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The US Provided $13 Billion In
Development Assistance For
Health In 2016, Less Per Person
Than Many Peer Nations

ABSTRACT Despite dramatic growth between 1990 and 2010, development
assistance for health from high-income countries and development
agencies to low- and middle-income countries has stagnated, and
proposed cuts make future funding uncertain. To further understand
international financial flows for health, we examined international
contributions from major donor countries. Our findings showed that the
United States provided more development assistance for health than any
other country, but it provided less than others relative to national
population, government spending, and income. Norway, Denmark,
Luxembourg, and the United Kingdom stand out when the provision of
health assistance is considered relative to these other factors. Seventeen
of twenty-three countries did not reach a target that corresponds to an
international goal. If all twenty-three countries had reached this goal, an
additional $13.3 billion would have been available for global health in
2016. Systematic efforts are needed to encourage countries to meet these
targets. Sustained health improvement in low- and middle-income
countries will benefit greatly from ongoing international support.

I
n 2016, $37.6 billion (in 2015 US dol-
lars)wasprovidedbyhigh-incomecoun-
tries and development agencies tomain-
tain and improve health in low- and
middle-income countries.1 Political sup-

port for the provision of these resources, known
as development assistance for health, has faced
considerable scrutiny as a result of recent politi-
cal changes in major donor countries that have
resurrected skepticism about bilateral and mul-
tilateral assistance.2,3 In the United States, the
administration of President Donald Trump has
proposed dramatic reductions in the foreign aid
budget going forward, with a proposed cut of
24percent for fiscal year2018.4,5 Therehavebeen
similar calls to reduce levels of development as-
sistance in the United Kingdom, Denmark, the
Netherlands, Norway, and other high-income
nations.6–9 These proposals raise serious con-

cerns about the future of international funding
for global health.
Historically, there has been broad support for

development assistance for health. In 2000 a
global alignment in support of the Millennium
Development Goals coincided with an increase
in the total amount of resources targeted toward
global health challenges. At its peak in 2013, the
total amount of resources directed toward main-
tainingand improvinghealth in low- andmiddle-
income countries reached $38.0 billion (in 2015
US dollars), with an annualized rate of growth of
9.7 percent between 2000 and2013.However, in
recent years the annual growth rate in develop-
ment assistance for health has declined, drop-
ping 0.3 percent annually between 2013 and
2016. This slight reduction in the assistance
comes despite a renewed commitment to and
global alignment behind the Sustainable Devel-

doi: 10.1377/hlthaff.2017.1055
HEALTH AFFAIRS 36,
NO. 12 (2017): 2133–2141
This open access article is
distributed in accordance with the
terms of the Creative Commons
Attribution (CC BY 4.0) license.

Angela E. Micah is a
postdoctoral fellow at the
Institute for Health Metrics
and Evaluation (IHME),
University of Washington, in
Seattle.

Bianca Zlavog is a data
analyst at IHME.

Sara Friedman was an intern
at IHME when this article was
written. She is now a student
at Harvard University, in
Boston, Massachusetts.

Alex Reynolds was a data
analyst at IHME when this
article was written. He is now
a corps member at the
American Conservation
Experience, in Phoenix,
Arizona.

Abigail L. Chapin is a project
officer at IHME.

Matthew T. Schneider is a
researcher at IHME.

Joseph L. Dieleman
(dieleman@uw.edu) is an
assistant professor at IHME.

December 2017 36: 12 Health Affairs 2133

Global Health

Downloaded from HealthAffairs.org on November 29, 2019.
Copyright Project HOPE—The People-to-People Health Foundation, Inc.

For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.



opment Goals—which include ambitious, ex-
panded goals related to health to be achieved
by 2030—in 2015.10

The provision of development assistance for
health is important because in 2015 more than
87 percent of global disease burden was in low-
and middle-income countries, but only 35 per-
cent of global spending on health occurred in
those countries.11,12 Because resources for health
are so scarce in some low-income countries, de-
velopment assistance forhealth can complement
domestic funding for the provision of essential
health services such as vaccinations, antiretrovi-
ral treatment, and the prevention and treatment
of malaria and other diseases that affect the
6.3 billion people living in low- and middle-
income countries.13 Such resources can be used
to support the development of health system in-
frastructures and the training and equipping of
vital health personnel.
The objective of this study was to describe the

major contributors to development assistance
for health, specifically highlighting how much
assistance is provided by each of twenty-three
countries—relative to its population, govern-
ment spending, and gross national income. We
examined these specific metrics because they
reflect the broader country context from within
whichassistance is provided.Developmentassis-
tance for health per person reflects the average
amount of the assistance provided by the govern-
ment per person in that country; the assistance
per government spending indicates the share of
public-sector spending allocated as such assis-
tance; and the assistance per national income
reports the share of the national economy pro-
vided as such assistance. Moreover, develop-
ment assistance measured as a share of national
income is the metric used by the UN General
Assembly in October 1970 to set a goal for devel-
opment financing flows.14,15

In addition to these metrics, we constructed
three health-specific targets based on agreed-
upon global development targets, and we report
which countries are reaching each target. These
analyses are important and timely because the
current global health financing climate calls for
an increased understanding of the context from
which global health assistance has been gen-
erated.

Study Data And Methods
Data Sources The primary data source used
for this analysis was the development assistance
for health database of the Institute for Health
Metrics and Evaluation (IHME).1,16–18 These data
track theannualdisbursementof suchassistance
from all major international development agen-

cies that provide it. The disbursements may be
financial (in the formofgrants or low-cost loans)
or nonfinancial (such as the provision of techni-
cal assistance). The estimates in the database are
generated using data from publicly available
databases that track development assistance.
These sources include project-level records, bud-
get statements, audited financial statements,
and online databases and annual reports from
development agencies such as the World Bank,
the Organization for Economic Cooperation and
Development (OECD), and the Bill & Melinda
Gates Foundation.
The IHME database disaggregates the annual

disbursements of development assistance for
health by the source of the funds, disbursing
agency (also known as the channel), targeted
health focus area, and recipient country. The
source defines the origin of the funds. Sources
include treasuries of high-income countries,
debt repayments for loans provided by develop-
ment banks, and private donations and endow-
ments from foundations and other philanthrop-
ic entities. Data on development assistance for
health by source are available for the period
1990–2016. The disaggregation by source cap-
tures twenty-three high-income countries; the
European Commission; the Bill &MelindaGates
Foundation; and entities that contribute to Unit-
ed Nations agencies, multilateral development
agencies, private US foundations, and nongov-
ernmental organizations (NGOs). The high-
income countries included are listed in online
Appendix 1.1.19 When disbursement data were
not available, data on donor commitments and
budgets were adjusted to reflect disbursements.
This was the case particularly for 2015 and 2016,
when many donors had not yet reported their
accounting of the most recent years’ disburse-
ments. The database on development assistance
for health tracks resources from source to dis-
bursing agency and then to recipient agency to
avoid double-counting associated with develop-
ment agencies’ transferring resources among
themselves.16

In addition to the data, we extracted gross
national income and all-sector development as-
sistance estimates from the OECD’s online data-
base.20,21 All-sector government expenditure data
were extracted from IHME’s Global Burden of
Disease covariate database.12,22 For all three sets
of data, estimates from 1990 through 2016 were
extracted. Estimates were converted to 2015 US
dollars using exchange rate data and deflator
series from the International Monetary Fund.23

We report total development assistance for
health provided by each of the twenty-three do-
nor countries included in IHME’s development
assistance for health database. In addition, as
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noted above,we calculated the assistance provid-
ed by the government of each donor country in
three ways: per person, per million dollars of
government spending, and per million dollars
of gross national income. We also assessed the
provision of assistance relative to three potential
targets. All three targets were based upon the
goal of contributing0.7 percent of gross national
income as official development assistance. This
goal—initially included in a United Nations
General Assembly resolution in 1970—has been
affirmed at other international conferences,
including the 2002 International Conference
on Financing and Development in Monterrey,
Mexico.14,15,24 To determine associated targets
for the amount of development assistance that
should be provided specifically for health, we
assessed the share of official development assis-
tance each country provided for health in 2016.
We calculated the twenty-fifth, fiftieth, and sev-
enty-fifth percentiles of this share across the
twenty-three countries and multiplied these val-
ues by 0.7 percent to estimate the share of gross
national income that countries should target
specifically for health in low- andmiddle-income
countries.

Limitations The limitations of this study re-
volved arounddata availability and quality. First,
the data set we used did not include disburse-
ments of development assistance for health from
middle-income countries. Historically, transfers
of such assistance have been from high-income
countries to low- and middle-income countries.
For high-income donor countries, which report
data publicly to the OECD, the database we used
is comprehensive. However, more recently, the
contributions of emerging economies such as
China are growing in importance and magni-
tude.25 Nonetheless, publicly available data on
China’s disbursement of development assistance
for health are limited, so our current data set
does not include China’s contributions.
Second, although the OECD’s Development

Assistance Committee database is an authorita-
tive source of data on official development assis-
tance, its ability to disaggregate spending by
sector and its completeness, in particular for
estimates from the 1990s, are imperfect. IHME
mitigated these limitations by supplementing
the information in this database with data from
additional sources, such as projects’ disburse-
ment data—which were accessed from interna-
tional agencies such as the Global Fund to Fight
AIDS, Tuberculosis, and Malaria and the World
Bank and from annual reports from the OECD’s
Development Assistance Committee.
Third, because of the lag in reporting and data

release times for some development agencies,
IHME relied on estimation and approximation
to fill in incomplete data series. These estima-
tions were necessary only in limited cases and
were based on the available historical data.
Lastly, IHME’s development assistance for

health database tracked health assistance in
terms of total project costs and not in terms of
whatwasactually spent in recipient countries.To
the extent that actual expenditures in recipient
countries deviated from the total project costs
reported, our estimates may have included some
measurement error.

Study Results
Between 1990 and 2016, development assistance
for health to low- and middle-income countries
increasedmore than fivefold, from$7.1 billion to
$37.6 billion (in 2015 US dollars). Exhibit 1
shows the evolution of the assistance, disaggre-
gating contributions by source. The top three
countries providing the assistance in 2016 were
theUnited States, theUnited Kingdom, andGer-
many, which provided $12.8, $4.1, and $1.5 bil-
lion respectively. The largest annual increases
occurred between 2000 and 2010. During this
period, these three sources increased their
spending at an annualized rate of 16 percent,
9 percent, and 12 percent, respectively.
Appendix Exhibit A1 presents the evolution of

the share of total development assistance for
health contributed by the various funding sourc-
es.19 In 2016 the United States, the United King-
dom, and Germany provided 34 percent, 11 per-
cent, and 4 percent, respectively, of the total
assistance.While the United States has provided
the largest share over the entire study period, the
shares of assistance contributed by funding
sources has changed. The United Kingdom’s
and Canada’s contributions have progressively
made up higher percentages of the total assis-
tance contributed since 2000. Over the same
period, the percentages contributed by Japan
and Australia have decreased.

Few countries
contributed at levels
that are in line with
previously agreed-
upon international
targets.
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Exhibit 2 illustrates the channels and health
focus areas that each major source provided
resources for in 1990–2016. Each funding source
has a distinct pattern of channels used and
health focus areas supported. The United States
disburses the majority of its development assis-
tance for health through nongovernmental
agencies and its bilateral agencies, including
the Agency for International Development, and
focuses its assistance onHIV/AIDS andmaternal
and child health. The United Kingdom also pri-
oritizes its bilateral agency and NGOs, as well as
agencies of the United Nations. In recent years
the United Kingdom has also prioritized Gavi,
the Vaccine Alliance, and the Global Fund.
Japan, the third-largest source of the assistance
in the whole study period, chiefly uses its own
bilateral agency and prioritizes other health
focus areas.
Exhibit 3 shows total development assistance

for health provided by each government, and
the total amount disbursed relative to the size
of the population, total government spending,
and gross national income. These fourmetrics of
development assistance for health provided by
each country places the disbursement of the as-
sistance in a different context.While the United
States and the United Kingdom provided more
of the assistance than any other country, other
nations stood out as providing more assistance
per person, per government expenditure, and
per national income. Assistance contributed
per person measures the actual burden of pro-
viding the assistance on citizens of the contrib-
uting country. The citizens of Norway and
Luxembourg contribute over $100 per person
toward the assistance, while US citizens contrib-
ute $41 per person. Norway and theUnited King-
dom devote the highest amounts toward global
health per $1 million of general government

Exhibit 1

Total development assistance for health, by funding source, 1990–2016

SOURCE Authors’ analysis of data from the Institute for Health Metrics and Evaluation 2016 development assistance for health data-
base. NOTES Abbreviated countries are United States, United Kingdom, Germany, France, Canada, Japan, Australia, and Norway. Other
Organization for Economic Cooperation and Development (OECD) Development Assistance Committee (DAC) countries include Austria,
Belgium, Denmark, Finland, Ireland, Italy, Greece, Luxembourg, the Netherlands, New Zealand, Portugal, South Korea, Spain, Sweden,
and Switzerland. “Other governments” refers to the governments of countries that are not members of the OECD DAC. “Gates” is the
Bill & Melinda Gates Foundation. “Debt” is debt repayments for loans provided by development banks. “Private contributions” includes
corporate donations. “Other” includes funds from all other sources and funds whose sources are unallocable.
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spending, dedicating $4,956 and $4,677, respec-
tively. Norway, Denmark, Luxembourg, and the
United Kingdom are the most generous pro-
viders of development assistance for health:
Each of these countries contributes more than
$1,500 per $1million in national income. By this
metric, the United States is the seventh most
generous contributor.
Overall, development assistance for health is

very small when compared to total domestic
health spending in donor countries. In Norway,
where the highest relative percentage was ob-
served, international health spending was only
2.3 percent of what the country spent on domes-
tic health (Appendix Exhibit A2).19 In the United
States, development assistance for health ac-
counted for only 0.4 percent.
Exhibit 4 shows the share of national income

that goes toward global health assistance for

2014–16. Nine of the twenty-three countries
did not meet the lowest health-specific target
level of spending. Seven additional countries
surpassed the lowest target, but only six coun-
tries met the medium target. If the remaining
seventeen countries hadmet that relativelymod-
est target, an additional $13.3 billion could have
been available for global health each year in
2014–16.

Discussion
This study identified the nations that collectively
provide amajority of development assistance for
health, using data for the period 1990–2016. In
particular, it examined how much of the assis-
tance was provided by twenty-three nations, as
well as how much of it was provided relative to
the size of each country’s population, govern-

Exhibit 2

Flow of funds (billions) for development assistance for health from sources to both channels and health focus areas,
1990–2016

SOURCE Authors’ analysis of data from the Institute for Health Metrics and Evaluation 2016 development assistance for health data-
base. NOTES Channels are disbursing agencies. Values are totals for the study period, in billions of 2015 US dollars. Each column
disaggregates the total development assistance for health disbursed in the period, which was US$536.1 billion. The sources are ex-
plained in the Notes to Exhibit 1. The channels include UN agencies (including the UN Children’s Fund, UN Population Fund, Joint UN
Programme on HIV/AIDS, Pan American Health Organization, and World Health Organization); development banks (including the World
Bank International Development Association, the World Bank International Bank for Reconstruction and Development, the Inter-Amer-
ican Development Bank, the African Development Bank, and the Asian Development Bank); Gavi, the Vaccine Alliance; and the Global
Fund to Fight AIDS, Tuberculosis, and Malaria. The health focus areas include supporting health system strengthening and sectorwide
approaches (HSS/SWAps); “other areas” (which captures development assistance for health for which we have project-level informa-
tion but that is not identified as funding any of the health focus areas tracked); and “unidentified” (which captures assistance for which
no project-level information is available and health focus areas cannot be determined). NGO is nongovernmental organization.
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ment spending, and economy. The United States
provided more assistance than any other coun-
try, but relative to the size of the population,
government spending, and national income,
Norway, Denmark, Luxembourg, and theUnited
Kingdom stand out as leaders. Each of the lead-
ing sources of assistance focused resources
through its bilateral aid agency, although each
also supported a diversity of multilateral agen-
cies, UN organizations, public-private partner-
ships, and NGOs. These leaders also allocated
assistance to a diverse group of health focus
areas, with some countries, such as the United
States, focusing assistance on a few primary
health areas. Most concerning, few countries
contributed at levels that are in line with previ-

ously agreed-upon international targets. These
findings highlight the gap between these targets
and the actual assistance provided that could be
used to generate more resources in support of
critical health services, especially in low-income
countries.
Each of the four metrics used to measure the

amount of development assistance for health
provided by a given country places disbursement
of the assistance in a different context. The total
amount provided by all countries represents the
amount of resources available for improving
health. This highlights the amount of resources
provided and which countries are supporting
health care services in low- and middle-income
countries themost. This research reveals that the
United States and the United Kingdom provide
substantially more of the assistance than any
other country.
Other metrics—the assistance contributed

per person, per government spending, and per
national income—provide additional informa-
tion about the context within which these con-
tributions were made and can be used for com-
parisons and goal setting. For instance, in terms
of how much assistance is provided per person,
Norwegians and Luxembourgers contribute the
most, each contributing nearly 50 percent more
than citizens of any other countries and more
than200percent ofwhat eachAmerican contrib-
utes. Development assistance for health as a
share of government spending highlights how
much of the public budget is allocated to devel-
opment assistance for health. Norway, Den-
mark, and theUnitedKingdom rank the highest.
All three of these countries contribute substan-
tially more than the United States. Finally, assis-
tance per national income is an important mea-
sure, showinghowmuchof the country’s income
goes toward global health assistance. On this
metric Norway, Denmark, and the United King-
dom again stand out—in this case, joined by
Luxembourg—as providing more than double
the assistance provided by the United States,
with Norway providing over three times asmuch
as the United States.
These findings show that although the United

States provided more in terms of total amount,
Norway, the United Kingdom, Denmark, and
Luxembourg provided more of the assistance
relative to population size, public spending,
and size of the economy. This distinction is
important because current discussions of the
assistance typically center on the amount of as-
sistance contributed, whereas contextualizing
contributions presents a picture of what is real-
istic and feasible given each country’s position.
The 2002 International Conference on Financ-
ing and Development in Monterrey at which

Exhibit 3

Four measures of development assistance for health, 2014–2016

SOURCE Authors’ analysis of data from the Institute for Health Metrics and Evaluation (IHME) 2016
development assistance for health database; IHME Global Burden of Disease covariate database; and
Organization for Economic Cooperation and Development online database. NOTES Values are 2014–
2016 average values expressed in 2015 US dollars. The colors in the figure reflect the relative values
of the various measures: For each column, the darkest green represents the highest values for each
column, while the darkest red represents the lowest values. aFor countries for which 2016 data were
unavailable, the value was estimated by multiplying the 2016 gross domestic product (GDP) by the
share of the 2015 GDP that was gross national income.
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many development partners reaffirmed the tar-
gets for official development assistance is one
such attempt to resize the development assis-
tance pie based on country context.24

In addition to pointing out the countries that
provide the most development assistance for
health, this research also highlights the global
dependenceonmanycountries.While theUnited
States and the United Kingdom together provid-
ed 45 percent of all the assistance in 2016, many
other countries and other contributors together
make up the remainder of global health financ-
ing. Recent fund-raising efforts by major inter-
national development agencies such as the
World Bank’s International Development Asso-
ciation, the Global Fund, and Gavi have
highlighted contributions from many small
countries.26–29 Such efforts emphasize the impor-
tant role that all countries play in providing the
assistance.
While uncertainty about the future provision

of development assistance for health looms
large, this research highlights the fact that most
countries are not meeting already agreed-upon
funding targets. Of the twenty-three countries in
this analysis, seventeen—including the United
States, Canada, France, Germany, and Japan—
fell short of the medium target explored in this
research. If these seventeen countries had met
this relatively modest target, an additional
$13.3 billion could have been available for global
health in 2016.While these gaps may reflect the
climate of increased skepticism, they also pre-
sent a unique opportunity for the international
community to renew its commitment to, and
increase the resources that support, global
health goals.

Policy Implications
The current global health funding environment
exposes the vulnerable and precarious nature of

Exhibit 4

Development assistance for health relative to national income and health-specific targets, 2014–2016

SOURCE Authors’ analysis of data from the Institute for Health Metrics and Evaluation 2016 development assistance for health
database and the Organization for Economic Cooperation and Development online database. NOTES We calculated three targets
for development assistance for health, each of which assumes that donors provide 0.7 percent of their gross national income
(GNI) as official development assistance (ODA), as discussed in the text. The targets assume that 0.15 percent, 0.08 percent, and
0.04 percent, respectively, of the ODA is for health. These percentages represent the seventy-fifth, fiftieth, and twenty-fifth percen-
tiles in the observed data (rounded to two decimal places from 0.14522 percent, 0.07617 percent, and 0.04368 percent, respectively).
Our calculations used average values of development assistance for health and GNI across 2014–16.
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external funding for global health. A change in a
country’s ability or willingness to provide these
resources in the future could have significant
implications for the total amount of develop-
ment assistance for health. For instance, the pro-
posed cuts in the 2018 US federal budget would
have dire implications for key areas of global
health where substantial progress has been
made, particularly because of the large portion
of the total assistance that has been provided by
theUSgovernment.A recentbudget impact anal-
ysis estimated that the cuts could result in
49,100–198,700 increases in new HIV infections
in recipient countries by July of 2019.4 Similarly,
there could be an increase of 7,600–31,000 new
TB cases.4 Maternal, newborn, and child deaths
would also increase.4 Although there has gener-
ally been a broad base of support for the provi-
sion of development assistance for health across
the political spectrum in the United States and
elsewhere, the recent political focus on reducing
global health funding has led those who track
global health financing to sound the alarm.
These potential scenarios present an uncertain
future for the trajectory of the assistance and the
millions of people in low- and middle-income
countries who rely on it to meet their essential
health care needs.
Moving forward, there will also likely be more

emphasis on assistance provided by middle-
income countries such as Brazil, China, andRus-
sia. Already some estimates and development
institutions have suggested that China may be
providing a meaningful amount of development
assistance for health.30,31 These new sources of
funds, along with major private donors such as
the Bill &Melinda Gates Foundation and public-
private partnerships such as theGlobal Fundand
Gavi, will supplement resources provided by the
traditional sources of development assistance
for health. However, it will likely be some time
before these donors provide as many resources
as the United States and the United Kingdom,
currently the largest donors.With this inmind, it

is important that the global community encour-
age allmembers, including theUnitedStates and
the United Kingdom, to provide what they can
for global health, targeting aid toward the people
most in need. To ensuremeaningful internation-
al comparisons, we encourage ongoing bench-
marking that prioritizes assessing countries’
contribution in light of their national context.
Targets—such as those adopted by many at the
2002 International Conference on Financing
and Development in Monterrey—that set goals
relative to national income can be useful for
considering a country’s provision of develop-
ment assistance relative to its own economy
and wealth.

Conclusion
Recent national and international events have
generated uncertainty regarding the future
of global health contributions. Our analysis
highlights themain contributors todevelopment
assistance for health, focusing on each country’s
provision of the assistance relative to its popula-
tion, government spending, and national in-
come. This analysis is useful because it provides
evidence to broaden the content and context of
discussions of global health funding. The find-
ings from the analysis suggest that although the
US contribution to development assistance for
health is the largest in the aggregate, that con-
tribution in relation to the size of national pop-
ulation, government spending, and national
economy is notably less than that of some other
countries. Nonetheless, the proposed cuts by the
United States, a major contributor, will have far-
reaching consequences for millions of people
around the world. Additionally, given that many
countries, including the United States, make
contributions that are below the agreed-upon
targets, global efforts are needed to make prog-
ress toward reaching the targets and providing
resources for addressing important global
health goals. ▪
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