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Abstract

This paper examines the extent to which poverty alleviation through support
for basic social services has become part of the official development assistance
(ODA) strategy of donors. It finds an alarming gap between the rhetoric of
poverty reduction on the one hand, and the size and characterstics of ODA on
the other. 

Donors agree that the universal provision of such services as education,
health care, water and sanitation must be part of strategies for poverty allevia-
tion. In addition, the international community has agreed a number of Inter-
national Development Targets (IDTs) to be reached by 2015. These include
halving the proportion of people living in extreme poverty and ensuring uni-
versal primary education. All IDTs are linked, directly or indirectly, to the pro-
vision of basic social services for every child. The cost of giving every child
access to such services is estimated at around $70-80 billion per year and many
countries will need additional ODA (and public spending) to reach their goals.

The paper outlines the institutional response of donor governments to the
IDTs, analyses trends in overall ODA and in ODA targeted at basic social ser-
vices. It examines the sectoral composition of aid to basic services, as well as
qualitative issues and new developments in policies related to these sectors.

The paper calls for the removal of barriers to new exports from develop-
ing to industrialized countries. Such barriers, together with agricultural subsi-
dies, cost developing countries more in lost export opportunities than the near-
ly $50 billion that they receive in ODA each year. The paper finds an urgent
need for consistency between aid policy and other policies. Without ensuring
coherence between the domestic and aid policies of industrialized countries,
poverty reduction may remain a mirage.

Introduction
Within the last decade, governments of donors and developing countries have
committed themselves to universalizing access to basic social services: basic
health, basic education, water and sanitation, and reproductive health. The
bulk of the resources for this task will come from the national budgets of
developing countries.1 However, the scale of the resources makes the task
daunting for most of the low-income countries without additional official
development assistance (ODA) for basic services.2 We estimate the cost of uni-
versalising access to basic social services as approximately $70-80 billion per

6a bozza – 21-06-2001

1 Elsewhere we examine the level, the equity and the efficiency of public spending on basic services. Total
ODA to basic services amounts to barely $5 billion per annum, while developing countries may current-
ly be spending about $136 billion of their own resources on basic services. For a book-length discussion
of the issues, see Mehrotra and Delamonica (forthcoming). For a briefer paper, see Mehrotra et al. (2000).
2 To be defined as ODA, the grant element of flows must exceed 25 per cent
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annum for all developing countries, with the largest needs for additional exter-
nal resources to be found in Sub-Saharan Africa and South Asia. In the past,
a large part of ODA has been directed to provide external technical expertise
at rather high cost, and capital goods. Relatively little budget support for
developing countries is available for meeting the large recurrent costs of capi-
tal investments often undertaken with bilateral or multilateral support. ODA
can now play a significant, though limited, role in helping make a transition
in many low-income countries in the area of basic social services (BSS) to a
different budget situation. Having played this transitional role – especially at
a time when the burden of external debt servicing is unsustainably high for
around 40 Heavily Indebted Poor Countries (HIPC) – the role of ODA can
diminish in the future. 

Since basic social services are heavily labour-intensive, the local cost com-
ponent in each of the sub-sectors comprising what we call BSS is rather high.
This is a major explanation for the relatively low priority accorded to such ser-
vices in ODA in the past. Some have argued that aid for BSS is not a very good
method of financing basic health and basic education. Several reasons have
been given (Burgess, 1997). It is not a stable source of finance, as the flow may
fluctuate wildly depending upon the political vagaries of Western donors. Also,
resources will not increase in line with economic and population growth. In
other words, ODA for BSS fails to satisfy the criteria of stability and bouyan-
cy, which is not helpful for sectors where the costs are mostly recurrent.3 How-
ever, the HIPC countries are so squeezed fiscally that there is little likelihood
of an improvement in the extent of access to basic services without additional
ODA. In addition, the needs of the low-income countries with large gaps in
access will also require additional ODA.

In recent years donors themselves have been keen to allocate resources to
objectives that alleviate poverty. All donors agree that universal provision of
basic social services is an integral part of a strategy of donor support for pover-
ty alleviation (OECD, 1996). However, so far there has been almost no exter-
nal analysis of the relationship between ODA trends and the International
Development Targets (IDTs) agreed by the international community. This
paper addresses the degree to which the objective of poverty alleviation through
financing of BSS has become an integral part of the development assistance
strategy of major bilateral and multilateral donors.

We argue that world summits and global goal setting have had little or no
impact on the level and distribution of aid. In this sense the reality of the fol-
low-through in terms of official development assistance has not been com-
mensurate with the rhetoric of international goal-setting. Moreover, tariffs and
non-tariff barriers imposed by high-income countries, together with agricul-

2

3 For instance, one could argue that aid may be more effective in financing large capital (and foreign
exchange)-intensive projects at the tertiary level (e.g. universities, hospitals), where initial costs and tech-
nical requirements are higher and professional lessons similar (Burgess, 1997). 



tural subsidies, cost developing countries much more in lost export opportuni-
ties than the nearly US$50 billion that they receive in ODA each year.

In Section One we spell out the IDTs and the donor governments’ insti-
tutional response to them. Section Two examines the statistical information
from donor sources, and then from recipient sources, on ODA to BSS. We
look at trends in total ODA and ODA to BSS – both bilateral as well as mul-
tilateral. We then go on to examine the sectoral composition of ODA to basic
services. This is done using both data from donor sources and from recipients
sources. In Section Three the paper examines issues of a more qualitative
nature in relation to the main social basic services: education (including basic
education), health (including basic and reproductive health) and water and
sanitation and new developments in aid policy in relation to these sectors. Sec-
tions Two and Three draw primarily on data from two sources: first, the donor
data that has been available from OECD’s Development Assistance Commit-
tee since 1994 in relation to basic health and basic education – which were the
two missing areas of relevance to the IDTs; second, the Development Coop-
eration Reports – the annual publications of UNDP in each country, for
information from the recipients on the aid received. Since 1990 the classific-
tion system used in the latter publications allows us to disaggregate aid by level
of service (basic vs. non-basic). Section Four addresses the modality of aid to
social services – project aid versus the more recent sectoral approach – and
examines some evidence on the latter.

In Section Five, the paper briefly addresses the industrialized country poli-
cies that can have a significant impact on poverty reduction in developing
countries. Agricultural, trade, investment and other policies of OECD coun-
tries can affect the ability of developing countries to capitalise on the opportu-
nities afforded by globalisation, and increase the risks associated with increas-
ing international economic integration. However, as we shall see, despite some
positive steps taken at OECD level, only a small minority of donor develop-
ment agencies and their governments have taken concrete steps to ensure that
their domestic policies and their positions on international policies are consis-
tent with poverty reduction. 

1. Aid Policies and Poverty Reduction
OECD’s Development Assistance Committee (DAC) committed itself in 1996
to the development goals outlined at earlier United Nations conferences.4 The
goals (henceforth the International Development Targets, or IDTs) are:
● halving of the proportion of people living in extreme poverty by 2015; 

3
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4 The goals were stated in OECD DAC, Shaping the 21st Century: the contribution of development co-oper-
ation, Paris, 1996.
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● universal primary education in all countries by 2015;
● elimination of gender disparities in primary and secondary education by 2005; 
● reduction in under-5 mortality by two-thirds of the 1990 level by 2015;
● reduction of maternal mortality by three-fourths during the same period;
● access through the primary health care (PHC) system to reproductive health

services by 2015;
● national strategies to reverse current trends in the loss of environmental

resources by 2005 and a reversal of these trends by 2015. 
Clearly all of these IDTs (with the exception of the first and last) relate to

the provision of basic social services.
Ever since the World Development Report of 1990 emphasised the role of

the social sectors as a means of alleviating poverty, bilateral donors have includ-
ed investment in the social sectors – particularly basic social services – as an
important element in their strategy for poverty reduction. For several agencies
this implies a commitment to the target of the 20/20 Initiative, which proposes
that 20 per cent of ODA, and 20 per cent of developing countries’ public spend-
ing, be allocated to BSS.5 In reality, however, while agencies may be unsure about
issues of redistribution of income and assets, an improved distribution of human
capital is an area that they tend to support (OECD DAC, 1999).

Given that DAC members have committed themselves to the goals of
Shaping the 21st Century, the question is to what extent donor governments are
prepared to implement the IDTs. An OECD DAC Scoping Study (1999)
reports that development agencies have decided formally that poverty reduc-
tion is either their sole over-arching goal6 or one of a small number of main
goals.7 (Only for France, Portugal and the USA is poverty-reduction not an
overarching goal.) For the IMF, poverty-reduction is a goal in poor countries,
hence the change of the Economic Stabilisation and Adjustment Facility to the
Poverty Reduction and Growth Facility. The same study, however, also notes
that developing country stakeholders, academics and practitioners often con-
test the legitimacy of attempts to equate relatively broad objectives with con-
crete benefits to the poor. In fact, the absence of operationally relevant guid-
ance for poverty reduction is a major weakness of most of the development
agencies.8 In addition, mainstreaming poverty issues in agency policies is also
precluded by the virtual absence of training for agency staff on poverty reduc-
tion (except in the European Community (EC), Germany, Sweden, UK,

5 The 20/20 Initiative found a place in the Programme of Action of the World Summit for Social Devel-
opment (Copenhagen, March 1995). 
6 Australia, Canada, Denmark, Ireland, Luxembourg, Netherlands, Norway, Spain, Sweden, UK, UNDP,
World Bank.
7 Austria, Belgium, EC, Finland, Germany, Italy, Japan, New Zealand, and Switzerland.
8 Only Denmark, Germany (BMZ), Sweden, UNDP, and the World Bank have operational guidelines.
There is some general, awareness-raising guidance given in Australia, Canada, a part of EC, Finland, IMF,
Ireland, Japan, Netherlands, Switzerland, UK and USAID. The rest - Austria, Belgium, EC DG IB,
France, Italy, Norway, Portugal and Spain - have no guidelines.

4
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9 While all member states have signed on to the goals of Shaping the 21st Century, within the agencies there
is a ‘permissive’ rather than ‘directive’ culture on poverty reduction, with great discretion available with
country directors and programme managers. In other words, the incentive system for staff in bilateral agen-
cies is neutral in respect of poverty-reduction. Where diplomatic personnel play a major role within the
agencies, the promotion and appraisal systems are not likely to necessarily reward reaching the poor.
10 Of course, donors did begin speaking more about poverty alleviation as a goal, but just as donor resolve
on poverty reduction increased, ODA declined. This decline occurred partly because the number of actu-
al recipients of development assistance increased considerably in Eastern Europe and the former Soviet
Union. It should be noted though that loans/grants to the transition countries are not counted by OECD
DAC as ODA. Early in the 1990s donors cited their own fiscal deficits as a reason for the decline; but
ODA did not increase even when fiscal deficits fell in DAC countries from 4.3 per cent in 1993 to 1.3 per
cent in 1997 (World Bank, 2000).

Fig.1: Official Development Assistance (% of combined GNP)
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UNDP, and the World Bank).9 There is, however, the World Bank’s Poverty
Reduction Strategy sourcebook as a guideline. More than statements of goals
and targets, and policy pronouncements regarding the need for building part-
nerships with recipients, the real issue is to what extent ODA has responded to
these policy pronouncements. It is to this we turn in the following two sections.

2. ODA for Basic Services – A Quantitative Analysis

2.1 ODA by donor

Has the overall size of ODA been responding to the setting of International
Development Targets? As a proportion of industrialized countries’ output,
ODA has been declining since the early 1980s. ODA now stands at less than
one-third of the internationally agreed target of 0.7 per cent of GNP. Recent-
ly, the absolute amount of assistance has started to decline as well – by nearly
5 per cent each year since 1992. For OECD DAC members ODA has fallen
from a high of 0.61 per cent of GNP in 1961 to 0.37 in 1980 to a low of 0.24
in 1997 (see Fig.1). Only a small number of countries have ever exceeded the
UN target of 0.7 per cent of GNP for aid (set in 1970) for any length of time.
The decline has not been accompanied by either a greater emphasis on health
and education or by a focus on the least developed countries.10
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Table 1 shows that ODA has been declining not only as a share of donor
GNP but also in absolute terms. Net ODA (DAC and non-DAC) rose to US
$62.7 billion in 1992, and since then has declined to an average of US$50 bil-
lion annually over 1997-98. The decline is largely in terms of the component
of the DAC ODA given to bilateral recipients from a peak of $42.2 billion to
$34.1 billion in 1998. Non-DAC ODA from multilateral institutions also fell.
The amount that is channelled through NGOs has remained roughly around
US $1 billion through the 1980s.

With declining overall ODA, the criteria for allocating aid resources
between countries have also come under review. There has been a much-cited
study by the World Bank on aid effectiveness and the implications for the allo-
cation of donor aid (World Bank, Assessing Aid, 1998). The main message of the
book is that aid only really works when government policies are good, and that
a reallocation of aid to countries with high poverty but good policies would lead
to greater poverty reductions.11 In fact, the study strikes at the case for higher
ODA since, it argues, such reallocations could achieve as much reduction in
poverty as a tripling of current aid budgets. In that sense, it could be seen as an
ex post rationalisation of what is already a fact – a dramatic reduction in ODA.12

What is unfortunate is that much has been made of the argument that
reallocating aid to countries with good policies would produce bigger benefits.

6

11 The model follows the following steps: first, it estimates the impact of aid on growth through regres-
sion analysis, in which growth is explained as a function of a set of initial conditions (X), policy (P, as mea-
sured by the World Bank’s Country Policy and Institutional Assessment, a composite index of 20 measures
of policy performance, each scored on a scale of 1-6), aid, and an interactive term combining aid and pol-
icy. Step 2 estimates the impact of growth on poverty reduction in each country, using data on the level of
poverty and the responsiveness of poverty to growth in incomes. Step 3 optimizes aid allocations between
countries so as to maximize the number of people lifted out of poverty.
12 The World Bank analysis has been subjected to methodological challenges (Hansen and Tarp, 2000;
Lensink and White, 2000). 

Table 1: Net flows of ODA to direct recipients and intermediaries, 1990-1998 (US$ Billions)

1990 1991 1992 1993a 1994 1995 1996 1997 1998

DAC 54.5 58.6 62.7 56.5 59.2 58.9 55.4 48.3 51.9
Bilateral recipients 37.7 42.2 42.2 38.4 40.3 39.5 38.1 31.3 34.1
Intermediaries 16.8 16.4 20.5 18.1 18.9 19.4 17.3 17.0 17.8
Multilateral Institutions 15.8 15.4 19.6 17.2 17.9 18.3 16.3 16.0 16.8
NGOs 1.0 1.0 0.9 0.9 1.0 1.1 1.0 1.0 1.0

Non-DAC 6.0 1.4 1.7 1.5 1.4 1.1 1.3 1.0 …
Bilateral recipients +NGOs 0.2 1.2 1.2 1.1 1.0 0.8 0.8 0.6 …
Multilateral Institutions 5.8 0.2 0.5 0.4 0.4 0.3 0.5 0.4 …
Total 60.5 60.0 64.4 58.0 60.6 60.0 56.7 49.3 …

a  From 1993, forgiveness of debt for military purposes was not reported as ODA, but as “Other Official Flows”.
Source: OECD, Development Cooperation Report of the Chairman of the Development Assistance Committee (DAC),
Paris, various issues.



But little attention has been paid to the argument, also emerging from the
same model, that reallocating according to poverty indicators produces bigger
benefits (in terms of numbers lifted out of poverty) than reallocating on the
basis of policy indicators.13

The International Development Targets are not likely to be achieved with-
out universal access to basic services. If the objective is to evaluate the rela-
tionship of basic services to the IDTs, it may be more appropriate to examine
the trends of ODA, rather than donor policies on poverty reduction. Given
that the DAC goals derive essentially from the conferences starting with the
World Summit for Children in 1990, an upswing in DAC ODA might have
been expected. What is more, aid to countries with the poorest populations has
declined more than total aid since the early 1990s. Between 1991/2 and

7
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13 As Beynon (2000) points out, there are inherent weaknesses in the use of cross-country regression
analysis to explain the determinants of growth, which may invalidate the findings. Second, the interactive
term means both that the impact of aid on growth increases with the impact of policy, and that impact of
policy on growth increases with the quantity of aid. Although it acknowledges the latter, the World Bank
has rather emphasized the former. Third, growth is not the only route to poverty reduction. Other factors
are equally important, especially human capital investments and spending on basic services, and measures
to enhance the assets of the poor.

Table 2: Share of BSS in total (bilateral) ODA commitments (%)
Including

Multilaterals
1994 1995 1996 1997 1998 1994-96 1997-98 1997-98

Australia 9.7 8.4 10.9 10.3 10.9 9.5 10.5 11.9
Austria 0.6 5.4 6.5 3.6 9.4 4.0 6.8 8.5
Belgium 5.2 3.0 3.9 5.2 4.2 3.9 4.7 6.7
Canada 0.7 4.7 3.7 1.7 1.4 3.1 1.5 5.1
Denmark 2.2 1.4 7.7 6.2 4.9 4.2 5.6 11.7
Finland 8.6 5.3 7.0 6.1 6.2 6.8 6.1 12.5
France 2.6 2.8 4.8 2.6 1.9 3.3 2.2 3.6
Germany 9.0 9.2 7.6 9.4 9.4 8.6 9.4 11.3
Ireland 3.4 4.7 4.0 0.0 2.3 4.1 1.2 3.1
Italy 1.4 2.0 2.3 4.5 1.2 1.9 2.5 5.3
Japan 8.2 9.0 12.6 10.4 9.4 9.8 9.9 11.4
Luxembourg 0.0 1.0 0.8 18.7 18.1 0.6 18.4 21.3
Netherlands 4.1 4.4 10.1 5.0 8.8 5.7 7.0 11.2
New Zealand 1.3 1.1 0.0 0.0 5.5 0.8 2.5 3.5
Norway 1.7 7.1 6.1 5.6 5.7 5.2 5.7 13.3
Portugal 0.1 0.6 7.5 2.2 0.7 1.6 1.6 3.4
Spain 1.0 5.8 5.3 5.2 5.9 4.4 5.6 6.2
Sweden 11.4 6.9 10.1 9.8 5.1 9.4 7.2 11.1
Switzerland 1.4 2.0 4.9 0.0 8.4 2.6 3.1 6.6
United Kingdom 2.1 2.2 5.5 3.3 5.9 3.3 4.7 7.8
United States 5.0 12.4 8.9 8.2 9.4 8.6 8.8 11.6
Total 5.5 7.2 8.3 7.2 7.2 7.0 7.2 9.6

Source: OECD, Development Assistance Committee database; OECD, DAC, Development Co-operation Report,
(various issues).
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1995/6, total bilateral aid fell by 16 per cent in real terms. However, for the
countries where U5MR is over 100, the decline was 21 per cent; for countries
where less than 60 per cent of the population have access to safe water the
decline was 23 per cent; and for countries where less than 80 per cent of the
children attend primary school, the decline was 25 per cent.14 More positively,
OECD DAC (1998) notes that the aid these countries do receive is, in 1995-
6, compared to 1991-94, targeted to the sectors where the improvements are
needed.

However, even this last observation needs to be examined more closely.
Table 2, based on OECD DAC data, shows the share allocated to BSS by bilat-
eral donor and some multilateral donors. It is only since 1994 that OECD
DAC has been publishing disaggregated information about ODA going to
basic health and basic education. The water and sanitation category does not
distinguish between rural and urban systems.15 

Based on DAC data on BSS, the following conclusions can be drawn (see
Table 2): the average share for BSS in ODA for all DAC bilateral donors in
bilateral assistance is 7.2 per cent (9.6 per cent if their assistance through mul-
tilateral agencies is included).16

1. The share of BSS in ODA for the years 1994-6 – 7 per cent – is only for
bilateral assistance, not including the ODA for BSS given by donors
through multilateral agencies. However, the amount of ODA channelled
through multilateral agencies for BSS does not raise the yearly averages
above 10 per cent in any case (as can be seen for the data for two years,

8

14 Perhaps the reason why this might have happened is the sudden increase in the 1990s of internal con-
flicts in many African countries (eg. Rwanda, Angola, Liberia, Ethiopia, Eritrea, Somalia) – which also
have the worst social indicators.
15 Clearly, since the data do not separate rural from urban water/sanitation systems, it tends to overes-
timate BSS allocation, both in absolute terms as well as a share of ODA. Even more importantly, OECD
DAC’s Creditor Reporting System, from which the figure for Water and Sanitation is drawn, includes
the following categories: water resources; rural water and sanitation (including drinking water); urban
water and sanitation (including drinking water); water resources protection; and emergency distress
relief. Clearly, all these categories could not be included under the category of basic services or low-cost
water/sanitation provision. In other words, the share of basic services in the total (in Table 2) is an over-
estimate. At the same time, there are reasons why the estimate may be an underestimate (OECD, 1999;
OECD, 2000a). The data reported here, from OECD DAC sources, is based on a sectoral approach. In
DAC reporting (as well as in most OECD states’ internal reporting systems), each activity can be
assigned only one sector/purpose code. For activities serving several sectors, either a multisector code or
the code corresponding to the largest component of the activity is used. Since the multisector code start-
ed only in 1999 it is impossible to determine the degree of underestimation due to this source. Aid to
BSS through NGOs may also be excluded, since this is not always sector coded in as much detail as pro-
ject and programme aid. In the health sector it is known that only about 5 per cent of aid goes through
NGOs.
16 The donors allocating 10-13 per cent of ODA to BSS include Australia, Denmark, Finland, Germany,
Japan, Netherlands, Norway, Sweden and United States (Luxembourg allocated 21 per cent in 1997-8, but
hardly anything before that). The countries allocating less than 5 per cent of ODA to BSS include France,
Ireland, New Zealand, and Portugal.



1997 and 1998), and their addition made little difference to the totals even
before 1997.

2. In 1997-98 aid to BSS in absolute terms was lower than in 1995-96, $4.35
billion as opposed to $5.5 billion (OECD, November 1999) i.e., lower
after the IDTs were announced in 1996. 

3. Total ODA for BSS (including that channeled through multilaterals)
would fall by half if water and sanitation were excluded from the figures.
The multilaterals from the UN system allocate a varying proportion of

their assistance to BSS (see Table 3). UNDP’s support to governments has
always tended to cover a large number of areas, cutting across the whole
economy. Its broader mandate explains the fact that, according to its own

9
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Table 3: Share of  BSS in ODA of selected multilateral agencies, 1996

Multilateral Agency Share of BSS (per cent)
UNDP 17.0a

UNFPA 83.0b

UNICEF 76.0c

Note: a sample review of 60% of ongoing projects – covering indicative planning figures and cost-sharing.
b All of UNFPA’s mandate lies completely within the 20/20 perspective; therefore the percentage is calculated by show-
ing income net of administrative budget as a share of total income.
c Share of general resources programme expenditure allocated to BSS as defined in the Oslo Consensus, excluding emer-
gency expenditure.
Source. Estimates provided by UNICEF; UNDP and UNFPA.

Table 4: ODA to Basic Social Services by IDA and the regional development banks 1995-1998 
(average, US$ million)

IDA AfDF2 AsDF3 IDB SF Total banks
95-96 97-98 95-96 97-98 95-96 97-98 95-96 97-98 95-96 97-98

Basic Education 4131 154 22 25 142 438 319
Basic Health 130 239 3 31 21 41 154 311
Population/Reproductive 
Health 109 302 1 42 151 302
Water supply 146 163 29 30 129 93 35 34 339 320
Total BSS 798 858 33 84 217 276 35 34 1083 1253
As % of concessional 
lending 13.8 13.4 18.2 9.3 19.2 20.4 6.4 6.3 14.2 13.6
Total BSS excl. 
water supply 652 695 3 54 88 183 0 0 743 933
As % of concessional 
lending 11.3 10.8 1.9 6.0 7.8 13.5 0.0 0.0 9.7 10.1
Memo: total 
concessional lending 5794 6411 181 904 1127 1354 549 541 7651 9211

1 Includes a large district education project in India.
2 The data for AfDF in 1995-95 reflect the low point in their activities prior to the recent capital replenishment.
3 Data for 1998 not yet available, data for 1997 taken instead.
Source: OECD, DAC, 1999.
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estimate, less than one-fifth of its assistance goes to BSS. On the other
hand, the UN Population Fund (UNFPA) devotes over three-fifths of its
assistance to reproductive health and its estimate is based on its income net
of administrative budget as a share of total income. UNICEF’s own esti-
mate of its 76 per cent allocation to BSS covers basic health, basic educa-
tion, nutrition, water and sanitation (almost all of which goes to rural water
supply and sanitation) and excludes emergency operations expenditure for
humanitarian relief.

The multilaterals account for a third of all ODA (including about a third
of total ODA to BSS). Table 4 shows ODA to basic services by the World
Bank’s International Development Agency (IDA), the soft-loan window, as
well as by the regional development banks (African Development Bank, Asian
Development Bank, and the Inter-American Development Bank) soft-loan
windows. Over 1995-6 and 1997-8, on average, about 11 per cent of IDA’s
lending went to BSS – not much different before and after the IDTs were
announced. If water supply is included this share becomes 14 per cent. The
IDB allocated about 6 per cent to BSS and the Asian Development Fund about
20 per cent. The BSS allocation from the African Development Fund actually
halved between 1995-6 and 1997-8, falling from 18 per cent to just 9 per cent.

The sectoral composition of ODA for the social sector shows the same
disappointing trend as the overall ODA and the allocation to basic services. 

Given the commitment made to Education for All at the Jomtien Con-
ference in 1990, one would expect that ODA earmarked for education would
have increased. However, between 1990 and 1998 there was hardly any
increase in ODA for education (Annex Table 1a). It rose very slightly, from $5
billion in 1990 to around $5.5 billion in 1995, and has tended to decline since.
As a share of total ODA bilateral commitments it has hovered around 10 per
cent throughout the 1990s (Annex Table 1b).

ODA to basic education (as opposed to all education) has not risen much.
In 1996, 17 of the 21 OECD DAC donors were reporting their allocation to
basic education and all but two (France and Ireland) were reporting it by 1998.
The share of basic education in total/bilateral education ODA is small (see
Fig.2). Six donors account for 86 per cent of all ODA for basic education over
1993-98 (Annex Table 2).17 Despite the fact that more and more donors have
been reporting their ODA to basic education, the absolute value of DAC bilat-
eral assistance to basic education was $642 million in 1995 and $434 million
in 1998 – lower after the IDTs were announced. At the same time, 1 billion
people in the world are illiterate – one in every six – and 130 million children
are out of school. 

In absolute dollar terms, the value of donor assistance to the health sector
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17 They are Australia, Germany, Japan, the Netherlands, Sweden, and the United States. France is by far
the largest donor in the education sector as a whole, and has been so since the beginning of the 1990s (44
per cent in 1990; 33 per cent in 1996); however, no figure is available for basic education. 



as a whole grew from $2 billion in 1990 to over $3 billion in 1996 (Annex
Table 3a) before declining again.18 The World Bank’s contribution has espe-
cially grown: 14 per cent of IDA lending was for health in 1996-98, as against
8 per cent in 1990-92 (OECD 2000b). It is difficult to say what the trend in
respect of basic health ODA has been, as this has been separately reported only
since 1994. In 1994 only 10 of the 21 bilateral DAC donors reported ODA to
basic health. By 1998 all but one donor (Ireland) was reporting its aid to basic
health. The share of basic health in total/bilateral health ODA remains small
(see Fig.2). Nearly 80 per cent of the ODA to basic health was accounted for
by the same five donors as in basic education over 1993-98 (Table 5 and Annex
Table 4).19
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18 Until 1996 reproductive health and population was reported as part of health; since 1997 it has been
reported separately.
19 Australia, Germany, Japan, the Netherlands, Sweden and the USA. 

Figure 2: Bilateral (grants + loans) ODA allocations to basic non-basic services ‘95-96 and ‘97-98

Health 1995-96 Health 1997-98

Education 1995-96 Education 1997-98

Basic
32%

Non-basic
68%

Basic
27%

Non-basic
73%

Basic
11%

Non-basic
89%

Basic
10%

Non-basic
90%

Source: OECD Development Assistance Committee database; OECD Development Co-operation Report, various issues.
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Table 5: ODA commitments of bilateral donors by BSS category (average annual in US$ million) 1990s

Basic Health Basic Education Water Sanitation Reproductive Health
(1993-1998) (1993-1998) (1990-1998) (1990-1998)

Australia 43.8 23.0 27.3 13.2
Austria 3.8 0.9 27.7 0.1
Belgium 17.2 1.6 10.1 14.2
Canada 12.4 4.41 25.6 8.7
Denmark 3.3 3.0 73.5 0.3
Finland 3.3 5.2 25.4 1.4
France 1.4 n.a. 182.9 23.1
Germany 85.4 159.3 370.2 59.7
Ireland n.a. n.a. 2.8 0.1
Italy 13.9 0.8 90.2 4.3
Japan 80.4 51.1 1194.3 19.6
Luxembourg 3.1 2.0 0.9 n.a.
Netherlands 40.5 1.1 80.0 8.7
New Zealand 0.19 1.0 0.5 0.1
Norway 12.2 12.8 15.9 9.8
Portugal 1.4 0.7 0.1 0.0
Spain 26.0 8.6 22.7 1.4
Sweden 51.5 41.9 37.4 9.1
Switzerland 2.5 4.0 19.5 0.8
United Kingdom 28.1 14.0 52.2 28.2
United States 174.4 59.8 247.8 380

Source: DAC Secretariat OECD.

Table 6: ODA bilateral commitments of bilateral donors by BSS category (annual average, percent)

Basic Health Basic educ. Water sanitation Reproducive Health
average 93-98 average 93-98 average 90-98 average 90-98

Australia 5.0 2.6 3.5 1.7
Austria 0.7 0.2 4.6 0.0
Belgium 3.3 0.3 1.9 2.7
Canada 0.9 0.3 1.6 0.5
Denmark 0.4 0.3 8.8 0.0
Finland 1.5 2.4 7.2 0.4
France 0.0 n.a. 2.9 0.4
Germany 1.4 2.6 6.1 1.0
Ireland n.a. n.a. 4.5 0.1
Italy 1.3 0.1 5.7 0.3
Japan 0.5 0.3 8.5 0.1
Luxembourg 6.9 4.3 2.7 n.a.
Netherlands 1.9 1.9 3.8 0.6
New Zealand 0.2 1.0 0.6 0.1
Norway 1.6 1.7 2.2 1.6
Portugal 1.2 0.6 0.1 0.0
Spain 3.0 1.0 2.7 0.2
Sweden 3.9 3.2 2.7 0.7
Switzerland 0.4 0.6 2.9 0.1
United Kingdom 1.5 0.7 2.6 1.4
United States 2.2 0.8 2.4 3.7
Total 1.2 0.9 4.9 1.2

Source: OECD, Development Assistance Committee database; OECD, DAC, Development Co-operation Report,
various issues.



Assistance on reproductive health categories has been reported for quite
some time, and a good series is presented in Table 5 and Annex Table 5. Total
DAC assistance to reproductive health services has been increasing regularly in the
1990s. Between 1990 and 1998 it rose from US$560 million to $826 million.20

ODA for water and sanitation accounts for the largest share of all BSS relat-
ed ODA (Tables 5 and 6, and Annex Table 6). However, as we have seen earlier,
OECD DAC does not disaggregate this data for drinking water and for other
uses. In fact, if water supply is excluded from the calculation of ODA for BSS in
1997-98, the share of DAC bilateral ODA falls to 5 per cent. ODA resources for
water and sanitation have grown from US$1.8 billion in 1990 to $2.6 billion in
1998.21 Yet the fact remains that the total number in the developing world with-
out adequate sanitation is 2.4 billion – or two out of every five people in the
world; those lacking safe water number about one billion – one in six.

2.2 ODA by recipient

In Annex Tables 7-11, we present an analysis of ODA to BSS by recipient for
the years 1990-91 and 1994-5.22 This data is drawn from annual reports pre-
pared by UNDP country offices located in the recipient countries – Develop-
ment Cooperation Reports (DCR) – on ODA by all donors to that country.23

We present two to three year averages in order to smooth out the effect of sud-
den increases in a given year i.e. the lumpiness or indivisibilities involved in aid
and investment. By and large, the figures appear to show the same results as can
be obtained from data taken from donor sources. 

Our findings based on 1990-91 data are as follows:
a. Aid to BSS was consistently averaging around, or less than, 10 per cent of

ODA for all the developing regions. 
b. On aggregate the assistance to the entire health sector (including family

planning), the entire education sector, and drinking water and sanitation
amounts to less than 20 per cent of ODA. The share for health in total assis-
tance was 6.7 per cent, for education it was 8.9 per cent, and for water and
sanitation 2.8 per cent (total 18.4 per cent). Therefore, not only was the
share for BSS below 10 per cent, the share for all health (including repro-
ductive health) and education was below 20 per cent.

c. Within the social sectors there was a dramatic difference between the health
and education sectors. Primary health care received a substantial share of total
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20 The US has been the single largest contributor in the 1990s, and contributed nearly 70 per cent of all
ODA going to reproductive health in 1998. Japan, Germany and the UK are the other major donors. 
21 We are limited to noting that (over 1990-98) five countries account for over four-fifths of all ODA allo-
cated to water and sanitation: Japan, Germany, France, Denmark and the US. Japan alone accounts for
nearly half (Annex Table 6). 
22 For about half the countries the data includes 1996 figures.
23 This data becomes available with delays from UNDP country offices which accounts for the fact that
we were unable to analyse data post-1996.



6a bozza – 21-06-2001

assistance to health. Of all health assistance, the share going to primary health
care (including immunization and disease control) was as much as 52 per
cent. When we add family planning (10.5 per cent) to PHC the share of
health ODA allocated to the basic level rises to a total of nearly 63 per cent.

d. The share of primary education in total assistance was, in contrast, rather
low at 15 per cent. Even when one adds non-formal education (6.5 per cent)
to primary education, the share remains well below that for health. In other
words, nearly four-fifths of all education assistance to developing countries
seems to have been directed to technical, secondary, or higher education. 

How did this situation change, if at all, between the early 1990s and the
mid-1990s? We examined the UNDP DCRs for the same countries for the
years 1994, 1995 and 1996. Annex Tables from 7 to 11 present data for the
same variables for the average of those years – again by recipient country. Our
findings for this period are as follows:
a. By 1994-6, there does not seem to have been any systematic increase in the

share of BSS in total ODA. We have data for fewer countries for 1994-96, but
it is difficult to establish that the significance of BSS in ODA increased overall. 

b. As regards health ODA there is no systematic evidence that its share in total
ODA increased, or that the education sector’s share of total ODA increased
between the early and mid-90s.

c. The share of basic education (primary + non-formal) in total education
ODA certainly increased significantly – probably as a result of the new com-
mitment to universal primary education that came after the Jomtien confer-
ence in 1990. In most regions primary education accounts for a larger share
of the total education ODA. The other large category within education
ODA seems to be technical and managerial education. Both secondary and
tertiary education seem to be relatively small categories – with the exception
of tertiary education in east and southern Africa. In all regions the share of
secondary education in ODA for education is the lowest. 

d. Within the health sector, the largest share of ODA is allocated to primary
health care, as in 1989-91(Annex Table 10). Together with family planning,
the share of basic services in total health ODA seems overwhelming in most
recipient countries. However, in all Sub-Saharan Africa the share of hospi-
tals in total health ODA is quite significant. This is probably not surprising,
given the under-funding of all levels of health services in most African coun-
tries and the serious situation created by the HIV/AIDS pandemic.

e. ODA to water and sanitation in 1994-96 also hovered around the same
share of total ODA received in 1990-91 (for the countries for which we have
data) (Annex Table 7). We analysed recipient country data for water and san-
itation projects to determine the share of ODA resources going to: urban
projects, rural projects, and sector policy/others. In Table 7 we find that for
the majority of countries where data enable us to distinguish allocation
patterns, ODA allocations have gone predominantly to urban or sector

14



policy/others – which is also the overwhelming impression one gets from
other studies and donor data.
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Table 7: ODA to drinking water and sanitation sector by recipient – project-wise distribution –
rural/urban/policy & others

Latin America
Paraguay 1995 11484 1.5 28.4 70.1 46
Peru 1994 22498 8.4 50.6 41.0 28

South Asia
Bhutan 1996 2983 0.0 78.2 21.8 93
India 1994 19762 30.8 40.6 28.6 73
Nepal@ 1996 39085 0.0 2.0 98.0 89
Bangladesh 1993 20623 25.7 30.1 44.2 80

East Asia and Pacific
Viet Nam 1996 40122 61.0 32.9 6.0 80
Philippines 1996 38238 0.4 95.8 3.8 44

Middle East 
and North Africa
Lebanon@ 1997 7782 0.0 100.0 0.0 12
Morocco 1996 26371 29.6 46.6 23.8 47
Yemen 1996 9469 1.3 98.7 0.0 65

West Africa
Madagascar 1995 9443 15.6 71.1 13.3 72
Swaziland 1996 357 50.7 0.0 49.3 67

East Africa
Benin 1996 8353 40.2 29.5 30.3 60
Cote d’Ivoire 1995 4945 31.9 29.1 39.0 55
Cameroon 1996 14353 81.7 2.3 16.0 53
Ghana 1995 26466 27.9 42.1 30.0 63
D.R. Congo# 1996 3139 0.0 88.7 11.3 71
By region
Latin America 1994-1995 16991 5.0 39.5 55.6 37

South Asia 1993-94-96 20613 14.1 37.7 48.2 83.8

East Asia 
and Pacific 1996 39180 30.7 64.35 4.9 62

Middle East and 
North Africa 1996-1997 14541 10.3 81.8 7.9 41.3

West Africa 1995-1996 4900 33.2 35.6 31.3 69.5

East and 
Central Africa 1995-1996 11451 36.3 38.3 25.3 60.4

@ ODA figures represent total commitments and not the disbursement during the year.
# No details are available
Note: In some projects there were not enough details available hence it was difficult to categorise them precisely.
Source: UNDP, DCRs, various years.

Year Total ODA 
to water 

and  sanitation
(US$ thousands)

Share of 
sector policy
and others

%

Share 
of urban
projects

%

Share 
of rural 
projects

%

Rural 
population 

as % of total
population
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3. Aid to Basic Education, Basic Health and Water and Sanita-
tion – Some Qualitative Issues
The IDTs are unlikely to be achieved without developing country action to
increase the level and improve the efficiency and equity of public spending on
BSS. However, the same applies to ODA. In this section, we examine the qual-
ity, composition and modality of current ODA to three key areas related to the
IDTs: basic education, basic health and water and sanitation.

UNICEF took the lead in the late 1980s in promoting greater attention
for basic education, initiating the idea of a World Conference on Education for
All (EFA) that was sponsored by UNESCO, the World Bank, UNDP and
UNICEF (Black, 1996). It has been argued that international  actors should be
seen as particularly important in redirecting processes of economic globalisa-
tion towards more humane and equitable goals (Mundy, 1999; Commission of
Global Governance, 1995; Held, 1995). The question really is whether all
international actors are in a position to play this role. The World Bank, with
its much larger resource base than any international development agency in the
social sphere, very soon became the largest provider of external resources for
education in general, and basic education in particular by the early 1990s.

The World Bank’s economists took advantage of these new developments
to advance their own cause within the organization and among the wider
development community (Jones, 1992). Research within the World Bank had
demonstrated the links between basic education and agricultural productivity,
earnings, health outcomes, and mother and child well-being (Psacharapolous
and Woodhall, 1985), and a framework for financing education in line with
the World Bank’s neo-liberal approach to public sector reform. However, it
could be argued that the rapid expansion of the World Bank’s sector work and
lending in education in the early 1990s may not have happened but for the
challenge to the Bank’s own role and purpose that emerged in the wake of the
rise of private capital flows in the 1990s for development. 

In the education sector, the World Bank is now the largest source of exter-
nal assistance. In absolute terms, Bank funding for basic education doubled –
from $437 million in 1989-90 to $916 million in 1995-6.  Funding for basic
education in Sub-Saharan Africa doubled between 1989-90 and 1993-4, and
then fell to a level only $25 million higher than in 1989-90. Some very signif-
icant increases in absolute terms in World Bank lending to education took
place in the South Asia region, as well as in East Asia and Latin America. How-
ever, middle-income countries are not interested in borrowing from the World
Bank for primary education. IDA (the World Bank’s soft loan window) pro-
jects tend to focus more on primary or basic education than non-IDA loans.24
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24 The IDA loans are meant for low-income countries. However, the main window for loans to middle
income countries is the International Bank for Reconstruction and Development, which lends at higher
than IDA rates.



The decline of IDA resource flow to primary education in Sub-Saharan
Africa may be explained partly by the competition for resources from South
Asia, and partly by the fact that other sectors are absorbing more resources
from IDA in Africa, such as public sector reforms. This emphasis on public sec-
tor reforms is in line with the recent World Bank (1998) study on aid25 (see
above). Combined with this has come a new emphasis on sector-wide
approaches (SWAPs) and sector investment programmes (SIPs) (which we dis-
cuss in the next section).

Bilateral funding for basic education increased from about $300 million in
1994 (when 11 donors were reporting their assistance to basic education to
OECD DAC) to $434 million in 1998 (when all but two of the 21 DAC donors
were reporting) (Annex Table 2). Multilateral concessional lending (mainly by
IDA) averaged $438 million in 1995-6 and $319 million in 1997-8.26 In other
words, the multilaterals account for as much external resourcing for basic edu-
cation as the bilaterals at the end of the 1990s. For the multilaterals basic edu-
cation accounts for the largest proportion of total ODA to BSS, while for the
bilaterals it is the lowest.

There have been contrasting attitudes among the bilaterals towards ODA
to education/basic education. Britain committed itself, after the election of the
Labour party to power in mid-1997, to increase its bilateral aid to basic edu-
cation, basic health care and the provision of safe drinking water by 50 per cent
over the next three years. Japan was once reluctant to provide aid to education
as it considered this to be a domestic matter. However, the Japan Internation-
al Cooperation Agency (JICA) conducted a study in education policy after
Jomtien, and not only decided to increase aid to education, but to assign the
highest priority to basic education (Yokozeki and Sawamura, 1999). 

The European Commission is the fifth largest single donor in the world.
Prior to Lome IV (1991-95) social sector spending was not a priority for the
Commission. However, under European Development Fund 8 (EDF) (1996-
98) basic education became a new priority (Oxfam, 1999). Per capita social
sector aid has doubled under Lome IV, and the proportion of educational aid
going to basic education quadrupled from 15 per cent under EDF7 (1991-95)
to 60 per cent under EDF8. However, overall only 5.4 per cent of EDF8 funds
were allocated to education and training, falling from 11 per cent under EDF7.
This offset half of the increase in aid to basic education within the overall aid
budget, with basic education spending accounting for 3 per cent of total EDF
funding. This lack of commitment to education goes hand in hand with a
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25 As World Bank (1998) noted: “In countries with basically sound policies but weak capacity for deliv-
ering services, project aid should be a catalyst for improving the efficacy of public expenditures. Countries
without good policies, efficient public services, or properly allocated expenditures will benefit little from
financing, and aid should focus on improvements in all three areas.”
26 Overall, funding for basic education increased from $350 million or 6 per cent of total bilateral edu-
cation aid in 1989/90 to $1 billion or 19 per cent in 1994/5. Germany accounts for nearly two-thirds of
the net increase, and Japan and the UK for another 23 per cent of the increase (Bennell, 1997).
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skewed allocation by region. Despite the rhetoric to reduce poverty, allocations
to Eastern Europe in 1997 were three times larger than to the African-
Caribbean-Pacific group.27

Clearly the level of funding is seriously inadequate if universal primary
education (UPE) is to be achieved. The fact that even among the under-
resourced basic social services, basic education accounts for the smallest part of
total ODA (bilateral and multilateral) demonstrates that the notion of synergy
of interventions in different social services has not been internalised by the
donor community. It certainly has not begun to be manifested in increased
ODA for basic education.

We have estimated that the additional requirements of resources to
achieve universal primary education (UPE), at roughly $9 billion annually, are
among the lowest for any of the basic services (Delamonica et al., 2001). Com-
mensurately, the external resources required will be lower than for basic health,
reproductive health and family planning, and drinking water and sanitation.
Of course, the needs of the two regions that are least developed in educational
terms - Sub-Saharan Africa and South Asia - are likely to be the greatest. The
share of ODA in the GNP of developing countries as a whole stands at 1 per
cent. ODA as a percentage of GNP of recipient countries is highest in the least
developed countries (11 per cent), and in Sub-Saharan Africa (5 per cent).
While the share of ODA in GNP in South Asia may be the same as for devel-
oping countries as a whole, this is where the largest number of children out of
school, especially girls, is to be found. Hence the ODA requirements for ensur-
ing UPE in South Asia will also continue to be considerable.

The issue is not just the inadequate level of external resources for basic
education, but also its composition. We highlight two problematic aspects of
education assistance in the past. First, technical assistance (TA) takes up a sig-
nificant share of total aid, which is largely absorbed by expatriate personnel. A
World Bank study indicates that TA represents between one-fourth and one-
third of all external economic assistance to African countries (World Bank,
1996, cited in Habte, 1999). In fact, UNESCO analysed the contents, proce-
dures and manning of about 240 leading education sector studies on Africa
undertaken during 1990-94. It found that all of the studies had been under-
taken by expatriate-led teams with only nominal representation or inclusion of
local researchers, who were never included as senior consultants or document
authors. It also noted that the issue of institutional capacity had been raised
since independence days and a large number of courses, training, short- and
longer-term scholarships have been provided. “Yet still those who study African
education point to a deficiency of managerial and administrative skills”
(Samoff, 1996).
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27 A further issue is that the gap between disbursements and commitments, which has been as large as 40
per cent within the EC (DGVII), has resulted in a large proportion of allocated aid to education being
returned to member states.



Second, although in principle the software of education (strengthening
educational administration, development of teaching materials, training of
teachers) is emphasised, in practice the construction of classrooms is the most
common cooperation activity, particularly in Africa (Colclough, 1993; Yokoze-
ki and Sawamura, 1999).

While aid to primary education is not increasing in line with needs, and
problems remain with its composition, there is increasing international coop-
eration in education, especially primary education, with more exchange of
ideas. McGinn (2000) notes that a long-term effect of education aid has been
a reduction in differences in structures and policies, beliefs and customs
between participating countries. This process of standardisation is linked
directly to colonialism and, more recently, with the emergence of suprana-
tional organisations (McGinn, 1994). Heynemann (1999) observes that there
has been a new era in development education since 1996. One source of
change comes from “having the experience in OECD countries suddenly grow
in demand as a point of reference for policy reforms in developing countries.
This requires new functions for traditional donor institutions, including the
World Bank. It requires staff with new experiences and it requires a new set of
assumptions about career paths…”. The approaches to educational reform
being discussed in industrialized countries are naturally likely to influence the
nature of the discourse for developing countries: more efficient use of inputs
(teachers, texts), the introduction of privatisation and choice to increase effi-
ciency, and a greater concern for cost-recovery through parent and communi-
ty participation (Carnoy, 1995).  While more efficient use of inputs is neces-
sary, it is not entirely clear that these are the kinds of reforms that are needed
in developing countries.28

Besides, there are other contradictions in the efforts of the World Bank to
lead the EFA effort. It focuses on economic outcomes of education rather than
its intrinsic value, but more importantly utilises a top-down, expert-led,
depoliticised model of educational change (Samoff, 1996). There are problems
of consistency between its neo-liberal policy-based lending and its efforts to
champion the cause of poverty alleviation (a cause specially advocated since
1990). Despite the championing of the cause of basic education, the World
Bank did not succeed in mobilising very much additional bilateral funding for
such education in the 1990s – reflecting a disengagement of industrialized
countries from international development as evidenced in declining ODA.
This disengagement is ironically fuelled by the neo-liberal vision of the world
that the World Bank has helped to create.

In the health sector too, a similar situation would hold. Although exter-
nal assistance is supposed to account for only about 3 per cent of health sector
expenditure in developing countries, it is quite large in the poorest countries.

19

6a bozza – 21-06-2001

28 Space does not permit, nor the scope of this paper allow us to discuss such reforms. For a detailed dis-
cussion, see Mehrotra and Delamonica (forthcoming).
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In 1990, external assistance financed 53 per cent of health spending in Mozam-
bique – the highest share for any developing country. But in many African
countries this share was almost as high: Tanzania (48), Uganda (48), Burundi
(42), Chad (44), Benin (42). The lowest shares were in Cote d’Ivoire (3), Nige-
ria (6) and Zimbabwe (10). In parts of South and East Asia the share was high
in Nepal (24), Bangladesh (18) and Laos (23). In most Latin American coun-
tries the share was low (below 5 per cent), except in Nicaragua (20), Haiti (17),
Honduras (15), Bolivia (20), and El Salvador (13) (World Bank, 1993).

We noted earlier that ODA to health has shown a slight increase through
most of the 1990s. The highest share of ODA to health in 1990 came from bilat-
eral agencies (40 per cent); next in order were the UN agencies (33 per cent),
NGOs (17 per cent), development banks (8 per cent), and foundations (2 per
cent) (World Bank, 1993). Michaud and Drager (1999) estimated the total health
ODA from all sources – multilateral and bilateral – in 1997 to be $5.4 billion, or
11.3 per cent of total ODA. As in education, the World Bank became the largest
source of ODA ($1 billion) in the health sector, followed by WHO ($777 mil-
lion).29 Multilateral institutions play a more important role in the provision of aid
to the health sector than they do for all other sectors taken together.30 

Meanwhile, for bilateral donors who started reporting basic health ODA
data in 1994, the overall trend has been towards an increase of ODA for this
sub-sector. Bilateral ODA for basic health (on which 7 donors were reporting
in 1993) increased from $165 million to an average of $610 million over 1997-
8. The concessional lending of the multilateral banks (see Table 4) was on aver-
age $154 million in 1995-6 and $311 million in 1997-8. (This does not take
into account the UN institutions ODA on health – much of it on basic health
programmes.)

In the last half century donor policies to improve health have evolved
through a number of somewhat overlapping stages.31 In the early years, there was
a disease-specific approach, focusing on particular diseases e.g. malaria, tubercu-
losis, and smallpox, and the international response concentrated on technical
solutions such as DDT (for malaria control), penicillin and vaccines. In the sev-
enties came the primary health care approach, culminating in the 1978 interna-
tional conference in Alma Ata. This approach arose at the same time as the ‘basic
needs’ approach in development policy was being formulated. WHO was a
major player, along with UNICEF, in this push for ‘Health for All’.32

From the early eighties on, as economies declined and debt burdens
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29 For 1997, Michaud and Drager report UNICEF ODA as $336 million, UNFPA $197 million and
UNDP $133 million.
30 Aid to health grew after 1992 despite the fall in total ODA since then. 
31 World Bank (1993a) reported a rapid increase in health sector ODA during the 1970s. However, that
was not sustained and during the 1980s the amount of aid to health and population stagnated. Its share
in total ODA declined from 7 to 6 per cent between 1981-85 and 1986-90 on average annual basis.
32 Debate at this time centred on whether an integrated or a selective approach to primary health care was
the way forward. See Rohde et al (1993) for a discussion.
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33 To enable treatment of Aids patients in Sub-Saharan Africa, a study by the Harvard Centre for Interna-
tional Development (under Jeffrey Sachs) has called on industrialized countries in 2001 to dramatically
increase their current expenditures for international Aids programmes and to pool their aid into a global
trust fund jointly administered by UNAIDS and the WHO. The study proposes that $1,100 per patient
could cover prevention programmes and anti-retroviral treatments, with the drug companies providing the
latter – which cost $10,000 per patient in the US – at cost. The cost of the programme would be $7 bil-
lion annually in five years, and the study proposes that the US meet one-third of it. Given that all health
ODA from all bilaterals was $2-4 billion in 1998, the realism of the proposal is open to question.
34 International NGOs account for 5 per cent of all health ODA (WHO, 1999). Public-private partner-
ships have generated, in some cases, significant resources. The $100 million given by the Bill and Melin-
da Gates Foundation to a Children’s Vaccine Initiative is similar to the annual budget of WHO’s Global
Programme on Vaccines. Such donations (e.g. Rotarians for Polio Eradication) tend to be focused on high-
ly visible actions with quick results.

climbed, the World Bank became a lead player in health – as in education.
However, despite the declining output and increasing debt burdens, the Health
for All efforts had taken root, and despite the economic decline in Africa and
Latin America, the Universal Campaign for Immunization, started jointly by
WHO and UNICEF in 1985, achieved its goal of immunizing 80 per cent of
all children by the year 1990. Even in the lost decade of the 1980s, the child
survival and development revolution had begun to have its effects – with child
mortality continuing to decline even in countries that suffered significant eco-
nomic declines. So while the role of WHO and UNICEF may have been over-
shadowed by that of the Bank (Jolly, 1997), the financial and technical support
and advocacy role of these agencies helped to sustain the trend in mortality
decline set earlier.

Meanwhile, the Bank increased its role in health policy dialogue as well as
international lending for health. The focus shifted to systems and finance: pri-
vatisation, contracting out, decentralisation, and shifts in the role of the state
and health ministries. However, increasingly in the nineties concerns arose that
health system reforms may not be helping the poor – and may even be making
them poorer. Health emerged as an integral element in investment in human
capital and the fight against poverty (WHO, 1999).

Several issues remain in relation to external assistance for the health sec-
tor. First, there have been large variations in the amounts devoted to specific
health problems. Leprosy, river blindness and sexually transmitted diseases
(including HIV/AIDS) are well funded, while a number of other problems –
such as acute respiratory infections, maternal mortality, and nearly all non-
communicable diseases – are comparatively under-resourced (WHO, 1999).33

Second, there has been a significant increase in the number of actors in
the arena of external assistance for the health sector: WHO, UNICEF, UN
Population Fund, UN Development Programme, and UNAIDS – were already
operational within the UN family. The regional development banks, interna-
tional non-governmental organisations and many public-private partnerships
have now joined them.34 The fact that so many international actors are out
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there, along with the bilaterals, means that there is a critical need for partners
to work together without taxing the already limited institutional capacity in
many developing countries. It is necessary, in other words, for external assis-
tance to be more demand-driven, and for a strategic approach.

The focus on health system reform (discussed further in this paper under
sector-wide approaches) is a good thing. The experience of the selected high-
achieving countries – those that do better for children than might be expect-
ed given their levels of national wealth – is that they have focused on devel-
oping overall health systems that are functional, instead of merely developing
vertical programmes (Mehrotra and Jolly, 2000). However, even more impor-
tant is the need for major bilateral donors to recognise the need for action
across sectors. Education and health have feedback effects on each other, and
agencies or groups of agencies need to work across traditional boundaries.
Large impacts in terms of population control cannot be realised unless
resources are available to speed up the health transition.

There is not only need for additional resources. On average, bilaterals
were allocating 1.2 per cent of their total ODA to basic health over 1993-98.
We have noted earlier that among basic social services, basic education receives
the least (0.9 per cent of bilaterals’ total ODA over 1993-8), and basic health
only slightly more. Yet the additional resource requirement for ensuring uni-
versal access to basic health to all is the highest for any of the basic services: $14
billion per year for the public health package (including nutrition, but exclud-
ing reproductive health and family planning), and $26-31 billion for essential
clinical services. Apart from resources, there is also need for greater flexibility.
Twenty per cent of bilateral aid is still tied; greater procurement freedom is
needed, and some reduction in the red tape involved in managing and report-
ing on aid (WHO, 1999). 

As regards the water and sanitation sector, Table 6 analyses the composi-
tion of ODA going to drinking water/sanitation. For countries from every
developing region we compared the share of ODA committed to rural projects
with the share of rural population in total population. In the vast majority of
countries the share of ODA allocated to rural projects is much lower than the
population resident in rural areas (except in Paraguay, Peru, and Bangladesh).

We had seen in Annex Table 7 (ODA water/sanitation by donor) that
ODA to this sector has been increasing, growing by one third between 1993
and 1996 – from $3.3 billion to $ 4.3 billion. However, as we noted above, this
ODA is not for drinking water alone. It includes many other categories that are
part of the Creditor Reporting System’s classification of water/sanitation. Japan
has accounted for 40-50 per cent of this ODA. It should be noted, however,
that most of this is in the form of loans, rather than grants. At the same time,
a significant part of this ODA is tied to the donor, although procurement is
also permitted in developing countries.

Based on questionnaires sent to DAC donors for a UNICEF-funded
study of ODA for water and sanitation (Alur and Jobes, 1995) in 1994, the dis-
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tribution of all ODA for water and sanitation was as follows for the period
1990-94: 13 per cent for rural water and sanitation, 38 per cent for urban
water and sanitation, and 49 per cent for water resources. With such a small
share of ODA for water and sanitation allocated to rural areas, there was little
likelihood of the problem being seriously resolved. Resources alone are not the
problem in the water and sanitation sector. Hygiene education is necessary in
a multi-pronged approach to environmental sanitation. Further, a demand-dri-
ven approach may be more helpful than a purely supply-driven approach to the
delivery of water and sanitation services. Community management of facilities
is also an essential ingredient of service sustainability. However, none of this
can be achieved with community resources alone. The state, supported by
external donors, would be a key player.

Of the three social service sectors discussed so far, it is when we come to
water and sanitation that the sheer number of people unreached is highest. The
resource requirements for universal water and sanitation coverage are com-
mensurately high (the highest, if essential clinical services are not included in
the figures for health) – at an additional $15 to $17 billion per year. WHO
estimates that during the 1980s, an average of approximately $13 billion was
spent annually in developing countries for water supply and sanitation; of this,
only one quarter was spent in rural areas. On average, governments con-
tributed about 65 per cent of the total, with external agencies providing the
remaining 35 per cent.

External assistance for water and sanitation has undergone some evolu-
tion. UNICEF has been an important player, along with a small number of
bilateral donors, who are active in the area of drinking water and sanitation.
Since the late 1960s, UNICEF has supported government programmes for
provision of a minimum level of water supply and sanitation for those in the
greatest need. This began as a response to drought emergencies and the initial
support focused on the rapid drilling and installation of boreholes with hand-
pumps in rural areas. In the 1970s UNICEF and donor assistance diversified
into relatively large-scale national water programmes, including the provision
of sophisticated drilling rigs and equipment, but also low-cost technologies like
gravity-fed systems, protected springs and wells, and upgrading of traditional
water sources in rural areas. However, UNICEF and a few bilateral donors (e.g.
Denmark) can not bear the burden of the external resource requirements alone.

4. Modality – Project Aid or Sectoral Approach? 
The form of assistance is an important issue in improving the effectiveness of
external support for BSS. Since the 1960s the project has been the normal
mode for the provision of donor support, and continues to be so. The project
has been justifiably criticised for the creation of enclaves with limited spread
effects and poor linkages to other sectors or geographical areas. It has also been
criticised for the limited scope of local ownership, for being donor driven in
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design and management, and for bypassing the budget prepared by the min-
istry of finance in the recipient country and, therefore, distorting national
planning.35 Little attention may be paid to the integration of the project into
the main activities of the relevant line ministry.

Project-based aid is also subject to problems over the substitution – or
fungibility – of resources. In other words, by funding specific projects donors
may inadvertently help to increase spending on sectors that they would not
wish to finance. “If funds are fungible, and the recipient’s public expenditure
program is not satisfactory, then project lending may not be a cost-effective
instrument. If the country’s public expenditure program is satisfactory, the
donor may as well finance a portion of this program, rather than concentrate
on individual projects” (Devarajan and Swaroop, 1999).

Under the circumstances, it is not surprising that, since the mid-1990s,
other modes of donor intervention like programme support and sectoral pro-
grammes are increasingly used in several sectors – particularly in health and
education. The larger donors have in particular espoused the sectoral approach,
even though projects are still a major part of their portfolio. The sectoral
approach has taken two main forms: Sector Investment Programmes (SIPs) and
Sector-Wide Approach programmes (SWAPs). A number of bilateral donors –
especially, though not only, Denmark, Finland, Norway, Sweden and the UK
– have supported SIPs under the leadership of the World Bank. The SIP
approach has been adopted with a view to encouraging improved coordination
among the funders and presupposes the existence of sufficient implementation
capacity in the recipient country. What is striking is that the SIP approach
“retains the identification of individual donors with particular components of
the programme”, and are, therefore, still similar to projects. Besides, a fairly
active role for the World Bank remains in SIPs, accompanied by an element of
conditionality to ‘buy’ policy reform and place some restrictions on the use of
funds (Oxford Policy Management, 1997).  

The SWAPs are quite different. In a SWAP, the developing country gov-
ernment is expected to take a more active role in coordinating donors, formu-
lating priorities and implementing programmes. Second, instead of being ear-
marked, the funding is placed in a common basket. SWAPs are also more
recent and hence few in number, but are seen as the best means of developing
a partnership for poverty reduction. 

However, here again, an OECD study (1999) notes that donor guidelines
on sectoral approaches, where they exist, do not at present place much emphasis
on meeting poverty reduction objectives. Partnership implies that donors agree
to fund government-led expenditure plans, which are subject to national
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35 Projects, whether in health, education, water or any other sector, are not normally administered or
implemented by aid agencies, nor by recipient governments, but by universities or other specialised insti-
tutions or companies in the North that enter into international competitive bidding, having been short-
listed by the funding agency.



accountability. But there is often a shortage of governments with the commit-
ment and the capacity to drive the agenda.36 When governments are unable or
uninterested in driving the agenda, the bilateral agencies and the World Bank
tend to push ahead regardless, especially in the area of sector programmes, under
pressure to disburse funds. More often than not, since the bilateral agencies have
few staff with experience or the relevant skills in institution-building and gover-
nance, or macro-level social development expertise and experts in health and
education, it is usually the World Bank that ends up in the driver’s seat.37 

Related to the question about who is in the driver’s seat (national owner-
ship) is the question of national sustainability – the latter is dependent upon
national capacity. Many sector-wide approaches use conventional technical
assistance to address the shallowness of national capacity. The World Bank
reports that in 14 of 19 SIPs with relevant information, technical assistance
absorbs more than 5 per cent of the SIP budget – in three cases the proportion
is in excess of 20 per cent (see Table 8). Moreover, donor attempts to lead the
policy process with short-term TA often fails (Foster et al., 2000). 

However, where governments are both willing and able to be in the dri-
ver’s seat, donor action has to be cooperative – in the spirit of partnership –
rather than coercive. Sedere (2001) shows how in Bangladesh, the demand by
the World Bank and some bilateral agencies for adoption of a sector support
approach in primary education had a negative impact on a sector that was oth-
erwise recording an excellent performance.38

The experience with the project approach over several decades had shown
that as long as agencies channel funding outside the developing country gov-
ernment’s budget process they will remain “part of the problem rather than part
of the solution” (Foster and Merotto, 1997). At the same time, there remain
serious weaknesses in the sectoral approaches that have been adopted to date.
The need to improve coordination, increase ownership, and reduce aid depen-
dence is increasingly recognised by the donor community, and the resulting
answer is a new emphasis on partnership. But, as the Chairman of the OECD
DAC stated: “The principles of self-reliance, local ownership and participation
which underlie the partnership approach are inconsistent with the idea of con-
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36 This is analogous to the situation in a project-driven approach, where multiplication of donor projects
diverts the efforts of officials from more central tasks.
37 OECD (1999) notes that in bilateral agencies there is widespread lack of economists with a background
in micro-level analysis who could interact with social development advisers and with macroeconomists to
ensure a pro-poor bias to sectoral and budgetary support.
38 To quote Sedere (2000): “Although it was unclear to the GOB (Government of Bangladesh) what the
move from project to programme entailed, it initially agreed to it. The PEDP/SSA (Primary Education
Development Programme/Sector Support Approach) preparation and negotiation process took over three
years from 1994. There were ten PEDP missions and many more local agency group consultations in order
to finalize the programme. However, the negotiations were contradictory and confusing and created an
unpleasant working relationship for all parties involved. They also took precedence over all development
work in the subsector.”
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Training of local contractors. Framework has been designed to focus on
short-term TA, reducing long term TA as much as possible with a mix
of foreign and local experts; eight long-term consultants (for 2-3 years)
to support regional offices.

Improve capacity of MOH to train staff by refurbishing institutions and
improving training; in-service trainings; general training operations.

Large amount primarily covers foreign doctors employed in Zambia to
implement program. Due to ‘brain drain’, local capacity is inadequate.

Fund would be established to finance TA on demand and to assist 
Ministry with institutional reforms.

Institutional restructuring, commercial financial management and
accounting, operations and maintenance, and central services.  Funding
for up to 13 person years of TA.

Implementation support for engineering, financial management, urban
management, and evaluation consulting services to several government
agencies, training, study tours and local workshops.

Training to district health teams, focusing on development of skills in
management, planning, accounting, monitoring and evaluation; research
and studies. Will use international and local consultant services.

Training of trainers and curriculum development; TA includes a studies
subcomponent.  To the maximum extent possible, training would be
provided by local trainers; external training would be provided for spe-
cialized training.

Training of management, scientific and support staff. Total of 60 per-
son months. Whenever possible, contract for consultancies would
include reference to training of counterparts.

Consultant Services and studies for institutional development and pro-
ject implementation; training and seminar; long-term TA consists of
one adviser to the Minister of Transport and Minister of Public Works;
several consultants to manage on-going road maintenance, and others.
Government and donors are making efforts to promote local consul-
tants. IDA credit would finance 414 person-months of services to sup-
port institutional development and assist in implementation.

Institutional Reform of Power Sector.
Management Capacity Building and Training.

TA for upgrading a Maintenance Management System and for a Claims
and Legal Specialist; local consultants to study and monitor perfor-
mance; training to building local capacity.

Lesotho Road

Mozambique
Health

Zambia 
Health

Zambia 
Agriculture

Malawi 
Water**

Tanzania 
Urban

Uganda 
Health

Uganda 
Environment*

Kenya NARP

Cameroon
Transport

Madagascar
Energy

Ghana 
Highway

11%

10%

10%

5%

13%

18%

21%

20%

46%

8%

4.6%

4%

Table 8: Technical Assistance in SIPS

Program Description % of SIP
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ditions imposed by donors to coerce poor countries to do things they don’t want
to do in order to obtain resources they need.” (OECD DAC, 1996a).39

Under the terms of the Maastricht Treaty, increased EU donor coordina-
tion is required, and has been piloted in a number of countries: Ethiopia, Burk-
ina Faso, Cote d’Ivoire, Peru, Mozambique, India and Tanzania. Internal
assessments of these pilots (known as the Horizon 2000 initiative) have shown
ongoing weaknesses in programme implementation (Oxfam, 1999). These
weaknesses are partly the result of bilateral donors’ reluctance to be coordinat-
ed, and partly the result of chronic under-investment by the EU in key
areas/capacity-building. In the earlier approach, the interests of donors deter-

*Recommended to be “declassified” in a recent report, Sector Investment Programs in Africa: A Review of Implemen-
tation Experience, June, 1996.
** Classified as “not full-fledged SIPs”, ibid.
Source: Staff Appraisal Reports of various IDA credits, World Bank.

In-service and pre-service training for teachers; develop tests to assess
student performance, curriculum review, develop strategy for girls par-
ticipation, design and implement information system.

85 person months of external specialists support for implementation and
199 person months of local consulting services.

IDA financed program components support no full time technical asssi-
tance. Instead, TOR have been defined for specific tasks to be carried out
during short-term assignments, and local consultancies have been speci-
fied wherever possible.

Consulting services, research and studies: project supervision, imple-
mentation and monitoring support, institutional development,
Research, studies, surveys; training for district health teams. Concerted
effort will be made to recruit national consultants. Will use University of
Niamey as for training programs when possible.

TA provided by short-term consultants, principally local; local consul-
tants will be encouraged in order to develop private serctor capacity.

Management training program to develop skills for managers at District
Health Management teams; most training conducted in country using
local institutions.

Sector coordination including TA to Department of Transport and Com-
munications; some training, studies. Training for airport transport subsector.

Ghana 
Education

Benin Health**

Benin Transport

Niger Health

Mali Urban

Sierra Leone
Health

Sierra Leone
Transport

9.2%

12%

2%

11%

4.8%

3.7%

7%

Program Description % of SIP

39 The World Bank (2000), citing a Swedish Ministry for Foreign Affairs report (1999), states that many
donor practices run against the idea of partnership e.g. maintaining control over the monitoring of
resources, emphasising projects that enable them to ‘raise the flag’, and tying aid to specific procurements.
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mined the kind of projects they would fund. In the new approach, countries
determine their own priorities.40  The point is that governments should then
coordinate all donors. 

Pooling of external resources – not merely for a sector, but for inclusion
in the government’s budget, would leave more leeway for government policy-
making. If donors do hand over control to the recipient country government,
pooled resources could be disbursed by the recipient according to a general
development strategy, including a human poverty reduction plan, discussed in
advance by donors and the country – rather than through specific programmes
and projects in a particular sector (Kanbur, Todd and Morrison, 1999). This is
the direction in which we need to move, with the exception that in the short
run, more donor resources need to be allocated to basic services. If the devel-
oping country government has a poverty-reduction plan in place, then pooled
resources should be able to support such a plan under the direction of the
recipient government.41

Right now we are far from the pooling of resources, since differences exist
among donors regarding the degree of harmonization possible. Some donors
have shown a willingness to move together on harmonization, others have not
(Weissman and Foster, 2000). Some donors are restricted by a legal prohibition
on financing recurrent expenditures; others are required to report details of
their expenditure to parliament. The World Bank’s own procedures are rigid
and prevent full pooling. In any case, there is a conflict with the Bank require-
ment that all procurement be open to all its members while donors have tying
requirements.

As regards the relationship with recipients, conditionalities are clearly not
the way forward.42 If the language of partnership is to be taken seriously, then

40 This shift might be difficult for some agencies. For example, USAID is required to defend its budget
in detail before the US Congress.
41 Thus a DFID White Paper (1997) suggests a similar direction. “Where we have confidence in the poli-
cies and budgetary allocation process and in the capacity for effective implementation of the partner gov-
ernment, we will consider moving away from supporting specific projects to providing resources more
strategically in support of sector-wide programmes or the economy as a whole.”
42 Reference has been made earlier to the argument that aid should flow to countries with good policy
environments. But World Bank (2000) notes that a number of studies during the 1990s have shown that
this conditionality generally does not work, and in fact, there is little relationship between aid and policy
reform. It emphasises that this happens because recipients do not see conditionalities as particularly bind-
ing, and donors continue to give money because of the pressure to disburse. So we have a situation where
compliance with conditions is low, yet disbursements remain high. Aid has thus sustained bad policies.
World Bank (2000) is remarkably candid in its evaluation not only of conditionality as a means of influ-
encing policy, but also policy review processes such public expenditure reviews (PERs). PERs have been
used over the 1990s to evaluate government expenditures, to find ways to improve expenditure policy, and
to make the use of donor funds more efficient. But it notes that several studies have found this interven-
tion also to be ineffective. This is mainly because recipient countries have not been involved in them, and
hence are not enthusiastic to comply with the recommendations. Donors also seem to be ignoring the rec-
ommendations of PERs.
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it should mean giving one the right to make demands on the other.  Helleiner
(2000) makes a number of excellent suggestions towards restoring the balance
in aid relationships – just as there are performance requirements for recipients,
there should be donor performance monitoring in respect of ODA.43 First, we
know that it is typically not the case that ODA passes through a recipient gov-
ernment system, let alone through its budget. Large shares of ODA expendi-
tures are made directly to the suppliers of goods and services to aid agencies
(including private firms, NGOs, and individuals) – more often to the donor
country nationals than those of the recipient country. Tanzania is a country
where major efforts have been made to transfer ‘ownership’ of development
programmes from aid donors to the government, but only 30 per cent of ODA
was estimated to flow through the government budget in 1999. Just as there
are recipient performance indicators, each donor’s ODA expenditure that finds
its way into the national budget system should be a performance indicator for
donors. Second, there should be some attempt to assess donor coordination
and willingness to accept local priorities; a quantitative indicator of this would
be the percentage of ODA commitments that stand outside agreed priorities or
coordination systems. Third, donors could agree to untie all aid to the least
developed countries. Fourth, technical assistance still accounts for $4 billion
per year and about 25 per cent of all bilateral assistance to Sub-Saharan Africa
(going up to 40 per cent of total ODA in some countries). Therefore, the per-
centage devoted to technical assistance should be monitored.

5. Issues in the Consistency of Industrialized Country Policies 
and Poverty-reducing Aid
We have seen that aid policies could be improved in terms of the allocation to
BSS, its composition, modality and the conditions that are attached to it.
However, there are other ways to improve the poverty-focus of international
policies, which can be compromised by policies outside the sphere of develop-
ment cooperation.

There are many factors that limit the ability of developing countries to
capitalise on the opportunities provided by globalisation, including interna-
tional and developed country policies. As the DAC study (1999) notes, global
summits call for the halving of the numbers of the world’s food insecure, while
agriculture and natural resource skills are cut within aid agencies; or ministries
of trade promote trade liberalisation, while the aid agencies are unable to build
developing country capacity for trade negotiation. Only a minority of devel-
opment agencies have taken tangible steps to ensure that their domestic poli-
cies, and their position in negotiations on internationally agreed policies, are
formulated with poverty-reduction in view. One example of this is the UK,
which in White Papers on International Development (DFID 1997, 2000),
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43 United Nations (2000) also supported this notion of a mechanism for peer review of ODA by users.



6a bozza – 21-06-2001

has committed to work for sustainable development in four areas: the envi-
ronment; trade, agriculture, and investment; political stability, social cohesion,
and conflict prevention; and economic and financial stability.44

To achieve consistency there are at least four issues that need discussion: 
1. Market access; 
2. Commodity prices; 
3. The link between trade-related intellectual property rights (TRIPS) under

the WTO and availability of essential drugs; 
4. The effects of debt relief on overall ODA.

One of the starker inconsistencies in industrialized country policies is the
fact that their ministries of finance promote investment liberalisation by devel-
oping countries, while ministries of trade impose import quotas when invest-
ments in recently liberalised partner countries increase their exports to indus-
trialized countries. There are sound reasons why trade liberalisation often leads
to negative results. For instance, rapid liberalisation of trade may have con-
tributed to a widening of the trade deficit in developing countries in general.
Liberalisation led to a sharp increase in imports, but exports failed to increase.
For developing countries, excluding China, the average trade deficit in the
1990s was higher than in the 1970s by 3 percentage points of GDP, while the
average economic growth rate was 2 points lower (UNCTAD, 1999). Clearly,
while a country can control how fast to liberalise its imports it is unable to
force the pace of export growth on its own.45 Export growth partly depends on
the infrastructure, human and enterprise capacity for new exports, which takes
time to achieve. Low-income countries need technical support in building up
this export capacity. 

In fact, the experience of the high-performing economies of east and
south-east Asia was that their capacity to increase their exports, especially diver-
sify their exports, was based on a very significant human resource base of skilled
manpower.46 Correspondingly, it is essential that developing countries attempt-
ing to follow their example would first need to invest in human capital on a
scale as yet unwitnessed. However, given the magnitude of resources needed,
ODA for BSS can play a significant role in the transition period – which would
require DAC members to examine more critically their assistance for BSS.

One of the most striking cases of inconsistency is that donors have barely
increased ODA for basic education - the sector with the greatest potential to

44 Some agencies see the UK as providing an example of best practice in this area (OECD, 1999). It
remains to be seen if the formulation of such policies actually translates into practice in the UK.
45 Such growth depends on the prices of existing exported goods. Developing countries have experienced
declines in the prices of their export commodities.
46 Mehrotra and Delamonica (forthcoming) argue that a major reason for the economic crisis in south-
east Asia in 1997 was related to human capital shortages. The growing current deficits accounted for by
the inability of say, Thailand, to move up the product cycle ladder in its export basket was due to its lim-
ited skill base.

30



expand economic productivity. Universalising access to elementary education
and improving its quality is also widely recognised as the most effective instru-
ment against child labour. Yet industrialized countries have repeatedly raised
the child labour issue in international fora – whether it is in the ILO or the
WTO – introducing this as a ‘new issue’ in multilateral trade negotiations.47

On the one hand the child labour issue is repeatedly raised, but on the other,
very little assistance is provided to the basic education that can help reduce the
incidence of child labour and improve the skill base in developing countries.

It is equally important that the larger issues of market access to developed
countries are not out of bounds. Export growth is partly dependent on factors
beyond the control of developing countries. Unless the tariff and non-tariff
barriers in industrialized countries to new exports of developing countries are
removed, the potential for increasing exports to cover the current account
deficits (and service debt) will not be realised. For manufacturers, the high-
income countries charge a tariff rate on high-income country exports that is
much lower than on developing country exports (World Bank, 2000). Recent
World Bank research found that tariffs and non-tariff barriers imposed by
high-income countries, together with agricultural subsidies, cost developing
countries much more in lost export opportunities than the nearly $50 billion
that they receive in ODA each year.

Industrialized countries often discourage imports of the very products
that developing countries can produce most competitively. Tariffs on labour-
intensive manufactured goods such as textiles, clothing and footwear range
from 15 to 30 per cent. Import taxes are higher still on many agricultural prod-
ucts: more than 100 per cent for meat, sugar and dairy products. Fruits and
vegetables face even higher tariffs – a US tariff of 121 per cent on groundnuts,
Europe’s 130 per cent tariff on above-quota bananas, and Japan’s 171 per cent
tariff on raw cane sugar. In fact, as the Chief Economist of the World Bank sug-
gests, industrialized countries should unilaterally open their markets to duty-
free imports from the 48 least developed countries. “Offering poor countries
duty-free access for all products will appeal to many people in the rich coun-
tries as the fair thing to do. And it would be in keeping with enlightened self-
interest. A small number of people in high-income countries would face adjust-
ment costs, but the vast majority would benefit from wider choices and lower
prices” (Stern, 2001).48

However, market access should not be a negotiating ploy. For instance, a
small package for tariff-free and quota-free access to developed country mar-
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47 At the Singapore Ministerial Meeting to resume a new round of trade negotiations, France, Norway
and the USA were making the case for the inclusion of labour standards as a new issue into the trade nego-
tiations – or at the very least, create a working party to discuss the issue.
48 World Bank research found that eliminating all barriers to imports from Sub-Saharan Africa in North
America, Europe and Japan would lead to a 14 per cent rise in the region’s exports, an annual increase of
about $2.5 billion (Stern, 2001).
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kets or debt-relief might be offered as a negotiating incentive for the develop-
ing countries to accept a far more damaging link between market access and
enforcement of the so-called core labour and environmental standards. It has
happened in the past that by receiving a special and differential treatment
under the General Scheme of Preferences that are exceptions to the General
Agreement on Tariffs and Trade’s fundamental principle of non-discrimination,
developing countries had allowed industrialized countries to get away with
their own GATT-inconsistent trading arrangements, such as the Multi-fibre
Arrangement in exchange for concessions of limited value (Srinivasan, 1999).
In fact, industrialized countries should be willing to transfer resources, knowl-
edge and technology, so that committed developing country governments can
take advantage of integrating with the global economy.49

Declining commodity prices drain significant resources from developing
countries. There has been a net flow of resources from, rather than to, the devel-
oping world on account of the decline in commodity prices. The main reason
for the crisis of debt facing the Heavily Indebted Poor Countries (HIPCs) in
particular is the long run secular decline in their net barter terms of trade since
the seventies. The decline in commodity prices has affected not only the HIPCs,
but the balance of payments of other developing countries’ balance as well. The
balance of trade deficit of developing countries was a full two percentage points
greater in the 1990s than it was in the 1970s. Debt relief is not charity – it is
merely a means of compensating (only in part) for the net resource flow out of
the poorest countries. In other words, the cancellation cannot be a substitute for
fresh additional ODA. If there is an element of ‘moral hazard’ in HIPC coun-
try debt cancellation, it is not any more so than the moral hazard inherent in
the huge bailout of international banks implicit in the IMF deal in post-crisis
east Asia in 1997. But the cancellation of debt alone will not suffice as long as
the long-run deterioration in the terms of trade of the least developed countries
continues. In fact there is a risk of the current situation of the debt trap repeat-
ing itself in the future. Even the World Bank (2000) argues for the provision of
such global public goods as global commodity price insurance instruments to
address key price volatility problems of developing countries.

The least developed countries are especially vulnerable to external shocks
– whether it is from terms of trade losses or weather changes – that can make
a nonsense of budget planning for health and education investment in any
given year. As a result they have special needs for compensatory and contin-
gency financing.50 It is well known that although there is a facility offered by
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49 See T.N. Srinivasan, ‘Trade package for least developed countries may amount to nothing more than a
bribe’. Letter published in the Financial Times, 17 February 1999.
50 If one were to follow the World Bank’s (Collier-Dollar study) recommendations – supporting aid on
the basis of policy – countries facing shocks are unlikely to perform well on the policy front, and thus may
get less aid. On the other hand, aid may be most needed in these very countries. It has been argued that
aid can make a larger difference in such countries, rather than those not suffering from shocks (Guillau-
mont and Chauvet, 1999).



the IMF (Compensatory and Contingency Finance Facility), it is never avail-
able without new conditions and heavy transaction costs. Bilateral donors usu-
ally give larger amounts than the Bank and the Fund, and could increase their
flows of ODA at times of external shocks – and thus help to stabilise the avail-
ability of foreign exchange for the poorest countries (Helleiner, 2000).

The third issue relates to TRIPS and the availability of drugs in develop-
ing countries – and there is wide scope here for greater consistency between
industrialized country commitment to the poverty-allevation goal and indus-
trialized country policies. Under the TRIPS agreement, inventors are rewarded
for the commercial risk they take in investing in research for new drugs with a
temporary monopoly, lasting 20 years under the WTO rules, during which
they have the right to sell their inventions at the price they choose. Govern-
ments of developing countries, on the other hand, have to balance between the
public good and private monopoly. In respect of several drugs a serious conflict
exists. For instance, in Brazil and Thailand, domestic companies are able to
market a version of the drug flucanazole, used in the treatment of meningitis,
at annual treatment prices of $100, compared to $3000 for the patented prod-
uct price. In India, companies market ciprofloxacin, an anti-infective drug used
in the treatment of bloody diarrhoea, at one-eighth of the price charged in Pak-
istan, where only the patented version is available (UNDP, 1999). In Brazil and
South Africa, the governments waived patent rights on HIV/AIDS drugs,
allowing local companies to produce cheap versions. Prices fell by 80 per cent
(Koivusalo, 1999). In 2001, almost every Brazilian AIDS patient received free
of charge the same triple therapy cocktail of anti-retroviral drugs that has
improved survival prospects in the US. The HIV/AIDS death rate has been
halved, and the savings to the health budget are estimated at $400 million.

Unless industrialized country governments support developing country gov-
ernment action in this sphere, multinational drug companies will use the TRIPs
to prevent access to life-saving drugs to the poor in developing countries. The US
government has not resorted to the WTO disputes mechanism on actions taken
by developing countries, but, backed by the pharmaceutical research and manu-
facturers of the US, has been threatening trade sanctions under US domestic law
(Special 301 trade law) against 16 countries (including India, Egypt, Thailand),
inviting them to strengthen their patent protection. Some 40 drug companies
took the South African government to court in South Africa, contesting a law that
allows the government to import cheap drugs for AIDS patients, thus by-passing
the monopoly granted to patent holders. Clearly, what is needed is a thorough
reform of the WTO intellectual property rules, including a reduction in the peri-
od of patent protection, stronger health safeguards, and a total ban on threatened
use of trade sanctions.51
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51 This is not the first time that threats have been held out. In 1986 and 1987 the US withheld its con-
tribution to WHO’s budget, apparently because of its disapproval of WHO policies on breast milk sub-
stitutes and essential drugs (Hardon and Kanji, 1992).
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A final issue relates to the consistency between the rhetoric of poverty-
reduction on the one hand, and the overall size of ODA on the other. In par-
ticular, because bilaterals are providing debt relief, ODA may fall. Since HIPCs
receive more in new aid than they repay on debt, some argue (including the
IMF) that debt service cannot be a hindrance to the financing of the social sec-
tor. There are several problems with this logic. First, the net transfer of
resources has been falling over time – down to $6 billion in 1998, or 40 per
cent less than in 1990. Despite positive net resource transfers, the fiscal burden
of debt persists. Second, aid flows are rather volatile, and for the least devel-
oped countries, where aid flows amount to 11 per cent of GDP, volatility in aid
flows seriously compromises the prospects of budgetary planning, let alone the
preparation of poverty reduction plans. If disbursements of aid or debt relief
are blocked, health and education services can collapse.52

Whether debts are simply written off or financed by reallocating funds to
countries to pay off their loans, the process can result in ODA falling further
than it fell in the 1990s.53 It is necessary that the HIPC initiative be fully fund-
ed, without a decline in resources currently allocated to development assis-
tance.54 The objective of debt relief, according to the leaders of the G-7, was “to
provide a greater focus on poverty reduction releasing resources for investment
in health, education, and social needs”. However, to provide debt relief and
then reduce resources for development would be contradictory.55

The G-7 initiative for HIPCs covers just 41 countries. It leaves out 85
other low or lower-middle income countries, many of them with good policies
in place and in need of aid. Aid should not be allowed to fall because of the
costs of funding the HIPC initiative, since it would adversely affect the
resource needs and development prospects of these other countries, whose con-
tinued progress is of importance to an increasingly inter-dependent world and
to industrialized countries, as cross-border problems (e.g. environmental degra-
dation and infectious diseases) increase. In any event, other developing coun-

52 In 1997, the IMF ruled that Zambia was not performing on its ESAF programme, and not just the
IMF but other donors withheld aid. The result was that the following year Zambia had to spend $143 mil-
lion from its own resources on servicing foreign debt, more than double its spending on education and
training. However, by and large, aid flows are more stable than commodity prices. 
53 The IMF and World Bank estimate the total cost of the HIPC initiative to be at $27.4 billion (Morri-
son, 1999). Almost all this cost is spread among bilateral donors and multilateral donors, with a small
amount borne by the private sector.
54 World Bank (2000) notes that it is unclear whether net flows will increase or decrease with debt relief.
This depends on whether or not aid levels stay the same, and to what extent debts are being serviced in
the first place.
55 While the US enjoyed one of its most prosperous decades ever in the 1990s, in 1997 it also spent the
lowest percentage of any donor country (0.1% of GNP) on ODA and less than half the proportion that
the US spent just 10 years ago. The cost of full US participation in the G-7 initiative for HIPC Trust Fund
is estimated at just under $1 billion, or less than 0.06 per cent of the US budget, and hence should not
endanger aid (Morrison, 1999). Italy, Portugal and the UK have recently pledged a long-term reversal or
acceleration of the volume of ODA (UN, 2000).
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tries should not be made to suffer for debt relief for bad loans agreed to by
recipient governments and lenders – loans for which lenders share responsibil-
ity, as in any economic transaction.

Concluding Remarks
The primary responsibilty for the achievement of the International Develop-
ment Targets lies with developing country governements. However, for over 50
countries in the developing world – not just the least-developed and the HIPCs
– the achievement of the IDTs will require international action from bilaterals
as well as multilaterals. 

If the experience of the 1990s is any indicator, ODA for basic services
remains seriously deficient in several ways:
● its level is low;
● its composition needs sharp modification in education and water/sanitation,

and to a lesser extent, in health;
● its modality – especially the shift from the project to the sectoral approach –

requires much greater modification in respect of current donor methods;
● the conditionality approach has to be profoundly modified to give real mean-

ing to the rhetoric of partnership.

Finally, there is an urgent need for consistency between aid policy and
other policies. The goal of consistency may not benefit from the domestic
political weakness of development cooperation agencies, which limits their
ability to lobby other domestic ministries, especially trade and finance min-
istries. However, without ensuring coherence between industrialized country
domestic policies and aid policy, poverty reduction may remain a mirage.56
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56 Perhaps enlightened self-interest might prevail in not only sustaining and increasing overall ODA and
the allocation to basic services, and in changing its character, but also in ensuring consistency between such
poverty-reducing aid and international trade policies. A former director of USAID expressed this self-inter-
est well, “Dangerous infectious diseases originating in these [poor] countries threaten Americans. Envi-
ronmental decay and emission of greenhouse gases from nations with huge and growing populations are
affecting Americans’ weather and health. In worst-case circumstances, poor countries have become recruit-
ing grounds for terrorists. Poverty in all its manifestations constitutes a serious threat to US national inter-
ests … Technical assistance to build democratic institutions and financial systems is an essential part of
USAID’s contemporary portfolio. These interventions, when combined with more traditional ones in edu-
cation, health care and environmental preservation, contribute to a freer and more productive society.” It
is interesting that Atwood (2001) was making this argument to persuade Senator Jesse Helms, then Sen-
ate Foreign Relations Committee Chairman, who after the election of George W. Bush to the presidency
in 2000, was planning to remove the US government from the aid business, close down USAID, and pro-
vide block grants to faith-based charitable organizations through a semi-public foundation.
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ANNEX 

Table 1.a: Bilateral ODA Commitments (grants + loans) to Education (US$ million)

1990 1991 1992 1993 1994 1995 1996 1997 1998

Australia 180.6 146.0 107.3 177.2 136.1 298.0 266.2 300.4 122.6
Austria 72.2 110.8 111.0 98.8 96.3 97.4 101.4 78.1 129.7
Belgium 96.8 76.9 87.3 70.6 53.8 76.2 48.8 44.5 58.3
Canada 201.8 125.8 119.8 60.7 130.1 142.6 112.9 154.6 91.4
Denmark 7.8 61.8 54.3 75.2 23.4 40.8 39.7 77.4 22.9
Finland 9.8 37.7 10.5 9.3 6.5 14.9 7.5 16.5 17.7
France 1675.0 1378.8 1506.8 1878.7 1629.9 1476.0 1732.5 1713.7 1691.8
Germany 830.1 775.8 864.9 798.2 1074.6 1292.5 1139.1 790.8 845.3
Ireland __ 6.4 0.0 0.0 9.7 15.8 20.5 __ 22.7
Italy 144.3 195.6 94.9 96.2 36.9 67.0 39.9 29.6 24.4
Japan 706.1 830.3 733.8 876.4 1216.1 1603.1 909.1 850.1 795.9
Luxembourg __ __ 1.3 __ __ 5.6 6.6 14.1 17.4
Netherlands 275.6 206.0 119.9 66.5 142.9 116.8 153.2 142.8 187.0
New Zealand 0.8 39.6 21.8 24.3 28.6 33.4 35.1 __ 36.6
Norway 28.5 36.6 26.4 14.0 17.7 27.5 58.3 57.5 36.4
Portugal __ __ 13.6 22.5 44.9 18.7 21.2 15.2 __
Spain __ 63.7 54.5 79.7 48.2 77.5 86.5 84.4 119.8
Sweden 75.0 134.6 73.6 87.1 81.8 117.9 107.7 101.9 82.3
Switzerland 56.7 53.0 51.1 38.6 38.6 23.4 31.3 __ 24.5
United Kingdom 227.4 296.6 211.2 207.2 189.1 172.1 178.6 172.2 176.7
United States 449.8 453.1 247.7 409.3 400.4 361.8 372.4 169.4 119.9
Total 5467.1 5017.3 4161.2 4855.5 5440.6 6040.8 5604.9 4890.0 4622.2

Source: OECD, Development Assistance Committee database; OECD, DAC, Development Co-operation Report, various issues.
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Table 1.b: Share of Education in Total Bilateral ODA Commitments (grants + loans) (percent)

1990 1991 1992 1993 1994 1995 1996 1997 1998

Australia 36.2 30.1 13.6 22.4 14.1 23.5 29 38.6 21.7
Austria 21.5 22.3 8.3 17.1 12.8 18.1 18.7 22.2 23.8
Belgium 17.1 14.9 15.1 14.8 11.6 13.8 8.6 9.4 10.4
Canada 11.2 7.1 6.3 3.7 9.6 8.8 7.3 11.9 7.2
Denmark 1.3 9.4 6.8 7.5 3.1 5.2 2.8 9.7 3.4
Finland 1.6 4.9 2.1 3.9 3.8 6.6 3.3 8.0 6.9
France 28.1 22.5 24.8 27.8 21.2 21.7 31.8 30.5 30.5
Germany 14.2 12.9 13 13.4 17.1 17.8 15.5 15.4 19.4
Ireland __ 21.3 27.9 27.9 17.3 18 18 __ 18.3
Italy 6.9 6.6 3.7 5.7 2.3 5.9 4.5 5.7 3.6
Japan 6.9 6.3 6.3 5.8 8.5 8.9 5.5 5.8 5.9
Luxembourg __ __ 5.7 __ __ 12.2 12.2 24.0 23.8
Netherlands 12.7 12.3 6.1 3 6.2 5.5 7 7.3 9
New Zealand 1.6 41.3 30.3 33.8 34.4 34.4 34.4 __ 37
Norway 4.6 5 4.6 2.4 2.5 3 6.8 8.3 5.2
Portugal __ __ 16.4 16.4 20.8 17.6 24.4 13.9 __
Spain __ 5 4.8 8.2 9.2 8.3 9.1 11.4 10.9
Sweden 5.6 9.1 4.2 6.9 6.6 8.4 7.6 9.3 5.7
Switzerland 9.2 6.4 9 7.9 4.1 3 4.5 __ 5.4
United Kingdom 11.6 12.6 12.6 12.8 10.1 10.1 9.4 8.4 7.1
United States 2.2 2.8 2.8 4.3 4.7 4.8 4.6 2.7 1.7
Total 9.8 8.7 8.4 9.5 10.7 11.2 10.8 11.2 10.6

Source: OECD, Development Assistance Committee database; OECD, DAC, Development Co-operation Report, various issues.
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Table 2: Bilateral ODA Commitments to basic education (US$ million)

Total
1993 1994 1995 1996 1997 1998 93-98

Australia 12.6 18.6 33.2 3.3 43.6 26.7 138.0
Austria - - 0.1 1.1 2.6 1.9 5.7
Belgium - 1.1 1.9 1.9 2.4 2.4 9.7
Canada 1.6 - 1.3 18.1 5.5 0.0 26.5
Denmark 5.3 8.1 - - 1.3 3.6 18.3
Finland 7.3 2.5 - 4.4 6.2 11.1 31.5
France - - - - - - -
Germany - 182.0 290.2 263.8 108.9 110.7 955.6
Ireland - - - - - - -
Italy 0.9 0.6 - 2.8 0.3 0.1 4.7
Japan - - 89.5 34.1 148.2 34.9 306.7
Luxembourg - - - - 5.5 6.3 11.8
Netherlands - 34.1 26.4 73.0 17.3 90.0 240.8
New Zealand - 0.1 0.1 - - 5.6 5.8
Norway 3.5 - 9.6 25.5 25.5 12.6 76.8
Portugal - - 0.2 3.1 1.1 - 4.5
Spain 10.6 8.2 7.8 6.3 10.2 8.6 51.7
Sweden - 49.2 36.3 67.0 61.7 37.1 251.4
Switzerland 2.7 1.1 3.1 7.1 - 10.3 24.3
United Kingdom - - - 25.4 23.9 35.0 84.2
United States - - 142.0 109.5 69.8 37.4 358.6
Total 44.6 305.6 641.7 646.4 534.0 434.2 2606.4

Source: OECD, Development Assistance Committee database; OECD, DAC, Development Co-operation Report, various issues.
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Table 3.a: Bilateral ODA Commitments (grants + loans) to health and population  (US$ million)

1990 1991 1992 1993 1994 1995 1996 1997 1998

Australia 6.5 5.3 48.1 45.9 71.4 98.9 121.2 60.5 59.9
Austria 26.9 3.0 5.3 25.4 18.8 12.9 9.2 49.9 11.4
Belgium 65.7 65.0 71.1 67.7 54.3 48.0 56.7 58.4 60.0
Canada 41.4 31.9 24.7 26.3 58.3 98.8 46.4 27.1 35.6
Denmark 32.3 78.2 119.7 76.2 43.0 80.0 239.8 31.4 6.1
Finland 37.2 9.2 14.0 4.8 15.5 12.2 11.4 6.9 26.2
France 363.6 196.1 170.1 175.7 215.3 278.9 223.4 177.5 177.5
Germany 76.0 96.2 119.8 143.0 238.8 312.2 205.8 226.2 165.6
Ireland 1.7 1.9 0.0 0.0 5.2 12.8 16.5 __ 16.4
Italy 108.8 130.4 89.8 70.9 33.7 42.0 55.9 21.8 10.2
Japan 214.9 210.9 209.6 392.9 314.8 360.2 446.3 365.0 364.2
Luxembourg __ __ 4.5 __ __ 7.5 8.8 14.7 18.3
Netherlands 86.8 33.5 163.2 75.4 85.3 129.5 153.2 82.0 95.6
New Zealand __ 2.4 1.8 1.4 2.1 2.4 2.6 __ 4.7
Norway 18.6 16.1 60.7 5.8 35.4 60.4 48.9 39.4 37.8
Portugal __ __ 0.7 1.2 4.3 4.1 5.9 7.1 0.5
Spain __ 19.1 84.0 105.0 36.2 102.7 191.2 80.4 100.0
Sweden 105.9 130.2 166.5 123.8 107.8 141.7 128.9 85.9 88.1
Switzerland 43.1 29.8 18.7 14.6 25.4 14.0 23.6 __ 14.5
United Kingdom 92.1 63.6 45.3 105.2 108.6 132.9 152.0 195.5 219.0
United States 715.6 712.0 389.3 637.8 1081.9 1055.2 1093.0 565.4 867.5
Total 2064.1 1845.4 1832.9 2095.5 2491.5 3020.4 3113.8 2142.7 2398.3

Source: OECD, Development Assistance Committee database; OECD, DAC, Development Co-operation Report, various issues.
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Table 3.b: Share of health and population in Total Bilateral ODA Commitments (grants + loans) (percent)

1990 1991 1992 1993 1994 1995 1996 1997 1998

Australia 1.3 1.1 6.1 5.8 7.4 7.8 13.2 7.8 10.6
Austria 8 0.6 0.4 4.4 2.5 2.4 1.7 14.2 2.1
Belgium 11.6 12.6 12.3 14.2 11.7 8.7 10 12.3 10.7
Canada 2.3 1.8 1.3 1.6 4.3 6.1 3 2.1 2.8
Denmark 5.4 11.9 15 7.6 5.7 10.2 16.9 3.9 0.9
Finland 6.1 1.2 2.8 2 9 5.4 5 3.4 10.2
France 6.1 3.2 2.8 2.6 2.8 4.1 4.1 3.2 3.2
Germany 1.3 1.6 1.8 2.4 3.8 4.3 2.8 4.4 3.8
Ireland 7.3 6.2 8.8 8.8 9.2 14.5 14.5 __ 13.2
Italy 5.2 4.4 3.5 4.2 2.1 3.7 6.3 4.2 1.5
Japan 2.1 1.6 1.8 2.6 2.2 2 2.7 2.5 2.7
Luxembourg __ __ 20.3 __ __ 16.3 16.3 25.0 25
Netherlands 4 2 8.3 3.4 3.7 6.1 7 4.2 4.6
New Zealand __ 2.5 2.5 2 2.5 2.5 2.5 __ 4.7
Norway 3 2.2 10.6 1 5 6.6 5.7 5.7 5.4
Portugal __ __ 0.9 0.9 2 3.9 6.8 6.5 1
Spain __ 1.5 7.4 10.8 6.9 11 20.1 10.9 9.1
Sweden 7.9 8.8 9.5 9.8 8.7 10.1 9.1 7.8 6.1
Switzerland 7 3.6 3.3 3 2.7 1.8 3.4 __ 3.2
United Kingdom 4.7 2.7 2.7 6.5 5.8 7.8 8 9.5 8.8
United States 3.5 4.4 4.4 6.7 12.7 14 13.5 9.0 12.3
Total DAC 3.7 3.2 3.7 4.1 4.9 5.6 6 4.9 5.5

Source: OECD, Development Assistance Committee database; OECD, DAC, Development Co-operation Report, various issues.
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Table 4: Bilateral ODA Commitments to Basic Health (US$ million)

Total
1993 1994 1995 1996 1997 1998 93-98

Australia 29.9 43.7 47.5 83.2 36.9 21.6 262.8
Austria - - 2.2 8.0 3.3 9.1 22.7
Belgium - 7.2 19.7 23.7 26.4 26.1 103.1
Canada - 2.2 49.5 6.8 10.2 6.0 74.7
Denmark 2.6 1.5 - - 10.9 5.0 19.9
Finland 1.5 9.3 2.0 4.0 0.5 2.4 19.5
France - - - - - 8.6 8.6
Germany 60.0 98.1 98.7 82.8 92.2 80.6 512.4
Ireland - - - - - - -
Italy 26.8 15.7 15.3 15.0 4.7 5.7 83.1
Japan - - 104.8 212.2 72.7 92.5 482.2
Luxembourg - - - - 8.9 10.0 18.9
Netherlands 43.0 17.0 60.7 58.2 32.5 31.9 243.2
New Zealand - 0.6 0.6 - - - 1.2
Norway - - 32.3 17.8 15.2 7.9 73.1
Portugal - - 0.7 5.4 1.8 0.5 8.4
Spain - - 27.1 37.0 35.7 56.1 155.9
Sweden - 77.7 59.8 90.0 62.5 18.9 308.9
Switzerland 1.0 0.4 3.6 - - 10.3 15.2
United Kingdom - - - 80.5 19.4 74.0 173.9
United States - - 410.4 317.9 206.6 111.4 1046.3
Total 164.6 273.4 934.8 1042.4 640.2 578.5 3633.8

Source: OECD, Development Assistance Committee database; OECD, DAC, Development Co-operation Report, various issues.
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Table 5: Bilateral ODA Commitments (grants + loans) to Population/reproductive health (US$ million)

Total 
1990 1991 1992 1993 1994 1995 1996 1997 1998 90-98

Australia - 2.1 23.5 13.9 20.3 25.9 13.7 6.3 13.4 119.0
Austria - 0.4 - - 0.0 0.1 - 0.0 0.1 0.6
Belgium 19.0 27.0 29.3 25.8 20.9 1.8 1.3 0.8 1.1 127.1
Canada 0.8 2.2 1.3 0.5 0.1 37.8 22.1 10.9 2.5 78.1
Denmark - - 0.3 - - - - 2.3 - 2.6
Finland 1.4 0.0 4.1 1.3 - 3.5 0.3 1.5 0.8 12.9
France 207.8 - - - - - - - 0.0 207.8
Germany 10.9 12.9 54.0 18.5 82.5 129.0 69.7 94.5 65.4 537.4
Ireland - - 0.0 - - 0.3 0.3 - - 0.7
Italy 1.9 33.1 0.3 - - 0.0 1.5 1.8 0.4 39.0
Japan 8.2 7.8 10.6 18.2 15.3 35.7 34.9 17.0 28.7 176.4
Luxembourg - - - - - - - - - -
Netherlands 7.8 2.4 63.4 3.2 1.6 4.4 1.1 2.1 28.7 114.6
New Zealand - 0.0 0.0 0.2 0.3 0.3 - - - 0.9
Norway 0.1 0.2 33.1 0.6 2.5 18.3 25.6 8.1 12.3 100.8
Portugal - - - - - - - 0.3 - 0.3
Spain - - - 0.2 0.1 6.9 1.5 1.8 2.2 12.8
Sweden 1.3 3.6 25.5 15.9 2.6 0.9 1.0 10.2 20.2 81.3
Switzerland - - 1.2 - 0.5 4.7 1.0 - - 7.3
United Kingdom 1.9 6.1 21.5 24.0 25.8 32.1 29.7 29.5 83.7 254.2
United States 300.3 300.3 285.9 269.0 476.2 533.3 413.2 274.2 568.1 3420.4
Total 561.3 398.1 553.8 391.4 648.7 834.9 616.9 461.4 827.4 5294.0

Source: OECD, Development Assistance Committee database; OECD, DAC, Development Co-operation Report, various issues.
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Table 6: Bilateral ODA Commitments (grants + loans) to water supply (all water supply, not only low-cost)
(US$ million)

Total 
1990 1991 1992 1993 1994 1995 1996 1997 1998 90-98

Australia 9.3 34.3 38.2 30.6 33.1 30.9 24.7 22.4 22.3 245.8
Austria 37.8 14.4 16.3 21.3 5.5 40.6 38.5 16.0 59.7 250.1
Belgium 5.6 4.1 20.8 10.5 9.8 9.3 10.1 12.2 8.6 91.0
Canada 27.2 41.6 64.6 5.9 12.0 17.8 35.2 9.0 17.4 230.6
Denmark 135.0 4.9 60.0 113.3 21.0 22.8 166.3 79.8 58.9 662.0
Finland 17.0 79.1 32.5 18.4 15.4 16.5 22.9 15.1 12.4 229.3
France 105.8 190.1 85.0 109.0 247.0 244.2 354.7 184.4 125.9 1646.0
Germany 203.7 273.7 323.1 249.7 469.5 542.4 402.6 443.4 423.2 3331.4
Ireland 0.9 0.7 1.5 - 3.8 6.8 6.8 - 4.5 25.0
Italy 99.7 312.3 178.6 52.4 24.0 38.5 41.7 48.5 15.9 811.5
Japan 549.7 311.0 668.3 1428.0 1431.7 1750.0 1804.0 1527.3 1279.5 10749.5
Luxembourg - - - 1.1 - 0.7 0.7 2.1 3.5 8.0
Netherlands 58.8 30.2 56.7 139.8 63.5 80.3 93.4 83.7 112.6 719.1
New Zealand - 1.2 0.9 0.3 0.4 0.4 - - 1.4 4.6
Norway 33.6 2.5 5.2 8.1 15.3 30.7 6.1 12.1 29.2 142.9
Portugal - - - - 0.4 0.3 0.1 0.0 0.2 0.9
Spain - 0.4 37.1 52.8 1.1 43.6 25.3 14.8 29.0 204.1
Sweden 37.3 26.0 50.7 41.3 60.7 35.9 44.3 18.8 21.7 336.6
Switzerland 33.9 15.2 25.2 10.2 15.2 9.8 40.9 - 25.2 175.6
United Kingdom 61.7 65.6 52.5 51.2 43.7 39.2 46.9 42.4 57.6 460.8
United States 427.4 427.4 407.0 382.9 78.6 72.9 96.5 128.6 208.9 2230.3
Total 1844.4 1834.6 2124.1 2726.7 2551.7 3033.6 3261.8 2660.7 2517.5 22555.0

Source: OECD, Development Assistance Committee database; OECD, DAC, Development Co-operation Report, various issues.
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Table 7: Structure of ODA to social services by recipient, 1990-1 and 1994-6 s(percent)

Health Education Drinking water BSS
and sanitation

1990-91  1994-96 1990-91  1994-96 1990-91  1994-96 1990-91  1994-96
Americas
Argentina 7.6 2.5 2.3 1.8
Bolivia 4.2 1.7 1.9 5.8
Brazil 5.9 1.3 5.3 8.2
Colombia 8.1 5.7 4.1 10.2
Domenican Republic 4.0 3.9 8.0 15.8 07 1.8 4.0 15.0
Guyana 1.7 14.8 0.8
Honduras 7.2 7.7 4.8 7.5 8.2 29.0 13.3 38.1
Mexico 0.2 8.3 1.7 9.4
Nicaragua 1.5 2.1 1.8
Panama 0.7 7.9 1.5 18.3 0.1 0.2 1.2 5.1
Paraguay 3.4 3.7 9.0 8.6 5.0 7.0 7.8 15.4
Peru 10.4 5.1 2.9 5.2 0.8 2.5 11.2 9.0
Trinidad and Tobago 4.2 1.8 16.7 9.9 0.2 0.0 1.9 5.8
Venezuela 1.4 1.1 0.5
average 4.3 7.6 5.6 8.9 2.6 5.4 5.6 13.0
South Asia
Afghanistan 5.5 28.9 0.4 2.4
Bangladesh 7.6 9.4 2.4 5.9 2.3 4.2 10.4 8.6
Bhutan 8.5 10.2 12.7 15.0 3.3 4.8 13.7 18.7
India 8.3 14.7 2.7 2.7 0.6 0.9 8.4 11.8
Maldives 9.7 12.6 6.1 10.9
Nepal 5.1 7.0 8.5 9.8 6.4 3.4 11.2 11.8
Pakistan 4.0 2.3 6.4 7.2 1.9 4.0 9.1 8.8
Sri Lanka 2.4 2.8 2.9 7.0 1.6 4.0 3.3 8.3
average 6.4 7.7 9.1 7.9 2.8 3.8 8.7 11.3
East Asia and Pacific
China 3.4 2.5 8.5 4.3 3.3 4.5 5.2 6.1
Indonesia 2.9 5.3 1.5 4.2
Malaysia 4.5 12.8 0.0 0.3
Mongolia 3.6 0.7 9.3
Philippines 3.4 4.2 3.4 8.3 1.8 3.4 8.3 10.6
Thailand 3.3 0.4 6.7 9.8 0.2 0.0 3.8 0.2
Vietnam 7.7 8.6 2.7 7.8 3.5 8.2 11.1 13.3
average 4.1 3.8 5.7 7.5 1.7 3.5 5.7 7.6
Middle East 
and North Africa
Algeria 2.1 2.6 0.0 0.5
Djibouti 4.0 23.4 15.5 18.8
Iran 1.8 0.3 0.0 1.6
Jordan 2.3 3.5 1.6
Lebanon 7.2 12.1 12.2 13.3 7.6 5.6 35.6 12.9
Morocco 8.1 7.0 17.8 19.7 0.6 9.7 11.7 12.6
Oman 7.3 19.0 6.9
Sudan 3.2 12.8 8.8 21.9
Tunisia 0.3 1.4 0.4
Yemen 9.1 8.4 4.5 8.3 3.5 3.5 11.1
average 4.8 9.2 9.7 13.8 5.4 6.3 10.3 12.2
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Health Education Drinking water BSS
and sanitation

1990-91  1994-96 1990-91  1994-96 1990-91  1994-96 1990-91  1994-96

West and Central 
Africa
Benin 12.7 8.1 3.1 9.7 2.3 4.9 7.2 15.9
Burkina Faso 22.1 6.7 4.5 8.1 4.2 3.5 12.5 10.4
Cameroon 2.3 3.7 5.4 2.9 0.1 2.9 1.6 6.2
C.A.R. 4.6 4.5 0.7 4.2
Cote d’Ivoire 1.9 1.2 5.7 3.7 0.4 0.2 1.3 0.6
Chad 6.1 7.9 6.9
Congo 78.3 8.7 8.8 8.4
D.R. of Congo 3.6 12.2 5.4 1.3 2.7 0.6 5.4 7.8
Gabon 5.4 20.5 3.9
Gambia 9.9 12.8 9.9 15.8 11.0 13.4 18.8 26.1
Ghana 0.7 6.4 10.8 8.7 2.2 2.9 6.6 8.6
Guinea 4.2 6.4 6.2 9.2 5.0 5.7 7.8 11.0
Mali 8.9 14.7 5.7 7.8 0.3 0.3 8.6 15.8
Mauritania 5.9 5.4 8.2 11.6 0.0 0.0 3.1 4.6
Niger 5.5 11.0 8.9 11.9 4.0 2.1 8.2 10.3
Senegal 4.5 5.7 11.7 7.7 1.5 2.5 5.0 6.3
Sierra Leone 12.9 6.6 7.6 8.2 0.1 1.5 10.3 9.1
Togo 4.1 9.2 2.0 8.5
Average 10.8 7.7 8.1 8.8 2.7 2.8 7.0 10.7
East and Southern 
Africa
Burundi 10.7 12.2 3.5 6.1
Comoros 10.5 15.8 21.8 14.5 0.4 0.5 5.8 8.9
Kenya 6.2 9.2 5.8 7.9 4.1 5.0 10.9 9.8
Lesotho 12.7 19.4 10.0 23.1
Madagascar 2.7 7.0 7.5 13.3 2.9 2.8 5.8 4.7
Namibia 2.4 42.7 6.5 17.5
Rwanda 8.7 10.0 12.5
Sao Tome 
and Principe 6.5 9.8 8.9 6.2 0.1 1.8 3.8 7.2
Swaziland 10.2 6.5 33.3 31.1 2.3 0.5 19.3 3.7
Tanzania 5.6 5.7 6.6 4.7 2.2 2.4 8.3 6.4
Uganda 10.9 8.3 2.3 3.0 0.2 0.1 5.0 6.7
Zambia 4.3 4.7 8.3 5.5 0.7 2.1 5.8 8.1
Zimbabwe 5.0 11.6 1.5 8.1
average 7.4 7.5 14.7 10.0 2.8 1.8 10.0 6.2

Notes: The annual average for 1990-91 and 1994-96 has been presented here.
Source: UNDP, Development Co-operation Report for each country, various issues.
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Table 8: Structure of ODA to education by recipient 1994-96 (percent)

Americas
Domenican Republic 2.6 74.7 0.6 0.0 0.4 21.8
Haiti 32.0 31.3 26.0 0.0 0.0 10.7
Honduras 0.0 26.2 0.2 0.0 1.2 72.4
Jamaica 60.7 21.1 6.5 6.4 3.7 11.6
Panama 2.2 3.7 8.6 7.2 26.7 51.7
Paraguay 7.2 28.0 60.4 0.0 2.9 11.5
Peru 1.9 54.8 4.8 0.3 10.4 27.8
Trinidad and Tobago 32.0 3.0 55.5 1.1 3.8 4.6
average 18.1 30.4 18.1 1.9 6.1 26.5
South Asia
Bangladesh 27.8 29.1 14.7 15.1 5.4 8.0
Bhutan 8.0 43.1 0.0 5.2 9.2 34.5
India 11.0 39.6 18.6 0.6 2.6 27.6
Nepal 7.4 38.3 7.0 6.7 5.4 35.3
Pakistan 12.3 50.3 3.3 3.1 6.0 25.0
Sri Lanka 3.0 43.3 0.4 6.9 6.5 39.9
average 11.6 40.6 7.4 6.3 5.9 28.4
East Asia and Pacific
China 31.1 9.8 4.7 1.4 8.9 46.1
Philippines 0.8 65.9 1.7 5.9 11.1 14.7
Thailand 6.2 0.0 0.0 0.0 0.0 93.8
Vietnam 1.5 18.2 8.7 4.5 36.4 29.7
average 9.9 23.5 4.0 3.0 13.6 46.1
Middle East 
and North Africa
Lebanon 3.2 12.0 13.4 11.5 39.6 20.2
Morocco 23.6 8.3 3.5 0.0 11.9 52.7
Yemen 6.2 32.1 15.5 13.4 0.7 32.1
average 11.0 17.5 10.8 8.3 17.4 35.0
West and Central Africa
Benin 5.5 84.2 5.8 3.8 5.3 15.4
Burkina Faso 17.4 39.3 7.1 3.1 23.5 9.6
Cameroon 6.5 39.0 3.7 6.0 38.0 6.9
Cote d’Ivoire 93.2 0.5 1.7 0.3 1.1 3.3
D.R. of Congo 18.9 16.1 4.1 13.1 0.0 48.1
Gabon? 3.3 19.5 0.0 36.4 20.1 20.9
Gambia 8.7 41.6 5.9 25.2 8.0 10.6
Ghana 4.8 58.9 7.6 7.5 16.8 6.7
Guinea 11.5 28.7 2.6 5.9 7.6 43.8
Guinea Equatorial 18.7 39.9 20.6 4.4 16.5 0.0
Mali 24.3 55.0 15.8 0.4 1.1 3.4
Mauritania 3.3 10.8 11.7 0.2 7.5 66.5
Niger 8.0 48.2 7.1 2.5 5.4 30.8
Senegal 31.0 24.1 5.9 10.6 12.8 15.9
Sierra Leone 17.4 53.6 3.8 1.2 0.8 23.3
average 18.2 35.9 6.9 8.0 11.0 20.3
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East and 
Southern Africa
Comoros 25.2 10.9 2.8 43.1 7.8 10.3
Ethiopia 10.0 9.4 3.8 8.6 42.4 25.8
Kenya? 3.8 15.8 0.0 1.6 55.5 23.3
Madagascar 31.3 2.1 3.2 21.9 13.5 28.0
Mozambique 31.9 8.8 0.7 0.4 17.2 43.1
Sao Tome & Principe 6.9 25.8 0.1 2.6 33.8 30.8
Swaziland 3.3 2.4 1.9 6.4 0.8 85.2
Tanzania 21.2 6.0 3.3 9.9 21.4 39.2
Uganda 14.9 65.9 5.9 4.2 4.7 4.3
Zambia 26.4 25.3 3.2 2.9 14.1 28.1
average 17.5 18.9 2.5 10.2 21.1 31.8

Source: As in Annex Table 7.
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Table 9: Structure of ODA to basic education by recipient (percent of total education ODA received) 1990-1
and 1994-6

1990-91 1994-96

Americas
Argentina 25.7 6.9
Bolivia 13.9 13.5
Brazil 30.0 1.6
Colombia 5.1 6.6
Domenican Republic 3.4 8.8 74.7 0.6
Guyana 5.8
Honduras 14.2 9.7 26.2 0.2
Mexico 77.7 0.1
Nicaragua 0.5 62.5
Panama 5.8 1.60 3.7 8.6
Paraguay 1.3 4.6 28.0 50.4
Peru 0.7 17.8 54.8 4.8
Trinidad and Tobago 3.3 3.0 55.5
Venezuela 2.1 1.3
average 14.3 10.6 31.7 20.0
South Asia and Pacific
Afghanistan 4.6 0.1
Bangladesh 25.7 14.1 29.1 14.7
Bhutan 20.5 0.2 43.1 0.0
India 16.5 10.3 39.6 18.6
Maldives 10.3 2.9
Nepal 5.9 4.0 38.3 7.0
Pakistan 57.8 1.8 50.3 3.3
Sri Lanka 25.4 1.0 43.3 0.4
average 20.8 4.3 40.6 7.4
East Asia and Pacific
China 3.3 5.9 9.8 9.8
Indonesia 0.8 4.3
Malaysia 0.1 0.0
Mongolia
Philippines 33.3 3.2 85.9 1.7
Thailand 0.5 2.9 0.0 0.0
Vietnam 9.5 9.0 18.2 9.7
average 7.9 4.2 23.5 4.0
Middle East and North Africa
Algeria 1.2 0.6
Djibouti 6.1 0.2
Iran
Jordan 11.7 2.3
Lebanon 10.2 23.4 12.0 13.4
Morocco 19.0 1.6 8.3 3.5
Oman 2.9
Sudan 62.3 17.2
Tunisia 16.0 0.0
Yemen 1.1 1.9 32.1 15.5
average 15.9 5.8 17.5 10.8
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1990-91 1994-96

West and Central Africa
Benin 2.6 5.3 64.2 5.8
Burkina Faso 53.2 15.8 39.3 7.1
Cameroon 6.4 39.0 3.7
C.A.R. 16.1 0.1
Cote d’Ivoire 2.3 0.5 1.7
Chad 43.3 5.3
Congo 0.8
D.R. of Congo 3.8 16.1 4.1
Gabon 11.9 1.1 18.5 0.0
Gambia 34.7 1.6 41.6 5.9
Ghana 81.0 1.9 56.9 7.6
Guinea 13.7 3.7 28.7 2.6
Mali 32.7 12.1 55.0 15.8
Mauritania 5.7 10.8 11.7
Niger 18.8 12.0 46.2 7.1
Senegal 4.8 2.4 24.1 5.9
Sierra Leone 14.8 9.3 53.6 3.8
Togo 5.9 3.7
average 24.1 8.2 35.4 5.9
East and Southern Africa
Burundi 1.5 6.5
Comoros 5.8 3.8 10.9 2.6
Kenya 13.9 8.8 15.8 0.0
Lesotho 37.0 12.1
Madagascar 18.1 0.8 2.1 3.2
Mozambique
Namibia 8.3 27.6 8.6 0.7
Rwanda 24.0 4.8
Sao Tome & Principe 7.4 1.7 25.8 0.1
Swaziland 13.7 0.5 2.4 1.9
Tanzania 14.4 1.2 5.0 3.3
Uganda 8.5 2.7 65.9 6.0
Zambia 5.3 9.8 25.3 3.2
Zimbabwe 0.1 7.7
average 12.2 6.9 17.8 2.3
TOTAL 15.9 6.5 27.5 8.2

Notes: the annual average for 1990-91 and1994-96 has been presented here
Source: As in Annex Table 7.
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Table 10: Structure of ODA to health by recipient, 1994-96 (per cent)

Americas
Domenican Republic 16.4 33.9 49.1 0.6
Haiti 5.2 51.4 14.1 29.4
Honduras 0.1 91.5 8.4 0.0
Jamaica 76.8 18.1 6.8 0.4
Panama 12.3 33.6 8.6 45.5
Paraguay 15.4 45.4 29.5 9.7
Peru 10.7 66.1 20.2 3.0
Trinidad and Tobago 88.1 0.5 10.2 1.4
average 28.1 42.3 18.4 11.2
South Asia
Bangladesh 5.0 18.8 75.1 0.3
Bhutan 16.2 73.5 0.0 10.4
India 30.9 84.5 2.1 2.5
Nepal 13.2 58.2 9.9 19.0
Pakistan 23.4 35.9 22.3 18.4
Sri Lanka 25.3 42.4 19.7 12.6
average 19.0 49.0 21.5 10.6
East Asia and Pacific
China 45.5 36.9 11.7 8.0
Philippines 20.4 39.3 40.2 0.1
Thailand 21.0 58.2 19.0 1.8
Vietnam 9.7 56.9 15.7 17.8
average 24.1 47.8 21.5 8.4
Middle East and North Africa
Lebanon 2.4 32.8 1.4 63.4
Morocco 6.1 7.8 83.5 2.6
Yemen 12.9 43.2 17.0 27.0
average 7.1 27.9 34.0 31.0
West and Central Africa
Benin 17.7 68.1 2.5 11.7
Burkina Faso 30.4 46.8 8.4 13.4
Cameroon 26.5 57.8 3.2 12.5
Cote d’Ivoire 33.2 23.7 2.1 41.0
D.R. of Congo 5.1 55.4 0.8 38.9
Gabon? 74.1 13.1 0.3 12.5
Gambia 31.1 40.3 10.2 18.4
Ghana 29.1 21.6 23.8 25.5
Guinea 13.7 37.2 27.6 21.6
Guinea Equatorial 3.3 63.1 4.5 29.2
Mali 12.4 68.6 11.8 7.3
Mauritania 24.0 36.9 10.2 28.9
Niger 31.1 17.0 23.6 28.2
Senegal 52.3 25.8 18.9 2.1
Sierra Leone 38.7 43.4 2.0 15.9
average 28.2 41.3 10.1 20.5
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East and Southern Africa
Comoros 15.1 40.8 3.8 40.4
Ethiopia 8.4 61.0 19.7 12.9
Kenya? 28.4 39.8 25.1 5.7
Madagascar 40.7 17.6 1.4 40.3
Mozambique 18.9 60.0 0.2 21.0
Sao Tome & Principe 1.2 39.6 3.3 56.0
Swaziland 15.0 28.7 12.8 42.7
Tanzania 27.6 63.7 8.7 0.0
Uganda 8.1 47.9 0.0 46.1
Zambia 10.8 51.3 6.9 31.0
average 17.1 45.1 8.2 29.8
TOTAL 20.6 42.2 19.0 18.6

Source: As in Annex Table 7.
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Table 11: Structure of ODA to basic health by recipient (per cent) in 1990-91 and 1994-96

1990-91 1994-96

Americas
Argentina 18.8 77.0
Bolivia 81.1
Brazil 29.2 13.2
Colombia 58.3 5.7
Domenican Republic 46.7 19.0 33.9 49.9
Guyana
Honduras 78.7 7.8 91.0 8.4
Mexico 71.2 9.8
Nicaragua 43.9 6.2
Panama 58.5 0.8 33.6 8.6
Paraguay 60.0 10.0 45.4 29.5
Peru 78.8 6.3 66.1 20.2
Trinidad and Tobago 9.7 25.8 0.5 10.2
Venezuela 30.0 2.7
average 51.1 15.4 45.1 21.1
South Asia and Pacific
Afghanistan 42.5 0.0
Bangladesh 18.8 77.0 19.6 75.1
Bhutan 75.8 0.1 73.5 0.0
India 77.2 9.0 64.5 2.1
Maldives 18.3 5.0
Nepal 68.6 10.5 58.2 8.7
Pakistan 45.6 27.4 35.9 22.3
Sri Lanka 25.3 14.9 42.4 19.7
average 46.5 18 49.0 21.3
East Asia and Pacific
China 20.1 13.2 36.9 11.7
Indonesia 60.0 24.8
Malaysia 38.5 0.6
Mongolia 79.4 9.7
Philippines 59.9 21.8 39.3 40.2
Thailand 61.9 8.4 58.2 19.0
Vietnam 69.3 16.8 56.9 15.7
average 46.5 18.7 49.0 21.5
Middle East and North Africa
Algeria 19.3 0.5
Djibouti 44.8
Iran 100.0
Jordan 59.6 0.4
Lebanon 78.5 32.8 1.4
Morocco 51.5 20.1 7.8 83.5
Oman 138.0 2.2
Sudan 98.9
Tunisia 70.0
Yemen 35.6 1.4 43.2 17.0
average 69.6 4.9 27.9 34.0

6a bozza – 21-06-2001

52

Prim. health and
immunization as
% of total health

Family Planning as
% of total health

Prim. health and
immunization as
% of total health

Family planning as
% of total health



53

6a bozza – 21-06-2001

West and Central Africa
Benin 73.1 68.1 2.5
Burkina Faso 23.0 0.7 46.8 9.4
Cameroon 35.1 8.8 57.8 3.2
C.A.R. 48.5 10.7
Cote d’Ivoire 28.6 9.9 23.7 2.1
Chad 50.0
Congo 1.6 0.3
D.R. of Congo 15.1 0.2 55.4 0.8
Gabon 38.2 4.0 13.1 0.3
Gambia 134.6 19.2 40.3 10.2
Ghana 31.0 0.1 21.8 23.8
Guinea 57.7 6.3 37.2 27.6
Mali 36.6 5.0 68.6 11.8
Mauritania 23.3 0.3 36.9 10.2
Niger 57.9 1.4 17.0 23.6
Senegal 81.2 0.2 25.8 19.9
Sierra Leone 84.5 2.4 43.4 2.0
Togo 81.5 5.2
average 47.8 4.1 39.9 10.5
East and Southern Africa
Burundi 25.0 6.1
Comoros 22.0 6.0 40.8 3.8
Kenya 44.6 27.4 39.8 25.1
Lesotho 23.5 4.3
Madagascar 40.4 4.1 17.6 1.4
Namibia 87.5 59.0 0.2
Rwanda 30.3 5.5
Sao Tome & Principe 43.3 39.8 3.3
Swaziland 73.3 10.5 29.7 12.6
Tanzania 72.1 15.3 63.7 8.7
Uganda 43.1 0.4 47.9 0.0
Zambia 69.5 6.7 51.3 6.9
Zimbabwe 54.3 18.2
average 49.4 9.5 43.4 6.9
TOTAL 51.8 8 27.8 13.9

Source: As in Annex Table 7.
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