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GAVI, the Vaccine
Alliance

Global Alliance for Vaccines and Immunization
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OECD-DAC Organization for Economic Co-operation and Development -
Development Assistance Committee

PEPFAR President’s Emergency Plan for AIDS Relief

PPPs Public-Private Partnerships

RMNCH Reproductive, Maternal, Neonatal, and Child Health
SDGs Sustainable Development Goals

B Tuberculosis

THE Total Health Expenditures

UHC Universal health coverage

uIP Universal Immunization Program (India)

UMICs Upper-middle income countries

UN United Nations

UNCTAD UN Conference on Trade and Development

USAID United States Agency for International Development
UP-HMIS Uttar Pradesh Health Management Information System
UP TSU Uttar Pradesh Technical Support Unit

WHO World Health Organization
Notes:

1. All figures are in constant 2022 US dollars unless otherwise noted.

2. The reader should kindly note that there are numerous notes throughout the report to

accompany the text. These notes are included as endnotes to not distract from the flow of
the document. Please refer to the endnotes (page 200) to glean additional important
nuances and background information about the content of the report.
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Preface: a message from the authors

Over the past 30 years, the world has witnessed a significant increase in foreign assistance—also
known as Overseas Development Assistance (ODA). Within this broader framework, Development
Assistance for Health (DAH) expanded rapidly, growing more than sevenfold since 1990. This
unprecedented mobilization of resources reaffirmed the global commitment to health and its
centrality to development. DAH enabled, among other results, life-saving antiretroviral therapy
(ART) for more than 30 million people living with HIV/AIDS and more than 108 million children to
be vaccinated against diphtheria, pertussis, and tetanus. These efforts most likely saved millions of
lives in low- and lower-middle-income countries, many of which have since progressed into higher
income categories.

Despite these achievements, DAH has faced increasing challenges and scrutiny in recent years.
Concerns have emerged about its long-term impact, sustainability, efficiency, responsiveness to
country priorities, and evolving role amid a rapidly shifting global landscape. New and pressing
priorities—such as climate change, demands from migrations, and geopolitical realignments—are
competing for attention and funding.

DAH is now at a critical crossroads due to recent developments. There are signs of ODA flows
declining, including sharp reductions in DAH from the United States government and the scaling
back of development assistance by several European countries in response to domestic concerns
and geopolitical issues. Thus, this report comes at a time of uncertainty and potential
retrenchment in DAH funding. These reductions are already causing alarm. If they are made
permanent, they will cause harm not only to people around the world but will also erode the
indispensable and hard-won trust among global development actors. Additionally, without well-
planned transitions, funding cuts or the cessation of DAH programs risk forcing recipient countries
to confront large contingent liabilities created by donor-funded programs and will result in donors
defaulting on long-standing promises and shared commitments.

We are optimistic that the critical role of health in development will prevail. Commitment from the
global health community and supportive policy and political conditions can reinvigorate the role of
a renewed and improved DAH. We need to be prepared. Our capacity to reaffirm and reposition
the critical role of DAH’s relevance and effectiveness hinges on a strong body of evidence that
demonstrates its positive impact on health outcomes, household financial protection, and its
broader contributions to national development.

This report, produced by the Center for Healthy Development (CHD), is the product of a team of
global health experts with decades of experience advising donor governments, bilateral and
multilateral agencies, civil society organizations, and low- and middle-income country
governments. It presents an initial assessment of the global and country-level impact of DAH over
the past 25 years.

We present this report driven by our enduring commitment to a strong, efficient, and equitable
Development Assistance for Health. DAH is a vital component of global collaboration—not only
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because it supports countries in improving the health of their populations and advancing economic
development, but also because it helps build preparedness for future global health emergencies,
such as the COVID-19 pandemic. Moreover, DAH strengthens national health systems, fosters
global goodwill, and serves as a powerful symbol of our shared humanity and mutual responsibility

and caring for each other.

As discussed in this report, reform and improvement of DAH are both necessary and urgent to
ensure that DAH better serves those who need it most. However, the need for reform must not be
a reason to abandon DAH altogether. To dissipate any potential doubt or ambiguity about the
purpose of this report, we aim to provide evidence for how DAH can be improved in the future and
reaffirm our strong and unwavering support for a robust and enduring DAH—one that is
continually improved and responsive to the world’s evolving needs.

With this report, we invite the broader global health and development community—and especially
those engaged in DAH—to reflect on the progress achieved and identify the challenges that
remain. The report also aims to advance methodologies, data systems, and evaluation frameworks

to more effectively measure DAH’s impact moving forward.

viii
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Executive Summary

The world has much to celebrate regarding improvements in population health over the past three
decades. Infant mortality rates decreased significantly between 1990 and 2019, from 110 to 49 in
low-income countries (LICs) and 71 to 31 in lower-middle-income countries (LMICs), respectively
(The World Bank 2023). The burden of disease' (BoD) among children under five also dropped
substantially over the same period, from over 320,000 to less than 135,000 and from 200,000 to
less than 95,000 disability-adjusted life years (DALYs) per 100,000 in LICs and LMICs, respectively
(IHME, 2023). These improvements have been observed in nearly every country, with particularly
notable progress in LICs.

Better health has been affirmed as a key driver of reduced inequality and socioeconomic
development for decades. Productivity is enhanced, economic growth is fostered, and poverty is
alleviated as health improves, creating a virtuous cycle of development (The World Bank 1993)
(The Commission on Macroeconomics and Health 2001) (Jamison, Summers and Alleyne, Global
health 2035: a world converging within a generation 2013) (UNDP 2015) (Jamison, Summers and
Chang, Global health 2050: the path to halving premature death by mid-century 2024). Health
gains at the global level are primarily attributable to socioeconomic development at country level.
However, country-led and country-funded implementation of “general advances in health”,
defined as the programs, knowledge dissemination, technologies, pharmaceuticals, and
coordinated epidemiological surveillance and responses, have contributed substantially to declines
in morbidity and mortality. Development Assistance for Health (DAH), the financial assistance
provided by donors or concessional lenders to eligible countries, is part of those advances, and has
played an important role in supporting countries’ efforts to implement these general advances in
health, especially in LICs. However, the role of DAH relative to country-funded initiatives must be
kept in perspective: in LICs in 2019, DAH accounted for less than 30% of total health expenditures
(THE) and accounts for only 3% of THE in lower-middle-income countries (LMICs). Across LICs and
LMICs, most health spending comes from domestic sources.

DAH aims to address recipient country immediate and pressing health needs while bolstering
countries’ long-term capacity to respond effectively to future health challenges. This dual
approach requires rapid responses to immediate health crises and systematic strengthening of
health systems. Beyond financial support, DAH can facilitate policy dialogue and technical
collaboration. The contributions of DAH to these system-level advances are especially relevant in
LMICs, where DAH has a marginal financing role relative to domestic health spending.

Therefore, to succeed, DAH must align with countries” own health visions and long-term interests,
reinforcing national ownership of effective health strategies. Successful DAH not only needs to be
effective in improving health outcomes and contribute to socioeconomic development but also
strengthen countries’ capabilities, reducing the need for future external assistance. While global
health partnerships will remain invaluable, a key goal of DAH is to empower countries to achieve
self-sufficiency in health system management, delivery, and financing. Additionally, and sometimes
potentially in tension with countries own strategies, bilateral DAH from country governments may
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also aim to support the donor country’s own foreign policy interests in addition to serving altruistic
objectives.

This report, prepared by the Center for Healthy Development (CHD), assesses the global and
country-level impact of DAH over the past 25 years. The report invites the broader development
and global health community—particularly the DAH community—to reflect on achievements and
identify what remains to be accomplished. Additionally, it seeks to advance methods, data
collection, and evaluation frameworks to better measure DAH’s impact in the future.

As noted below, this assessment provides information for global and country policymakers and
DAH practitioners at a time of great perturbance and uncertainty in the long-established
architecture of global health. The decision by the US to freeze foreign assistance, including for
health, will have deleterious effects on the financing of DAH around the globe for years to come, if
sustained. Combined with shifting priorities away from DAH in many European countries, we are
likely to see declines in DAH in the short term relative to historic levels.

We hope that the analyses and recommendations contained in this report will help guide the
implementation of necessary changes to DAH which have been urgent for some time. We also
hope that this report will help to mitigate the impact of reductions and reallocations in DAH and to
reinvigorate and recover the impetus of DAH as political, economic, and security conditions
improve and policymakers in donor countries once again prioritize foreign assistance.

This report seeks to answer five questions:

1. What are the trends and characteristics of DAH between 2000 and 20197

2. Did DAH deliver what it promised? Did the main DAH organizations deliver on the objectives of
their plans and programs over the last 20-30 years?

3. Did DAH affect health outcomes? What were the effects—positive or negative—of DAH on
health outcomes in beneficiary and non-beneficiary DAH affected populations?

4. What are potential DAH scenarios for the next 10-20 years? What supply- and demand-side
drivers will shape its future?

5. What are the lessons learned from the past 25 years of DAH, and how can we do better?

The full report addresses these core questions in detail across the following nine chapters with
supplemental information included in Appendices:

e Chapter 1 discusses why taking stock of DAH now is critically important.

o Chapter 2 outlines the motivation, objectives, and approach for this research, including key
methodological and data considerations.

e Chapter 3 analyzes trends and characteristics of DAH between 2000 and 2019.

e Chapter 4 discusses the dominant focus of DAH during this period (by diseases, program types,
etc.).

e Chapter 5 discusses findings from a review of the existing literature evaluating the extent DAH
objectives were achieved and its impact on health outcomes.
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e Chapter 6 discusses findings from existing and original statistical analyses of DAH impact on
health outcomes.

e Chapter 7 provides a 25-year outlook on potential supply and demand drivers for DAH.

e Chapter 8 synthesizes findings from semi-structured interviews with global and country-level
DAH practitioners and two country case studies (India and Viet Nam).

e Chapter 9 presents the report’s conclusions and recommendations.

We fully acknowledge limitations in our methodology, data, and conclusions. Many of these
challenges and limitations arise from this being a first attempt at a global assessment of DAH over
the past 25 years and the fragile, fragmented, non-standardized, and scarce nature of available
data, the lack of substantial progress in evaluating DAH’s aggregate impact, and the inherent
tension between independent assessment and the ongoing need for effective advocacy for DAH
funding within the current DAH structure. Additionally, we recognize our own technical limitations
and humbly invite your feedback. We encourage readers to view this work as a starting point—a
catalyst for deeper dialogue and further refinement in the years to come. Continued engagement
is essential, and we look forward to collaborating with the global health community to advance
this effort.

Why is it important to take stock of DAH now?

DAH grew significantly during the study period, increasing almost sevenfold from less than $8
billion in 1990 to over $53 billion annually (excluding COVID-related DAH) by 2019. This
unprecedented fundraising effort reportedly enabled over 30 million HIV/AIDS patients to receive
life-saving antiretroviral (ART) therapy and more than 108 million children to be vaccinated against
diphtheria, pertussis, and tetanus (WHO, 2023) (UNAIDS, 2024). This global effort has likely saved
millions of lives across LICs and LMICs, many of which have since transitioned to higher income
brackets.

Despite remarkable contributions, DAH now stands at a crossroads, facing questions about its
impact, sustainability, efficiency, and evolving role in a rapidly changing world. Most notably, the
US government’s decision to suspend official development assistance (ODA) and DAH in February
2025, if made permanent, will have important short term and potentially long-term negative
effects on DAH financing and global health. Additionally, European donors (i.e., Germany, France,
UK, Norway, The Netherlands, Sweden, and others) are also adjusting (mostly down) their
contributions to ODA, including DAH. (See chapter 7 for more discussion about supply side shocks
to DAH). More broadly, DAH operates in a dynamic global landscape characterized by rapid
economic transitions and trade challenges, competing priorities such as climate change and
migration, a rapidly changing geopolitical environment for DAH donors, shifting health priorities,
and the long-term health and economic impact of the COVID-19 pandemic. Additionally, many LICs
are facing fiscal cliffs as they transition out of eligibility for DAH from global health initiatives, a
problem compounded by high levels of debt distress.

Xi
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The report concludes that, despite unprecedented international support for DAH and significant
efforts by the development community to increase funding over the past three decades, a critical
gap remains in assessing the true impact of DAH—particularly on health outcomes. While the
global DAH community is vibrant, with extensive communications celebrating its successes and
emphasizing its importance—especially regarding funding, supplies, and service access for its
priority diseases—there is a notable lack of robust evidence linking DAH investments to
measurable health outcome improvements, including the diseases it has prioritized over the 2000-
2019 period.

With this pressing need for a renewed commitment to DAH in a rapidly changing world, DAH can
only sustain its relevance and demonstrate its effectiveness with support from a robust body of
evidence demonstrating its positive impact on health outcomes, financial protection for
households from health costs, and a credible case for its role in broader national development.
Demonstrated advances in intermediary goals such as strengthening supply chains, improving
epidemiological surveillance, training health workers and much more, are key contributions to be
celebrated but the final test is whether health system strengthening actions improve the health
conditions of populations at the country level.

What were the characteristics and trends in DAH between 2000 and 20197

The rapid expansion of DAH during the 2000s reshaped the global health aid architecture. The
landscape of DAH channels® now encompasses over 70 major entities and hundreds of smaller
ones. This evolution was substantially influenced by global movements—most notably advocacy
for HIV/AIDS funding, debt forgiveness for LICs, and the establishment of the Millennium
Development Goals—as well as the entry of new funders such as the Gates Foundation in the early
2000s.

The relative weight of channels through which DAH flowed and patterns of DAH allocation to
countries changed significantly during this period. While multilateral development banks (MDBs)
accounted for 17% of all DAH in 2000, their share dropped to just 7% by 2019. Most of the
declining share of MDB funding was due to the creation of new organizations such as the Global
Fund and GAVI, alongside a rise in commitments to health by private foundations and non-
governmental organizations (NGOs). This was not only a change in the share of total funding
among the different channels but, also a change in approach and philosophy from one that
considers health in the broader context of development more generally to one more focused on
specific priority diseases and conditions.

There was also a change in the relative share of allocations to recipient countries. LICs received a
decreasing share of DAH, falling from 61% in 2000 to 36% in 2019, while LMICs saw their share

increase from 23% to 49%. This shift reflects the evolving economic landscape at country level, as
many LICs transitioned to LMIC status, and DAH allocations continued beyond the traditional LICs

3 Entities that distribute DAH funding from multiple sources are referred to here as channels.
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threshold, driven by concerns about program sustainability and fears of undermining past health
gains.

The increase in the number of DAH channels diversified DAH approaches, including bilateral aid
agencies, multilateral organizations, public-private partnerships, NGOs, and private foundations.
However, despite this apparent diversity, just seven channels accounted for over 50% of
cumulative DAH from 2000 to 2019 (approximately $390 billion). These were USAID and PEPFAR,
the World Health Organization (WHO), the Global Fund, UNICEF, the Gates Foundation, GAVI, and
the World Bank. DAH from the US as a country accounted for 40% of global DAH in 2019, with the
US government alone accounting for 27% of total global DAH. The influence of this single donor
country as a source of funding on the volume and priorities of DAH has been a critical issue for
sustainability for several years but is particularly concerning now given the US government’s
decision in February of 2025 regarding the future of USAID.

Paradoxically, the increase in the number of channels and diversity in governance structures and
operational foci coincided with a narrowing of DAH health priorities to four areas: HIV/AIDS;
reproductive, maternal, newborn, and child health (RMNCH); tuberculosis (TB); and malaria. The
focus of DAH on these areas resulted in a large and still growing imbalance between the burden of
disease in LICs and LMICs and the allocation of DAH funds. The most pronounced imbalance
between DAH allocation and burden of disease is HIV/AIDS, which received 18% of DAH in 2019
despite accounting for 5% of the preventable burden of disease in LICs and 3% in LMICs. Allocation
imbalances also exist among the four health areas prioritized within DAH. For example, only 4% of
total global DAH was allocated for TB in 2019, compared to the 18% for HIV/AIDS, while TB
accounts for a similar or larger share of the burden of disease. The most significant imbalance
refers to DAH allocations to preventable non-communicable diseases (NCDs) which account for
38% of overall avoidable burden of disease (and are the largest share of the burden of disease in
LMICs) but received 2.4% of total DAH in 2019. These imbalances also affect equity in financing.
Chapter 4 discusses these trends in detail.

These imbalances, while critical for the targeted populations, have also created a substantial fiscal
contingent liability* for recipient country governments. Responding to an abrupt donor withdrawal
of DAH will be very challenging for governments, particularly in countries and/or for health areas
where DAH allocations have been either outside government management and/or influence.
Governments will face difficult decisions about the allocation of public budgets and may be forced
to re-prioritize and reallocate public funding from other sectors to address the substantial funding
gaps left by the donors.

The growth in the number of DAH channels has also increased fragmentation in the relationships
DAH organizations have with recipient countries, creating substantial challenges in harmonizing

4 DAH, through its high volumes of financial support for some large health programs over time, has created obligations
for governments to fund should the contingency of decreases or withdrawal of DAH materialize. Governments are
particularly exposed to fiscal contingent liabilities if they are facing fiscal constraints which would prevent them from
reallocating domestic resources to fill funding gaps left when donors withdraw.
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administrative requirements and aligning with countries’ health sector strategies. The lack of
formal coordination mechanisms among DAH channels has been a recurring issue despite global
declarations, such as the 2005 Paris Declaration on Aid Effectiveness. Furthermore, recipient
countries often lack adequate representation in the governance structures of major DAH channels,
limiting their influence on strategic decision-making regarding DAH allocations and interventions in
their own countries.

What does the existing published evidence tell us about the impact of DAH?

Our review of existing evidence on DAH impact included an extensive literature review of all DAH
evaluations, assessments, and communications published in all UN official languages between
1982 and 2024. This review focused on 63 countries classified as LICs in 2000 (regardless of
subsequent income category changes) and 17 DAH channels that, in any given year between 2000
and 2019, channeled $500 million or more annually. More than 25,000 potentially relevant
publications were identified, examined, and filtered to 2,215 independent evaluations or
assessments. These were reviewed using a multi-step process, including artificial intelligence (Al)
with quality and robustness testing. Chapter 5 details the review methodology and results.

Most evaluations (96%) focused on one program from one channel in one country in a given time
period (e.g., the implementation of ART in a limited number of districts in South Africa), what we
refer to in this report as micro-level evaluations. Very few were studies that evaluated the full
portfolio of DAH projects for a single channel, or all DAH projects in a single country, or the entire
group of global DAH programs over a specific period (what we refer to in this study as macro-level
evaluations). Only 17 such studies of DAH at this scale were identified since 1982, all of them
statistical analyses, with nine being formal evaluations and the remainder descriptive
communications.

The scope of most of the evaluations (70%) focused on inputs (e.g., supplies delivered), outputs
(e.g., services provided), or processes. Just under 30% assessed the impact of DAH on health
outcomes.

Only 1.5% examined the effects on non-targeted populations (populations that were not intended
to be affected by the DAH program or intervention but, might have been), essential for
understanding externalities and spillover effects of large-scale DAH interventions.

The review found that DAH channels achieved their self-defined objectives and goals in 49% of
interventions, on average. However, the level of independence significantly influenced reported
success rates. Channels” own internal evaluations reported success rates of 82% of the cases, while
fully independent evaluations reported less than 48%. When including all evaluations (including
non-independent ones), the overall success rate increased to 61%.
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Of the 17 macro-level publications, three were highly relevant to our statistical analysis and
provided substantial insights to this study’s own statistical analysis, as discussed in the next section
and extensively in Chapter 6.

What does this study’s statistical analysis tell us regarding DAH impact?

For this assessment, we conducted a new analysis of the impact of DAH on health outcomes. We
employed panel data for 137 LICs and middle-income countries (MICs) that received DAH during
the period 1990-2019. This dataset integrated financial information from the Institute for Health
Metrics and Evaluation (IHME) and OECD-DAC, and health outcomes data including infant
mortality rates (IMR), neonatal mortality rates (NMR), and disease-specific mortality for HIV/AIDS,
TB, and malaria. Five-year averages were used to minimize the effect of short-term fluctuations
and to better capture the fact that the impact of DAH on health is not likely to be immediate. We
used two primary statistical models:

e Ordinary Least Squares (OLS), addressing potential confounding factors, including prior IMR,
income, and governance.

e System Generalized Method of Moments (GMM) which, in addition to addressing confounding
factors, also accounted for reverse causality by isolating exogenous variations in DAH.

Our findings indicate that DAH exhibited a small but statistically significant impact on reducing
infant mortality. A 1% increase in DAH per capita was associated with a 0.021% reduction in IMR
and a 0.013% reduction in NMR, using the GMM model. These results align with some previous
studies (Mishra and Newhouse 2009) but differ from others. The inclusion of governance
indicators strengthened the observed relationships, indicating that DAH may be more effective in
countries with better governance.

The results for priority disease-specific outcomes are less clear. The results of overall DAH on
malaria mortality were not statistically significant. However, for the effect of general (total) DAH
on HIV/AIDS and TB, our mortality estimate was statistically significant and negative (i.e., more
DAH was associated with lower mortality). The study checked these results by using disease
incidence and prevalence (as reported by the World Bank from multiple global health sources)
instead of mortality. However, none of the disease incidence or prevalence measures were
statistically significantly associated with total DAH.

The results for improvements in disease-specific outcomes from disease-specific DAH allocations
do not show significant impact. The study ran regressions in which DAH was split between DAH for
HIV, for malaria, and for TB; that is, it explored whether DAH specifically for HIV/AIDS had an effect
on HIV/AIDS mortality, prevalence, or incidence (and the same with malaria and TB). Using
disease-specific DAH for disease-specific mortality showed the expected relationship for TB
(statistically significant reduction in mortality), but the estimate for malaria was insignificant and
the estimate for HIV/AIDS was significant and positive: more HIV/AIDS DAH was associated with a
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higher HIV/AIDS mortality rate. There are very significant data limitations when analyzing disease
specific outcomes against disease specific DAH, results are not robust.

The lack of robust data, which is discussed extensively later in this report, is a very significant
barrier to prove that DAH has an impact on outcomes, and it reflects a substantial gap between
the amount of DAH fundraising achieved and the focus on monitoring and evaluating its impact.

What are the key potential drivers of DAH financing in the next 20 to 30 years?

Substantial supply and demand side trends and shocks (positive or negative) will shape the future
of DAH. For example, from the supply side, the freeze placed on DAH by the US government at the
time this report is issued has already caused a shock to global health. Additionally, European
countries are increasing defense spending due to a rapidly changing geopolitical environment in
the region and increased uncertainty regarding the US commitment to European security, leading
to reduced commitments for ODA and DAH in the near future and even lower expectations for EU
commitments in the longer term. These trends are compounded by pressure from competing
priorities such as climate change and migration. It is also clear that the availability and allocation of
DAH funding is heavily influenced by factors such as policy and political commitments, the income
and asset growth of donor countries and foundations (which expand resource availability), and
geopolitical dynamics.

Whether these supply side trends continue beyond the next four to six years is hard to predict. We
remain hopeful and optimistic that in the long run (10-15 years), political, economic and security
conditions will improve and policymakers in the OECD will once again prioritize foreign assistance.
However, the signs seem unmistakable that there will likely be a downturn in ODA and DAH in the
near term relative to past levels.

Globally, on the other hand, the demand for healthcare services and public health investments is
driven by demographic trends, epidemiological shifts, and new challenges, including the following:

1. Global life expectancy is projected to rise from 73.6 years in 2022 to 78.1 in 2050, increasing
the demand for long-term care for aging populations, including from LICs and LMICs.
Combined with global declines in fertility rates and decreasing support ratios, the ability of
countries to meet the needs of their ageing populations will become even more challenging.

2. NCDs already account for almost 60% of the total global BoD and by 2050, will account for the
majority of BoD even in LICs.

3. The COVID-19 pandemic highlighted the disparity in DAH allocations and its economic toll of
$11 trillion. Future pandemic prevention costs are estimated at $4.5-515 billion annually, a
fraction of the economic losses caused by COVID-19.
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What can we conclude about the impact of DAH?

Conclusion 1: Although DAH has played a substantial role in supporting recipient country needs,
most advancements in population health have been achieved by countries’ own resources since
DAH represents the minority and often a small share of recipient countries’ total expenditures on
health

Although the share of THE from DAH grew steadily since 2000, it was less than 30% of THE in LICs
in 2019 and only 3% of THE in LMICs. It has been countries that bear most of the financial burden
to fund the implementation of global general advances in health, with the possible notable
exception of HIV/AIDS.

The relatively small financial role of DAH in country implementation of general advancements in
health calls for a careful consideration of the need for strategic allocation of DAH in the future
focused on supporting countries to make the best use of their own resources through policy
advisory services and other forms of technical assistance that can strengthen country health
strategies and systems.

Conclusion 2: Estimating the impact of DAH on health outcomes is very difficult due to the
absence of robust data and methods but existing evidence suggests a small positive effect for
some aspects of DAH

Existing evidence and this study’s own statistical and descriptive analytics indicate that DAH in the
aggregate has had a statistically positive but small impact on some of health outcomes (e.g., infant
mortality) related to its health focus (priority diseases) in the past 25 years. It also suggests a
moderate rate of project-by-project success of about 49% on average across all channels.
However, the success rate varies for each channel (as shown in Chapter 3), and most of the
existing evidence does not include measurement of spillover effects or externalities, which are
essential to assessing the full effect of an intervention. There are almost no existing robust
independent assessments of the overall aggregated DAH impact on outcomes or outputs for the
full portfolio of channels at the global, regional or country level.

The finding that DAH has had a modest effect is likely to be the result of a lack of robust data
collection and methods and a lack of development assistance investments in independent
monitoring and evaluation of DAH impact as compared to the very large DAH funding investments
in the last 25 years (almost a trillion US dollars). This is a key finding and conclusion in itself.

Conclusion 3: Although there has been unprecedented growth of DAH there are also major
sustainability challenges

Over the past 25 years, DAH experienced unprecedented growth benefiting millions of people.

This expansion was accompanied by a growing dependence on US funding, particularly in the areas
of HIV/AIDS and vaccines, making the United States the dominant DAH donor. The
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disproportionate reliance on a single donor—largely the US government—created risks among
recipient countries for the sustainability of health gains achieved with support from DAH and the
realization of fiscal contingent liabilities, especially in HIV/AIDS and immunizations. This
overreliance introduced significant vulnerabilities including large contingent fiscal liabilities for
recipient governments. The risk of such dependency has been widely recognized within the DAH
community for years, particularly in discussions surrounding country graduation from eligibility for
DAH and the transition to domestic financing. However, despite ongoing dialogue, only modest
progress has been made in addressing these structural weaknesses in the DAH landscape.

Additionally, there are prioritization issues that country governments have wrestled with in the
face of large volumes of DAH, which can elevate domestic health spending as a priority at the
expense of other domestic priorities. These are important challenges that require a more effective
dialogue between the global DAH community and the global development community.

It has long been understood that a sudden reduction or withdrawal of donor support could place
recipient countries in a precarious position, struggling to maintain essential health services. The
long-anticipated risk of donor withdrawal has fully materialized at the time of publication of this
report. Recipient countries are now faced with the urgent challenge of filling the funding gaps left
by the abrupt retraction of DAH and past patterns of a very slow transition to funding from
countries’ own domestic resources. Alternative sources of DAH aside from the US and Europe,
many of which have already redirected their focus to other development priorities, are unlikely to
be able to mobilize sufficient resources to compensate for the shortfall created by the US
government’s withdrawal and the reduction of European DAH funding. Similarly, country domestic
resources are severely constrained and will not be sufficient to fill funding gaps, even with
complementary DAH.

Conclusion 4: DAH funding priorities are focused mostly on healthcare interventions and are
largely disconnected from recipient countries’ burden of disease and potentially from
countries’ own health sector priorities

DAH evolved during the last 25 years to focus increasingly on healthcare (i.e., disease treatments,
commodities, and infrastructure for healthcare facilities) rather than health, despite knowing that
health outcomes—even for priority diseases—are driven by broader public health interventions
and determinants of health from other sectors. This is potentially one of the reasons why
demonstrating DAH impact on outcomes is so demanding for the current DAH portfolio and why
most evaluations and assessments tend to be focused on healthcare inputs and outputs rather
than outcomes.

Even within the current predominant focus on healthcare, there is a major disconnect or
imbalance between DAH allocations and recipient countries’ burdens of disease in both LICs and
LMICs. This disconnect is well known and a source of continuous concern among recipient
countries. Data show that DAH for HIV/AIDS and RMINCH is particularly misaligned compared to
other DAH health focus areas and relative to preventable NCDs. Further, the disconnects between
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DAH allocations and disease burden has increased over time as countries proceed along the
epidemiologic transition.

Conclusion 5: The shift in DAH allocation from LICs to LMICs may raise equity concerns in
the absence of LMICs own fiscal prioritization of health

There are indications that DAH financial programming is shifting away from being based on
country income levels. A growing share of DAH has been allocated to MICs (specifically LMICs),
from 24% of total DAH in 2000 to 48% in 2019. The initial LIC eligibility criteria or focus dominating
early DAH allocations seems to have been superseded by de-facto increased and continuous
allocations to recipient countries as they transition to LMICs.

Additionally, DAH allocation does not appear to consistently consider recipient households'
income levels and out-of-pocket exposure to diagnostic and treatment costs, leading to significant
differences in out-of-pocket expenses for treatment. Some DAH health focus areas have high out-
of-pocket costs, while others have very low costs, resulting from current DAH allocations. These
issues raise equity concerns particularly since the original intent of DAH was to support the
poorest countries to address health challenges, which persist and will continue to require DAH.

Conclusion 6: The role of multilateral development banks with a broad health system
development focus to DAH has declined and has been replaced by a priority disease focus of the
DAH channels created in the 2000s

There have been also major changes in the landscape of DAH channels since 2000. Not only have
many more DAH channels emerged, but there has been a shift away from traditional multilateral

development banks: the share of DAH provided by development banks fell from 17% of total DAH
in 2000 to 7% in 2019. This was not only a change in the relative funding importance of different

channels, but it reflected a change in philosophy from one that approaches health in the broader
context of development to one more focused on specific priority diseases and conditions.

Relatedly, major changes in the sources of funding have also occurred. Private donors, US and
international NGOs, and the US government accounted for most of the increase. Global health
partnerships and foundations also significantly increased their role. As a result, the share of DAH
from multilateral organizations declined, with partnerships like GAVI and the Global Fund taking
center stage.

While NGOs and other private actors may bring innovation, they tend to lack the governance
arrangements to ensure oversight, public accountability, and the financial stability of multilateral
institutions.

Conclusion 7: DAH governance is fragmented and inefficient

The rapid growth in the number of DAH channels substantially increased fragmentation in
processes, approaches, and engagements with recipient countries. Although there are many
opportunities for meetings among key channels (each channel tends to invite other key channels
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to their annual meetings or replenishments), there is no formal binding coordination mechanism
for harmonization and alignment, performance monitoring, evaluation, and learning as envisioned
in the 2005 Paris Declaration and multiple subsequent global ODA community agreements.

Conclusion 8: DAH lacks outcome-based accountability, which makes estimating the full impact of
DAH all but impossible

Monitoring and evaluation of DAH impact is fragmented, scarce (except at the micro-level), often
not independent of the channel being evaluated, and lacks standards that allow for results
comparison across channels. The absence of a robust and globally agreed-upon DAH evaluation
framework hinders donors” and communities’ capacity for assessing performance and ensuring
accountability of DAH organizations and DAH’s overall architecture.

Although guidance from the OECD-DAC exists for the monitoring and evaluation of DAH and the
facilitation of peer review exercises and portfolio reviews among member countries, the
multiplicity of evaluation approaches makes it very difficult to have an accurate reading on single
and cross-channel performance. Further, OECD-DAC reporting includes only a subset of donors.

In this context, it is difficult to reduce the existing but understandable information asymmetry
between full-time secretariats running the channels on one side, and the donors and recipient
countries on the other.

Conclusion 9: The absence of an independent monitoring and evaluation function hampers
channel and program implementation and results accountability

There is no independent function or entity today that provides systematic intelligence on DAH
trends and facilitates dialogue across the entire DAH channel landscape for the purpose of learning
and reaching agreement on standardizing evaluation methods, or that conducts routine and
standardized performance monitoring and evaluation of DAH results. This makes it difficult to
address the large variability of level of independence and approach methods in existing
evaluations and assessments across channels, leading to a lack of outcome-based accountability. It
also perpetuates and increases the substantial asymmetry existing between channel secretariats
(management staff) on one hand and donors and recipient countries on the other, including
channel boards of directors.

Conclusion 10: Limited and poor-quality data hinder impact evaluation efforts

Primary healthcare outcome data is limited and often of poor quality. DAH financing data is better
at the disbursement level, but expenditure data are of variable quality. Much of the health data for
recipient countries relies on modeled estimates rather than primary data, complicating efforts to
robustly assess DAH’s impact. While modeled data is useful, and has improved substantially with
time, it can limit the robustness of statistical analyses aimed at evaluating DAH’s impact.
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DAH commitment and disbursement data rely primarily on donor reporting and indirect data-
gathering for non-OECD donors. Significant efforts exist to standardize DAH financial data
reporting and collection by the OECD-DAC and IHME. However, DAH financing data—particularly
from the US and international NGOs, which account for one-fifth of all DAH today—remain difficult
to access and analyze.

Although there is a large degree of convergence between OECD-DAC and IHME data, and some
convergence between them and large DAH channels, it does not seem to permit all sources of DAH
data to produce the same estimates. As of the publication of this report, and despite extensive and
very collaborative discussions with the OECD-DAC, IHME, and various levels of WHO leadership—
for which we are very grateful—it has not been possible to fully clarify the reasons behind the
differences and discrepancies in data sources. More systematic dialogue and collaboration are
needed for DAH financial monitoring in the future.

There is almost no data on non-financial DAH interventions such as policy dialogue and technical
assistance. Although these interventions are funded by DAH for DAH recipient countries, currently,
it is not possible to know how of the share of DAH for these interventions is being delivered, what
are the areas of support, or the impact (positive or negative) of this financially small but potentially
very impactful part of DAH. This is an area of special importance for DAH channels that do not
provide direct financial assistance to countries such as the UN agencies working in health.

Conclusion 11: DAH transition policies are urgently needed but risk health system instability

The question of how to sustain health gains achieved with the support of DAH in LICs and MICs
following reductions in financial assistance has been a key discussion topic for years but is
especially pressing given the current volatility in the ODA and DAH environment. In LICs,
policymakers are concerned about graduation and donor withdrawal leaving immediate gaps in
funding alongside substantial fiscal contingent liabilities. For MICs such as India and Viet Nam,
which receive much less DAH and are nearing income category thresholds for DAH eligibility,
“graduation” from DAH may even fully disqualify them from less costly but potentially very
impactful policy and technical dialogues with DAH channels and actors.

While some DAH organizations have co-financing policies and sustainability and transition
frameworks, there is wide variation in how such policies are defined and applied (Sparkes,
Yungrattanachai and Fan 2024). The absence of structured frameworks—but more importantly, of
effective, fiscally and politically viable plans to responsibly transition the functional and financial
support of DAH to domestic actors (government and private sector)—particularly from the US
government as the largest source of DAH, has introduced vulnerabilities to recipient country
health systems, a risk of backsliding in the gains achieved with the contribution of DAH, and
questions about the commitment of DAH organizations to the long-term development trajectories
of recipient countries.
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Conclusion 12: The uncertain outlook for DAH funding will likely result in substantial reductions in
overall funding and collaboration for the next five to 10 years, leaving recipient countries with
challenges balancing fiscal and developmental priorities. New approaches are needed to optimize
the cost-effectiveness and efficiency of DAH.

For years the DAH community in general and recipient countries in particular have feared the
possibility and the moment when an abrupt reduction of DAH may occur, not only because of the
potential impact on the health of their populations but also because of the severe consequences
of the sudden materialization of the fiscal contingent liabilities DAH has created while providing
funding for health programs. This moment is now.

Both the rapidly occurring geopolitical and global trade changes (with their macroeconomic
consequences) in the US and Europe, which have traditionally contributed the bulk of DAH
financing, have determined a near certain (at the current time) and substantial reduction of DAH
funding. Absent a large global mobilization of new resources from donors, it is hard to see DAH
levels increasing significantly or even sustaining at current levels within the next 5 to 10 years.

However, as momentous as the current turmoil is for the global health aid architecture, it is
important to keep DAH in perspective. In absolute terms—and compared to the health budgets of
recipient LICs—DAH is substantial. However, from a global perspective, it remains very modest,
representing less than 0.6% of total health expenditures in the world in 2019" and 30% to 50% of
what the world spent on video games that same year'. In 2019, DAH accounted for less than 30%
of total health expenditures in LICs and only 3% in LMICs. Thus, how the remaining DAH funding
will be used strategically, including to support country decision making on whether and on what to
reallocate fiscal resources to respond to the gap left by the US and Europe, will be critical.

We remain hopeful and optimistic that in the long run (10-15 years), political, economic, and
security conditions will improve and policymakers in donor countries will once again prioritize
foreign assistance.

Recommendations for the future of DAH

As an important component of development and global health, it is critical to reinvigorate the
position of DAH in a rapidly changing world, improve its allocative efficiency, efficiently align with
country priorities, empower donors and recipient countries to assess and demand DAH results,
and elevate equity in its allocation. The recommendations identified below are based on DAH
trends, evidence from the literature review and statistical analyses of DAH impact, and the
qualitative contributions from the in-depth interviews and case studies.
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Recommendation 1: Substantially increase the focus of DAH on improving health outcomes not
only on disbursements, inputs, processes, and healthcare outputs

It is essential to urgently and substantially increase focus on ensuring DAH has an impact on health
outcomes not only on disbursements, inputs, processes, and healthcare outputs. In the end, the
ultimate purpose of DAH is to support country efforts to improve the health conditions of their
populations. DAH needs to be able to demonstrate such impact.

Recommendation 2: Rebalance the allocations and drivers of the health focus of DAH from
priority diseases to avoidable mortality and morbidity

The balance and drivers of DAH health focus areas need to be reassessed and rebalanced to
promote a shift from focusing on priority diseases to avoidable mortality and morbidity in line with
the Lancet Global Health 2050 commission recommendations. Attention to health systems
strengthening and the design and implementation of sound health policy needs to be increased to
avoid further fragmenting country health systems. Future funding should be allocated
preferentially to LICs accounting for household-level financial protection needs which can enable
countries to use their rising incomes in more efficient and equitable ways. These efforts need to be
encompassed within a reinvigorated call and push for DAH systematic harmonization and
alignment in LICs and LMICs in keeping with the objectives of the Paris Declaration.

Recommendation 3: Scale up a concerted effort to increase DAH accountability for results
(especially outcomes) by ensuring the independent evaluation of the impact of DAH and its
channels and generating evidence about the drivers of success

Information from independent evaluations of the impact of DAH is an essential input to continuous
improvement in the productive and allocative efficiency and equity of DAH funding. We
recommend convening a dialogue among donors, recipient countries, and DAH channels to
increase coordination and agreement to a common framework of metrics and methodologies
across channels for DAH impact evaluations, ensuring full transparency and independence in the
funding for DAH evaluation. We also recommend that new or innovative approaches to DAH
implementation have clear and measurable objectives and be required to collect high quality data
to facilitate impact evaluations and provide learnings for the implementing channel and ideally for
other channels. The impact of non-financial DAH instruments, such as technical assistance and
policy dialogue, needs more intensive monitoring and evaluation. Examination of these
intermediate objectives is especially important in countries where DAH financial support is a
smaller share of total health expenditure and in cases where the main role of the DAH channel is
to provide such assistance (e.g., UN system). This may require more independent case studies and
qualitative studies.

This will reduce the large variability in the level of independence and methods for existing

evaluations and assessments across channels that lead to difficulty comparing evaluation results
and a substantial lack of outcome-based accountability. It will also reduce the asymmetry existing
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between channel secretariats (management staff) on the one hand and donors and recipient
countries on the other, including channel boards of directors.

Recommendation 4: Strengthen DAH global architecture for collaborative and independent
monitoring, evaluation, and accountability

Donors and recipient countries should establish mechanisms to create an independent function or
entity across channels (or an independent entity, if required) to ensure continuous, publicly
available intelligence on DAH performance. Such a function would also facilitate convergence
among channels in DAH harmonization, alignment, monitoring, and performance evaluation,
including the adoption of comparable methods, practices, and systems. We recommend
structuring the function (e.g., institution or observatory) to maintain its independence while also
collaborating across DAH channels and organizations and receive substantial input from DAH
recipient countries and donors in the function’s direction and activities. The function or entity
should be set up for success to achieve clearly defined performance objectives.

Recommendation 5: Improve data quality, methods, and the availability for DAH evaluations and
assessments

A major investment in primary health outcomes data and additional support for DAH financing
data collection and analysis is needed, commensurate to the large volumes of DAH funding
invested in the last 25 years. This is not only needed for DAH purposes but also for country
leadership decision making. We recommend establishing a country health data reporting standard
that would be required for all countries and donors (like the IMF Article 4 for macroeconomic
reporting), tasking an institution with leading global DAH financing data collection beyond the
current OECD member donors’ landscape and exploring the feasibility of adding information on
NGOs working in DAH to DAH databases. An institution like this could facilitate a dialogue among
the data collection organizations to identify the major sources of inconsistencies in their databases
and how those differences can be resolved.

Recommendation 6: Urgently mitigate the effects of the significant negative shocks to DAH
funding and global collaboration occurring now and in the future

DAH donors and channels must proactively coordinate to mitigate the negative shocks associated
with the unprecedented volatility introduced to global DAH. Over the medium-term, channels
should also proactively anticipate changes in demand, shifting from the current focus on health
care to cross-sectoral efforts that prevent avoidable deaths.

Regional Development Banks, the World Bank, and the IMF should urgently and proactively engage
with Ministers of Finance and Ministers of Health as well as with DAH channels and donors to
support country efforts in the complicated and painful decision-making about reallocations to fill
gaps left by the large fiscal contingent liabilities that have now substantially materialized. A
coordinated action plan to respond to these challenges is urgently needed and should be
produced in the next year. The authors would be delighted to collaborate in the development of

XXiV



Center for Healthy Development CHD DAH Global Assessment 2025

such a plan. Failure to do so will result in fiscal reallocations based on lobbying capacity or political
considerations only. In turn, this may not only deepen the imbalances and challenges identified in
this report but also potentially aggravate imbalances in fiscal allocations which need to be
rightsized for country socioeconomic development and for health itself.

Recommendation 7: Urgently launch an inclusive, transparent, and time-bound effort to re-
imagine DAH and provide actionable recommendations to the development community, one that
includes a strong leading voice of developing and recipient countries.

It is clear that the DAH of the future should look very different from the DAH of the past to
overcome challenges and seize opportunities to better serve its mission, as described in this
report. The current volatility and questioning of the value of DAH make it even more urgent to
reimagine and provide an actionable path forward. The global development community (including
but going beyond the current DAH actors and institutions) must urgently launch a global dialogue
to define the renewed principles, priorities, architecture, and governance that should shape DAH
going forward. Policymakers in developing nations and particularly, in recipient countries, must
have a strong voice and decisional power in the reimagining of DAH for the future, including its
governance. The dialogue should address needed reforms not only for how DAH is governed but
also for how it is delivered: the financial assistance components of DAH that are most relevant for
LICs and LMICs and the partnership on policy and technical dialogue with countries need to be
reconsidered and substantially strengthened beyond the mostly financial focus of the past. At the
core of this dialogue must be the role of DAH in supporting country efforts in the best possible
allocation of their own resources, which constitute the vast majority of health funding today, and
of additional DAH financial allocations.

We recommend that this time-bounded dialogue on reimagining DAH is launched urgently at the
highest level possible of the global development community, convening a broad spectrum of the
development community, including the DAH community.

See Chapter 9 for a granular discussion of this report’s conclusions and recommendations.
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Taking stock of Development Assistance for Health (DAH) in the 21 Century:
Renewing our commitment

What have we learned?
A contribution to sustaining global efforts for equitable and efficient DAH

Draft Final report

Introduction

The world has much to celebrate regarding improvements in global population health over the
past three decades. Today, we live in a much healthier world. For instance, infant mortality rates
have decreased in low-income countries (LICs) and lower-middle-income countries (LMICs), from
110 and 71 per 1,000 live births in 1990 to 49 and 32 per 1,000 live births in 2019, respectively
(The World Bank 2023). The burden of disease" (BoD) among children under five has also
dropped, from over 320,000 and 200,000 DALYs per 100,000 in 1990 to less than 135,000 and
less than 95,000 in 2019 in LICs and LMICs, respectively (IHME 2023). These improvements have
been observed in nearly every country, with particularly notable progress in low-income nations.

World health gains are primarily attributable to _ _
Box 1. What is Development Assistance for

socioeconomic development (The World Bank 2007). Health (DAH)?

And in turn, better health is a key driver of reduced

inequality and socioeconomic development. This assessment defines DAH as all forms of
However, a significant portion of global health financial assistance (resulting in in-kind or in
progress can also be credited to country-led cash transfers) provided by donors or

initiatives that implement general advances in Concéss'o.nal l.enders to eligible countries.
DAH is primarily reported through OECD-DAC

health, mostly with their own resources. General statistics and supplemented by additional

advances in health include scientific progress in sources, including the Institute for Health

population and individual healthcare, new medical Metrics and Evaluation (IHME), the World

technologies, effective advocacy, enhanced global Health Organization (WHO), the World Bank,
. . . . and databases maintained by DAH

epidemiological surveillance and response, health organizations

education programs promoting healthier behaviors, '

and overall improvements in health systems.

Development assistance for health (DAH), as part of these advances, has played a supporting
role in countries’ efforts, particularly in LICs. However, the role of country-led and country-
funded initiatives must be emphasized: in 2019, DAH accounted for less than 30% of total health
expenditures (THE) in LICs and only 3% in LMICs (see figure 1).
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Figure 1
Composition of total per capita health expenditures by source of
funding in LICs and LMICs, 1995-2019
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In the last 30 years, total DAH funding increased almost sevenfold from $8 billion in 1990 to
more than $53 billion in 2019. The relationship between DAH and other types of health spending
has been explored extensively elsewhere. In particular, the potential substitution effect of DAH
on government health spending has been a question debated in the literature for the duration of
DAH’s growth. Additionally, there are prioritization issues that country governments wrestle with
in the face of large volumes of DAH, which can elevate domestic health spending as a priority at
the expense of other domestic priorities. These are important issues that should be explored
through other research pursuits.

The substantial growth in DAH funding, which also drove accelerated changes in the global
health aid architecture, enabled access to ART for over 30 million people and more than 108
million children to be vaccinated against diphtheria, pertussis, and tetanus (UNAIDS 2024) (WHO
2024). This has likely saved millions of lives across LIC and numerous LMIC countries that have
since moved to higher income brackets. Other notable contributions include substantial
increases in tuberculosis detection and treatment, millions of malaria-vulnerable populations
now protected under insecticide-treated bed nets, expanded access to maternal and child health
services, and critical strengthening of country health systems.
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The goal of this report is to inspire a meaningful commitment to monitoring and evaluating DAH
performance relative to its promises, improving data quality and data collection processes, and
developing a robust governance and institutional framework for evaluating DAH’s impact. Such
advances are crucial to ensuring accountability, as donors and recipient communities have
entrusted substantial resources to improving global health. The primary objective is to
contribute to answering critical questions about DAH and to help lay the foundation for a robust,
sustainable, impactful, and equitable DAH effort for the future.

The full report addresses these core questions in detail across nine chapters with supplemental
information included in Appendixes:

e Chapter 1 discusses why taking stock of DAH now is critically important.

o Chapter 2 outlines the motivation, objectives, and approach for this research, including key
methodological and data considerations.

e Chapter 3 analyzes trends and characteristics of DAH between 2000 and 2019.

e Chapter 4 discusses the predominant focus of DAH during this period by diseases, program
types, and health areas.

e Chapter 5 discusses findings from a review of the existing literature evaluating the extent to
which DAH objectives were achieved and its impact on health outcomes.

e Chapter 6 discusses findings from existing and original statistical analyses of DAH impact on
health outcomes.

e Chapter 7 provides a 25-year outlook on potential supply and demand drivers for DAH.

e Chapter 8 synthesizes findings from semi-structured interviews with global and country-level
DAH practitioners and two country case studies (India and Viet Nam).

e Chapter 9 presents the report’s conclusions and recommendations.

We fully acknowledge limitations in our methodology, data, and conclusions. Many of these
challenges arise from the fragile, fragmented, non-standardized, and scarce nature of available
data, the lack of substantial progress in evaluating DAH’s aggregate impact, and the inherent
tension between independent assessment and the ongoing need for effective funding advocacy
within the current DAH structure. Additionally, we recognize our own technical limitations and
humbly invite your feedback. We encourage readers to view this work as a starting point—a
catalyst for deeper dialogue and further refinement in the years to come. Continued
engagement is essential, and we look forward to collaborating with the global health community
to advance this effort.



Center for Healthy Development CHD DAH Global Assessment 2025

Chapter 1. Taking stock of Development Assistance for Health

Chapter 1: Key Messages

e DAH is at a critical juncture due to the health and economic shock of COVID-19, competing priorities for
scarce ODA resources, and shifts in geopolitics, global trade, and collaboration.

e DAH grew at 10% per year from 2000 to 2014 but slowed to 1% annually since then, excluding the COVID-19
response.

e While much has been achieved with DAH funding, much remains to be done to address the growing burden
of NCDs in LICs and gaps in global health and DAH governance.

e  Over the past two decades, DAH has shown a significant convergence in sources of funding and health areas
receiving DAH disbursements. By 2019, almost 40% of the funding originated from US sources—primarily the
US government—and more than 80% of all resources focused on four key health areas: HIV/AIDS, malaria,
tuberculosis, and RMNCH. In contrast, far less attention has been allocated to broad health system
strengthening or addressing the growing challenges posed by NCDs.

o The full extent of DAH's influence on key health indicators, as well as its effects on health systems and non-
targeted populations, is still not well understood. These gaps highlight the need for further investigation to
comprehensively assess DAH's contributions to health and socioeconomic outcomes across diverse contexts.

A. DAH is at a crossroads

Development assistance for health—defined as all forms of financial assistance provided by
donors or concessional lenders to eligible countries—has received unprecedented attention and
prioritization within the development finance and global health communities since 2000.
However, today, DAH stands at a critical juncture. COVID-19 fueled a double shock on the health
of populations and economies around the world, there is increasing competition for scarce ODA
resources from other development priorities, and changes in the geopolitical landscape are
affecting ODA commitments from traditional donor countries (Kurowski, et al. 2023). As a result
of these ongoing shifts, traditional donor countries (USA, Germany, The Netherlands, EU, France,
Germany, Norway, UK and other) are adjusting (mostly down) their contributions to ODA,
including DAH (see chapter 7). Most critical seems to be the recent decision by the US
government to freeze ODA and DAH. This decision has already caused increased morbidity and
mortality. If ODA and DAH from the US government is not restored, there will be very significant
negative consequences on DAH financing and on recipient country public finance and economies
and continued negative impacts on public health.

But challenges for DAH are not new. From 2001 to 2014, DAH grew at an impressive rate of over
10% per year. However, from 2014 to 2020 (excluding the response to COVID-19), growth
slowed to less than 1% annually (see figure 2). This shift highlights the challenges of maintaining
DAH momentum in an increasingly complex global landscape.
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Figure 2

Trends in DAH disbursements, 1990-2023

Fast growth from 2003 to 2013 but, almost no growth until 2020.
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DAH originated at a time when foreign aid was clearly oriented toward countries and not
populations. Hence, the focus was on poor countries, typically defined by the World Bank’s
classification system which relies heavily on GDP per-capita thresholds. Nevertheless,
increasingly, there is debate in the global DAH community about shifting DAH from poor
countries to poor people, regardless of whether they are in a poor country or not. This is best
exemplified by the efforts to broaden the predominant eligibility criteria for DAH from per capita
GDP to a multivariable definition that adds burden of disease and other country characteristics.
(See Chapter 8 for an in-depth discussion of this topic.) This is also exemplified by the substantial
shift in the share of total DAH disbursed to LICs vs LMICs from 2000 to 2019 (see Chapter 3). This
shift seems to be inadvertent rather than a planned adjustment by DAH actors, reflecting a
pragmatic response to the difficulties of sustaining DAH programs after countries graduate to the
LMIC income category, and a shift in focus from poor countries towards poor people in non-poor
countries.

DAH aims to address recipient country immediate and pressing health needs while strengthening
countries' long-term capacity to respond effectively to future challenges. As stated in the 2005
Paris Declaration on Aid Effectiveness, for DAH to be effective, it must align with countries' own
health sector visions and long-term priorities, reinforcing national ownership of effective health
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strategies. Well-implemented DAH should not only improve health outcomes and contribute to
socioeconomic development but also enhance countries’ capacities, ultimately reducing their
dependence on external assistance. While global health partnerships will remain essential, the
overarching goal of DAH is to support countries to improve the health conditions of their
populations. This dual approach requires both rapid responses to urgent health crises and the
systematic reinforcement of health systems. Beyond financial support, DAH can facilitate policy
dialogue and technical collaboration.

Has DAH fulfilled these expectations? What has been its impact?

Providing clear, well-supported, and Box 2. What are general advances in health?
persuasive answers to these critical

questions is vital to demonstrating This report distinguishes between general advances in health
DAH's impact, assessing the and development assistance for health.

effectiveness of its mission, and

. General advances in health include the collective efforts of
sustaining a robust DAH for years to

the global community to improve health through programs,

come. Itis therefore crucial to knowledge dissemination, technologies, pharmaceuticals,
understand, assess, and document coordinated epidemiological surveillance and responses, and
DAH's impact, not only on system other advances. DAH is a subset of general advances in

inputs—such as medications, vaccines, health and refers tp the fmanm.al a.nd in-kind contributions
. . from donor countries or organizations to support the
funding, and labor—or service . . . _
e . implementation of general advances in health in LICs and
utilization but on the health conditions | some LMICs.

(outcomes) and financial protection.

When attempting to assess the impact of DAH itself, there is an important distinction

between general advances in health and DAH. General advances in health include the collective
efforts of the global community to improve health through programs, knowledge dissemination,
technologies, pharmaceuticals, coordinated epidemiological surveillance and responses, and
other advances. In contrast, DAH is a subset of general health advances and has historically
focused on financial and in-kind contributions—such as supplies, medicines, and technical
advice—aimed at supporting the implementation of general advances in health in developing
countries, particularly in LICs and LMICs. Countries have primarily led and financed their own
health improvements, making health advances with funding from domestic resources and
complemented by DAH.

B. Much has been achieved with DAH but there is still much to be done

While progress achieved to date with DAH deserves celebration, there is no time to lose. Work
remains to address persistent and severe inequalities in health outcomes. These disparities exist
not only between wealthy and poorer nations but also among low-income countries and even
within disease or health areas prioritized by DAH. For instance, in 2019, infant mortality rates in
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Rwanda and Ethiopia were 31 and 37 per 1,000 live births, respectively, compared to 82 and 78
in Sierra Leone and the Central African Republic (The World Bank 2023).

NCDs present an especially critical and growing challenge for LICs. While communicable diseases
and RMNCH issues remain dominant in LICs, the prevalence of NCDs are rapidly increasing. By
2021, NCDs already accounted for over one-third of the total disease burden in these countries,
growing at a rate ten times faster than in high-income countries (HICs). This represents an
epidemiological transition that took three generations in HICs but is unfolding within a single
generation in LICs. HICs have benefited from both extended adaptation periods and greater
resources to address these challenges. In contrast, LICs are facing the rise of NCDs before
achieving significant income growth or substantially alleviating the burden of infectious diseases.

The COVID-19 pandemic underscored the critical link between health and the economy.
However, after three years of an unprecedented focus on public health measures, including
attention to the financial needs and losses associated with the pandemic, DAH levels appear to
be returning to historical levels and trends observed since 2014. COVID demonstrated that the
global health community can rapidly respond to an immense challenge but also highlighted
existing and deep challenges in global health and DAH governance. While these issues are
beyond the scope of this report, they highlight that there is still much to be done to address
persistent challenges.

C. Taking stock of the growth and transformation of DAH since 2000

Although the last 25 years witnessed a dramatic change in DAH channels® (see Chapter 3),
reflecting a diversity of funding sources and approaches, it also witnessed a substantial
narrowing of the health focus of those resources and channels. DAH growth after 2000 focused
on specific health challenges defined in terms of illness or health condition, including HIV/AIDS,
RMNCH, vaccines, tuberculosis, and malaria, with relatively few programs (with fewer resources)
focusing on a broader approach to strengthen health systems by targeting key components like
primary health care or providing general budget support for the health sector.

Historically, DAH has focused on financial and in-kind aid, including supplies, medicines,
operational and budgetary support, and infrastructure development. While health sector
financing has been the primary focus of the global DAH community over the last two decades,
DAH also frequently includes technical advice and policy dialogue. These elements often played a
critical role in driving strategic and operational improvements in country health systems, even
though they were less frequently monitored or systematically analyzed.

DAH has a long history, but a transformative shift occurred in the early 2000s, driven by pivotal
recommendations and decisions to scale up funding and reshape its architecture. While direct
causality is challenging to establish, several critical events significantly influenced these changes.

5 Entities that distribute DAH funding from multiple sources are referred to here as channels.
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Key among them was successful advocacy by the HIV/AIDS community in the late 1990s, which
led to substantial increases in research and funding for treatment for HIV in the United States

but rapidly became an international effort with the launch of the President’s Emergency Plan for
AIDS Relief (PEPFAR) in 2003.

The WHO-established Commission on Macroeconomics and Health (CMH), which convened from
2000 to 2002, also played an important role. The CMH recommended increasing health funding
to $27 billion by 2007 and endorsed creating the Global Fund to Fight AIDS, Tuberculosis, and
Malaria with an initial tranche of $8 billion. CMH gathered the world’s top social, economic,
public health, and medical experts, charging them to demonstrate how the scientific literature
established a case for greater investment in health. At the same time, “traditional” DAH channels
such as bilateral donors, multilateral development banks, and the UN system were facing
criticism for responding too slowly to health conditions and epidemics, fueling a call for changes
in the DAH architecture. Around the same time, the Gates Foundation significantly expanded its
global philanthropic efforts, prioritizing health initiatives.

Figure 3 highlights these and other key milestones in DAH over the past three decades,
illustrating the significant evolution of global health funding and governance.
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Figure 3

Key global DAH milestones, 1970-2024
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Over the past two decades, DAH has shown a significant concentration in sources of funding and
health areas receiving DAH disbursements. By 2019, almost 40% of the funding originated from
US sources—primarily the US government—and more than 80% of all resources focused on four
key health areas: HIV/AIDS, malaria, tuberculosis, and RMNCH. In contrast, far less attention has
been allocated to broad health system strengthening or addressing the growing challenges
posed by NCDs.

Beyond the direct impact of DAH on health outcomes, there are broader considerations about
DAH’s indirect effects on country development indicators—many of which were central to the
justification for the significant scale-up of DAH. For instance, has DAH contributed to mitigating
the labor market effects of the epidemics it sought to address? Has it influenced economic
growth, health system sustainability, or other critical aspects of socioeconomic development?
DAH's role in shaping economic development indicators, including productivity, economic
growth, and the sustainability of health systems, presents a complex and underexplored area.

While reports on DAH channels indicate positive impacts on health outputs and potentially
health outcomes—particularly for targeted conditions such as HIV/AIDS, maternal and child
health, and vaccine-preventable diseases—the full extent of DAH's influence on key health
indicators, as well as its effects on health systems and non-targeted populations, is still not well
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understood. These gaps highlight the need for further investigation to comprehensively assess
DAH's contributions to health and socioeconomic outcomes across diverse contexts.

While the sharp increase in DAH investments over the last two decades is significant, it is
important to keep the DAH effort in perspective. While there is a large amount of funding
allocated to DAH, particularly compared to total health expenditures in low-income countries,
DAH represents only a very small fraction of global healthcare expenditures. From 2000 to 2019,
the cumulative DAH investment of $0.8 trillion accounted for just 0.58% of total global health
expenditures, which amounted to $138.7 trillion. For comparison, in 2020 alone, HICs spent
approximately $7.2 trillion on healthcare’. HIC health spending in just one year, 2020, is almost
10 times more than DAH over the entire 20 year-period covered by this report. Another
perspective is that DAH investment of about $56 billion in 2020 was equivalent to 1.4% of total
HIC GDP and 30-50% of the global consumer spending on video games that same year, estimated
to range between $99 billion and $177 billion."

In this challenging environment and in the face of a pressing need for a renewed commitment to
DAH in a rapidly changing world, DAH can only sustain its relevance and demonstrate its
effectiveness through the establishment of a robust body of evidence demonstrating its positive
impact on health outcomes, financial protection from high health spending for households, and a
credible case forits role in broader national development.

10



Center for Healthy Development CHD DAH Global Assessment 2025

Chapter 2. Assessment motivation, objectives, research questions, and
approach

Chapter 2: Key Messages

e The primary goal of this stock-taking exercise is to assess what the global DAH community has learned to
understand what existing data and analyses reveal about the impact of the past 20-30 years of DAH efforts
worldwide.

e |taims to provide a high-level perspective on how to strengthen DAH to ensure it remains robust,
sustainable, impactful, efficient, and equitable and a priority in development in the years ahead.
Additionally, this report seeks to inspire and motivate further analysis and research into various aspects of
DAH that this study could not address, primarily due to data limitations.

e The assessment employed a literature review, statistical analyses, and case studies to explore five research
questions related to the trends, impact, and lessons learned from DAH between 2000 and 2019, and the
outlook for DAH to 2050.

e The assessment examines both the DAH channel and recipient country perspective. A total of 17 DAH
channels which account for about 80% of all DAH financing over the study period were included in the
analysis. 57 countries were included, all of which were classified as low-income at some point between
2000 and 2019. Together, these 57 countries account for approximately 70% of all country-allocated DAH
during this period and about 31% of total DAH for that period.

A. Assessment motivation

The authors were motivated to conduct this initial assessment primarily due to their interest in
evaluating the impact of DAH after dedicating their careers to global development, global health,
and DAH initiatives. Equally important, as members of the broader development community, is
our commitment to critically assess and affirm that DAH continues to be one of the most
effective tools for improving development conditions for those most in need worldwide.

Three factors underpin this motivation:

Accountability and Improvement: Donors and recipient communities entrust significant resources
to DAH channels to optimize investments in support of countries’ health goals, particularly for
the most vulnerable populations. It is essential to critically assess the impact of DAH and
leverage these insights to enhance the effectiveness, equity, and sustainability of DAH for the
years ahead.

Informing Policy and Action: Donors, recipient countries, and key decision-makers—often from
outside the health sector, including Presidents, Prime Ministers, and Ministers of Finance and
Planning—require clear evidence of what works and what does not. They also need insights into
the technical, policy, political, and accountability measures necessary to maximize the impact

11
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and health benefits of these significant investments.

Optimizing Aid Resource Allocation amid Competing Priorities: Over the past decades, health—
and specifically DAH—has been a top priority for the development community. However, other
urgent global challenges are now competing for ODA resources as the world recovers from the
impacts of the COVID-19 pandemic, including climate change, pandemic preparedness,
infrastructure development, food security, and education. To ensure DAH remains a global
priority, strong evidence of its impact is essential.

B. Overall objective and research questions

The primary goal of this stock-taking exercise is to assess what the global DAH community has
learned and to understand what existing data and analysis reveal about the impact of the past
20-30 years of DAH efforts worldwide. By leveraging these insights, we aim to provide a high-
level perspective on how to strengthen DAH to ensure it remains robust, sustainable, impactful,
efficient, and equitable and a priority in development in the years ahead. Additionally, this report
seeks to inspire and motivate further analysis and research into various aspects of DAH that this
study could not address, primarily due to data limitations.

Specifically, we set out to answer five research questions:

1. What are the trends and characteristics of DAH between 2000 and 20197

2. Did DAH deliver what it promised? Did the main DAH organizations deliver on the
objectives of their plans and programs over the last 20-30 years?

3. Did DAH affect health outcomes? What were the effects—positive or negative—of DAH
on health outcomes in beneficiary and non-beneficiary DAH affected populations?

4. What are potential DAH scenarios for the next 10-20 years? What supply- and demand-
side drivers will shape its future?

5. What are the lessons learnt from the past 20 years of DAH and how can we do better?

Severe data limitations in the DAH space prevented this study from examining the impact of DAH
beyond the health sector, including protecting labor force availability and productivity,
alleviating poverty, and promoting broader socioeconomic development and growth.
Understanding whether DAH also influences additional areas of economic development will be
critical to continue to support calls to scale up DAH—particularly in the context of epidemics or
pandemics.

C. Assessment scope, approach, and definitions
The assessment performed three levels of analysis to identify evidence on DAH impact and to

generate new evidence. For each level, the perspectives of DAH-channeling organizations
(channels) and recipient countries are addressed.

12
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The scope of the assessment:

e Includes an extensive review of ODA and DAH literature, including general communications,
assessments, and evaluations to learn about the current conclusions on the impact of DAH
(presented in Chapter 5)

e Contributes original statistical analysis of the impact of DAH globally using improved methods
and data, informed by the available research (presented in Chapter 6).

Given resource and time constraints and the very large scope of the study, this assessment relied
exclusively on secondary data sources. No primary data were collected, except for a limited
number of semi-structured, in-depth interviews presented in Chapter 8.

The assessment is guided by eight framing pillars that formed the foundation of the approach
and its methods:

1. The impact of DAH should be distinguished from that of general advances in health.

2. A comprehensive literature review of DAH impact is needed and can be facilitated by Al tools

3. Data on DAH financing—including main sources, type, eligibility, timeframes, characteristics,
and challenges—are fundamental to assessing DAH impact.

4. Data on DAH health outcome and outputs—including main sources, type, eligibility,
timeframes, characteristics, and challenges—are also fundamental.

5. Selecting major DAH channels and recipient countries for the literature review and the
descriptive analytics will inform the scope of the assessment.

6. DAH impact should be assessed at two levels, micro and macro, with special focus on health
outcomes.

7. There is value in contributing new, original statistical analyses of the global impact of DAH.

8. The assessment can contribute a perspective of potential demand and supply drivers and
trends for DAH for the next two decades.

Distinguishing between the impact of DAH and that of general advances in health

As noted above, DAH refers to all forms of financial assistance provided by donors or
concessional lenders to eligible countries. DAH is a subset of general advances in health and has
historically focused on supporting the implementation of these advances in developing
countries, particularly in LICs and LMICs. DAH includes both financial aid and in-kind assistance,
such as technical support and policy advice, provided that the associated financial allocation is
recorded in data from the Organization for Economic Cooperation and Development’s
Development Assistance Committee (OECD-DAC) and meets its reporting criteria.

This definition of DAH gives emphasis to the amount of funding but does not capture the
benefits of effective policy dialogue, technical assistance, or policy advice. Although these

13
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interventions often require modest financial resources compared to overall DAH volumes, they
can have significant positive impacts in recipient countries. Unfortunately, DAH does not
systematically monitor or measure these benefits. For example, in Kyrgyzstan, where the
government had proposed an ambitious post-independence health insurance law, it was
technical assistance funded by DAH that supported the integration of the health insurance
function within existing payment structures at the oblast level, rather than creating an entirely
new parallel system that would potentially have derailed the program’s success.

These lower-cost yet potentially high-impact contributions highlight an important strategic
perspective for DAH: substantial health improvements can often be achieved with modest
funding. This insight is particularly relevant for recipient countries such as India, Nigeria, South
Africa, and other nations with large populations, where DAH represents only a small fraction of
total health expenditures. While these benefits are difficult to quantify within the scope of this
assessment, we attempt to explore them through structured interviews with country experts
who have firsthand experience, as presented in Chapter 8.

General advances in health have effectively influenced country-led and country-funded
strategies to improve health far beyond what DAH could have contributed. Progress in large
countries in regions like East Asia, South America, Central Asia, and parts of Africa over the past
20 years is largely attributable to these endogenous forces informed by general advances in
health. The Viet Nam DAH case synthesized in Chapter 8 and presented in full in Appendix F is a
good example of these trends.

Although socioeconomic development and advances in global health—primarily funded by
domestic resources—typically drive improvements in population health in developing countries,
this report focuses specifically on assessing the impact of DAH. Over the past two decades, DAH
has been a central focus for development finance organizations and global leaders. The role of
global health initiatives in driving population health improvements in these countries warrants a
separate, dedicated assessment, which we plan to address in the second phase of this work.

Identifying the relevant literature and conducting an Al-based literature review of DAH impact

As an initial step in the assessment, an in-depth review of the literature on the impact of DAH
was conducted. This review served two purposes: to determine whether the key research
questions of this assessment had already been addressed and to utilize existing knowledge to
inform and enhance the assessment's approach and analytical framework. The insights gleaned
from the literature review proved invaluable in shaping and enriching the overall assessment
process. A comprehensive literature search on the impact of DAH from 2000 to 2019
preliminarily identified over 25,600 publications. Of these, 7,400 focused on funding channels,
while 18,200 addressed recipient countries, with some overlap between categories. Titles were
screened to identify those relevant to the impact of DAH. The entire database of publication
titles is available on CHD’s website.

14
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Following the screening process and the exclusion of duplicate publications, the study had 2,215

relevant assessments and evaluations. Assessments were defined as research works, either peer-
reviewed or from the grey literature, that utilized robust methodologies (but did not necessarily

meet the full criteria for comprehensive impact evaluations).

The 2,215 selected publications were analyzed comprehensively, including their titles, abstracts,
full texts, and references, using Artificial Intelligence (Al) tools. These tools were employed to
identify findings and conclusions regarding the impact of DAH on outcomes and outputs, as well
as to assess whether specific objectives of DAH interventions or projects were achieved. The
authors validated the robustness of the Al approach and adhered strictly to guidelines and
recommendations from a WHO, JAMA, and The Lancet, ensuring methodological rigor.

A summary of the Al-based literature review approach is presented in Chapter 5. Detailed
information, including the publication selection process, Al scripts, and algorithms used in the
review, are provided in Appendix B.

Collecting and deciphering DAH financing data: sources, characteristics, and challenges

For country analytics and for our own statistical analysis, the assessment compiled a
comprehensive database of existing data and publications accessible through CHD’s DAH
assessment database website.

Most of the DAH financing data used in this assessment comes from the Financing Global Health
database of the Institute for Health Metrics and Evaluation (IHME) at the University of
Washington, the OECD’s Creditor Reporting System (CRS)""in the Development Assistance
Committee (DAC) database, and the World Health Organization Global Health Expenditures
Database maintained by WHO’s National Health Accounts (NHA) program and the Administration
Department.

Overall, there is a high degree of overlap and consistency between OECD-DAC data and IHME
data, as IHME’s dataset is largely based on OECD member-reported data, coded according to
OECD guidelines and separately refined by both OECD-DAC and IHME’s use of additional sources.
However, differences arise with the WHO Global Health Expenditures Database, which relies on
National Accounts and the System of Health Accounts. This approach provides a more
contextualized view of DAH financing within each country’s health financing and expenditure
landscape.

These data sources were supplemented by extensive technical discussions with DAH data leaders
from each of these organizations, who generously collaborated with us—and with each other—
to clarify data issues and resolve a few significant classification and data quality concerns''.
Additionally, we frequently sought financial reports from various channels to cross-verify,
complement, and seek clarification on specific data points when necessary. A detailed discussion
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of the similarities, differences, and challenges associated with these data sources is provided in
Chapter 3.

To ensure clarity, consistency and comparability with other publications, this report identifies the
following four components of the DAH “anatomy”:

1. Source — The entity providing the funding, typically donor countries, private foundations, or
similar organizations.

2. Channel — Any public or private organization that channels DAH funding from the source to
recipient countries.

3. Recipient Countries — Countries receiving DAH funding, which may be directed to government
organizations or NGOs.

4. Health Focus Area — The specific health programs or interventions for which the DAH funding
is primarily intended.

Figure 4 illustrates an IHME DAH financing flow diagram, effectively depicting the relationships
and proportional flows of funds among key DAH sources, channels, and recipient country
regions. It also shows Administrative Expenses and Unallocable (unallocated) DAH financing—
funds that cannot yet be assigned to global or country-specific projects and programs due to
limitations in the reported information.
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Figure 4

DAH financing flows in 2023: Sources, channels, and geographical,
administrative, and unallocable disbursements
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The figure above illustrates the main components of DAH financing flows, except health focus
area. However, the global system for tracking DAH involves a multitude of stakeholders—
including donor countries, various funding channels, OECD-DAC, WHO tracking systems, and
academic institutions such as IHME—each with distinct objectives, methodologies, data sources,
and reporting requirements. This complexity presents significant challenges for data
harmonization, as different institutions apply varying classifications and definitions of DAH,
limiting meaningful cross-comparisons and hindering a shared understanding of the data.
Establishing common interpretations of DAH financing terminology and accurately tracking fund
flows are essential for analyzing DAH trends. However, the data remains complex and often
unclear, as terminology continues to evolve and no universally accepted standardized
nomenclature exists for all DAH actors.

Figure 5 provides a visual illustration of the flow of DAH funds as a narrowing funnel. It begins

with donor commitments (sources) and concludes with expenditures managed by country
governments. The definition of each type of financial flow is provided below.
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Figure 5

Representation of DAH financial flows: financing flows funnel
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e Donor DAH commitments represent the funding that donors or channels indicate they
plan to allocate to a global program, a specific country, or a health area of focus. These
funds are pledged but are not necessarily disbursed or expended at the country or global
program level.

e A proportion of donor commitments become fulfilled DAH commitments and are then
obligations by donors. The only reporting institution for DAH Commitments is the OECD,
through its CRS under the DAC. The fulfilled commitments become actual DAH funding
transfers to DAH channels. In some cases, donors also act as channels (e.g., the Gates
Foundation).

e DAH disbursements represent the accrual of DAH funding to recipient countries or
global programs. Global programs include regional programs or global programs related
to a channel health focus area. Unlike commitments, disbursements report the actual
flow of funds.* The OECD is the primary source for DAH disbursement data. OECD-DAC
and IHME collect and categorize DAH funding data from donors and channels into four
categories: country/health area allocated, globally allocated, unallocated, and
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administrative expenses. While the distinction between country/health area and global
allocations is not precise and sometimes overlaps, it generally provides sufficient clarity
on whether funds were directed toward a specific country or health area focus.

o Non-country and non-global allocation (unallocated DAH) refer to DAH that
cannot be fully allocated to countries, health areas, or global-level categories.
Approximately 28% of all DAH disbursements are reported without specifying a
country or global program and are therefore considered “unallocated”.

o DAH administrative expenditures refer to DAH funding disbursed to a DAH
channel that supports back-office operations such as personnel, rental and real
estate costs, maintenance, equipment, staff travel not associated with specific
projects, clerical support, communications, and other general expenses.

e DAH expenditures are what is actually spent from DAH disbursements. DAH
disbursements and expenditures do not always match because not all disbursed funds
are spent within a given year. DAH at country level has two sub-categories:

o Non-government implemented country-level DAH expenditures occur when a
funding channel disburses DAH funds directly to NGOs as implementing agencies
for country-level spending. In such cases, DAH disbursements and expenses are
usually off-budget, and the government may have no control over these funds or
even be able to monitor them. While reflecting government-implemented DAH in
the public budget is sound fiscal practice (IMF 1999), large proportions of non-
government-implemented DAH are typically managed outside the public budget
and sometimes even outside the country’s National Accounts.

o Government implemented DAH is referred to as Country-Programmable Aid
(CPA). CPA is a specific subset of DAH that includes financial aid allocated to
governments which then act as implementing agencies and manage or oversee
projects or initiatives within their country. Under this arrangement, the
government controls the funding using various financial modalities, including
purchasing and contracting locally or buying through a national or an
international intermediary (e.g., a vaccine revolving fund to leverage bulk pricing).
However, government-managed DAH does not always appear in the
government’s budget (on-budget). In some cases, agreements between channels
and recipient governments specify that DAH disbursements and government-
managed expenses are managed outside the national budget (off-budget).
Unfortunately, CPA data is only available until 2011, despite there being an
average difference of about 40% between CPA and DAH commitments (Van de
Maele N 2013).
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o Country level DAH expenditures are funds transferred to and spent in the
country by governments or other actors.

Monitoring and interpreting DAH expenditures is complicated by the variability in how, where,

and on

what DAH funds are spent, which depends largely on the implementing agency or

entity responsible for utilizing the disbursed funds. WHO monitors in-country DAH expenditures
through its NHA system, providing detailed insights into how funds are utilized within recipient
countries. Similarly, IHME provides estimates of DAH expenditures that incorporate NHA data for
in-country spending as well as expenditures executed by out-of-country implementing agencies,
as described above. Implementing agencies are organizations that execute the spending of DAH
disbursements, and their arrangements can take various forms, including:

Channel as Implementing Agency: In some cases, the funding channel itself acts as the
implementing agency, directly utilizing disbursed funds to provide in-kind goods, services,
or other interventions. For example, WHO often operates this way. The vast majority of
WHO’s DAH support is in kind, especially through policy dialogue, technical advice, and
health programs guidance and information. WHO also conducts global epidemiological
surveillance, vaccine accreditation, and other functions. When channels act as
implementing agencies, it makes it difficult to assess their DAH country allocation and
they show a large non-country and non-global allocation of DAH.

Third-Party Implementing Agencies: Alternatively, the channel may transfer funds to a
third-party organization, such as a large procurement agency or an international NGO.
These entities then use the funds to purchase or produce goods and services, which are
subsequently delivered in-kind to recipient countries. For example, USAID operates this
way, through its awards of contracts and grants to international NGOs.

Direct Transfers to Recipient Countries: Funds can be transferred directly to recipient
countries' governments, which act as the implementing agencies. This model is
commonly used by development banks. Alternatively, funds can be transferred to non-
governmental implementing agencies within recipient countries. For instance, the Global
Fund often utilizes this approach.

While there is no conclusive evidence that government-implemented DAH yields better
outcomes than non-government-implemented DAHY, a longstanding aid effectiveness
commitment to harmonization and alignment, as outlined in the Paris Declaration, suggests that
democratically elected governments should, at a minimum, be able to monitor DAH
disbursements and country-level expenses. Ideally, they also need to have a voice—if not final
decision-making authority—in allocating these resources to ensure alignment with national
priorities and health strategies in the short and long run, especially considering that
governments will need to come forward with a substantial part of program financing if donors

decide

to withdraw from funding those programs.
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Analyzing DAH financing data involves navigating several challenges, from disparate data sources
to the complexities of tracking where the DAH is flowing (recipient countries, entities, use of
funds, etc.).

The unreliability of DAH expenditure data is a significant concern for health sector leaders and
government officials (see Chapter 8). These differences are most evident when comparing
estimates from WHQ’s Global Health Expenditure Database (GHED) with those from other
organizations. For example, figure 5 illustrates the variations in DAH estimates from two major
sources. According to IHME’s disbursement data—which aligns closely with OECD figures—
cumulative DAH disbursements from 2000 to 2019 totaled $775 billion. However,

IHME’s expenditure report, which uses NHA data, reports cumulative DAH expenditures at $667
billion, 14% less than the disbursement figures. The discrepancies are particularly stark when
comparing IHME and WHO expenditure data. IHME reported DAH expenditures of $48 billion
(86% of disbursements) in 2019 whereas WHO reported $17 billion in DAH expenditures (30% of
disbursements).X

These differences seem to largely stem from variations in the classification of DAH expenses.
WHO’s GHED appears to distinguish certain categories, such as capital investments, which are
then included in other sources, while IHME and OECD count this spending as part of current
expenditures.
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Figure 6

Comparison of the evolution and differences between reported DAH
disbursements and expenditures, 1990-2019
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Although using OECD-DAC and IHME DAH data allows us to analyze the full 20002019
timeframe, are robust in terms of OECD reporting obligations by member countries, and have
been verified by IHME, there are notable limitations. The primary limitation is that these data
may underrepresent DAH financing from channels that have no obligation to report ODA data to
OECD-DAC, that do not do so voluntarily, or that do not make their DAH data public. Additionally,
as discussed extensively in Chapter 5, the data do not always enable us to adequately
differentiate between DAH disbursements, DAH expenditures, and DAH country level
expenditures by governments or outside government control, including Country Programmable
Aid (CPA).

An additional and significant limitation of existing DAH databases is their predominant focus on
the financial aspects of DAH, which systematically underrepresents or excludes potentially high
impact but generally low-cost contributions such as policy dialogue and technical assistance. The
emphasis on funding means that these databases primarily track the disbursement of funds for
global programs, specific countries, or other recipients. This includes direct financial transfers
and in-kind contributions such as supplies, pharmaceuticals, vaccines, technical assistance, and
policy dialogue.
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However, when policy dialogue or technical assistance do not require DAH funding, or when the
associated expenditures are either unreported as DAH or insignificant relative to the large
volumes of DAH funding, these activities are omitted from DAH disbursement records. While this
omission may not be substantial in financial terms—since technical assistance and policy
dialogue typically constitute only a small fraction of DAH funds—it obscures the non-financial
contributions of these activities, which can have profound effects on health system performance
and program outcomes.

This limitation poses a significant challenge when assessing non-financing DAH channels,
particularly UN agencies, which primarily provide policy advice, global public health guidance,
and advisory services. The report addresses some of the benefits of low-cost, DAH-financed
policy dialogue and technical assistance in Chapter 8, where we present insights from country
case studies. These cases highlight instances where policy dialogue and technical assistance
yielded substantial benefits beyond financial support—or, conversely, where their absence
limited impact.

Selecting DAH health outcome and output data: sources, characteristics and challenges

All health indicators and population data used in the assessment are sourced from WHO, the
World Bank, and IHME, with efforts made to clarify any differences among these sources,
including reviews of health indicators and output data from the larger DAH channels. Data on
domestic health financing for government, households, and the private sector is based on OECD,
World Bank, WHO, and IHME data. Chapter 2 provides a detailed description of the data sources
for DAH, health, and other relevant indicators.

The assessment focuses on the period from 2000 to 2019 since more than 80% of all DAH
financing over the past 30 years was allocated during this period and the current DAH
architecture was largely shaped during these years. The report excludes the 2020 to 2023 period
since the COVID-19 response temporarily altered the volume and focus of DAH. By 2024, DAH
funding and priorities appear to be returning to historical trends and health priorities. (See
Chapter 4 for a short discussion of DAH and COVID-19.)

A significant challenge in assessing the impact of DAH is that much of the health status data (e.g.,
incidence, prevalence, mortality, lethality, and other indicators) from recipient countries during
the 2000-2019 period relies heavily on modeled estimates rather than actual administrative data
from healthcare providers, epidemiological surveillance systems, or representative on-the-
ground surveys. For instance, a substantial portion of the available data on HIV/AIDS incidence,
prevalence, and mortality is derived from modeling.

While data modeling has seen substantial advancements over the last decades and often
represents the only feasible method for monitoring health outcomes in recipient countries, this
introduces complexities. Modeled data, while useful, can limit the robustness of statistical
analyses aimed at evaluating DAH impact on health indicators as compared to primary data
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collected at the country level, complicating efforts to draw definitive conclusions about the
relationship between DAH and health outcomes.

The report’s statistical analysis of 137 countries includes all DAH funding and channels and all
countries receiving DAH and their health indicators from 1990 to 2019. To ensure
methodological completeness and consistency and to facilitate comparisons with previous
assessments, this statistical analysis incorporates DAH and health indicator data—primarily used
as dependent variables in the analysis—for all countries that received DAH at any time between
1990 and 2019.

Selecting DAH channels and recipient countries for the literature review and the descriptive
analytics

The extensive literature review and channel and country analytics focuses on a selected subset
of channels and countries for the period under review. The channels selected for in-depth
analysis in this assessment include those that provided at least $500 million in DAH funding in
any given year between 2000 and 2019 to any recipient country, multiple countries, or eligible
global programs (multi-country health programs). This criterion led to the selection of 17
channels (or clusters of channels) for the assessment, which account for about 80% of all DAH
financing over the study period. Figure 7 presents these channels (or clusters of channels) and
the total volume of DAH (in constant 2022 S) disbursed through each channel between 2000 and
2019.
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Figure 7

Channels selected for the DAH literature review and analytics

Selected channels provided at least $500 million in DAH funding in any given year
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Data and impact evidence were collected for each of these channels across the entire 2000-2019
timeframe. Selecting a subset of channels for the literature review and descriptive analysis was
necessary because the DAH channel landscape is vast, comprising over 700 organizations—and
probably many more that do not report DAH data—and has undergone significant evolution over
the past two decades. For countries, the analysis covers 63 recipient countries, which account
for 70% of all DAH financing in that period, tracking them and gathering data for the entire 2000-
2019 period regardless of whether they transitioned to LMIC or higher GDP classifications during
that time.

Like the shifts observed among DAH channels, the landscape of recipient countries has
undergone significant transformation. Over this period, numerous nations have transitioned
from LIC to LMIC or even upper-middle-income (UMIC) status. This evolution has reshaped the
eligibility landscape for most DAH channels, which rely heavily on GDP per capita as a key
determinant. Although some major channels, such as the Global Fund, incorporate additional
criteria, these income status transitions have rendered certain countries ineligible for DAH or
subject to revised eligibility conditions. Remarkably, by 2019, more than 80% of the global
population living in LIC countries in 2000 no longer resided in LICs.
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To assess DAH from the recipient country’s perspective, the literature review and country
analytics include all countries classified as low-income at any point during the 2000-2019 period.
This criterion selected 63 countries for inclusion in the assessment. Data and impact evidence
were collected for each of these countries across the entire 2000—-2019 timeframe, regardless of
any subsequent change in income classification. Together, these 63 countries account for
approximately 70% of all country-allocated DAH during this period and about 31% of total DAH
for that period. Figure 8 presents the list of selected countries including total cumulative DAH
and per capita DAH for each of them.

Figure 8

Average per capita and cumulative DAH in LICs, 2000-2019

® Avg. DAH per capita 2000-2010 - Right Axis
Cummulative DAH 2000-2019 - Left Axis
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Assessing DAH impact at two levels, micro and macro, with special focus on outcomes impact

The report aims to assess the impact of DAH at two levels: micro and macro. The micro-level
analysis focuses on specific projects, programs, and interventions, typically funded through a
single channel within one country, though occasionally extending across multiple countries.
Examples include an HIV/AIDS prevention and treatment program in South Africa from 2008 to
2014 or a maternal and child health initiative in Argentina from 2003 to 2014. This micro
perspective provides a detailed examination of the effects on participants, targeted geographic
areas, and program outcomes. It remains the most prevalent approach to assessing DAH impact
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among published reports. The consideration of external effects is not yet a common practice in
DAH impact evaluations, preventing a full picture of the impact of DAH funded programs and
projects at the micro-level.

The macro-level approach to assessing the impact of DAH evaluates the combined effects of all
DAH within a country across multiple sources and programs (e.g., assessing the cumulative
impact of the full DAH support in Ethiopia from 2008 to 2012 on priority disease mortality,
prevalence, out-of-pocket expenditures, public health expenditures, and related indicators).
Alternatively, it may examine all DAH from a specific funding channel across multiple countries
(e.g., analyzing the effects of GAVI-funded DAH across recipient countries from 2008 to 2012) or
even aggregate DAH across all countries and funding channels.

The macro-level approach also captures the overall impact on both participants and non-
participants, including externalities and spillovers within the health sector. It allows for an
assessment of the combined effects on direct target populations, programs, and geographies
(micro-level impacts), as well as broader spillover effects—both positive and negative—on non-
targeted populations, programs, or individuals. For instance, an increase in DAH allocated to
RMNCH within a country may have attracted additional public financing for similar or other
health initiatives. Conversely, a surge in funding for a specific priority disease could potentially
"crowd out" public health financing for other areas, reducing resources available for non-
targeted populations or programs.

To fully assess the impact of any intervention, including DAH, evaluations need to consider both
direct and indirect effects, encompassing impacts on targeted and non-targeted populations and
regions. This broad approach is especially important when significant spillover effects or
externalities can be anticipated, such as in cases where substantial DAH inflows vastly exceed
existing funding within a country for health programs for the same targeted population or those
targeting different populations. These aggregate effects collectively shape the overall
performance and outcomes of the health sector.

As outlined in Chapter 5, the study identified a substantial number of micro-level statistical
analyses (assessments and evaluations). Although studies vary in terms of rigor, there is enough
evidence to draw preliminary conclusions about the proportion of DAH program and project
objectives that were fully or mostly achieved during the 2000 to 2019 period. A comprehensive
description of our findings on DAH micro impact is provided in Chapter 5.

In contrast, the literature search and review of the macro impact of DAH revealed a very limited
number of independent studies, many of which are over 15 years old and use even older data,
from a time when DAH volumes were considerably lower (see Chapter 5). The study benefited
from the experience and approach of a few of these existing statistical models and publications
as a basis for conducting our own DAH macro statistical analysis (see Chapter 6).
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Performing our own statistical analysis of DAH’s global impact

This report contributes original statistical analysis of DAH’s impact across all aid-eligible
countries. After reviewing earlier studies, the analysis selected one of the more robust
methodologies for its modelling. The main analysis conducts multivariate regressions to estimate
the effect of DAH health expenditures on national-level health outcomes, such as the infant
mortality rate. Other analyses sought to estimate relationships between DAH expenditures and
vaccine coverage and to test whether there were significant differences in effectiveness across
channels, time periods, and country characteristic. Chapter 6 provides a detailed discussion of
the findings and a summary of the statistical approach and methods.

Developing a perspective of potential drivers and trends for DAH for the next two decades

Building on existing literature and this study’s original analyses, the report presents a broad
outlook of scenarios and drivers for potential future trends in DAH over the next 25 years. These
scenarios were an important input into the report recommendations in Chapter 7 because DAH
volumes and needs could fluctuate significantly. For example, in a scenario characterized by
robust economic growth, most eligible countries could achieve higher per capita income and
notable socioeconomic development over the next two decades. In contrast, a scenario marked
by prolonged economic stagnation would present a starkly different outlook for DAH.
Additionally, shifts in prioritization would occur in scenarios where ODA significantly decreases
or is reallocated to address other urgent global challenges, such as climate change, migration, or
geopolitical conflicts. Appendix E provides additional background information for these

scenarios.
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Chapter 3. Trends and characteristics of DAH financing

Chapter 3: Key Messages

e DAH has expanded significantly, growing from $8 billion in 1990 to over $53 billion in 2019. 80% of the $S880
billion investment between 1990 and 2019 occurred since 2000.

e A confluence of factors, including calls for increased funding for HIV from advocates and evangelical groups
in the United States, criticism of the existing donors for being slow and ineffective in addressing health
issues, the entry of new partners into the DAH landscape, and a narrowing of focus to four health areas
(HIV/AIDS, RMNCH, malaria, and TB) characterized DAH financing from 2000 to 2019.

e Since 2000, the share of total DAH by the US government grew substantially, accounting in 2019 for more
than 27% of total DAH, and becoming the dominant DAH priority setter in many LICs.

e  Between 2000 and 2019, DAH to LICs dropped from 61% to 36%, while LMICs saw an increase from 23% to
49%. Originally designed to support the poorest nations, DAH is now shifting away from LICs despite
ongoing health crises, raising equity concerns.

e  Shifts in eligibility for DAH, based on GNI per capita, are a concern for country policymakers, particularly in
LICs that receive large amounts of DAH. Immediate gaps in funding alongside substantial fiscal contingent
liabilities may force scarce country public financing to be diverted from other parts of the government
budget, including health.

A. Trends in DAH disbursements and expenditures: DAH scale up in the 2000s

As discussed earlier, funding for DAH grew almost seven-fold since 1990, increasing from under
S8 billion that year to over $53 billion in 2019 and to more than $65 billion in 2023, with COVID-
related funding included. Since 1990, the world has invested over $880 billion in DAH, with 80%
of that investment occurring in the last two decades.

As discussed in Chapter 1, there was a sharp increase in DAH in the early 2000s, with subsequent
growth focused on four priority health areas (HIV/AIDS, RMNCH, and to a lesser extent, TB and
malaria). DAH commitments showed modest growth from 1990 to 2003, accelerated
significantly from 2003 to around 2013, and have remained mostly flat since, excluding COVID-
19-related funding. As of 2024, DAH funding appears to be returning to pre-pandemic levels.
Figure 9 illustrates the trends in DAH disbursements, highlighting specific health focus areas
from 1990 to 20109.
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Figure 9

Evolution of annual DAH disbursements by health focus area, 1990-2023
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As discussed above, several factors contributed to this expansion and shifts in DAH in the 2000s,
especially advocacy by the HIV/AIDS community to increase funding for research, develop
treatments, and reduce drug costs. Evangelical groups in the United States also pushed for a
bigger commitment to treating people living with HIV/AIDS (Dyer 2014).

As the millennium approached, civil society groups were also pushing HIC governments and
other creditors to forgive the debt weighing upon low-income countries. Meanwhile, the
international development community sought to increase its health focus by negotiating the
Millennium Development Goals. In the early 2000s, the Gates Foundation expanded its
philanthropic work overseas and placed a substantial emphasis on health. WHO also convened
the Commission on Macroeconomics and Health to gather the world’s top social, economic,
public health, and medical experts in demonstrating how the scientific literature established a
case for greater investment in health, culminating in its 2002 report.

The sense of urgency and political momentum was accompanied by criticism that the existing aid

organizations such as multilateral development banks and UN system agencies were slow and
ineffective when it came to addressing health issues and HIV/AIDS.
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The confluence of demand for action and criticism of existing organizations led to the creation of
new partnerships, especially the GAVI Alliance and the Global Fund. Unlike multilateral agencies
whose membership was restricted to governments, the new organizations were governed by a
mix of countries and private foundations, among whom the Gates Foundation played a
particularly prominent role. These new organizations were also instructed to be “lean” — keeping
administrative expenses low and relying more upon recipient governments and NGOs to design
and implement programs. Though pressures to increase fiduciary controls and review technical
features of programs eventually led these new organizations to introduce the kinds of controls
that are common among older multilateral organizations, their initial procedures were indeed
characterized by a more “hands off” approach.

While there were a multitude of factors that contributed to the rapid growth of DAH, the largest
part of this increased funding came from the United States, especially USAID and PEPFAR, as well
as from US NGOs and foundations. As a result, the US share of DAH rose from an average of 26%
during the 1990s to 40% in 2019 at which time it accounted for $19 billion of the total $53 billion
in DAH.

B. Changes in DAH shares by sources and channels

Shifts in DAH funding levels and sources also led to a major transformation in the DAH channel
landscape, altering the balance of influence and presence in discussions with recipient countries.
In 2000, about 73% of all DAH commitments were channeled through five bilateral agencies
(USAID, DFID/FCDO, CIDCA, JICA, and CIDA), development banks, and UN health agencies—
comprising approximately 13 agencies in total. Meanwhile, public-private partnerships, NGOs,
and foundations (about 20 entities globally) accounted for 25% of DAH commitments.

By 2019, this distribution had changed significantly. The share of DAH channeled through
bilateral agencies, development banks and UN agencies decreased to 51%, with development
banks experiencing the largest decline, from 17% to 7% of the annual share. In contrast, public-
private partnerships (e.g., the Global Fund and GAVI), NGOs (over 40 in the US, primarily funded
by the US government), and foundations (predominantly US-based, such as the Gates
Foundation) managed more than 49% of DAH commitments. Figure 10 illustrates these changes
in the relative influence of different channels from 1990 to 2019.
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Figure 10

Evolution of total DAH disbursements among DAH channel categories,
1990-2019
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The shifting relative share of DAH among channels reflects changes in the relative share of DAH
among funding sources. While the United States (including its government, foundations, NGOs,
and private sector) has been the largest source of DAH funding since before 1990, its relative
share increased sharply in the early 2000s—from 29% in 2000 to over 39% of total DAH by
2019—despite a four-fold growth in total DAH during this period. Although the US is by far the
largest source of DAH funding in absolute terms, the contribution from the UK in terms of the
share of GDP allocated to DAH was almost twice as big, at 0.2% of GDP. Figure 11 illustrates the
evolution of the main sources of DAH funding from 1990 to 2019.
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Figure 11

Evolution of DAH disbursements to all channels by main sources of
funding, 1990-2019
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Today the DAH channel landscape is highly diverse, comprising more than 70 major channels and
hundreds in total. This field expanded significantly after 2000, driven by rapid growth in DAH
funding and substantial shifts in the relative influence among channels. However, seven channels
alone account for over 50% of all cumulative DAH from 2000 to 2019 (approximately $390
billion). These include US bilateral channels (primarily USAID, including PEPFAR funding), WHO,
the Global Fund, UNICEF, the Gates Foundation, GAVI, and the World Bank (IDA and IBRD).
Within this smaller group of channels, there is considerable diversity in governance structures,
financing instruments (e.g., loans versus grants), technical assistance models, priority-setting
mechanisms, and approaches to monitoring and evaluating funding portfolios.

The top seven DAH channels have very different governance arrangements, different
disbursements mechanisms, different policies on country eligibility and on country level DAH
expenditures. Do these different arrangements make a difference in DAH performance at
country level after more than 15 years of coexistence? Figure 12 highlights some of the key
characteristics of these top seven DAH channels compiled from their own publicly available data
and from OECD-DAC and IHME DAH data. A comprehensive database this study compiled on
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potential independent variables (channel characteristics) that may influence DAH impact is

available on the CHD website (www.centerforhealthydevelopment.org).

Figure 12

Key characteristics of the 7 largest DAH channels (2010-2019)
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The current landscape of DAH lacks a formal mechanism for coordination among channels, even
across the top ten largest providers of DAH. While opportunities for dialogue exist—such as
participation in global meetings hosted by entities like the WHO General Assembly, World Bank
and IMF meetings, Global Fund Board meetings, and the UN General Assembly—these
interactions are largely ad hoc and essentially informal.

Beyond DAH financing data collection led by OECD-DAC, there is no independent system for
systematically monitoring and assessing DAH performance on a continuous basis, nor is there a
dedicated framework to facilitate dialogue or agreements for such monitoring and evaluation.
Formal binding agreements to coordinate efforts, standardize methodologies for impact
evaluation, or share data and information among channels are notably absent. The lack of
coordination is particularly evident in the diverse—and often incompatible—methods employed
by various channels to monitor and evaluate portfolio effectiveness and impact, where such
evaluations are conducted at all. As a result, both DAH funders and recipient countries
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encounter significant challenges in understanding, comparing, and reconciling these disparate
approaches, hindering efforts to ensure performance accountability.

Despite numerous global declarations advocating for harmonization and alignment—most
prominently the 2005 Paris Declaration on Aid Effectiveness—implementation within the DAH
domain has been limited, leaving significant gaps in collaboration and efficiency. Additionally,
many channels' governance structures lack robust representation from recipient countries,
limiting their ability to meaningfully influence the channels' strategic direction. This critical issue
is discussed further in Chapter 10 of this report, which presents the conclusions and
recommendations.

C. Understanding the challenge of unallocated DAH and administrative expenditures

While DAH has grown rapidly and substantially over the past 20 years, the share of country- and
globally allocated DAH has remained relatively constant at around 60% of total DAH since 2000,
amounting to approximately $538 billion cumulatively. Similarly, the share of unallocated funds
and administrative expenses together has also remained steady at about 40% of total DAH,
despite the increased scale of funding, totaling $358 billion over this period, with administrative
expenditures accounting for about $116 billion. Figure 13 illustrates the evolution of DAH by
allocation categories since 2000.
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Figure 13

Evolution of administrative expenditures and non-global/non-country allocated
disbursements as a share of total DAH disbursements, 2000-2019
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The unallocated/unspecified DAH (non-global/non-country DAH allocations)

The large share of non-global and non-country allocated DAH (the “unallocated spending”) is
challenging to interpret. It accounted for 27% of all DAH in 2019 and its share of total DAH has
remained relatively stable since 2000 at around 26-27% of total DAH (but was higher in 1990, at
30%). However, it is important to clarify that “unallocated/unspecified” refers only to DAH
disbursements that cannot be assigned to a specific geography (country) or to a global program
or initiative. The vast majority of DAH is indeed allocated (attributed) to a health area focus (e.g.,
HIV/AIDS, malaria, RMNCH, other).

The unallocated DAH is not evenly distributed across all channels; most of it is concentrated
among UN agencies and US NGOs (an average of 42% and 35% of all unallocated DAH between
2000 and 2019, respectively). There is significant variation among channels in terms of the share
of unallocated DAH within their total expenses. UN agencies have the highest percentages of
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unallocated funds, with WHO at 74% of its total DAH allocation, followed by UNFPA at 71%,
UNICEF at 70%. US NGOs follow at 54% in 2019.

To address these challenges, the assessment team engaged in extensive dialogue with the DAH
and global financing teams of the OECD-DAC, IHME, and the WHO. In the case of WHO, the WHO
Administration and Finance team also generously shared their view and information for the
elaboration of this report. These interactions provided valuable insights into the reporting
practices and classification methodologies used by funding organizations and channels, and how
they impact the classification of DAH.

Despite multiple productive and very collaborative meetings with key stakeholders (OECD-DAC,
WHO, IHME), by the time of this report's publication, the full magnitude and primary drivers of
the large and concentrated allocation of DAH outside of global or country-specific programs—
primarily driven by US-based NGOs and the UN system—remain unclear. Understanding this
issue is complicated by at least four factors:

1. Normative and oversight mandates: A significant portion of the mandate of UN health-
related agencies is normative and focused on oversight, rather than on direct financing or
technical assistance to specific countries. Consequently, a considerable share of DAH
reported as funding to these agencies is inherently challenging to allocate to individual
countries or even global programs.

2. Broad engagement across member countries: UN health-related agencies have a mandate to
engage in policy dialogue and provide global public health oversight not only to DAH
recipient countries but also to all member countries, including UMICs and HICs. This mandate
often includes activities that are counted as part of the agency’s total budget but are not
attributable to DAH recipient countries.

3. Core budget limitations: DAH financing statistics typically report only the core budgets of UN
agencies, which are derived from mandatory contributions by member states. However, the
core budget represents only a fraction of an agency’s total funding. For instance, the core
budget constitutes merely 20% of WHO's total budget, leaving a substantial portion
unaccounted for in DAH-specific allocations.

4. Different standards and reporting practices: Additionally, the high level of unallocated
funding may reflect inconsistencies in disbursement and expenditure standard and reporting
practices as compared to other DAH channels, further complicating analysis and
comparisons.

DAH administrative expenditures

The share of administrative expenses has also remained relatively stable, ranging from 11% to
13% of total DAH since before 2000. These rates are comparable to the 13% of total
administrative spend for the private health insurance system in the US (at 11-12% of total
premiums in 2019). Like unallocated DAH, the distribution of administrative expenses is uneven,
with most costs concentrated among US-based channels. Specifically, US bilateral aid accounts
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for 30% of all DAH administrative expenses globally, while US NGOs account for 19%. There is
likely substantial overlap of administrative expenses between US bilateral and US NGOs. There is
also significant variation in administrative costs as a share of DAH funding across channels. US
bilateral aid shows the highest administrative costs at 26% of its DAH allocation, followed by the
Gates Foundation at 18% of its total. Figure 14 presents the evolution of the share of
administrative expenditures among leading DAH channels.

Figure 14

Evolution of administrative expenditures among select DAH channels,
1990-2019

DAH by channel and funding category, 1990-2019
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The report was not able to sufficiently explore why US bilateral aid reports such high levels of
administrative costs. However, anecdotal information suggests that part of it may be explained
by the bilateral US implementation model which relies heavily on US-based private contractors.
This question merits further inquiry.

D. Country level DAH: DAH Country focus, country eligibility and “graduation”
As outlined earlier, this assessment included all countries that were categorized as LICs at any

point between 2000 and 2019, regardless of whether their GNI per capita later exceeded the LIC
threshold. This selection criteria resulted in a total of 63 countries for our DAH assessment.
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Together, the top 10 countries receiving the highest cumulative DAH disbursements account for
over $149 billion in DAH from 2000 to 2019, representing more than 44% of country-allocated
DAH during that period. Figure 15 presents the total cumulative DAH disbursements for the 40
(out of the 63) countries receiving the highest levels of DAH, indicating whether they were
classified as LICs at three time points (2000, 2010, or 2019).

Figure 15

Cumulative DAH (2000-2019) and LIC status for top 40 DAH recipients

Cumulative DAH from 2000 to 2019 by Recipient Country
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Source: CHD based on IHME DAH Financing Global Health Database 1990-2023 and World Bank for income groups.

In terms of DAH per capita disbursements, the top 10 recipient countries from 2000 to 2019 are
Botswana, Namibia, Liberia, Zambia, Rwanda, Sierra Leone, Malawi, Guinea-Bissau,
Mozambique, and Haiti. The top recipient, Botswana, received 60 times the per capita DAH
disbursements of the lowest per capita recipient, India. Small populations in these countries play
a role in determining larger DAH per-capita allocations, likely because there is a critical minimum
size of grants and loans for efficient funding management by channels. However, very large per
capita disbursements to Zambia, Liberia, Rwanda, and Namibia appear to be driven by large DAH
disbursements during the 2000s which are not explained by population size alone. Figure 16
presents the cumulative per capita DAH for all 63 countries over this period.
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Table AD.2: Estimates of DAH effects on Neonatal Mortality, Life Expectancy, and DALYs
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Table AD.3: Estimates of DAH effects on disease-specific mortality, 1990-2019

For comparison with Hsiao & Emdin 2015

Dependent variable:

log_q_malaria_mortality log_q_HIV_mortality

log_q_TB_mortality

1) 2 3)

log_lag_q_dah_mal_pc 0.013 0.002 0010™"

(0.053) (0.011) (0.004)
log_lag_q_dah_hiv_pc -0.141 0.041" -0.004

(0.105) 0.021) (0.009)
log_lag_q_dah_tb_pc -0.010 -0.013 0015

(0.055) 0.012) (0.005)
g_governance 0.026 -0.042 0.002

(0.176) (0.039) 0.016)
log_GDPpc 13157 -0.032 -0.165""

(0.488) (0.109) (0.045)
log_population 2.124 2376 -0.082

(3.438) (0.829) 0.331)
log_pop_density 1.025 1417" -0.294

(3.250) (0.800) (0.321)
log_lag_q_malaria_mortality 0.548"""

(0.085)
log_lag_q_HIV_mortality 0617

(0.029)
log_lag_q_TB_mortality 0616
(0.035)

Observations 298 398 398
R2 0.319 0.689 0.633
Adjusted R? -0.002 0.539 0.457
F Statistic 11.8017" (df = 8;202) 74220 (df = 8; 268) 57.861" (df = 8; 268)
Note: *p<0.1; **p<0.05; ***p<0.01
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Table AD.4: Estimated effects of DAH on disease-specific incidence (%), neonatal mortality, and all mortality,

1990-2019

Dependent variable:

log_q_mal_incidence log_q_hiv_incidence log_q_tb_incidence log_q_neonatal log_q_mortality
(eY) ()] 3) @ )

log_lag_q_dah_mal_pc 0.006 -0.004 -0.008 0.008"* 0.008™"*

(0.130) (0.009) (0.016) (0.003) (0.003)
log_lag_q_dah_hiv_pc -0.075 -0.018 0.003 -0.008 -0.006

(0.192) (0.021) (0.025) (0.007) (0.006)
log_lag_q_dah_tb_pc -0.090 -0.017 -0.002 0007 -0.008"*

(0.091) 0.011) (0.014) (0.004) (0.003)
log_lag_q_dah_rmhch_pc 0.040 0.030° -0.008 0.006 0.006

(0.121) (0.016) (0.016) (0.005) (0.004)
q_governance -0.225 -0.043 0078" 0.012 0.004

(0.288) (0.033) (0.046) 0.012) (0.010)
log_GDPpc -1.069 -0.078 0346 -0.115™" 0.095™"

(0.910) (0.101) (0.148) (0.037) (0.030)
log_population 2.127 -1.098 0.993 0.043 -0.086

(5.535) (0.669) (1.045) (0.263) (0214)
log_pop_density 2315 0916 -1.392 -0.065 -0.063

(5.139) (0.639) (1.016) (0.255) (0.208)
log_lag_q_mal_incidence 0.594™**

0.122)
log_lag_q_hiv_incidence 0.693""

(0.026)
log_lag_q_tb_incidence 0226
(0.080)
log_lag_q_neonatal 0811
(0.036)
log_lag_q_mortality 0.802"""
(0.031)

Observations 235 316 327 399 399
R?2 0.299 0.808 0.103 0.747 0.791
Adjusted R? -0.172 0.717 -0.484 0.623 0.689
F Statistic 6.638""" (df = 9; 140) 99.877"" (df = 9; 214) 2.520"*" (df = 9; 197) 87.644"*" (df = 9; 267) 112.340™"" (df = 9; 267)
Note: *p<0.1; *p<0.05; **p<0.01

Additional note: System GMM with robust and clustered errors.
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Table AD.5: From Hsaio & Emdin 2015

Table 1 Country and time-period fixed effects regression analysis of disease mortality and targeted DAH with control
variables and lagged mortality.

Variables 1) @2) ®3)
log(Malaria mortality) log(HIV mortality) log(TB mortality)
log(Lagged Malaria DAH per capita) -0.257" 0.0263 0.0918
(0.0804) (0.139) (0.104)
log(Lagged HIV DAH per capita) -0.0623" -0.245" ~0.000971
(0.0289) (0.0556) (0.0365)
log(Lagged TB DAH per capita) ~0.0468 0.218 -0.119
(0.120) (0.220) (0.144)
Governance' 0.00293 -0.00153 0.00396
(0.00751) (0.0152) (0.0108)
log(GDP) ~0.0674 0.405" -0.27"
(0.0652) (0.132) (0.0949)
log(Population) 0.745 -1.988 1.359
(1.193) (1.279) (0.998)
log(Population Density) -1.289 1.413 -1.581
(1.177) (1.403) (1.061)
log(Previous Mortality) (Lagged) 0.779" 0.685" 0.624"
(0.0425) (0.0367) (0.0711)
Country fixed effects Yes Yes Yes
Period fixed effects Yes Yes Yes
Country-periods 474 460 584
R-squared 0.998 0.99 0.988
Number of countries 99 94 120

Standard errors (in parentheses) are heteroskedasticity and autocorrelation robust, clustered by country.
_1 Total of six World Bank governance indicators.
p<0.05.
“ p<0.01.
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Dependent variable:
sqrt(mortality_rate)
(1) (2) 3)
log_dah_percapita 0219 0074 -0.120°*"
(0.027) (0.031) (0.030)
log(govspendhealthwb) 0266 -0.181""F 0229
(0.024) (0.024) (0.025)
log_gdp_percapita -2.2095"** 0.080 -0.392
(0.152) (0.339) (0.275)
urbanisation -0.075™* 0241 -0.103°*"
(0.003) (0.059) (0.028)
governance -0.055 0.054 0.046
(0.048) (0.087) (0.070)
Observations 2454 2,192 2,300
R2 0.681 0.676 0.693
Adjusted R? 0.663 0.654 0.673
F Statistic 991.176""" (df = 5; 2318) 474.996""" (df = 9; 2053) 541.814""" (df = 9; 2160)
Note: *p<0.1; " p<0.05; ***p<0.01
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Table AD.7: From Leunig et al 2024

Variables (10) (11) (12)
log_HealthAid —0.023%** —0.030%** —0.029**x*
(0.009) (0.008) (0.008)
log_ DGHE 0.024 0.029 0.031
(0.025) (0.024) (0.023)
log_GDP —0.176*** —0.185%*x* —0.197**x*
(0.039) (0.038) (0.036)
Urb —0.004 —0.006 —0.007**
(0.004) (0.004) (0.004)
WGI —0.125%** —0.109%** —0.095%*x*
(0.047) (0.045) (0.043)
R? 0.027 0.033 0.039
No. of observations 1900 1800 1700
No. of countries 100 100 100

Table 5. Fixed effects estimation (total effect, infant mortality).

Notes: Standard errors are in parentheses. Country and year effects are included in the regressions. Model
(10) includes current values; Model (11) includes a one-year lag; Model (12) includes a two-year lag.

* Significant at 10%.
** Significant at 5%.
*** Significant at 1%.
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Appendix E. DAH Outlook

Figure AE.1: IHME Forecast of DAH to 2050

IHME Projections of DAH 1995-2050

All-cause, development assistance for health, 1995-2050
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Figure AE.2: Global ODA targets short of 0.7%
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Figure AE.11. Map of life expectancy for both sexes in 2040 (Foreman, et al. 2018)
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Figure 9: Map of life expectancy for both sexes in 2040 based on the reference forecast
Key shown inyears. ATG=Antigua and Barbuda. FSM=Federated States of Micronesia. LCA=Saint Lucia. TLS=Timor-Leste. TTO=Trinidad and Tobago. VCT=Saint Vincent and the Grenadines.

Figure AE.12: Mean healthcare expenditures in 2012 by age and gender in Denmark (2012 USS)
(Kallestrup-Lamb, et al. 2024)
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Figure AE.13: Impact of population ageing on medical costs in Japan (JPY) (Suzuki 2023)
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Figure AE.14: Leading causes of disease burden worldwide in 2022 versus 2050 (S. E. Vollset 2024)
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Figure AE.15. Estimated costs of achieving SDGs (Stenberg, et al. 2017)
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Figure AE.16: Time series of projected mortality effects of climate change (Carleton 2022)
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Figure AE.17: Quantifying the Impact of Climate Change on Human Health ( World Economic Forum 2024)
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Figure AE.18: Estimated costs of the COVID-19 pandemic, by different sources (USS Trillion)
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Figure AE.19: Estimated annual costs required to avert a future pandemic (USS Billion)
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Figure AE.20: Share of the world population living in low-income countries, 1993-2019 (% of total) (The World Bank
2019)
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Figure AE.21: Percentage of people living under each poverty line around the world, from 1981 to 2024 (Roser 2024)
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Appendix F. DAH country case studies — India and Viet Nam

Development Assistance for Health in India®!

Introduction

Over the decades, DAH has played an important role in shaping India's public health landscape
and has evolved in response to India's changing health needs and priorities, transitioning from a
donor-recipient model to one of collaboration and capacity building (Bennett, Rodriguez and
Ozawa 2015). For instance, the alignment of donor and government priorities using evidence-
based collaborative planning helped to ensure the smooth transfer of a national HIV program
from the Gates Foundation to the Government of India (Huffstetler, Bandara and Bharali n.d.).

This brief examines DAH in India, outlining its history, funding mechanisms, key donors, and
stakeholders. It assesses DAH's impact on health outcomes and systems, exploring both its
benefits and drawbacks, including effects on fiscal health and macroeconomic indicators.
Additionally, it evaluates DAH implementation, focusing on its alignment with national priorities,
and discusses successes, failures, and lessons to guide similar countries. The aim is to optimize
DAH for sustainable health financing and locally driven governance to improve outcomes.

Brief History of DAH in India: Key Channels, Donors, and Actors

DAH has been pivotal in shaping India’s health policies since the mid-20th century. After
independence, India faced high rates of infectious diseases, maternal and child mortality, and
inadequate health infrastructure. Early DAH efforts focused on disease-specific programs, such
as eradicating smallpox and malaria, with support from multilateral agencies like WHO and
bilateral donors including the US and UK. During the 1960s and 1970s, donor involvement grew
as the government prioritized health through five-year plans, with increased external support in
the 1970s and 1980s for programs targeting family planning, maternal and child health, and
nutrition. Agencies like the World Bank and UNICEF provided funding and technical aid for large-
scale interventions.

In the 1990s, with economic liberalization, DAH shifted towards building health systems,
infrastructure, and addressing emerging challenges in areas like reproductive health, HIV/AIDS,
tuberculosis, and immunization. Funding diversified to include non-traditional actors and
mechanisms like public-private partnerships. By the early 2000s, India’s growing economy and
domestic revenues bolstered self-reliance in public health funding. However, gaps in access and
quality persisted, necessitating continued external funding for critical health challenges like
maternal and child mortality, TB, malaria, and rising non-communicable diseases.

Despite India’s rising income status, DAH did not drop proportionally until after 2011, when
donors shifted priorities to lower-income countries with greater needs. This reduction spurred

11 We are very grateful to Professor Maulik Chokshi for contributing the India case for this assessment.
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India to adopt innovative financing mechanisms, such as Development Impact Bonds (DIBs),
while continuing to receive support from multilateral institutions like the World Bank and WHO.

Key Channels

Bilateral Assistance. Bilateral partners like the United States (via USAID), the United Kingdom (via
DFID), Japan, and Germany have historically provided significant DAH to India. The US, a major
donor, has focused on HIV/AIDS, TB control, and health system strengthening, supporting public
health programs in family planning, maternal and child health, and disease control. DFID has
emphasized health equity and poverty reduction, improving access in rural areas through
community-based programs and offering grants, concessional loans, and technical assistance for
TB control, maternal health, and disease surveillance. Recently, bilateral aid has increasingly
emphasized capacity building and policy support.

Multilateral Agencies. Key multilateral donors such as the WHO, World Bank, Global Fund,
UNICEF, and GAVI Alliance have financed large-scale programs like the National AIDS Control
Program (NACP), Revised National Tuberculosis Control Program (RNTCP), and immunization
campaigns. The World Bank has been pivotal, offering concessional loans and driving health
system reforms through projects like the National Rural Health Mission (NRHM), later integrated
into the National Health Mission.

Global Health Initiatives. The Global Fund and GAVI have been critical for disease-specific
programs. The Global Fund has supported India's HIV/AIDS, TB, and malaria programs through
grants for medicines, diagnostics, and capacity building. GAVI has aided immunization efforts,
provided vaccines and strengthened infrastructure while introducing new vaccines in
collaboration with the Indian government.

Philanthropic Foundations. Philanthropic foundations like the Gates Foundation, Rockefeller
Foundation, and Wellcome Trust have addressed India's key health challenges, focusing on
maternal and child health, nutrition, and disease prevention. The Gates Foundation has been
instrumental in polio eradication and advancing digital health innovations.

Non-Governmental Organizations (NGOs) and Civil Society. NGOs like Médecins Sans Frontiéres,
CARE India, and PATH have implemented DAH programs, delivering healthcare in underserved
regions, scaling community health initiatives, and promoting health equity. NGOs serve as vital
links between donors and local communities, ensuring DAH benefits the most vulnerable
populations.

Public-Private Partnerships (PPPs). PPPs have become an important mechanism for leveraging

DAH in India, particularly in areas such as vaccine development, health infrastructure, and
pharmaceutical research. Initiatives like the India Health Fund launched in partnership with Tata
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Trusts and the Global Fund, aim to foster innovation in TB and malaria prevention and
treatment.

Innovative Financing Mechanisms

India introduced innovative financing mechanisms like impact bonds to channel DAH. The
Utkrisht DIB focuses on improving maternal and neonatal health by incentivizing private
healthcare providers to meet quality standards. This approach demonstrates how DAH can drive
solutions to persistent healthcare challenges by addressing risks governments may avoid.
Launched in Rajasthan, with high maternal and neonatal mortality rates, the DIB aims to enhance
care quality in private facilities. Despite government programs like Janani Suraksha Yojana and
Ayushman Bharat, gaps in private care persist due to limited regulatory oversight and
inconsistent adherence to standards like National Accreditation Board for Hospitals and
Healthcare Providers (NABH) and Manyata (The Government Outcomes Lab 2020).

The Utkrisht DIB was spearheaded by USAID, Merck for Mothers, UBS Optimus Foundation,
Population Services International, Palladium, and the Hindustan Latex Family Planning Promotion
Trust, combining public, private, and donor resources. It addressed gaps in traditional funding
and government schemes, focusing on quality assurance and mortality reduction in private
facilities. The DIB tied payments to measurable outcomes like facility certification readiness,
ensuring accountability and maximizing impact. It improved clinical practices and enabled
facilities to achieve NABH and Manyata certification, allowing them to access government
reimbursement schemes and insurance programs, fostering better access, financial
sustainability, and expanded patient coverage.

Similarly, the Skill Impact Bond (SIB), launched in 2021, Top of FormBottom of Formis the latest
addition to India's impact bond landscape by the National Skill Development Corporation (NSDC)
in collaboration with a multitude of partners (Invest India 2021). It emphasizes quality and
relevance of training to enhance job placements and retention for 50,000 beneficiaries, with
60% being women and girls, promoting long-term employment. This initiative advances Gender
Lens Investing, integrating gender considerations into business investments to drive better
economic, social, and environmental outcomes, mitigate risks, and foster opportunities for
gender-inclusive growth.

The Michael & Susan Dell Foundation and the NSDC have invested $4 million in the SIB, with four
outcome funders—Children’s Investment Fund, JSW Foundation, HSBC, and Dubai Cares—
committing $14.4 million. Managed by the British Asian Trust with support from USAID, FCDO,
and Dalberg Advisors, the SIB promotes accountability, efficiency, and scalable models beyond
government funding. By mid-2024, it had enrolled nearly 30,000 individuals across 18 states and
14 sectors, 74% of whom are women. The SIB ties funding to outcomes rather than activities,
aligning incentives among partners and maximizing impact, transforming India’s skilling and
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technical and vocational education and training ecosystem through private and philanthropic
collaboration (National Skill Development Corporation (NSDC) 2022).

Impact of DAH on India’s Health Outcomes and Health System

Supported by the Global Fund, USAID, the Gates Foundation, and the World Bank, DAH
contributed to the scaling up of ART, reducing new HIV infections by 37% from 2010 to 2020,
saving millions of lives through prevention and treatment programs. For instance, the Avahan
program, an HIV prevention initiative funded by the Gates Foundation, is one of the most
extensive examples of DAH focused on high-risk populations globally. Targeting six states across
India, Avahan received a funding commitment of $258 million between 2004 and 2009 (Vassall
2014). Avahan demonstrated significant success in reducing HIV transmission, further
demonstrating the utility of development assistance interventions in achieving public health
outcomes in resource-limited settings. Bottom of Form Furthermore, India's successful polio
eradication campaign was heavily supported by DAH through partnerships with WHO, UNICEF,
and the Gates Foundation (UNICEF 2024). Additionally, DAH facilitated the large-scale rollout of
Directly Observed Treatment, short-course directly observed treatment under the RNTCP. The
incidence of TB declined from 256 per 100,000 in 2005 to 193 per 100,000 in 2019.

The Global Financing Facility and GAVI provided funds to reduce maternal and child mortality
rates. DAH funding contributed significantly to reducing maternal mortality (from 398 in 1997-
1998 to 99 per 100,000 live births in 2020, an almost 70% decline) and under-five child mortality
(from 126 per 1,000 live births in 1990 to 32 in 2020) (Meh, et al. 2022) (Office of the Registrar
General and Census Commissioner 2020). Further, with development support from organizations
like GAVI and WHO, India’s Universal Immunization Program (UIP) is undergoing a transformative
digital shift, marked by the implementation of the U-WIN portal—a mobile app and centralized
information management system (GAVI 2024). Previously, with GAVI’s support, the Electronic
Vaccine Intelligence Network (eVIN) laid the foundation by digitizing cold chain monitoring and
vaccine stock management across the country. eVIN improved vaccine availability, reducing
stock-outs by 80% and enhancing distribution efficiency, resulting in an impressive return on
investment of 2.91.

DAH has improved health infrastructure, human resources, and service delivery, particularly in
rural and underserved areas. Programs like the National Rural Health Mission (NRHM) benefitted
from DAH inputs to strengthen health systems, expand primary healthcare, and improve service
quality. For example, the Uttar Pradesh Technical Support Unit (UP TSU), established in October
2013 with funding from the Gates Foundation, the University of Manitoba, and India Health
Action Trust, supported the Government of Uttar Pradesh in addressing health data gaps. The
assistance strategy focused on enhancing the availability and quality of Health Management
Information System (HMIS) data to support evidence-based decision-making and ultimately
created an integrated digital platform, the Uttar Pradesh HMIS (UP-HMIS) to capture essential
data, support decentralized decision-making, and consolidate data into a single portal.
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Strengths of DAH Implementation in India

Increased Funding for Public Health Programs

DAH has been instrumental in supplementing domestic resources and providing essential
funding for public health programs like polio, HIV/AIDS, and TB; bringing in international
expertise, financial resources, and technical support to bear on specific, high-impact health
challenges.

For instance, after the first AIDS case was reported in 1986, the Indian government responded
by establishing the National AIDS Control Program (NACP) under the Ministry of Health and
Family Welfare. In 1991, the program expanded its mandate to address critical areas, including
blood safety, prevention among high-risk populations, public awareness, and disease
surveillance. To streamline implementation, the National AIDS Control Organization (NACO) was
created, spearheading efforts to combat the epidemic nationally.

Recognizing the scale and complexity of India's HIV/AIDS challenge, USAID/India awarded a five-
year, $38 million cooperative agreement in May 2012 to the Public Health Foundation of India
(PHFI) for the HIV/AIDS Partnership: Impact Through Prevention, Private Sector, and Evidence-
Based Programming (PIPPSE) Project (USAID Office of Inspector General 2015). This development
assistance initiative aimed to reverse the HIV epidemic by enhancing institutional and human
capacity in prevention efforts and promoting private sector engagement through innovative,
evidence-based approaches. Another major source of development assistance for the NACP in
India was received from the World Bank, where the program was supported by an IDA Credit of
S84 million to address the growing HIV/AIDS epidemic in the country (The World Bank 2003).As
the first World Bank-financed HIV/AIDS project in India, and only the second of its kind globally,
the project aimed to contribute to the national effort to slow the spread of HIV through
preventive interventions and enhanced institutional capacity.

Donor funding has also been particularly valuable in scaling up interventions that require
substantial resources during their initial development. This early stage, often termed the
‘expensive curve,” typically demands a level of investment that many domestic resources cannot
cover alone necessitating external support (Singh, Scott and George 2021). Donors also play a
unique role in introducing innovations more swiftly than government processes allow, which can
save governmental resources and expedite deployment. For instance, existing literature shows
that many digital health initiatives struggle to move beyond the pilot phase without significant
donor funding, and risk stalling in the early stages, thus failing to capture government interest
for long-term adoption.
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Capacity Building, Knowledge Transfer, and Health System Strengthening

International assistance has strengthened India’s technical capacity, health infrastructure, and
institutional frameworks, including initiatives like the National Health Mission. Programs such as
the Global Polio Eradication Initiative enhanced surveillance and immunization, while WHO
supported workforce training. DAH funded laboratories, improved diagnostics, and advanced
research on endemic diseases. It introduced innovations in disease management, financing, and
technology, incorporating global best practices like vaccines, mobile health tools, and
surveillance systems. For instance, GAVI introduced pneumococcal and rotavirus vaccines into
the national immunization program.

A notable example is the Uttar Pradesh Technical Support Unit (UP TSU), funded by the Gates
Foundation, the University of Manitoba, and India Health Action Trust, to improve RMNCH.
Focused on 25 high-priority districts, it strengthened antenatal care, supported frontline
workers, improved institutional deliveries, and introduced mentorship programs. It also created
the Uttar Pradesh HMIS (UP-HMIS), consolidating data to support evidence-based decisions.

DAH-funded impact evaluations by organizations like 3ie have refined government programs,
assessing cost-effectiveness and sustainability. For example, evaluations of the Janani Suraksha
Yojana cash transfer program highlighted its success in boosting antenatal care visits but also
revealed administrative challenges (Gurley, et al. 2020) (Kochar, Sharma and & Sharma
2017).These insights helped the Ministry of Health improve program scalability with digital cash
transfers and monitoring systems, enhancing sustainability in rural and semi-urban areas.

Filling Gaps in Health Equity

Donor programs have addressed health inequities by targeting marginalized groups, particularly
in HIV/AIDS care and treatment. DAH expanded access in high-burden areas like southern and
northeastern India, focusing on vulnerable populations such as female sex workers, high-risk
men who have sex with men, transgender individuals, and injecting drug users. India’s first
HIV/AIDS program in 1986 laid the foundation for the National AIDS Control Organization (NACO)
in 1992. Later, donor-funded initiatives like the Gates Foundation’s Avahan supplemented
government efforts by pioneering innovative outreach and scaling interventions.

Avahan targeted high-risk populations in southern and northeastern states, which accounted for
83% of India’s estimated HIV cases in 2002. Over a decade, it achieved over 80% coverage in
intervention areas, significantly reducing HIV transmission (Chandrasekaran and Dallabetta
2008).Avahan’s success provided a model for scaling and sustaining interventions and informed
NACQO’s strategies, mainstreaming several approaches into the national HIV program.
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Weaknesses of DAH Implementation in India

Lack of State-Level Strategic Plans

The absence of state-specific strategic plans hinders the effectiveness of DAH programs.
Development assistance is most impactful when tailored to local health needs and specific
demographic, social, and economic contexts. Without these strategies, DAH often fails to
address regional differences in healthcare access, cultural practices, resource availability, and
administrative capacity, reducing its relevance and impact. Approval processes and adjustments
become time-intensive, as emerging challenges must be addressed without pre-identified goals,
further limiting efficiency.

Misalignment with National Health Priorities

Despite significant contributions, programs funded by DAH have tended to prioritize areas
aligned with donor preferences over India's national health objectives and goals, thereby
neglecting broader health system needs. India’s health policy framework, as articulated in the
National Health Policy 2017 and the Ayushman Bharat initiative, emphasizes UHC, health system
strengthening, and addressing the dual burden of communicable and non-communicable
diseases. While DAH has made significant contributions, particularly in addressing communicable
diseases, it has not always aligned with India’s evolving health needs. Key areas of misalignment
include the following.

Focus on Vertical Programs and Insufficient Support for Health System Strengthening

DAH continues to prioritize disease-specific, vertical programs that do not fully integrate into the
broader goal of UHC. This has led to a disproportionate focus on specific diseases or vertical
programs (such as HIV, tuberculosis, and malaria) at the expense of comprehensive health
system strengthening. Further, the National Health Policy 2017 also calls for strengthening
primary healthcare, which serves as the foundation for UHC. However, DAH has been largely
concentrated on secondary and tertiary care, with limited investment in primary healthcare
systems. India's health policy is moving towards UHC, requiring broader health systems support
rather than disease-specific funding. The reliance on vertical programs limits the ability to
address other pressing health challenges, such as NCDs, mental health, primary healthcare, and
health system resilience, which requires more comprehensive health interventions and
integration across levels of care, which DAH has not adequately addressed.
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Limited Impact on Overall Health System Strengthening

While DAH has contributed to certain health improvements, its overall impact on health system
strengthening in India is limited, particularly when considering its relatively small share of total
health expenditure, combined with its disproportionate emphasis on vertical, disease-specific
programs. As a result, India’s health system remains underfunded and fragmented. DAH
programs, particularly those driven by disease-specific funding, have led to fragmented service
delivery. Parallel health structures and reporting mechanisms are often established to meet
donor requirements, which can create inefficiencies and duplicate efforts (Walt, Spicer and Buse
2009). These vertical structures may not integrate well into the country’s broader health
systems, leading to challenges in achieving sustainable improvements (Hoffman and Cole 2018).

DAH has not sufficiently invested in social determinants of health. Programs addressing
malnutrition, for example, have received less attention from DAH than disease-specific
initiatives, despite their significant impact on population health.

Fragmentation of Stakeholders Involved in the Global Health Landscape

Fragmentation within the global health landscape continues to be a major issue, hindering the
effectiveness and efficiency of DAH, leading to duplication and inefficiency (WHO 2018).
Although there have been multiple attempts to consolidate the global health landscape to
address fragmentation in DAH; the Global Action Plan: Stronger Collaboration, Better

Health being the most recent one along with other efforts like the Development Assistance
Group—now the Development Assistance Committee in 1960 to coordinate aid efforts among
OECD member countries (WHO 2020) (N. A. Spicer 2020). Further, global health initiatives, such
as the Global Fund, are often highlighted as examples of strong coordination, leveraging the
collective resources, expertise, and innovation of multiple actors. However, these partnerships
are often criticized for maintaining vertical health programs and establishing parallel systems and
processes. Additionally, other efforts, such as Sector-Wide Approaches (1997), the "Three Ones"
principles (2004), the Health 8 Agencies (2007), the Grand Bargain (2016), and UHC2030 (2016),
similarly aimed to enhance coordination. Despite numerous efforts, fragmentation remains a
persistent issue in global health. Global health actors have struggled to harmonize their
approaches and have failed to align their efforts with the needs of LMICs.

Dependency and Sustainability Issues

Programs that heavily relied on external funding have faced challenges in maintaining service
delivery once donor funding diminishes. The sustainability of such programs without consistent
government financial support is a pressing concern. India’s reliance on external funding for
specific health programs such as HIV treatment and tuberculosis control has benefited greatly
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from international aid. However, the reduction or withdrawal of donor support raises concerns
about the sustainability of interventions once donor funding ends as such withdrawals can
disrupt services, especially if the government does not allocate sufficient domestic resources to
sustain these programs.

Limited Focus on Health System Governance and Accountability

While DAH has contributed to specific health outcomes, its focus on health system governance
has been limited. Donor programs often fail to address systemic governance issues, which are
critical for the long-term sustainability of health improvements. DAH implementation in India has
also been criticized for inefficiencies in resource allocation and use. Weak governance structures
in the health sector, including administrative delays, poor financial accountability, absence of
effective monitoring and evaluation frameworks, inadequate regulation, poor coordination
between stakeholders involved, and insufficient health information systems, have undermined
the efficiency and effectiveness of DAH. This hampers the efficient utilization of funds, limits the
impact of DAH on health outcomes, and impedes progress toward broader health goals.

Lessons for Other Countries

As described in the previous sections, India’s experience with DAH offers a mixed picture of
successes and challenges. These complexities highlight the dual nature of DAH's impact,
emphasizing both its contributions to health improvements and the challenges that arise from
dependency on external funding and fragmented service delivery. For other LMICs, the key
lessons from India’s DAH journey can be summarized as follows:

Tailoring DAH to National Priorities

A key lesson from India’s experience is the importance of aligning DAH with national health
priorities. It is critical for recipient countries to align DAH with their own national health
strategies, ensuring that externally funded programs address long-term sector-wide national
health needs and are integrated into broader health system reforms (Stierman, Ssengooba and
Bennett 2013).

This involves a deliberate effort by both donors and recipient countries to ensure that DAH
supports and complements the overarching national health strategies, such as UHC, while
addressing emerging health challenges like NCDs and mental health. A wide range of metrics,
including national income, individual poverty, governance, disease burden, and epidemiological
surroundings should be employed in the DAH allocation frameworks for increased impact on
health outcomes (Sterck O 2018).
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Focus on Health Systems Strengthening

DAH programs often focus on vertical initiatives targeting specific diseases, but without robust
horizontal systems, these programs risk being unsustainable in the long run as these often
function in isolation from national health systems; thereby introducing parallel systems and
processes (Buse and Walt 1996) (Spicer, Aleshkina and Biesma 2010). While disease-specific
programs have been successful, India’s experience also shows that sustainable health outcomes
require robust health systems. A balance must be struck between disease-specific interventions,
and health system strengthening for building a resilient healthcare infrastructure that can
address multiple health challenges, including both communicable and non-communicable
diseases.

Enabling Governments to Take on More Risk Through DAH

Another critical insight highlighted by India’s DAH experience is how it can empower
governments to take on more risk in implementing health system reforms and innovative health
programs. India’s experience highlights how DAH can provide governments with the fiscal and
operational space to take on calculated risks that would otherwise be unaffordable. For example,
the Avahan program funded by the Gates Foundation allowed India to scale HIV prevention
efforts rapidly and experiment with innovative service delivery models targeting high-risk
populations. The program’s phased transition to national ownership demonstrates how DAH can
support governments in piloting and institutionalizing initiatives that initially carry financial or
operational risks.

DAH can support governments in adopting novel financing mechanisms that might initially seem
precarious but promise long-term sustainability. For example, performance-based financing and
impact bonds—models that reward successful health outcomes rather than inputs—can be de-

risked by DAH contributions in the early stages.

DAH also has the potential to enable governments to mitigate systemic risks, including
governance deficiencies, infrastructure gaps, and workforce shortages, by embedding risk
management into broader health system strengthening efforts. Targeted DAH interventions like
the polio eradication campaign not only addressed an immediate health crisis but also
strengthened surveillance systems and immunization networks. These systems were later
repurposed for other public health priorities, such as routine immunization and the COVID-19
vaccination drive, showcasing how DAH can serve as a foundation for addressing future
challenges.
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Building Sustainability into DAH Programs

Developing sustainability frameworks is another critical factor in ensuring that DAH-supported
programs are integrated into domestic health systems. DAH should be used as a catalyst for
fostering domestic innovation in healthcare financing and service delivery, and clear transition
plans should be put into place for transitioning from DAH to domestic financing for maintaining
health outcomes post-donor withdrawal. The Avahan HIV prevention program in India, funded
by the Gates Foundation, demonstrates an excellent example of transitioning from donor
dependence through DAH to national ownership (Sgaier 2013).This lesson of transition may also
be particularly relevant for the sustainability of programs established outside government
systems. The program reached large-scale impact within three years, and recognizing the
importance of sustainability, the Foundation planned Avahan’s transition to the Government of
India early on, aiming to ensure long-term program scale-up and resilience for key populations at
risk. This comprehensive transition strategy—one of the first of its kind—set a precedent for
large-scale sustainability planning at both national and state levels.

Countries can plan for the sustainability of DAH-funded programs by gradually increasing
domestic financing and integrating these programs into the national health budget to avoid over-
reliance on external funding. This can involve building domestic resource mobilization capacity,
integrating DAH-funded programs into government budgets, investing in long-term capacity
building, and encouraging local ownership from the outset.

Enhancing Absorptive Capacity and Accountability

India's bureaucratic hurdles underline the importance of having strong governance structures
and efficient fund management mechanisms in place. Countries receiving DAH should focus on
building institutional capacity to enhance the absorptive capacity of national and state health
systems, which is vital for maximizing the impact of DAH. Accountability mechanisms, such as
transparent fund flows and regular audits, can help ensure that DAH achieves its intended
impact. Governance, human resource management, and fiscal oversight should be strengthened
to ensure that health departments can effectively utilize external funds. Further, reducing
bureaucratic hurdles, enhancing fund flow transparency, and streamlining governance
mechanisms are necessary steps to ensure that external funds are absorbed efficiently.

Promoting Coordination, Cooperation, Collaboration, and Cross-Learning

Effective coordination among stakeholders is crucial for integrating DAH-funded programs into
broader health systems, addressing fragmentation, and aligning efforts with the priorities of
LMICs. Streamlined collaboration enhances sustainability and ensures alignment with national
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strategies. Regional and South-South collaborations offer valuable opportunities for sharing best
practices. For instance, the USAID/India’s Health Office has focused on ensuring that successful
health solutions developed in India, can be adapted and implemented in other LMICs (USAID
2017). Operation ASHA, a TB treatment and technology initiative, is a prime example of a
successful health intervention in India that has been transferred internationally. Similarly, the
South-to-South HIV/AIDS project, led by SHARE-VHS, prepared Indian innovations for transfer to
Ghana, Nigeria, and Zambia, though limited funding and follow-up support hindered further
progress. These examples underscore the potential of DAH innovations to tackle global health
challenges while highlighting the need for sustained funding and logistical support to ensure
long-term success and adaptation in new settings.

Conclusion

India’s experience with DAH highlights its significant role in combating communicable diseases,
improving maternal and child health, and enhancing healthcare infrastructure, particularly in
underserved regions. Partnerships with entities like the Global Fund, World Bank, and Gates
Foundation have driven measurable progress in disease reduction, vaccination coverage, and
health indicators. However, DAH’s focus on vertical, disease-specific programs has led to
fragmented service delivery and insufficient attention to NCDs, constraining the development of
a cohesive healthcare system. Dependency on donor-driven priorities has sometimes misaligned
funding with India’s evolving needs, underscoring the necessity for transitioning to sustainable,
domestically funded initiatives. India’s journey offers vital lessons for LMICs in aligning DAH with
national priorities, strengthening health systems, and fostering coordination and South-South
collaboration. A comprehensive approach that integrates external support with domestic
strategies, ensures financial sustainability, and builds institutional capacity is crucial for achieving
universal health coverage, equity, and resilience.
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Development Assistance for Health in Viet Nam'?

Viet Nam: Then and now

Early 1990s

In 1990, life expectancy at birth in Viet Nam was 69 years and the under-five mortality rate was
51.6 per 1000 live births. The top risk factor for burden of disease (DALYs) was child and
maternal nutrition, and 41% of children under 5 were underweight. Infectious disease and
nutritional deficiencies predominated in the burden of disease. In 1993 Viet Nam reported over
1.1 million malaria patients, 2.7 million patients with active trachoma, 7.6 million simple goiter
cases, 813 thousand cases of cretinism due to iodine deficiency and 98.4 thousand TB patients. It
was estimated that in 1991 there were 120,000 leprosy patients with from 40,000-50,000
suffering from severe disabilities. From the first HIV case in 1990, total cases grew rapidly
reaching an estimated 100,000 people living with HIV and 3,600 annual deaths by 1999 (UNAIDS
data). Global estimates put TB incidence at 170,000 and deaths at 36,000 in 1990 (2013 Global
TB report). In 1991 some 29,000 pediatric cases and 651 deaths were reported with diseases
that could be prevented using vaccines.

Health service provision at the time was organized into various national target programs
dependent to some extent on external assistance. Immunization coverage in Viet Nam was
already high, with reported immunization rates over 85% for BCG, DPT, polio, measles and full
immunization due to support from UNICEF. Tetanus vaccination of pregnant women reached
22%. Disparities began to appear with much lower access to these services in more remote
regions. Efforts were made to boost knowledge and access to services for maternal and child
conditions, with support from UNICEF and bilateral aid from Belgium.

Government health service providers predominated in 1990, since prohibitions on private health
sector provision had only been loosened starting in 1987. In 1990, there were 4.4 doctors and
0.9 pharmacists (with university level training) per 10,000 people. In 1992, Viet Nam had 27
central hospitals and institutes, 198 provincial hospitals and 61 sectoral hospitals (comprising
military, army, and industrial sectors). Viet Nam’s grassroots health system had wide geographic
coverage with 515 district hospitals serving 560 districts and 9,205 commune health stations
providing primary healthcare services to 9,986 communes, wards and district capitals.

12 We are very grateful to Professor Sarah Bales for contributing the Viet Nam case for this assessment.
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The health budget was managed by the
Central Ministry of Health and
amounted to 4% of the overall state
budget. Some 42% of the state health UNDP 1%
budget was for curative care services,
21% for preventive services, 23% for
training, but the spending level was

1%
very low. In 1990, total health budget
per capita was US$1.17, which includes
international aid accounting for 24%.

(MOH 1990 health statistics yearbook).
Key donors at the time reflected the
impact of the US economic sanctions
and the priorities for family planning,
malnutrition and vaccination and aid
consisted mostly of commodities (83%
of the total).

Figure A6.1: DAH to Viet Nam in 1990

IPPF- 1990 DAH wrp

1%

Source: 1990 MOH health statistics yearbook page. 24. Note:
Early 2020s INGO=international non-government organization;
SIDA=Swedish International Development Agency; UNICEF=UN
Children’s Fund; UNFPA=UN Population Fund; WHO=World
After thirty years of health Health Organization; UNDP=UN Development Program;

development, Viet Nam’s health system
has truly been transformed. Viet Nam’s economic growth has remained high, and the country
graduated to lower middle-income status in 2011. Population growth slowed considerably as the
total fertility rate fell to below replacement level starting in 1999 and mortality has declined
rapidly. Viet Nam is now considered one of the most rapidly aging countries in the world, with
one person aged 65 and older for every nine younger people in 2024, and the ratio forecast to
be one in five by 2050 (Viet Nam News 2024). The poverty rate fell to only 1% in 2022 ($2.15 per
day) and monthly GNI per capita reached $1,182 in current international dollars (The World Bank
2024).

Life expectancy has gradually increased to 74.6 years (The World Bank 2024) and the under-five
mortality rate fell to 20.3 per 1,000 live births. The top risk factors for burden of disease in 2021
(measured in DALYS) are high blood pressure, high fasting plasma glucose, tobacco use and air
pollution, while maternal and child nutrition is now ranked as the 8" most important risk factor.
By 2020, only 11.6% of children under five were underweight, but the proportion overweight
increased to 8%. Consistent estimates of current smoking prevalence find a decline in male
smoking prevalence from 47.7% in 2010 to 41.1% in 2020 and among females from 1.4 to 0.6%,
however this amounts to 15 million people at risk of harm from tobacco use (Vu, Bui and Shelley
2024).
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By 2021, cardiovascular disease and neoplasms had jumped to be the top two causes of burden
of disease. Respiratory disorders and tuberculosis remain the third top cause of burden of
disease, but total DALYs from this cause have dropped by half. Maternal and neonatal disorders,
other infectious diseases and enteric infections have dropped out of the top 10.

Viet Nam has made remarkable progress towards elimination or reduction of infectious diseases
and nutritional disorders. Immunization coverage in Viet Nam remains high with an estimated
96.8% full immunization rate. In 2023, Viet Nam reported just 373 malaria cases and has had no
malaria deaths since 2019 (WHO 2024). In 2024, WHO officially validated Viet Nam’s elimination
of trachoma as a public health problem (USAID 2024). In 1993 Viet Nam scaled up a Vitamin A
program nationwide and by 1994 had already met WHO criteria to eliminate xerophthalmia as a
significant public health problem in preschool children (Khoi, et al. 2001). By 2005, Viet Nam had
met national goals for elimination of iodine deficiency disorder with the goiter rate in school
aged children falling to 3.5% and household utilization of iodized salt achieving 93% (Codling, et
al. 2015).

HIV incidence increased rapidly from 1990, peaking in 2003 at 21,000 new cases then declining
to an estimated 6,100 new cases in 2023 (UNAIDS 2024). An estimated quarter million adults
and 3,900 children are currently living with HIV and 68% of these are using ART. Tuberculosis
incidence has been declining steadily, but in 2023 there were still an estimated 182,000 new
cases and 13,000 deaths (of which 18% were HIV-TB co-infection cases) (WHO 2024). Total
incidence of vaccine preventable diseases in children had declined to less than 14,000 cases
(including newly introduced vaccines not available in 1990), with just 45 deaths.

Health service provision has been transformed. By 2020, many of the vertical disease programs
no longer received dedicated funding from the state budget, although some still received
international donor funding. These services became routine activities of national specialist
hospitals with activities integrated into local health services. Family planning was no longer a
priority, with activities shifting towards population quality and aging. Most provinces now have
specialized obstetric and pediatric hospitals, and most deliveries are now in hospitals. Attention
has shifted towards improving breast feeding practices, detection and treatment of congenital
conditions and reducing mortality from obstetric complications. Efforts have also focused on
improving reproductive health services for ethnic minority women and people living in remote
and disadvantaged areas.

Government health service providers still dominate the sector. Out of 1,400 reported acute care
hospitals, 16% were in the private sector, accounting for just 7% of all inpatient beds. The
country still has 23 leprosaria, mainly housing the patients who have physical disabilities due to
the disease. In 2020, Viet Nam’s grassroots health system included 11,100 commune health
stations serving 11,162 commune-level units and 712 district hospitals serving 713 district-level
units. Primary care services are now provided by a diverse set of government grassroots level
facilities, private, workplace and school clinics.

188



Center for Healthy Development CHD DAH Global Assessment 2025

Viet Nam undertook decentralization of the state budget, so the Ministry of Health no longer
controls health spending. NHA data for 2022 indicate that government health spending
accounted for 11% of general government expenditure. External assistance only accounted for
just 2% of current health spending (2022 GHED results). Current health expenditure per capita in
Viet Nam in 2022 reached $189.

What role did DAH play in this transformation?

DAH Phase 1: Disease or intervention specific assistance

During the early period after Doi Moi, Viet Nam faced severe deprivation in even basic inputs to
healthcare. The UN agencies and various bilateral donors and international NGOs focused on
supporting Viet Nam’s vertical programs including expanded program on immunization, goiter
control, leprosy, tuberculosis, malaria, trachoma, xerophthalmia based on models of such
programs that were in existence in other low-income countries and following the PHC model
promoted at Alma Ata in 1978. The Ministry of Health had power over budget allocations and
planning for the whole country and was able to utilize these resources effectively for national
priorities, and to report on progress in resolving or reducing the related health problems. Efforts
were made to ensure sustainability, for example, through development of local vaccine research
and production capability and factories iodizing salt and through information campaigns to the
population, usually organized through the commune health stations. DAH during this phase was
focused on public health programs that could yield rapid gains to population health with simple
interventions implemented on a broad scale.

Some DAH is still targeted towards disease-specific programs. The tuberculosis and HIV/AIDS
programs are mostly funded by domestic sources, including health insurance payment for
treatment, but some DAH is still provided, mostly for health systems strengthening from USAID
and the Global Fund. Small amounts of DAH continue to bring attention to new or neglected
health problems amenable to public health, prevention or primary health care interventions,
such as cervical cancer (UNFPA), diabetes and hypertension (WHO, Resolve to Save Lives).
However, the era of national target programs was phased out starting 2020 as the Government
decided to eliminate central level funding for these programs and assigned responsibility for
them to the provinces, in line with national policy on decentralized public finance. New DAH in
these areas is focused more on policy than on funding the means to provide services.

DAH Phase 2: Investments in infrastructure and training

Although some Friendship hospitals were set up through NGOs and bilateral assistance, it wasn’t
until the 1990s that the World Bank, Asian Development Bank and a few other donors began
investing in large-scale healthcare infrastructure development. These projects accounted for a
high share of the DAH in these years. Projects in this category included water supply, sanitation
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facilities in urban areas, grassroots-level health service provider buildings and equipment and
some investments in hospitals. Most of the funding for these projects was for construction and
equipment. Hard fixed investments were preferred by lenders because those types of
investments are the only kind that can spend the multiple millions of dollars they wanted to
lend. Government also seemed to prefer that these loans be used for physical infrastructure
rather than for soft components like policy or training and later institutionalized this policy in
ODA regulations. Donors were able to mobilize complementary funding from grant sources to
pay for soft interventions that complemented the fixed infrastructure investments, such as
training, or evidence-building for policymaking.

Implicit in these infrastructure investments is the requirement that the maintenance and
payment for recurrent costs be covered through domestic financing mechanisms. Viet Nam’s
introduction of user fees in 1992 and social health insurance in the same year and a policy
prioritizing state budget funding for preventive medicine and public health contributed to
meeting this requirement, although out-of-pocket spending remains high.

The policy of financial autonomy and social mobilization during this era meant that private
domestic funding sources were increasingly used for investment in equipment, which could be
used to provide services that boosted revenues. Donor funding to meet these needs was
becoming less and less important, although Japan and Korea did continue to invest in hospital
equipment in some major hospitals.

DAH for health worker training has included both loan projects and many smaller projects from
many entities. The World Bank Health Professional Education and Training project focused on
boosting the quality and standards of health professional education through a loan project.
Recent ADB and World Bank loan projects for the grassroots level also included training
components through complementary grants, such as from Global Financing Facility. Much of the
assistance for health worker training comes from smaller scale projects between individual
universities or hospitals in different countries and Viet Namese hospitals or medical schools.

This phase of Viet Nam’s DAH is ending, as there is little interest on the government side to
borrow for the health sector and because the private sector is gradually expanding both
investments in hospitals and medical education, such as VinUniversity and Phenikaa medical
schools. PHC facilities are the responsibility of the provinces and different models are being
developed for how to organize PHC services, mainly through hospital or private provision as the
commune health stations are becoming somewhat obsolete in many areas.

DAH Phase 3: Support to build evidence and advocate for policy changes
Although DAH has always provided support for policymaking, this has become the dominant way

in which DAH influences Viet Nam’s health sector and the health status of the population at the
present time.
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Since the 1960s the Swedish people and later the Swedish International Development Authority-
funded health activities in Viet Nam. The Health Support project covered diverse areas of health
system strengthening including accident and injury prevention, drug quality assurance and food
safety, among other areas. A long-term Swedish advisor worked with the Ministry of Health to
develop policies with an equity lens and concern about socio-economic determinants of health.
The European Union, USAID, JICA, KOICA, and Germany have all had projects that focus on
various aspects of institution-building, including health financing, regulatory functions, and
training.

The UN, development banks and other multi-lateral agencies continue to work on diverse areas
of health system development, such as anti-microbial resistance, pandemic control, zoonotic
disease, development of surgical checklists, NCD screening models, clinical protocols, vaccine
safety. This support helps Viet Nam to raise itself to international standards of healthcare quality.
Perhaps the most impactful of all DAH interventions on health of the Viet Namese population is
support provided to develop interventions to help Viet Nam put in place powerful public health
measures. These include introducing helmet use for motorcycle riders, shifting to unleaded
gasoline, alcohol and tobacco control policies, clean water and sanitation infrastructure and
significant capacity for vaccine development, production and implementation.

Year Activity
Tobacco control
2012 Tobacco control law
2016 Tobacco tax increased to 70%
2019 Tobacco tax increased to 75%
2025 Ban on e-cigarettes and vaping
Alcohol law and road safety
2007 Mandatory helmets use when riding motorbike
2019 Alcohol law (I0GT...)
2024 Stricter enforcement of zero alcohol while driving law
Other public health programs
2000 Switch to unleaded gasoline
Immunizations
1981 EPl introduced in Viet Nam (diphtheria, tetanus, pertussis,
poliomyelitis, measles, and tuberculosis) (UNICEF, WHO, GAVI)
1985 EPl became national target program with central budget funding
1997 EPl added hepatitis B
2007 EPl added Japanese encephalitis
2010 EPl added Hemophilus Influenzae
2014 EPl added Rubella
2021 Covid-19 vaccine approved for use in Viet Nam
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1978 IVAC established, supported by WHO, UNICEF and later commercial
vaccine manufacturers from overseas

1994 Polyvac established

2001 Vabiotech established

Water and sanitation projects

1985-2001; 2017-2020 | Finland water projects

2011 ADB starts funding water supply projects in Viet Nam

1959 Japan’s first water supply/sanitation project in Viet Nam, continues
to present with greater focus on sanitation projects

Food safety law
2010 Viet Nam’s Food Safety Law
2024 Food safety management system (Korean aid)

All these projects had substantial technical assistance, advocacy work and in some cases financial
support from international parties. Engagement by local authorities and mobilization of local
advocates has also been crucial to success of these projects.

In some cases, the policies were set up so that an economic interest would benefit from the
measures, which led to self-sustaining action. This is the case for EPI vaccine development, with
Viet Nam’s 4 companies developing, producing and sometimes also administering vaccines.

In other cases, the project created a public utility that could then collect funds from users to pay
back loans and sustain activity.

The most complicated are the policy areas where there are substantial interests against public
health, such as the tobacco industry, food industry and alcohol industry. International entities
have played an extremely important role in organizing to promote public health policies to
control these risk factors.

Action on tobacco control began with some early studies funded by University of California San
Francisco. A nascent tobacco control community began to develop with support from WHO, the
University of Chicago, and the Campaign for Tobacco Free Kids, all funded by Bloomberg
Philanthropies. National counterparts included a team from Viet Nam Commercial University,
Health Strategy and Policy Institute, Hanoi University of Public Health, The Union, HealthBridge
Canada, Depocen, Viet Nam Health Economics Association.

Initial advocacy focused on measuring tobacco use, educating about the harm of tobacco use
and the need to reduce it for the people’s health, assessing potential impact of continued
smoking and potential impact of tax increases and other measures to reduce smoking. A
substantial evidence base was developed in Viet Nam that was then used to advocate to the
National Assembly about the first Tobacco Control Law, which included also substantial increases
to tobacco taxes along with other strong measures using the MPOWER recommendations of
WHO.
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The Ministry of Health took the lead on tobacco control from the Government side, but they
relied heavily on the international and national tobacco control community. Weaknesses in the
existing policy were identified including that the tax accounted for only a small share of retail
price, far below the WHO recommendation. Studies on the health costs of smoking showed a
huge societal cost. In addition, the tobacco industry, both domestic and international, has
become more sophisticated in countering the tobacco control community. Another new
challenge was the introduction of bridging products that were getting young people hooked on
nicotine, with no regulations.

The international tobacco control community immediately began working with the Ministry of
Health and raised awareness of the gap in regulatory responsibility for new tobacco products.
Within a very short time, the Government assigned responsibility to the Ministry of Health, and a
policy was put in place to ban e-cigarettes and vaping immediately starting 1 January 2025.

The policy window of the revisions to the Excise Tax Law opened, and the tobacco control
community mobilized for updating and expanding the research studies, with international
financial and technical support. After a first round of discussions with the National Assembly, the
tobacco control community realized that the tobacco industry has been targeting specific
assembly members with misleading information. Immediately the Campaign for Tobacco Free
Kids gathered with WHO, HealthBridge and others to determine what the strategy should be to
counter the industry’s arguments and communicate in an effective way to the mass media and
National Assembly to maintain pressure for a meaningful increase in the tax.

Similar stories exist for alcohol, unleaded gasoline, elimination of coal for cooking fuel, etc.
Multi-lateral, bilateral and NGOs with deep expertise in each of these areas have supported Viet
Namese academics and policymakers to deeply understand the issues, the counterarguments to
controls, have exposed them to international experience of other countries implementing
effective solutions and have made substantial progress towards eliminating many of these health
risk factors. None of the issues is completely resolved, so a crucial step has been to develop
national expertise to understand and advocate for these policy designs and enforcement plans.
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Endnotes

"Measured as the number of Disability Adjusted Years of Life (DALYs) lost to diseases and injuries.
T THE was $9.2 trillion in 2019. IHME Financing Global Health 2023.

i CHD estimates based on IHME “Financing Global Health” data and Statista and Newzoo data
2021.

V' Measured as the number of Disability Adjusted Years of Life (DALYs) lost to diseases and injuries.
¥ CHD estimates based on IHME Financing Global Health data 2023.

VI CHD estimates based on IHME “Financing Global Health” data and Statista and Newzoo data
2021.

ViThe OECD CRS DAC database is a key source of detailed information on development aid flows.
It tracks official development assistance, categorizing expenditures by sector, including health.
IHME leverages the OECD CRS DAC database in full to standardize and model its DAH estimates.
By incorporating OECD data plus inputs from financial statements, tax records, and
correspondence from other organizations, IHME aims to be both more comprehensive and more
accurate in its DAH financial flows data.

Vil The authors are very grateful to the OECD-DAC, IHME, and WHO financing and administration
teams for their very collaborative and generous engagement with the assessment team to clarify
and reconcile data issues when they appeared.

* Not all reported DAH disbursements necessarily translate into cashflows to recipient countries.
Disbursements are used by DAH channels for the channel’s own administrative expenditures
(around 13% of all DAH in 2019) and can be used by the channel itself and are thus classified as
unallocated DAH. Disbursements are also used to procure goods and services either directly by
the channel or through a contracted intermediary, which then transfers the funding as in-kind
goods and services to countries. In addition, part of these disbursements are actual financial flows
to the recipient country. While funds may be transferred to an entity but remain unspent for some
time, this is uncommon.

*Reported country-allocated DAH disbursements, and even DAH expenditures, do not necessarily
indicate that the funds were spent at or from the country level. The country-level classification
means only that disbursements were allocated for purposes directly related to the country. The
funds could still have been spent outside the country and transferred as in-kind DAH (e.g.,
assistance, supplies). In this report, we differentiate between country-allocated DAH
disbursements (i.e., the purpose is associated with a specific country but not necessarily spent
there) and country-level DAH expenditures.

X' There is no conclusive evidence primarily because government-implemented DAH has seldom
been evaluated, not because there is a large body of evidence showing the impact of either type
of DAH.

XiThe authors had a very collaborative and helpful dialogue with WHO’s GHED team and the OECD-
DAC team to discuss and review the data. However, we were unable to fully resolve the
discrepancies at the time of publication. We chose, for the time being, to use OECD-DAC and IHME
DAH expenditure data for the analysis and continue the technical dialogue with WHO, OECD-DAC,
and IHME to clarify and perhaps converge in the future on agreed methodologies and terminology.
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Although we chose the OECD-DAC and IHME approach as it represent the overall approach of this
assessment, readers may want to review WHOQO’s approach to DAH expenditure reporting to fully
understand the differences.

Xii preventable is calculated based on total DALYs adjusted assuming on-the-ground 90%
intervention effectiveness for TB, HIV/AIDS, COVID-19, and RMNCH prevention and treatment;
60% for Malaria; 50% for injuries, and 50% average for all NCDs, and 70% for all other.

XV The 17 selected channels are: China International Development Cooperation Agency (CIDCA),
European Commission, Gates Foundation, GAVI, Germany GiZ, Global Fund, IADB, Japan
International Cooperation Agency (JICA), PEPFAR, UKAID, UNAIDS, UNFPA, UNICEF, UNITAID,
USAID, WHO, World Bank.

* The 57 selected countries are: Afghanistan, Angola, Armenia, Azerbaijan, Bangladesh, Benin,
Botswana, Burkina Faso, Cambodia, Cameroon, Central African Republic, Chad, China, DRC, El
Salvador, Eritrea, Ethiopia, Georgia, Ghana, Guinea, Guinea-Bissau, India, Indonesia, Kenya,
Kyrgyzstan, Laos, Lesotho, Liberia, Madagascar, Malawi, Mali, Mauritania, Moldova, Mongolia,
Mozambique, Myanmar, Nepal, Niger, Nigeria, Pakistan, Papua New Guinea, Rwanda, Senegal,
Sierra Leone, South Africa, Sudan, Tajikistan, Tanzania, Togo, Turkmenistan, Uganda, Ukraine,
Uzbekistan, Viet Nam, Yemen, Zambia, Zimbabwe.

i Weighted average of the fully achieved or mostly achieved objective score according to the
number of publications for each of the channels.

wit\Weighted average, by number of evaluations and assessments

xviii In contrast to moderately satisfactory, moderately unsatisfactory, unsatisfactory, or highly
unsatisfactory.

X*Williamson (2008) includes all countries in the dataset, but the resulting observations indicate
that depending on the model, between 50 and 125 countries account for the results because
countries without DAH are automatically excluded from the statistical calculations.

*USAID’s investment in the Demographic Health Surveys (DHS), beginning in the 1970s, may have
been one of the most cost-effective and powerful data investments made. USAID’s investment in
the DHS was terminated on February 25, 2025. While focused on providing data for reproductive
health programs, the standardized and high-quality DHS questionnaires and quality processes
generated information which has been subsequently used for studying income inequality, social
services, and macroeconomic studies (Corsi, Daniel J., Melissa Neuman, Jocelyn E. Finlay, and S. V.
Subramanian. "Demographic and health surveys: a profile." International journal of epidemiology
41, no. 6 (2012): 1602-1613.

I This used the World Bank’s classification.

il Mishra & Newhouse used a dichotomous variable for war based on data from Heidelberg
Institute for International Conflict Research and the World Bank. We were unable to obtain a
comparable variable, in part because the definition of “war” in the Heidelberg Institute file is not
dichotomous and has four categories: interstate, intrastate, substate, and trans-state. In future
work, we think it would be useful to include such a variable, but the choice depends on why and
how war would affect population health and affect the impact of DAH.

il The guthors thank Mead Over for pointing out this aspect of the analysis. (See Appendix D for
calculations).
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XV The coefficient for 2000 to 2010 is -0.031 and for the 2010 and 2019 period, the coefficient is
-0.036. Though these effects are statistically distinguishable from the 1990s, the difference
between the two coefficients in the post-2000 era is not statistically significant.

¥ Traditionally, GNI classifications (low, middle, or high income) have shaped health financing
policies, affecting countries' eligibility for concessional financing. However, these classifications do
not accurately represent many countries’ health needs or financial capacity, especially as many
low-middle-income countries now bear significant disease burdens and home to over 75% of the
global poor.

I THE was $9.2 trillion in 2019. IHME Financing Global Health 2023.

il CHD estimates based on IHME “Financing Global Health” data and Statista and Newzoo data
2021.

il THE was $9.2 trillion in 2019. IHME Financing Global Health 2023.

XX CHD estimates based on IHME “Financing Global Health” data and Statista and Newzoo data
2021.
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