
Australia Observed 13.40 0.00 17.72 0.00 28.25 0.00 61.70 0.00 74.74 0.00 25.10 0.00 | 166.04 0.00 70.01 0.00 69.64 29.45
Australia Estimated 13.40 9.11 17.72 11.75 68.93 36.94 63.23 43.83 91.60 63.74 94.57 74.40 | 166.04| 114.87 73.73 89.98 69.94 85.82
Austria Observed 17.38 1.29 2.96 0.18 0.00 0.00 0.00 0.64 0.00 12.36 0.00 il AlE 8.25 5.78 4.83 5.23 8.61 5.04
Austria Estimated 40.79 27.53 4.67 8.80 0.00 331 0.00 2.69 0.00 2.10 0.00 0.21 11.18 7.54 64.75 45.27 14.39 19.64
Belgium Observed 3.82 0.00 241 241 0.00 0.00 0.00 0.00 57.89 0.00 64.07 0.00 75.82 0.00 67.01 0.00 72.33 0.00
Belgium Estimated 99.67 54.74 91.27 77.70 97.13 88.43 93.01 92.94 72.55 80.75 64.07 70.33 75.82 72.23 74.56 72.87 75.83 74.08
Canada Observed 50.08 0.00 54.41 0.00 27.40 28.92 20.29 26.78 69.81 27.83| 116.79 37.88 61.52 51.66 37.14 29.05 42.11 31.69
Canada Estimated 54.68 51.50 54.41 51.83 34.47 41.43 36.58 40.03 70.51 55.06| 118.52 79.94 61.52 61.40 37.14 49.79 46.24 52.44
Denmark Observed 49.05 0.00| 109.43 0.00| 142.56 0.00 | 126.66 0.00 45.93 0.00| 111.82 0.00 | 300.77 0.00 37.91 92.42 7.81 69.37
Denmark Estimated 49.05 34.03| 114.92 4792 17174 70.82 | 126.66 78.89 57.74 64.16| 111.82 66.12 | 306.76| 111.34 40.78 85.33 8.19 54.31
European

Commission | Observed 16.34 0.00 44.04 0.00| 227.31 0.00 | 227.88 0.00 67.64 0.00| 273.84 0.00 | 348.04 77.23| 241.75 60.52| 393.36 80.65
European

Commission | Estimated 16.34 47.96 44.04 36.44| 22731 26.19 | 227.88 93.19 67.64| 160.73| 273.84| 166.08 | 348.04| 182.76| 241.75| 223.32| 393.36| 279.45
Finland Observed 56.04 40.37 52.69 41.87 34.04 30.13 6.61 20.87 21.18 21.46 28.02 0.00 15.18 17.51 9.17 13.88 26.95 10.83
Finland Estimated 56.86 42.47 52.69 44.35 34.04 41.26 6.90 31.19 21.25 23.91 28.02 19.83 15.18 15.74 9.28 12.08 33.74 15.54
France Observed 145.81 41.88 76.68 26.11 94.23 29.67 75.67 60.57 85.47 30.46| 104.80 35.27 | 102.79 20.33| 14273 23.81| 145.67 38.71
France Estimated 761.88| 519.44| 283.46| 353.26| 242.50| 293.38| 201.95| 230.31| 298.38| 272.59| 372.03| 330.90 | 293.90| 304.84| 226.49| 254.97| 270.61| 264.61
Germany Observed 52.12 6.88 30.01 7.07 82.64 54.22 82.59 13.23| 212.67| 118.03| 183.83 84.08 91.05 82.92| 314.94 80.35| 226.49| 113.60
Germany Estimated 118.97 84.25| 126.26 99.39| 173.85| 136.78| 198.62 | 165.64| 324.37| 252.86| 420.19| 330.07 | 275.84| 276.44| 314.94| 311.09| 226.49| 262.89
Greece Observed 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
Greece Estimated 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 6.46 6.46 6.34 6.34 8.50 8.50 9.60 9.60
Ireland Observed 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
Ireland Estimated 2.54 2.54 2.70 2.70 3.54 3.54 0.00 0.00 7.05 7.05 22.25 22.25 21.84 21.84 0.00 0.00 20.91 2091
Italy Observed 149.21 4.96| 163.31 1.18| 100.65 5.41 71.75 11.44 9.44 3.95 39.54 0.87 55.02 0.27 28.13 0.44 17.25 0.00
Italy Estimated 162.19| 211.57| 189.58| 190.71| 135.01| 157.31| 100.25| 133.46 45.75 90.85 48.63 68.41 74.04 64.20 28.13 45.68 17.25 35.90
Japan Observed 152.61 0.00| 127.35 0.00| 191.06| 130.02| 374.44| 310.79| 228.12 93.81| 216.32 22.40| 387.81| 208.52| 277.90| 249.50| 281.80 269.75
Japan Estimated 325.45| 244.12| 311.69| 273.71| 308.98| 290.78 | 562.85| 392.24| 429.45| 420.64| 476.24| 427.89 | 598.37| 489.23| 473.79| 497.72| 469.53| 472.27
Luxembourg | Observed 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
Luxembourg | Estimated 0.00 0.00 0.00 0.00 6.28 6.28 6.30 6.30 0.00 0.00 12.43 12.43 12.19 12.19 21.46 21.46 24.63 24.63
Netherlands | Observed 62.95 2.00 68.82 0.00| 133.44 0.00| 111.66 0.00| 117.44 0.00| 168.39 0.00| 232.53 0.00| 140.19 0.00| 166.40 59.74
Netherlands | Estimated 133.38 69.09 68.82 52.28| 231.46| 120.71| 111.66 89.75| 117.44 86.76| 173.68| 110.23| 232.53 137.05| 140.19| 110.11| 166.40 117.40
New Zealand | Observed 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 2.44 0.00 0.00 0.00 0.00 0.00 0.00 0.00
New Zealand | Estimated 0.00 0.00 3.55 0.86 2.62 1.21 2.02 1.70 2.84 2.78 2.79 2.46 0.00 1.76 0.00 1.57 5.93 2.37
Norway Observed 28.42 0.00 24.41 0.00 88.11 0.00 9.49 0.00 40.78 0.00 75.69 0.00 39.79 0.00 38.83 0.00 46.50 0.00
Norway Estimated 28.43 30.96 24.41 26.49 88.11 45.01 9.49 37.09 40.78 44.84 75.69 44.18 39.79 46.99 38.83 50.13 46.50 43.60
Portugal Observed 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.03 0.00 0.27 0.03 0.99 0.40 0.15 0.63 0.64 0.57
Portugal Estimated 0.00 0.00 0.00 0.00 2.84 1.49 0.00 0.84 6.03 3.65 9.15 6.60 11.27 9.64 13.72 12.08 9.14 10.79
South Korea | Observed 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
South Korea | Estimated 0.00 0.00 1.79 1.32 3.38 2.95 4.80 4.41 0.00 1.24 6.66 4.91 0.00 1.72 46.44 34.20 31.12 35.02
Spain Observed 6.98 0.00 18.89 0.00 86.32 0.00 63.61 21.63 24.24 12.46| 155.40 47.27 | 180.85 0.00| 146.96| 103.28| 127.90 90.52
Spain Estimated 6.98 4.81 28.13 20.17| 120.12 85.26 94.44 92.16 49.85 62.97| 155.40| 123.51| 235.37 197.46| 146.96| 163.22| 128.77| 139.46
Sweden Observed 248.91| 129.52 74.47| 125.22| 272.77| 150.45 55.70 104.57 | 100.87 91.45| 184.28| 119.09 80.84 109.35 62.74 90.54| 108.78 57.46
Sweden Estimated 248.91| 215.30| 141.19| 188.44| 272.77| 214.30| 168.88| 198.61| 134.72| 165.22| 184.28| 165.41| 167.45| 158.12| 107.20| 138.89| 108.78| 121.51
Switzerland | Observed 65.41 0.00 43.47 0.00 26.83 0.00 19.86 0.00 40.03 0.00 18.70 0.00 27.22 0.00 55.72 0.00 31.45 0.00
Switzerland | Estimated 65.42 44.83 43.48 39.01 26.83 29.33 20.70 20.44 40.03 25.89 18.70 19.57 27.22 21.29 55.72 33.45 31.45 29.66
United

Kingdom Observed 100.23 0.00 64.73 0.00| 446.64 0.00| 129.41 0.00| 151.52 0.00| 150.52 0.00 | 278.40 0.00| 263.43 0.00| 451.30| 206.41
United

Kingdom Estimated 139.36 47.65 93.66 57.77| 446.64| 159.57| 140.17| 150.16| 151.52| 155.89| 171.46| 163.98 | 278.40| 192.38| 263.43| 204.91| 451.30| 252.17
United States | Observed 504.38 11.90| 634.77 9.43| 541.21 10.37 | 697.37 1.75|1,273.01 0.00] 1,262.59 0.00 | 655.12 0.00|1,164.80 0.00{1,028.15 0.00
United States | Estimated |1,069.23| 884.44|1,048.59| 923.54| 966.29| 907.69| 891.55| 878.16|1,331.65|1,179.22|1,449.96|1,310.51 |1,093.44 | 1,114.79|1,164.80| 1,153.95 | 1,114.00 | 1,126.22

Source: IHME DAH Database 2011

Notes: In millions USS, 2009. This table presents commitments from bilateral development agencies net of identifiable contributions through
multilateral channels of assistance (GFATM, GAVI, United Nations agencies, etc.).
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1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009
Comm? Disb®| Comm?| Disb3| Comm? Disb®| Comm?| Disb3| Comm? Disb®| Comm?| Disb3®| Comm2| Disb?| Comm? Disb®| Comm?| Disb3| Comm? Disb3| Comm? Dish3
122.34 42.56| 193.20 73.43| 114.03 86.96 76.17 91.01| 104.17| 104.18 4777\ 105.47| 112.47| 114.70| 139.30| 161.97| 140.30| 162.00| 374.97 | 168.66 5.56| 202.44
122.34| 104.77| 193.20| 141.76| 114.03| 120.69 98.64| 110.04| 104.17| 109.28| 104.57| 108.97 | 112.47| 109.43| 156.92 | 125.48| 163.93| 136.35| 374.97| 240.77 11.11| 116.21

6.62 5.35 4.85 3.09 4.16 36.36 9.54 6.06 16.72 7.26 26.31 8.36 31.58 7.70 19.71 11.58 29.06 11.30 49.11 12.84 32.21 10.05
108.00 79.95 34.25 43.66 4.22 18.63 10.74 17.22 16.72 20.03 26.31 22.59 31.59 26.87 19.71 20.83 29.07 26.67 49.11 41.52 32.21 33.23
78.22 78.22 72.05 72.05 80.39 80.13| 149.00 81.90| 100.41 99.60 95.83 85.86| 116.88 97.74| 12761 | 111.43| 180.62| 138.04| 184.62| 142.81| 205.25| 150.13
78.22 76.30 75.78 75.44 80.39 77.47| 149.00| 116.52| 100.41| 109.28 95.83 99.73| 116.88| 108.97 127.61 117.38| 180.62| 151.39| 200.61| 179.94| 205.25| 194.81
46.66 17.10| 100.02 52.36 93.86 43.19 95.39 45.49| 161.03 86.34| 161.71| 109.46| 128.95| 306.66| 208.83 | 155.86| 381.52| 287.72| 359.32| 310.69| 617.66| 355.64
46.66 50.68| 100.02 72.94 98.10 75.51 95.39 79.19| 161.03| 115.84| 172.03| 132.80| 137.84| 126.12 | 208.83 | 162.60| 381.57| 256.97| 361.00| 278.47| 617.66| 423.96
138.46 0.00 31.99 19.84 40.05 34.45 76.50 0.00 97.93 57.17| 164.30 71.11| 116.24 82.79 | 142.66 71.83| 144.09 82.45 34.77 89.20| 197.88| 117.38
138.46 63.11 32.00 49.85 40.05 32.76 78.02 37.62| 102.92 49.89| 164.30 67.53 | 123.84 74.29 | 142.66 81.54| 144.10 85.84 34.78 64.43| 197.88 82.12
403.97 64.38| 430.28 57.10| 354.65 84.30| 253.54 86.49| 272.30| 110.74| 593.22| 224.00| 680.26| 461.42| 551.09| 627.19| 519.07| 613.04| 564.88| 679.53| 630.27| 520.65
403.97| 318.84| 430.28| 335.15| 422.99| 392.83| 411.51| 403.61| 571.60| 609.72| 593.22 94.31| 680.26| 407.45| 551.09| 485.81| 519.07| 496.51| 564.88| 525.64| 630.27| 335.01
16.15 12.43 13.00 12.77 27.41 22.32 40.20 16.45 39.58 20.88 26.57 0.00 24.68 0.00 54.11 29.89 24.25 32.34 36.36 33.37 34.15 28.65
22.80 16.03 13.00 14.04 27.41 15.66 43.23 20.59 39.97 23.30 28.43 22.59 27.23 22.28 54.11 27.64 24.25 24.45 36.36 24.94 34.15 24.93
77.40 80.32 85.76 51.00| 172.91| 154.69| 182.13| 156.89| 219.77| 207.86| 339.21| 270.19| 273.76| 336.77 | 324.16| 280.26| 155.91| 101.12| 393.10| 354.08| 337.85| 344.36
218.18| 232.07| 153.37| 180.63| 194.22| 188.12| 237.77| 217.48| 219.77| 216.80| 354.32| 303.44| 311.60| 303.42| 324.16| 315.42| 182.00| 226.64| 393.10| 333.95| 337.85| 330.47
190.79 94.20| 126.96 71.53| 148.30| 170.70| 204.20| 117.36| 249.98| 209.52| 262.10| 263.10| 219.68| 233.33| 498.42| 258.32| 380.70| 351.47| 464.02| 397.22| 511.71| 414.64
201.95| 239.23| 126.96| 173.97| 148.30| 169.68| 243.20| 209.81| 268.99| 228.17| 277.49| 243.80| 219.68| 222.54| 498.42| 390.56| 380.70| 344.14| 464.02| 413.79| 511.71| 458.15
0.00 0.00 0.00 0.00 0.00 0.00 4.28 4.28 13.77 13.77 25.24 25.24 30.76 30.76 33.73 33.73 35.13 35.13 11.72 11.72 21.43 21.43
4.31 4.31 4.92 4.92 6.61 6.61 4.28 4.28 25.28 25.28 25.24 25.24 35.18 35.18 33.73 33.73 35.13 35.13 11.73 11.73 21.44 21.44
0.00 0.00 18.58 2.09 31.08 2.89 75.72 75.72| 103.99| 103.99| 111.28| 111.28| 115.43| 115.43| 165.37| 165.37| 178.66| 177.24| 129.73| 129.73| 104.10| 104.10
19.01 19.01 26.73 26.73 34.08 34.08 81.64 81.64| 103.99| 103.99| 111.28| 111.28| 116.67| 116.67| 165.37| 165.37| 178.66| 178.66| 133.74| 133.74| 104.10| 104.10
47.30 0.00 56.96 0.00 29.02 0.00 87.94 10.15 86.24 46.58 64.75 54.96 77.05 58.40| 104.60 76.62| 109.75| 110.42| 133.86| 121.45| 114.66 98.97
47.30 37.66 56.96 42.69 29.02 38.01 87.94 61.37 86.24 68.51 64.75 70.05| 103.07 85.17 | 104.61 90.03| 109.88 99.94| 134.09| 114.91| 114.66| 114.64
231.49| 322.83| 175.00| 294.51| 161.22| 191.31| 179.63| 140.29| 366.68| 323.75| 644.39| 300.14| 263.08| 289.60| 259.77| 322.40| 264.07| 335.19| 214.56| 292.11| 246.46| 252.87
441.33| 451.09| 398.59| 431.74) 373.61| 399.12| 388.93| 387.82| 366.69| 375.75| 644.39| 476.59| 263.08| 395.65| 268.07| 307.09| 264.07| 282.14| 214.56| 272.02| 246.46| 250.69
0.00 0.00 0.00 0.00 29.23 0.00 30.38 0.00 28.83 0.00 28.66 28.66 24.91 24.91 35.45 35.45 39.96 39.96 41.62 41.62 38.16 38.16
18.23 18.23 22.00 22.00 29.23 29.23 30.38 30.38 28.83 28.83 2R3 R7E 27.69 27.69 35.45 35.45 39.96 39.96 41.62 41.62 38.16 38.16
196.23 0.00| 177.44 0.00| 166.95| 156.64| 256.55| 184.04| 155.99| 245.55| 218.86| 217.57| 229.73| 225.92| 559.73| 220.49| 181.80| 281.30| 478.29| 321.14| 227.66| 290.15
196.23| 129.08| 177.44| 121.90| 166.95| 118.55| 256.55| 155.72| 170.80| 128.67| 218.86| 144.48| 229.73| 152.46| 559.73| 294.30| 181.80| 178.31| 478.29| 284.27| 227.66| 202.95
0.00 0.00 0.00 0.00 0.00 0.00 4.48 2.93 11.94 9.33 9.59 9.66 15.91 16.45 27.06 16.26 15.04 12.58 34.21 15.67 24.52 15.91
6.68 2.58 4.64 3.53 5.03 5.43 4.48 5.17 11.94 6.27 9.59 6.90 15.91 9.43 27.06 15.02 15.04 14.56 34.21 21.83 24.52 23.94
104.76 0.00 38.33 0.00{ 153.82 40.44| 112.24 83.81| 110.12 80.03| 101.49| 124.55| 163.77| 219.45| 157.73| 164.31| 364.60| 190.99| 197.53| 221.22| 461.99| 238.36
104.76 60.88 38.33 58.58| 153.83 94.73| 112.24 97.48| 113.67 117.97 117.07| 113.93| 163.77| 126.10 157.73 137.99| 364.60| 215.53 197.53 | 223.54| 461.99| 326.20
10.89 0.37 /s3] 0.22 9.40 9.39 8.91 8.91 9.38 9.38 11.19 11.19 11.12 11.00 11.04 11.04 11.53 11.53 8.31 8.31 9.32 9.32
10.89 10.75 7.52 8.69 9.40 8.96 9.46 9.01 9.38 9.29 11.19 10.19 11.12 10.64 11.05 10.87 11.53 11.11 8.31 9.59 9.32 9.30
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 40.93 42.73| 114.39 50.65| 261.01 62.54| 151.40 96.16
126.37| 101.15 64.25 79.92 42.75 48.04 44.79 44.07 17.02 24.09 62.55 50.42 98.46 88.47 40.93 42.73| 114.39 50.65| 261.01 62.54| 151.40 96.16
165.94| 115.23 94.36| 130.87 88.19| 108.46| 100.69 73.17| 100.10| 105.47| 140.26/ 131.02| 132.98| 158.96| 154.19| 138.86| 233.31| 204.98| 309.01| 313.80| 203.82| 269.59
165.94| 157.80 94.36| 114.93| 110.15| 109.06| 112.57| 112.33| 123.14| 117.39| 140.26| 131.60| 158.70| 148.04 | 154.19| 150.81| 233.31| 203.09| 366.77| 309.91| 364.51| 345.86
117.54 75.95 81.62 57.52 51.33 87.49| 135.13 86.22| 140.03| 110.16 147.87| 162.17 | 329.15| 212.14| 292.37| 251.01 147.18| 257.25| 152.77 | 237.95| 104.31| 166.75
117.54| 115.93 81.62| 101.17 51.33 79.38| 135.13 92.89| 140.03| 105.44| 177.46| 124.93| 329.15| 187.66| 292.37| 217.59| 258.56| 228.19| 187.00| 211.63| 121.97| 179.90
47.69 0.00 41.07 0.00 34.29 0.00 64.67 39.25 36.40 44.94 65.84 46.85 38.60 50.31 36.29 44.52 69.45 44.34 66.16 55.52 47.74 58.57
47.72 35.38 41.07 3271 43.12 34.18 64.67 43.68 36.40 35.63 65.84 45.51 40.30 36.56 45.61 37.12 69.45 46.06 66.16 50.41 51.04 46.02
584.28| 209.04| 980.42| 225.50| 361.71| 236.65| 713.46| 470.63| 666.49| 401.62| 631.49| 423.46|1,195.36| 634.62 |1,588.06 | 880.97|1,745.05| 950.56| 934.18 | 952.091,279.26| 903.22
584.28| 334.77| 980.42| 499.07| 361.71| 453.72| 713.46| 527.42| 666.49| 559.74| 631.49| 562.88|1,195.36| 701.04 |1,588.06 | 886.15|1,745.05|1,091.32| 953.30(1,033.61|1,279.26|1,110.06
1,302.80 0.00(1,313.05 0.00|1,494.35 0.00(1,968.87(1,580.24|2,446.65| 2,321.17 | 2,744.84|2,329.36 |3,110.85 | 2,700.16 |3,784.71 |3,134.60 | 5,025.57 |3,619.42 | 6,322.04 |4,652.64 |6,032.54 | 5,346.45
1,302.80 |1,250.46 | 1,313.06 | 1,263.85|1,494.35 | 1,386.84 | 2,242.19|1,915.44 | 2,446.66| 2,152.02 | 2,744.84|2,443.26 | 3,111.51 | 2,779.16 |3,785.40 |3,333.22 | 5,025.60 |4,305.39 | 6,677.79 |5,635.68 | 6,032.56 | 5,569.29

1 Observed represents unadjusted data, while estimated represents data that have been imputed to correct for missingness.

2 Commitment estimates have been corrected for missingness using the DAC/CRS coverage ratio.

3 Disbursement estimates were obtained by computing donor-specific disbursement schedules using information from complete projects where disbursements
could be linked over time.
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TABLE 9:

World Bank financial and in-kind DAH, 1990-2009

International Development Association

International Bank for Reconstruction and Development

Year Financial In-kind Financial In-kind
1990 28.70 2.60 60.20 2.12
1991 92.80 6.75 92.80 4.60
1992 269.00 22.40 174.00 9.15
1993 432.00 41.10 383.00 19.90
1994 542.00 53.50 418.00 29.10
1995 590.00 59.10 329.00 21.60
1996 617.00 53.30 514.00 28.30
1997 653.00 46.50 869.00 40.70
1998 656.00 26.80 895.00 35.40
1999 808.00 50.90 818.00 38.10
2000 817.00 73.20 894.00 63.20
2001 873.00 67.90 785.00 57.60
2002 1,010.00 86.50 866.00 68.00
2003 1,030.00 126.00 684.00 51.10
2004 1,070.00 157.00 1,030.00 95.60
2005 1,090.00 126.00 773.00 81.50
2006 935.00 116.00 658.00 58.70
2007 877.00 117.00 644.00 62.10
2008 820.00 110.00 403.00 41.60
2009 628.00 85.30 455.00 30.50

Source: IHME DAH Database 2011

Notes: In millions USS, 2009. For preliminary estimates of DAH for 2010 and 2011, refer to Table 1 of the Statistical Annex.
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TABLE 10:

Regional development banks’ financial and in-kind DAH, 1990-2009

African Development Bank

Asian Development Bank

Inter-American Development Bank

Year Financial In-kind Financial In-kind Financial In-kind
1990 60.80 5.08 32.40 271 82.70 6.91
1991 58.70 4.90 31.40 2.63 75.60 6.32
1992 57.40 4.79 45.60 3.80 50.10 4.18
1993 56.10 4.69 66.80 5.58 58.80 491
1994 87.50 7.30 66.20 5.53 80.30 6.71
1995 67.60 5.64 48.20 4.02 80.00 6.68
1996 69.00 5.76 52.80 441 103.00 8.64
1997 86.10 7.19 55.00 4.59 163.00 13.60
1998 57.80 4.82 111.00 9.27 174.00 14.50
1999 56.90 4.75 207.00 17.30 175.00 14.60
2000 41.70 3.48 359.00 30.00 202.00 16.90
2001 39.10 3.27 152.00 12.70 187.00 15.60
2002 75.20 6.28 152.00 12.70 196.00 16.40
2003 39.20 3.27 131.00 10.90 171.00 14.30
2004 83.50 6.98 128.00 10.70 346.00 28.90
2005 138.00 11.50 120.00 10.00 354.00 29.60
2006 84.00 7.02 122.00 10.20 123.00 10.30
2007 81.50 6.81 127.00 10.60 148.00 12.30
2008 96.40 8.05 128.00 10.70 135.00 11.20
2009 95.50 7.97 421.00 35.10 127.00 10.60

Source: IHME DAH Database 2011

Notes: In millions USS$, 2009. For preliminary estimates of DAH for 2010 and 2011, refer to Table 1 of the Statistical Annex.

TABLE 11:

Financial and in-kind contributions by GFATM and GAVI, 2000-2009

GFATM GAVI

Year Financial In-kind Financial In-kind
2000 - - 2.46 0.32
2001 = = 142.00 3.77
2002 1.07 15.20 109.00 8.72
2003 270.00 38.00 202.00 5.21
2004 712.00 57.60 169.00 47.90
2005 1,160.00 80.90 250.00 31.20
2006 1,400.00 92.10 425.00 21.70
2007 1,780.00 80.80 954.00 62.30
2008 2,270.00 159.00 744.00 77.60
2009 2,750.00 157.00 530.00 317.00

Source: IHME DAH Database 2011

Notes: In millions USS, 2009. For preliminary estimates of DAH for 2010 and 2011, refer to Table 1 of the Statistical Annex. Dashes indicate inapplicable.
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TABLE 12:

WHO, regular and extrabudgetary income and expenditure, 1990-2009

Development

Regular budget | Regular budget | Extrabudgetary | Extrabudgetary Total Total assistance for
Year income expenditure income expenditure?! income expenditure health?
1990 557.39 514.74 799.40 791.63 1,356.79 1,306.38 1,181.54
1991 557.39 514.74 799.40 791.63 1,356.79 1,306.38 1,141.09
1992 489.43 489.43 800.63 754.94 1,290.06 1,244.38 1,116.22
1993 489.43 489.43 800.63 754.94 1,290.06 1,244.38 1,092.24
1994 588.71 588.71 815.85 865.54 1,404.55 1,454.25 1,224.03
1995 588.71 588.71 815.85 865.54 1,404.55 1,454.25 1,199.15
1996 531.87 513.40 740.87 691.20 1,227.24 1,159.14 1,007.00
1997 531.87 513.40 740.87 691.20 1,227.24 1,159.14 989.46
1998 519.89 513.69 891.04 778.48 1,361.00 1,250.88 1,087.15
1999 519.89 513.69 891.04 778.48 1,361.00 1,250.88 1,071.45
2000 498.46 496.72 1,221.69 1,069.54 1,653.73 1,519.76 1,312.11
2001 498.46 496.72 1,221.69 1,069.54 1,653.73 1,519.76 1,283.02
2002 449.01 484.34 1,220.98 1,124.55 1,520.84 1,442.14 1,354.59
2003 449.01 484.34 1,220.98 1,124.55 1,520.84 1,442.14 1,326.01
2004 463.52 478.14 1,652.43 1,545.59 1,934.45 1,842.22 1,654.89
2005 463.52 478.14 1,652.43 1,545.59 1,934.45 1,842.22 1,601.49
2006 454.94 464.36 2,540.26 1,849.13 2,805.07 2,123.35 1,643.78
2007 454.94 464.36 2,540.26 1,849.13 2,805.07 2,123.35 1,589.32
2008 452.10 476.47 1,450.91 1,517.76 1,879.55 1,970.78 1,906.46
2009 452.10 476.47 1,450.91 1,517.76 1,879.55 1,970.78 1,889.16

Source: IHME DAH Database 2011

Notes: In millions US$, 2009. For preliminary estimates of DAH for 2010 and 2011, refer to Table 1 of the Statistical Annex.

LIncludes the Voluntary Fund for Health Promotion, other WHO funds, and interagency trust funds

2 Excludes expenditures from trust funds and associated entities not part of WHO’s program of activities and supply services funds
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TABLE 13:

UNFPA, regular and extrabudgetary income and expenditure, 1990-2009

Development
Regular budget | Regular budget | Extrabudgetary | Extrabudgetary Total Total assistance for
Year income expenditure income expenditure income expenditure health?
1990 323.56 330.68 13.64 16.81 337.20 347.49 347.49
1991 323.56 330.68 13.64 16.81 337.20 347.49 347.49
1992 321.79 278.56 21.02 14.54 342.81 293.10 293.10
1993 321.79 278.56 21.02 14.54 342.81 293.10 293.10
1994 389.11 394.75 19.17 21.26 408.28 416.02 416.02
1995 389.11 394.75 19.17 21.26 408.28 416.02 416.02
1996 372.71 391.98 36.56 (2.63) 409.27 389.35 389.35
1997 372.71 391.98 36.56 (2.63) 409.27 389.35 389.35
1998 344.49 364.28 44.12 40.25 388.61 404.53 404.53
1999 344.49 364.28 44.12 40.25 388.61 404.53 404.53
2000 321.61 281.69 128.84 91.14 450.45 372.83 372.83
2001 321.61 281.69 128.84 91.14 450.45 372.83 372.83
2002 322.56 328.67 69.25 77.64 391.80 406.31 406.31
2003 322.56 328.67 69.25 77.64 391.80 406.31 406.31
2004 371.28 358.57 131.56 108.19 502.83 466.76 466.76
2005 371.28 358.57 131.56 108.19 502.83 466.76 466.76
2006 404.31 369.37 181.31 153.99 585.62 523.35 523.35
2007 479.18 398.34 255.98 197.08 735.16 595.42 595.42
2008 469.90 452.40 375.90 232.33 845.80 684.73 684.73
2009 486.43 467.30 296.50 311.39 782.93 778.69 778.69
Source: IHME DAH Database 2011
Notes: In millions USS, 2009. For preliminary estimates of DAH for 2010 and 2011, refer to Table 1 of the Statistical Annex.
1 Excludes income and expenditure associated with procurement and cost-sharing trust funds
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TABLE 14:
UNICEF, regular and extrabudgetary income and expenditure, 1990-2009

Regular Regular Regular Development

budget budget |Extrabudgetary | Extrabudgetary Total Total budget health assistance for
Year income | expenditure income expenditure income | expenditure expenditure?! health?
1990 761.16 695.63 433.90 395.07 1,195.06 1,090.71 90.43 224.33
1991 761.16 695.63 433.90 395.07 1,195.06 1,090.71 90.43 216.65
1992 740.62 814.74 523.78 522.50 1,264.40 1,337.24 105.92 279.16
1993 740.62 814.74 523.78 522.50 1,264.40 1,337.24 105.92 273.16
1994 721.48 770.47 639.09 577.70 1,360.57 1,348.17 100.16 291.17
1995 721.48 770.47 639.09 577.70 1,360.57 1,348.17 100.16 285.25
1996 712.92 681.55 485.37 509.26 1,198.29 1,190.82 88.60 256.84
1997 712.92 681.55 485.37 509.26 1,198.29 1,190.82 88.60 252.36
1998 733.60 670.44 586.45 548.45 1,320.05 1,218.88 87.16 266.47
1999 733.60 670.44 586.45 548.45 1,320.05 1,218.88 87.16 262.62
2000 665.20 713.06 761.00 700.66 1,426.21 1,413.72 92.70 322.02
2001 665.20 713.06 761.00 700.66 1,426.21 1,413.72 119.84 461.75
2002 831.14 703.34 992.56 892.52 1,823.71 1,595.86 95.58 435.14
2003 831.14 703.34 992.56 892.52 1,823.71 1,595.86 99.10 429.50
2004 866.20 749.37 1,721.78 1,331.10 2,587.98 2,080.47 98.98 500.00
2005 866.20 749.37 1,721.78 1,331.10 2,587.98 2,080.47 122.29 671.47
2006 1,102.29 901.65 2,009.46 1,735.68 3,111.75 2,637.33 66.02 401.07
2007 1,102.29 901.65 2,009.46 1,735.68 3,111.75 2,637.33 121.00 539.47
2008 1,057.19 1,043.88 2,247.81 2,118.01 3,305.01 3,161.89 109.19 500.78
2009 1,057.19 1,043.88 2,247.81 2,118.01 3,305.01 3,161.89 115.84 524.98

Source: IHME DAH Database 2011
Notes: In millions USS$, 2009. For preliminary estimates of DAH for 2010 and 2011, refer to Table 1 of the Statistical Annex.
1 Data are derived from financial reports and audited financial statements as well as information about health expenditure obtained via correspondence.

2 As UNICEF’s activities are not limited to the health sector, we used the fraction of total expenditure attributable to health for 2001-2009 to obtain estimates
for development assistance for health.
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TABLE 15:

UNAIDS, regular and extrabudgetary income and expenditure, 1996-2009

Development

Regular budget Regular budget Extrabudgetary Extrabudgetary Total assistance for

Year income expenditure income expenditure income health?
1996 69.02 66.23 13.16 9.04 82.18 75.27
1997 69.02 66.23 13.16 9.04 82.18 75.27
1998 82.28 71.15 14.34 14.53 96.62 85.68
1999 82.28 71.15 14.34 14.53 96.62 85.68
2000 104.51 118.00 12.21 13.14 116.72 131.14
2001 104.51 118.00 12.21 13.14 116.72 131.14
2002 127.14 93.34 25.36 18.95 152.50 112.29
2003 127.14 93.34 25.36 18.95 152.50 112.29
2004 177.39 145.45 29.37 27.87 206.76 173.31
2005 177.39 145.45 29.37 27.87 206.76 173.31
2006 236.19 193.47 43.85 34.37 280.04 227.84
2007 236.19 193.47 43.85 34.37 280.04 227.84
2008 255.56 227.10 33.02 34.92 288.58 262.02
2009 255.56 227.10 33.02 34.92 288.58 262.02

Source: IHME DAH Database 2011

Notes: In millions USS, 2009. For preliminary estimates of DAH for 2010 and 2011, refer to Table 1 of the Statistical Annex.

1 No adjustments were made to UNAIDS total expenditures to obtain development assistance for health.
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TABLE 16:

PAHO, regular and extrabudgetary income and expenditure, 1990-2009

Year Regular budget income Regular budget expenditure Income from WHO Expenditure of WHO funds
1990 200.32 187.58 80.11 80.11
1991 200.32 187.58 80.11 80.11
1992 216.41 206.38 71.44 71.44
1993 216.41 206.38 71.44 71.44
1994 204.28 215.69 74.08 74.08
1995 204.28 215.69 74.08 74.08
1996 239.66 208.89 61.33 61.33
1997 239.66 208.89 61.33 61.33
1998 353.34 330.04 62.21 62.21
1999 353.34 330.04 62.21 62.21
2000 333.90 347.09 58.06 58.06
2001 333.90 347.09 58.06 58.06
2002 392.23 373.20 50.47 50.47
2003 392.23 373.20 50.47 50.47
2004 389.20 382.71 53.18 53.18
2005 389.20 382.71 53.18 53.18
2006 542.99 449.44 61.90 61.90
2007 542.99 449.44 61.90 61.90
2008 672.29 619.92 72.19 72.19
2009 672.29 619.92 72.19 72.19

Source: IHME DAH Database 2011

Notes: In millions USS, 2009. For preliminary estimates of DAH for 2010 and 2011, refer to Table 1 of the Statistical Annex.

1Excludes expenditure associated with the rotating fund for the procurement of drugs, as these are funded by the recipient countries.
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Income centers

Expenditure centers

Total income

Total expenditure

Rotating fund expenditure

Development assistance for health?

12.27
12.27
11.82
11.82
9.36
9.36
22.77
22.77
8.52
8.52
9.40
9.40
11.16
11.16
11.51
11.51
11.34
11.34
7.15
7.15

12.07
12.07
11.88
11.88
8.61
8.61
10.24
10.24
8.50
8.50
8.58
8.58
10.35
10.35
11.12
11.12
11.85
11.85
8.55
8.55

292.70
292.70
299.67
299.67
287.72
287.72
323.76
323.76
424.07
424.07
401.37
401.37
447.47
447.47
438.45
438.45
598.25
598.25
724.60
724.60

279.76
279.76
289.70
289.70
298.38
298.38
280.45
280.45
400.76
400.76
413.73
413.73
427.63
427.63
431.57
431.57
505.21
505.21
673.64
673.64

14.68
14.68
23.50
23.50
19.53
19.53
25.91
25.91
117.54
117.54
129.55
129.55
169.02
169.02
172.43
172.43
193.19
193.19
314.26
314.26

265.07
265.07
266.20
266.20
278.85
278.85
254.55
254.55
283.22
283.22
284.18
284.18
258.61
258.61
259.14
259.14
312.02
312.02
359.38
359.38
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TABLE 17:
US NGO expenditures, 1990-2011

1990 1991 1992 1993 1994 1995 1996 1997
Total overseas health expenditure 533.34 712.41 854.29 895.30 | 1,011.15 967.00 853.51 941.54
Amount of overseas health expenditure financed from:
Revenue from US government 209.25 326.68 421.79 422.46 490.04 475.06 350.99 400.70
Revenue from other governments 29.71 71.41 70.40 70.17 82.07 70.95 81.05 74.68
BMGF grants - - - - - - - -
Private financial revenue 250.87 267.58 299.06 | 325.04 | 344.18 | 333.63 320.22 356.29
Private in-kind revenue 43.51 46.74 63.05 77.63 94.86 87.35 101.25 109.87
Average percent of revenue from:
US government 19.82 17.52 18.27 19.78 20.62 20.79 20.27 20.13
Private financial contributions 60.36 62.89 61.01 58.99 56.99 56.82 54.86 54.70
Private in-kind contributions 15.33 14.46 15.61 16.09 16.83 16.24 18.49 18.74
Average health fraction 0.23 0.22 0.22 0.23 0.23 0.23 0.23 0.24
Number of US NGOs 267.00 339.00 390.00 | 418.00 | 438.00 | 429.00 434.00 439.00

Source: IHME DAH Database (NGOs) 2011
Notes: Dashes indicate inapplicable.

Total overseas health expenditure (in millions USS, 2009) is the sum of the product of each US NGO’s overseas expenditure multipled by the actual or estimated

health expenditures as a fraction of total expenditure.

Amount of overseas health expenditure (in millions USS, 2009) financed by revenue from each source is the sum of the product of each US NGO’s fraction of
revenue from a given source and the overseas health expenditure. Overseas health expenditure financed by private in-kind revenue reflects deflation to 18.3%
of original value to compensate for exaggerated market valuation of in-kind drugs and commodities.

TABLE 18:

Bill & Melinda Gates Foundation global health commitments, disbursements, and in-kind contributions, 1999-2010

1999 2000 2001 2002
Commitments 1,442.10 857.89 469.98 733.19
Disbursements 430.51 686.80 1,016.97 598.08
Country governments and 1GOs (excluding UN) 12.65 8.67 7.27 6.34
UN agencies 81.12 58.65 30.54 48.25
World Bank 0.00 45.20 12.79 83.41
GAVI 221.39 185.74 514.64 0.00
GFATM - - - 59.58
Public-private partnerships 2.02 35.91 21.57 157.20
(excluding GAVI and GFATM)
Universities and 64.92 202.55 143.64 113.71
research institutions
NGOs! and corporations 48.39 150.08 286.53 129.59
In-kind 0.92 37.20 45.70 35.70

Source: IHME DAH Database (BMGF) 2011

Notes: In millions USS$, 2009. Data were unavailable to show BMGF in-kind contributions for 2010.

For preliminary estimates of DAH for 2011, refer to Table 1 of the Statistical Annex. Dashes indicate inapplicable. Blank cells indicate missing values.

LIncludes nonresearch-focused NGOs and foundations based in low-, middle-, and high-income countries
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1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011
1,058.03 | 1,293.10 | 1,428.59 | 1,646.23 | 1,819.42 | 1,995.42 | 2,362.79 | 2,769.53 | 2,917.97 | 2,968.73 | 3,722.51 | 3,178.43 | 2,485.41 | 2,693.70
399.74 480.80 543.98 616.64 659.45 748.31 932.95 894.68 928.97 916.01 | 1,015.93 967.00 996.95 | 1,103.19
84.72 112.91 108.74 147.13 159.39 166.77 201.22 259.94 313.47 297.34 362.26 185.31 153.30 166.04
- 10.78 52.75 101.88 108.19 32.92 38.44 118.75 61.19 68.38 178.13 107.31 51.69 58.16
453.85 556.91 599.62 595.91 680.81 793.31 828.62 | 1,061.56 | 1,221.94 | 1,233.57 | 1,472.13 | 1,424.79 | 1,002.66 | 1,081.63
119.71 131.70 123.50 184.68 211.58 254.10 361.56 434.60 392.40 453.43 694.06 494.03 280.81 284.68
18.97 18.93 18.86 18.51 18.35 18.34 18.28 15.96 15.29 14.69 14.53 14.85 14.85 14.85
55.52 55.86 53.92 54.10 54.75 55.77 56.55 59.30 58.36 59.56 59.68 60.12 60.12 60.12
19.38 19.22 20.06 20.85 20.21 20.29 19.58 18.65 19.98 18.96 18.40 18.55 18.55 18.55
0.24 0.24 0.25 0.26 0.26 0.26 0.27 0.27 0.28 0.28 0.28 0.28 0.28 0.28
452.00 454.00 458.00 472.00 506.00 532.00 535.00 524.00 552.00 565.00 564.00 565.00 565.00 565.00
Average percent of revenue from the US government, private financial contributions, and private in-kind contributions represent the average fraction of
US NGOs' total revenue from a given source.
Average health fraction is the average of US NGOs’ actual and estimated health expenditure as a fraction of total expenditure.
Number of US NGOs is the number present in the USAID Report of Voluntary Agencies in a single year.
Revenue and health fractions for 2009-2011 are not available due to lack of more detailed revenue data as in previous years. Thus, the mean of the
revenue and health percentages from 2004-2008 was used for 2009-2011.

2003 2004 2005 2006 2007 2008 2009 2010
519.58 764.56 1,354.82 2,079.09 1,448.34 2,329.54 1,343.27 1,228.27
652.75 488.27 905.65 941.20 1,287.13 1,824.71 1,814.45 1,471.28

0.20 6.21 11.29 7.25 11.26 22.50 27.26 16.08

39.69 34.19 75.23 120.15 76.52 220.32 276.63 315.49
4.67 4.54 0.10 6.57 6.26 23.95 64.10 22.70
4.08 5.67 169.42 0.00 77.51 75.89 75.00 74.49

58.33 56.72 0.77 108.71 103.35 102.68 210.53 12.13

66.50 122.90 150.56 155.72 215.01 244.54 172.33 162.85

162.40 146.00 185.50 331.94 457.05 563.62 533.57 448.61
316.88 112.03 312.78 210.87 340.18 571.20 455.02 418.93
42.10 31.70 75.60 95.60 94.00 176.00 243.00
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TABLE 19:

Government health expenditure as source, 1995-2009

GBD region 1995 1996 1997 1998 1999 2000
Asia
Central 2,389.16 2,342.40 2,355.95 2,269.49 2,116.95 2,185.56
East 23,144.85 25,158.63 27,973.99 30,935.75 34,046.45 36,106.30
South 6,954.64 7,611.46 8,128.07 8,803.63 9,245.02 9,452.02
Southeast 9,288.83 10,243.81 11,295.18 10,580.09 10,672.73 11,394.51
Caribbean 888.89 1,073.53 1,215.43 1,264.43 1,307.33 1,498.72
Latin America
Andean 2,822.01 3,026.37 2,952.53 2,908.79 3,189.50 3,024.35
Central 25,199.73 25,863.99 29,029.95 31,691.73 35,132.99 35,224.70
South 13,466.52 13,636.01 14,638.71 15,682.07 16,697.59 16,581.83
Tropical 30,942.11 30,724.16 33,421.36 32,892.68 34,750.40 34,588.87
North Africa / Middle East 24,208.05 26,957.87 30,011.39 33,387.79 32,984.82 36,283.79
Oceania 237.68 231.14 246.66 275.44 287.59 270.17
Sub-Saharan Africa
Central 805.93 447.03 600.70 677.63 597.53 738.29
East 1,090.14 1,259.53 1,389.85 1,537.79 1,543.77 1,691.45
South 7,533.33 8,185.20 8,196.65 8,056.02 7,820.03 7,899.94
West 1,555.45 1,490.83 1,625.29 1,809.85 2,064.82 2,281.14

Source: IHME Government Health Spending Database (Developing Countries) 2011

Notes: In millions USS, 2009. Government health expenditure as source (GHE-S) includes funds raised by recipient country governments from internal resources.
This table disaggregates GHE-S by Global Burden of Disease developing regions from base data sources of the WHO National Health Accounts.

TABLE 20:

DAH allocated to government or non-government recipients, 1995-2009

1995 1996 1997 1998 1999 2000
DAH DAH DAH DAH DAH DAH DAH DAH DAH DAH DAH DAH
to to to to to to to to to to to to
GBD region gov non-gov gov non-gov gov non-gov gov non-gov gov non-gov gOV non-gov
Asia
Central 32.20 0.10 40.97 0.25 33.89 1.07 47.88 5.35| 116.73 3.78 | 112.64 27.93
East 10.89 4.04 23.23 7.47 33.77 3.32 49.37 247 15.94 13.73 47.26 31.00
South 187.85 20.28 | 202.35 84.20 | 193.94 73.96 | 301.22 86.05 | 255.28  93.05| 254.33 145.15
Southeast 152.09 2247 | 165.12 27.56 | 206.53 62.64 | 275.69 92.20 | 298.77 36.81| 396.29 39.11
Caribbean 164.64 1.59 74.01 6.17 59.73 4.87 72.62 19.24 94.34 12.58 66.61 10.46
Latin America
Andean 49.92 11.86 71.84 5.36 69.16 10.00 90.47 20.99 96.81 6.35 | 147.03 4.83
Central 78.56 1.80 | 106.71 7.13| 220.47 4.78 | 113.68 7.98 | 164.63 7.28 | 145.76 5.02
South 39.49 0.32 30.90 0.31 21.75 0.19 15.06 0.13 8.79 0.10 3.89 0.06
Tropical 3.24 0.09 2.24 0.18 231 1.02 25.25 2.50 30.02 14.23 20.09 5.60
North Africa / Middle East 122.44 19.35 | 113.62 15.46 84.57 30.11 | 102.54 10.07 | 146.78 22.95| 136.68 6.23
Oceania 6.70 0.00 3431 0.00 21.86 0.00 13.78 0.42 19.67 12.31 43.97 7.83
Sub-Saharan Africa
Central 79.48 0.64 | 173.53 1.82 | 120.42 8.83 74.67 13.58 | 114.03 18.80 94.54 12.83
East 311.16 20.83 | 429.01 37.49 | 357.56 51.32 | 364.13 60.58 | 428.13 60.03 | 44834  65.57
South 54.87 38.35 73.88 50.51 79.00 66.77 | 105.27 75.49 91.10 72.88 | 103.33 89.98
West 154.08 18.07 | 178.00 30.26 | 203.33 20.52 | 187.76 22.81 | 239.21 28.08 | 258.32 29.93

Source: IHME DAH Database (Country and Regional Recipient Level) 2011

Notes: In millions USS$, 2009. Development assistance for health (DAH) includes both financial and in-kind contributions, excluding loans, for activities aimed
at improving health in low- and middle-income countries. This table disaggregates financial DAH transfers by the recipient sector and Global Burden of

Disease developing regions.
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2001 2002 2003 2004 2005 2006 2007 2008 2009
2,305.76 2,341.30 2,600.90 3,075.97 3,600.16 3,819.24 3,648.28 4,455.00 5,375.32
36,079.34 41,345.23 46,095.89 52,108.14 57,439.69 65,653.85 80,728.02 95,532.47 113,848.00
9,807.76 10,164.37 10,054.50 9,951.78 10,301.10 13,655.92 15,520.66 18,142.45 18,544.87
12,302.20 13,530.39 15,721.44 16,073.08 16,515.96 19,094.20 21,776.92 23,311.10 24,533.29
1,395.31 1,650.50 1,531.34 1,740.80 1,958.09 2,276.15 2,308.33 2,415.70 2,905.59
3,174.86 3,606.11 3,526.80 3,769.44 4,119.69 4,340.17 4,556.56 4,978.81 5,270.81
36,641.75 36,753.19 38,106.63 40,680.27 42,643.51 45,283.17 49,861.11 51,448.99 54,212.19
16,648.98 14,282.24 13,740.96 14,568.67 16,217.13 17,821.34 20,306.29 23,141.65 27,398.77
37,201.95 39,857.53 39,055.37 44,412.24 44,870.65 50,251.57 52,912.67 58,890.62 65,339.78
39,635.41 42,226.33 44,652.66 47,220.39 49,881.18 55,723.90 60,339.27 64,140.87 67,688.06
250.70 242.20 249.78 288.08 299.22 292.59 323.69 325.65 358.13
1,063.30 872.23 973.87 918.13 1,029.66 1,454.46 1,813.38 2,470.14 4,314.14
1,678.38 1,729.01 1,512.22 1,653.05 1,821.71 2,104.03 2,271.91 2,886.27 3,264.81
8,156.13 8,248.60 8,198.66 8,724.93 9,551.16 9,989.97 10,728.75 11,141.80 11,805.76
2,531.18 2,470.39 2,746.15 3,506.81 3,948.11 4,313.69 4,626.14 5,181.69 5,638.10
2001 2002 2003 2004 2005 2006 2007 2008 2009
DAH DAH DAH DAH DAH DAH DAH DAH DAH DAH DAH DAH DAH DAH DAH DAH DAH DAH
to to to to to to to to to to to to to to to to to to
gOV non-gov gov non-gov gov non-gov gOV  non-gov gOovV non-gov gov non-gov gov non-gov gOV non-gov gOV  non-gov
113.68 3.01| 121.50 12.82 | 145.23 7.03| 124.67 12.10 91.30 85.09 78.34 87.70 | 122.51 54.28 100.15 68.46 113.46 69.23
48.71 15.66 74.72 9.56 | 120.08 14.23 | 222.19 17.27 | 184.42 15.65 246.54 35.61 | 291.10 43.07 193.75 60.92 239.17 62.77
308.47 90.98 | 350.91 62.65 | 462.25 61.13 | 506.67 106.89| 498.34 356.61 483.09 566.81 | 813.57 491.02 799.84 712.40 880.28 689.39
444.52 43.01| 257.69 43.06 | 496.94 51.78 | 525.79 101.11| 479.55 272.53 522.47 339.77 | 474.06 329.84 445.27 351.46 453.48 375.04
71.28 4.41 45.47 17.77 | 108.24 36.73 81.99 51.30 49.57 101.95 51.39 157.85 69.47 153.89 63.08 169.44 7532 202.81
132.24 28.16 62.03 36.75 | 122.38 31.83 | 124.99 37.45 75.11 69.64 98.88 70.66 97.56 62.68 53.64 101.26 39.54 103.36
144.27 6.85 92.57 29.08 | 151.63 16.50 | 138.20 51.99 | 100.76 77.74 99.86 92.26 | 120.98 112.94 99.12 168.74 7235 147.24
531 0.17 3.38 1.48 14.09 10.65 9.91 19.73 20.64 16.35 29.43 5.16 22.67 12.24 3.00 3547 20.36 1.70
37.00 0.40 37.50 3.13 61.25 0.41 50.71 7.36 29.50 24.54 26.44 12.13 23.25 13.07 15.18  29.11 12.84 33.31
145.03 8.69 | 140.81 18.45| 168.96 14.01| 221.22 34.27 | 207.67 435.43 405.21 290.56 | 390.15 113.66 286.10 126.56 135.56  145.70
66.44 0.00 99.42 0.14| 103.38 0.52 94.29 3.52 83.77 6.63 37.07 56.19 46.67 42.18 56.34 38.81 40.35 72.29
109.73 25.88| 106.70 35.29 | 145.79 31.52| 164.89 57.60| 130.20 176.99 98.52 159.82 75.49 153.33 101.88 264.94 107.27 314.64
709.76 51.95| 716.87 168.75|1,235.06 145.16|1,153.91 387.13|1,243.11 794.37 | 1,390.89 1,164.25 |1,715.34 1,368.47 | 1,564.02 1,823.88 | 1,381.01 2,231.53
118.34 109.07 | 154.95 78.83 | 219.32 114.96| 155.09 133.32| 189.89 159.43 225.77 246.75| 296.66 374.77 306.10 538.27 303.39 805.32
465.50 35.27| 316.53 70.97 | 497.19 65.14| 601.71 157.47| 446.36 326.58 673.91 383.17 | 512.16 512.97 631.75 723.88 771.36 1,155.14
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