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oney matters and policies count. 

Ten years ago, at the International

Conference on Population and

Development (ICPD) in Cairo, the inter-

national community endorsed an approach to

improving reproductive health based on meeting

individual needs and respecting human rights. The

179 nations present agreed on a plan for achieving

universal access to basic reproductive health care

by 2015—and on the financial resources needed to

make it a reality. They pledged to share the costs,

estimated at US$18.5 billion annually by the year

2005, and donor nations committed to providing

one-third of that total. 

It is now 10 years since that conference and as

2004 draws to a close, so does the process of tak-

ing stock of progress. This report is part of that

effort. It examines recent trends in funding and

policy and profiles each of the major donor coun-

tries, assigning each a grade. It is the third in a

series by Population Action International and is

also intended to complement the research on finan-

cial resource flows by the United Nations

Population Fund (UNFPA), the Joint United

Nations Programme on HIV/AIDS (UNAIDS) and

the Netherlands Interdisciplinary Demographic

Institute (NIDI).

A key finding of this report is reflected in its title:

Progress and Promises. In 2002, the world’s

wealthiest countries made more progress toward

fulfilling the financial promises made in Cairo

than in either of the two previous years.*

Similarly, donor policies on sexual and reproduc-

tive health have strengthened over the last few

years, to better reflect the comprehensive approach

to meeting reproductive health needs that was at

the heart of the ICPD agenda. 

Unfortunately, this progress is not uniform

across the donor community. A handful of donor

countries have yet to contribute even a tiny frac-

tion of their fair share of donor resources, while

others need to give substantially more in dollar

terms. Thus, the donor countries together would

still need to triple their population assistance to

meet the funding goal for 2005 agreed to in

Cairo. The grant assistance coming from other

donors, primarily foundations, eases this shortfall,

while development bank loans also add to the sup-

ply of funds and some developing countries pro-

vide significant resources. Nevertheless, the need

for more resources from donor governments is

inescapable. 

Summary and Recommendations

Progress & Promises
TRENDS IN INTERNATIONAL ASSISTANCE FOR REPRODUCTIVE HEALTH AND POPULATION

M

*2002 is the latest year for which comparable data are available.
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KEY FINDINGS

The Policy Environment for Population Assistance

A number of donor governments continue to strongly
support efforts to address poor sexual and reproductive
health in their development programs, and others are
joining their ranks. This support exists despite a lack of
depth in public understanding of what their governments
actually do for development, including in the area of sex-
ual and reproductive health. The gov-
ernments of Denmark, the Netherlands,
Norway, Sweden and the United
Kingdom remain committed to these
issues. Canada, a consistent voice in
international policy discussions, now
has clearly articulated policies
addressing sexual and reproductive
health needs, as does Germany.
Belgium, France and New Zealand
have also strengthened their policies,
while Luxembourg and Ireland have
significantly increased their funding.

The efforts of advocacy groups in the
donor countries and the explosion of
the HIV/AIDS pandemic have been
critical to these advances in policy
and funding. Political leadership has
also been important, in particular
that coming from the Netherlands,
the United Kingdom, the European
Commission and, indeed, the
European Union (EU) as a whole.
Countries such as Portugal and Spain
have lagged behind, however, while
the United States moved backwards,
in 2001 reimposing restrictions on its
assistance for family planning that had been eliminated
eight years earlier.

The policy environment is also affected by the donor
community’s increasing adherence to the Millennium
Development Goals (MDGs). With their overarching goal
of poverty reduction and particular goals related to
maternal and child health, HIV/AIDS, and gender equality,
the MDGs should serve to reinforce donor support for
population assistance.

Trends in Population Assistance

Population assistance increased dramatically from 2001
to 2002, from $2.5 billion to $3.2 billion. Assistance from
the donor countries alone increased from $1.7 billion to

$2.3 billion, the largest one-year increase ever recorded.
The backdrop to this increase is the upward trend in offi-
cial development assistance (ODA) from the major donor
countries, as well as their increasing attention to the
HIV/AIDS pandemic.

Even with such a significant rise in funding, population
assistance continues to lag far behind agreed upon goals,
although the funding gap narrowed in 2002. The ICPD goal
for funding from donor countries by 2005 is $7.5 billion
annually ($6.1 billion in 1993 dollars). Reaching the $7.5

billion goal by 2005 would require a
three-fold increase in donor countries’
2002 spending of $2.3 billion.

Total population assistance rose from
$1.5 billion in 1996 to $3.2 billion in
2002, an 80 percent increase in real
terms. Most donor countries
increased their population assistance
after 1996, but the sharing of the load
remains woefully unequal. Although
they are the largest donors in dollar
terms, the United States, Japan and
the United Kingdom contribute just
one-third, or less, of their “fair
shares” of the $7.5 billion spending
goal for 2005. In contrast, Denmark,
Norway and Luxembourg continue to
fulfill their fair shares, while the
Netherlands stands out as the fifth
largest donor country in dollar terms
and the third most generous donor
relative to the size of its economy. 

Private foundations are another source
of the significant increase in funds,
providing at least $460 million in
2002, compared with less than $100

million in 1996. Development bank commitments averaged
at least $450 million annually over the period 1996-2002,
but their funds are provided as loans, rather than grants. 

Trends over time should be regarded as only indicative
of progress made, however, given incomplete reporting
and changes in the definition of population assistance
applied to the tracking of resource flows. Following the
ICPD, the definition of the term was changed to encom-
pass a broader reproductive health agenda, with activi-
ties grouped in four categories: family planning services,
basic reproductive health services, prevention programs
for sexually transmitted diseases (STDs), including
HIV/AIDS, and population-related research. In 1999, the
HIV/AIDS component was redefined to include all pre-
vention activities, plus treatment, care and support.

TABLE 1
COUNTRY GRADES

Netherlands A
Denmark A
Norway A
Sweden A
Finland A
Luxembourg A-
United Kingdom B
Belgium B
Switzerland B
Canada B
Germany B
New Zealand B
Japan B
Australia C
France C
United States C
Ireland C
Italy D
Spain D
Austria D
Portugal D
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Geographic and Program Priorities

The most notable shifts in funding patterns can be seen
in the dramatic increase for HIV/AIDS-related activities
and for global or inter-regional programs. Expenditures
for HIV/AIDS activities have increased slightly less than
four-fold, in real terms, since 1996, from $242 million to
$1,343 million in 2002. Spending on activities identified
as reproductive health and family planning increased by
20 percent, in real terms, from $1,058 million to $1,468
million. Again, it is important to recall the addition of
care, treatment and support under STD/HIV/AIDS activi-
ties in 1999. 

Population assistance spending on global or inter-
regional programs increased from 26 percent to 40 per-
cent of the total over the period 1996-2002. At the same
time, all regions saw increases in the volume of popula-
tion assistance received between 1996 and 2002, even if
their shares of funds decreased, as was the case for both
the Latin America and Caribbean region and the Asia-
Pacific region. Most notable was the doubling of popula-
tion assistance to sub-Saharan Africa, to more than $850
million, as the donor response to HIV/AIDS and other
sexual and reproductive health needs gained strength. 

As noted above, it is important to keep in mind the
indicative nature of the data available. Many donors pre-
fer to support comprehensive reproductive health pro-
grams that integrate care in pregnancy, family planning,
STD/HIV/AIDS prevention and treatment and other serv-
ices. Donors are also increasing their support for sector-
wide, more systems-oriented approaches to the provision

of health care—support that is not captured in the fig-
ures presented here.

The tracking of financial flows for specific aspects of sex-
ual and reproductive health—such as services for adoles-
cents, efforts to address unsafe abortion, and reproduc-
tive health supplies—is particularly challenging. Many
donors shy away from supporting adolescent services or
are shifting resources to approaches that have been
shown to be ineffective, such as “abstinence-only” rather
than comprehensive programs. Most donor governments
are reluctant to support the provision of safe abortion
services or even post-abortion care. Only a handful of
donors provide significant resources for supplies, and
thus the gap between the need for donated contracep-
tives and condoms for HIV/AIDS prevention and avail-
able funding is projected to reach hundreds of millions
of dollars annually by 2015.

Population Assistance Channels

Donor governments continue to be the largest single
source of international population assistance, far outpac-
ing assistance from foundations, the development banks
and non-governmental organizations (NGOs). In 2002,
the major donor countries (members of the Development
Assistance Committee of the Organization for Economic
Cooperation and Development) supplied more than two-
thirds of all population assistance, utilizing four major
channels: bilateral, multilateral, multi-bilateral and NGOs.

Since the mid-1990s, donor governments have tended to
channel an increasing volume of population assistance
funds through bilateral programs and NGOs. Core fund-
ing of multilateral organizations such as UNFPA was only
slightly higher in 2002 than in 1996, while donors dou-
bled the amount of bilateral aid channeled to specific
projects undertaken in collaboration with multilateral
organizations (thus the use of the term “multi-bilateral”).

These shifts in funding patterns have coincided with the
continued expansion of bilateral programs by several
leading donors, including Germany, Japan, the
Netherlands and the United Kingdom. Most donor coun-
tries that have increased their bilateral programming
have also maintained or increased their support for inter-
national institutions such as UNFPA, UNAIDS, the
International Planned Parenthood Federation (IPPF) and,
more recently, the Global Fund to Fight AIDS,
Tuberculosis and Malaria. The European Commission is
an increasingly important channel for development aid
from the EU Member States and its assistance for sexual
and reproductive health efforts continues to rise.

The Netherlands
stands out as the fifth
largest donor country
in dollar terms and
the third most
generous donor
relative to the size 
of its economy.
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KEY RECOMMENDATIONS

Generating the necessary human, financial and other
resources required to provide sexual and reproductive
health services to all who need them will require
commitment, capacity, and coordination, as well as
improved methods for measuring success.

o Commitment entails both sound policies and ade-
quate financial resources. This is the responsibility of
both donor and developing countries and will require
leadership and action by government leaders, parlia-
mentarians, and civil society. In the donor countries,
including new and emerging donors, civil society and
parliamentarians need to push their governments to
allocate at least 0.7 percent of national income for offi-
cial development assistance. They must make the case
for adequate resources for sexual and reproductive
health, including HIV/AIDS, and insist on concerted
action to eliminate the shortfall in reproductive health
supplies.

o Greater capacity is needed in both donor and devel-
oping countries in technical aspects of sexual and
reproductive health and with respect to the systems
for monitoring resource flows, evaluating outcomes,
and for the delivery of reproductive health supplies.
Government officials, parliamentarians and civil socie-
ty organizations must be able to participate actively
and effectively in resource allocation processes, includ-
ing those related to health sector reform and poverty
reduction strategies. They must be able to demonstrate
the economic as well as the social benefits of investing
in sexual and reproductive health.

o Coordination must strengthen among donors, devel-
oping country governments and institutions, and
NGOs at the national, regional and international levels
to ensure the effective use of financial and human
resources and that sexual and reproductive health

needs in smaller or otherwise disadvantaged countries
are not neglected. 

o Different and better indicators for measuring
progress are needed, so that donors, aid-receiving
governments, institutions and NGOs can be held
accountable. Such indicators must take into account
inequalities within countries, and the importance of
quality of care issues and respect for human rights in
the design and delivery of services. Resources must
also be made available to improve the tracking and
transparency of financial and other resource flows. 

WHAT LIES AHEAD 

In 2002, donor performance clearly improved when
measured against the financial goals adopted at the ICPD
in 1994. But population assistance—and assistance to
the health sector generally—will have to increase much
faster in the future if it is to meet the world’s urgent and
growing need for sexual and reproductive health servic-
es. And the goalposts for assessing performance will
need readjusting as well. 

A number of donors have made commitments to increase
their development assistance relative to the size of their
economies. Five countries—Belgium, France, Ireland,
Spain and the United Kingdom—have pledged to provide
0.7 percent of gross national income (GNI) for ODA
before 2015. Canada, Germany and Italy have also stated
their intention to increase aid relative to national income.
But the United States and Japan, the world’s two largest
economies, remain far from the 0.7 percent goal. If they
and all the other DAC donor countries were to allocate
0.7 percent of GNI, development assistance would effec-
tively triple, to more than $175 billion dollars annually.
That would help bring the Millennium Development
Goals and those of the International Conference on
Population and Development within reach.

We must be able to demonstrate the economic
as well as the social benefits of investing in
sexual and reproductive health.
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n 1994, at the International Conference on
Population and Development (ICPD), the internation-
al community endorsed an approach to improving
reproductive health based on meeting individual
needs and respecting human rights. The 179 nations

present agreed on a plan for achieving universal access
to basic reproductive health care by 2015—and on the
financial resources needed to make it a reality. They
pledged to share the costs, estimated at US$18.5 billion
annually by the year 2005, and donor nations committed
to providing one-third of that total. 

At the halfway point to 2015, the target year for the cen-
tral goals of ICPD, it is time to take stock of how far we
have come and how far we have to go. This report is part
of that process, examining recent trends in funding and
policy and the contributions of the donors involved. It
profiles each of the major donor countries and assigns
each country a grade based on financial and policy indica-
tors crucial to bringing the promise of ICPD closer to reali-
ty. Profiles of the European Commission and the World
Bank are also included, together with an overview of the
population assistance programs of leading foundations in
the private philanthropic community. Complementing this
analysis, a case study examines the experience of Ghana
vis-à-vis the donor community. This report is the third in
a series by Population Action International and is also
intended to complement the research on financial resource
flows done jointly by the United Nations Population Fund
(UNFPA), the Joint United Nations Programme on
HIV/AIDS (UNAIDS) and the Netherlands Interdisciplinary
Demographic Institute (NIDI).

Today, the international community has some cause to
celebrate. Population assistance increased by a record
amount in 2002, to more than $3 billion.* And while the
donor nations still fall far short of the commitments
made a decade ago in Cairo, the gap between what was
given and what was pledged was smaller in 2002 than in
either of the previous two years. 

Donor policies on sexual and reproductive health have also
strengthened overall. Policy documents increasingly empha-
size a health- and rights-based rationale for providing popu-
lation assistance. A few donors still lack clearly articulated
policies, however, while others (notably Australia and the

United States) place restrictions on the use of funds that
effectively undermine the policies they have.

Ten years after the Cairo conference, some progress
toward improving reproductive health has been made,
but tremendous challenges remain. The HIV/AIDS pan-
demic has raced through sub-Saharan Africa and is now
hitting Asia and parts of Eastern and Southern Europe
hard. Young people are now half the world’s population
and more than one billion are in their teens. And each
year, more than three and a half million women and
men die of reproductive health-related causes, including
AIDS, pregnancy, childbirth, and unsafe abortion. 

Money matters and policies count. Without money, good
policies cannot be put into action. Without good policies,
money may be spent ineffectively, or worse. The donor
nations have made some progress, but still have far to go
to fulfill the promise of Cairo: a world in which women
and men can make decisions about sex and reproduction
in good health, with hope rather than fear.
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t the ICPD in 1994, the right to reproductive
health was recognized as part of an individ-
ual’s right to the highest possible standard of
good health. Nations agreed that meeting
individual needs was the organizing princi-

ple of good reproductive health and population pro-
grams, while they also acknowledged the contribution
that early stabilization of world population size would
make to the achievement of sustainable development.

Ten years later, at the halfway mark in the countdown to
2015, vast differences remain in reproductive health sta-
tus between rich and poor countries. The HIV/AIDS pan-
demic has expanded its reach and its toll in human lives
and threatens economic growth in some of the world’s
poorest countries. At the same time, however, population
growth still outpaces gains in economic productivity in
some countries, adding to the challenge of providing the
health care, education, skills and jobs needed by the
young to thrive in the future.

These are just a few of the reasons why population assis-
tance still matters and why donors focused on achieving
the Millennium Development Goals (MDGs)—and con-
cerned with poverty reduction, human rights, health and
development—must help ensure the adequate flow of
resources for sexual and reproductive health services.

The Gap in Reproductive Health Status

As was the case more than 10 years ago, 99 percent of
deaths to women from pregnancy-related causes still
take place in developing countries today. This one statis-
tic captures the impact of poor access to contraception,
lack of skilled care in pregnancy and childbirth, as well as
pregnancies that occur too early in life, too late or too
often. Thus, women in sub-Saharan Africa face a 1 in 16
lifetime risk of dying in pregnancy or childbirth, while the
risk for women in developed countries is just 1 in 2,800,
according to the World Health Organization (WHO).

The growing demand for contraception has yet to be met.
The need for effective methods of contraception contin-
ues to grow, as the number of women and men in their
childbearing years increases, and as more of them want
to plan their families. Indeed, the demand for contracep-
tion is projected to increase by 40 percent by 2025. Thus

while access to and use of contraceptives has increased
more than ten-fold since the 1960s, UNFPA estimates
that more than 200 million women still have an unmet
need for effective methods of contraception. Unmet need
is highest in sub-Saharan Africa, where 46 percent of
women at risk of unintended pregnancy are using no
method of contraception.

Shortfalls of reproductive health supplies are at crisis lev-
els. The gap between demand and supply for contracep-
tives, condoms for HIV/AIDS prevention, and other
reproductive health supplies is growing. One illustration
of this growing crisis is that if all the male condoms
made available by donors in sub-Saharan Africa were
evenly distributed, each man would have just three or
four per year. Yet while the demand for supplies contin-
ues to soar, donor funding for both supplies and supply
systems continues to fall. (See the Special Topic at the
end of this chapter for more information.)

Lack of care in pregnancy and childbirth is a fact of life—
and death. Hundreds of millions of women still lack
access to basic care in pregnancy and childbirth. While
women in developed countries have almost universal
access to care, one-third of pregnant women in developing
countries receive no medical care whatsoever. Only half of
all deliveries are attended by skilled personnel, a propor-
tion that falls to less than one-third in the least developed
countries. And the need continues to grow: currently, the
number of women of reproductive age in developing
countries is increasing by more than 20 million annually.

HIV/AIDS prevention and treatment remain out of reach. An
estimated 38 million people are living with HIV/AIDS, half
of them women, and 5 million people were newly infected
in 2003. AIDS has already reduced life expectancy in the
hardest hit countries and, due to its impact on working-age
adults, is projected to reduce national incomes as well. More
than three-quarters of HIV infections are transmitted sexual-
ly, while 10 percent are due to mother-to-child transmission.
Yet proven means of prevention—such as condoms, volun-
tary testing and counseling and drugs to prevent mother-to-
child transmission—are available to less than 20 percent of
people with a high risk of infection, according the Global
HIV Prevention Working Group. The international communi-
ty is even further from achieving the goal of treating 3 mil-
lion people with anti-retrovirals by 2005. 

Chapter 1

Why Population Assistance Matters
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Reproductive Rights are Human Rights

The ICPD Programme of Action broke new ground
when it stated that “reproductive rights embrace cer-
tain human rights that are already recognized in
national laws, international human rights documents,
and other consensus documents.” Going beyond the
right to plan one’s family, first articulated in 1968, it
placed the “right to attain the highest standard of sexual
and reproductive health” firmly within the concept of
the right to health. Thus population assistance can be
seen as being as much about the promotion of human
rights as it is about the promotion of human health. 

Human rights treaties underpin reproductive rights. Most
donor countries have signed the major human rights
treaties that lay the foundation for the right to reproduc-
tive health. These treaties include the International
Covenant on Economic, Social, and Cultural Rights
adopted in 1966, which lays out the “right to health” in
Article 10.2, and the International Covenant on Civil and
Political Rights, also adopted in 1966, which lays out the
right to liberty and security of person in Article 9(1). In
1979, the Convention on the Elimination of All Forms of
Discrimination Against Women included the right to
health care, including information, counseling, and fami-
ly planning services in Article 14.2(b) and certain other
Articles. In 1989, the Convention on the Rights of the
Child established the right of women to appropriate
maternal health services in Article 24(2)(d).

Population assistance promotes human rights. All of
these rights, taken together, build a firm basis for the
right to reproductive health. Most importantly, countries
that have ratified the above treaties are legally bound to
protect, promote, and ensure the rights within the
treaties—a fact that should encourage donor countries to
invest in sexual and reproductive health services as a
way to contribute to the exercise of the right to health.

Reproductive Health, 
Population, and Development

Reproductive illnesses and unintended pregnancies
weaken or kill people in their most economically pro-
ductive years, not only exacting a financial toll on indi-
viduals and families but undermining the economic
development of nations. The Millennium Development
Goals, including both the overarching goal of poverty
reduction and particular goals related to maternal and
child health, HIV/AIDS, and gender equality, should serve
to reinforce donor support for population assistance.

Reproductive illnesses threaten health and impose eco-
nomic costs. In sub-Saharan Africa, one-third of all dis-

ability and premature death among women is due to
reproductive illnesses, including complications of unsafe
abortion and HIV/AIDS. Among men, one-quarter of the
death and disability burden is attributed to reproductive
health-related causes. These figures probably understate
the impact of poor reproductive health, especially for
women. In many developing countries, women earn 40
percent to 60 percent of household income, and grow 80
percent of the food consumed. This economic contribu-
tion is lost when a woman dies in pregnancy or is
unable to work due to poor reproductive health.

Early pregnancy and lack of education contribute to a
vicious cycle. For teenage girls in particular, the birth of a
child often brings an end to their education, hurting their
prospects for employment and their ability to provide for
themselves and their children. Yet girls with a secondary
education are between 3 and 13 times less likely to become
mothers early in life and tend to have fewer and healthier
children. Poorer and less educated women are less likely to
have access to reproductive health care, with devastating
results. They are more likely to die from pregnancy-related
causes, to have to resort to unsafe abortion, or to have chil-
dren who are malnourished or die from disease. All of
these events carry both human and economic costs.

HIV/AIDS exacts a human and financial toll. HIV/AIDS
is cutting short the lives of people in some of the world’s
poorest countries, damaging the prospects for economic
development and adding to the financial burden faced by
families and societies. Funerals for AIDS-related deaths
are a major cause of job absenteeism and family debt in

Poor men and 
women pay the

ultimate price—their
lives—for declining

funding levels, weak
coordination of supply

procurement, and a
lack of capacity to get

supplies where they
need to be.
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sub-Saharan Africa. In Zambia alone, more than 2,500
teachers died of AIDS in 2001, the equivalent of 1 in 16
teachers in the country. At the World Economic Forum in
2002, AIDS experts estimated that a country with 15 per-
cent of its population HIV-positive could expect its gross
domestic product to decline by about 1 percent annually.

Women’s ability to manage their fertility is critical to gen-
der equality and reducing poverty. Access to reproductive
health care, including contraceptive services, is crucial if
women are to be able to make their own decisions about
childbearing and, consequently, other aspects of their
lives. In its absence, achieving gender equality and
reducing poverty are not possible. 

Access to reproductive health care hastens the demographic
transition. The shift from short lives and large families to
long lives and small families that has occurred in the
developed countries and some developing countries is due
in part to access to key health interventions, such as
antibiotics, immunization, and contraception. The lower
birth rates—and thus slower population growth—that
resulted are largely the consequence of women and men
realizing their own childbearing intentions, but carried
benefits for entire societies. Rapid population growth
stresses the capacity of a country to feed, educate and
otherwise provide for its people. It is a key factor in urban
growth and increasing scarcities of water and cropland
that, together with increases in working-age and school-
age populations, continue to help push human develop-
ment out of reach in many countries. It is critical to note,
however, that in some countries today, rising death rates
as a result of the HIV/AIDS pandemic are contributing
unacceptably to the slowing of population growth. Access
to comprehensive sexual and reproductive health services
is thus doubly important to reduce AIDS-related deaths.

Smaller family size supports savings and investment.
Research has documented the impact of smaller family
size on household savings and investment, and through
these, on economic growth generally. The experience of
the “Asian Tigers” points to a virtuous cycle in which
use of contraception, higher levels of education among
girls, and the entry of women into the work force result-
ed in smaller average family size—and a high ratio of
workers to dependent children. This in turn meant that
both governments and families could invest more in
each child, thereby ensuring their access to education
and health care. Over time, both governments and
households were able to save more, thereby increasing
the pool of capital available for productive investments,
and thus stimulating economic growth.

The Cairo Conference and Burden Sharing

The ICPD Programme of Action called on the interna-
tional community to provide the necessary funds to meet
basic reproductive health needs such as family planning,
care in pregnancy and childbirth, and services for sexu-
ally transmitted diseases (STDs), including HIV/AIDS
(with an emphasis on prevention), and to support basic
research and policy analysis on population-related issues.
The emphasis was on the range of services that could be
reasonably provided at the primary health care level,
with referral available for more sophisticated services,
such as emergency obstetric care. Thus the “costed pack-
age” was born: a series of cost estimates for annual
spending by 2000, 2005, 2010 and 2015 that would result
in universal access to basic reproductive health care in
20 years.

Nations participating in the conference agreed that the
costs should be shared, with developing countries and
countries in economic transition assuming two-thirds of
the costs and the wealthy donor nations taking responsi-
bility for the remaining one-third. For 2005, the ICPD
cost estimates require US$12.4 billion in annual spend-
ing by developing countries and $6.1 billion by donor
countries. Adjusted for inflation, these figures would
equal $15.2 billion and $7.5 billion, respectively.

Developing country spending is inadequate to the need.
Estimates of total spending on sexual and reproductive
health by developing countries, whether by governments
or individuals, are based on data that are far from com-
plete. UNFPA/NIDI estimate spending at around $8 bil-
lion annually from the late 1990s through 2000.
Additional data from one country, China, increased that
estimate by more than $3 billion for 2003. Even so, no
more than a dozen developing countries account for the
overwhelming bulk of what is spent—among them
Brazil, China, Egypt, India, Iran, Indonesia, Mexico,
Pakistan and Turkey—and some of them require very lit-
tle external assistance. In contrast, all of sub-Saharan
Africa accounts for less than 10 percent of these “domes-
tic” expenditures and government spending per capita is
inadequate to the need in almost every case. Indeed, per
capita spending on sexual and reproductive health varies
widely among developing countries in all parts of the
world. But with respect to Africa in particular, the
impact of HIV/AIDS makes the need for additional donor
assistance clear.
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A growing shortfall in the availability of the supplies
needed for HIV/AIDS prevention, contraception and
other vital sexual and reproductive health care services
threatens the well-being of men and women in the devel-
oping world. The gap between the need for donated sup-
plies and the funding available to purchase them is project-
ed to reach hundreds of millions of dollars annually by
2015. Supply stock-outs at the clinic level are widespread
despite more than 30 years of experience by donors, NGOs,
and the public and private sectors. Poor men and women
pay the ultimate price—their lives—for declining funding
levels, weak coordination of supply procurement, and a
lack of capacity to get supplies where they need to be. 

Rising Need, Lack of Money among 
Causes of Crisis

A record number of men and women are now in their
reproductive years, or soon will be, due to continued

population growth and the largest generation of young
people that the world has ever seen. Between 2000 and
2015, the reproductive-age population in developing
countries is expected to increase by more than 20 per-
cent, and the number of contraceptive users by more
than 40 percent. The devastating spread of HIV/AIDS,
especially among young people, has also raised demand
for services and protection.

Despite the growing need, the availability of reproductive
health supplies has been characterized by inconsistent
and inadequate funding, as well as a lack of coordination
at the global and national levels. Donor support, which
comes from only a handful of bilateral and multilateral
donors, has been erratic, and on an overall downward
trend since the early 1990s. Many developing country
governments have been reluctant to assume the increas-
ing financial burden, while also suffering from a lack of
capacity to manage procurement and supply systems. 

SPECIAL TOPIC
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FIGURE 2
TOTAL SUPPLY NEED AND DONOR SUPPORT

Source: UNFPA. 2004. Donor Support for Contraceptives and Condoms for STI/HIV Prevention 2002. New York: UNFPA.

The cost of supplies for family planning and prevention of HIV/AIDS is expected to double by 2015.
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Falling Short of Commitments

According to UNFPA, the cost of contraceptive supplies
alone (not including condoms for HIV/AIDS prevention)
rose from US$222 million in 1992 to an estimated $657
million in 2002, and continues to increase. Yet donor
support fell from an estimated 41 percent of total supply
costs (between 1992 and 1996) to 30 percent in 2002.
Many developing country governments have been unable
to fill the growing shortfall of funds. 

In addition to contraceptive supplies, the cost of con-
doms needed to prevent STDs, including HIV/AIDS, will
also rise—from $239 million in 2000 to $557 million in
2015—yet in 2000, donors provided barely 19 percent of
the number of condoms needed to have a significant
impact on the spread of HIV/AIDS.

Thus the combined cost of supplies for family planning
and for STD and HIV/AIDS prevention (contraceptives
and condoms) is expected to nearly double over the next
decade—from $1.0 billion in 2003 to $1.8 billion in 2015,
while delivery and related costs will rise to $9 billion. To
return to meeting 41 percent of just the needed supplies,
donors would have to provide $739 million in 2015.

Meeting the Need

Awareness of this problem began growing in the late
1990s. Since then, a global movement of governments,
institutions and individuals has mobilized to encourage
governments, businesses, and non-profit groups in both
rich and poor countries to take action on this urgent
need. Those involved include UNFPA, the International
Planned Parenthood Federation (IPPF), bilateral donors
(including the United States, United Kingdom, and the
Netherlands), foundations, the World Bank, advocacy
NGOs and projects such as the Supply Initiative. Progress
to date includes the establishment of the Reproductive
Health Interchange, a Web-based tool for tracking pro-
curement of supplies and related financial flows. A relat-
ed initiative, the Reproductive Health Supplies Coalition,
focuses on information exchange, mobilizing resources,
and efforts to raise awareness and strengthen commit-
ment among donor country governments.

Some donors have shown concern and a willingness to
help when called upon. The United Kingdom, the
Netherlands and Canada provided additional funds in
2001 in response to an immediate supply crisis at
UNFPA. In late 2004, the Netherlands as president of the
European Union led another effort by donors to fill the
supply gap, together contributing $75 million to UNFPA.
Others still fail to grasp just how serious the crisis is, yet
it is only through collective action that the growing
shortfall of reproductive health supplies will be averted.
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ontrary to what is often said by policymakers
and pundits, public support for aid to develop-
ing countries is very high. Surveys undertaken
in 13 major donor nations between 1999 and
2001 show very high levels of support for

development assistance. Levels of support range from 71
percent in the United Kingdom and New Zealand to 90
percent and 95 percent in the Netherlands and Ireland,
respectively. Public awareness of reproductive health
needs in developing countries has also improved, due in
part to the HIV/AIDS pandemic. Indeed, surveys suggest
that public support for government aid to improve access
to family planning and to prevent and treat HIV/AIDS in
developing countries is very strong.

At the same time, however, public understanding of
development issues and policies in general remains
limited. As one observer noted with regard to Australia,
public support for development aid is “a mile wide and
an inch deep.” People tend to think of aid in terms of
emergency or humanitarian relief, rather than long term
investments in people and infrastructure. Furthermore,
most members of the public know very little about what
their governments actually do to improve human well-
being, including in the area of sexual and reproductive
health. Indeed, the term “reproductive health” is not
well understood by most members of the public, particu-
larly in comparison with such terms as “family plan-
ning” or “contraception.”

Donor Commitment Has Strengthened Overall

Despite this lack of depth in public understanding of
development issues, many donor governments continue to
strongly support efforts to address poor sexual and repro-
ductive health in their development programs, and others
are joining their ranks. The governments of Denmark, the
Netherlands, Norway, Sweden and the United Kingdom
remain committed to these issues. Canada, a consistent
voice in international policy discussions, now has clearly
articulated policies addressing sexual and reproductive
health needs, as does Germany. Other donors have also
strengthened their policies, including Belgium, France and
New Zealand, while Luxembourg and Ireland have signifi-
cantly increased their funding for programs.

This increased commitment to reproductive health is not
universal, however. In countries such as Portugal and
Spain, conservative governments have continued to neg-
lect these issues (although Spain’s newly elected govern-
ment is expected to dramatically change course). In addi-
tion, as noted above, the U.S. government has increased
restrictions on the use of its funds since 2001, most
notably through the reimposition of the Global Gag Rule
(also known as the Mexico City Policy), and has attempt-
ed to weaken the international consensus around sexual
and reproductive health in international meetings.

The efforts of advocacy groups in the donor countries
and the explosion of the HIV/AIDS pandemic are two
factors critical to the advances in policy and funding
noted above. Advocacy groups are having an impact
because today, 10 years after Cairo, NGOs are more numer-
ous and have far greater capacity to play a role in the poli-
cy process. Whether working with parliamentarians, direct-
ly with development officials, or to raise awareness among
other audiences, their efforts have increasingly made a dif-
ference in the policies and funding of their respective gov-
ernments. Indeed, NGO advocacy has been critical to the
process of bringing the HIV/AIDS pandemic to the fore-
front of donor concerns. Even those governments with
conservative approaches to reproductive health overall,
such as Italy and Ireland, have dramatically increased their
financial support for the fight against AIDS.

Political leadership has also been important to recent
advances in policy and funding, including that coming
from Canada, Germany, the Netherlands, Sweden, United
Kingdom and from the European Commission in response
to the increasingly conservative stance of the U.S. govern-
ment. The Bush Administration’s decision to reimpose the
Mexico City Policy (termed the Global Gag Rule by its
opponents) in January of 2001 brought a swift reaction
from leading European donors, as did the U.S. withdrawal
of funding from UNFPA in mid-2002. Several donors
pledged to fill what they called the “decency gap” caused
by the resulting loss of funds for IPPF (as a result of the
Global Gag Rule) and UNFPA. International organizations,
most notably UNFPA and UNAIDS, have also exercised
leadership by continuing to call attention to the need for
financial resources for both programs and supplies.

Chapter 2

The Policy Environment for 
Population Assistance

C
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Challenges in the Policy Arena 
Are Diverse and Complex

The challenges ahead are significant, as both the landscape
and architecture of development assistance changes.
Security concerns increasingly stand out in donor govern-
ments’ new development assistance policies. While framed
in terms of contributing to human security, efforts by
donors to strengthen the security systems of aid-receiving
countries—for example, to manage politically motivated
violence and other conflict—have raised human rights
concerns and would draw on development resources.

New mechanisms for delivering aid are also having an
impact on the flow of development dollars. Leading
donors in the sexual and reproductive health field are
giving greater support to sector-wide approaches
(SWAps) and other mechanisms for channeling aid
monies. While these mechanisms are a positive develop-
ment in terms of their potential impact on health sys-
tems and host country ownership of the development
process, they increase the difficulty of prioritizing sexual
and reproductive health issues.

A different type of challenge is posed by the rise in politi-
cal opposition to sexual and reproductive health pro-
grams. While long a factor in the United States, where
anti-abortion groups have sought to link family planning

programs to U.S. domestic abortion politics since the
1980s, such activism has been less of a factor in Europe
historically. This has begun to change, in part as U.S.-
based conservative groups have increasingly reached out
to like-minded Europeans. For whatever reasons, opposi-
tion to reproductive rights in Europe has intensified,
although to varying degrees depending on the country.
Within the European Parliament, for example, the number
of hostile queries directed at European Commission staff
has shot up, as have efforts to portray the Commission’s
support for reproductive health as “promoting abortion.”
Adding to the challenge is the expansion of the European
Union (EU) in May 2004. The 10 new Member States have
limited experience with development assistance and, in
some cases, are more conservative with respect to repro-
ductive health and rights. However, many of the most
active opponents of sexual and reproductive health and
rights in the European Parliament hail from within the 15
pre-accession Member States.

On a positive note, most donor nations have placed
poverty reduction and the MDGs at the forefront of devel-
opment policy. This development should reinforce donor
support for population assistance, given the role of good
reproductive health in reducing poverty, but also adds to
the urgency of increasing the flow of resources for devel-
opment aid.

RECOMMENDATIONS: Strengthening Support for Population Assistance

Success in securing the financial resources and policies
to meet reproductive health needs requires a supportive
policy environment in which the contribution of good
sexual and reproductive health to overall development
is recognized. A key challenge is to ensure that donors
recognize sound reproductive health policies and pro-
grams as crucial to reducing poverty and achieving the
MDGs and, consequently, to human security. Achieving
this level of understanding will require that:

o NGOs engaged in advocacy on population and repro-
ductive health and rights issues increase further their
effort to inform and influence policymakers in the
donor nations, especially parliamentarians and devel-
opment officials, including those in the relevant insti-
tutions of the European Union. To be successful, they
must strengthen collaborative relationships with NGOs
working in related fields, including HIV/AIDS, human
rights, gender, youth and debt relief, as well as devel-
opment NGOs more generally. NGO should also help
educate other key constituencies with influence in the
policy process, including environmentalists and those
working in security-related fields, about the impor-
tance of good sexual and reproductive health.

o Donor governments ensure that their commitment to
sexual and reproductive health is communicated not
only to their own development agencies, but to other
relevant ministries, especially ministries of finance,
education, and health, as the latter are increasingly
involved in aspects of development cooperation. Donor
governments also need to do more to inform and edu-
cate their publics about their development cooperation
programs, including specific efforts to address sexual
and reproductive health needs, and should enlist NGOs
and other civil society actors in the effort.

o Those donor governments strongly supportive of popu-
lation assistance work with other governments to
strengthen their commitment. This is another area in
which donor country NGOs can play a role, by building
and strengthening relationships across borders, and
providing technical assistance where necessary, in sup-
port of efforts to improve policies and funding in other
donor countries, including the new EU Member States.

o Major international organizations, in particular UNFPA,
help ensure that sexual and reproductive health are part
of policy discussions around development cooperation,
both in international meetings and at the country level.
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U.S. policies on family planning funds and funds for
the fight against HIV/AIDS have negatively affected
the major providers of sexual and reproductive health
services in Kenya.

The Mexico City Policy (Global Gag Rule)

In January 2001, the Bush Administration reimposed the
Mexico City Policy. Under this policy, no U.S. family
planning assistance can be provided to foreign NGOs
that use funding from any other source to:*

o perform abortions in cases other than a threat to the
life of the woman, rape or incest; 

o provide counseling and referral for abortion; or 

o lobby to make abortion legal or more available in their
country. 

Noncompliance results in loss of funding from the U.S.
Agency for International Development (USAID) for fami-
ly planning services. As a result of the Mexico City
Policy’s restrictions on freedom of speech, those who
oppose it refer to it as the Global Gag Rule.

Under the Global Gag Rule, funds are denied to foreign
NGOs that choose to counsel their patients on a full
range of reproductive health options when those options
include abortion, even if legal in their own country.
When an NGO refuses to accept the gag rule, in addition
to losing U.S. family planning funds, it also loses access
to USAID-donated contraceptive supplies and technical
support. Its ability to form partnerships with other U.S.-
funded NGOs in the country also suffers. This loss of
supplies, technical support, and partnerships is often
more devastating than the loss of funds. (For a detailed
update on the impact of the gag rule in Ghana, see the
Ghana case study: “Sexual and Reproductive Health in
Ghana and the Role of Donor Assistance—A Case Study”
on page 35.) 

The Policy’s Impact in Kenya

In Kenya, the effects of the gag rule are far-reaching. The
two pioneers in the field of reproductive health, the
Family Planning Association of Kenya (FPAK) and Marie
Stopes International Kenya (MSI Kenya), refused to
accept the terms of the gag rule. As a result, they lost

U.S. family planning assistance, which made up a large
part of their budgets, and had to close clinics. A total of
five family planning clinics (three FPAK and two MSI
Kenya clinics) closed in 2001 and 2002. In some cases,
these clinics were the only source of health care for local
communities. Community-based outreach programs were
slashed, and family planning services were scaled back. 

FPAK’s attempts in the past two years to raise enough
money to fill the void left by the gag rule have failed.
As of mid-2004, six of their 12 remaining clinics faced
imminent closure. 

The inability of major family planning providers like
FPAK to recover in the wake of the gag rule not only
affects access to reproductive health services. Most fami-
ly planning clinics in Kenya provide a wide range of care
in addition to contraceptive counseling, such as Pap
smears, child immunizations, and childhood disease
management. FPAK, for example, no longer carries out
child immunizations due to its budget deficit. The train-
ing of nurses has also been shortchanged.

In addition to the budget deficit caused by the gag rule,
Kenyan reproductive health service providers are also
suffering as a result of the contraceptive supply crisis in
the country. Decreased donor support for contraceptive
supplies in combination with logistical and distribution
problems have led to severe shortages of various contra-
ceptive supplies. Finally, compounding all these prob-
lems is the shifting of donor attention generally toward
HIV/AIDS and away from basic reproductive health care,
including family planning.

U.S. HIV/AIDS Assistance

In recent years, HIV/AIDS has become a focus of many
donors, including the United States. Providers such as
FPAK face enormous difficulties in fundraising for family
planning programs in a climate where HIV/AIDS is
receiving all the attention. The U.S. funding available for
HIV/AIDS prevention and treatment dwarfs the amounts
available for family planning and other reproductive
health services in Kenya.

The increased funding for HIV/AIDS treatment and care
is critically important, of course, but U.S. HIV assistance
is subject to such restrictive guidelines that it does not
encourage coordination between HIV/AIDS activities and
basic reproductive health services. Given that HIV is pre-
dominantly spread through heterosexual sex, a crucial

SPECIAL TOPIC

The Impact of U.S. Policies on Sexual and Reproductive Health in Kenya

*The term “family planning assistance” refers to specific U.S. assistance
for family planning and thus is different from the more broadly defined
term “population assistance” used in this publication.
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link exists between HIV/AIDS and sexual and reproduc-
tive health care. Unfortunately, U.S. assistance is struc-
tured in such a way that coordinating and linking with
comprehensive reproductive health activities is virtually
impossible, according to Godwin Mzenge, the director of
FPAK. Contracts detailing the use of funds are highly
restrictive and leave no space for integration of
HIV/AIDS prevention or treatment efforts with reproduc-
tive health activities—not even in most prevention of
mother-to-child transmission (PMTCT) programs, where
the link between the two is vital.

As for the HIV funds we receive, we cannot use the
HIV money for family planning. For example if we are
providing VCT [voluntary counseling and testing] serv-
ices, when our clients come in they want VCT as well
as…family planning [services]. However, we cannot do
this for them.

—Godwin Mzenge, Director of FPAK

The large influx of funds for HIV/AIDS programs also
means that more people are attracted to jobs in this area.
Many experts in reproductive health and family planning
are moving to focus solely on HIV/AIDS. FPAK has lost
almost all its senior staff to well-funded HIV/AIDS pro-
grams. “So even if we manage to keep our clinics open,
we have no senior personnel to run them,” Mzenge said
in a recent interview.

Overall, interviews with leading reproductive health
service providers in Kenya reveal the general fear that
even if the gag rule is lifted, the overwhelming, donor-
driven focus on HIV/AIDS—to the detriment of repro-
ductive health services—will remain. 

Implications for the Longer Term

What does all this mean for Kenya in the long run? The
preliminary report of the 2003 Kenya Demographic
Health Survey is ominous. The deterioration of reproduc-
tive health care in the country has led to a startling
reversal in trends of earlier years. The proportion of
women receiving antenatal care from health profession-

als rose between 1989 and 1993, but consistently
declined thereafter. As for skilled attendance in delivery,
the share of births attended fell from 50 percent in 1993
to 42 percent of births in 2003. In addition, contraceptive
use has stagnated at 39 percent of women—high com-
pared with many other countries in the region, but the
same in 2003 as in 1998. And women are having slightly
more children, on average, than five years previously:
4.9 in 2003, up from 4.7 children in 1998.

A multitude of factors are to blame for this setback.
Health indicators have been in decline for more than a
decade in Kenya, while donor attention to sexual and
reproductive health in the country has been waning for
some time. Thus while the gag rule cannot be blamed
solely for the decline in reproductive health indicators, it
has certainly not helped.

What the Future May Bring

As this is written, the repeal of the Global Gag Rule is
unlikely without some change in the balance of political
forces within the United States. Efforts to document the
impact of the gag rule are needed, however, in order to
provide the kind of evidence base that may prove influ-
ential in the U.S. policy arena in the longer term.
Stronger advocacy efforts can make a difference too, by
encouraging all donors—including the United States—to
adequately fund sexual and reproductive health activities
in addition to HIV/AIDS. 

Advocates can also help move the donor community
toward a better understanding of the importance of link-
ing or coordinating reproductive health and HIV/AIDS
services—for example, in the testing and treatment of
sexually transmitted diseases, when educating people on
safer sex, and in prenatal care or PMTCT programs.
Existing reproductive health and family planning struc-
tures can also be used as an entry point for HIV/AIDS
prevention and treatment efforts. Together, HIV/AIDS
and reproductive health efforts can more effectively stem
the epidemic.
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opulation assistance increased dramatically
from 2001 to 2002, from US$2.5 billion to $3.2
billion. This total includes $2.3 billion from
donor countries, $460 million from founda-
tions, $328 million in loan commitments by

development banks, including the World Bank, and
$70 million from NGOs. Assistance from the donor
countries alone increased by $594 million, from $1.7
billion to $2.3 billion, the largest one-year increase
ever recorded. 

The backdrop to this increase in population assistance is
the recent upward trend in official development assis-
tance (ODA) from the major donor countries. [These are
defined as members of the Development Assistance
Committee (DAC) of the Organization for Economic
Cooperation and Development (OECD).] After declining
in the mid- to late-1990s, ODA turned dramatically
upward in 2002 to reach $58.3 billion, an increase in real
terms of 7 percent over the previous year. Preliminary
figures for 2003 indicate a further 3.9 percent increase to
$68.5 billion, the highest level ever in both nominal and
real terms, according to the OECD.

Three additional factors help explain the upsurge in pop-
ulation assistance recorded in 2002. Most important is
the increase in spending on activities reported as
HIV/AIDS-related, an increase reflected in the population
assistance allocations of donor countries and founda-
tions, in particular. Second, reporting by some donor
countries appears to have improved. This is partly due to
changes in information systems for a few donors, but
also to the efforts of individual staff members in donor
agencies committed to the reporting process. In addition,
increased cooperation among organizations that track
resource flows has made cross-checking of data easier. A
third factor is the more than doubling of funds from
foundations, which in 2002 contributed one of every six
dollars of grant population assistance. 

Benchmarks of Performance: 
0.7 Percent and the “Fair Share” Concept

Putting all these numbers in a broader economic context
is important. Aid figures are usually assessed relative to
gross national income (GNI), since most of the major
donor countries have agreed in principle that ODA

should represent 0.7 percent of national income. Donor
country population assistance is assessed in a similar
manner, as measurements relative to income equalize
the advantage very large economies have over small
ones. Donor performance in population assistance can
also be assessed relative to the spending goals agreed to
at the ICPD in 1994. By combining these two meas-
ures—giving relative to income and the donor share of
ICPD spending goals—a “fair share” of total donor
commitments can be derived for each donor country.
This fair share concept is a key factor in the grade
assigned to each donor country in this report.

Data on donor performance reveal that official develop-
ment assistance represented 0.23 percent of total national
income for the DAC donor countries in 2002, and rose to
0.25 percent of GNI in 2003. While this weighted average
is still well below the goal of 0.7 percent, it is important
to note that the average effort among DAC donor coun-
tries was much higher, at 0.41 percent of GNI in 2002.
This difference is due largely to the very low proportion
of national income allocated for development assistance
by the United States, the largest donor economy. Indeed

Chapter 3

Trends in Population Assistance

P
$

U
S

 M
IL

L
IO

N
S

40,000

50,000

60,000

70,000

80,000

2003200220012000199919981997199619951994

 

FIGURE 3
TRENDS IN TOTAL OFFICIAL DEVELOPMENT ASSISTANCE, 1994-2003

Source: Organization for Economic Cooperation and Development (OECD). Net ODA from DAC Countries
from 1950 to 2002. Available from www.oecd.org; Internet; accessed 5 August 2004. 
NB: Data for 2003 are preliminary figures.



16

the United States remains the least generous donor rela-
tive to its economy, contributing just 0.13 percent of GNI
for ODA in 2002 and 0.14 percent in 2003.

The contributions of other large donors of development
assistance also appear less generous when compared to
national income. Japan, France, Germany and the United
Kingdom were the next largest donors after the United
States (at $13.3 billion), each providing between $5 bil-
lion and $10 billion in ODA in 2002. Yet aid from France
and the United Kingdom was less than 0.4 percent of
GNI, while that of Japan and Germany was under 0.3
percent of GNI. Only five donor countries have met or
exceeded the benchmark 0.7 percent of GNI for official
development assistance: Denmark, Norway, Sweden, the
Netherlands and Luxembourg.

Fortunately, a number of donors have made commit-
ments to increase their development assistance relative
to their economies. Five countries have pledged to provide
0.7 percent of GNI for ODA before 2015: Ireland (by 2007),
Belgium (2010), France and Spain (2012), and the United
Kingdom (by 2013). Other donors stating their intention to
increase aid levels relative to national income include
Canada, Germany, and Italy. The fulfillment of these com-
mitments is crucial in light of the donor community’s
increasing adherence to the Millennium Development
Goals, and would no doubt improve the prospects for fur-
ther increases in population assistance as well.

The absence of such donors as the United States and
Japan—the world’s two largest economies—from the

above list must be noted however, given their potential for
significant increases in ODA. Indeed, if all the DAC donor
countries were to allocate 0.7 percent of GNI, develop-
ment assistance would roughly triple compared with
2002 levels, to more than $175 billion dollars annually.

Unequal Burden Sharing and the Funding Gap

Unequal burden sharing also characterizes population
assistance, which lags behind agreed upon goals. The
ICPD goal for donor country funding in 2005 is $7.5 bil-
lion ($6.1 billion in 1993 dollars), the equivalent of 0.03
percent of GNI or $300 per million dollars of GNI. Yet
donor countries allocated an average of just $93 per mil-
lion dollars of GNI for population assistance in 2002.
Population assistance from the donor countries would
need to triple, from the $2.3 billion level of 2002, to
reach the goal of $7.5 billion by 2005.

For example, the United States has long been the largest
bilateral donor in absolute terms, but its contribution rel-
ative to income still lags well behind those of Denmark,
Norway, the Netherlands and, more recently,
Luxembourg. These four countries contributed an aver-
age of $400 per million dollars of GNI for population
assistance in 2002. The United States provided just $92
per million dollars of GNI, ranking 11th among the 22
DAC donor countries. Spain, Portugal and Greece con-
tributed less than $5 of population assistance per million
dollars of GNI.

The priority accorded to sexual and reproductive health
activities can also be seen in the annual percentage of
ODA allocated for population assistance. The United States,
Finland, and Luxembourg provided the largest share of
their ODA budgets for population assistance in 2002,
among nine DAC donor countries that allocated more than
4 percent of ODA for this purpose. Seven donors con-
tributed less than 2 percent of ODA for population assis-
tance, most notably France and Italy, while Austria, Spain,
Portugal and Greece allocated less than one-half of 1 per-
cent. Together, the 22 DAC donor countries allocated an
average of 4 percent of ODA to population assistance. This
weighted average is less impressive, however, given that
total ODA represented just 0.23 percent of GNI in 2002. It
is also worth contrasting the weighted average with the
average (unweighted) effort by donors, which is just 3 per-
cent of ODA for population assistance.

Trends in Donor Country Contributions

Given the vast differences in the size of donor country
economies, the dollars provided for population assis-
tance remain critically important. In 2002, the United
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States contributed a record $963 million in population
assistance. Japan, the United Kingdom and the
Netherlands each contributed more than $150 million,
while Germany provided slightly more than $100 million.
The European Commission, an increasingly important
channel of development assistance for EU Member
States, allocated an estimated $180 million for popula-
tion activities in 2002.

Another five donor countries provided between $50 mil-
lion and $100 million in population assistance in 2002, of
which Norway, Denmark and Sweden are also among the
most generous donors relative to the size of their
economies. Six donor countries contributed between $10
million and $50 million, including Belgium, Finland and
Switzerland. Italy also falls into the group, with popula-
tion assistance of $22.6 million in 2002. However, it is
important to note that this figure represents just 1 percent
of Italian development assistance and just $19 per million
dollars of GNI. In contrast, the Netherlands stands out as
the fifth largest donor in dollar terms and the third most
generous donor relative to national income.

Trends are also important, and most donor countries
have increased their population assistance since 1996.
Large gains were recorded by the United States, Japan,
the United Kingdom, the Netherlands, France, Canada,
Norway, and Belgium. Others made significant progress
relative to 1996 levels. For example, Ireland increased its
population assistance more than ten-fold, from less than
$1 million to $11.8 million, while Italy and Luxembourg
increased their support five times. Only Australia and
Spain significantly decreased their support for sexual and
reproductive health activities between 1996 and 2002. As
noted below, however, incomplete and inconsistent

reporting by donors is among the factors that complicate
the assessment of trends over time, in particular with
respect to Canada, France and Spain.

Foundations, Development Banks and 
Emerging Donors

Private foundations are another source of the signifi-
cant increase in funds between 1996 and 2002.
Together they provided at least $460 million in 2002, a
near doubling of funds over 2001 levels and a five-fold
increase since 1996. The bulk of this support has come
from U.S.-based foundations, although a small number
of foundations in Europe and Japan also make signifi-
cant contributions to the field. Among the largest donors
in 2002 were the Bill & Melinda Gates Foundation, The
William and Flora Hewlett Foundation, the United
Nations Foundation, and the OPEC Fund for
International Development. In contrast to the develop-
ment banks, which provide their support overwhelming-
ly in the form of loans, foundations provide grants,
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which in 2002 represented 16 percent of grant population
assistance from all sources.

The population assistance loans provided by the devel-
opment banks are another important source of funds.
As loans, they can be viewed as the funds of last resort,
but may also be seen as evidence of a borrowing coun-
try’s commitment to the sexual and reproductive health
of its people. Development bank commitments averaged
at least $450 million annually over the period 1996-2002,
although only World Bank loans were reported in 2002.

These totaled $328 million, of which $232 million were
highly concessional (low interest) loans from the
International Development Association (IDA).

The importance of the charitable foundations and develop-
ment banks—in particular the World Bank—goes beyond
their financial contributions. Foundations have often taken
on controversial or neglected issues—such as adolescent
rights, sex trafficking, the shortfall in reproductive health
supplies, and abortion—that may be avoided by donor
governments, and in so doing encouraged government
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action. The World Bank exerts significant influence both
on other donors and on national-level policies and invest-
ments in sexual and reproductive health programs through
its important role in the policy process including, for exam-
ple, with respect to poverty reduction strategies.

In addition to the new EU Member States, other emerg-
ing donors could be expected to play a role in the sexual
and reproductive health field. For example, the Republic
of Korea (South Korea) provided $279 million in develop-

ment assistance in 2002, more than such countries as
Greece, Luxembourg and New Zealand, and Turkey
increased its ODA to $73 million. Exchange of technical
expertise is another means of sharing resources and was
the idea behind the establishment in 1994 of Partners in
Population and Development (PPD), a consortium of 20
countries. Thailand, a member of PPD, announced in the
fall of 2004 its decision to establish a full-fledged inter-
national cooperation and development agency. 
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Progress Toward ICPD Goals

The major donor nations deserve praise for the increases
in overall development assistance and in support for sex-
ual and reproductive health programs. Recent commit-
ments to future increases in ODA and strong policy state-
ments on sexual and reproductive health issues from cer-
tain key donors are also cause for optimism. There is still
far to go, however. While donor countries improved their
performance in 2002, they would still need to increase
their population assistance three-fold, in real terms, to

reach the spending goal for donors endorsed at the ICPD.
Taking into account all grants for population assistance in
2002, including those from foundations, NGOs, and other
sources (but excluding bank loans), the donor communi-
ty still provided only 40 percent of estimated need as
spelled out in the ICPD Programme of Action. 

For individual countries, the progress required to achieve
a “fair share” of the year 2005 goal of $7.5 billion differs
greatly. The United States would need to raise its popula-
tion assistance by the largest dollar amount—more than
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a three-fold increase—from $963 million to $3.2 billion.
Japan would need to spend an additional $1 billion, for
a total of $1.2 billion. Portugal, Spain and Austria face
the largest relative shortfall, each needing to increase its
budget allocations more than 40 times. Other donors fac-
ing large increases if they are to provide their fair share
include Germany ($500 million in additional funds),
France ($350 million), and both the United Kingdom and
Italy (more than $300 million). 

While a useful tool for assessing performance, the finan-
cial goals agreed to in Cairo were based on projections of
resource needs that took into account only a limited
range of sexual and reproductive health needs. For exam-
ple, the ICPD cost estimates did not include the care, treat-
ment and support components necessary to fully address
the HIV/AIDS pandemic. Of the $18.5 billion required
spending projected for 2005 (equal to about $23 billion if
adjusted for inflation), the ICPD Programme of Action allo-
cated $1.4 billion to cover four of the recommended

HIV/AIDS prevention interventions. New cost estimates
from UNAIDS include $6 billion for the full range of pre-
vention interventions, $3.8 billion for care and treatment
programs, and $1.1 billion for support programs, with total
resource needs estimated at $12 billion in 2005 and $20 bil-
lion for 2007.

Given the scale of resources needed for HIV/AIDS, a
more accurate estimate of the financial resources
needed to improve sexual and reproductive health
overall would incorporate elements of both the origi-
nal ICPD estimates and UNAIDS estimates. Such a
reassessment of total resource requirements is increas-
ingly needed, given that in 1999 the definition of popula-
tion assistance used in tracking financial flows was
broadened to include the full range of HIV/AIDS inter-
ventions (see the section, Population Assistance:
Changing Definitions, for more details). Of course, there
are synergies that can be realized through improved
coordination and, where appropriate, integration of

TABLE 2
RESOURCES NEEDED TO REACH ICPD YEAR 2005 GOAL FOR DONOR POPULATION ASSISTANCE

2002 Population
Assistance 2005 ICPD Goal 2005 ICPD Goal Multiplier to
($US millions) (1993 $US millions) (2002 $US millions) reach 2005 goal

Denmark $ 73.8 $ 42.1 $ 51.9 —
Norway $ 80.8 $ 47.2 $ 58.1 —
Netherlands $ 164.3 $ 101.7 $ 125.3 —
Luxembourg $ 7.5 $ 4.7 $ 5.8 —
Sweden $ 61.1 $ 58.9 $ 72.6 1.2
Finland $ 24.4 $ 32.4 $ 40.0 1.6
Belgium $ 44.1 $ 61.2 $ 75.4 1.7
Ireland $ 11.8 $ 24.4 $ 30.1 2.6
Canada $ 82.8 $ 177.4 $ 218.5 2.6
United Kingdom $ 168.8 $ 394.0 $ 485.4 2.9
United States $ 963.0 $ 2,591.6 $ 3,192.2 3.3
Switzerland $ 23.4 $ 73.4 $ 90.4 3.9
New Zealand $ 3.3 $ 13.5 $ 16.7 5.1
France $ 83.7 $ 355.6 $ 438.0 5.2
Australia $ 21.3 $ 95.6 $ 117.7 5.5
Germany $ 106.8 $ 491.0 $ 604.8 5.7
Japan $ 180.2 $ 1,004.3 $ 1,237.0 6.9
Italy $ 22.6 $ 290.2 $ 357.4 15.8
Austria $ 1.5 $ 50.4 $ 62.0 40.8
Spain $ 3.3 $ 161.0 $ 198.3 60.3
Portugal $ 0.6 $ 29.3 $ 36.1 63.3
European Commission $ 184.9 NA NA NA

TOTAL $ 2,313.8 $ 6,100.0 $ 7,513.7 3.2

Note: Each donor’s share of the $6.1 billion donor target for the year 2005 was estimated based on its proportional share of aggregate 2002 GNI for the donor
community. Division of each country’s year 2005 goal by its 2002 level of assistance may not be equal to multiplier due to rounding.

Data for population assistance taken from UNFPA. 2004. Financial Resource Flows for Population Activities in 2002. New York: UNFPA.
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THE CHANGING ARCHITECTURE OF AID: 
Poverty Reduction Strategies and 
Sector-Wide Approaches

Dissatisfaction with the limited success of traditional
development aid was reaching a peak even before the
adoption in 2000 of the Millennium Development Goals
and their overarching goal of poverty reduction. The
1990s were also a time of increasing deterioration of
health services in many developing countries, especially
in sub-Saharan Africa. Key donors, including the World
Bank, European Commission and several Northern
European countries, sought a more country-driven way
to identify and prioritize development needs.

Two major responses emerged: the poverty reduction
strategy (PRS) process and health sector reform. Both
have their counterparts in donor financing: a shift away
from narrower, project-oriented support and toward
“pooled” budget or sector support.

The poverty reduction strategy (PRS) process was ini-
tiated by the World Bank in 1999. Central to the PRS
process is a poverty reduction strategy paper (PRSP)
that diagnoses the factors contributing to poverty in a
particular country, identifies and prioritizes relevant
policies, and details the indicators for measuring
progress. Led in theory by country governments, but
with significant involvement by donors, PRSP develop-
ment is supposed to include civil society. PRSPs are the
basis for highly concessional loans and/or debt relief
from the World Bank and, increasingly, for grant assis-
tance from other donors as well.

The intent of health sector reform is to improve a pop-
ulation’s health by making health services more afford-
able, equitable, and responsive to consumer needs.
These aims mirror key goals of the ICPD Programme of
Action, which emphasized the role of the primary
health care system in delivering reproductive health
services. In practice, a number of obstacles to improv-
ing access may arise, given that a primary impetus for
reform is inadequate financial resources in the face of
increasing demand for services. 

For countries significantly dependent on donor assis-
tance, reform may be linked to a “SWAp,” a sector-wide
approach. In this, donors and country governments
agree on a policy and a spending plan, and donors move
toward supporting the health sector as a whole, rather
than funding specific projects or targeted programs. As
in the PRS process, much responsibility is handed to
country governments for implementation of reform and
administration of aid funds through a set of procedures
and guidelines defined collaboratively with donors.

HIV/AIDS interventions with other sexual and reproduc-
tive health services. Indeed, such synergy is critical to
ensuring the long-term effectiveness of HIV/AIDS and
reproductive health interventions, and would result in
some cost savings as well. 

Challenges to Assessing Donor Contributions

Two key factors further complicate efforts to assess
donor progress in support of sexual and reproductive
health. First, many donors encounter difficulties in
reporting population assistance accurately. This is due in
part to complex reporting requirements by organizations
that track financial flows, but also to deficiencies in
donor information systems and the lack of sufficient
administrative staff. Accurate reporting is further chal-
lenged by decentralization, which many donors are
implementing as a way to shift authority and responsibil-
ity for funding and programmatic decisions closer to
where the needs are. Again, information systems and
staffing are often inadequate to handle reporting needs.
Second, leading donors in the field are moving away
from providing funds for specific projects, in favor of
providing funds to strengthen an entire sector (such as
health), or contributing to a government’s overall budget.
This trend comes on top of the difficulty of reporting, for
example, on the reproductive health component of an
integrated development project that crosses sectoral
lines. In this context, performance will need to be
assessed against indicators of outcome and impact,
rather than money inflows.

While the second development noted above may compli-
cate tracking of financial flows for specific types of
health interventions, it is good news overall. Health sys-
tems in many developing countries need to be strength-
ened, especially in sub-Saharan Africa. The donor com-
munity is responding to this need and indeed, aid to the
health sector has gone up since 1975, even when overall
development assistance trended downward. A more inte-
grated approach to health care delivery is also a key ele-
ment of the ICPD Programme of Action, which recog-
nized that stand-alone, vertical programs may improve
one aspect of health but neglect others—to the detriment
of overall health status.

For all the reasons noted above, the bottom line on
donor progress toward ICPD goals is not easy to read.
Donor performance has clearly improved, but population
assistance—and assistance to the health sector general-
ly—will have to increase much faster in the future if it is
to meet urgent and growing sexual and reproductive
health needs. And the goalposts for assessing perform-
ance will need readjusting as well.
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RECOMMENDATIONS: Increasing Donor Country Financial Contributions

Generating the financial resources needed to address
sexual and reproductive health needs in developing
and transition countries will require that: 

o Donor countries, including in particular the United States
and Japan, increase their allocations of development
assistance to meet the goal of 0.7 percent of gross
national income for ODA. A majority of donor nations
also need to increase the share of development assis-
tance allocated for sexual and reproductive health activi-
ties, in particular France, Italy and Spain. Those donor
nations needing to increase their population assistance
quickly should contribute more to international organiza-
tions, including UNFPA and IPPF. Together, these steps
would allow the burden of population assistance to be
more equitably shared among countries.

o NGOs strengthen their advocacy efforts in support of
overall development assistance. A bigger pie is needed
if social development needs are to be met, and it will
be difficult to secure additional funds for sexual and
reproductive health programs if other development and
humanitarian programs are seen to suffer.

o Donor nations strengthen their information systems
and related staffing as needed to ensure accurate track-
ing of financial transactions. The donor community
and developing country governments must work
together to increase the technical capacity of develop-
ing country institutions to track health expenditures,

including sexual and reproductive health spending. A
similar effort is needed to strengthen developing coun-
try capacity for the collection and analysis of health
statistics, especially those identified as indicators for
assessing reproductive health status.

o Donors, developing country governments and civil
society ensure that sexual and reproductive health
needs are addressed in health sector planning and
throughout the poverty reduction strategy process,
including with regard to identifying and tracking out-
comes and impacts. Thus there is a need for capacity
building to ensure that government officials, parlia-
mentarians and civil society organizations are able to
participate actively and effectively in resource alloca-
tion processes. They must be able to demonstrate the
economic as well as the social benefits of investing in
sexual and reproductive health. At the same time,
donors and developing country governments must
work together to ensure that civil society (NGOs and
others) has a real voice in decision-making processes
about health sector and overall budget priorities.

o The increased flow of funds for HIV/AIDS activities be
additive to existing funding levels and not take away
resources from other critical sexual and reproductive
health services, such as maternal health care and
family planning. 
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The ICPD Programme of Action included estimates of
financial resource needs for a set of basic reproductive
health interventions plus population-related research
to be implemented in developing countries and coun-
tries in economic transition. The goal was “universal
access to a full range of safe and reliable family-plan-
ning methods and to related reproductive health serv-
ices which are not against the law” by 2015.

Total expenditures needed for this so-called “costed pack-
age” were estimated in 1994 at US$17.0 billion annually
in 2000, rising to $18.5 billion in 2005, $20.5 billion in
2010 and $21.7 billion in 2015 (all figures expressed in
1993 constant dollars). It was agreed that wealthy donor
countries should shoulder one-third of the total, while
developing and transition countries would shoulder two-
thirds. Thus, in 2005, the donor share of the burden
would be $6.1 billion, the equivalent of more than $7.5
billion in 2002 dollar terms.

Prior to the 1994 conference, population assistance
had primarily been defined as funding for family plan-
ning services. After 1994 and in keeping with the
Programme of Action, population assistance was rede-
fined to encompass the broader reproductive health
agenda, organized around four major components,
each comprising specific activities.

The ICPD Costed Package

o family planning services: contraceptive supplies and
service delivery; capacity building for information,
education and communication on family planning,
population and development issues; national capacity
building through support for training; infrastructure
development and upgrading of facilities; policy devel-
opment and program evaluation; management infor-
mation systems; basic service statistics; and efforts to
ensure good-quality care.

o basic reproductive health services: information and
routine services for prenatal, normal and safe delivery
and post-natal care; abortion;* information, education,
and communication about reproductive health, includ-
ing sexually transmitted diseases, human sexuality and
responsible parenthood, and against harmful practices;
adequate counseling; diagnosis and treatment of sexu-
ally transmitted diseases (STDs) and other reproduc-
tive tract infections, as feasible; prevention of infertili-
ty and appropriate treatment where feasible; and refer-
rals, education and counseling services for sexually
transmitted diseases, including HIV/AIDS, and for
complications of pregnancy and delivery.

o STD and HIV/AIDS prevention programs: mass
media and in-school education programs; promotion of
voluntary sexual abstinence and responsible sexual
behavior; and expanded distribution of condoms.

o basic research, data and population and develop-
ment policy analysis: national capacity building
through support for demographic and program-related
data collection and analysis, research and policy devel-
opment, and training.

Shifting Categories

Prior to the Cairo conference, UNFPA tracked population
spending in two major categories. So-called “core activi-
ties” included family planning, population education and
communication, population policy, demographic
research, other population-related data collection and
analysis. A second and much smaller category covered
those activities that, while part of population assistance
programs, did not meet the definition for core activities,
such as efforts to improve women’s status. Overall, core
activities dominated total population assistance.

Since the ICPD, UNFPA has reformulated the defini-
tion of population assistance used in its tracking of
resource flows three times. The first change came in
1995, in order to more closely (but not identically) reflect
the outcomes of the conference. In 1996, further changes
were made, the most important being the shift of those
STD/HIV activities previously captured under “basic
reproductive health care” to the STD/HIV category, in
order to ease the tracking of resource flows for this set of
activities. The most recent change in definition occurred
in 1999, when the Netherlands Interdisciplinary
Demographic Institute (NIDI), which tracks financial
resource flows on behalf of UNFPA and (since 1999)
UNAIDS, began tracking flows for all AIDS-related activi-
ties: prevention, treatment, care and support. At that
time, funding for treatment and care accounted for only
a small share of HIV/AIDS activities. 

These changes in definitions complicate the task of
tracking and evaluating funding trends over time, in
particular with regard to data prior to 1995 and fol-
lowing the definitional changes of 1999. While other
challenges to tracking resource flows are noted elsewhere
in this report, it is important to note here the inherent
tension between the need for comprehensive and inte-
grated sexual and reproductive health programs in the
field and the desire by those monitoring resource flows
for disaggregated data. 

Population Assistance: Changing Definitions

*As specified in paragraph 8.25 of the ICPD Programme of Action.
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he geographic and programmatic allocations
of population assistance vary greatly within
the donor community. Historical and cultural
ties, domestic political considerations, and
geopolitical concerns are among the factors

influencing decisions about development assistance
overall. These factors play a role in allocations of pop-
ulation assistance, as do relative reproductive health
needs among partner countries.

The commitment of leading donors to the overarching
goal of poverty reduction and to achieving the Millennium
Development Goals is reinforcing a needs-based approach
to development cooperation. This trend has positive impli-
cations for the priority accorded to sexual and reproduc-
tive health issues, as does the growing attention paid by
donors to issues of governance and human rights. Lastly,
the presence of conflict also affects funding decisions, as it
can pose a major obstacle to the provision of aid; this has
been the case in recent years in such countries as
Afghanistan, Côte d’Ivoire, Sierra Leone, Somalia, Sudan
and several Central African countries.

Geographic Priorities

The most notable shift in geographic allocations of popu-
lation assistance was the tripling of spending on global
or inter-regional programs between 1996 and 2002, to
US$1.2 billion. Far less dramatic are the shifts in propor-
tional funding levels among the regions. For example,
while the shares of funds going to both the Latin
America and Caribbean region and the Asia-Pacific
region have declined, the volume of funds has still
increased. Indeed, all regions have seen their population

assistance increase between 1996 and 2002, reflecting
the overall increase in expenditures from $1.5 billion to
$3.1 billion, an increase of 80 percent in real terms.

The flow of resources to sub-Saharan Africa doubled
between 1996 and 2002, to more than $850 million, as
the donor response to HIV/AIDS and other sexual and
reproductive health needs gained strength. Funding for
Eastern and Southern Europe also doubled, although
total funds were less than $50 million in 2002. Funds
flowing to both the Asia-Pacific and Western Asia/North
Africa increased by roughly 50 percent. The volume of
funds going to the Asia-Pacific region was much larger,
at $562 million in 2002, due to the much larger and
poorer population in that region. Finally, population
assistance to Latin America and the Caribbean increased
by about 25 percent, to more than $250 million in 2002.

At the country level, allocations of population assistance
vary much more. Funding levels do not necessarily cor-
respond to either reproductive health needs or the ability
of countries to bear more of the costs, due in part to
some of the political considerations noted earlier. Also
important is the capacity—and willingness—of a host
government to prioritize sexual and reproductive health
efforts. While an exhaustive analysis is not possible here,
Figure 11 shows the top 20 recipients of population assis-
tance on a per capita basis in 1996 and 2002. For exam-
ple, Uganda continues to be favored by donors, and con-
sistently receives high levels of population assistance in
both absolute terms and on a per capita basis, the latter
reaching $2.18 per capita in 2002. In contrast, the impact
of conflict can be seen in countries such as Somalia and
Sudan, which despite abysmal reproductive health indi-
cators receive just pennies per capita. Meanwhile,
Mozambique has only recently made it onto the list of
leading recipients, despite poor reproductive health
among women, high infant mortality, and very low per
capita income.

Program Priorities

The range of sexual and reproductive health activities
supported by different donors is generally more difficult
to capture than the geographic allocation of financial
resources. For example, multilateral contributions from
donor governments are generally not assigned to a spe-

Chapter 4
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cific type of activity, but to overall support for the organ-
ization. Funds passing through NGOs are also often not
reported by the donor as to the specific activity being
supported. It is possible to see how financial resources
are allocated globally, thanks to the work done by
UNFPA and NIDI, as well as the OECD/DAC.

While expenditure data are slightly different than the
budgetary allocations discussed above, the trend was
also solidly upwards in 2002. Final expenditures—
excluding loans—reached $3.1 billion in 2002, an
increase of $1 billion over the previous year. It is in this
data that the impact of the HIV/AIDS epidemic is most
clearly visible. Spending on HIV/AIDS activities
increased from $800 million in 2001 to $1,343 million in

2002, an increase of more than $500 million. Spending
on basic reproductive health service and family planning
also increased, from $1,107 million in 2001 to $1,467 mil-
lion, for an increase of more than $350 million, while
research activities absorbed $312 million, again an
increase compared with the $164 million spent in 2001.

When compared with 1996 figures, the growth of expen-
ditures for HIV/AIDS activities appears far more dramat-
ic, keeping in mind the expanded range of HIV/AIDS
activities (prevention, care, treatment and support) now
tracked within population assistance. Thus while spend-
ing on reproductive health and family planning together
increased by 20 percent, in real terms, HIV/AIDS expen-
ditures witnessed a nearly four-fold increase.

1996

Total Assistance US$1,511 Million

Global/Inter-Regional 26%

Asia and the Pacific 24%

Latin America and the Caribbean 13%

Western Asia and North Africa 7%

Eastern and Southern Europe 2%

Sub-Saharan Africa 28%

Global/Inter-Regional 40%

Asia and the Pacific 18%

Latin America and the Caribbean 8%

Western Asia and North Africa 5%

Eastern and Southern Europe 2%

Sub-Saharan Africa 27%

2002

Total Assistance US$3,123 Million

FIGURE 9
DISTRIBUTION OF POPULATION ASSISTANCE BY REGION, 1996 AND 2002

Source: UNFPA. 2004. Financial Resource Flows for Population Activities in 2002. New York: UNFPA. 
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FIGURE 10
TOP TWENTY RECIPIENTS OF POPULATION ASSISTANCE PER CAPITA
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More detail on the relative programmatic emphases of
different donors can be found in the individual profiles
that follow. In general, it is important to note the prefer-
ence of many donors to support comprehensive repro-
ductive health programs that integrate care in pregnancy,
family planning, STD/HIV/AIDS prevention and treat-
ment and other services. Donors are also increasing their
support for sector-wide, more systems-oriented
approaches to the provision of health care. For these rea-
sons, the breakdown by activity illustrated in Figure 11
does not represent how services are actually delivered.
Indeed, some donors no longer report funding for family
planning separately from other reproductive health activ-
ities, in most cases because they view the ability to con-

trol one’s own fertility as central to good reproductive
health and the exercise of reproductive rights. As the
flow of financial resources continues to increase in sup-
port of the fight against HIV/AIDS, all donors will face
the challenge of ensuring that this kind of comprehen-
sive approach to meeting sexual and reproductive health
needs is embraced.

It is important to note that services for adolescents,
reproductive health supplies, and unsafe abortion are
critical priorities in sexual and reproductive health pro-
gramming for which the flow of resources is difficult to
assess. As noted above, half the world’s population of
6.4 billion is under age 25, and more than 1 billion of
them are 10 to 19 years old. While several important
donors support the provision of information and services
to young people, others shy away or, in the case of the
United States, are shifting resources to approaches that
have been shown to be ineffective. 

Supplies are crucial to success in meeting the reproduc-
tive health needs of young people, as well as the mil-
lions of other women and men with little or no access to
services. Yet there is a growing shortfall in the availabili-
ty of the supplies needed for HIV/AIDS prevention, con-
traception (including emergency contraception) and
other vital reproductive health services. Supply stockouts
at the clinic level are widespread, and the gap between
the need for donated supplies and the funding available
for purchasing them is rising. Only a handful of donors,
led by the United States, UNFPA, World Bank, Germany
and the United Kingdom, provide ongoing, significant
resources for the provision of supplies. Thus the recent
efforts by these donors to coordinate activities take on
added importance, as do the efforts of the Supply
Initiative and private donors to address this problem.

Finally, the continuing toll of unsafe abortion on
women’s lives and health is one that too few donors
address. While increasing access to contraception has
been proven to reduce abortions, it is critical that abor-
tion services be safe and accessible to the full extent of
the law. This requires supplies, training for doctors and
other medical personnel, and adequate facilities. Again,
many donors are reluctant to address this area of repro-
ductive health, often hesitating even to support access to
post-abortion care.
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o Family Planning Services

o Basic Reproductive Health Services

o Sexually Transmitted Diseases and HIV/AIDS Activities

o Basic Research, Data and Population and Development Policy Analysis     

FIGURE 11
FINAL POPULATION ASSISTANCE EXPENDITURES BY TYPE OF ACTIVITY,
1995-2002

Source: UNFPA. 2004. Financial Resource Flows for Population Activities in 2002. New York: UNFPA.
NB: The development banks are not included in the final expenditures shown, as the banks' loan
agreements are often disbursed over several years. Distribution for Germany in 2002 has been partially
estimated based on 2001 percentages. Distribution for Luxembourg in 2002 has been estimated based
on 2001 data. Distribution for Italy in 2002 has been estimated based on 2000 data. Distribution for the
EU in 2002 has been estimated by NIDI based on data from the European Commission and the DAC
Watch of the EU, IPPF, January 2002. 
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There is an urgent need for donors to balance their
own population assistance priorities with program-
matic needs at the country, regional and international
levels. This will require that:

o Donor governments and other donor institutions ensure
that population assistance is allocated according to
need, taking into account sexual and reproductive
health status, income levels, and other relevant indica-
tors. To this end, donors must strengthen coordination
at the regional and international levels and support the
efforts of developing country governments to strengthen
coordinating mechanisms at the country level. Efforts to
harmonize aid programs, in terms of reporting and
other requirements, are also critically important.

o Donors ensure that population assistance funds
embrace the linkages between reproductive health and
HIV/AIDS, as well as linkages between reproductive
health and broader health issues. For example, family
planning and voluntary counseling and testing should
be included in programs for prevention of mother-to-
child transmission, as recommended in the Glion Call
to Action of May 2004. People benefiting from
HIV/AIDS programs should also have access to an
essential package of sexual and reproductive health
information and services, and vice versa, as endorsed
in the New York Call to Commitment (June 2004).

o Donor governments and other members of the donor

community increase their support for controversial and
neglected aspects of sexual and reproductive health
programs. This would include funding for reproductive
health supplies—including contraceptives and condoms
for HIV/AIDS prevention—and to strengthen capacity
for logistics in host countries. Another priority should
be to ensure that medical and other personnel are ade-
quately trained in critical aspects of reproductive health
care, including emergency obstetric care, safe abortion,
and post-abortion care, as well as any applicable laws.
Donors should also allocate sufficient resources for
building and strengthening capacity among partner
institutions, including NGOs, to work in unfamiliar
aspects of sexual and reproductive health, such as
HIV/AIDS, abortion care, female genital mutilation/cut-
ting, and services for young people. NGOs, including
IPPF and its member associations, can help these
efforts through advocacy in support of reproductive
health activities considered controversial by donors or
recipient countries.

o All donors and their partners ensure that population
assistance funds are not burdened by conditions or
restrictions that reduce the effectiveness of service
delivery and limit their ability to be used for compre-
hensive and integrated health programs. Restrictions
on funding that violate international human rights
standards are also inimical to the effectiveness of
population assistance.

RECOMMENDATIONS: Improving the Allocation of Population Assistance Funds

Supplies are crucial to success in meeting the
reproductive health needs of young people, as
well as the millions of other women and men 
with little or no access to services.
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he donor community has traditionally relied
upon three principal channels in disbursing
population assistance funds: bilateral, multi-
lateral, and NGOs. In recent years, the ear-
marking of bilateral funds by donors for spe-

cific projects in collaboration with multilateral organi-
zations, so-called “multi-bilateral” aid, has grown in
importance. Various factors influence donor preference
for each of these channels, including staff capacity, the
capacity of civil society organizations with which they
collaborate, and differing perspectives on the role and
effectiveness of each.

Donor Government Use of Channels 

Donor governments continue to be the largest single
source of international population assistance, and in
2002 supplied more than two-thirds of all funds. The
donor community provided its US$2.3 billion in assis-
tance through four major channels: bilateral, multilater-
al, multi-bilateral and NGOs. 

o The bilateral channel consists of funds that flow
directly from donor governments to recipient country
governments;

o The multilateral channel consists of funds not ear-
marked for specific population activities or projects
that are provided to multilateral organizations such as
UNAIDS, UNFPA and WHO;

o The multi-bilateral channel consists of bilateral funds
that are earmarked for specific activities or projects
that are sent through multilateral organizations; and

o The NGO channel consists of general contributions to
NGOs active in the field of sexual and reproductive
health and bilateral expenditures for specific popula-
tion activities that are executed by NGOs.

Since the mid-1990s, donor governments have tended to
channel an increasing volume of population assistance
funds through bilateral programs and NGOs. Core fund-
ing of multilateral organizations such as UNFPA was
only slightly higher in 2002 than in 1996, while donors
doubled their earmarking of funds for activities under-
taken in collaboration with multilateral organizations
(multi-bilateral aid). 

In 2002, donor governments supplied 34 percent of their
population assistance through bilateral channels, 18 per-
cent through multilateral organizations, 4 percent as
multi-bilateral assistance, and 44 percent went to NGOs.
Figure 13 illustrates how the DAC donor countries and
European Commission channeled their assistance in 2002. 

Bilateral funding increased from slightly more than
$500 million in 1996 to nearly $800 million in 2002,
while NGOs received nearly $1.2 billion from donor
governments, a near doubling of funds since 1996.
Donor government contributions to multilateral organiza-
tions rose significantly in 2000 and 2001, increasing from
$395 million in 1999 to $470 million in 2001, but
dropped to an estimated $427 million in 2002 and were
thus only slightly higher than in 1996. Finally, use of the
multi-bilateral channel, although still the smallest share
of assistance, has more than doubled since 1996 to
almost $100 million. This indicates the increased use of
earmarked funds for activities undertaken in collabora-
tion with multilateral organizations.

Expenditure data for 2002, which take into account the
additional funds channeled to programs by foundations
in particular, illustrate even more clearly the role of
NGOs in the field. Of the $3.1 billion in expenditures
that year, 57 percent ($1.8 billion) went to NGOs.

These shifts in funding patterns have coincided with
the continued expansion of bilateral programs by sever-
al leading donors, including Germany, Japan, the
Netherlands and the United Kingdom. Among donor
countries that have increased their bilateral program-
ming, however, most have maintained or even
increased their support for multilateral institutions such
as UNFPA. Meanwhile, the increased volume of funds
passing to NGOs likely reflects three factors: the
increased capacity of organizations in donor countries,
the growing emphasis on funding NGOs in developing
countries, and their role in the fight against HIV/AIDS.
Within the NGO community, it is important to note the
vital role of international NGOs such as IPPF. Its net-
work of member associations spans the developed and
developing world, providing valued services and,
increasingly, acting as a forceful advocate for sexual
and reproductive health priorities.

Chapter 5
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Multilateral Organizations and
International Partnerships

UNFPA, UNAIDS, WHO and other multilateral organiza-
tions also play a crucial role in the sexual and reproduc-
tive health field. With programs in 140 countries, UNFPA
has broad reach and can help fill the gaps when other
donors shift funding priorities. Multilateral organizations
are often viewed as more neutral by host country gov-
ernments and institutions, thereby providing these organ-

izations with an opportunity to influence the develop-
ment of program agendas. These organizations also have
an important role as advocates for their issues in policy
discussions, whether at the national, regional or interna-
tional level. Since its formal launch in 2002, the Global
Fund to Fight AIDS, Tuberculosis and Malaria has
emerged as another key player in the field, helping to
ensure that HIV/AIDS efforts are effectively coordinated
and funded at the country level. 

0 20 40 60 80 100

PERCENT OF TOTAL POPULATION ASSISTANCE

Germany

United Kingdom

Australia

Luxembourg

Ireland

Sweden

Netherlands

Italy

Portugal

Japan

France

United States

Canada

Austria

Switzerland

Finland

Denmark

Belgium

Norway

New Zealand

Greece

Spain

European Union

■ Bilateral     ■ Multi-Bilateral     ■ Multilateral     ■ NGO

FIGURE 12
ALLOCATION OF POPULATION ASSISTANCE FUNDS BY DONOR COUNTRY AND CHANNEL, 2002
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It is important to note the growth of the European
Commission as a channel for development assistance
from the EU Member States. While still struggling to
increase the efficiency of its complex bureaucracy, EC
assistance for sexual and reproductive health efforts con-
tinues to increase. In addition to its population assis-
tance, the EC’s role as an agent of change within the
European Union is also important, helping move for-
ward the policy process within EU institutions, such

as the European Parliament. EC representatives, in par-
ticular former Development Commissioner Poul Nielson,
have been vocal and consistent advocates of forward-
looking sexual and reproductive health policies. The
European Commission’s role as both an implementer of
programs and a voice on policy issues will be tested over
the next few years, as new Member States are incorpo-
rated into the Commission’s governance and also
encouraged to become donors themselves.

RECOMMENDATIONS: Strengthening Population Assistance Channels

The donor countries vary significantly in their
approaches to programming of population assistance
funds, including their preferred channels of assis-
tance. Given the diverse needs and political contexts
of recipient countries, donors should recognize the
importance of effective and complementary channels
for programming population assistance funds.
Strengthening and enhancing the effectiveness of pop-
ulation assistance channels will require that:

o Donor country governments review their contributions
to international organizations (UNFPA, UNAIDS, WHO,
UNICEF and others) to ensure that their roles in
improving sexual and reproductive health are ade-
quately supported and encouraged. Those donor gov-
ernments that provide little support for UNFPA relative
to their economic capacity, in particular France, Italy
and Spain, should increase their core funding, in order
to reinforce the unique global leadership role of this
organization. Donors should fulfill their pledges to the
Global Fund to Fight AIDS, Tuberculosis and Malaria
and encourage its efforts to ensure comprehensive,
country-owned programs that build upon existing
reproductive health programs wherever possible.
Donors should also increase their core support for
IPPF, another organization with a distinct role in both
advocacy and program implementation in the sexual
and reproductive health field. The United States should
resume funding for both UNFPA and IPPF.

o Donors continue their efforts to improve the efficiency
and effectiveness of international organizations.
European Union Member States should continue to

actively monitor and support the European
Commission’s efforts to expand its population assis-
tance and improve the effectiveness of its aid in this
area. At the same time, the European Commission
must continue its leadership role as a voice for pro-
gressive sexual and reproductive health policies and
programs, providing guidance in particular to the new
EU Member States. Donors should also support
UNFPA’s effort to strengthen its representation in the
field in order to both increase the effective use of its
funds and play a more prominent role in formulating
health and development policies, particularly at the
country level.

o Donor governments strengthen their own technical
expertise and staffing while also encouraging and ade-
quately funding NGOs, in both developed and develop-
ing countries, to strengthen their capacity for involve-
ment in international sexual and reproductive health
programs. Donor country NGOs should contribute to
capacity building among their Southern partners,
including that required to advocate for adequate fund-
ing and sound policies. 

o Advocacy NGOs encourage lagging donor governments
to increase support to multilateral organizations and
monitor all donor governments to ensure that existing
support does not falter. At the same time, NGOs must
be a strong and consistent voice calling on multilateral
organizations to include civil society in planning and
implementation of program activities, and help moni-
tor their effectiveness in the field.
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s this is written in late 2004, the international
community has some cause to celebrate the
progress made in meeting reproductive health
needs since the Cairo conference 10 years ago.
Within the donor community, the funding gap

has narrowed slightly, although donor countries still
fall far short of the commitments made in 1994.

Tremendous challenges remain. The distance to ICPD
spending goals has narrowed only slightly—and the goal-
posts need readjusting to reflect the costs of meeting
urgent and growing sexual and reproductive health
needs, including those related to HIV/AIDS. Both the
landscape and architecture of development assistance are
changing. Security concerns increasingly stand out in
donor governments’ new development assistance poli-
cies, and new mechanisms for channeling donor assis-
tance are gaining support—two developments that could
make the prioritization of reproductive health more diffi-
cult. In contrast, reproductive health concerns should
benefit from the move by most donor nations to place
poverty reduction and the Millennium Development
Goals at the forefront of development policy.

Part of the challenge lies in ensuring that donors and
their partners in development recognize good reproduc-
tive health as essential to reducing poverty and achieving
the Millennium Development Goals. Donors must also
ensure that reproductive health and HIV/AIDS initiatives
are mutually reinforcing: they must embrace—and use—
the linkages between reproductive health and HIV/AIDS,

as well as linkages between reproductive health and
broader health issues.

It is essential that population assistance donors bal-
ance their own priorities with the critical reproductive
health needs of developing countries. Too often, fund-
ing at the country level does not correspond to either
reproductive health needs or the ability of countries to
bear more of the costs. Governments and other donors
must confront—and take on—controversial issues,
such as youth services and abortion, given the large
numbers of young people at risk of unwanted pregnancy
and deadly disease, and the tremendous toll exacted by
unsafe abortion on millions of women each year. When
donors do take on such issues, they must have strong,
vocal and consistent support from civil society.

The ability of civil society organizations, especially
NGOs, to speak out in support of progressive policies
and generous funding is more important than ever.
Opposition from conservatives to funding of sexual and
reproductive health programs has gained strength in
recent years and is not going to evaporate—and govern-
ments, including parliamentarians, are under increasing
pressure. But the question is clear: can we afford to live
in a world where three million people die each year from
AIDS, where half a million women die in pregnancy or
childbirth, and where millions more live with debilitating
health conditions directly related to the lack of reproduc-
tive health services? The answer, surely, must be “no.”

A

Conclusion

Building on Progress, Fulfilling the Promise
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Overview

Ghana was among the first African countries to formulate
a comprehensive population and family planning policy.
The country has a generally well-functioning system for
delivering health services and has progressive policies on
sexual and reproductive health. However, Ghana still
faces significant challenges: maternal mortality remains
high, as do rates of unsafe abortion; young people have
little access to reproductive health care; and family plan-
ning is losing out in political commitment to HIV/AIDS
interventions. In addition, a recent decision by the oldest
and largest family planning organization in Ghana (the
Planned Parenthood Association of Ghana) not to comply
with the Mexico City Policy/Global Gag Rule1 and thus
forgo much needed U.S. family planning assistance, has
created further challenges to the provision of sexual and
reproductive health services in the country.

Ghana has one of the most stable political regimes and
economies in Africa, but remains heavily dependent upon
donor assistance for funding sexual and reproductive health
services. This is true even though the Ministry of Health
has been more assertive in recent years and government-
donor relations are generally good. National coordination of
donor assistance is problematic because of donors’ diverse
funding approaches—through projects, through non-govern-
mental organizations (NGOs), through the health sector,
and recent moves to direct budget support—and because of
donors’ differing points of contact in Ghana’s government.

Key to success will be first, an increased political and
financial commitment to tackling the challenges outlined
above; and second, better coordination of donor and
government responses. This requires both donors who
support “systems” and donors who support “programs”

to better coordinate and integrate their activities at mid-
management and service delivery levels. This may
involve negotiating ways to include sexual and reproduc-
tive health program needs, indicators and earmarked
funding within the sector-wide approach. The Ghana
Health Service needs to clarify its decentralized authority
and support to district managers in order to help them
coordinate planning and implementation.

Ghana’s Efforts to Address Sexual and
Reproductive Health

Endorsing the 1994 International Conference on
Population and Development (ICPD) Programme of
Action at Cairo was pivotal in Ghana’s approach to sexual
and reproductive health. Ghana’s family planning policy
was first formulated in 1969, but made only limited
progress in its first 20 years. Response to other reproduc-
tive health issues was also fragmentary, but services have

A Case Study

Sexual and Reproductive
Health in Ghana and the Role
of Donor Assistance

TABLE G-1
BASIC STATISTICAL AND DEMOGRAPHIC PROFILE OF GHANA

Total population, 2002 20.2 million
GNI per capita (Purchasing Power Parity, $US 2002) $2,000
Annual health expenditure per capita ($US 2000) $11
Annual population growth rate (%) 2.2
Population ages 0-24 (%) 62
Literacy among youth ages 15-24 (male/female) (%) 93 / 86
Primary education gross enrollment ratio (male/female) 84 / 74
Secondary education gross enrollment ratio (male/female) 40 / 32

Sources: Countdown 2015. 2004. Countdown 2015: Sexual & Reproductive Health &
Rights for All. Washington, DC: Family Care International, International Planned
Parenthood Federation and Population Action International; Greene, M, Z Rasekh and
K Amen. 2002. In This Generation: Sexual and Reproductive Health Policies for a
Youthful World. Washington, DC: Population Action International; Population Reference
Bureau (PRB). 2002. World Population Data Sheet 2002. Washington, DC: PRB.

Susannah Mayhew, Ph.D., is a lecturer at the London School
of Hygiene and Tropical Medicine.
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improved since Cairo. Wide regional differences in health
status persist, but in general the key challenges are to
continue expanding access to family planning and adoles-
cent-friendly reproductive and sexual health services, and
to decrease maternal mortality and unsafe abortions.
Tables G-1 and G-2 provide a profile of Ghana and its
sexual and reproductive health status from 1988 to date.

Policy Development and Service Delivery

Just two years after endorsing the 1994 ICPD Programme of
Action, Ghana’s government drafted a comprehensive
Reproductive Health Policy and Standards document, finaliz-
ing it in 2003. It covers the entire spectrum of reproductive
health, including maternal death audits, screening for repro-
ductive cancers, and prevention and management of unsafe
abortion, and acknowledges the need to address gender-
based violence and female genital mutilation/cutting. 

The document is a gold standard for what is expected at
each level of the health system. Training on its use has
begun, but is challenged by resource and capacity con-
straints together with unclear implementation proce-

dures. Adolescent reproductive health, central to the
Cairo declaration, received separate attention in a policy
drafted in 1996 that outlines a broad multi-sector
approach to adolescents, including links among the
Ministry of Education, Youth and Sports and the Ministry
of Health. This is not yet fully implemented, and its
commitment is weak on addressing adolescent sexuality
and the need for dedicated reproductive health services,
including access to contraceptives.

In total, three different national bodies produced at least
seven separate policy documents on sexual and repro-
ductive health after 1994. While the attention is positive
overall, it has confused providers on which guidelines to
apply and where accountability and responsibility should
lie.2 Confusion also reigns over the roles of the Ministry
of Health (which is expected to handle policy develop-
ment and monitoring) and of the Ghana Health Service,
created in 1996 (which is supposed to take care of imple-
mentation, day-to-day management and staffing). This
policy-executive split has never been properly defined.

The difficulty with all policies is how to transform them
into practice. It involves training on new guidelines and

Indicator 1988 1993 1998-2002
Average births per woman (total fertility rate) 6.4 5.5 4.5
Births to women aged 15-19 (% of all births) n/a 22 14
Births to women aged 20-24 (% of all births) n/a n/a 27
Contraceptive prevalence rate among currently married women 
(% use of modern/any contraceptives) 5 / 13 10 / 20 22 / 13
Antenatal care (% of women receiving) n/a n/a 98
Skilled attendance at birth (% of births) n/a n/a 45
Postnatal care (% of women receiving) n/a n/a 54.2
Maternal mortality ratio (deaths per 100,000 live births) n/a n/a 540
Abortion ratio (abortions per 100 live births) in four regions n/a n/a 27
HIV prevalence (%):

- national average 4.0
- in females 15-24 (3.0% end-2001) n/a n/a 2.4 – 4.4 
- in males 15-24 (2.4% end-2001) 0.8 – 2.0

Female genital mutilation/cutting 
- national prevalence (%) n/a n/a 9-12 (est.)
- Upper East Region n/a n/a 77

Sources: Ghana Statistical Service (GSS) and Macro International, Inc (MI). 1999. Ghana Demographic and Health Survey 1998. Calverton, Maryland: GSS and
MI; Ghana Statistical Service (GSS) and Macro International, Inc (MI). 1994. Ghana Demographic and Health Survey 1993. Calverton, Maryland: GSS and MI;
Ghana Statistical Service (GSS) and Institute for Resource Development/Macro Systems, Inc (MI). 1989. Ghana Demographic and Health Survey 1988. Columbia,
Maryland: GSS and MI; Ghana Ministry of Health Reproductive and Child Health Unit (RCHU). Annual Report 2002. Accra: RCHU; Ghana National AIDS Control
Programme (NACP). Annual Report 2002. Accra: NACP; Ahiadeke, C. 2001. "Incidence of Induced Abortion in Southern Ghana." International Family Planning
Perspectives (27)2:96-101 & 108; USAID-Ghana. 2001. Post-abortion Care in Ghana. Annex 7 of Global Evaluation of USAID’s Post-abortion Care Program.
USAID Internal Document, 11/29/2001; Countdown 2015. 2004. Countdown 2015: Sexual & Reproductive Health & Rights for All. Washington, DC: Family Care
International, International Planned Parenthood Federation and Population Action International; Greene, M, Z Rasekh and K Amen. 2002. In This Generation:
Sexual and Reproductive Health Policies for a Youthful World. Washington, DC: PAI; Population Reference Bureau (PRB). 2002. World Population Data Sheet
2002. Washington, DC: PRB. Adapted from Mayhew & Adjei 2004.

TABLE G-2
SEXUAL AND REPRODUCTIVE HEALTH INDICATORS FOR GHANA, 1988-2002
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protocols and equipping facilities for the new activities.
Table G-3 indicates achievement on this for key sexual
and reproductive health activities. The sections below
detail Ghana’s progress and key remaining challenges.

Family Planning 

In 1989, two decades after Ghana passed its population
policy, contraceptive use stood at just 13 percent, with
only 5 percent of married women using a modern
method, despite an apparently comprehensive policy and
a high level of contraceptive knowledge (79.4 percent of
all married women knew at least one method).3 Research
identified poor political commitment and socio-cultural
reasons for this failure.4 An upsurge in donor support,
notably from the U.S. Agency for International
Development (USAID) and UN Population Fund (UNFPA),
saw the program re-structured and revitalized, and the
National Population Council (NPC) was established as a
dedicated policy making body and channel for donor
funds. The NPC developed the 1996 revised National
Population Policy and strategic implementation frame-
work, and by 1998 the data showed a much improved,
though still modest, use of family planning (Table G-2).

A number of problems still need to be addressed if family
planning use is to rise further. These include waning polit-
ical commitment; socio-cultural constraints; poor access
for adolescents (nearly 25 percent of the population) and
unmarried women; and continuing low quality of care.5

Maternal Mortality and Abortion

The late 1980s saw greater government and donor com-
mitment to improving safe motherhood services. The
maternal and child health program was expanded, and
in 1994 the UN Children’s Fund (UNICEF) supported
development of the Clinical Management Protocol on
Safe Motherhood. The inclusion of maternal mortality
reduction in the Millennium Development Goals has fur-
ther increased the profile of this issue and attracted sup-
port from a wider group of donors. Ghana has made sig-
nificant improvements in antenatal coverage and in num-
bers of babies delivered by skilled attendants. The wor-
ryingly high maternal mortality rates persist, however, for
reasons that are poorly understood. In 2002, audits of
each maternal death were instigated in an attempt to
unravel the causes. 

Recent research has linked unsafe abortion to the high
maternal mortality rates.6 Abortion is legal for certain clear-
ly defined conditions (e.g. rape, mother’s life at risk), when
performed at registered clinics by qualified practitioners.
The law tends to be interpreted, however, as prohibiting

abortion, so availability is extremely limited and not fully
understood in the public sector. Unsafe abortion therefore
remains widespread, particularly among adolescents.7

Providers show increasing commitment to post-abortion
care, though this is limited at present. Decision makers are
reluctant to address the need for accessible safe abortion,
especially for adolescents, that could reduce maternal death
rates and prevent the need for costly post-abortion care.

Sexually Transmitted Diseases Including HIV/AIDS

The government has had an education campaign to
increase awareness of sexually transmitted diseases
(STDs) and HIV/AIDS since 1986, so knowledge of HIV
issues is high, but behavior changes are not yet appar-
ent.8 The National AIDS Policy has remained in draft
since 1996; HIV surveillance sites are functioning but
STD surveillance is almost nonexistent. STDs are report-
ed neither by the Ministry’s Reproductive and Child
Health Unit nor by the National AIDS Control Program.
Some efforts were made in the late 1990s to train family
planning and antenatal staff in “syndromic manage-
ment” of STDs (i.e., diagnosis and treatment based on
observable symptoms, not laboratory tests), but it’s not
clear if this approach is working.9

Recent increased donor commitment to reducing
HIV/AIDS reflects the issue’s status as a key Millennium
Development Goal. Ghana has made a high-profile com-
mitment to provide voluntary counseling and testing and
antiretroviral drugs (ARVs). In 2001, the National AIDS
Commission was established, and in December 2003
Ghana’s government received money from the Global
Fund to Fight AIDS, Tuberculosis and Malaria to provide
ARVs in the three largest cities. AIDS interventions now
receive more funding than family planning ever did. This
funding for HIV/AIDS treatment is important, but care
must be taken to ensure integration with comprehensive
HIV prevention efforts. Preventing the spread of
HIV/AIDS is particularly crucial in countries like Ghana,
where HIV prevalence is currently moderate.

Adolescent Reproductive Health

In general, Ghana remains a relatively conservative coun-
try where discussion of sexual issues, abortion and ado-
lescent use of contraceptives are still widely taboo. An
adolescent reproductive health policy is in place, but in
practice many organizations emphasize abstinence until
marriage. This is despite demand from an estimated 22
percent to 27 percent of young people who want to use
family planning but do not because they cannot easily
obtain contraceptive services.10 Adolescents often do not
know where to go for impartial advice and contraceptives,
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} }

TABLE G-3
SEXUAL AND REPRODUCTIVE HEALTH SERVICES IN GHANA: 
AVAILABILITY OF KEY SERVICES, EXISTENCE OF GUIDELINES/PROTOCOLS AND RELATED TRAINING

Sexual and reproductive  Number of facilities Technical guidelines/ Staff training 
health service needs offering services protocols exist conducted
Primary health care:

– Family planning 2,289 primary health Yes Yes
– Antenatal care care facilities Yes Yes
– Postnatal care Yes Yes

Safe motherhood:
– Skilled delivery 1,583 maternity units Yes Yes
– Emergency obstetric care 89 units with blood banks Yes Yes

& other emergency equipment

Abortion:
– Safe abortion n/a No No
– Post-abortion care n/a No Yes (42% of providers)

HIV:
– Voluntary counseling and testing 4 facilities Limited 50 GHS staff
– Antiretroviral drugs 3 planned for 2003 Yes (2002) Limited
– Opportunistic infection treatments n/a Yes (2002) No
– Prevention of 

mother-to-child transmission 2 facilities Yes Yes

STI screening/treatment: 
– Syphilis n/a Yes for non-specific Yes for
– Gonorrhea n/a syndromic management; syndromic
– Other n/a revised 2003 management

Adolescent reproductive health:
– Counseling
– Pregnancy services 4 “adolescent friendly” In process Yes–primarily on
– Contraceptives facilities in Greater Accra Region “counseling”

Reproductive cancers:
– Breast cancer limited to Accra, Yes Yes
– Cervical cancer Kumasi and Yes No
– Prostate cancer Tamale No No

Infertility Private/NGO & No No
teaching hospital only

Gender-based violence No, but female police corps No No, but awareness 
established campaign launched

Female genital mutilation/cutting — Advocacy No

Sources: Ghana Ministry of Health Reproductive and Child Health Unit (RCHU). Annual Report 2002. Accra: RCHU; Ghana National AIDS Control Programme
(NACP). Annual Report 2002. Accra: NACP. Adapted from Mayhew & Adjei 2004.
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and the number of teen-friendly clinics providing these
services is limited, especially outside the main cities. 

Challenges Posed by the Global Gag Rule

In addition to the challenges noted above, recent restric-
tions tied to U.S. family planning assistance have increased
the difficulties Ghana faces in promoting the sexual and
reproductive health of its citizens. In September 2003, the
Planned Parenthood Association of Ghana (PPAG) refused
to sign the Mexico City Policy/Global Gag Rule and lost
$200,000 in U.S. family planning assistance. Given the
country’s reliance on donor assistance, this was a huge
blow. The loss in funding has been acutely felt in Ghana’s
peri-urban and rural areas where PPAG was the primary
provider of community-based clinic and outreach services,
and supplied remote communities with vital family plan-
ning services and HIV/AIDS prevention education in addi-
tion to other basic reproductive health services. PPAG’s
rural outreach programs were funded entirely by USAID,
and represented a long-term partnership with USAID since
the 1970s. The loss of U.S. funds has curtailed rural out-

reach programs and reduced nursing staff by 40 percent,
severely limiting the number of clients served. It is now
doubtful whether U.S. population assistance funds can be
used effectively in Ghana when the country’s largest spe-
cialist reproductive health service provider is excluded.

The restrictions imposed by the gag rule also hampered
PPAG’s efforts to integrate HIV/AIDS activities into its pro-
grams, thereby limiting the expansion of such efforts.
Worst of all, the gag rule has perpetuated an environment
of fear and silence surrounding the topic of abortion in
Ghana, which is making it even harder for organizations to
address the need for safe abortion and post-abortion care.11

Donor Assistance 

Ghana is heavily dependent on donor funding, with the
most recent data indicating that 48 percent of Ministry of
Health income is from donors. Local NGOs working in sexu-
al and reproductive health receive virtually all their income
from international donors. Tracking resource flows became
much more difficult in the late 1990s with the introduction

TABLE G-4
TOP TEN DONORS IN SEXUAL AND REPRODUCTIVE HEALTH, GHANA 1993-2000

Donor Program and geographical area Amount pledged and time-frame ($US unless otherwise stated)
USAID Population and AIDS (GHANAPA) $45 million, of which: $31 million in project assistance 
(United States) National (including $11 million for contraceptives); 

$14 million in non-project assistance 
1995-2000

DFID Health and AIDS $30 million ($750,000 to NACP 1995-96) 
(United Kingdom) National and Volta Region 1993-1996 (post-1996, all funds pooled in the SWAp)
CIDA HIV/AIDS/STDs Canadian $ 200,000
(Canada) National 1996-2000
WHO Health and AIDS $2.7 million

National 1993-1995
Danida Health and AIDS $22.4 million, incl. $9.7 million for primary health care in Upper West Region
(Denmark) National and Upper West 1993-1998
UNDP AIDS $500,000 (through WHO and National AIDS Control Programme)

National 1996
UNAIDS AIDS $3 million plus

National 1997-2000
UNFPA AIDS and Family Planning $8 million + contraceptives

National 1996-2000
UNICEF AIDS, Population/Family Planning, $13 million

Safe Motherhood 1996-2000
National

World Bank Health, Population/Family Planning $27 million
National 1992-1995

NB: Accurate financial figures are almost impossible to obtain and great caution must be exercised when interpreting these data. 
Sources: Donor and Ministry of Health financial documents, various dates.
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of the sector-wide approach and phase out of earmarked
program funding. Until 1996 it was possible to disaggregate
donor finances coming to the Ghana Ministry of Health that
were earmarked for sexual and reproductive health, but
after 2000 there are virtually no disaggregated data.

USAID and UNFPA have given strong support for family
planning and related activities since the 1970s, and
UNICEF has supported safe motherhood since the 1980s.
During the 1990s the donor base expanded in the wake
of the ICPD. Chief among new donors were the United
Kingdom and Denmark (see Table G-4). Most continue to
support “programs” rather than a sector-wide approach;
this can create tension and impede coordination.

Program Assistance vs. Systems Assistance

Donor assistance in Ghana has changed substantially
over the past decade, with the introduction of the sector-
wide approach (SWAp). The SWAp was intended to
improve coordination by bringing all donors together in a
common framework. Donors favoring structural systems
changes (notably the World Bank and United Kingdom)
have now pledged to pool their funds through the
Ministry of Health according to nationally defined priori-
ties rather than donor-defined programs. (A further possi-
bility is full budget support, in which donor monies go
directly to the Treasury for disbursal to different sector
ministries.) However, Ghana’s key sexual and reproduc-
tive health donors, such as USAID and UNFPA, remain
committed to program approaches and continue to dis-
burse their funds through separate earmarked channels.
The parallel existence of these two channels of funding
(non-specific sector-wide channels and program-specific
earmarked channels) creates difficulties described below.

Importance of Donors and NGOs

Ghana’s dependence on external funding is illustrated by
the fact that officials see donors as providing “sustain-
ability” to health programs through their financing. 

Funds also come into Ghana through NGOs. More and
more local NGOs are establishing themselves, and virtually
all are completely funded by international agencies. While
inconsistent reporting may be a factor in year-to-year varia-
tions, the figures highlight the very large NGO contribu-
tion. Many international NGOs also have offices and proj-
ects in Ghana, sometimes partnering with local groups.
Local NGOs provide key sexual and reproductive health
services; the largest partner with the government and are
incorporated into the Ministry of Health’s own statistics.
For example, the Christian Health Association of Ghana
(CHAG), an umbrella group for church-managed facilities,
has a formal Memorandum of Understanding with the gov-
ernment to provide health services where government
facilities are limited. Coverage and use statistics for facili-
ties run by both CHAG and PPAG are included in the
Ministry of Health Annual Report, together with those of
government clinics. 

Challenges of Coordination

Relations between Ghana’s government and international
donors have improved greatly since the period of political
dictatorship and donor intransigence of the 1980s and are
now generally cordial and mutually respectful. Relations
and coordination among the donors themselves, however,
tend to be fragmented along the lines dividing systems
and program approaches as described above.

A characteristic of donor-government relations in Ghana
is the grouping of different sets of donors with particular
parts of the Ministry of Health (MoH). The Reproductive
and Child Health Unit (RCHU) has strong and close links
with USAID, UNFPA and UNICEF, while the National
AIDS Control Programme (NACP) works most closely
with UNAIDS. The MoH Reform Group (at central head-
quarters), which supports the sector-wide approach,
links primarily with DFID and the World Bank; the
Reform Group also receives some support from Denmark
and the Netherlands. The UN agencies have begun to
coordinate around a Theme Group on reproductive

“I think we make sustainability arguments as if 
Ghana were self-sufficient. We’re not self-sufficient…
sustainability has to be seen in the context of how well
our systems can absorb the resources and use them
and give the donors the confidence to sustain their
donations into the country.” —Senior Ministry of Health official12
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health that involves some of the reform donors. But for
the most part, donors tend to work within their distinct
groupings, without seeking broader collaborations. 

The parallel existence of a separate group of program-spe-
cific (reproductive health) donors undermines coordinat-
ed planning through the SWAp. In the long term, sexual
and reproductive health could suffer if the field is seen as
the preserve of a particular group of donors rather than
as a mainstream health issue. As one senior advisor said:
“Coordination of programs at the national level is still not
done. There is still competition between programs.” 

Coordination within the SWAp

Sexual and reproductive health donors are reluctant to
pool their funding under the SWAp in part because the
SWAp appears to eliminate specialized programs, such as
sexual and reproductive health, that require technical
knowledge (e.g., capacity to monitor the quality of servic-
es such as emergency obstetric care, sterilization or safe
abortion). This threatens the delivery of quality services.
Under sector-wide planning, supervisors who monitor
quality of care must do so for a range of services and are
not likely to be trained in the special needs of, say, ado-
lescent counseling. Neither are the provision of special-
ized adolescent contraceptive services or the importance
of quality specialized care reflected in SWAp indicators. 

Nevertheless, the SWAp and decentralization policies
developed over the past 10 years profoundly affect the way
sexual and reproductive health services are organized,
managed and financed, whether or not donors choose to
get involved. In Ghana, program donors now recognize
that their representatives must be involved in negotiating
reform structures and indicators if they wish to avoid the
potentially negative effects of structural changes. Similarly,
reform donors now recognize that SWAp and other nation-
al strategies need to incorporate the needs of specialist pro-
grams like sexual and reproductive health.13

Avoiding Disruption in Implementation 

Decentralization of the health system has led to faster,
more efficient disbursements directly from central min-
istry coffers to district and sub-district management
teams and hospitals. Districts are required to report on
antenatal coverage, family planning uptake, postnatal
care and maternal health and death audits, but do not
disaggregate spending by these categories.14 Under the
SWAp, districts receive their funds not through program
budget lines but split among salaries, capital expenditure,
administration and service-related expenses. Earmarked
funds from the non-SWAp donors (USAID, UNFPA and

other reproductive health donors) also continue to reach
districts for specified program activities such as training
for family planning providers. These activities are rarely
mainstreamed into the district’s regular activities, causing
disruption to routine service delivery.

While it can be argued that earmarked funds provide nec-
essary security for funding sexual and reproductive health
services that may not be a district priority, the parallel
functioning of two different systems results in complex
administration and reporting systems with substantial
duplication. Coherent coordination by the Ghana Health
Service (GHS) through its decentralized offices (e.g.,
District Chief Executives) could go a long way toward
integrating donor activities into routine health service
delivery. The Ghana Health Service, however, still does
not have a clear role vis-à-vis the Ministry of Health, so
that it is difficult to plan and implement coherent deliv-
ery and supervision of services at the district level. 

Successes and Future Perspectives

Significant improvements have been made in the breadth
and depth of reproductive health services, and Ghana
now has a well-functioning sexual and reproductive
health program with specialists at all levels. As noted
above, donor support for sexual and reproductive health
in Ghana has been strong, and donor-funded NGOs con-
tinue to provide a significant proportion of sexual and
reproductive health services. So far, improvements in
rates of antenatal care and skilled attendance at delivery,
as well as modest gains in family planning use and signif-
icant declines in average family size show that the long-
term commitment of Ghana’s government, donors and
NGOs has paid off. Nonetheless, this success must be
balanced against the recent negative impact of U.S. poli-
cies on the Planned Parenthood Association of Ghana.

An issue of particular importance at the present time is
how to balance investment in preventive as well as cura-
tive services in the face of increasing donor attention to
HIV/AIDS. It is difficult to measure the success of pre-
vention efforts, but it is important that expensive
HIV/AIDS treatment does not drain financial resources
from other health needs and compromise the wider
reproductive health gains of the last decade. Such a shift
in funding could ultimately impede efforts to slow the
HIV/AIDS epidemic, particularly if funds are then short
for reproductive health services such as condom promo-
tion, education and counseling on youth sexuality, and
prevention of gender-based violence, which all tackle the
underlying causes of HIV transmission. 

Donors still have difficulties coordinating their efforts,
and the reform process has exposed critical ideological
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and functional differences among donors favoring struc-
tural reform and those still committed to program sup-
port. Government planning and implementation within
the decentralized Ghana Health Service could integrate
these approaches at the district and service delivery lev-
els, but district capacity and power remain weak and the
Ghana Health Service role still lacks clarity. Unless
addressed soon, these issues could undermine efforts to
further improve sexual and reproductive health in Ghana.

The critical challenges facing the Ghanaian government
and its donors are therefore two-fold: first, to increase
political and financial commitment to tackling key remain-
ing sexual and reproductive health concerns; and second,
to better coordinate donor and government efforts. 

Greater political and financial commitments could:

o Expand commitment to the provision of family plan-
ning services;

o Continue support for maternal health audits and inves-
tigation of links between maternal mortality and unsafe
abortion, to identify ways to reduce maternal mortality;

o Decrease unsafe abortion by ensuring that the public,
medical professionals and lawyers know when abortion
is legal, and expanding access to public-sector abortions; 

o Consolidate a comprehensive, coordinated response to
adolescent sexual and reproductive health needs; 

o Tackle HIV/AIDS as part of a holistic approach to sex-
ual and reproductive health, rather than separately
from, or in opposition to, broader sexual and repro-
ductive health needs; and

o Continue support for research, advocacy and training
in neglected areas such as gender-based violence.

RECOMMENDATIONS

Better coordination of donor and government efforts
around sexual and reproductive health will require all
donors and government officials to:

o Better coordinate and integrate all donor activities to
avoid problems caused by separate approaches;

o Clarify delegation of authority and give particular
support to district-level managers to plan and imple-
ment services in a coordinated manner;

o Negotiate ways to integrate sexual and reproductive
health program needs, indicators and earmarked
funding within the sector-wide approach; and

o Remove restrictions on family planning assistance that
harm reproductive health service provision, impede
access to safe abortion services, and prevent the coor-
dination and/or integration of basic reproductive
health services with HIV/AIDS activities.

1 The Mexico City Policy was re-instated by President George W. Bush in
January 2001. Under the policy, no U.S. family planning assistance can
be provided to foreign NGOs that use funding from any other source to:
perform abortions in cases other than a threat to the life of the woman,
rape, or incest; provide counseling and referral for abortion; or lobby to
make abortion legal or more available in their country. Noncompliance
will result in loss of funding from the U.S Agency for International
Development (USAID). Due to its restrictions on the freedom of speech,
those who oppose the Mexico City Policy refer to it as the Global Gag
Rule. Access Denied: U.S. Restrictions on International Family Planning,
The Global Gag Rule Impact Project, 2003.

2 Lush, L, and others. 1999. “Integrating reproductive health: Myth and
Ideology.” Bulletin of World Health Organization 77(9):771-777; Mayhew,
S.H. 1999. “Health care in context, policy into practice: a policy analysis of
integrating STI/HIV and MCH/FP services in Ghana.” PhD thesis, University
of London; Mayhew, S.H, and others. 2000. “Integrating component services
for reproductive health: the problem of implementation.” Studies in Family
Planning 31(2):151-162; Mayhew, S.H. 2002. “Donor dealings: the impact of
international donor aid on sexual and reproductive health. Viewpoint.”
International Family Planning Perspectives 28(4):220-224. December 2002.

3 Ghana Statistical Service (GSS) and Institute for Resource
Development/Macro Systems, Inc (MI). 1989. Ghana Demographic and
Health Survey 1988. Columbia, Maryland: GSS and MI.

4 Owusu J.Y. and Baste Z. 1991. “Family planning services in Ghana.”
Report of the National Population Conference 158-183; Binka F. and others.
1994. “The Navrongo community health and family planning project.”
Presented at the Health Research Unit Third Consultative meeting on Health
Research Development, January 13-14. Adongo, P, and others. 1998. “The
influence of traditional religion on fertility regulation among the Kassena-
Nankana of northern Ghana.” Studies in Family Planning 29(1):23-40.

5 Adongo, P, and others. 1997. “Cultural factors constraining the introduc-

tion of family planning among the Kassena-Nankana of Northern Ghana.”
Social Science and Medicine 45(12):1789-1804; Adongo, P, and others.
1998. Ibid.; Parr, N. 2002. “Family planning promotion, contraceptive use
and fertility decline in Ghana.” African Population Studies 17(1):83-101.

6 USAID-Ghana. 2001. Post-abortion Care in Ghana. Annex 7 of Global
Evaluation of USAID’s Post-abortion Care Program. USAID Internal
Document, 11/29/2001; Ghana Ministry of Health Reproductive and Child
Health Unit (RCHU). 2002. RCH Annual Report. Accra: RCHU.

7 Ibid.

8 Ghana Statistical Service (GSS) and Macro International, Inc (MI). 1999.
Ghana Demographic and Health Survey 1998. Calverton, Maryland: GSS
and MI.

9 Mayhew 2000, “Integration of STI services into FP/MCH services:
health service and social contexts in rural Ghana.” Reproductive Health
Matters 8(16):112-124. Mayhew et al, 2000 op cit.

10 Ghana Statistical Service (GSS) and Macro International, Inc (MI). 1999.
Ghana Demographic and Health Survey 1998. Calverton, Maryland: GSS and MI.

11 Information from research carried out in the summer of 2004 by
Population Action International and the Global Gag Rule Impact Project;
available on www.globalgagrule.org in the fall of 2004.

12 Cited in Mayhew 1999. Ibid p. 209.

13 Cited in Mayhew S.H. and Adjei S. 2004. “Sexual and reproductive
health: challenges for priority setting in Ghana’s health reforms.” Health
Policy and Planning Vol 19(Suppl):45-60.

14 Ghana Ministry of Health (MoH). 2002. Common Management
Arrangements for the implementation of the second health sector five year
programme of work 2002-6. 
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Donor Country Report Card

2 0  P O I N T S 2 0  P O I N T S 2 0  P O I N T S

ODA AS PERCENT OF GNI POPULATION ASSISTANCE  DISTANCE FROM 
AS PERCENT OF ODA ICPD 2005 GOAL

2000-2002 2000-2002 Multiplier to
Average Score Average Score Reach Goal Score

Netherlands 0.82 16 4.84 19 0.0 20

Denmark 1.02 20 3.39 14 0.0 20

Norway 0.82 16 4.23 17 0.0 20

Sweden 0.80 16 3.51 14 1.2 19

Finland 0.34 7 5.57 20 1.6 18

Luxembourg 0.75 15 5.84 20 0.0 20

United Kingdom 0.32 6 2.99 12 2.9 17

Belgium 0.39 8 2.75 11 1.7 18

Switzerland 0.33 7 2.30 9 3.9 16

Canada 0.25 5 2.37 9 2.6 17

Germany 0.27 5 2.04 8 5.7 14

New Zealand 0.24 5 2.22 9 5.1 15

Japan 0.25 5 1.36 5 6.9 13

Australia 0.26 5 1.71 7 5.5 14

France 0.34 7 0.68 3 5.2 15

United States 0.11 2 7.40 20 3.3 17

Ireland 0.34 7 2.31 9 2.6 17

Italy 0.16 3 1.44 6 15.8 4

Spain 0.26 5 0.51 2 60.3 0

Austria 0.26 5 0.23 1 40.8 0

Portugal 0.26 5 0.20 1 63.3 0



45

4 0  P O I N T S

POLICIES TOTAL POINTS & GRADES

Population/ Gender Policy IPPF/UNFPA “Tiedness” Total Current Previous
SRH Policy Policy Restrictions Contributions of Aid Score Grade Grade (1998)

8 8 8 8 8 96 A A-

8 8 8 8 8 94 A A

8 8 8 8 8 93 A A

8 8 8 8 8 89 A A-

8 8 8 8 8 85 A B-

4 4 8 4 8 83 A- NA

8 8 8 8 8 75 B B-

4 8 8 8 8 73 B D

8 8 8 8 8 72 B C

8 8 8 8 5 69 B C

8 8 8 8 8 68 B C

4 8 8 8 8 65 B D-

8 8 8 8 8 64 B C-

6 8 4 8 5 58 C C

4 8 8 4 8 56 C F

4 6 0 0 3 52 C B

0 0 8 4 0 45 C F

4 4 8 4 2 35 D F

4 4 8 4 6 33 D F

0 4 8 4 6 28 D F

4 0 8 4 3 25 D F

A= 81-100 B= 61-80 C= 41-60 D= 21-40 F= 0-20
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This report card assigns letter grades to countries on a
scale of “A” to “F” according to their performance as
donors, based on the following indicators:

o The generosity of each donor’s overall development aid
program in relation to the size of that country’s economy;

o The proportion of development assistance funds allo-
cated to reproductive health and population programs;

o The distance each donor has to go to reach its “fair
share” of the ICPD spending goal for 2005 from 2002
spending levels; and

o The extent to which a country’s policies foster the max-
imum level of impact in addressing the goals of the
ICPD Programme of Action based on their official repro-
ductive health and population policies, gender policies,
percentage of “tied” aid, and contributions to key
United Nations and non-governmental organizations.

As with PAI’s 1998 analysis, this grading system empha-
sizes financial and policy commitments to population
assistance, rather than on the quality and type of programs
supported. The weighting reflects the focus of this report
on financial resources and on the policy environment at
the halfway point of the ICPD Programme of Action. 

The grading system allocates 20 points to each of the three
financial indicators, for a maximum potential score of 60,
and 8 points to each of the policy indicators, for a maximum
potential score of 40. Thus the total maximum potential
score is 100 points. Points are allocated on a relative scale—
donors are compared to each other rather than to an objec-
tive standard. To minimize bias resulting from a wide distri-
bution of values, the scores for each of the three quantita-
tive indicators were capped at appropriate levels. The grad-
ing system was applied to 21 member countries of the
Development Assistance Committee of the OECD, excluding
Greece, which lacked sufficient data, and the European
Commission, to which some of the indicators used to score
individual donor countries do not apply.

Indicator #1  Development Assistance as a 
Share of National Income

The volume of official development assistance (ODA) rel-
ative to gross national income (GNI) reflects the generosi-
ty of each donor country relative to the size of its econo-
my. This indicator represents each nation’s commitment
to the developing world. It also reflects donor invest-
ments in broader economic and social development that
may ultimately benefit reproductive health status through
their impact on incomes, educational status, and other
aspects of human well-being. Total aid volume also influ-
ences the availability of funds for population assistance.

Countries are scored on the average of their development
assistance to GNI ratio for the three-year period from
2000 to 2002, and their performance relative to each
other. The ratio was capped at 1 percent, with all scores
above 1 percent receiving the full 20 points, and all
scores below receiving points on a proportional basis.
Over this period, the average effort of the 21 donor coun-
tries was 0.4 percent of GNI for ODA—slightly lower
than the average from 1994 to 1996 and significantly
lower than the UN goal of a 0.7 percent annual contribu-
tion for each country. Denmark was the only donor
country whose development assistance exceeded 1 per-
cent of GNI between 2000 and 2002. Only four other
countries met or exceeded the UN goal of 0.7 percent:
Norway, Sweden, the Netherlands, and Luxembourg. All
other countries gave less than the average donor effort of
0.4 percent of GNI for ODA. The United States and
Japan, the two largest donors in total aid volume, allo-
cated only 0.11 and 0.25 percent of GNI, respectively, to
development aid over the period 2000-2002.

Indicator #2  Population Assistance as a 
Share of Development Assistance

The share of overall development assistance allocated to
population assistance reflects the level of importance the
donor places on these issues within its foreign aid pro-
gram. This measure gives credit to donors that have
demonstrated a financial commitment to population assis-
tance whether they do so through the bilateral, multilater-
al, multi-bilateral, or NGO channels. At the Amsterdam
Forum in 1989, it was recommended that donors allocate 4
percent of their development aid to population assistance
(as defined at the time), a percentage also based on donors
achieving the international goal of 0.7 percent of GNI for
development aid.

Countries are scored on the percentage of development
aid they allocated to population assistance, again aver-
aged over the three-year period of 2000 to 2002. The per-
centages were capped at 5 percent, with all scores above
5 percent receiving the full 20 points and those below
receiving points on a proportional basis. The United
States ranks highest on this measure, allocating an aver-
age of 7.4 percent of its development aid budget to pop-
ulation and reproductive health programs between 2000
and 2002. Luxembourg ranks next highest, giving 5.8
percent of its aid budget for population assistance
between 2000 and 2002, followed by Finland, the
Netherlands, and Norway—all exceeding the 4 percent
goal. Although Japan is a large donor of population
assistance in terms of total volume, it gave only 1.4 per-
cent of its development budget on average to population
assistance in the period studied.

Report Card Methodology
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Indicator #3  Multiplier Required to Reach ICPD
Year 2005 Funding Goal

Resources remain central to the challenge of improving
reproductive health status worldwide. Each donor’s respec-
tive share of the US$6.1 billion ICPD goal for donor contri-
butions for 2005 (adjusted for inflation to 2002 $US) was
estimated based on its proportional share of aggregate GNI
for the donor community. Scores were assigned to each
country based on how many times its 2002 funding would
need to increase to achieve its 2005 goal. Countries with
multipliers of 20 or more receive zero (0) points, while
scores for countries with multipliers of less than 20 were
calculated by subtracting the multiplier from 20.

Denmark, Norway, the Netherlands, and Luxembourg
have met their ICPD 2005 goals, and Sweden is very close.
Five others, including the United States, must increase
their current levels of assistance two to four times by
2005, and another five countries, including Japan, must
increase current levels five to seven times. Italy’s fair
share for 2005 is 16 times its current level of population
assistance, while Spain and Portugal are furthest from
their 2005 goals, and would need to increase their assis-
tance more than 60 times. 

Indicator #4  Policy Environment

The 40 points awarded to each country based on its policy
environment are broken equally into five separate cate-
gories: population and reproductive health policy or strate-
gy; gender policy or strategy; restrictions on population
assistance; contributions to the United Nations Population
Fund and/or the International Planned Parenthood
Federation; and “tiedness” of development aid.

o Donor nations committed to population assistance are
more likely to have articulated a reproductive health and
population policy. The existence of such a policy reflects
the importance governments assign to these issues and
time invested by aid officials in dialogue and debate on
international sexual and reproductive health issues. The
scoring system gives 8 points to those donor countries that
have published official reproductive health and population
policies or strategies. Those countries that have health,
HIV/AIDS, or development policies that substantively
address reproductive health issues are given 4 points, while
zero (0) points are given to those that have no policies or
strategies that substantively address sexual and reproduc-
tive health. Between 2 and 4 points are deducted from a
country’s score for the presence of published restrictions
that undermine the policy’s effectiveness.

o The existence of a gender policy also demonstrates
support for population and reproductive health issues.

The ICPD Programme of Action emphasized the impor-
tance of interventions aimed at improving the status of
women, such as increasing the number of girls receiving
primary education. Women who are educated and eco-
nomically active in society generally have greater control
over their fertility, while the enhancement of women’s
status in general is an essential step toward reducing
poverty and promoting development. The scoring system
is identical to that for reproductive health and popula-
tion policies; countries with an official, published gender
strategy or policy (including strong positions on gender
mainstreaming) receive 8 points. Donor countries that
significantly address the issue of gender in their develop-
ment policies but have no formal strategy receive 4
points, and countries that place little emphasis on gen-
der receive zero (0) points. As above, points are deduct-
ed from a country’s score for the presence of published
restrictions that undermine the policy’s effectiveness.

o Countries that impose restrictions on their population
assistance significantly reduce the effectiveness of their
aid. In this category, 8 points are awarded to donor
countries with no published restrictions on their popula-
tion assistance. Countries that place some restrictions,
such as not allowing their assistance to be used to per-
form abortions but without caveats on how recipient
agencies use other funds, receive 4 points. Countries that
impose more severe restrictions on their population
assistance, for example, by requiring compliance with
restrictions with respect to the use of other donors’
funds, receive zero (0) points.

o Core funding from donor country governments to the
United Nations Population Fund (UNFPA) and the
International Planned Parenthood Federation (IPPF) is
needed in order to support the unique global leadership
role these organizations have in the expansion of repro-
ductive health services in the developing world.
Countries are awarded 4 points for contributions made to
each of the two agencies in 2002.

o Donor countries that “tie” their population assistance
with requirements on how it can be spent reduce the
effectiveness of their aid. The international community
has agreed on the importance of removing requirements
that assistance to a recipient country be used to purchase
goods and/or services from a donor country. The range of
scores is based on the percent of bilateral tied aid reported
to DAC in 2002, using the methodology developed by the
Center for Global Development, to award each country
between zero (0) and 8 points. Higher scores are awarded
to the countries that have little or no tied aid.



Donor Country Profiles



Australia is one of the few donor countries making little

progress since PAI’s last analysis in 1998, largely due to

declines in overall development assistance relative to wealth

and the smaller share of ODA reported as population assis-

tance. Australia would need to increase its support for sexual

and reproductive health activities, including HIV/AIDS, more

than five-fold to fulfill its fair share of ICPD funding goals by

2005. In addition, Australia is one of only two donor countries

that place explicit restrictions on the use of its funds.

Development assistance monies cannot be used for activi-

ties that involve abortion training or services, even in coun-

tries where abortion is legal.

Development Assistance: 
Policy and Funding

Australia’s official development assistance has begun to
recover from the sizeable reductions experienced
between 1997 and 2000. ODA rose from US$873 million
in 2001 (its lowest level in more than 10 years) to $989
million in 2002. This coincided with expansion in
Australia’s gross national income (GNI), so the ODA/GNI
ratio increased only very slightly to 0.26 percent in 2002.
While it is encouraging that Australia’s ODA is now ris-
ing for the first time since 1997, funding has yet to
return to its peak levels of the mid-1990s and is still well
below the average DAC country effort of 0.41 percent. It
is also short of recommended ODA proposed by the 1996
Simmons Committee Report and the 1997 Australian gov-
ernment White Paper, entitled In the National Interest,
that affirmed the importance of development cooperation
in promoting international trade and economic growth,
particularly in the Asia-Pacific region.

G R A D E

50

C
Australia

Australia’s population assistance has yet to recover fully

from cutbacks imposed after the election in 1996 of

John Howard’s Liberal/National Party coalition govern-

ment. While incomplete reporting complicates any

assessment of trends over time, the country’s support

for sexual and reproductive health activities appears to

have stagnated in recent years, although the Australian

aid agency, AusAID, anticipates a real increase in 2003.

Figures reported for 2002, however, place population

assistance at little more than 2 percent of overall devel-

opment assistance. The country’s support for UNFPA and

other international organizations working in sexual and

reproductive health has still not returned to the peak

levels of the 1990s.

Australia’s support for integrated projects and sector-

wide approaches adds to the difficulty of assessing how

different aspects of population programming were

affected by the funding cuts noted above. Currently, the

Australian government gives considerable emphasis to

supporting HIV/AIDS interventions (now the largest com-

ponent of Australian population assistance) in the Asia-

Pacific region. Reported figures indicate a smaller share

of resources flowing to reproductive health activities,

including family planning. While Australia’s support for

HIV/AIDS is important, the government should ensure

that coordination of reproductive health and HIV/AIDS

services occurs wherever possible.



Australia has embraced the UN Millennium Development
Goals (MDGs) and poverty reduction as overarching
rationales for its foreign assistance efforts, which focus
on five sectors: health, education, agriculture and rural
development, infrastructure investment, and governance
(emphasizing peace and conflict resolution). However,
the government emphasizes the importance of high-level
consultations with host country governments and institu-
tions to identify local needs and priorities. Australia
maintains that reproductive health (including family
planning) requires attention in order to meet MDG
poverty reduction goals. Such issues as gender equality
and environmental quality are now “mainstreamed”
within Australian development cooperation.

The Australian government makes an effort to highlight
the benefits of its aid program for Australians, for exam-
ple, in terms of employment. And, as is increasingly the
case with other donor countries, security concerns are
part of the policy framework for development coopera-
tion, with a focus on such regional issues as refugees
and migration. 

Australia’s ODA is administered by the Australian
Agency for International Development (AusAID).
AusAID’s role is to provide policy advice and support to
the Minister and Parliamentary Secretary on develop-
ment issues, and manage Australian development coop-
eration programs. The Director General of AusAID
reports directly to the Minister for Foreign Affairs on all
aspects of aid policy and operations. Included within the
governing structure of AusAID is the Aid Advisory
Council (AAC), an expert advisory body that provides
the Minister for Foreign Affairs with independent expert
views on the planning and delivery of Australia’s aid
program. The AAC is made up of 11 Australians from
academia, the private sector, NGOs and community
groups. In existence since 1998, the AAC is intended to
open up Australia’s aid program to new ideas and
approaches to development that reflect the wider values
of the Australian community.

The Policy Environment for
International Population Assistance

A 1998 national survey found that 84 percent of
Australians supported development assistance as a
means of addressing humanitarian needs, promoting eco-
nomic growth, and projecting a positive image of
Australia abroad. However, the same survey indicated
that many Australians know little about their govern-
ment’s development cooperation efforts, causing some to
observe that Australian support is “a mile wide and an

inch deep.” It is interesting to
note, however, the steady
upward trend (close to 10 per-
cent annually) in private contri-
butions by Australians to NGOs
working in international devel-
opment between 1998 and
2003.

Australia’s domestic family
planning and reproductive
health programs have encoun-
tered determined conservative
opposition over the years. This
controversy has compromised
the ability to fund reproductive
health activities abroad, in par-
ticular those related to abortion.
Generally, however, the Australian public supports repro-
ductive health efforts, particularly promotion of maternal
and child health and work against the HIV/AIDS epi-
demic in Asia and sub-Saharan Africa.

The Australian Reproductive Health Alliance (ARHA),
established in 1995, remains a leading NGO engaged in
advocacy around international reproductive health and
rights. ARHA seeks to promote the goals of the ICPD and
as part of its activities provides secretariat support for
the All-Party Parliamentary Group on Population and
Development. The Alliance is vocal in its support for a
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Because the definition of population assistance was broadened, 
data from before 1995 are not comparable to later years.
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rights-based approach to population-related issues and
has, for example, expressed concern for the govern-
ment’s approach to immigration and asylum issues. The
IPPF member association, Sexual Health and Family
Planning Australia (SH&FPA), is also active in the advo-
cacy arena. Both are part of the Asia Pacific Alliance, a
network of NGOs, donor agencies and foundations dedi-
cated to increasing support for the ICPD Programme of
Action and the Millennium Development Goals.

While more conservative than the Labor government
that preceded it, the coalition government in power since
1996 remains committed to the goals of the ICPD
Programme of Action and has been an active member of
the Asia Pacific Alliance. While the Programme of Action
serves as an important reference point for AusAID in set-
ting policy standards, it does not necessarily determine
the design of specific country programs or project activi-
ties. These are carried out in consultation with
Australia’s partner countries and largely reflect indige-
nous needs and program priorities.

In 2001, AusAID released a list of Guiding Principles for
its international assistance in reproductive health, a list
largely consistent with ICPD principles. These guidelines
stipulate that individuals should be free to choose the
number and timing of their children; that women and
men should have access to the widest possible range of
family planning services; that reproductive health servic-
es should be available to all sexually active individuals;
and that Australia’s assistance should be directed to
improving the quality of reproductive health care. The
list also includes a prohibition on the use of Australian
development assistance for services related to abortion,
including training of medical personnel. This prohibition
also applies to any activities, including research, that
involve abortion drugs. It does not prevent recipients of
Australian aid funds from using other monies for this
purpose, however, nor does it apply to the use of
Australian funds for post-abortion care. The Australian
government also specifies the types of contraceptives
that can be purchased with Australian aid funds; emer-
gency contraception is among those specified as eligible
for purchase.

Trends in Funding for 
Population Assistance

Overall Funding Levels
Australia’s population assistance stood at US$21.3 mil-
lion in 2002. This represented just 2.2 percent of ODA
and placed Australia well below the average DAC coun-
try effort of 4 percent of ODA for population assistance.

Relative to national income (GNI), Australian population
assistance places the country 15th among 22 major
donor countries, at just $55 per million dollars of GNI,
down from more than $80 in 1996.

Incomplete reporting and exchange rate fluctuations
complicate any assessment of Australia’s performance
over time, but data from other sources indicate that the
bulk of any increases in population assistance in recent
years has gone to HIV/AIDS activities, while funding for
other aspects of sexual and reproductive health has risen
little or not at all. In 2002, 92 percent of Australia’s
reported population assistance could be disaggregated by
type of activity. Of this amount, 5 percent was provided
for family planning, 20 percent for other reproductive
health activities, 69 percent for HIV/AIDS, and 6 percent
for research. It is important to note, however, that multi-
sectoral projects often contain embedded reproductive
health components not included in the accounting of
population assistance commitments or expenditures.

Multilateral Funding
Australian support for reproductive health and popula-
tion activities through multilateral organizations has fall-
en substantially since the mid-1990s. In 1996, 42 percent
went through multilateral channels, but by 2002 only 8
percent did, according to UNFPA. An additional 16 per-
cent was provided for multi-bilateral activities, in which
bilateral resources are committed for specific projects as
part of multilateral consortium programs.

Australia’s contributions to UNFPA have risen slightly in
recent years. Australia’s UNFPA donation rose from $1.1
million in 2002 to an estimated $1.5 million in 2003.
However, these funding levels are still well below
Australia’s annual contributions of around $4 million in
the mid-1990s. Prior to 2004, Australia did not contribute
to the Global Fund to Fight AIDS, Tuberculosis and
Malaria, deciding to take a “wait and see” approach to
Fund activities in the Asia-Pacific region before commit-
ting resources. More recently, Australia pledged $18.9
million to the Global Fund for the period 2004-2006.
Since UNAIDS’ inception in 1995, Australia has been its
14th largest donor. It contributed $1.2 million in 2003,
the country’s most generous level of support since 1997.

Bilateral Funding
Slightly more than half of Australia’s population assis-
tance has been provided through bilateral programs in
recent years; it was 54 percent in 2002. AusAID has
direct responsibility for managing these funds. Country
programs are developed in close consultation with recipi-
ent nations and respond to mutually identified needs.

C
Australia
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Funding for NGOs
Australian support for NGOs in sexual and reproductive
health remains modest and below the average for all
DAC countries. In 2002, 21 percent of Australia’s popula-
tion assistance was allocated to NGOs. NGOs funded by
AusAID were more active in HIV/AIDS work than in
family planning or reproductive health, although NGO
involvement in sexual and reproductive health may be
greater than suggested by budget information. Australia’s
contributions to IPPF fell substantially between 1997 and
2001, but rose to $850,000 in 2002, with further increas-
es expected in both 2003 and 2004.

Program 
Priorities

Geographic Priorities
Australia’s foreign assistance continues to be concentrat-
ed in the Asia-Pacific region, with some going to East
Africa. In 2002, Indonesia, Papua New Guinea and China
were the largest recipients of Australian population assis-
tance. Post-conflict reconstruction needs have had a
major bearing on the geographic allocation of Australia’s
ODA in recent years. For example, both East Timor and
the Solomon Islands have received considerable
Australian assistance over the past five years to rebuild
their health delivery infrastructures.

Areas of Program Emphasis
Australia’s foreign assistance gives priority to addressing
child and maternal mortality and morbidity; funding vol-
untary, non-coercive family planning and reproductive
health programs; and providing support for HIV/AIDS
prevention and treatment services. Australia has become
much more active in HIV/AIDS work since 2001. It con-
vened a meeting of 31 leaders from the Asia-Pacific
region in Melbourne in 2001 to identify regional needs
and priorities, and that led to formation of the Asia-
Pacific Leadership Forum on HIV/AIDS in August 2002.
Later that year, Australia announced a major six-year
program to support regional HIV/AIDS activities.

Australia is now mainstreaming gender issues in its for-
eign assistance programs. Development projects increas-
ingly incorporate gender-sensitive initiatives that take
women’s welfare into account. Greater attention is being
given to improving educational opportunities for girls,
reducing violence against women, enhancing women’s
economic empowerment, and securing the human and
reproductive rights of women. A key element of
AusAID’s gender strategy is promoting women’s equal
participation in decision-making. To help achieve this
objective, AusAID is providing funding for women’s

information and research centers in several countries
working to strengthen women’s participation in commu-
nity and national fora.

While Australian foreign assistance gives considerable
emphasis to improving health sector managerial efficien-
cy and upgrading health systems, Papua New Guinea is
the only country where Australia supports a sector-wide
approach (SWAp). It has funded health projects for
women and children and initiatives to reduce domestic
violence. AusAID works to build capacity in reproductive
health by funding medical schools in the Asia-Pacific
region and providing long-term professional training
opportunities at Australian universities and short-term
in-service training programs.

Technical 
Capacity

Staffing
AusAID has undergone substantial restructuring in an
effort to improve the quality of its personnel and reduce
the high level of staff turnover in recent years.
Administrative systems are being revamped to give
greater attention to program evaluation and reporting of
project results. AusAID has developed a new Multilateral
Assessment Framework (MAF) for annual assessments
and periodic in-depth reviews of multilateral programs
funded with Australian resources. This system will apply
to UN-funded activities but, at least initially, not to proj-
ects of multilateral development banks (e.g., the World
Bank and the Asian Development Bank).

Technical Expertise of Collaborating Institutions
AusAID relies on an experienced network of Australian-
based commercial and non-profit firms, NGOs and uni-
versities to assist in design and implementation of sexu-
al and reproductive health activities, in particular with
respect to HIV/AIDS. For example, Sexual Health and
Family Planning Australia provides technical support for
a number of reproductive health programs overseas, and
the Burnet Institute undertakes international projects on
HIV/AIDS. Program development and project delivery
work is largely outsourced by AusAID, while quality
assurance and evaluation are usually coordinated by
technical advisory groups established for specific proj-
ects or technical sectors. AusAID’s project activities are
increasingly reliant on local-hire professional staff.
Efforts are being made to increase local participation
and move more management and contracting functions
to the field.



Development Assistance: 
Policy and Funding

Austria’s foreign assistance program is small compared
to other European donors. It provided US$520 million in
official ODA in 2002, a modest decline from $533 million
in 2001, and its 2002 ODA/GNI ratio of 0.26 percent is
well below the average DAC country effort of 0.41 per-
cent. The federal government has announced that it
plans to increase development assistance to 0.33 percent
of GNI by 2006.

Close to one-third of Austria’s ODA is channeled through
the European Union, development banks and UN agen-
cies. This has curtailed the country’s bilateral aid com-
mitments and reduced the need for administrative staff
in Vienna, although this may change in light of proposed
increases in development aid.

Austria’s plan to increase its development assistance is
among the outcomes of the new Development
Cooperation Act of 2002, an effort to enhance the coher-
ence and impact of the country’s aid program. The act
also provided the legal basis for the establishment of the
new Austrian Development Agency (ADA) in January of
2004 as a government-owned corporation and successor
to the Department for Development Cooperation. The
ADA will manage the country’s bilateral aid programs
and cooperation with NGOs, while the overall direction
of Austrian development policy will remain the responsi-
bility of the Ministry of Foreign Affairs. Funding for the
International Monetary Fund and World Bank is chan-
neled through the Ministry of Finance. Consultative
mechanisms coordinate program strategies between
these two ministries.

The Development Cooperation Act identifies three pri-
mary objectives for Austrian development assistance:
poverty reduction, securing peace and security, and
improving environmental quality. The main sectors
addressed include rural development; governance and
human rights; water and sanitation; education; energy;
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In the ten years since the launch of the ICPD

Programme of Action in 1994, Austria has not provided

significant resources for international population pro-

grams. As of 2002, it provided less than one-half of 1

percent of its ODA for population assistance, a fraction

of the average donor country effort of 4 percent. 

While Austria supports the ICPD Programme of Action, it

has still not developed a formal policy on population

assistance. Efforts to promote ICPD objectives are large-

ly focused on education and gender equality rather than

on sexual and reproductive health, including HIV/AIDS.

Furthermore, Austria does not currently have a formal

bilateral international health program, preferring to

address this area through its modest contributions to

multilateral organizations. 

Austria has recently taken steps to reformulate its for-

eign assistance programs and plans to increase its for-

eign assistance to 0.33 percent of GNI by 2006. This

substantial increase may allow more resources for sexu-

al and reproductive health activities. Early signs of this

came in late 2003, when the government announced a

significant increase in its core funding for UNFPA, as

well as support for specific projects in Nepal,

Afghanistan and the Occupied Palestinian Territories.



and investment in small and medium enterprises. These
sectors are included in the government’s new three-year
aid program (2004-2006), which cites them as areas of
comparative advantage. Health is not identified as a sec-
tor for bilateral support in the current program of work,
the government having ended almost all its bilateral
international health programming in the early 1990s.

Austria has never had an active population assistance
program and the country still has no formal policy on
reproductive health and population. Despite its support
at the policy level for the ICPD Programme of Action,
Austria has shown little interest in supporting most ICPD
priorities programmatically, the major exception being
education. As noted above, however, the government has
recently increased its support for UNFPA and the coun-
try’s new three-year program enshrines gender equality
as a principle of Austrian development policy.

The Policy Environment for
International Population Assistance

Austria’s international development assistance efforts are
neither widely publicized nor well known by the general
public. There is little public discussion of reproductive
health topics, although the global HIV/AIDS epidemic
has become a major issue of concern. The Austrian
Foundation for World Population and International
Cooperation (SWI) was founded in 1999 to help create
greater awareness of reproductive health issues and
mobilize support for the Cairo Programme of Action. Its
efforts and those of the IPPF member association, Öster-
reichische Gesellschaft für Familienplanung (ÖGF), have
had some impact—in particular their advocacy efforts
vis-à-vis the parliament which helped to secure the
increase in support for UNFPA.

Trends in Funding for 
Population Assistance

Overall Funding Levels
Austria has never been a large contributor to internation-
al reproductive health and population programs. In 2002,
the country provided just $1.5 million for population
assistance. This figure is a recovery from support in 2000
and 2001, but is still less than record funding of $1.8
million in 1998. In 2002, Austria only committed 0.29
percent of its total ODA budget for population activities,
and spent just $7 per million dollar of GNI on population
assistance, one of the lowest funding levels of any
European donor.

One-third of Austria’s assistance
flowed through multilateral
organizations in 2002 and thus
is not reported by type of activi-
ty. The bulk of the remaining
two-thirds (more than 90 per-
cent) was classified as support-
ing reproductive health activi-
ties other than family planning
and the rest was for HIV/AIDS.

Austria has made only marginal
progress since PAI’s 1998 analy-
sis and would need to increase
its annual population assistance
more than 40 times, to $61.2
million, to meet its fair share of
ICPD donor commitments by 2005.

Multilateral Funding
In 2002, Austria allocated 34 percent of its population
assistance through multilateral organizations, the bulk of
which appears to have gone to UNFPA. An additional 10
percent was assigned to multi-bilateral project support.
This is a substantial decline compared to the late 1990s,
although it is unclear whether these figures reflect all
multilateral giving to sexual and reproductive health.

Austria has not been a significant contributor to UNFPA,
the major channel for multilateral population assistance,
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2002 population size: 
8.1 million

Total Official Development
Assistance (ODA), 2002: 
$520 million

ODA as a percentage of GNI, 2002: 
0.26%

Total population assistance, 2002: 
$1.5 million

Population assistance as
percentage of ODA, 2002: 
0.29%

Population assistance per 
$US million GNI, 2002: 
$7
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providing just $515,000 in 2002. However, its contribu-
tion is expected to increase in 2004, while additional ear-
marked funds of $741,000 will support specific UNFPA
projects, as noted above. Austria has noted that its
increased support is in part a response to the U.S. with-
drawal of funds for UNFPA in 2002. While an encourag-
ing development, these increased contributions are still
well below those of most major European donors. 

Austria’s support for other international organizations
involved in sexual and reproductive health is also limited.
It has given only $131,000 to UNAIDS since the Joint
Programme’s inception in 1995 and has pledged just $1.1
million since 2002 for the Global Fund to Fight AIDS,
Tuberculosis and Malaria. By contrast, Sweden, with an
economy roughly the same size as Austria’s, has provided
$72.8 million to the Global Fund over the same period.

Bilateral Funding 
In 2002, 19 percent or $285,000 of Austria’s population
assistance moved through its bilateral development pro-
gram. This is a substantial gain compared to previous
years, in terms of both relative share and absolute dollar
terms: in 2001, only 7 percent of population funding was
allocated bilaterally, and in 1999 no bilateral funding
was reported. However, given the government’s move-
ment away from bilateral health programming, it is
unclear whether this support went only to support sexu-
al and reproductive health programming or whether it
also included gender-related activities.

Funding for NGOs
Until recently, Austria has not provided significant sup-
port to NGOs working in reproductive health and popu-
lation. However, 2002 may mark an important shift in
direction: 38 percent or more than half a million dollars
of population funds were reportedly channeled through
NGOs, compared to just 4 percent in 2000 and 2001. If
accurate, this would be the highest level of support for
NGO involvement to date.

The main NGO providing domestic reproductive health
services, Österreichische Gesellschaft für
Familienplanung (ÖGF), collaborates with the ADA to a
limited extent. It advocates for greater government fund-
ing for domestic and international reproductive health
programs, but does not provide reproductive health serv-
ices abroad. The Austrian Foundation for World
Population (SWI), on the other hand, does carry out
some projects abroad, and in 2003 received modest sup-
port from ADA for HIV/AIDS prevention and reproduc-
tive health activities in Western Kenya. SWI’s other field
projects in Burkina Faso and Central and Eastern Europe,
however, are supported through small private donations.
Austria made no contributions to IPPF in either 2001 or

2002, and in general has not been a significant contribu-
tor to IPPF in previous years. 

Program 
Priorities

Geographic Priorities
Serbia and Montenegro, Cameroon and Bolivia were the
three largest recipients of Austrian foreign assistance in
2001 and 2002. However, Austria provides countries such
as China and Indonesia with large export concessions that
actually exceed its outlays to the largest aid recipients.
With respect to population assistance, the Palestinian
Territories, Nicaragua, Ethiopia and Afghanistan were
among the top recipients of funding in 2002.

Areas of Program Emphasis
Austria supported the 1994 ICPD Programme of Action
and recommendations flowing from subsequent UN con-
ferences on women and sustainable development.
However, it does not have a formal policy on supporting
international reproductive health and population activi-
ties. As the ADA no longer maintains a bilateral program
in international health, it seems unlikely that Austria will
soon become more active in allocating bilateral aid for
bilateral sexual and reproductive health programs. This
increases the importance of its support for multilateral
organizations, such as UNFPA, through which it can con-
tinue to make a contribution to the field.

Technical 
Capacity

The ADA does not maintain a professional staff of repro-
ductive health experts. With Austria’s withdrawal from
bilateral support for international health, it is also unlike-
ly that the ADA possesses much internal capacity in this
area. Any Austrian effort to become more active in sup-
port of international reproductive health would require
upgrading the professional capacity of existing staff. 

Given Austria’s limited funding for NGOs working in
sexual and reproductive health, it is not clear that much
technical expertise exists in those organizations. OGF
clearly has considerable experience in domestic repro-
ductive health services, but very limited experience in
resource-poor developing countries. SWI has advocacy
and information skills in reproductive health and popula-
tion issues, but also has little experience with projects
outside Austria. While SWI is collaborating with NGOs
in Burkina Faso and Kenya, its ability to become more
engaged abroad will depend upon additional resources to
strengthen the technical capacity of its staff.

D
Austria



Development Assistance: 
Policy and Funding

Belgium has gradually increased its foreign aid budget
over the past decade. In 2002, its ODA reached US$1.1
billion, a 14.8 percent increase in real terms compared to
the previous year. While Belgium has not yet attained
the goal of providing 0.7 percent of its gross national
income (GNI) for development aid, its 2002 ODA/GNI
ratio of 0.43 percent was slightly above the average DAC
country effort of 0.41 percent. The government has
announced it intends to increase its development assis-
tance to 0.7 percent of GNI by 2010.

Belgium’s ODA is distinguished by the high percentage
of its assistance that goes to the least developed
countries. In an effort to make this assistance more
focused and effective, the government has recently
implemented a number of reforms, such as reducing the
number of bilateral partner organizations it supports,
and cutting down from 25 to 18 the number of countries
receiving bilateral funding. In a similar vein, the govern-
ment would also like to scale down its funding to
multilateral organizations from 22 organizations to 
just 12, with UNAIDS, the UN Children’s Fund (UNICEF),
the UN Development Programme (UNDP), and the
International Committee of the Red Cross (ICRC) set to
be the top four. 

Belgium’s bilateral development programs are coordinat-
ed by the Ministry of Foreign Affairs (MFA) and adminis-
tered by the Directorate General for Development
Cooperation (DGDC). DGDC is responsible for coordinat-
ing all elements of Belgium’s development assistance,
including most policy development and planning func-
tions, while program implementation is the responsibility
of a public corporation founded in 1998, the Belgian
Technical Cooperation (BTC). 

Belgium has adopted poverty alleviation and attainment
of the Millennium Development Goals (MDGs) as goals
of its foreign assistance. Consequently, the country’s
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Belgium has dramatically increased its financial sup-

port for international sexual and reproductive health

programs. Between 1999 and 2002, Belgium’s fund-

ing rose by over 400 percent, one of the largest per-

centage gains recorded by any donor country. This

substantial gain reflects new policy directions that

give greater prominence to reproductive health issues

(particularly HIV/AIDS and reproductive rights). Also

notable is Belgium’s greater engagement with civil

society organizations and universities in programming

its population resources. 

As is the case with several other donors, much of

Belgium’s new population funding appears to be for

HIV/AIDS activities. In 2002, nearly two-thirds of the

country’s assistance flowing through bilateral, NGO,

and multi-bilateral channels supported HIV/AIDS pro-

gramming, and less than a quarter was provided for

reproductive health, including family planning

(although these services may be integrated into some

HIV/AIDS activities). This increased support for the

fight against HIV/AIDS is a welcome development,

while highlighting the need to ensure that integration

and coordination of reproductive health and HIV/AIDS

services occurs wherever possible.



ODA now focuses on health,
education, agriculture and
food, infrastructure develop-
ment, conflict prevention and
civil society. Three crosscutting
themes inform these activities:
equality of rights and opportu-
nities for women, environmen-
tal quality, and social develop-
ment. Support for prevention
and treatment of HIV/AIDS
and other infectious diseases
has also become a priority, and
a formal international
HIV/AIDS strategy is being
finalized. 

The Policy Environment for
International Population Assistance

A recent survey reported that Belgians favor increasing
their country’s development assistance. Funding for
sexual and reproductive health (especially funding to
combat HIV/AIDS) is widely supported by the general
public. 

While poverty alleviation and sustainable development
are the core objectives of Belgian foreign assistance, the
country is raising the priority of reproductive health and
HIV/AIDS. A new strategy paper on HIV/AIDS was being
developed in 2003, and Belgian NGOs working in health

are now encouraged to incorporate HIV/AIDS plans into
their proposals for new funding. The increased priority
given to health has also been referred to by the Minister
for Development Cooperation, who has acknowledged
that attention must be given to basic health services in
order to achieve reductions in poverty. This emphasis on
health, including HIV/AIDS, represents an opportunity
for advocacy groups to further encourage the linking of
reproductive health with Belgium’s HIV/AIDS efforts.

Trends in Funding for 
Population Assistance

Overall Funding Levels
Belgium has greatly increased its population assistance
over the past decade, from US$2.9 million in 1994 to
$44.1 million in 2002. The rate of increase has accelerat-
ed in recent years, and funding jumped from $19.1 mil-
lion in 2001 to $44.1 million in 2002. This brings the
share of Belgian ODA allocated to population activities to
4.1 percent in 2002, slightly above the 2002 average DAC
country effort of 4 percent. Population assistance in 2002
was $178 per million dollars of GNI, the seventh most
generous level of support, relative to wealth, among all
DAC countries. 

In 2002, 74 percent of Belgium’s population assistance
could be allocated by type of activity. Of this amount, 62
percent went to HIV/AIDS programs, 22 percent was
allocated for other reproductive health activities, and 16
percent supported research. Although the government
did not report that funding was directly allocated to fam-
ily planning, it is likely that family planning is integrated
into other reproductive health activities supported by
Belgium.

Multilateral Funding
Belgium disbursed 65 percent of its population assis-
tance budget through multilateral or multi-bilateral
channels in 2002, including UNFPA. Belgium’s support
for UNFPA reached a low point in the late 1990s at less
than $2 million annually, but has since recovered,
reaching $4 million in each of 2000 and 2001 and $6.2
million in 2002. These contributions have been further
supplemented by funds earmarked for specific projects,
as is the case with respect to other multilateral organi-
zations. Belgium has also been a generous supporter of
UNAIDS and the Global Fund to Fight AIDS,
Tuberculosis and Malaria. For the period 2001-2004,
Belgium has paid in full its pledges of $29.6 million to
the Global Fund and has pledged an additional $18.8
million for the period 2004-2007. Belgium has been the
ninth largest contributor to UNAIDS, providing $19.5
million between 1995 and 2003.
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2002 population size: 
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Total Official Development
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Bilateral Funding
The share and volume of Belgium’s population assis-
tance flowing through bilateral channels has fluctuated
considerably from year to year, most likely due to vari-
able reporting and funding cycles. In general, however,
Belgium appears committed to increasing its bilateral
programming, given the changes in structure and staffing
since the late 1990s.

Funding for NGOs
In 2002, Belgium allocated 26 percent or more than $11 mil-
lion of its population assistance to NGOs, the highest share
since 1994 and by far the highest level of funding for NGOs
ever. Prior to 2002, no clear trend had emerged since the
ICPD, as NGO funding was never more than 10 percent of
the annual total between 1995 and 2001. The size of the
increase is further evidence of Belgium’s growing engage-
ment with civil society, a positive development given that
technical expertise within the country’s aid establishment is
rather limited. It also reflects the fact that NGOs and uni-
versity groups are more actively engaged in Belgium’s for-
eign assistance efforts than is common elsewhere. Belgium
has generally made modest contributions to IPPF, which
received roughly $100,000 in each of 2002 and 2003. At this
writing, however, no contribution had been made in 2004.

A further source of funds for both NGOs and multilateral
organizations is the Belgian Survival Fund, a parliamen-
tary initiative launched in the early 1980s to combat
malnutrition among disadvantaged populations. The
Fund’s mandate, as defined by law, is to “ensure the sur-
vival of people threatened by starvation, malnutrition
and underdevelopment in Third World areas having the
greatest mortality rates from these causes.” Its strategy is
based on a multidimensional approach to fight the caus-
es of poverty and food insecurity, with a special focus on
gender and improving the status of women. 

While Belgium acknowledges the importance of involv-
ing civil society in its programming, NGOs are required
to provide a share of the financing, as is also the case in
a number of other European countries. Not surprisingly,
given the government’s push for greater collaboration
among NGOs, consortium efforts are eligible to receive
85 percent of total funding requirements, while groups
working alone receive only 75 percent. 

Program 
Priorities

Geographic Priorities
While its former colonies remain among the top recipi-
ents of Belgium’s development assistance, the country
provided aid to some three dozen countries in 2002,

including the partner countries referenced above. Sub-
Saharan Africa received the largest share of Belgian
assistance, followed by Asia and Latin America. In 2002,
the Republic of Congo, South Africa, Rwanda and Kenya
were among the leading recipients of Belgian support for
sexual and reproductive health activities. 

Areas of Program Emphasis
Since 1997, Belgium has given greater priority to sexual
and reproductive health within its health programming.
HIV/AIDS prevention and programs to combat other
infectious diseases, especially in sub-Saharan Africa, are
receiving much greater support. Belgium’s bilateral assis-
tance is currently supporting 52 health projects in the
developing world, and about one in six has HIV/AIDS
prevention and treatment as the primary objective. Many
other projects focus on ways to strengthen HIV/AIDS
capacities within existing primary health care facilities,
and address the needs of vulnerable groups such as
women and adolescents. Activities that afford protection
to children are also being strengthened. 

While resources for family planning appear to have
declined in favor of these other reproductive health ini-
tiatives, Belgium can enhance its contribution to achiev-
ing ICPD goals by linking its HIV/AIDS efforts to repro-
ductive health activities. Integrating these efforts will
enable the country to maintain its support for HIV/AIDS,
and will also complement its efforts to focus on vulnera-
ble groups such as women and adolescents, as they
often make up the bulk of the population seeking repro-
ductive health services.

Belgium is increasingly integrating gender perspectives in
its health programming and giving greater attention to
development sectors such as education and employment
that directly enhance the social welfare of women.
Although this integration of gender perspectives is note-
worthy, the country’s population assistance is not yet

Belgium

The government 
has announced it

intends to increase 
its development
assistance to 0.7

percent of GNI 
by 2010.
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shaped by an integrated strategy that articulates pro-
grammatic needs in sexuality, reproductive health, and
human rights. The absence of such a strategy offers yet
another opportunity for advocates seeking to enhance
Belgium’s contributions to achieving ICPD goals.

Technical 
Capacity

Staffing
Belgium’s foreign aid program does not maintain a large
permanent staff with professional qualifications in the
population and reproductive health sciences. While resi-
dent expertise in reproductive health may not be plenti-
ful within the DGDC and BTC, Belgium’s foreign assis-
tance work is often able to draw upon relevant skills
from other government departments and universities.
This ability to draw on external sources for expertise has
worked well up to now, but if funding for sexual and
reproductive health activities continues to increase, fur-
ther technical capacity may be required within the coun-
try’s aid establishment. 

Technical Expertise of Collaborating Institutions
Up until recently, Belgium had not relied extensively on
NGOs for implementing population programs and conse-
quently did little to promote technical expertise in the
NGO community. The NGOs that Belgium does support
tend to work in primary health care and HIV/AIDS
rather than reproductive health, per se. These NGOs also
tend to be affiliated with religious institutions that have
long histories of supporting primary health care and tar-
geted infectious disease programs. As such, they may

neither view reproductive health needs as a priority, nor
have the experience to address them. 

Belgium supports several domestic NGOs engaged in the
fight against HIV/AIDS. Their efforts include treatment
and palliative care for AIDS patients and interventions to
reduce mother-to-child transmission of HIV. They also
stress non-medical initiatives to help individuals (espe-
cially adolescents) and communities cope with the epi-
demic. The Flemish Association for Development
Cooperation and Technical Assistance and the Walloon
Association for the Promotion of Education and Foreign
Training provide some technical assistance, training, and
project evaluation services in HIV/AIDS overseas. These
organizations are also active in advocacy, as is Sensoa, a
Flemish NGO that provides services and expertise in sex-
ual and reproductive health, including HIV/AIDS. Sensoa
works through its international division to advocate for
increased attention to these issues in Belgian develop-
ment cooperation, working with parliamentarians and
other civil society groups.

Several Flemish universities are also conducting research
on HIV/AIDS treatments in South Africa, Mozambique,
and Guinea, as well as on mother-to-child transmission
in Kenya. Francophone universities in Belgium are doing
research on traditional medicine and indigenous pharma-
cology that may aid in the fight against HIV/AIDS. The
Institute of Tropical Medicine also has a broad array of
HIV/AIDS research and training activities, including the
AIDS Impulse Programme, financed by DGDC, that sup-
ports epidemiological and behavioral field work on pre-
venting and treating HIV/AIDS, as well as clinical
research on microbicides. 

B
Belgium

If funding for sexual and reproductive 
health activities continues to increase,
further technical capacity may be required
within the country’s aid establishment. 



Development Assistance: 
Policy and Funding

In 2002, Canadian ODA reached US$2.0 billion, up from
just $1.5 billion in 2001 and the highest level of ODA in
real terms since 1994. Canada’s ODA/GNI ratio also
improved from 0.22 percent in 2001 to 0.28 percent in
2002. In line with this progress, the government has
announced that it will double its international assistance
by 2010, at an 8 percent annual rate of increase. In both
2003 and 2004, these 8 percent gains were likely
achieved, and the government anticipates that ODA will
reach $2.5 billion (CDN 3.3 billion) in 2005-06.

Nonetheless, Canada’s development assistance in rela-
tion to GNI is still below the record levels achieved in
the mid-1970s (e.g., 0.53 percent in 1975), and its end-
of-decade goal is just half the 0.7 percent ODA/GNI tar-
get recommended by both the international community
and former Canadian Prime Minister Lester B. Pearson.
In order to achieve this suggested target of 0.7 percent
by 2010, Canada would need to increase ODA by about
13 percent annually, rather than 8 percent.

In addition to increasing its ODA, Canada has made
other efforts to re-energize its international development
activities. These efforts include trade liberalization
(including the elimination of most tariffs on imported
goods from the developing world), debt forgiveness, and
the untying of foreign aid. Support for the social sector
(incorporating support for child protection, HIV/AIDS,
education, and health) is also projected to double
between 2000 and 2005. These pledges indicate that
Canada’s current government is serious about increasing
development assistance. 

Canadian foreign assistance is concentrated in six pro-
gram areas: basic human needs (including primary
health care, education, reproductive health, HIV/AIDS,
nutrition, water and sanitation); gender equality; infra-
structure services; human rights, democracy and gover-
nance; private sector development; and the environment.
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Canadian financial support for international sexual and

reproductive health programs increased substantially in

2002. This upturn follows a decade of modest support

and coincides with the government’s promise to

increase ODA by 8 percent annually through 2010. If

this commitment is fully realized, Canada seems ready

to assume a more prominent role in the international

sexual and reproductive health arena. 

As with many other donors, the increase in population

assistance went primarily to HIV/AIDS programs.

Although Canada’s increased HIV/AIDS activities are val-

ued, the country will need to ensure that every opportuni-

ty is taken to integrate its HIV/AIDS efforts with basic

reproductive health interventions, including family plan-

ning, in order to more effectively respond to the epidemic.

Overall, Canada has played a leading role in supporting

the ICPD Programme of Action and other international

efforts to promote social development and human

rights, especially at the policy level. With respect to its

aid program, the government gives particular emphasis

to promoting gender equality and the equal participa-

tion of women. The country’s early support for efforts to

combat HIV/AIDS—including through the International

AIDS Vaccine Initiative and its work to implement the

August 30, 2003 Decision of the World Trade

Organization enabling developing countries to access

more affordable generic drugs—has also set a positive

example for the international community.
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In recent years Canada has
committed roughly 25 percent
of its ODA to the social sector. 

At the programmatic level,
Canada has signaled its intent
to move away from project
support toward broader sector-
wide program strategies. The
Canadian International
Development Agency (CIDA) 
is taking steps to improve the
coordination of its country
program strategies, give
greater emphasis to a smaller
number of priority sectors,

and recast more of its program assistance as part of
sector-wide initiatives. 

Canada has also worked to improve the coherence of its
aid-related policies. The International Assistance
Envelope (IAE) was introduced in the 1991 budget for
the purpose of ensuring coherence across departments,
among international assistance priorities, and between
this assistance and other foreign policy implements, such
as diplomacy and defense. While CIDA manages 83.7
percent of the IAE, other major institutions involved in
Canada’s development work include Foreign Affairs
Canada (FAC) and the Ministry of Finance. FAC helps 
to shape development policies and manage overseas
administrative functions, as well as the Canadian
Commonwealth Scholarship and Fellowship programs,
while the Department of Finance represents Canada to
the World Bank Group and to the Poverty Reduction and
Growth Facility of the International Monetary Fund.
Other government departments that administer portions
of the IAE include Health Canada, Public Works and
Government Services, Heritage Canada and the
Department of National Defense.

The Policy Environment for 
International Population Assistance

Canadians remain favorably disposed to their country’s
foreign assistance efforts. A 2003 national survey found
that 78 percent of the public supported development
efforts and 43 percent wanted to see some increase in the
foreign assistance budget. Canadians believe their coun-
try should be playing a larger role on the international
stage and making greater efforts to alleviate poverty and
promote political stability in the developing world. 

However, this survey also found that most Canadians are
not well informed about their government’s development

programs. For example, roughly 75 percent of those sur-
veyed significantly overestimated the size of the develop-
ment assistance budget, and 86 percent said they had
never heard of the Millennium Development Goals.
When asked whether Canadian development resources
actually reach “the people who need it most,” 82 percent
responded that they did not. Many survey respondents
stated that they would like to have more information on
Canada’s foreign assistance programs made more widely
available through news outlets and the Internet. 

Canada has been a strong advocate for international sexual
and reproductive health programs. It played a leading role
at the International Conference on Population and
Development in 1994, and has been a strong advocate in
such fora as the 1995 Fourth World Conference on Women
in Beijing, the 2002 UN Special Session on Children, and
the 2002 World Summit on Sustainable Development.
Canada also advocates on these issues in the less visible
regional and international meetings sponsored by various
UN bodies. Canada’s active role in such fora has been par-
ticularly important given the increased conservatism of
some other donor countries in recent years.

Canada’s efforts in the policy arena have been supported
—and monitored—by Action Canada for Population and
Development (ACPD). ACPD was established specifically
to push the government toward meeting its ICPD com-
mitments, especially the financial targets agreed to in
1994, and works with parliamentarians, policymakers
and other Canadian NGOs.

While Canada’s voice in support of sexual and reproduc-
tive health has been strong in international fora, it has
not always been effective over the years in articulating
its own policy directions or program priorities. In 1996,
CIDA released a report entitled Strategy for Health that
affirmed the importance of family planning and repro-
ductive health services for improving the welfare of
women in the developing world. Subsequently, CIDA
began work in 1998 on developing a comprehensive pop-
ulation, reproductive health, and sustainable develop-
ment strategy for its overseas programs, but this work
was never completed. 

The Canadian government has more clearly outlined its
health priorities since 2000, beginning with the report,
CIDA’s Social Development Priorities: A Framework for
Action. This report outlines Canada’s intention to concen-
trate greater resources in the areas of basic health and
nutrition, education, HIV/AIDS, and child protection.
CIDA’s subsequent Action Plan for Health and Nutrition
also affirms the importance of reproductive health and
safe motherhood programs and notes that universal
access to sexual and reproductive health services, includ-

2002 population size: 
31.3 million

Total Official Development
Assistance (ODA), 2002: 
$2,006 million

ODA as a percentage of GNI, 2002:
0.28%

Total population assistance, 2002:
$82.8 million

Population assistance as
percentage of ODA, 2002: 
4.13%

Population assistance per 
$US million GNI, 2002: 
$115
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ing family planning information and care, are key fea-
tures of its overall health strategy. The Action Plan also
gives a prominent place to prevention, diagnosis, and
treatment of sexually transmitted diseases, including
HIV/AIDS, and is complemented by a specific Action
Plan for HIV/AIDS. Lastly, CIDA identifies reproductive
rights, gender equity, and the reproductive health needs
of youth as crosscutting issues in the design and imple-
mentation of all of CIDA’s health programming.

Trends in Funding for 
Population Assistance

Overall Funding Levels
Canada’s population assistance rose dramatically in
2002, to $82.8 million. This was a doubling of average
annual outlays in the latter 1990s, and the highest level
of population assistance to date. (It is not possible to
assess the scale of the increase in Canadian assistance
between 2001 and 2002 since CIDA may not have fully
reported its 2001 budget allocations.) Canada’s commit-
ment to increase ODA by 8 percent annually between
2003 and 2010 suggests that further gains in population
assistance can be anticipated. Future increases are
important if Canada is to fulfill its fair share of ICPD
funding commitments, which would entail more than a
doubling of year-2002 funding by 2005.

In 2002, Canada dedicated 4.1 percent of its ODA to popu-
lation activities, slightly above the average DAC country
effort of 4.0 percent. Relative to wealth, population assis-
tance rose to $115 per million dollars of GNI. Canada was
the ninth most generous supporter of sexual and reproduc-
tive health programs relative to national income among
DAC countries, ahead of such donors as France, Germany,
Japan, the United Kingdom, and the United States.

Seventy-nine percent of Canada’s 2002 population fund-
ing can be disaggregated by type of activity. Of this
amount, 8 percent was allocated for family planning, 15
percent for other reproductive health activities, 57 per-
cent for HIV/AIDS, and 20 percent for research. While
such attention to HIV/AIDS is critically needed, repro-
ductive health activities should be integrated into
HIV/AIDS efforts whenever possible, in order to achieve
a more effective HIV/AIDS intervention strategy.

Multilateral Funding
Canada has traditionally directed a significant proportion
of its resources for reproductive health and population
through multilateral channels. In the early 1990s, nearly
half its population assistance went to multilateral organi-
zations, with UNFPA the primary recipient. While the
share going to multilateral organizations has fallen sub-

stantially since then, actual dollar amounts remained rel-
atively constant until 2002, when funding jumped to
$14.9 million. 

In 2002, Canada provided $8.3 million (CDN 13.1 mil-
lion) to UNFPA’s regular resources, placing the country
among UNFPA’s top ten donors. While the same in
Canadian dollar terms, its 2003 contribution was estimat-
ed at US$9.4 million. In addition, Canada has supple-
mented its support in response to budget shortfalls for
country programs and contraceptive commodity procure-
ments caused in part by the U.S. withdrawal of funding
for UNFPA. 

Canada was instrumental in the creation of UNAIDS in
1996 and remains a major contributor to that organiza-
tion. Canada was the eighth largest contributor to
UNAIDS between 1995 and 2003, and provided $3.4 mil-
lion in 2002 and $3.7 million in 2003. It has also been
generous in its support for the Global Fund to Fight
HIV/AIDS, Tuberculosis and Malaria, pledging a total of
$153 million for the period 2002-2005, of which $100
million has been paid. The government has also made
significant contributions to the International AIDS
Vaccine Initiative. In addition, Canada was the first coun-
try to implement the August 2003 Decision of the World
Trade Organization to enable developing countries to
access more affordable generic drugs and is a leading
contributor to WHO’s “3 by 5” initiative to treat 3 mil-
lion AIDS patients by the end of 2005.

Canada
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Because the definition of population assistance was broadened, 
data from before 1995 are not comparable to later years.
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Bilateral Funding
The share of Canadian population assistance channeled
bilaterally has fluctuated significantly since the early
1990s, reaching a high of more than 50 percent mid-
decade. In 2002, Canada provided more than $17 million
(21 percent of total funds) in bilateral population assis-
tance, the highest level since 1996. Canada is also mak-
ing increased use of multi-bilateral channels of assis-
tance in which bilateral resources are used to fund spe-
cific project components of larger multilateral programs.
In 2002, Canada was the largest contributor to such pro-
grams, providing $23 million (or 28 percent of its total
population assistance) for such efforts.

Funding for NGOs
Canadian support for NGOs working in sexual and repro-
ductive health has varied from year to year, with a gen-
eral upward trend over the 1990s. NGO funding
increased significantly in 2002, along with overall fund-
ing levels, to reach nearly $28 million or 33 percent of
total population assistance. Among the Canadian NGOs
receiving funding are Planned Parenthood Federation of
Canada and the Canadian Society for International
Health. Others include the Canadian Public Health
Association (CPHA), Canadian Nurses Association
(CNA), Society of Obstetricians and Gynecologists
(SOGC), and Canadian HIV/AIDS Legal Network. A key
area of work is capacity building among their southern
counterparts in Asia, the Americas and Africa in support
of stronger national health systems. In addition, Canada
is a long-term supporter of IPPF and its contributions
have remained steady in recent years at 4.1 million
Canadian dollars annually, equal to about US$2.8 million
in 2002.

Program 
Priorities

Geographic Priorities
In the 1960s and 1970s, much of Canada’s development
assistance was directed to South Asia; namely,
Bangladesh, India, and Pakistan. More recently, foreign
aid has become more widely disbursed across a broad
range of countries and development sectors. In fact,
some critics maintain that Canada’s foreign aid has been
spread across too many countries, which results in too
many small projects and high administrative costs. As of
2002, the three countries receiving the most Canadian
foreign aid were Afghanistan, Bangladesh, and Ethiopia. 

Steps are now being taken to redirect foreign assistance
to fewer countries and give greater priority to a more
limited range of development sectors. Approximately 50
percent of Canada’s projected ODA increase during the
remainder of the decade (or roughly $6 billion) will be
directed to sub-Saharan Africa as part of the newly
announced G8 Action Plan for Africa. Canada is also
expected to be increasing its presence in the newly
independent states of Eastern Europe and the former
Soviet Union. 

Canada’s population assistance has gradually shifted
away from Asia, Latin America and the Caribbean
toward sub-Saharan Africa and Eastern Europe. By 1999,
Africa had replaced Asia as the region receiving the
largest share of Canadian population funds. Thus in
2002, while just over a third of Canada’s total population
assistance went to activities that were either global or
interregional, more than 20 percent was devoted to sub-
Saharan Africa, most notably Nigeria, Zambia and
Malawi. In Nigeria, for example, Canada is contributing
$4 million toward safe motherhood programs.

Specifically with respect to HIV/AIDS, Canada supports
efforts in a number of sub-Saharan African countries, as

B
Canada

Enhancing the number and quality of 
CIDA staff with global health backgrounds,
and in particular recruiting staff with
expertise in reproductive health and
HIV/AIDS programs, will be essential if
Canada is to play a larger role in the field.
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well as in such countries as China, India, Russia, and
Vietnam. Sexual and reproductive health activities have
also featured prominently in assistance to Guatemala
and Nicaragua, while Canadian support in Indonesia has
been instrumental in securing a reliable supply of afford-
able contraceptives for the country’s family planning
program. Also worth noting is Canada’s involvement in
Bangladesh, where it is providing more than $19 million
for health sector reform as part of a large World Bank
consortium project.

Areas of Program Emphasis
Canada supports the provision of integrated reproductive
health services (combining family planning with other
basic reproductive health elements) and the strengthen-
ing of safe motherhood programs. It is also becoming far
more active in HIV/AIDS work, a trend that will likely
accelerate with the implementation of the new G8 Action
Plan for Africa. This increased activity in the field of
HIV/AIDS is much needed, and if linked to basic repro-
ductive health services, will further improve the effec-
tiveness of Canada’s population assistance.

Given the government’s focus on HIV/AIDS, many of the
country’s largest commitments in international health
now support HIV/AIDS prevention and treatment pro-
grams (e.g., in countries such as India, Russia, and
South Africa). Much of this support is now channeled
through organizations such as UNAIDS and the Global
Fund, but bilateral HIV/AIDS programs involving
Canadian NGOs and civil society organizations in part-
ner countries seem likely to become a more prominent
feature of Canada’s international HIV/AIDS efforts. 

Canada also gives considerable emphasis to reproductive
rights and gender equity in its population assistance pro-
grams. Indeed, gender equality is a crosscutting theme
that is integrated into all of CIDA’s programming activi-
ties and sectors. Some examples of Canada’s commit-
ment to gender equality include a CIDA-funded project in
Ghana that supported the education of girls, and a model
training and awareness program on sexually transmitted
diseases in Kenya. In Pakistan, CIDA-funded programs
helped raise the profile of women during the country’s
2001 elections, while in India, a CIDA-funded study
revealed the need for gender-equality education within
the judiciary.

Another example of Canadian efforts on gender issues is
the Canada Fund for Local Initiatives (CFLI). CFLI
resources have been supporting reproductive health
training and educational programs for women in
Guatemala, Nepal, and Pakistan. In addition, an innova-
tive Civil Society Fund has been established by the
Canadian Embassy in Egypt to provide funding to

Egyptian NGOs working in reproductive health, legal
reform, and the care of street children.

Technical 
Capacity

Staffing
CIDA has a small professional staff dealing with repro-
ductive health and population issues. CIDA personnel
assigned to overseas missions tend to have little technical
expertise or experience in population or reproductive
health, which undercuts CIDA’s ability to design, monitor,
and evaluate bilateral programs. This lack of technical
expertise is a factor that no doubt partly accounts for the
low level of direct bilateral implementation of Canada’s
population assistance budget. Enhancing the number and
quality of CIDA staff with global health backgrounds, and
in particular recruiting staff with expertise in reproductive
health and HIV/AIDS programs, will be essential if
Canada is to play a larger role in the field. 

Technical Expertise of Collaborating Institutions
CIDA utilizes a small network of Canadian NGOs and
universities to implement some of its bilateral sexual and
reproductive health programs. Prominent CIDA partners
include the Planned Parenthood Federation of Canada,
the Canadian Public Health Association, and the
Canadian Society for International Health. Health Canada
has also recently announced plans to form a new
Canadian Public Health Agency (to be modeled in part on
the Centers for Disease Control in the United States) that
by necessity will become active in international health. In
addition, the International Development Research Centre
(IDRC), a Canadian Crown Corporation had an active
program in population and reproductive health during the
1970s and 1980s, but now focuses primarily on environ-
mental health and the strengthening of health systems.

Canadian universities have generally not played a large
role in Canada’s population assistance programs,
although they have the potential to help with strengthen-
ing Canada’s expertise in international health and to pro-
vide Canadian students and faculty with greater opportu-
nities for collaborating with colleagues from the develop-
ing world. The capacity of Canada’s universities has
been recognized in this regard by the Bill & Melinda
Gates Foundation. The Gates Foundation has recently
provided significant resources to the University of
Montreal for demographic and reproductive health train-
ing and collaborative research for Francophone students
from West Africa, the Caribbean, and Southeast Asia,
and contributed to the University of Manitoba’s School
of Medicine for its HIV/AIDS prevention and treatment
programs in Karnataka, India.



Development Assistance: 
Policy and Funding

Denmark’s development assistance remains oriented
toward poverty alleviation and attainment of the UN’s
Millennium Development Goals. It also views develop-
ment assistance as important in combating global terror-
ism. Still the most generous donor among DAC member
countries, Denmark contributed US$1.6 billion in 2002,
and its ODA/GNI ratio was 0.96 percent. However, its
conservative coalition government (the Liberal Party and
the Conservative People’s Party) announced plans in
2002 to reduce foreign assistance by 10 percent and
eventually scale back the country’s ODA to 0.70 percent
of GNI. This is a major shift from Denmark’s traditional
ODA/GNI earmarking of 1 percent. 

The government has also introduced structural changes
in an effort to increase the effectiveness of its assistance.
Denmark’s bilateral development agency, Danida, is
being decentralized and more professional staff assigned
to overseas postings. It is cutting the number of coun-
tries that receive bilateral support from 18 to 15 and lim-
iting the number of sectors funded in each country to no
more than four. The position of Minister of Development
Cooperation has been abolished, which may signal a
lower priority for foreign assistance in the future. 

Denmark still prefers to work through the UN system and
other international organizations in allocating its develop-
ment resources. Its “Partnership 2000” strategy stresses
“active multilateralism.” In 2002, the government
released a new policy on the creation of NGO partner-
ships that emphasizes stronger ties between Danish
NGOs and civil society in developing countries, in order
to promote broader participation in development pro-
grams and more effective information-sharing. The new
strategy also proposes ways to simplify administration of
NGO programs.
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A
Denmark

Denmark is the world’s most generous contributor to

international population programs, in relation to the

size of its economy. It continues to be an influential

proponent of the ICPD Programme of Action and

remains a major contributor to UNFPA. However, several

unsettling developments cloud the future of Denmark’s

population assistance. The new right-of-center coali-

tion government plans to reduce annual ODA from 1

percent to 0.7 percent of GNI. It is not clear how this

reduction will affect population assistance. Denmark

has also reduced funding for UNAIDS, IPPF, and the

Global Fund to Fight AIDS, Tuberculosis and Malaria—

cutbacks that seem out of character with the country’s

traditionally strong support for international reproduc-

tive health. One encouraging note is that Denmark

intends to increase the share of its bilateral assistance

that goes to “social infrastructure” projects, including

education and health.



country

The Policy Environment for 
International Population Assistance 

While the public still shows strong support for Denmark’s
international population programs, concern is growing that
plans to cut aid relative to wealth undermine resource flows
for reproductive health. The new policy proposals may also
signal a weakening commitment to the ICPD Programme of
Action, human rights, and environmental issues. However,
cutbacks in reproductive health funding have been slow to
materialize, and both UNFPA and UNAIDS are expected to
receive increased funding through 2008. Denmark has also
indicated that it plans to increase bilateral “social infrastruc-
ture” spending (now concentrated in education, health, and
water supply/sanitation) to 57 percent of total bilateral aid
within the next few years. Additional funding for HIV/AIDS
programs is expected to be a major part of this renewed
emphasis on social development. 

Trends in Funding for 
Population Assistance

Overall Funding Levels
Denmark is the world’s most generous contributor to interna-
tional population programs when ranked according to the size
of its economy. In 2002, it provided a record $73.8 million in
population assistance, or $433 for every million dollars of
GNI, and well above the previous high of $63 million in 1996.
In 2002, Denmark’s population funding was 4.5 percent of its
total ODA. The more than 75 percent of Danish population
assistance that flows through multilateral organizations and
NGOs is not reported by type of activity; the remainder shows
a heavy weighting toward HIV/AIDS activities (88 percent),
with the rest shared among family planning, other reproduc-
tive health activities, and research. While Denmark’s contri-
bution for population activities is impressive, the projected
cutbacks in ODA likely in coming years cast uncertainty on
the country’s ability to maintain current funding levels.

Multilateral Funding
Like many European donors, Denmark provides much of its
international population assistance to multilateral organizations.
In 2002, 43 percent went through multilateral channels, and an
additional 14 percent was committed as part of multi-bilateral
health programs. The multilateral share is still lower than in the
1990s, when more than 70 percent typically went through mul-
tilateral organizations. 

UNFPA is by far the largest recipient of Danish multilateral
population funds. Denmark’s contribution to UNFPA stayed
roughly constant between 2002 and 2003, while rising in dol-
lar terms from $22.2 million to an estimated $25.8 million in
2003. Denmark has been a major contributor to UNFPA for
many years, and was the sixth largest donor to the organiza-

tion in 2004. The government’s
strategy paper on development
assistance between 2004 and
2008 recommends further increas-
es in support for UNFPA.

UNAIDS and the Global Fund to
Fight AIDS, Tuberculosis and
Malaria have also received sub-
stantial Danish resources. Since
2001, Denmark has pledged $44.6
million to the Global Fund, a
major contribution given the size
of its economy, and one the coun-
try intends to scale back between
2004 and 2008. Denmark was the
sixth largest supporter of UNAIDS from 1995 through 2003,
donating a total of $32.9 million. In recent years, however, its
annual support for UNAIDS has fallen to about half the peak
level of $6.8 million reached in 1996. Denmark’s future dona-
tions to UNAIDS are scheduled to increase between 2004 and
2008, possibly recovering to $6.2 million by 2008. 

Bilateral Funding 
In 2002, Denmark provided only 10 percent of its population
assistance through bilateral programs, but that is still an
increase over the 1990s, when it was no more than 4 percent.
A recent policy paper on Denmark’s “social infrastructure”
assistance recommends new bilateral funding for education,
health, water, and sanitation projects in its priority partner
countries. How much of this will go to reproductive health
and HIV/AIDS activities remains to be seen. 

2002 population size: 
5.4 million

Total Official Development
Assistance (ODA), 2002: 
$1,643 million

ODA as a percentage of GNI, 2002:
0.96%

Total population assistance, 2002:
$73.8 million

Population assistance as
percentage of ODA, 2002: 
4.49%

Population assistance per 
$US million GNI, 2002: 
$433
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Because the definition of population assistance was broadened, 
data from before 1995 are not comparable to later years.
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Funding for NGOs
The government’s traditionally strong support for NGOs con-
tinues. From 1995 through 2000, Denmark allocated 25 per-
cent to 30 percent of its annual population assistance to
NGOs. In 2002, the record year for overall population assis-
tance, NGOs were allocated $24.6 million or 33 percent of
population funds, although this may reflect how contributions
to the Global Fund to Fight AIDS, Tuberculosis and Malaria
were recorded. However, this increase in support has not held
true for IPPF. From 1997 through 2002, Denmark’s contribu-
tions declined, from $12.8 million to $5.9 million, and it went
from being the Federation’s second largest donor to fifth
place. Danish support recovered somewhat in 2003, to $7.6
million, and is expected to total $6.5 million in 2004.

Program 
Priorities

The Danish government believes that efficient poverty
reduction requires critical investments in health, including
activities aimed at stemming population growth, and that
multilateral organizations have a critical role to play. In
2002, the government emphasized assistance in such areas
as women’s participation in development and the integra-
tion of maternal and child health services in primary
health care. Denmark also intends to give greater priority
to combating HIV/AIDS through partnerships with host
governments, civil society, and multilateral organizations
such as UNAIDS. Its 2004-2008 development strategy paper
indicates new resources for population and health pro-
grams, focusing on promoting reproductive health and
rights, improving the status of women, and reducing the
incidence of female genital mutilation.

Denmark is increasingly allocating its population assistance
through health sector reform initiatives. One potential dis-
advantage is that this approach may make it more difficult
to address priority needs in reproductive health and
HIV/AIDS. Sector-wide funding also makes it harder to
track funding for specific areas of activity and may reduce
the level of direct Danish participation in field activities. 

Geographic Priorities
Since much of Denmark’s international population assis-
tance flows through multilateral organizations, there is lit-
tle geographical definition to much of its support. In 2002,
65 percent of Denmark’s bilateral development assistance
was directed to 15 countries. Out of these, Denmark sup-
ported bilateral reproductive health projects in Bhutan,
Ghana, Tanzania, Uganda and Zambia, where HIV/AIDS
activities will be given priority. 

Areas of Program Emphasis
Denmark supports sexual and reproductive health activities
consistent with the ICPD Programme of Action. It empha-

sizes strengthening the coverage and quality of reproductive
health services; providing sexuality and reproductive health
counseling and services for adolescents; reducing violence
against women and the practice of female genital mutila-
tion; and combating the spread of sexually transmitted dis-
eases (STDs) and HIV/AIDS. The government considers the
promotion of gender equity, reproductive choice, and
human rights to be crosscutting issues that guide all its
reproductive health programming. It also supports broader
development initiatives in education and employment gen-
eration that have a direct bearing on the welfare of women. 

Denmark’s population assistance places considerable empha-
sis on integrating family planning and maternal and child
health services into primary health care programs. Improving
the availability of information on sexuality and reproductive
health, particularly among adolescents and more vulnerable
women, is a priority for the country and, as part of its popu-
lation assistance, it funds research on new contraceptive
technologies that can enhance client choice and satisfaction.
In addition, Denmark gives considerable attention to the criti-
cal problem of growing inequality in access to and use of
health services by different socio-economic groups.

Technical 
Capacity

Staffing
Danida has recently begun to decentralize its operations and
place more staff in field positions. Since this is a new initia-
tive, it is not possible to judge yet how well it is working
and whether it might give reproductive health issues a lower
priority. Before this decentralization, none of Danida’s full-
time staff in Copenhagen worked exclusively on reproduc-
tive health issues. In all partnering countries with a health
sector program, one person at the Danish embassy and one
technical advisor usually work on health issues. It is not
clear what priority goes to reproductive health, compared to
other health concerns, thus highlighting an area for future
advocacy by Danish NGOs and their Southern partners. 

Technical Expertise of Collaborating Institutions
Denmark has a well-established community of NGOs with
extensive experience in health projects in developing
countries. In 2002, the six largest Danish NGOs receiving
ODA funding were Care Denmark, the Danish Red Cross,
the LO-FTF Council, Dan Church Aid, Ibis, and Save the
Children Denmark. Many of these are especially adept at
providing emergency humanitarian assistance, and the
government has made extensive use of this capacity over
the past decade. The extent to which Danish NGOs pos-
sess technical expertise in population and reproductive
health is less clear, although groups such as the Danish
Family Planning Association have the ability to become
more active internationally. 

A
Denmark



Development Assistance: 
Policy and Funding

Poverty reduction and attainment of the UN’s
Millennium Development Goals (MDGs) are the princi-
pal rationales for Finland’s development efforts. The
country’s specific development goals are to promote
global security, human rights and democracy, environ-
mental quality, and dialogues between north and south
on economic growth and development. Similar to other
Nordic donors, the government asserts that it will be
difficult to achieve the MDGs without addressing poor
sexual and reproductive health and improving the sta-
tus of women, among the reasons for these donors’
strong support for both gender and sexual and repro-
ductive health and rights in their aid programs.
Finland’s own Strategy and Action Plan to Promote
Gender Equality, prepared in 2002, maintains that pro-
moting women’s health and equality—including educa-
tional opportunities for girls—creates a lasting basis for
all social development.

Finland’s bilateral cooperation will be increasingly
channeled through poverty reduction programs in low
income countries that have supportive policies and gov-
ernance, and it plans to improve the quality of its
future development cooperation by concentrating on
fewer countries and larger projects. This approach is
reflected in Finland’s support for health sector reform
and its commitment to improving coordination of donor
budget support. Strengthening coherence among the
country’s investment, trade and development assistance
policies is also a priority, and has resulted in the recent
merging of separate ministerial positions for trade and
aid (creating the new Minister for External Trade and
Development Cooperation). In addition, situated within
the Ministry of Foreign Affairs is the Department of
International Development Cooperation (DIDC, formerly
known as FINNIDA), which implements Finland’s bilat-
eral development assistance.

G R A D E
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A
Finland

Finland continues to give high priority to sexual and

reproductive health as part of its international devel-

opment efforts, consistently allocating more than 4

percent of ODA to population assistance. Cuts in

overall development assistance in the 1990s have

limited the country’s ability to increase the flow of

resources to population activities, however, and thus

the record-high funding of 2002 was only nominally

higher than in 1995. Finland continues to direct the

bulk of its population assistance through multilateral

organizations, most notably UNFPA, and is thereby

able to make a significant contribution to the field,

despite limited technical capacity within its own aid

establishment.

The small size of Finland’s bilateral program limits its

impact, but the country has maintained a noteworthy

balance among the various types of activities, provid-

ing funds for reproductive health and family planning,

as well as efforts to combat HIV/AIDS, particularly in

sub-Saharan Africa and India. As the need for

resources to address the HIV/AIDS pandemic contin-

ues to grow, it will be critical for Finland—and other

donors—to ensure that programs are designed to

respond in a comprehensive manner to the sexual

and reproductive health needs of their clients.



Finland’s official development
assistance peaked at US$787
million (0.80 percent of GNI) in
1991, after steady growth since
the late 1970s. However, eco-
nomic recession led to drastic
cuts in public spending in the
1990s, including development
cooperation funds. By 2002, its
ODA had recovered to $462
million (or 0.35 percent of
GNI). A special committee
appointed in 2002 to examine
Finland’s development aid rec-
ommended a gradual increase
in funding from the current

0.35 percent of GNI to 0.55 percent by 2007, with the
internationally recommended level of 0.7 percent a target
for 2010. 

The Policy Environment for
International Population Assistance

Three-quarters of the Finnish public endorse their country’s
development cooperation policy and believe it is effective
and successful, according to a 2003 survey. The same pro-
portion would support an increase in international assis-
tance and consider education and reproductive health the
most important sectors for future work. In addition, the high
incidence of HIV/AIDS in Russia and Estonia has increased
the Finnish public’s awareness of the HIV/AIDS pandemic
in particular, as well as health issues more generally.

Reproductive health figures prominently in Finnish
development cooperation. Priorities include reproductive
health and rights (particularly for young adults), gender
equality, male involvement in sexuality and reproductive
health, and the elimination of violence against women
and girls. The government plans to make gender equity
an integral part of development cooperation, and in
2002, the Ministry of Foreign Affairs prepared a 2003-
2007 Strategy and Action Plan for Gender Equality that
aims to improve Finland’s effectiveness in promoting
gender equality and women’s rights.

Finland has made the fight against HIV/AIDS a priority of
its development assistance. In 2002, it approved a special
HIV/AIDS strategy for development cooperation that
stressed the need to provide adolescents with information
on sexuality and reproductive health. While Finland
plans to spend more on the prevention and treatment of
HIV/AIDS in the future, it has also stated that it intends
to maintain its support for reproductive health. The gov-
ernment appears to understand the importance of inte-
grating reproductive health and HIV/AIDS activities wher-
ever possible, and to appreciate that a holistic approach
to the epidemic is necessary for long-term success.

Trends in Funding for 
Population Assistance

Overall Funding Levels
Finland’s support for international population programs
has not changed appreciably since 1995. Annual budgets
have ranged between $17.3 million (in 1997) and $24.4
million (in 2002). In 2002, it allocated 5.3 percent of its
ODA for population assistance, placing the country sec-
ond after the United States and well above the DAC
country average of 4.0 percent. In 2002, Finland spent
$185 per $1 million of GNI on population assistance, the
sixth highest commitment of DAC member countries.

As with many European donor countries, as well as
Japan, Finland’s resource flows for reproductive health
are becoming more difficult to track, since funds are
increasingly integrated with sector-wide reforms. Support
for reproductive health and HIV/AIDS activities is also
often integrated into larger projects in primary health
care, education, and community development—in keep-
ing with the comprehensive approach outlined in Cairo,
but one that further complicates the tracking of resource
flows. In 2002, the 23 percent of Finland’s population
funding that could be categorized by type of activity
went to family planning (3 percent) and other reproduc-
tive health activities (54 percent), followed by research
(32 percent) and HIV/AIDS (12 percent).

Multilateral Funding
Finland continues to allocate most of its population and
reproductive health assistance through international
organizations—77 percent in 2002. Finland does not use

2002 population size: 
5.2 million

Total Official Development
Assistance (ODA), 2002: 
$462 million

ODA as a percentage of GNI, 2002:
0.35%

Total population assistance, 2002:
$24.4 million

Population assistance as
percentage of ODA, 2002: 
5.27%

Population assistance per 
$US million GNI, 2002: 
$185
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Finland continues to direct the bulk of its
population assistance through multilateral
organizations, most notably UNFPA.
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multi-bilateral channels to any great extent and just 4
percent of the country’s population assistance was pro-
grammed this way in 2002. 

The Finnish government has been a strong supporter of
UNFPA. It provided 3.4 percent of UNFPA’s operating
budget in 2001 ($11.1 million), and increased its support
still further in 2002 ($13.6 million) after the Bush admin-
istration ended U.S. support that year. In 2003, the coun-
try was expected to contribute $14.6 million, making it
UNFPA’s eighth largest contributor, and it also recently
made a supplemental contribution to UNFPA for adoles-
cent reproductive health programs. In addition, Finland
ranks 11th in support for UNAIDS since 1995 with a total
of $15.5 million donated from 1995 through 2003.
Finland’s strong commitment to UN agencies in the sex-
ual and reproductive health field may be among the rea-
sons that it has not contributed to the Global Fund to
Fight AIDS, Tuberculosis and Malaria.

Bilateral Funding 
Despite a surge between 1995 and 1998, Finland current-
ly provides little bilateral funding for population activi-
ties: only 11 percent of its population resources in 2002.
This may understate Finland’s bilateral support, howev-
er, given the government’s support for sector-wide
approaches (SWAps), including in the health field. In
Mozambique, Nicaragua, and Zambia, Finland partici-
pates in SWAps dealing with health, education, and
urban development, while in Afghanistan, bilateral funds
support an ambitious coordination framework for the
health sector. More specific funding for sexual and repro-
ductive health can be seen in Nicaragua, where Finland
and other donors are supporting a national program to
improve reproductive health status. 

Funding for NGOs
Much of Finland’s support for NGO goes to community
and social development, including efforts to enhance
educational opportunities for women and improve their
status. In 2002, about half of its total NGO support was
directed at African countries. Overall, Finland targets 15
percent of its annual ODA to NGOs, although the share
is somewhat smaller within the population field. While
Finland has been a consistent donor to IPPF over the
past decade, its contributions have fluctuated and it is
not a major contributor. It provided $241,000 to IPPF in
2002, a figure expected to increase to more than
$400,000 in 2004. In a recent Decision-in-Principle strate-
gy paper, the Finnish government said it hopes to engage
civil society organizations more effectively in future
years. It has initiated several needs-assessment studies to
identify future opportunities for working with NGOs in
reproductive health and HIV/AIDS. 

Program 
Priorities

Geographic Priorities
Finland channels the majority of its bilateral ODA to
eight long-term partner countries: Ethiopia, Kenya,
Mozambique, Namibia, Zambia and Tanzania in sub-
Saharan Africa; Nepal and Vietnam in Asia; Nicaragua
and Peru in Latin America; and Egypt in North Africa.
Many of these countries are also among the leading
recipients of Finnish population assistance, including
Nepal, Afghanistan, Tanzania and Mozambique. Since
1997, Finland has been funding a “Reproductive Health
and Women’s Empowerment (SAREM)” project in collab-
oration with the Nicaraguan Ministry of Health, which
addresses adolescent reproductive health needs and the
prevention of gender-based violence. Finnish support for
the “Integrated RH/MCH Programme” in Afghanistan
started in 2002 and builds capacity in population/demo-
graphic data-gathering and analysis.

Areas of Program Emphasis
Projects emphasizing capacity building and strengthen-
ing health delivery systems have been given greater pri-
ority in recent years, in recognition of their importance
to long-term improvements in all aspects of health. As
noted above, Finland’s support for sexual and reproduc-
tive health activities includes both basic reproductive
health care (including family planning), as in Nicaragua
and Nepal, and efforts to combat the spread of
HIV/AIDS and other STDs. The government also stresses
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data from before 1995 are not comparable to later years.
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the importance of access to information and services for
young people, particularly in the fight against HIV/AIDS.
Finland’s efforts in these areas are reinforced by its inte-
gration of gender concerns and human rights as cross-
cutting themes throughout its development assistance
program. Taken together, the country’s efforts align pow-
erfully with the approach outlined at the ICPD in 1994.

Technical 
Capacity

Staffing
The Department for International Development Policy
within the Ministry of Foreign Affairs (MFA) has one
full-time adviser for health and population at its head-
quarters in Helsinki, and one adviser at its embassy in
Mozambique. Both have formal training and experience
in reproductive health and HIV/AIDS, while other staff
members have expertise in development issues related
to reproductive health. The department also collaborates

with colleagues in the Ministry of Health and other
institutions when in-house expertise is not available,
and is pursuing a plan to place technical advisors in
long-term partner countries. One will be in charge of all
social and health projects, while others will deal with
gender equality, human rights, and UNFPA program
coordination. This effort to generate greater field capaci-
ty may be difficult to achieve, however, as the MFA is
itself understaffed. 

Technical Expertise of Collaborating Institutions
The Service Center for Development Cooperation (Kepa)
is an umbrella organization of about 200 Finnish NGOs
involved in development cooperation. Kepa has helped
to shape Finland’s development policies and has worked
to promote better coordination between NGOs and the
government. Finnish NGOs are often involved in social
development activities, with considerable emphasis given
to community-level projects in education and the welfare
of women. 

Several NGOs affiliated with Kepa have specialized
expertise in adolescent reproductive health services and
HIV/AIDS. For example, the Finnish Red Cross supports
field projects dealing with control and treatment of sexu-
ally transmitted diseases, including HIV/AIDS.
Vaestoliitto (Finland’s main domestic family planning
organization) advises the MFA on its international sexual
and reproductive health activities and provides technical
support for field projects in Malawi, Namibia, Mexico,
Nepal, and India. Field projects include efforts to supply
better information about sexual and reproductive health,
HIV/AIDS awareness and prevention, and the social mar-
keting of reproductive health supplies.

A
Finland

Finland has made 
the fight against
HIV/AIDS a priority 
of its development
assistance. 



As with other donor countries belonging to the

European Union, French development assistance

channeled through the European Commission cannot

be credited back to the original donor by sector or

activity. This is particularly significant for France, as it

provides roughly one-quarter of the resources for the

European Development Fund (EDF), the major channel

for EC aid and one that includes population assis-

tance. France is far less generous a supporter of the

UN system, however, including in particular UNFPA

and UNAIDS. Increasing its support for these two

institutions would be one way for the French govern-

ment to further demonstrate its growing support for

efforts in the sexual and reproductive health arena.

Development Assistance: 
Policy and Funding

The French government has significantly increased
development assistance since 2001 and pledged to
achieve the internationally agreed goal of 0.7 per-
cent of national income (GNI) for ODA by 2012.
The country’s ODA increased by 21 percent in real
terms between 2001 and 2002, rising from $4.2
billion to $5.5 billion. Preliminary figures for 2003
show a further increase to more than $7.3 billion.
French development assistance also increased rela-
tive to GNI, from 0.32 percent in 2001 to 0.38 per-
cent in 2002, slightly less than the average DAC
country effort of 0.41 percent. French ODA has yet
to recover to the levels achieved in 1991-1992,
however, when it averaged $7.8 billion and 0.62
percent of GNI. Also, future increases in ODA may
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France

The French government’s support for sexual and

reproductive health efforts increased dramatically in

2002, due in large part to its greater efforts to

account for its population assistance than in past

years. Most of the growth in funding has been for

HIV/AIDS, a priority of the government’s new health

strategy for development cooperation. The govern-

ment’s support for reproductive health activities,

including family planning, is more difficult to assess,

although the holistic approach to HIV/AIDS program-

ming spelled out in policy documents indicates an

understanding of the importance of linking HIV/AIDS

with reproductive health interventions.

France is among the largest donors of official devel-

opment assistance, ranking third behind the United

States and Japan in 2002, and has pledged to meet

the international target of allocating 0.7 percent of

national income (GNI) to overall aid by 2012. The size

of its aid program means that it has the potential to

become an influential donor in the sexual and repro-

ductive health arena, although this would also

require an increase in the share of aid devoted to

population assistance. For while French population

assistance in 2002 actually surpassed that of such

donors as Norway, Denmark and Sweden in volume,

it was a much smaller share of ODA—at little more

than 1.5 percent.



be more difficult to achieve, in
light of economic constraints at
home and the large share of
ODA currently in the form of
debt relief, rather than new
resource flows.

French President Jacques
Chirac has made development
cooperation a priority of his
administration, resulting in pos-
itive steps to strengthen French
development policy and pro-
gram management. Poverty
reduction and the attainment of
the Millennium Development
Goals are enshrined as the

overarching goals of French development assistance, and
priority is given to five sectors: education, health and the
fight against HIV/AIDS, water and sanitation, rural devel-
opment, and infrastructure. Key principles informing
French development cooperation include a focus on
Africa, governance, preservation of the environment, and
the regulation of globalization in support of greater
access to markets by poor countries.

France is currently focusing much of its assistance on low
income countries that lack good access to international
capital markets. These countries are considered to reside
in a “Priority Solidarity Zone” (ZSP) and are eligible to
receive assistance from France’s Solidarity Priority Fund
(FSP), the main source of bilateral development assis-
tance. Many Francophone sub-Saharan countries that have
been traditional recipients of French assistance will con-
tinue to receive support in this newly prioritized scheme.
In addition, selected Anglophone countries in Eastern and
Southern Africa, the Middle East, Southeast Asia, and the
Caribbean are also receiving French support.

France is also playing more of a leadership role in inter-
national development, including efforts to harmonize aid
procedures and to further enhance the flow of resources
to developing countries. It currently chairs the DAC
Working Party on Aid Effectiveness and Donor Practices
and in 2005 will host a high-level forum on aid effective-
ness to follow up on that held in Rome in 2003. France
has endorsed the United Kingdom’s proposal for an

International Finance Facility, and joined with a larger
group of donors to flesh out the idea of a tax on interna-
tional financial transactions as another way to mobilize
aid resources. 

France has taken steps since 1998 to restructure its devel-
opment assistance programs, although areas of responsi-
bility continue to overlap in a way that exacerbates ineffi-
ciencies in the delivery of aid. The Ministries of Foreign
Affairs (MFA) and Economic Affairs, Finance and
Industry (MEFI) have overall authority for French devel-
opment assistance. The MFA has responsibility for devel-
opment cooperation and cultural programs, as well as
diplomatic relations, while MEFI is charged with oversee-
ing investment and trade relations with developing coun-
tries, including the management of debt relief. The
French Development Agency (AFD) was established in
1999 to serve as the main implementing agency for bilat-
eral assistance, although in 2002, just 10 percent of ODA
was managed by AFD, compared with 29 percent by the
MFA and 40 percent by MEFI. The Office of Social
Development within the MFA is responsible for oversee-
ing France’s efforts in population and reproductive
health. In addition, the Priority Fund for Solidarity (FSP),
situated within the MFA, is responsible for cultural, scien-
tific, and technical exchanges with the developing world.

Two additional organizations involved with French devel-
opment efforts are important to note. The
Interministerial Committee for International Cooperation
and Development (CICID) works to better coordinate
development activities across relevant ministries. Its sec-
retariat is provided jointly by the MAF and MEFI and is
responsible for setting geographical and sectoral develop-
ment policies and identifying program priorities. The
High Council for International Cooperation (HCCI) fos-
ters dialogue among the various parties involved in
French development cooperation and has worked to
identify new strategies for engaging civil society.

The Policy Environment for
International Population Assistance

The French government’s track record in support of aid
for sexual and reproductive health is mixed. An early
supporter of efforts to fight the HIV/AIDS pandemic,

2002 population size: 
59.5 million

Total Official Development
Assistance (ODA), 2002: 
$5,486 million

ODA as a percentage of GNI, 2002: 
0.38%

Total population assistance, 2002: 
$83.7 million

Population assistance as
percentage of ODA, 2002: 
1.53%

Population assistance per 
$US million GNI, 2002: 
$58
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France is among the largest donors of official
development assistance, ranking third behind the
United States and Japan in 2002.
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France historically has been reluctant to directly support
family planning efforts overseas, preferring instead to
address areas it perceived as less controversial, such as
maternal health and demographic research. The French
government maintains, however, that reproductive
health activities are often integrated in broader health
programs. 

The degree to which the government’s reluctance to fund
reproductive health activities in the past was based on
domestic public opinion is unclear. A more likely source
was the perceived unpopularity of family planning in
Francophone African countries where much of French
ODA was concentrated. This perception has changed in
recent years, as the rationale for family planning has
shifted away from the demographic in favor of a health-
and rights-based approach, and as parliamentarians from
Francophone countries have themselves spoken out in
support of reproductive health needs. 

The increased prominence of sexual and reproductive
health issues in aid-receiving countries has been helped by
the advocacy of French NGOs, in particular Equilibres et
Populations (E&P) and the French IPPF member associa-
tion, Mouvement Français pour le Planning Familial
(MFPF). Both organizations work with parliamentarians
and directly with French foreign ministry officials to
encourage the allocation of additional resources for popula-
tion assistance. E&P has organized a number of high-level
conferences and other meetings for French and
Francophone parliamentarians since its founding in 1994.
Both have also been active around the tenth anniversary of
ICPD, whether participating in the various regional meet-
ings held under UN auspices, or sponsoring events in
France. In March 2004, for example, the Minister of State
for Cooperation and Francophonie spoke at one such forum
organized by E&P at which he reaffirmed the government’s
support for population and reproductive health programs.

The fruits of these efforts can be seen in several new
initiatives supported by France, including support for a
Tunisia-Niger South-to-South partnership in reproduc-
tive health, more comprehensive programs to reduce
maternal mortality, and efforts to end female genital
mutilation/cutting (FGM/C). Further signs of change
can be seen in French development policy with respect
to HIV/AIDS. Policy documents indicate a holistic
approach that places sexual transmission in a “broader
context,” including the need to ensure that couples
have the means to control their fertility and express
their sexuality “without risk.” However, the French gov-
ernment has yet to develop a comprehensive policy
along the lines of those on HIV/AIDS or gender that
makes clear its commitment to reproductive health as a
development priority.

Trends in Funding for 
Population Assistance

Overall Funding Levels
Improved reporting of its support for sexual and repro-
ductive health activities was reflected in a dramatic
increase in French population assistance in 2002, while
incomplete reporting over the previous decade makes it
nearly impossible to assess previous levels of support.
Between 2001 and 2002, reported figures show that pop-
ulation funding rose from $8.2 million to $83.7 million,
the most dramatic one-year jump of any DAC member
country. Despite this sizeable gain, France still only com-
mits 1.5 percent of its total ODA for population assis-
tance, a level below most European donors. While OECD
statistics do not capture this increased support, they do
show that France committed an average of 4.2 percent of
bilateral assistance to health and population over the
three-year period 2000-2002, including $152 million in
2002. A large share of population assistance has histori-
cally been programmed through multilateral organiza-
tions, rather than bilaterally, although this may be due to
how contributions to the Global Fund to Fight AIDS,
Tuberculosis and Malaria were recorded. The dramatic
increase in funding in 2002 was reportedly channeled
both bilaterally and through NGOs.

France
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Because the definition of population assistance was broadened, 
data from before 1995 are not comparable to later years.
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Rising support for HIV/AIDS programs appears to
account for much of the increase in French population
assistance, although French funds flowing through multi-
lateral and NGO channels are not reported for by type of
activity. Of the 26 percent that can be accounted for, 88
percent was allocated for HIV/AIDS, with the remainder
going to family planning (2 percent) and other reproduc-
tive health activities (6 percent) and research (3 percent).

The French government has long maintained that its popu-
lation assistance was not fully accounted for and that its
support for certain UN agencies (UNIFEM, UNICEF and
others) and education, for example, should be counted as
population assistance. France also claims that its population
assistance has tended to be more holistic than many other
donors, and that its approach presaged many of the inte-
grated program directions promoted at the ICPD in 1994.

Multilateral Funding
While France has been a major contributor to such UN
agencies as UNDP, UNICEF, UNHCR, and WHO, other
UN bodies such as UNFPA and UNAIDS have received
little funding. As noted above, France is the leading con-
tributor to the European Development Fund, which in
turn is charged with allocating 35 percent of funds to the
social sector.

The ten-fold increase in overall population assistance
between 2001 and 2002 was not paralleled by increases
in French multilateral contributions, which went from
just $3.8 million to $9.2 million. France has not been a
major contributor to UNFPA over the years and in 2002
gave just $1.2 million, among the smallest contributions
of any European DAC donor. This figure was expected to
stay roughly constant in 2003 and 2004. In contrast, the
country’s contribution to UNAIDS has decreased in real
terms, from $3.4 million in 1995 to $524,000 in 2003. 

France has been more generous in donating resources to
the Global Fund to Fight AIDS, Tuberculosis and Malaria.
France was an early supporter of the Fund, contributing
nearly $60 million in 2001-2002 and another $60 million in
2003. In all, France has pledged more than $650 million to
the Global Fund for the period 2002-2006, the largest pledge
of any donor nation. (UNFPA has indicated that some
Global Fund contributions were not included in its calcula-
tions of donor countries’ population assistance in 2002.)

Bilateral Funding 
Since 2000, France has been providing more of its
resources for population programs through bilateral
assistance. Twenty-four percent of French population
assistance (or $19.8 million) was allocated to bilateral
program support in 2002. This is nearly five times the
bilateral population assistance budget of $4.2 million in
the previous year. While much of this increase is again
due to the rapid rise in HIV/AIDS resources, France is
also counting more bilateral project elements as part of
its overall contribution to reproductive health activities.
It is not clear to what extent the rise in France’s bilateral
assistance is due to higher absolute budgetary alloca-
tions, and how much may be due to the reclassification
or improved reporting of ongoing project activities. 

Funding for NGOs
Given the variations in France’s reporting on its popula-
tion assistance, trends in its support for the NGO sector
are difficult to see, although NGOs have tended to
receive a major share of funding in the few years when
figures were reported to UNFPA. In 2002, support for
NGOs rose in keeping with the overall increase in fund-
ing, to $54.7 million, or 65 percent of total population
assistance. This is likely due to the significant involve-
ment of NGOs in the country’s overseas HIV/AIDS activi-
ties. Thus this increase appears to reflect favorably on
French support for NGOs in this sector and contrasts
with the very low support for NGOs in overall French
development cooperation. It is important to note that
France still does not contribute directly to IPPF, although
funds are channeled to individual IPPF member associa-
tions, including MFPF.

Program 
Priorities

Geographic Priorities
French ODA continues to be concentrated in French
Polynesia and sub-Saharan Africa. In 2001, the three
largest aid recipients were French Polynesia, New
Caledonia, and Egypt. France reports its population
assistance on a regional basis, making it difficult to iden-
tify priority countries. France supports maternal health
initiatives in Madagascar and the Ivory Coast through
multi-bilateral projects undertaken in collaboration with
UNFPA; education and reproductive rights projects in

C
NGOs have traditionally received 
only a tiny portion of ODA.
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Benin, Burkina Faso, the Ivory Coast, and Mali in part-
nership with UNICEF; and projects to improve the social
status of women in Burkina Faso, Ethiopia, and Vietnam
with the ILO. As mentioned above, another project
undertaken in collaboration with UNFPA involves South-
to-South cooperation between Tunisia and Niger. The
goal is to make use of Tunisia’s long experience in family
planning and reproductive health to help bring about
reductions in maternal and infant mortality.

France is also supporting a new 17-country project in
sub-Saharan Africa focusing on emergency obstetrical
care that will incorporate findings from field research on
how to lessen maternal risk. Country-specific population
and reproductive health projects reported through the
OECD system show support for projects in 22 developing
countries, most of them in Africa (including North
Africa), followed by Latin America and the Caribbean,
and Asia (Vietnam and Cambodia).

Areas of Program Emphasis
French efforts in international health currently concen-
trate on fighting HIV/AIDS and other sexually transmit-
ted diseases, strengthening the capacity of health sys-
tems to provide greater quality of care, and working to
make health services more financially sustainable. In
addition to increasing its support for HIV/AIDS, France
is also giving greater attention to maternal health, sexu-
ally transmitted diseases in addition to HIV/AIDS, and
reproductive rights (including projects addressing FGM/C
and violence against women). 

France maintains that it is not given sufficient credit for
its development efforts that are responsive to ICPD agen-
das but fall outside the four “costed” program compo-
nents used by UNFPA to track international population
assistance; namely, family planning, other reproductive
health initiatives, STD/HIV/AIDS, and research. For
example, a long-standing priority of French foreign assis-
tance has been support for the education of girls. France
is the largest contributor to the European Development
Fund Schools Programme that supports educational serv-
ices in developing countries. France has also made edu-
cation its main priority in the African countries where it
is currently active.

Technical 
Capacity

Staffing
France’s two main development bodies, the MFA and
AFD, have relatively few technical experts in sexual and
reproductive health in their headquarters, although the
number of staff working on HIV/AIDS programming is

increasing. The government reports that nearly 200 of its
1,600 expatriate professional staff are health experts, but
it is unclear as to how many of them have specific
expertise in reproductive health, although 23 are manag-
ing HIV/AIDS projects. As France continues to increase
its support for HIV/AIDS programming—and in light of
its stated commitment to do more in other aspects of
sexual and reproductive health—changes in both the
numbers of staff and their areas of expertise will likely
be needed.

Technical Expertise of Collaborating Institutions
France has a long tradition of supporting demographic
research and development policy studies both at home
and abroad. In France, such organizations as CEPED,
CICRED, and INED undertake important research on
population dynamics and socioeconomic change. France
also provides funding for centers situated in the develop-
ing world such as IFORD, CERPOD, and ENSEA that pro-
vide training and research opportunities in the popula-
tion and health sciences. 

The French government’s support for NGOs working in
sexual and reproductive health is not fully documented
prior to 2002 and, as noted above, NGOs have tradition-
ally received only a tiny portion of ODA. French NGOs
with health and social development orientations are now
beginning to emerge as more ODA is made available for
civil society organizations. For example, MFPF appears
able to channel some funds for international projects. In
2002, it received funding from the World AIDS
Foundation for a risk reduction project in Burkina Faso,
Cameroon and Madagascar. The French government is
encouraging NGOs to apply for ODA grants through the
Non-Governmental Cooperation Mission of the
Directorate General for International Cooperation and
Development (DGCID) situated in the MFA.

France

The French
government’s track

record in support of
aid for sexual and

reproductive health 
is mixed.



opposed to family planning. Reproductive health may also be

declining as a priority within the countries where Germany

works, which may make it more difficult to secure funding in

the future. This concern is strongest with respect to

Germany’s participation in pooled funding mechanisms and

sector-wide approaches, where reproductive health may find

it difficult to compete against other development priorities.

These concerns highlight the need for advocacy in support of

sexual and reproductive health as a development priority,

particularly in countries where Germany is a major donor.

Development Assistance: 
Policy and Funding

Germany continues to be one of the world’s largest con-
tributors to international development programs. In 2002,
Germany’s ODA stood at US$5.3 billion, the fourth high-
est commitment among all DAC countries. However,
Germany has reduced its international assistance from
an average $7.2 billion annually in the early 1990s, in
line with overall cutbacks in public spending, a political
commitment to balance the federal budget, and the con-
tinuing costs of reunification. Germany’s 2002 ODA/GNI
ratio of 0.27 percent is also below levels achieved by
many other European donors and substantially less than
the 0.38 percent attained in 1991 and 1992. The govern-
ment is still aiming to devote 0.35 percent of GNI to
development aid by 2006 (halfway to the 0.7 percent
mark), but this will require considerably larger annual
outlays than is currently the case.

In 2001 the German government approved the 2015
Programme of Action for Poverty Reduction, making
poverty alleviation the central objective of its develop-
ment assistance. The stated aim of this strategy is to
reduce extreme poverty around the world by 50 percent
by 2015—the same overarching objective as the UN’s
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Germany

While Germany continues to be a major provider of pop-

ulation assistance, ranking fifth in overall support

among DAC countries in 2002, funding has fallen since

the late 1990s. This decline does not necessarily signal

any lessening of support for population and reproductive

health, but has largely resulted from the overall decline

in the country’s ODA. Nevertheless, Germany’s increased

support for UNFPA, UNAIDS, and the Global Fund to

Fight AIDS, Tuberculosis and Malaria in recent years are

signs of hope for the future.

Among all DAC donors, Germany provides the largest

share of its population assistance budget (nearly half)

for family planning. It is an effective advocate for the

integration of contraceptive and other essential repro-

ductive health services, and is a leader in supporting

social marketing programs for reproductive and child

health and procuring essential supplies. Germany has

maintained a balance between HIV/AIDS and reproduc-

tive health programming and its commitment to inte-

gration of reproductive health into other health services

is welcomed. It signals an understanding of the essen-

tial nature of basic reproductive health care in main-

taining the health of a population and helping to fight

the spread of HIV/AIDS.

Germany remains strongly committed to the ICPD

Programme of Action in shaping its population assis-

tance, but German aid officials do note some public

confusion about the concept of reproductive health as



country

Millennium Development Goals. Ten priority program
areas are identified for future German development work,
including economic growth, food production and agrarian
reform, debt reduction, basic social services (including
health and education), environmental management,
human rights, gender equality, and conflict resolution.

In an effort to improve efficiency, Germany will reduce
the number of its priority and partner countries in future
years. The number of recipient countries will fall from
118 to 76, with 41 designated as priority countries and
35 as partner countries. Some further realignment may
occur in order to more effectively target German assis-
tance toward settings with greatest need. Allocations of
German development assistance are also affected by a
directive of the parliament (Bundestag) which mandates
that two-thirds of all foreign aid be channeled bilaterally
and one-third through multilateral organizations. In addi-
tion, public-private funding arrangements are being
encouraged as a funding mechanism. 

German development assistance is coordinated by the
Ministry of Economic Cooperation and Development
(BMZ), which identifies overall objectives and strategies
for German development assistance. Two independent
quasi-governmental agencies, GTZ (the German Agency
for Technical Cooperation) and KfW Entwicklungsbank
(KfW Development Bank), implement Germany’s region-
al and country-level bilateral aid programs. GTZ handles
technical assistance and capacity building for the govern-
ment, while KfW, with its new partner DEG (German
Investment and Development Company), functions as a
development bank and provides grants, highly conces-
sional loans and investment capital for public and pri-
vate sector ventures. KfW is also an important provider
of resources for contraceptive supplies, including
through its support for social marketing initiatives.

Another major agency in the development field, the
German Foundation for International Development
(DSE), recently merged with the Carl Duisberg Society
(CDG) to form InWEnt (Capacity Building International).
Funded largely by BMZ, InWEnt is responsible for build-
ing host country capacity through training and mentor-
ing programs, including those in education, public
administration and health (with priority for health sys-
tems development and health sector reform). 

The Policy Environment for
International Population Assistance

Germany remains a strong supporter of international pop-
ulation assistance and views the ICPD Programme of
Action as a sound justification for its commitment to

reproductive health. Given this
commitment, the government
has expressed concern that
reproductive health was not
explicitly included among the
Millennium Development
Goals, and sees this as a major
omission that could undermine
the objective of halving
extreme poverty by 2015. In
contrast to this support for
international population assis-
tance, however, German aid
officials have observed that
domestically, public support for
sexual and reproductive health
is not strong. The term sexual
and reproductive health carries little meaning in German,
unlike family planning, which is widely recognized and
supported. Furthermore, the need to combat HIV/AIDS
resonates far more with the German public, as the epi-
demic gathers force in nearby Russia and Eastern Europe.

Given the broad programmatic reach of German develop-
ment assistance, some aid officials are concerned that
health programs (including sexual and reproductive
health) may not secure adequate resources in an increas-
ingly competitive funding environment. A requirement

2002 population size: 
82.4 million

Total Official Development
Assistance (ODA), 2002: 
$5,324 million

ODA as a percentage of GNI, 2002:
0.27%

Total population assistance, 2002:
$106.8 million

Population assistance as
percentage of ODA, 2002: 
2.01%

Population assistance per 
$US million GNI, 2002: 
$54
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that partner countries identify only three priority areas
for German development assistance also serves to reduce
demand for population funding. For example, Germany
now undertakes no health programming in Latin America
because partner countries have not made this sector a
formal priority. As further efforts are made to promote
program ownership in recipient countries, some German
officials worry that social service spending—and health
commitments in particular—may increasingly lose out to
such priorities as energy, transport and economic reform.

Trends in Funding for 
Population Assistance

Overall Funding Levels
Germany provided $106.8 million in international popula-
tion assistance in 2002, almost level with 2001 but some-
what below levels of the late 1990s. In 2002, Germany’s
population assistance budget was 2.01 percent of its total
ODA, lower than the average DAC country effort of 4.0
percent. Of this funding, 77 percent can be allocated by
type of activity: 47 percent was in support of family plan-
ning, 38 percent went for other reproductive health serv-
ices, and 15 percent went for HIV/AIDS.

Relative to wealth, Germany’s population assistance
places it in 16th place among the DAC donor countries.
The country’s 2002 contribution equaled just $54 per
million dollars of GNI, about half the level of support
provided by the United Kingdom, Canada and Ireland,
and well behind the leading donors in the field.
Germany would need to increase its funding nearly six-
fold by 2005 to fulfill its fair share of donor commit-
ments to ICPD.

Multilateral Funding
Nearly two-thirds of Germany’s multilateral population
assistance was channeled through UNFPA in 2002 and it
is among the agency’s top ten donors. Its contribution
has remained constant in Euro terms for the last few
years, while the dollar value has increased from $13.8
million in 2002 to an estimated $16.2 million in 2003.
However, as noted above, the level of support is signifi-
cantly less than in the mid-1990s and Germany’s support
for UNFPA is well below that of the Netherlands, Japan,
Norway and the United Kingdom. Overall, Germany has
been reducing the share of its population assistance
channeled through multilateral organizations. In 2002,
only 18.3 percent was allocated multilaterally, although
this was a slight increase in both share and volume over
the previous two years.

Germany has not been a major contributor to UNAIDS,
and its level of support has been erratic, rising from

$826,000 in 2001 to $2.1 million in 2002, but then falling
to $1.4 million in 2003. As for the Global Fund to Fight
AIDS, Tuberculosis and Malaria, Germany pledged gener-
ously—$353.1 million through 2007—but its total pay-
ments to date are only $61.6 million (well below such
countries as France and Italy).

Bilateral Funding
In 2002, 70 percent of Germany’s population assistance
was allocated bilaterally, a modest decline from slightly
more than 80 percent in 2000 and 2001. However, in
Russia and Eastern Europe, Germany’s population fund-
ing is managed by the European Union, making it the
only region where the country relies primarily on multi-
lateral rather than bilateral assistance. 

Funding for NGOs
Germany does not channel much population funding
through NGOs, in part because of the small number of
German NGOs working in sexual and reproductive
health. Since 1994, the government has never provided
more than 14 percent of its population assistance to
NGOs, and in 2000 and 2001, the total was 3 percent.
NGOs fared considerably better in 2002 when their share
rose to 12 percent. Over the years, Germany has con-
tributed to IPPF, but it has not been one of IPPF’s major
donors. This may change, given BMZ’s positive view of
IPPF’s current direction. In 2002, Germany gave $2.4
million to IPPF, equivalent in Euro terms to its contribu-
tion the previous year, although less than half its peak
annual contributions in the latter 1990s.

Program 
Priorities 

Geographic Priorities
Germany’s population assistance goes to 25 countries in
Africa, 12 countries in Asia (including Central Asia), nine
countries in Latin America, and various regional and global
projects. Major recipient countries in 2001 were Bangladesh,
India, and Pakistan in South Asia; and Cameroon, Kenya,
and Malawi in sub-Saharan Africa. It is not clear how cur-
rent geographic priorities for population assistance will con-
form to the new country line-ups that may emerge as part of
Germany’s 2015 poverty reduction program. 

Areas of Program Emphasis
Germany’s population assistance emphasizes access to
family planning services; care for women in pregnancy
and delivery; prevention and treatment of STDs, includ-
ing HIV/AIDS; and information and education. In keeping
with its rights-based approach to sexual and reproductive
health, BMZ also supports efforts to reduce gender-based
violence and female genital mutilation/cutting (FGM/C).

B
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While Germany still provides a large share of its popula-
tion assistance for direct family planning support, it has
been at the forefront of efforts to develop more compre-
hensive reproductive health services and is becoming
more active in its support for adolescent services.

Germany, like a number of other donors, is moving from
population project assistance to broader program support
oriented toward reducing poverty and strengthening overall
health systems. While German aid officials maintain that
sexual and reproductive health will remain key elements in
their programming, they realize that prioritizing it may
become more difficult as basket-funding arrangements and
sector-wide approaches (SWAps) become the order of the
day. Until now, however, such mechanisms have not pre-
cluded provision of technical assistance in countries where
capacity is still weak. 

Gender- and rights-based approaches are now more promi-
nent features of Germany’s international development,
including support for projects to combat gender-based vio-
lence and trafficking and FGM/C. These are increasingly
incorporated in projects focusing on the reproductive
health needs of adolescents and young adults. The BMZ
supports a “dual track” on gender by (1) screening projects
for gender content and projected outcomes, and (2) sup-
porting special activities that address the socio-legal status
and rights of women. The importance that Germany
attaches to gender is demonstrated by the fact that gender
equality is mentioned as a priority objective in its 2015
Programme of Action to Reduce Poverty. 

Germany also provides significant support for contraceptive
and other reproductive health supplies through the KfW
Development Bank. KfW supports both the procurement of
contraceptives in public sector programs and the social mar-
keting of reproductive health commodities and micro-nutri-
ent products through pharmacies and private sector outlets.
An increasing priority in recent years has been the procure-
ment of condoms to combat HIV/AIDS and hormonal con-
traceptives. As a result, KfW recently launched a new proj-
ect to supply oral pills to Kenya’s family planning program
and a new social marketing initiative for contraceptives in
Ethiopia. In addition, STD treatment kits are being provided
to the Department of Health in the Philippines, while micro-
nutrient test marketing is under way in Pakistan. 

Overall, KfW supports social marketing of contracep-
tives, including condoms for HIV/AIDS prevention, in 18
African countries, plus Pakistan, Indonesia, and the
Philippines. According to UNFPA, BMZ/KfW was the
world’s third largest donor of contraceptives, including
condoms for HIV/AIDS prevention from 1990 to 2002,
and in 2002, was among the top five donors, providing
$20 million in support.

Technical 
Capacity

Staffing
The BMZ has recently gone through a reorganization,
with some staff leaving Bonn for Berlin. In the short run,
this may have weakened links within BMZ (e.g.,
between multilateral units, regional offices, and sectoral
divisions). Another current difficulty within BMZ is that
population and reproductive health personnel are few in
number. As of 2003, fewer than three full-time staff
equivalents worked in the health sector (including repro-
ductive health) at BMZ headquarters, and only 25 BMZ
staff engaged in development work in embassies over-
seas. The German government has cut all its staff over
the past decade as spending was scaled back by 1 per-
cent to 3 percent annually. BMZ and other development
agencies have not been immune from these cutbacks.

Technical expertise on population and reproductive health
resides largely within GTZ, with few experts in BMZ, the
KfW Group, or InWEnt. However, GTZ appears to be
understaffed in relation to the size of its field programs in
reproductive and child health. As of 2003, GTZ had only
six or seven staff members at headquarters working on
sexual and reproductive health, although more GTZ staff
now work in overseas missions than in the past.
Typically, there is one program manager and several tech-
nical support staff in each GTZ mission, but overall, the
number of GTZ field staff with expertise in sexual and
reproductive health is quite small compared to specialists
in other development sectors. InWEnt has even fewer
staff in this area. It has little capacity in health, let alone
in specializations such as reproductive health.

Technical Expertise of Collaborating Institutions
While civil society plays an important role in Germany’s
development assistance programs overall, very few NGOs
worked on sexual and reproductive health issues until tak-
ing on HIV/AIDS as part of their work in the health sector.
The German Foundation for World Population (DSW),
founded in 1991, is the largest and most active German
NGO in international sexual and reproductive health. With
funding from a range of donors—including UNFPA, the
World Bank, private foundations, corporations, individuals,
and BMZ—DSW undertakes projects in Asia and Africa (pri-
marily sub-Saharan Africa), focusing on youth sexual and
reproductive health, HIV/AIDS prevention and women’s
empowerment. It currently has projects in Ethiopia, Kenya,
Uganda, Burkina Faso, Nepal, South Africa, Tanzania,
Cambodia and the West Africa region. DSW is also active in
advocacy and communications to secure greater German
and European Union funding for international reproductive
health programs, including reproductive health supplies.

Germany



Development Assistance: 
Policy and Funding

Ireland’s foreign assistance has risen substantially over
the past five years. In 2002, ODA reached US$398 mil-
lion, an increase of more than 25 percent in real terms
from 2001. The country’s ODA/GNI ratio in 2002 was
0.40 percent, on a par with the average DAC country
effort of 0.41 percent. However, Ireland would need to
allocate close to $1 billion annually to reach the
ODA/GNI goal of 0.7 percent. The Irish government says
it remains committed to meeting this goal, despite some
recent weakening of the Irish economy.

Ireland’s ODA is directed toward reduction of poverty
and inequality in least developed countries, and is distin-
guished by its long-standing support for education and
health. Promotion of human rights and gender equity is
also a central element, and Ireland has adopted the
Millennium Development Goals as its guide in such sec-
tors as education, health, agriculture, and water and san-
itation. In addition, cross-sectoral strategies on gender,
governance, HIV/AIDS, and the environment also inform
the country’s overall development efforts. 

More than half of Ireland’s development assistance is
channeled to least developed countries (principally in
sub-Saharan Africa), noteworthy as the highest commit-
ment achieved by any DAC member country.
Development funds are allocated through regional and
local area partnership programs (often involving Irish-
based and recipient-country NGOs), multilateral sector-
wide approaches, and direct government-to-government
budget support.

A number of government bodies are responsible for coor-
dinating the flow of Ireland’s development funds.
Bilateral development programs are implemented by
Development Cooperation Ireland (DCI), which is affiliat-
ed with the Ministry of Foreign Affairs. In addition, as
part of a recent reordering of development strategies, the
Irish government created the Advisory Board of Ireland
Aid (ABIA) to help monitor and evaluate project effec-
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Ireland has become one of the more generous DAC coun-

tries in terms of development assistance relative to wealth.

Population funding has been rising rapidly in recent years,

quadrupling between 1999 and 2002. Resources are heav-

ily weighted toward HIV/AIDS prevention and treatment

interventions, and present a shift from the country’s earlier

focus on maternal and child health and control of infec-

tious diseases. These increases in population assistance

are a positive sign and provide an opportunity for Ireland to

link its growing HIV/AIDS efforts with those in maternal and

child health, particularly in areas where rates of HIV trans-

mission from mother to child are high.

Family planning and other basic reproductive health

services do not figure prominently in Ireland’s current

program expenditures, although clearly acknowledged to

be relevant components of the country’s international

population efforts. The country’s commitment to repro-

ductive health is best confirmed by its steadily rising

contributions to UNFPA, which has occurred in spite of

domestic controversy over reproductive health and rights. 

Ireland commits a relatively large share of its population

assistance bilaterally, but still does not provide much

support to NGOs working in sexual and reproductive

health. In order to increase the effectiveness of its bilat-

eral efforts, Ireland needs to promote greater collabora-

tion with NGOs (both domestic and in partner countries)

and the strengthening of technical expertise within its

bilateral aid agency and the NGO community.



country

tiveness and identify new opportunities for collaboration
with partner countries. A third body, the Development
Education Advisory Committee, provides the Irish public
with information on development efforts. This committee
is worth mentioning, as one of the difficulties faced by
many donor countries is their publics’ lack of awareness
regarding development activities.

The Policy Environment for
International Population Assistance

Recent surveys indicate strong public support for
Ireland’s international development efforts. The wide-
spread concern about HIV/AIDS has generated awareness
about the need to become more active in prevention and
treatment. While the Irish government has traditionally
shied away from supporting international family planning
programs, it has been active in maternal and child health
for many years and has recently increased both its sup-
port for HIV/AIDS and its contributions to UNFPA.

Future policies on population assistance may be affected
by domestic developments. An effort to place further
restrictions on abortion in Ireland (the Protection of
Human Life in Pregnancy Bill) was defeated in 2002 and
suggests that domestic reproductive health policies are
gradually becoming more liberal. If so, advocacy groups
would have more leverage to push for expanding the range
of activities supported by the Irish government overseas.

Trends in Funding for Population
Assistance

Overall Funding Levels
Ireland’s support for population and reproductive health
activities has increased substantially since 1999, from
US$2.7 million to $11.8 million in 2002. By 2002, Ireland
was allocating 2.96 percent of its total ODA budget for
population activities which, while less than the average
DAC country effort of 4.0 percent, represents a dramatical-
ly increased share of resources compared to previous
years. Population assistance relative to the size of the Irish
economy has also become more generous, rising from $54
per million dollars of GNI in 2000 to $119 in 2002 (placing
Ireland eighth among all DAC member countries). 

In 2002, nearly half the population assistance (the share
flowing through multilateral channels) was not classified
by type of activity. Of the 51 percent of Ireland’s popula-
tion assistance that was classified, 85 percent was allo-
cated for HIV/AIDS programs, 9 percent for reproductive
health activities other than family planning, 4 percent for
research, and 2 percent for family planning. As men-

tioned earlier, the resources
flowing to HIV/AIDS efforts
present an opportunity to build
effective links with programs in
reproductive health and mater-
nal health and thus contribute
to a more comprehensive HIV/
AIDS intervention strategy.

Multilateral Funding
Ireland committed 49 percent
of its population funding for
multilateral activities in 2002.
This is a greater share com-
pared to the previous two
years, when just over 30 per-
cent went for multilateral
assistance. The country’s con-
tributions to UNFPA were also expected to increase sig-
nificantly, from $1.7 million  in 2002 to an estimated
$2.9 million in 2003. With respect to HIV/AIDS activi-
ties, the government was an early and consistent sup-
porter of the Global Fund to Fight AIDS, Tuberculosis
and Malaria. It has pledged $33.1 million since 2002
and has paid much of this amount. Ireland also began
making donations to UNAIDS in 1998 and supplied $6.0
million from 1998 through 2003. In addition, it supports
other international HIV/AIDS initiatives, including the
International AIDS Vaccine Initiative and the
International Partnership on Microbicides.

2002 population size: 
3.8 million

Total Official Development
Assistance (ODA), 2002: 
$398 million

ODA as a percentage of GNI, 2002:
0.40%

Total population assistance, 2002:
$11.8 million

Population assistance as
percentage of ODA, 2002: 
2.96%

Population assistance per 
$US million GNI, 2002: 
$119
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data from before 1995 are not comparable to later years.
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Bilateral Funding 
In recent years Ireland has allocated greater resources for
bilateral population assistance. In 2002, bilateral activi-
ties represented 41 percent of overall population assis-
tance, and reached their highest level in dollar terms,
$4.8 million. As mentioned previously, much of Ireland’s
bilateral funding has been allocated for HIV/AIDS pre-
vention and treatment in sub-Saharan Africa. However,
the Irish government has also modestly increased sup-
port for other reproductive health activities, including
limited support for the procurement of contraceptive
commodities in some country programs.

Funding for NGOs
In 2002, NGOs received about one-sixth of Ireland’s total
ODA, a high level compared to most other DAC coun-
tries. The funds go to NGOs such as Action AID Ireland,
Christian Aid Ireland, and Oxfam Ireland. Resource flows
for NGOs working in population and reproductive health
have not been as generous, however. In 2002, Ireland
provided only 10 percent of its total population assis-
tance budget to NGOs, and has yet to make a contribu-
tion to IPPF.

Additional ODA resources are expected for five partici-
pating NGOs through Ireland’s new Multi-Annual
Programme Scheme (MAPS), which is designed to pro-
mote more effective partnerships between the Irish gov-
ernment and civil society. Funding for education, health,
and the environment will be allocated through the MAPS
mechanism, and it is hoped that the NGOs will give
attention to the linking of reproductive health with
HIV/AIDS activities.

Program 
Priorities

Geographic Priorities
Ireland’s ODA has traditionally gone to a limited number
of least developed countries. In 2002, much of it went to
six priority countries in sub-Saharan Africa (Ethiopia,
Lesotho, Mozambique, Tanzania, Uganda, and Zambia)
and East Timor. As of 2001, Ethiopia, Lesotho, and
Mozambique were the leading recipients of Ireland’s health
spending, while Lesotho, Ethiopia, and Uganda received
much of its bilateral HIV/AIDS funding. Some observers
are calling on DCI to increase the number of countries
receiving Irish ODA, despite concerns that this expansion
could dilute the effectiveness of current assistance. 

Areas of Program Emphasis
Much of Ireland’s health funding is directed toward
strengthening primary health care and combating
HIV/AIDS. This strategy, first outlined in 1999, is a joint
effort of DCI and the Irish Advisory Committee and is
reflected in Ireland’s strong support for multilateral
organizations combating HIV/AIDS. Otherwise, Ireland
does not have a formal program of assistance for popula-
tion and reproductive health, and family planning and
other reproductive health efforts do not figure promi-
nently in its bilateral assistance efforts.

Technical 
Capacity

Staffing
DCI continues to face serious human resource con-
straints. In 2003, it had only 143 staff members either in
Dublin or overseas. The organization’s human resource
situation has been described as dependent on a few key
individuals whose departure could seriously compromise
the sustainability of certain operations. In addition, the
professional qualifications of existing staff are not always
adequate for addressing needs in priority technical areas.
For example, DCI has recently been encouraged to
upgrade the capacity of program staff in HIV/AIDS pre-
vention and treatment protocols. An additional concern is
that many senior management positions in DCI are filled
by diplomatic staff from the Department of Foreign
Affairs, a practice that tends to frustrate the promotion of
development specialists within DCI and blur distinctions
between foreign affairs and development. Many DCI tech-
nical specialists also work on short-term contracts (typi-
cally of two-year duration) that compromise the ability to
develop long-term core competencies within DCI. 

Technical Expertise of Collaborating Institutions
The technical capacity of Ireland’s collaborating institu-
tions in reproductive health is difficult to assess, since
few NGOs that receive funding from DCI are active in
reproductive health. The Irish Family Planning
Association, which offers world-class reproductive health
care to Irish women, is active in international advocacy
for reproductive health and human rights, but is not
engaged in delivery of reproductive health services out-
side Ireland. Several Irish-based NGOs are incorporating
HIV/AIDS information and prevention activities into
their field projects (e.g., the Irish chapter of World
Vision), but such efforts, although noteworthy, are usual-
ly not major elements of their field work. 

C
Ireland



Development Assistance: 
Policy and Funding 

Italy emerged as a bilateral donor in the 1980s and has
had a variable record on overseas development assis-
tance ever since, in both volume and policy. Ranked last
among the DAC countries in the late 1970s, Italy
increased its aid levels to reach and surpass the DAC
average of 0.4 percent of GNI by 1986. Unfortunately, the
country did not maintain this trend, and in 1997 aid cuts
resulted in an ODA/GNI ratio of just 0.11 percent. In
2002, the country’s development aid exceeded US$2 bil-
lion (0.16 percent of GNI) for the first time since 1998,
only to decline again in real terms in 2003. At least some
of this variation is due to slow growth in the Italian
economy throughout much of the 1990s and, in 2003, a
slip into recession.

The Minister of Foreign Affairs established poverty allevi-
ation as the main priority of the Italian aid program in
2000, and CIPE (Inter-Ministerial Committee for
Economic Planning) guidelines provide the policy frame-
work for Italian development assistance, including geo-
graphic priorities. Prominent themes include the environ-
ment, population, drug abuse, basic education, women
in development and the fight against HIV/AIDS.

The Directorate-General for Development Cooperation
(DGCS) is responsible for administering bilateral aid
under the direction of the Ministry of Foreign Affairs
(MFA). A major institutional reform proposed in 2000
was intended to strengthen staff capacity and enable the
aid system to manage an increase in ODA, but it was
never voted on by parliament, having died in committee.
Despite this failure, some structural changes were enact-
ed at the Ministry of Foreign Affairs in January 2000,
including the creation of a policy planning unit with a
statistical office. This allows the MFA to better collect,
process and analyze statistical information on Italy’s aid
programs. While the creation of this office was a step in
the right direction, reporting on its development coopera-
tion programs continues to be a challenge for Italy, at
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Italy’s contributions to development assistance,

including its support for sexual and reproductive

health, do not measure up to the size and potential of

Italy’s economy. The country’s population assistance

jumped dramatically in 2000, but did not change

appreciably in either 2001 or 2002, despite a one-

third increase in ODA in real terms between 2001 and

2002. HIV/AIDS now dominates Italy’s population

assistance program, while support for projects

addressing such issues as female genital mutila-

tion/cutting may indicate potential for a more com-

prehensive approach to sexual and reproductive

health. Italy also has the potential to emerge as a

leader in multilateral giving and sector-wide funding

efforts, but little progress can be made without a sig-

nificant increase in official development assistance.

Italy has made only limited progress since PAI’s last

analysis of donor performance (in 1998). With respect

to funding alone, the country would need to increase

its population assistance more than 15 times over

2002 levels to achieve its fair share of ICPD funding

goals for 2005. It should be noted, however, that

Italy’s significant support for the Global Fund to Fight

AIDS, Tuberculosis and Malaria was not reflected in

2002 population assistance figures.



least in part because aid flows
from regional, provincial and
municipal sources, in addition
to the national government. 

Unfortunately, Italian develop-
ment cooperation has suffered
a loss in public trust, due in
large part to corruption in the
awarding of contracts in the
1990s. However, there is strong
support for increasing develop-
ment assistance, particularly
among young people.
Skepticism about the Italian aid
system remains strong, but
increased transparency and

improvements in monitoring and evaluation could help
to restore public trust. Two-thirds of Italians believe that
the UN system is the most efficient institution for deliv-
ering aid, followed by international and national NGOs.

The Policy Environment for
International Population Assistance

Having served briefly as Prime Minister in 1994, Silvio
Berlusconi was re-elected in 2001 following a series of
center-left governments. His coalition government is con-
siderably more conservative and also is expected to be

longer-lived than many predecessor governments, and
could well last the full five-year term. The influence of
the Catholic Church, always strong in Italy, has been
increasing, and recent domestic restrictions on fertility
treatments were passed with support from Catholics
across the political spectrum.

While sexual and reproductive health is mentioned in
Italy’s bilateral cooperation strategy, funding for popula-
tion assistance is quite modest. Efforts have been made
on specific components of the ICPD Programme of
Action, however, and child rights are a top priority for
Italian aid. The country has funded bilateral and multilat-
eral efforts in primary education and in prevention of
trafficking and sexual exploitation of minors and young
women. HIV/AIDS prevention has been part of this effort,
with an emphasis on reaching young girls and adoles-
cents. In addition, programs against female genital muti-
lation/cutting have recently received increased support.

Trends in Funding for 
Population Assistance

Overall Funding Levels 
Incomplete reporting makes it difficult to fully assess
Italy’s funding of sexual and reproductive health activi-
ties. Available data indicate a jump in assistance
between 1999 and 2000, from $10 million to $25 million,
followed by a slight decline to $22.6 million for 2002.
Despite these increases, Italy still has one of the lowest
funding levels in relation to the size of its economy, pro-
viding just $19 in population assistance per million dol-
lars of GNI in 2002. Only Austria, Spain, Portugal and
Greece contribute a smaller proportion of national
income. Italy’s population assistance as a share of total
ODA in 2002 was less than 1 percent, well below the
average DAC country effort of 4 percent. In 2002, 74 per-
cent of Italy’s population funding that flowed through
bilateral, NGO and multi-bilateral channels was reported
by type of activity. Similar to the pattern of recent years,
the bulk of it went to HIV/AIDS activities (82 percent),
followed by basic reproductive health (12 percent) and
family planning (6 percent). 

The Italian development administration appears to have
difficulty in reporting annual population-related spending,
in part because actual disbursements for projects lag far
behind allocations. Furthermore, most of Italy’s popula-
tion-related expenditures are integrated into maternal and
child health projects, emergency/relief programs and
NGO activities, so it is difficult to disaggregate funding
for population activities. Italy’s support for sector-wide
approaches (SWAps) and other funding mechanisms has

2002 population size: 
58.1 million

Total Official Development
Assistance (ODA), 2002: 
$2,332 million

ODA as a percentage of GNI, 2002:
0.20%

Total population assistance, 2002:
$22.6 million

Population assistance as
percentage of ODA, 2002: 
0.97%

Population assistance per 
$US million GNI, 2002: 
$19
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only increased the challenge of reporting population-relat-
ed spending. Italy participated in its first health SWAp in
1997, and has since supported such SWAps in Ethiopia,
Mozambique, Angola, Swaziland, and Zimbabwe.

Multilateral Funding
Roughly two-thirds of Italian population aid is channeled
either multilaterally (26 percent) or through multi-bilateral
arrangements (38 percent). This approach helps situate
Italy as a leading donor of several multilateral agencies
and initiatives, including the European Commission, the
Global Fund to Fight AIDS, Tuberculosis and Malaria and
UNIFEM. While this high percentage is due in large part
to a lack of bilateral capacity, it does give Italy an oppor-
tunity for collaboration and dialogue with the major
international institutions. 

Italy is a far less generous supporter of UNFPA, provid-
ing just $3.0 million in 2002. While this was a welcome
increase over its contributions in the late 1990s, Italy has
not sustained even this modest level of funding. Its con-
tribution dropped 28 percent in Euro terms in 2003,
although changes in exchange rates softened the impact,
for an estimated $2.6 million contribution. It should be
noted, however, that Italy collaborates with UNFPA to
support reproductive health activities in the Middle East
and North Africa, in particular in the Occupied
Palestinian Territories.

With respect to HIV/AIDS activities, Italy has con-
tributed $200 million to the Global Fund and has
pledged an additional $100 million annually for 2003 and
2004. This strong financial support has helped to posi-
tion the country as a leader on the Global Fund’s board.
Italy’s contributions to UNAIDS, however, have been
somewhat more modest: $1.8 million in 2002, placing it
14th among the Joint Programme’s donors.

Bilateral Funding 
The jump in Italy’s overall population assistance is seen
in its bilateral aid, which rose from less than $1 million
annually in the late 1990s to close to $8 million in 2002.
The percentage devoted to bilateral funding also
increased, from 26 percent of overall funding in 1996 to
34 percent in 2002. 

Funding for NGOs
Italy has channeled a declining share—and fewer dollars
—of its population assistance through NGOs since 1998.
In 2002, less than 3 percent of support for sexual and
reproductive health went to NGOs, little more than
$600,000. Italy’s apparent disinterest in funding repro-
ductive health NGOs extends to IPPF, to which Italy has
never contributed. 

Program 
Priorities

Geographic Priorities 
Almost half of Italian bilateral aid distributed in 2000
was for sub-Saharan Africa (45 percent). Other priority
areas included the Middle East and North Africa, Latin
America and the Caribbean, and the Balkans. Priority
countries include those in the greater Horn of Africa—
including Eritrea, Ethiopia, Kenya, Uganda and Sudan—
plus Mozambique, Tunisia, Morocco, and the Occupied
Palestinian Territories. Some of these same countries are
leading recipients of Italy’s population assistance, such
as Ethiopia, Eritrea, and Mozambique, as are Algeria and
Nigeria. While Italy did not supply information on the
ranking of recipient countries, other sources indicate that
these same countries figure prominently in Italy’s sup-
port for sexual and reproductive health, as do Cuba and
several Balkan states.

Areas of Program Emphasis
Poverty reduction and the fight against HIV/AIDS are the
two top priorities of Italian development policy. The lat-
ter priority is strongly reflected in projects Italy supports
in the Balkans, sub-Saharan Africa and the Caribbean
(primarily Cuba). Both priorities could benefit by more
fully incorporating reproductive health into their pro-
gramming, as integrating attention to reproductive health
into HIV/AIDS activities is important in fighting the
spread of the epidemic. In addition, comprehensive
reproductive health care plays a vital role in poverty
reduction. According to existing gender guidelines, Italy
does seek to strengthen women’s role in the political
process, highlight the role of women in poverty reduc-

Italy

Italy still has one 
of the lowest funding

levels in relation 
to the size of its

economy, providing
just $19 in 

population assistance
per million dollars 

of GNI in 2002. 
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tion efforts, and strengthen programs to support repro-
ductive health. Yet it is so far unclear to what extent
these policies have been put into practice, highlighting
the need for ongoing monitoring by advocacy groups of
this and other aspects of Italy’s response to the ICPD.

Emergency humanitarian aid continues to be a strength
of Italy’s development assistance and one area where
reproductive health is supported. Through an agreement
with the Red Cross, the Italian military uses trained
gynecologists and midwives to integrate reproductive
health interventions into its peacekeeping efforts. This is
particularly important for women refugees, who are
often at increased risk of pregnancy and in need of coun-
seling and contraception as well as care in pregnancy
and childbirth.

Technical 
Capacity

External observers perceive little technical depth in
reproductive health and population within Italy’s
Ministry of Foreign Affairs. High turnover and the use of
career diplomats in management positions continue to
challenge staff efficiency and effectiveness. A team at the
DGCS focuses exclusively on HIV/AIDS, but observers

believe greater efforts are needed if this group is to
integrate sexual and reproductive health concerns into 
its work.

Despite its historically limited reliance on Italian NGOs
for population programming, the government has
expanded its support for groups working in this field,
particularly in HIV/AIDS. A recently created network,
the NGO Observatory on HIV/AIDS, brings together
nearly two dozen development NGOs that undertake
HIV/AIDS projects, many of them supported by the
Italian government. The Observatory is actively engaged
with the Foreign Affairs Ministry in order to ensure the
effectiveness of Italian aid in this area. This has included
several missions to evaluate Global Fund initiatives at
the local level. Among the NGOs involved in this effort is
AIDOS (the Italian Association for Women in
Development), which undertakes projects on a range of
sexual and reproductive health issues, bringing to bear a
holistic, integrated approach to its work. AIDOS is active
in the advocacy arena, working to educate policymakers
about the importance of sexual and reproductive health
to overall development. Due to its efforts, an informal
parliamentary support group was established in 2002 to
help influence Italian development policy on reproduc-
tive health and population issues.

D
Italy

Poverty reduction and the fight against
HIV/AIDS are the two top priorities of Italian
development policy. 



Japan’s ODA has fallen substantially in recent years

as a result of the country’s persistent economic down-

turn. Despite this, the country increased its population

assistance to a record high in 2002. Much of this

increased funding was allocated to NGO programs,

which signals Japan’s growing resolve to collaborate

with NGOs and civil society organizations working in

international reproductive health. This growing sup-

port for NGOs may have come at the expense of the

country’s long tradition of support for multilateral

organizations. After being UNFPA’s largest contributor

during much of the 1990s, Japan has begun to falter

in its annual contributions and is now the second

largest donor after the Netherlands. It is still the

largest donor to IPPF, but its contributions to the

Federation have also declined since the 1990s. 

Japan remains a strong supporter of the ICPD

Programme of Action and is concerned by signs that

family planning and reproductive health may be slip-

ping as program priorities within the international

community. The Japanese government continues to

direct most of its population resources to basic repro-

ductive health (which often includes family planning

services) rather than HIV/AIDS, although the share of

funding allocated for HIV/AIDS is expected to rise sub-

stantially in the near future. Given the government’s

strong backing of ICPD, it is hoped that future

increases in funding for HIV/AIDS activities will be

linked with its support for basic reproductive health.

Japan’s near-doubling of assistance in 2002 represents a

positive sign for the future, but the country still falls far short

of meeting its fair share of ICPD spending goals. Given the

large size of its economy, Japan would need to increase its

2002 funding nearly seven times by 2005, to more than $1

billion, to fulfill its fair share as a donor.

Development Assistance: 
Policy and Funding

Japan is no longer the world’s largest development
donor. Between 2000 and 2002, the country’s ODA tum-
bled from US$13.5 billion to $9.3 billion, a decline of
more than 28 percent in real terms, while its ODA/GNI
ratio fell to 0.23 percent in 2002. Much of this can be
attributed to across-the-board reductions in government
spending because of the country’s decade-long economic
recession. 

Despite this erosion in ODA, Japan committed substan-
tial resources to combating the Asian economic crisis of
the late 1990s, supplying $44 billion in 1997 to the
International Monetary Fund (IMF), the Association of
Southeast Asian Nations (ASEAN), and national financial
reform activities. It also contributed an additional $33
billion through Miyazawa Initiatives to help stabilize the
currencies of many Southeast Asian nations, and provid-
ed additional help to vulnerable groups most severely
affected by the Asian economic downturn. 

Today, the Japanese Ministry of Foreign Affairs (MOFA)
sees the attainment of the UN’s Millennium
Development Goals as the primary objective of Japan’s
foreign assistance. This new orientation places greater
importance on human-centered social development pro-
grams and is reflected in Japan’s recently revised ODA
charter, which gives priority to poverty reduction; pro-
motion of sustainable economic growth; addressing envi-
ronmental and social development issues; and peace-
building. These concerns are echoed in the country’s
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championing of untied aid and
generosity with regard to debt
relief in many developing
countries. Japan also gives
considerable weight to capacity
building through investment in
human resources and infra-
structure. One aspect of this
type of investment is the num-
ber of foreign students support-
ed for graduate degrees at
Japanese universities.

Even with this reorientation
toward investment in human
resources, Japanese aid officials
sometimes express frustration

that their country is not always given sufficient credit for
its considerable financial and technical contributions to
global development. Japan’s reputation is that it concen-
trates on the “hard side” of infrastructure investment
rather than the “soft side” of social development, an
emphasis that stems from its own postwar reconstruction
experience and the sheer size of its ODA budget.

Japan’s ODA is administered through MOFA, the
Ministry of Finance (MOF), and the Ministry of
Economy, Trade and Industry (METI). Overall policy and
financial coordination are jointly managed by MOFA and
MOF, which coordinate all Japanese ODA going to the
World Bank and other regional development banks,
while the Ministry of Foreign Affairs is the primary coor-
dinating body for all Japanese assistance. The Japan
International Cooperation Agency (JICA) is responsible
for technical cooperation, with final authority on pro-
gram strategies and project selection falling to MOFA.
JICA has recently been reorganized to have more inde-
pendence and autonomy, but overall program direction
will still be approved by MOFA. 

With respect to policies concerning how funds are allo-
cated, much of Japan’s bilateral foreign assistance to
developing countries operates on a “request basis,” and
projects are designed and implemented with local part-
ners as much as possible. Japan also gives great atten-
tion to countries’ absorptive capacity when deciding on
program allocations, and tries to enhance institutional
capacity through training, infrastructure strengthening,
and transfer of technology and knowledge.

Japan is not currently participating in sector-wide (“bas-
ket”) funding mechanisms, although it has provided
public-sector budget support to developing countries in
the past. The issue of whether future ODA should co-
mingle with other donor resources in sector-wide
approaches (SWAps) is under review at MOFA. Given the
requirements of Japan’s financial reporting systems and
difficulty in committing to multi-year funding cycles,
SWAp programs are not always practical. 

The Policy Environment for
International Population Assistance

Japanese development assistance declined during the
1990s as economic conditions became more difficult at
home. The general public increasingly wants domestic
problems to be dealt with first, before the needs of
developing countries. This sentiment appears stronger
among young people, suggesting that the government
needs to do more to inform the public about the objec-
tives and merits of its international development efforts.

Generally, the Japanese public shows broad agreement that
progress in family planning and population will require
greater efforts to promote overall social development, in
particular girls’ education. The concept of reproductive
health is not well understood by the public, however, as
the term cannot be translated easily into Japanese, com-
pared to the more familiar concept of family planning.
Opinion polls have found low awareness of the reproduc-
tive health concept (although it is unclear whether this
response is unusual compared to other countries).

Issues of faraway countries with high fertility and rapid
population growth also can seem remote for a country
with low fertility and a rapidly aging population.
Japanese officials note that Japan’s demographic transi-
tion to low fertility and mortality occurred without
organized national family planning programs or interna-
tional technical collaboration, which gives rise to the
question of why other countries cannot take inspiration
from this model.

Nonetheless, Japan continues to support the goals of the
ICPD Programme of Action and, indeed, some officials
have expressed dismay that reproductive health and fam-
ily planning are not explicitly part of the UN’s
Millennium Development Goals. They fear that the Cairo
agenda may have lost some of its immediacy, and point

2002 population size: 
127.4 million

Total Official Development
Assistance (ODA), 2002: 
$9,283 million

ODA as a percentage of GNI, 2002:
0.23%

Total population assistance, 2002:
$180.2 million

Population assistance as
percentage of ODA, 2002: 
1.94%

Population assistance per 
$US million GNI, 2002: 
$44 
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relatively small share of Japan’s overall ODA.
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out that many elements of the Programme of Action
remain critical development priorities.

Trends in Funding for 
Population Assistance

Overall Funding Levels
As mentioned above, despite recent cutbacks in Japan’s
ODA budget, support for international population and
reproductive health programs actually rose: going from
$130.7 million in 2000 to $180.2 million in 2002. This is
a record for Japan’s population assistance and compares
well with reported annual outlays of less than $100 mil-
lion throughout most of the 1990s. 

While these recent gains are impressive, population
assistance still represents a relatively small share of
Japan’s overall ODA. In 2002, population funding
amounted to just 1.9 percent of total ODA—again, an
improvement over earlier levels—but not comparable to
such countries as the United States (7.3 percent),
Finland (5.3 percent), and the Netherlands (4.9 percent).
Japan’s support for population programs is also under-
whelming when measured against the size of its econo-
my. In 2002, its population assistance was $44 per mil-
lion of GNI. Only Italy, Austria, Spain, Portugal, and
Greece committed fewer resources to this area in relation
to the size of their economies. 

Much of Japan’s population assistance is provided
through multilateral organizations, and thus is not iden-
tified by type of activity. The one-third that is reported
by activity suggests that Japan is placing considerable
emphasis on basic reproductive health programs and
HIV/AIDS. In 2002, family planning received 5 percent of
Japan’s allocable resources, other reproductive health
programs 71 percent, HIV/AIDS programs 23 percent,
and research 1 percent.

As for the future, it remains to be seen whether Japan’s
international population funding will continue to rise,
given the continuing economic recession and downward
pressure on ODA budgets. New commitments to provide
money for rebuilding Iraq may also compromise resources
for health and social development in other regions. 

Multilateral Funding
In 2002, 34 percent of Japan’s population funding went
to multilateral organizations, and an additional 4 percent
was supplied through multi-bilateral mechanisms.
UNFPA was the largest recipient of Japan’s multilateral
funding. In 2002, Japan contributed $39.5 million to
UNFPA (16.2 percent of the organization’s total budget)
and was UNFPA’s second largest supporter after the
Netherlands. However, Japan’s level of support in 2002

was considerably below its 2000 contribution of $49.7
million. Japan’s annual UNFPA contribution has not
recovered to earlier peak levels, remaining at $39.5 mil-
lion in 2003.

Japan has been a major contributor to the Global Fund
to Fight AIDS, Tuberculosis and Malaria since its incep-
tion in 2002. It pledged $259.9 million between 2002 and
2004, including a supplemental authorization of $40 mil-
lion in 2004 announced in December 2003 by Prime
Minister Junichiro Koizumi. In addition, the Japanese
government has been the seventh largest contributor to
UNAIDS since 1995, although its support declined from
$5.6 million in 2002 to $4.8 million in 2003. Japan was
also instrumental in giving HIV/AIDS and other infec-
tious diseases priority attention at the G8 Kyushu-
Okinawa Summit in July 2000. 

Multi-bilateral funding mechanisms are also becoming a
more common feature of Japanese population assistance.
Between 1994 and 2001, JICA worked with UNFPA in 19
countries to support provision of reproductive health
services, including the supply of essential equipment and
supplies. This was notable in that it was the first time
Japanese ODA was used to procure supplies, including
contraceptives, as Japanese regulations had previously
not allowed ODA resources to be used for this purpose.

Bilateral Funding
In 2002, 28 percent of Japan’s population funding was
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delivered directly through JICA. Given the increase in
overall population assistance, this larger share meant
more than a doubling of funds, to more than $50 million.

During the 1990s, the Global Issues Initiative in
Population and HIV/AIDS (GII) was the centerpiece of
Japan’s population assistance. The GII grew out of the
US-Japan Common Agenda for Cooperation in Global
Perspective, which sought to coordinate objectives and
pool resources to address priority development issues
from 1993 to 2000.  It committed a total of $3 billion to
developing country programs between 1994 and 2000
and gave direct and indirect support for population activ-
ities like family planning, maternal and child health care,
primary health care, education (both primary and voca-
tional), the provision of HIV/AIDS testing equipment,
and HIV/AIDS surveillance research. The main GII objec-
tive was to develop more comprehensive programming
and improve coordination of grant aid, including JICA’s
partnerships with other donors. Much grant aid, includ-
ing JICA’s GII funding, went for materials and equip-
ment, including contraceptive supplies, and 16 priority
countries—primarily in Asia and sub-Saharan Africa—
received population assistance through GII. JICA and
USAID recently signed a new follow-on US-Japan
Partnership in International Health, but it is not yet clear
what this new partnership will entail, which organiza-
tions will participate, or how it will be implemented.

The GII has also been followed by the Okinawa
Infectious Disease Initiative (IDI) that focuses on
HIV/AIDS, malaria, and tuberculosis. A new Hashimoto
initiative on parasitic disease is also being pursued.
These new programs respond to newly emerging global
health needs, but some activists are concerned that the
recast agenda may demote reproductive health and fam-
ily planning as a program priority. 

Funding for NGOs
Through most of the 1990s, the bulk of Japan’s popula-
tion assistance directed to NGOs went to IPPF. This pat-
tern began changing in 2000, when support for NGOs

more than doubled. In 2002, NGOs received 34 percent,
or more than $60 million, for sexual and reproductive
health activities, although this figure may also reflect
how Japan’s contributions to the Global Fund were
recorded. Even so, the general trend indicates Japan’s
growing openness to supporting NGOs, particularly for-
eign-based groups, although NGOs registered in Japan
also are increasingly encouraged to submit funding pro-
posals to JICA.

Japan continues to be the world’s largest contributor to
IPPF. In 2002 it provided $14.7 million through a direct
government grant and another $1 million through the
Japan Trust Fund, providing in total 16.8 percent of
IPPF’s overall budget. However, despite being the
Federation’s leading contributor, Japan’s contributions
actually fell from $19.2 million in 2001 to $15.7 million
in 2002, and the level of recent years is also substantial-
ly below that achieved during the 1990s. 

Program 
Priorities

Geographic Priorities
Japan’s ODA is directed primarily to countries in Asia,
with China, Indonesia, and Thailand the largest recipi-
ents in 2001. In the health sector, Japan’s bilateral pro-
grams support family planning and health in
Bangladesh, Jordan, Laos, and Vietnam; maternal and
child health services in Brazil, Indonesia and Mongolia;
offer HIV/AIDS diagnosis and treatment in Kenya,
Mexico, and Vietnam; and help control infectious disease
in Tanzania, Thailand, and Turkey. More Japanese help
for sub-Saharan Africa now appears likely, in response to
the devastating impact of the HIV/AIDS pandemic. 

Areas of Program Emphasis
Japan has provided assistance for international family
planning programs since 1969. The country’s internation-
al cooperation in population has traditionally empha-
sized family planning education and services as well as

B
The government has voiced strong support 
for the ICPD Programme of Action and has
made noteworthy efforts to incorporate elements
of the Cairo agenda into a more “comprehensive”
approach to reproductive health programming.
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maternal health and child survival. The government has
voiced strong support for the ICPD Programme of Action
and has made noteworthy efforts to incorporate elements
of the Cairo agenda into a more “comprehensive”
approach to reproductive health programming. While
officials emphasize that Japan remains committed to
population assistance, how exactly this will play out in
the future is a little unclear, as family planning and
reproductive heath are subsumed under maternal and
child health efforts.

Some insight into the direction of Japan’s population
assistance can be gained from JICA’s new reproductive
health strategy paper that outlines future reproductive
health needs and sets program priorities. The report,
entitled Approaches for Systematic Planning of
Development Projects (Reproductive Health), identifies
family planning, safe motherhood, and adolescent servic-
es as key components of JICA’s future reproductive
health assistance. Priority regions will be sub-Saharan
Africa, the Middle East, and South Asia. It also recom-
mends a combination of strategies for future reproduc-
tive health assistance, including comprehensive problem
identification, long-term development of program capaci-
ty, gender analysis in planning, advocacy to promote
sound program design in recipient countries, and the
greater use of multi-sector approaches. The report also
states that Japan’s future ODA allocations will likely give
greater attention to HIV/AIDS and the control of infec-
tious and parasitic diseases.

Technical 
Capacity

Staffing
Japan’s foreign assistance programs tend to be under-
staffed in comparison with other DAC countries. JICA
has few technical specialists in population and reproduc-
tive health. Instead, it relies for technical support on out-
side organizations such as the Japanese Organization for
International Cooperation in Family Planning (JOICFP),
the oldest NGO in this field, and the International
Medical Center of Japan (IMCJ). JICA has traditionally
coordinated the supply of technical assistance, but it has
not been in a position to supply such services directly.
The lack of sufficient technical support personnel in
JICA’s overseas missions is a particular problem, espe-
cially with recent efforts to decentralize more manage-
ment to the field. As a result, program evaluation is a
continuing challenge.

Technical Expertise of Collaborating Institutions
JOICFP is the principal collaborating institution support-
ing JICA’s population and reproductive health program.

JOICFP in turn supports a network of overseas NGOs
that undertake advocacy and program activities. The
organization sees implementation of the Cairo
Programme of Action as central to its mission. Its main
activities include direct project support; advocacy cam-
paigns to promote reproductive health programs among
Japanese policymakers and the general public; and
human resource development. JOICFP programs range
from advocacy and educational activities to reproductive
and child health service delivery. 

In recent years, JOICFP has collaborated in implementing
adolescent sexuality and reproductive health projects in
several South and Southeast Asian countries in the Asia-
Pacific region. JOICFP also served as the first secretariat
of the Asia-Pacific Alliance, a network of NGOs, donor
agencies and foundations dedicated to increasing support
for the ICPD Programme of Action and the Millennium
Development Goals.

While JOICFP provides world-class technical assistance in
population and reproductive health advocacy, training,
and service provision, other NGOs (both domestic and
recipient-country) have broad scope to participate in
Japan’s development programs. Certainly, greater invest-
ment in host country NGOs will be necessary in order to
strengthen south-to-south collaboration. The recent jump
in Japan’s population assistance suggests that the country
will require a wider range of technical specializations in
the future, highlighting the need for adequate resources
focused on capacity building for the NGO community.

In addition to their role as a source of technical expertise,
a number of Japanese NGOs are active in the policy arena.
The Japan Parliamentarians Federation for Population
(JPFP), established in 1974 by former Prime Minister
Nobusuke Kishi, provides as important forum for discus-
sion of population and development issues. JPFP has
around 140 members in the two houses of Japan’s
Parliament on various sub-committees dealing with inter-
national cooperation. In addition to better informing
Japanese parliamentarians about global development
needs, JPFP has been instrumental in securing ODA
resources for JICA’s family planning and reproductive
health programs and annual contributions to IPPF and
UNFPA. The Asian Population and Development
Association (APDA) operates as the secretariat of the JPFP.

Also active on policy issues is NPO 2050. Established in
1994, this organization works to raise awareness among
the public and policymakers of population and environ-
ment issues, and seeks to mobilize resources for pro-
grams to improve the socio-economic status of women,
in particular education, micro-enterprise, and reproduc-
tive health care.

Japan



Development Assistance: 
Policy and Funding

A small donor in absolute terms, Luxembourg has
become one of the more generous providers of foreign
assistance relative to national income. Its official devel-
opment assistance has risen by 18 percent since 1995,
reaching US$147 million in 2002. In the same year,
Luxembourg’s ODA/GNI ratio stood at 0.77 percent.
Only Denmark, Norway, and the Netherlands can claim
to be more charitable relative to the size of their
economies. The country intends to increase its develop-
ment spending to 1 percent of GNI in future years, a
commitment reaffirmed by the government elected in
June 2004.

The main goal of Luxembourg’s foreign aid is to reduce
poverty in the world’s least-developed countries. It
emphasizes a limited number of development sectors—
health, education, water and sanitation—while identify-
ing gender and HIV/AIDS as crosscutting priorities. As of
2002, 43 percent of Luxembourg’s ODA was allocated to
10 of the world’s poorest countries, and 82 percent was
spent on the sectors identified above.

The Ministry of Foreign Affairs and Immigration (MAE)
coordinates Luxembourg’s foreign assistance programs,
while Lux-Development (a non-profit private company
owned by the government, in partnership with profes-
sional associations and private-sector organizations)
implements almost all of the country’s bilateral aid. This
unusual arrangement was adopted in order to allow Lux-
Development more autonomy in its operations and
greater flexibility in its management.

The Policy Environment for 
International Population Assistance

While Luxembourg’s international development assis-
tance has wide public support, it is not clear whether aid
for population activities is accorded similar enthusiasm.
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Luxembourg

Luxembourg is becoming a more important donor in

sexual and reproductive health, relative to the size of its

economy, and its population assistance increased nearly

seven-fold between 1996 and 2002. Much of this sup-

port went to HIV/AIDS programs in sub-Saharan Africa

which, combined with its contributions to the Global

Fund to Fight AIDS, Tuberculosis and Malaria, illustrates

the priority Luxembourg assigns to fighting the pan-

demic. The country’s modest bilateral funding for other

aspects of sexual and reproductive health is comple-

mented by its increasingly consistent support for UNFPA.

While Luxembourg supports the ICPD Programme of

Action and has taken steps to incorporate gender equal-

ity and human rights in its development activities, it

still lacks a formal policy on sexual and reproductive

health. Developing such a strategy should be an impor-

tant priority, given the increase in Luxembourg’s popula-

tion assistance and the share of the country’s resources

allocated through bilateral and NGO channels.

Furthermore, ensuring that basic reproductive health

services are linked to HIV/AIDS programs will allow the

country to both maintain its support for HIV/AIDS, and

also address the importance of comprehensive sexual

and reproductive health services. Such services are vital

in maintaining the health of a population and in stem-

ming the tide of HIV/AIDS.



At the policy level, however, Luxembourg appears
increasingly willing to take on these issues, as seen in
support for UNFPA in the wake of a U.S. decision to stop
funding the organization in 2002.

Elections held in June 2004 appear unlikely to affect
Luxembourg’s current policy direction, whether on
development cooperation policy generally or with respect
to population assistance. To date, however, Luxembourg
does not have a fully developed strategy for its funding
of reproductive health or HIV/AIDS activities.

Trends in Funding for 
Population Assistance

Overall Funding Levels
Luxembourg made impressive strides in support for
sexual and reproductive health activities during the
1990s. Population assistance rose from little more than
$100,000 in 1994 to $10.7 million in 2000. But in the
following two years, assistance was significantly lower
at $5.6 million in 2001 (4 percent of total ODA) and $7.5
million in 2002 (5 percent). It is not clear whether these
declines reflect a shift in priorities or project cycle varia-
tions.

Still, Luxembourg remains the world’s fourth most gen-
erous donor for population programs in terms of its level
of economic activity. In 2002, it contributed $391 per
million dollars of GNI. Only Denmark, Norway, and the
Netherlands had a more impressive record in that year.
Luxembourg’s population assistance was heavily weight-
ed toward HIV/AIDS activities. Of the 57 percent of the
2002 population budget reported by type of activity, 79
percent was allocated to HIV/AIDS, 11 percent to family
planning, and 10 percent to other reproductive health
interventions. 

Multilateral Funding
Luxembourg provided 18 percent of its population assis-
tance through multilateral channels in 2002. While the
country historically has not been a major contributor to
UNFPA, it has increased its annual contributions, from half
a million dollars in 2002 to an estimated $821,000 in 2003.
In 2004, Luxembourg signed a multi-year funding agreement
with UNFPA as a sign of its ongoing support for the organi-
zation. Multilateral organizations combating HIV/AIDS have
also benefited: Luxembourg has donated $4.5 million to the
Global Fund to Fight AIDS, Tuberculosis and Malaria since
2002, and $3.4 million to UNAIDS between 1995 and 2003.
Given the small size of Luxembourg’s economy, these are
generous levels of support. 

Bilateral Funding 
Luxembourg allocated 42 per-
cent of its population assis-
tance through its bilateral aid
program in 2002. While lower
than in 2000 and 2001, the
government appears committed
to increasing its bilateral pro-
grams over the longer term. It
is also making greater use of
multi-bilateral arrangements
that allow the country’s
resources to be merged with
the funds of other donors and
multilateral organizations for
specific projects. Eleven per-
cent of its population resources
moved through multi-bilateral channels in 2002.

Funding for NGOs
The government has a long history of collaborating with
NGOs in partner countries, but its funding levels for
NGOs in reproductive health have been highly variable
from year to year, whether due to project cycles or incon-
sistent reporting. For example, in 1996, 24 percent of the
country’s population assistance flowed through NGOs,
only to fall below 6 percent in 2000. In 2002, NGOs
received record funding of more than $2 million, which

2002 population size: 
0.5 million

Total Official Development
Assistance (ODA), 2002: 
$147 million

ODA as a percentage of GNI, 2002:
0.77%

Total population assistance, 2002:
$7.5 million

Population assistance as
percentage of ODA, 2002: 
5.07%

Population assistance per 
$US million GNI, 2002: 
$391
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represented more than a quarter of total population assis-
tance. Luxembourg does not contribute to IPPF, however.

Program 
Priorities

Geographic Priorities
Luxembourg’s ODA is largely dedicated to 10 partner
countries and its population assistance is concentrated in
these same countries (both bilateral resources and multi-
lateral projects implemented by UNFPA). These countries
are Burkina Faso, Cape Verde, El Salvador, Laos, Mali,
Namibia, Nicaragua, Niger, Senegal and Vietnam. In
recent years, it has also begun to provide funding for
HIV/AIDS programs in other sub-Saharan African coun-
tries, such as Rwanda.

Areas of Program Emphasis
In 2002, spending on health and social services repre-
sented about 30 percent of Luxembourg’s bilateral proj-
ect assistance. Health projects included HIV/AIDS pre-
vention (mainly in sub-Saharan Africa and Vietnam), pri-
mary health care, health facility infrastructure, and
water/sanitation. Family planning or other reproductive
health activities were addressed in Luxembourg’s bilater-
al aid, although resources for these areas were small
compared to the rapidly expanding budgets for
HIV/AIDS programming. 

Luxembourg is among the sponors of the ESTHER initia-
tive (from the French, “Ensemble pour une Solidarité
Thérapeutique Hospitalière en Réseau contre le SIDA”).
Begun in 2002 by France, Italy, Luxembourg and Spain,
ESTHER involves some 60 hospitals in these four coun-
tries working in collaboration with hospitals in 22 devel-
oping countries in Africa, Asia and Latin America. The
initiative is based on the idea that concrete partnerships
between Northern and Southern hospitals will allow for

a more effective exchange of technical and material
assistance in support of comprehensive AIDS treatment
programs for larger numbers of people.

Currently, Luxembourg supports the ESTHER initiative in
Rwanda, “twinning” two of its hospitals with two in
Rwanda, one of which faces a 70 percent HIV prevalence
rate among hospitalized patients. In March 2004, Germany,
Austria, Belgium and Portugal joined the initiative.

Technical 
Capacity

With the rapid expansion of Luxembourg’s ODA in
recent years comes concern that technical staff may be
insufficient to effectively design and manage the coun-
try’s bilateral aid program. Lux-Development has dou-
bled its permanent professional staff at headquarters to
more than 50 over the past two years, while another 100
expatriate and consultant personnel are also involved
with administering its portfolio of development projects.

Close to 80 Luxembourg NGOs are engaged with the
government on development policy and programmatic
issues, of which more than a dozen have long-term
“framework” funding agreements with the Ministry of
Foreign Affairs. Currently, for example, the Ministry of
Foreign Affairs has two multi-year framework agreements
with the Luxembourg section of Médecins sans
Frontières that includes support for an integrated
HIV/AIDS program in Mozambique. Co-financing agree-
ments and project support are other mechanisms
through which the government funds NGOs. Government
funding for Luxembourg NGOs working in sexual and
reproductive health is limited, however, except with
regards to HIV/AIDS, most likely due to the small num-
ber of NGOs in the field and their limited ability to
undertake activities overseas. 

A-
Luxembourg

Luxembourg remains the world’s fourth 
most generous donor for population programs
in terms of its level of economic activity. 



However, concern is growing that sexual and reproductive

health may be receiving less attention in the Dutch for-

eign aid program. As the government increases support

for sector-wide approaches and “basket-funding” mech-

anisms, it may become more difficult to direct resources

to reproductive health activities. The continuing effort to

decentralize much development assistance to embassies

may also make coordinated reproductive health pro-

grams more difficult, while development “theme experts”

now assigned to embassies may not always have suffi-

cient technical backgrounds in reproductive health and

HIV/AIDS. 

Development Assistance: 
Policy and Funding

The Netherlands continues to be one of the world’s
most generous donor countries relative to the size of
its economy. In 2002, it contributed US$3.3 billion in
ODA, or 0.81 percent of GNI (second only to
Denmark) and has remained close to that percentage
for much of the past decade. 

Dutch assistance currently places great reliance on
sector-wide approaches, which allow recipient coun-
tries to choose the form in which to receive aid and
to take greater responsibility for executing their own
programs. The government has reduced the number
of recipient countries in recent years so that
resources can be concentrated for greater effective-
ness, and has also reduced its focus to fewer sectors.
The Netherlands no longer wants to finance a large
number of small stand-alone projects.

The Ministry of Foreign Affairs (MFA) coordinates
Dutch foreign assistance. Within the MFA, the
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A
The Netherlands

The Netherlands has been a generous contributor to

international reproductive health programs in the

years since the ICPD, and its annual population assis-

tance roughly doubled between 1995 and 2002. The

Netherlands also has the distinction of being UNFPA’s

largest financial supporter, providing slightly more

than 20 percent of the agency’s budget in 2003. It has

greatly increased its funding for HIV/AIDS programs

over the past decade, but has made efforts to inte-

grate its reproductive health and HIV/AIDS activities,

rather than encouraging the formation of separate

programs. This desire for integration ensures that in

rising to the challenge posed by HIV/AIDS, sexual and

reproductive health services—so essential to the

health needs of a population and a necessary part of

HIV/AIDS prevention—are not forgotten.

In addition to providing resources for basic reproduc-

tive health services (including family planning) and

supplies, the Netherlands has taken the lead in sup-

porting activities that other donors have been slow or

reluctant to fund, including post-abortion care and

programs for adolescents. The country has also been

at the forefront of efforts to integrate sexuality, repro-

ductive rights and gender equity into population

assistance. Gender is a crosscutting issue throughout

Dutch development cooperation. 

Political and public support for international popula-

tion assistance remains strong in the Netherlands.



Department of Social and
Institutional Development
(DSI) is responsible for imple-
menting sexual and reproduc-
tive health programs, while the
Minister for Development
Cooperation is responsible for
ensuring that foreign assistance
funds are spent as specified in
the budget and that program
strategies are compatible with
the overarching goal of reduc-
ing poverty.

Development cooperation poli-
cies are also guided by the
Coalition Agreement of the

1998 Dutch government, which highlights sustainable
development and preservation of the environment as pri-
ority objectives. In keeping with this policy guidance,
health has been selected as a priority area in 12 coun-
tries, while other sectors receiving attention are educa-
tion, water and sanitation, rural development, and small
enterprise development. When selecting countries to
receive assistance, extreme poverty is the most important
Dutch criterion. Other criteria include sound socio-eco-
nomic policies, good governance, and adherence to
human rights. 

The Policy Environment for
International Population Assistance

The Netherlands still ranks as one of the most generous
supporters of international reproductive health programs
and the ICPD Programme of Action. Dutch leadership in
international population assistance is still strongly sup-
ported by the Dutch public, and no lessening is evident
in the country’s resolve to remain engaged international-
ly. However, policy decisions since 2002 by the new
Christian Democrat-led government suggest some weak-
ening in the country’s long-standing progressive
approach to sexuality and reproductive health issues.
Since 2004, Dutch women above the age of 21 have had
to pay for contraception, leading to worries that the

country’s increasing abortion and adolescent pregnancy
rates may continue upward, especially among poor and
minority women. 

In mid-2004, the Netherlands assumed the presidency of
the European Union with the intention of using its six-
month term to highlight the importance of sexual and
reproductive health and rights in the context of develop-
ment assistance. This kind of activism in support of these
issues is important given the expansion of the EU to 25
countries earlier in the year and coming changes in the
organization and leadership of the European Commission.

Trends in Funding for 
Population Assistance

Overall Funding Levels
Total population assistance from the Netherlands has
increased dramatically since the 1994 ICPD, rising from
$43.8 million in 1994 to $164.3 million in 2002. However,
substantial annual fluctuations have occurred that may
partly reflect yearly shifts in ODA, changes in the methodol-
ogy used to tally resource flows, and altered project funding
requirements. In 2002, the Netherlands allocated 4.9 per-
cent of its total ODA to reproductive health and population
programs, the fourth highest allocation after the United
States (7.3 percent), Finland (5.3 percent), and
Luxembourg (5.1 percent). The Netherlands ranked third
among all DAC countries in terms of population funding
relative to wealth, contributing $399 per million dollars of
GNI. Only Denmark and Norway were more generous. It
should be noted that the Netherlands has recently signaled
it will not be overly concerned with achieving quantitative
goals for its population assistance in future years, but will
instead focus more on the effectiveness of its programs. 

In 2002, the 66 percent of Dutch population assistance that
was channeled through multilateral and NGO organizations
was not broken down by type of activity. It is therefore not
possible to give a full accounting of the population program
areas Dutch aid supports. Of the resources that can be
tracked, 56 percent supported HIV/AIDS programs, 41 per-
cent went to reproductive health activities other than family
planning, 2 percent went for family planning, and 1 percent
for research. Like many European donors, the Netherlands

2002 population size: 
16.1 million

Total Official Development
Assistance (ODA), 2002: 
$3,338 million

ODA as a percentage of GNI, 2002:
0.81%

Total population assistance, 2002:
$164.3 million

Population assistance as
percentage of ODA, 2002: 
4.68%

Population assistance per 
$US million GNI, 2002: 
$399
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Total population assistance from the 
Netherlands has increased dramatically since 
the 1994 ICPD, rising from $43.8 million in 
1994 to $164.3 million in 2002.
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appears to be providing fewer resources for family planning
than in previous years, although this apparent cutback may
be due in part to the increasingly integrated nature of some
reproductive health services and confusion on how to
report these new program structures. 

Multilateral Funding
In both 2001 and 2002, the Netherlands channeled more
than $100 million of population assistance to multilateral
organizations, the highest level of assistance among all the
DAC donor countries, and equal to 61 percent of the coun-
try’s population assistance in 2002. UNFPA is the single
largest recipient of Dutch multilateral population assistance.
In recent years, the Netherlands has been the leading con-
tributor to UNFPA, providing $57.1 million in 2002 and an
estimated $66 million in 2003. The Dutch government has
also supported UNFPA’s procurement of contraceptives and
condoms, most notably in 2000, when it gave more than
$40 million for this purpose. Dutch support for reproductive
health is also demonstrated by contributions totaling more
than $7 million (from 2000 through 2003) to the World
Health Organization’s special program of research on
human reproduction.

The country is also a major supporter of multilateral efforts
to stem the global HIV/AIDS epidemic. The Netherlands is a
generous supporter of the Global Fund to Fight AIDS,
Tuberculosis and Malaria: it has pledged $159.5 million to
the Fund since 2001 and plans greater support in 2004 and
2005. The Netherlands has been the second largest contribu-
tor to UNAIDS since 1995, donating $114.9 million from 1995
through 2003. That is just below the amount the United
States provided over the same period ($129.4 million). Given
the much smaller size of the Dutch economy, the country
has been far more generous than the United States. 

The Netherlands has taken steps in recent years to reduce
the number of multilateral organizations it supports. This
led to the temporary suspension of funding for the United
Nations Fund for Women (UNIFEM), which some inter-
preted as a signal that the Dutch government had demoted
the status of women as a priority issue. However, the offi-
cial Dutch position is that gender issues should be incorpo-
rated in all UN development agency activities, and that its
short-term budget adjustments do not entail any lessening
of its longstanding support for women’s welfare and
human rights. 

Bilateral Funding and Funding for NGOs
Since 1995, the Netherlands has never allocated much more
than one-third of its population assistance bilaterally. In
2002, 34 percent was bilateral, but as with the country’s
total population resource flows, year-to-year variation has
been considerable. 

Since 1997, the Netherlands has been reducing support for
NGOs working in population and reproductive health. In
that year, 24 percent of all Dutch population assistance was
contributed to NGOs. By 2002, the NGO share had fallen to
less than 5 percent. Despite this, Dutch yearly contributions
to IPPF rose by roughly 50 percent between 1998 and 2002,
reaching $6.5 million in 2002. However, recent evidence
suggests that this funding level was not sustained in 2004,
and that IPPF will no longer be funded from the Dutch
multilateral account but from the “thematic co-financing
allocation” for NGOs. 

Program 
Priorities

Geographic Priorities
Dutch bilateral funding for health is now concentrated in
12 “structural development” countries. Reproductive
health is given special attention in Burkina Faso, Mali,
Nicaragua, and Egypt, while HIV/AIDS activities feature
prominently in Ghana, Mozambique, Tanzania, and
Zambia. The Netherlands has been curtailing long-term
bilateral aid to several countries where it has historic
ties, including aid in reproductive health. For example,
the country no longer provides bilateral population assis-
tance to Indonesia, has scaled back its commitments in
South Africa, and will soon close its bilateral aid pro-
gram in India altogether. 

The Netherlands
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Because the definition of population assistance was broadened, 
data from before 1995 are not comparable to later years.
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NB: Expenditures for the Netherlands in 1996 do not include contributions to national NGOs that 
receive core funding for development activities or payment to experts working in the field of 
population activities overseas.

Source: UNFPA. 2004. Financial Resource Flows for Population Activities in 2002. New York: UNFPA.
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Areas of Program Emphasis
The main program priorities for the Netherlands are safe
motherhood, family planning, prevention and treatment
of unsafe abortions, control of sexually transmitted dis-
eases and HIV/AIDS, and promotion of sexual and repro-
ductive rights. Its support for these efforts has also
included supplies, including contraceptives and condoms
for HIV/AIDS prevention. Adolescent reproductive health
information and service needs are also priorities. The
Dutch government takes the fight against HIV/AIDS seri-
ously: it was one of the first countries to recognize the
HIV/AIDS epidemic as a threat to development, and now
provides resources for HIV/AIDS prevention and treat-
ment, programs that battle discrimination against people
with HIV/AIDS, and research on the behavioral dimen-
sions of the epidemic. 

Technical 
Capacity

Staffing
The Ministry of Foreign Affairs employs a large work
force of around 3,000 professional and support personnel.
Many of these are diplomats rather than technical staff
with expertise in international development. Current tech-
nical capacity in reproductive health within the MFA
appears quite limited, given the size of the country’s
funding for international reproductive health. Within the
Ministry of Development Cooperation, fewer than a
dozen staff members deal with HIV/AIDS activities,
reproductive health, child protection and nutrition. 

Dutch bilateral cooperation is mainly carried out through
its embassies. They are directly involved in the formula-
tion of development strategies and program designs within
recipient countries. They are also responsible for estimat-

ing financial resources needed to achieve results in specif-
ic sectors and for implementing development projects.
Currently, 25 embassies have “theme specialists” for
women in development activities, and 13 embassies have
theme specialists in health. Out of these 13 theme special-
ists in health, 12 have expertise in reproductive health and
HIV/AIDS. However, concern remains that many embassy-
based development staff are overly “generalist” in their
orientation and may not always give sufficient attention to
reproductive health issues. 

Technical Expertise of Collaborating Institutions
Dutch civil society has considerable technical expertise in
population and reproductive health matters.
Organizations active domestically include Rutgers Nisso
Group (one of the co-founders of IPPF), the AIDS Fund,
the STI Foundation, and the Schorer Foundation. In addi-
tion, the World Population Foundation (WPF), Share-Net,
and the Royal Tropical Institute (KIT) have made substan-
tial contributions to international health programs.
Rutgers Nisso has also implemented several small over-
seas reproductive health projects over the past five years.
The Netherlands Interdisciplinary Demographic Institute
(NIDI) is a leading research center on population and
development issues and collaborates closely with UNFPA
in tracking donor and developing country support for
population activities. NGOs are also well represented in
the advocacy arena. The World Population Foundation
and the newly-formed Netherlands Network on Sexual
and Reproductive Health and AIDS (Share-Net) have con-
siderable advocacy expertise on reproductive health and
rights issues. These and other NGOs look set to become
more active internationally after the Dutch NGO Co-
Financing Scheme was unveiled in 2003 to promote
greater NGO involvement in the country’s foreign assis-
tance efforts.

A
The Netherlands

In both 2001 and 2002, the Netherlands
channeled more than $100 million of population
assistance to multilateral organizations, the
highest level of assistance among all the 
DAC donor countries.



Development Assistance: 
Policy and Funding

New Zealand’s development assistance (ODA) is still
below levels attained in the 1970s, but it has increased
in recent years. It rose from US$112 million in 2001 to
$124 million in 2002, for an ODA/GNI ratio of 0.23 per-
cent in 2002, well below the average DAC country effort
of 0.41 percent and substantially short of the internation-
ally prescribed goal of 0.7 percent. 

NGOs are campaigning actively in New Zealand to
encourage the government to increase its ODA. The gov-
ernment has resisted concrete targets and has noted that
peacekeeping, humanitarian work by the New Zealand
Armed Forces and security support (such as community
police training) are not included in its official ODA figures.

The government recently established a semi-autonomous
agency within the Ministry of Foreign Affairs and Trade,
the New Zealand Agency for International Development
(NZAID), which will likely result in qualitative improve-
ments in the country’s aid program. NZAID was created
in mid-2002 and is still evolving, with some remaining
staff vacancies and various policies and strategies still
under development. Its mission is the elimination of
poverty through the strengthening of development part-
nerships and the achievement of the MDGs. NZAID con-
siders the protection and promotion of human rights,
social equity, and participation to be the key operating
principles of its development efforts, principles that
should support the country’s strengthening commitment
to sexual and reproductive health programming.

The Policy Environment for
International Population Assistance

As noted above, NZAID does not have a formal policy on
international population and reproductive assistance nor
an explicit strategy for implementing the ICPD
Programme of Action. However, an inter-agency team
has been formed to develop a new health strategy for the
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B
New Zealand

New Zealand’s population assistance increased nearly
three-fold between 1996 and 2002, although this
improvement was tempered by low levels of develop-
ment assistance overall. Recent information indicates
that its support in this area will likely double between
2002 and 2004 as a result of its new resolve to
become a more active supporter of sexual and repro-
ductive health programs, particularly in its priority
partner countries in the South Pacific region. As of
2002, much of the country’s population assistance
still went through multilateral organizations and
NGOs, rather than bilateral channels, a reasonable
approach given the level of funding provided and the
low representation of reproductive health experts in
many of New Zealand’s overseas missions. 

New Zealand has been an enthusiastic advocate for
the ICPD Programme of Action and the Millennium
Development Goals (MDGs). The country has also
made recent strides in incorporating gender and
human rights as crosscutting issues in its develop-
ment activities, and has been a strong proponent of
collaborating with NGOs in designing and implement-
ing population assistance programs. Although these
advances are welcome, New Zealand still does not
have an official strategy for incorporating sexual and
reproductive health into its poverty reduction efforts.
Development of such a strategy is crucial if New
Zealand is to carry forward its increasing commit-
ment to the field, as are increases in total develop-
ment assistance.



country’s international assis-
tance program, and reproduc-
tive health and rights are
expected to be an area of
focus. In addition to providing
clearer guidance for health pro-
gramming, a clearly articulated
strategy also could help NZAID
in its effort to strengthen pub-
lic support for development
cooperation overall, support
which is challenged by doubts
about the effectiveness of the
country’s aid program.

A draft of the new health policy
paper was to be released in

July 2004, but an indication of its likely direction came in
a May 2004 statement by the Minister of Foreign Affairs
and Trade, in which he emphasized the high priority
placed by the government on the right to reproductive
health. He went on to state that if overall development
assistance were to increase, so would allocations for sex-
ual and reproductive health—in particular allocations for
IPPF, UNFPA and UNAIDS. That same month, a decision
to approve new funding of NZ$1 million (US$665,400)
each to UNFPA, UNAIDS and the Global Fund to Fight
AIDS, Tuberculosis and Malaria was also announced,
reinforcing hopes for further increases in the future.

Evidence of New Zealand’s strengthening commitment to
sexual and reproductive health can also be found in the
country’s active participation in the Asia-Pacific Alliance,
a network of NGOs, donor agencies and foundations
dedicated to increasing support for the ICPD Programme
of Action and the Millennium Development Goals.

Trends in Funding for 
Population Assistance

Overall Funding Levels
Resource allocations for population assistance have
increased in recent years, rising between 2000 and 2002
from $2.3 million to $3.3 million. However, New Zealand
continues to commit a relatively small share of its ODA
for population assistance. In 2002, it allocated 2.7 per-
cent of total ODA to population activities, a substantial
increase over past years, but well below the average DAC

country effort average of 4.0 percent. The country spent
$60 per million dollars of GNI on population programs in
2002, also considerably lower than the DAC country
average of $94. Given the large share of its assistance
flowing through multilateral and other intermediary
organizations, 76 percent of New Zealand’s population
funds in 2002 are not directly reported by type of activi-
ty. Of the amount that is categorized, 5 percent support-
ed family planning, 30 percent other reproductive health
services, and 64 percent HIV/AIDS programs. 

Recent information provided by NZAID indicates that pop-
ulation funding rose to at least $5.9 million in 2003 and
$6.8 million in 2004, the latter figure equal to a doubling
of population assistance over 2002 levels. These projected
figures do not include a substantial increase for two proj-
ects in Papua New Guinea and Vietnam, nor annual con-
tributions for UNFPA, UNAIDS, and the Global Fund. 

NZAID’s contributions to the broader social and economic
objectives of ICPD are difficult to measure, in part because
gender issues are mainstreamed into New Zealand’s ODA
programs. Nevertheless, poverty alleviation, child health
and survival, primary health-care delivery, basic education
(including education for women and girls), rural develop-
ment and employment generation are all elements of vari-
ous projects supported by NZAID that signal its commit-
ment to the broader ICPD agenda. These are undertaken
either bilaterally, multilaterally, or through regional collab-
orative programs, Head of Mission Funds, or through
NGOs via the Voluntary Agency Support Scheme (VASS).

Multilateral Funding
In recent years New Zealand has supplied a considerable
share of its population assistance through multilateral
organizations—54 percent in 2002—while another 12 per-
cent was allocated to multi-bilateral programs. Much of this
funding was for UNFPA, which in 2002 received $835,000
from New Zealand. This was less than one-half of 1 percent
of UNFPA’s 2002 budget, but it was close to one-third of
New Zealand’s annual outlay for population assistance that
year. Contributions to UNFPA have grown modestly since
then, reaching an estimated $1 million in 2003. 

New Zealand has been increasing its support for HIV/AIDS
programs. Since 2002 it has pledged $1.3 million to the
Global Fund to Fight AIDS, Tuberculosis and Malaria. In
2003 it made its first contribution to UNAIDS, $713,000.
NZAID has also recently committed resources to the UN’s

2002 population size: 
3.9 million

Total Official Development
Assistance (ODA), 2002: 
$122 million

ODA as a percentage of GNI, 2002:
0.22%

Total population assistance, 2002:
$3.3 million

Population assistance as
percentage of ODA, 2002: 
2.7%

Population assistance per 
$US million GNI, 2002: 
$60
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New Zealand continues to commit a relatively
small share of its ODA for population assistance.
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Comprehensive HIV/AIDS Programme in the Pacific; a
UNDP Project on Children and Youth Health and
Development in several Pacific island countries; and a
UNFPA project involving men in reproductive health in Fiji.

NZAID is reviewing its multilateral funding in relation to
the country’s development priorities and its own guiding
principles. The assessment takes into account the efficien-
cy, effectiveness, partnerships and comparative advantage
of each partner organization, and NZAID officials indicate
that it is likely that the UN’s population and health agen-
cies will benefit overall from this review.

Bilateral Funding
Much of New Zealand’s population assistance is disbursed
through multilateral organizations (primarily UNFPA),
multi-bilateral program mechanisms, and NGOs. In 2002 it
allocated only 0.1 percent of its population resources bilat-
erally, one of the lowest bilateral commitments of any DAC
country. However, since 2002, New Zealand has initiated
bilateral projects for maternal and child health activities in
Papua New Guinea and Vietnam. As noted earlier, it will
be difficult for New Zealand to increase its bilateral pro-
gramming unless the number of technical staff increases.

Funding for NGOs
The government has been generous in its support of
NGOs working in international population and reproduc-
tive health. During much of the 1990s, between 40 per-
cent and 50 percent of its total population assistance went
to NGOs. While the share fell from 50 percent in 2000 to
33 percent in 2002, the dollar figure actually increased, to
more than $1 million. New Zealand continues to make
modest contributions to IPPF ($400,000 in 2002) and has
provided small supplemental grants in support of IPPF’s
Vision 2000 advocacy work. This level of funding repre-
sented a decline from contributions made in 1997 and
1998, but New Zealand is expected to more than double
its support in 2004 to more than $850,000.

NZAID also supports the Pacific Regional Health Fund, a
$2.6 million allocation that places a high priority on sexu-
al and reproductive health and rights activities. It funds
several specific Pacific regional initiatives, and made con-
tributions to three HIV/AIDS-specific initiatives in 2003:
the Asia-Pacific Leadership Forum on HIV/AIDS, the
Pacific Islands AIDS Foundation (PIAF), and Fiji’s AIDS
Task Force. In addition, NZAID supports Marie Stopes
International’s work in sexual and reproductive health in
the Asia-Pacific region. 

In October 2002, NZAID adopted a strategic policy frame-
work for engagement with New Zealand NGOs that sets
out shared principles, mutual understandings and guide-

lines for interaction. The framework is aimed at strength-
ening partnerships with civil society both inside and out-
side New Zealand. 

Program 
Priorities

Geographic Priorities
NZAID’s geographic focus continues to be the Pacific
Island countries and Asia, although it also supports small
programs in Africa and Latin America. In recent years,
Papua New Guinea and the Solomon Islands received the
greatest share of New Zealand’s development assistance.
Four Pacific states (Samoa, Vanuatu, Tonga, and Tokelau)
were tied for third. New Zealand also provides limited
funding to several Southeast Asian nations.

Areas of Program Emphasis
New Zealand has embraced the ICPD Programme of
Action as the basis for organizing its population and
reproductive health assistance, and NZAIDS’s efforts in
primary health care, gender equality, human rights
(including domestic violence), and environmental sus-
tainability directly address priority concerns of the
Programme of Action. Gender equity and human rights
are promoted as crosscutting themes in the country’s for-
eign assistance efforts, and program priorities within
these sectors are responsive to individual country needs
and circumstances rather than broad preset agendas.

New Zealand
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Source: UNFPA. 2004. Financial Resource Flows for Population Activities in 2002. New York: UNFPA.
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Technical 
Capacity

Staffing
One criticism of New Zealand’s international develop-
ment efforts is that staffing is inadequate in its aid agen-
cies (formally the Development Cooperation Division of
the Ministry of Foreign Affairs and now NZAID). It is not
uncommon to find New Zealand Embassy and High
Commission diplomatic staff directly involved in foreign
aid programs, rather than NZAID personnel with experi-
ence in development work. Staff members with develop-
ment expertise are also sometimes engaged on short
fixed-term contracts rather than in stable long-term career
pathways. This deficiency frustrates New Zealand’s abili-
ty to attract and retain well-trained and experienced
development experts in its overseas operations. 

NZAID has recently announced plans to upgrade the
skills of its staff. It is anticipated that additional
resources will be allocated for staff education and train-
ing, new career options, recruitment of additional per-
sonnel from Maori and Asian-Pacific minority groups,
staff exchanges with other government departments and
civil society organizations, and strengthening capacity in
counterpart and partner organizations. There are also
encouraging signs on the health front. NZAID’s new
health advisor is a development specialist with expertise
in both gender and health. Furthermore, members of

NZAID’s health team (responsible for developing the
new health policy) have worked as midwives, nutrition-
ists and policy analysts in international organizations
such as IPPF.

Technical Expertise of Collaborating Institutions
NZAID collaborates with the Family Planning Association
of New Zealand in providing technical expertise for its
population and reproductive health activities. The
Association’s International Development Unit (FPAID)
offers expertise in such areas as project appraisal and
design, implementation and evaluation of project activi-
ties, capacity building, and procurement of funding.
FPAID works in Cambodia, Fiji, Kiribati and Vanuatu, and
plans to begin a project in the Solomon Islands in 2004 to
increase men’s involvement in sexual and reproductive
health and rights. Two FPAID staff members have recent-
ly moved to NZAID, including the current NZAID
Development Programme Manager for Samoa.

Advocacy initiatives aimed at increasing awareness of
international population and reproductive health issues
in New Zealand are important elements of FPAID’s work.
For example, FPAID coordinates and acts as secretariat
for the New Zealand Parliamentarians Group for
Population and Development (NZPPD), coordinates the
UNFPA “Face to Face” campaign, and conducts advocacy
directly for ICPD and related issues through NZAID,
Members of Parliament, and other NGOs.

B
New Zealand

New Zealand has embraced the 
ICPD Programme of Action as the 
basis for organizing its population 
and reproductive health assistance.



programs. For example, in 2002, Norway provided no

direct funding for family planning (other than through its

support to UNFPA and IPPF). For Norway to remain fully

responsive to the ICPD Programme of Action, it will need

to ensure that its expanding support for HIV/AIDS encour-

ages the integration of comprehensive sexual and repro-

ductive health services with HIV/AIDS treatment and pre-

vention programs. While rising to the funding challenge

posed by the global HIV/AIDS crisis, the vital importance

of good sexual and reproductive health must not be

underestimated.

Development Assistance: 
Policy and Funding

Norway remains one of the most generous providers
of development assistance. In 2002, it provided
US$1.7 billion in ODA, an ODA/GNI ratio of 0.89 per-
cent, second only to Denmark and well above the
UN’s ODA/GNI target of 0.7 percent. Norway’s stated
goal is to increase its foreign assistance to 1 percent
by 2005. The country’s foreign assistance is also dis-
tinguished by its high level of spending on social
development. In 2002, 14.6 percent of Norway’s bilat-
eral assistance was committed to education and 11.7
percent to international health. 

The goal of Norway’s development assistance is to
alleviate poverty. Emphasis is given to peace, democ-
racy and human rights; the environment and natural
resource management; humanitarian assistance; and
women’s welfare and gender equality. While Norway’s
parliament (the Storting) establishes basic policies for
development cooperation, the administration of aid is
divided between the Ministry of Foreign Affairs (MFA)
and the Norwegian Agency for Development
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Norway

Norway’s population assistance recovered to a record

high level in 2002, after several years of declining

support. In relation to the size of its economy, Norway

was the second-ranking provider of population fund-

ing in 2002 (only slightly behind first place Denmark).

The country continues to be an important contributor

to UNFPA and IPPF, and has greatly expanded its sup-

port for multilateral organizations working to combat

HIV/AIDS. The country’s population assistance is also

increasingly distinguished by generous support for

domestic and developing country NGOs. 

Norway’s development assistance continues to give

high priority to social development spending relevant

to achieving the objectives of the ICPD Programme of

Action, in particular for activities that improve

women’s status, education, and health. Norway has

also given strong backing to rights-based approaches

in its development efforts, particularly for reproductive

health, and was an early advocate for sexual and

reproductive health strategies that emphasized the

enhancement of individual welfare as opposed to

demographic outcomes. 

Given Norway’s progressive orientation over the years,

it is encouraging that its resources for population pro-

grams have recently begun to recover. One concern is

that the budget may be de-emphasizing resources for

family planning and other basic reproductive health

services while greatly expanding support for HIV/AIDS



Cooperation (NORAD). The
MFA is responsible for oversee-
ing Norway’s bilateral aid pro-
grams, multilateral assistance,
and for coordinating emergency
relief and humanitarian aid pro-
grams. NORAD, on the other
hand, is responsible for bilateral
assistance and NGO develop-
ment cooperation projects. 

Norway’s foreign assistance is
currently being evaluated in
order to improve its respon-
siveness to the Millennium
Development Goals. In this
effort to “modernize” the coun-

try’s development process, there will be an increased
emphasis on decentralization and simplifying administra-
tive procedures within the public sector. Growing con-
cerns about the effectiveness of aid have also led
Norway to adopt a policy of “recipient responsibility.”
Developing countries are increasingly encouraged to
develop sector programs, including the design of projects
and the allocation of budgetary resources. The
Norwegian government expects this approach to
strengthen local ownership of projects, encourage the
development of in-country technical know-how, and
improve prospects for sustainability.

Greater programmatic harmonization between Norway and
other donors is also taking place. In Zambia, for example,
seven donors (Norway, Sweden, Denmark, Finland,
Ireland, the United Kingdom, and the Netherlands) are
working together to finance country-led initiatives. In 2001,
as part of the effort to improve donor coherence, a unique
form of cooperation was initiated between NORAD and the
Swedish International Development Cooperation Agency
(Sida), whereby Sweden delegates responsibility to
Norway. For example, all Swedish assistance to Malawi is
now coordinated by Norway. In Uganda, NORAD also
cooperates closely with Sida in providing joint assistance
for Uganda’s health program.

The Policy Environment for
International Population Assistance

Norway enjoys broad-based public support for develop-
ment cooperation, in part because of church involvement,
a strong NGO constituency, and ongoing development
education efforts. All four of Norway’s major political
parties, with the possible exception of the Far Right Party,
support international aid programs. Norway remains
strongly committed to sexual and reproductive health
programs in accordance with the ICPD Programme of
Action. As the improvement of women’s lives is seen as
crucial to development, NORAD provides 34.8 percent of
its bilateral budget for projects designed to enhance gen-
der equality and the status of women. NORAD also now
attempts to incorporate gender into the design, imple-
mentation, and evaluation of all program activities.

Trends in Funding for 
Population Assistance

Overall Funding Levels
Norway’s support for international population and repro-
ductive health reached a record high in 2002. After
falling from $71.4 million in 1998 to $43.0 million in
2001, it rebounded to $80.8 million in 2002. The percent-
age of Norway’s ODA committed to population activities
also recovered, to 4.8 percent—the third highest alloca-
tion among European donors after Finland and the
Netherlands. Norway’s 2002 population assistance budg-
et compares even more favorably when considered in
terms of the country’s level of economic activity. It pro-
vided $423 per million dollars of GNI in 2002, a close
second to Denmark’s first-place ranking. The 51 percent
of Norway’s 2002 population funding that was allocated
by activity went to HIV/AIDS (53 percent), reproductive
health activities other than family planning (29 percent),
and research (18 percent). Since family planning is
increasingly integrated with other reproductive health
services, Norway is facing growing difficulties in
accounting for family planning expenditures independent
of other reproductive health services.

2002 population size: 
4.5 million

Total Official Development
Assistance (ODA), 2002: 
$1,696 million

ODA as a percentage of GNI, 2002:
0.89%

Total population assistance, 2002:
$80.8 million

Population assistance as
percentage of ODA, 2002: 
4.76%

Population assistance per 
$US million GNI, 2002: 
$423
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Norway was an early advocate for sexual and
reproductive health strategies that emphasized
the enhancement of individual welfare as
opposed to demographic outcomes. 
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Multilateral Funding
Like other Nordic countries, Norway channels much of
its international population assistance through multilater-
al organizations. In 2002, 49 percent of Norway’s fund-
ing for reproductive health was directed to multilateral
organizations. Multi-bilateral assistance, or earmarked
bilateral funds channeled through multilateral organiza-
tions, is also significant. In 2002, 13 percent of Norway’s
total ODA was multi-bilateral support.

UNFPA is the largest recipient of Norway’s multilateral
population resources. In 2003, Norway was projected to
be the third largest contributor to UNFPA, raising its
annual donation from $28.4 million in 2002 to $33.4 mil-
lion in 2003. These resources are allocated in part to
support UNFPA’s commodity acquisition program,
although Norway does not directly purchase and supply
contraceptive commodities.

Norway has also been generous in its support for multi-
lateral organizations involved in the fight against
HIV/AIDS. Since 2002, Norway has pledged $53.9 mil-
lion to the Global Fund to Fight AIDS, Tuberculosis and
Malaria. Norway has also been the third largest contribu-
tor to UNAIDS since 1995 (after the Netherlands and the
United States). Its total contribution between 1995 and
2003 comes to $62.2 million.

Bilateral Funding and Funding for NGOs
Norway began phasing out its bilateral population assis-
tance in the early 1990s, and reported no bilateral sup-
port in either 1995 or 1996. However, bilateral popula-
tion projects were reintroduced in 1997 and by 2002 rep-
resented 8 percent of population assistance, or $6.2 mil-
lion, the highest level of funding since 1993.
Involvement in multi-bilateral initiatives continues as a
feature of Norwegian assistance, with support rising
again in 2002 to more than $10 million, or 13 percent of
population assistance.

NGOs received a record $24 million of Norway’s
increased population funding in 2002, of which a major
share went to IPPF. Norway remains among the top ten
donors to IPPF and its contributions have stayed steady
in Krone terms since the late 1990s, for an average of
more than $5.5 million annually since 1999, evidence of
the country’s conviction that NGOs play an essential role
in strengthening civil society and promoting democracy.
NGOs are considered important partners for enhancing
human resource capacity, local leadership, and institution
building in the health systems of developing countries. 

Program 
Priorities

Geographic Priorities
Norway implements development projects in close to 20
developing countries, although resources are concentrat-
ed in seven priority partners: Bangladesh, Malawi,
Mozambique, Nepal, Tanzania, Uganda, and Zambia.
Much of Norway’s population assistance is allocated to
Africa. In 2002, the three countries receiving the greatest
share were Ethiopia, Mozambique, and Zambia. Norway
is also becoming more active in supporting HIV/AIDS
activities in Russia and Asia. It emphasizes initiatives
implemented by civil society and local NGOs in many of
its partner countries.

Areas of Program Emphasis
Reproductive health is accorded high priority within
Norway’s development assistance. Programs deal with
sexuality, pregnancy, and childbirth, and emphasize a
woman’s right to choose the number and spacing of her
children. In addition, funding for HIV/AIDS activities is
expanding. Norway attaches particular importance to the
behavioral factors driving the HIV/AIDS epidemic in
developing prevention and treatment programs, and pro-
vides support for families victimized by the epidemic.
Resources also go to provision of adolescent reproductive
health services and elimination of female genital mutila-
tion/cutting. It is anticipated that resources for FGM/C
will double over the coming three years. 

Norway
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Because the definition of population assistance was broadened, 
data from before 1995 are not comparable to later years.
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While Norway continues to give priority to reproductive
health, it also focuses on strengthening health systems,
financial management, and capacity building through
sector-wide approaches (SWAps), or “basket-funding”
mechanisms. For example, Norway is currently collabo-
rating with the Pan American Health Organization in a
health sector SWAp in Nicaragua. 

Norway’s progressive approach to development is also
reflected in its perspective on gender. The country views
improvement of women’s lives as particularly important
to international development. Assistance to enhance gen-
der equality and women’s rights is provided by integrat-
ing a gender perspective into all bilateral activities as
well as through women-centered projects.

Technical 
Capacity

NORAD has few staff working full-time on reproductive
health projects: only two in recent years. Technical
expertise in reproductive health in Norway’s embassies
is also weak. Like the Netherlands, Norway has increas-
ingly decentralized responsibility for developing and
implementing its development activities to overseas
embassy-based personnel. 

Numerous public and private organizations in Norway
possess technical capacity in reproductive health advoca-
cy and service delivery. Unfortunately, not all of these
organizations are active outside the country. The
Norwegian Family Planning Association and the Center
for Youth Relationships and Sexuality (SUSS) are promi-
nent NGOs providing reproductive health information and
services in Norway. Groups such as Aksept and the
Norwegian Association Against AIDS provide HIV/AIDS
information, testing, and support services. The
Norwegian Association for Sexual and Reproductive
Rights is participating in UNFPA’s “Face to Face”
Campaign to advance women’s rights, and is also active
in other international forums promoting the ICPD
Programme of Action and women’s rights. Other
Norwegian NGOs such as Doctors Without Borders-
Norway and the Norwegian Red Cross work abroad with
ODA funding, but disaster relief and humanitarian assis-
tance rather than reproductive health tend to figure most
prominently in their field work. Public sector institutions
such as the Ministry of Health and Social Affairs and the
Norwegian Institute of Public Health can also be called
upon to provide technical support in reproductive and
child health care.

A
Norway

The country views improvement of 
women’s lives as particularly important 
to international development.



Development Assistance: 
Policy and Funding 

Portugal has one of the smallest economies and the low-
est national income (GNI) per capita among the DAC
donor countries. In 2002, Portugal’s total development
assistance amounted to US$323 million, or 0.27 percent
of GNI—well below the UN goal of 0.7 percent and the
average DAC country effort of 0.41 percent of GNI for
official development assistance. Despite stated goals of
increasing ODA to 0.36 percent of GNI by 2000 and 0.7
by 2006, the share of ODA in relation to GNI remained
stagnant for most of the 1990s. 

Poverty reduction is a primary goal of Portuguese devel-
opment. In order to achieve this goal, assistance has
focused largely on debt relief and institutional support
(such as scholarships for tertiary education, or assistance
for curative health care), rather than on basic social
services, such as primary health care and primary educa-
tion. Recently, however, there has been a shift in atti-
tude. Health and education are now cited as key to
addressing poverty, and have become top priorities of
Portuguese development. Given these new priorities and
the emphasis on poverty reduction, there is greater scope
for Portugal to increase the share of ODA going to pri-
mary health care and basic education. 

Seventy-two percent of Portuguese aid is channeled mul-
tilaterally, with the largest share going to the European
Commission, followed by the regional development
banks. For example, the Asian Development Bank
received 32 percent of Portugal’s multilateral assistance
in 2002. The UN system, by contrast, received 8 percent
of Portugal’s multilateral assistance that year. 

Portugal’s aid programming is complicated and highly
decentralized, spread among 17 ministries and numerous
agencies, universities and municipalities. The resulting
challenges to coherence are significant, although several
steps have been taken to address these challenges since
the late 1990s. First, an Inter-Ministerial Committee for
Cooperation was re-instituted in 1997 to clarify and
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Portugal

Portugal is a small and relatively new donor whose

development cooperation focuses on Lusophone

nations in Africa and East Asia (East Timor).

Population assistance has never been a priority of the

country’s development program and has averaged

less than one-quarter of 1 percent (0.21 percent) of

official development assistance annually between

1996 and 2002. More recently, however, the

Portuguese government has significantly increased its

support for HIV/AIDS activities, contributing both to

UNAIDS and, in 2003 and 2004, to the Global Fund to

Fight AIDS, Tuberculosis and Malaria. These develop-

ments and an ongoing debate over the country’s own

abortion laws are providing new opportunities for

Portuguese advocates seeking to increase the govern-

ment’s attention to sexual and reproductive health in

its development programming.



reinforce the national policy for
cooperation. Second, in 1998, 
a Council of Ministers for
Cooperation Affairs was estab-
lished to approve the annual
aid budget and the annual aid
programs of the ministries.
Lastly, the Portuguese Institute
for Development Assistance
(IPAD) was created. IPAD is
the implementing agency for
cooperation and development,
and is responsible for produc-
ing policy and strategy papers,
and for monitoring and evalu-
ating projects. IPAD merged the

responsibilities of the Portuguese Development Support
Agency (APAD) and the Portuguese Cooperation Institute
(CPI), and falls under the umbrella of the Ministry of
Foreign Affairs. 

The Policy Environment for
International Population Assistance

In December 2001 the center-right Social Democratic
Party (PSD) won a decisive victory in the national elec-
tions. They are currently allied with the conservative
Popular Party and form an absolute majority in parlia-
ment. This conservative administration has not made
efforts to advance the ICPD Programme of Action in its
development cooperation thus far.

Nonetheless, there are indications that the environment
for sexual and reproductive health programming overseas
may be improving, albeit slowly. A number of health
projects that focus on such issues as eliminating female
genital mutilation/cutting (FGM/C) and HIV prevention
among women were approved in 2003 and 2004.
Additionally, the Portuguese All-Party Group on
Population and Development, which includes Members of
Parliament from all political parties, has been actively
participating in various activities relating to the tenth
anniversary of ICPD. 

Further evidence of the Portuguese government’s changing
attitude is reflected in its public acknowledgment in 2003
that its efforts to address HIV/AIDS, high teen pregnancy
rates, and domestic violence at home had failed. The gov-
ernment also announced that the heavy cuts on funding
for NGOs working in the field of development had also
had a negative impact on programs overseas. These public
statements may indicate a growing awareness within the
Portuguese government of its domestic and international
responsibilities. In addition, the current domestic debate in

Portugal over the liberalization of abortion laws may also
stimulate discussion on population assistance and repro-
ductive health with respect to development cooperation.

One group playing a key role in promoting discussion of
sexual and reproductive health and rights issues is the
IPPF member association, Associaçao Para o Planeamento
Familiar (APF). Since the mid-1990s in particular, APF
has worked to pressure the government to pay more
attention to sexual and reproductive health needs in the
development arena. Although its efforts have succeeded
in bringing attention to this issue domestically, APF’s suc-
cess in regards to Portugal’s development policy remains
to be seen—not surprising given the limited understand-
ing among the broader public of what Portuguese devel-
opment cooperation does or does not do.

Trends in Funding for 
Population Assistance

Overall Funding Levels
Portugal’s support for international sexual and reproduc-
tive health programs has always been very modest. Only
in 1998 did the country’s annual population assistance
exceed US$1 million. In 2002, however, Portugal supplied
only $570,000 in population funding (or just $5 per mil-
lion dollars of GNI), a decline from the previous year
both in dollar terms and relative to total ODA.
Population assistance represented just 0.18 percent of
ODA in 2002, the lowest share of ODA of any DAC coun-
try except Greece and well below the average DAC coun-
try effort of 4.0 percent.

Given the large share (72 percent) of assistance flowing
through multilateral organizations in 2002, only 28 per-
cent of funding was reported by type of activity, all of
which went to HIV/AIDS. While Portugal’s support for
HIV/AIDS programs is valued, linking HIV/AIDS activi-
ties to basic reproductive health programs that include
family planning would help ensure a more effective
HIV/AIDS intervention strategy.

Multilateral Funding 
Portugal’s small population assistance budget is increas-
ingly being allocated through multilateral organizations.
As noted above, 72 percent of Portugal’s population
funding went to multilateral organizations in 2002—the
highest share ever. Portugal contributes to UNFPA, and
in fact, stands as one of UNFPA’s success stories. Itself a
recipient country until the mid-1970s, Portugal’s contri-
butions to UNFPA through most of the 1990s were mere-
ly symbolic, and often came to less than what many
developing countries contributed. Portugal contributed
$73,000 to UNFPA in 2002, and an estimated $40,000 in

2002 population size: 
10.4 million

Total Official Development
Assistance (ODA), 2002: 
$323 million

ODA as a percentage of GNI, 2002: 
0.27%

Total population assistance, 2002: 
$0.6 million

Population assistance as
percentage of ODA, 2002: 
0.18%

Population assistance per 
$US million GNI, 2002: 
$5
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2003. While these donations are small, there are hopes
that Portugal may become a more significant donor to
UNFPA in future years. Portugal was more generous vis-
à-vis UNAIDS, contributing $360,000 in 2002 and
$150,000 in 2003. The government has also pledged $1.2
million to the Global Fund to Fight AIDS, Tuberculosis,
and Malaria since 2003, of which $600,000 had been
paid through mid-2004.

Bilateral Funding 
Funding for bilateral population assistance dropped sig-
nificantly with the rise in multilateral support. Portugal’s
bilateral population support fell from $460,000 in 2001 to
$160,000 in 2002 (or from 67 percent to 28 percent of
the country’s total population assistance budget).
Portugal’s small bilateral population program emphasizes
training, HIV/AIDS prevention, and maternal heath care
rather than family planning. 

NGO Funding 
Since 1998, Portugal has not directed any population
funding through NGOs. While the government partners
with a number of NGOs on development issue, there are
currently no domestic or recipient country NGOs receiv-
ing funding for sexual and reproductive health activities.
In addition, Portugal does not contribute to IPPF. 

Program 
Priorities

Geographic Priorities
Portuguese ODA continues to be almost exclusively sup-
plied to Lusophone African countries, Brazil and, more
recently, East Timor. Despite attempts since 1999 to
broaden this geographical focus, these countries contin-
ue to account for about 80 percent of Portuguese devel-
opment assistance. Nonetheless, despite the limited
number of recipients, it is important to note that many
of these countries are among the world’s poorest coun-
tries. An average of more than 90 percent of Portuguese
bilateral aid went to the least developed and other low-
income countries in 2001 and 2002.

Areas of Program Emphasis 
Portugal’s development policy is guided by the docu-
ment, Portuguese Cooperation at the Dawn of the 21st
Century, released in 1999. Sexual and reproductive
health is explicitly mentioned in this document under
the chapter on health, which is the second priority area
after education. However, in terms of actual funding very
little Portuguese ODA goes toward funding population
and reproductive health activities, with much of this lim-
ited funding going to HIV/AIDS programs.

Technical 
Capacity

Staffing continues to be a weakness of Portugal’s devel-
opment assistance program. Especially troubling is the
lack of expertise and sensitivity in specific technical
areas such as poverty, reproductive health and gender.
The Ministry of Health participates in development coop-
eration by sending medical personnel abroad and by
accepting patients from certain recipient countries for
individual medical treatment in Portugal. It is unclear,
however, how many people within the Ministry of Health
may have expertise in reproductive health and rights
from a development perspective. In general, staffing
information has proven difficult to find.

Transparency and lack of technical expertise are chal-
lenges for IPAD more generally. The mechanisms for
monitoring how money is spent and evaluating the effec-
tiveness of programs are very weak. This lack of techni-
cal capacity hampers the effectiveness of many develop-
ment programs. 

Finally, there is clearly scope for strengthening partner-
ships with NGOs. Although the Ministries of Health and
Education have collaborated with the IPPF member asso-
ciation, APF, on sexual and reproductive health matters
within Portugal, this type of cooperation has yet to be
replicated overseas. Thus, there is clearly potential for
further collaboration in reproductive health policy and
program development between the government and APF.

Portugal
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Because the definition of population assistance was broadened, 
data from before 1995 are not comparable to later years.
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a result, population assistance has remained a tiny propor-

tion of Spanish ODA, reflecting the very low priority assigned

to this issue. Although Spain was an active participant at

ICPD, the conservative government elected in 1996 neither

instituted new policies dealing with the ICPD agenda, nor

increased funding for population and reproductive health.

Fortunately, the country’s priorities are likely to change. The

new government elected in early 2004, and the efforts of

Spanish NGOs concerned about population and reproductive

health, are factors likely to positively affect Spain’s future

performance in the area of population assistance.

Development Assistance: 
Policy and Funding

Between 2000 and 2001, Spanish ODA increased by 44
percent in real terms, from US$1.2 billion to more than
$1.7 billion, primarily due to debt relief for Nicaragua. In
2002, development assistance declined in real terms and
declined as a share of national income from 0.30 percent
of GNI in 2001 to 0.26 percent in 2002. This is in con-
trast to the trend among European Union countries as a
whole, which together increased their ODA by 2.8 per-
cent in real terms in 2002. At 0.26 percent, Spain’s per-
formance is also lower than the average DAC country
effort of 0.41 percent of GNI dedicated to ODA.

Between 1996 and early 2004, Spain was governed by the
Popular Party. During its tenure, the country made some
progress in improving the coherence of Spain’s aid pro-
gram, but the policy environment for population assistance
was poor. In the most recent elections, held in March 2004,
the Socialists defeated the Popular Party, winning 47 per-
cent of seats in the Congress of Deputies. At this point it is
unclear how this change in government will affect develop-
ment assistance, but there are some promising signs.
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Spain

A relatively recent entrant to the donor community,

Spain is still a minor contributor to international popula-

tion and reproductive health efforts. While Spain’s popu-

lation assistance has never been particularly signifi-

cant, the figure of $3.3 million for 2002 is an especially

drastic decrease from the previous year (less than a

quarter of the figure for 2001). This decline was most

likely due to problems with reporting, although some

decrease in funding may also have occurred.

Over the past decade, Spain has increased its official

development assistance, but the figure has remained

small in relation to the size of Spain’s economy. Progress

has been made in other aspects of development assis-

tance, however, as Spain has worked to strengthen both

the coherence of its development cooperation strategy

and its evaluation of programs. The country is also now

substantially in compliance with DAC standards for

ODA. In addition, two recent significant achievements

include the adoption of a comprehensive Law on

International Development Cooperation, and a four-year

Master Plan (2001-2004). The Master Plan establishes

poverty reduction as the primary goal of development

cooperation and highlights gender equality and the

environment as priorities to be incorporated throughout

the country’s development programming.

With respect to sexual and reproductive health, however,

eight years of conservative rule by the Popular Party

made progress on both policy and spending difficult. As



President Jose Luis Rodriguez Zapatero has already created
a new position, State Secretary for Development
Assistance, which is held by Leire Pajin. Previously the
youngest Member of Parliament (2000-2004), Pajin has
strong ties to the NGO community and a history of advoca-
cy on gender equality and sexual and reproductive health.
She has specifically identified reproductive health and
women’s rights as issues that will be prioritized by the
Socialist administration, and is expected to head a reform
effort in regards to development assistance.

In general, the policy framework governing Spanish
development assistance is relatively new. It was only in
1998 that Spain passed the International Cooperation
Law, which was its first step toward a coherent develop-
ment policy. This law established sector and geographi-
cal priorities, and its implementation is guided by an
ODA Master Plan (2001-2004). As the current law expires
in 2004, Pajin will have the opportunity to identify new
priorities and policies for the country’s development
cooperation. She has indicated that she wants NGOs to
play an active role in this process, thereby opening up an
important opportunity for advocacy around sexual and
reproductive health issues.

In addition to these upcoming changes to the Master
Plan, Spain’s new government has announced other pos-
itive transformations that it hopes to make in the devel-
opment field. For example, the Socialist party has
announced plans to increase Spain’s official development
assistance to 0.5 percent of GNI by the end of 2008, with
an interim target of 0.3 percent set for 2006, in keeping
with agreements reached at the Monterrey Summit in
March 2002. During the election campaign, the Socialists
also promised to raise the profile of development cooper-
ation and changed the name of the Ministry of Foreign
Affairs to the Ministry of Foreign Affairs and Cooperation,
as part of efforts to strengthen the management and
administration of Spanish assistance.

A more precise formulation of Spain’s development goals
remains to be seen. Under the former government,
poverty reduction was the overarching goal of Spanish
cooperation, yet a large percentage of aid remained tied
to commercial interests. The government had also voiced
its support for the Millennium Development Goals and
its intention to allocate 20 percent of development aid to
social sector spending. However, most of the social sec-
tor programs with direct service components have been
implemented through NGOs so far.

With respect to the institutions involved in Spain’s devel-
opment assistance, the country has a complicated and
decentralized aid structure that includes ministries,
autonomous regions, cities and NGOs. At the federal level,

Spanish aid is administered
through several government
departments within two major
ministries, the Ministry of
Economy and Finance (MEF)
and the Ministry of Foreign
Affairs (MFA). The Spanish
Agency for International
Cooperation (AECI) is the
implementing body under the
MFA. The central government
continues to devolve powers to
Spain’s 17 autonomous regional
governments, which will even-
tually have full responsibility
for heath care and education as
well as other social programs.
These regions often include foreign aid in their budgets
and most have their own regulations and laws affecting
the disbursement of foreign assistance. 

The Policy Environment for
International Population Assistance

Spain was actively engaged in the ICPD process,
although the conservative government elected in 1996
failed to institute new policies reflecting the ICPD agen-
da or to significantly increase funding levels for repro-

2002 population size: 
41.3 million

Total Official Development
Assistance (ODA), 2002: 
$1,712 million

ODA as a percentage of GNI, 2002:
0.26%

Total population assistance, 2002: 
$3.3 million

Population assistance as
percentage of ODA, 2002: 
0.19%

Population assistance per 
$US million GNI, 2002: 
$5
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ductive health programs. Nonetheless, awareness of the
importance of sexual and reproductive health needs in
the developing world appears to be rising among NGOs
and parliamentarians. This rise in awareness can be
attributed to advocacy efforts by groups such as the
Spanish Interest Group on Population, Reproductive
Health and Development (SIG), which is currently
chaired by the IPPF member association, Federación de
Planificación Familiar de España (FPFE). SIG is also in
charge of the Spanish Parliamentary Intergroup on
Population, Development, and Reproductive Health.
Both SIG and the parliamentary group play an important
role in education and advocacy. The Spanish public is
actively engaged and supportive of development cooper-
ation. This is due not only to the decentralized system
which allows the public and NGOs to become involved
at the autonomous levels, but also to advocacy efforts.
Spain has a strong, organized political advocacy move-
ment focused specifically on the issue of foreign aid.
The “0.7 percent movement” has staged demonstrations
and conducted public education activities since 1995 to
make the case for increased levels of bilateral aid.
Observers in Spain credit the group with increasing pub-
lic awareness about foreign aid issues and creating a
favorable environment for future increases in aid levels.

Trends in Funding for 
Population Assistance

Overall Funding Levels
The significant decline in Spain’s population assistance
in 2002 appears to be the result of incomplete reporting
to UNFPA. Reported funding for population activities fell
from $14.4 million in 2001 to just $3.3 million in 2002
(the lowest level of funding since 1995). In contrast to
previous years, no bilateral or multilateral funding was
reported—reinforcing the conclusion that Spanish
reporting was particularly problematic in 2002. This low
level of funding represented just $5 per million dollars
of GNI and only 0.2 percent of total ODA, placing Spain
ahead of only Greece and Portugal on these two indica-
tors of performance. Even taking into account Spain’s
record level of population assistance in 2001, however,
the country still ranks among the five least generous
donors of population assistance relative to GNI.

The problems with Spain’s reporting in 2002 are not
new. Until 1996, trends in the country’s population assis-
tance were difficult to assess given the limited data avail-
able. While the government has been working to
strengthen monitoring and evaluation of aid programs,
including reporting on development assistance, problems
clearly remain. A significant share of development aid,
including aid for sexual and reproductive health, flows
from regional and local governments and may not be
reported to UNFPA. Indeed, it is worth noting that
OECD/DAC statistics show steadily increasing bilateral
commitments for population activities between 2000 and
2002, from $4.3 million to $9.0 million.

Given the difficulties referenced above, assessing trends
in the types of activities supported by Spanish population
assistance is also problematic. A jump in funding for
reproductive health activities in 2001 probably reflects in
part the integration of family planning efforts previously
reported separately. And while HIV/AIDS activities were
funded in the 1990s, primarily through UNAIDS and
UNICEF, data from UNFPA show no funding until 2000
(see below for further information on multilateral giving).

Spain’s official goal is to channel 40 percent of ODA
multilaterally and 60 percent bilaterally. Multilateral con-
tributions have been steadily increasing since 1996 and
Spain channels three-quarters of its multilateral ODA
through the European Commission (only Italy and
Greece are contributing a higher proportion of total ODA
to the EC). With respect to population assistance, how-
ever, 82 percent of Spanish funds in this area were
reported as administered bilaterally in 2000, rising to 92
percent in 2001.

Multilateral Funding 
Spain’s reporting in 2002 omitted any multilateral contri-
butions. However, data from other sources indicate a
contribution of $550,000 to UNFPA in 2002 and a similar
contribution in 2003. Spain’s support for UNFPA is still
insignificant compared to other donors with comparable
economic capacity. As for HIV/AIDS activities, in 2002,
Spain made a modest contribution of slightly less than
$300,000 to UNAIDS, making it the 20th largest contribu-
tor that year. Spain has shown more generosity to the
Global Fund to Fight AIDS, Tuberculosis and Malaria,
however, pledging $100 million over the period 2003

D

Population assistance has remained a tiny
proportion of Spanish ODA, reflecting the
very low priority assigned to this issue.
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through 2006, of which $50 million has been paid
through mid-2004.

Spain has traditionally favored bilateral channels for its
population funding. However, by increasing its multilat-
eral share, the country could take greater advantage of
the technical capacity and program reach of organiza-
tions such as UNFPA and UNAIDS, thereby enhancing
the impact of its population assistance. Minister Pajin
has indicated that, in the future, Spain will be increasing
the percentage of assistance channeled multilaterally. 

Bilateral Funding 
Between 1997 and 2001, much of Spain’s population
funding reportedly flowed through bilateral channels. In
2001, 92 percent of Spain’s allocation of $14.4 million for
population activities was supplied bilaterally. However,
in 2002, Spain’s much reduced budget for population
activities did not show any bilateral resources. As noted
above, this contrasts with reporting to the OECD which,
while reflecting commitments rather than expenditures,
shows an increasing trend for bilateral population assis-
tance for 2000 through 2002.

It should be noted that decentralized aid from the
autonomous regions and cities is increasing and becom-
ing more significant in the overall Spanish aid system,
accounting for about 25 percent of bilateral ODA in 2000.
As decentralized aid is not included in figures reported
by UNFPA, Spain’s contributions on population assis-
tance are likely underestimated to some degree.

NGO Funding 
Historically, Spain has not reported any funding for sexu-
al and reproductive health through NGOs. This appears
to have changed in 2002, with 72 percent of Spain’s
greatly reduced population assistance budget directed to
NGOs. NGO activities have tended to focus on maternal
and child health, shying away from more comprehensive
sexual and reproductive health activities, including fami-
ly planning. Indeed, NGOs report that proposals taking
the latter approach were consistently rejected by the for-
mer government. This lack of support for more compre-
hensive approaches to sexual and reproductive health
will hopefully change under the new government, given
its apparent openness to gender and reproductive rights
issues. Spain has also recently indicated its intention to
channel additional resources to NGOs and to this end
has extended the timeframe for NGO project proposals
from one to three years. This increasing openness to
NGOs does not carry over to the activities of IPPF, how-
ever. As in past years, Spain provided no funding to IPPF
in either 2002 or 2003.

Program 
Priorities

Geographic Priorities 
Spanish development aid has been closely linked to the
Latin America and North Africa regions, where Spain has
cultural and historical ties, and to countries where it has
strong commercial interests. More than 40 percent of
Spanish aid went to lower middle-income countries in
2001-2002, with the Spanish aid agency, AECI, arguing
that these countries have a great deal of income disparity
and pockets of extreme poverty where health problems
are inhibiting development. This concentration on Latin
America may soon be broadened, however. The new gov-
ernment intends to start focusing more on Africa in its
development efforts, in order to better address meeting
the needs of the poorest of the poor. With respect to pop-
ulation assistance, Morocco has been the leading recipi-
ent of Spanish support for sexual and reproductive health
activities in recent years, followed by the Philippines,
Honduras, the Dominican Republic, Ecuador and Algeria.
Data from 2002 show Mozambique and Namibia as also
among the top recipients of population assistance.

Areas of Program Emphasis
Spanish population assistance has tended to focus on
maternal and child health activities. HIV/AIDS has received
a growing share of funds in recent years, while funding for
family planning has fallen, as noted above. While Spain’s
growing interest in HIV/AIDS activities is needed, family
planning and other reproductive health interventions must
be linked to HIV/AIDS as much as possible in order to
ensure long-term success in battling the epidemic. 

The government has yet to develop a comprehensive
approach to population assistance, although a Strategy in
the Area of Health put forward by the Ministry of Foreign
Affairs in 2003 did address some aspects of sexual and
reproductive health. This Health Strategy was among the
achievements of the Office of Planning and Evaluation

Spain

The country still
ranks among the 

five least generous
donors of population

assistance relative 
to GNI.
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(OPE) within the Spanish aid agency, AECI. OPE’s staff
has grown significantly in recent years and it has taken
the lead in effort to enhance the coherence and monitor-
ing of projects. OPE has begun developing strategy papers
by sector in consultation with regional and municipal
representatives, in order to strengthen the coherence and
implementation of Spanish aid programs, while maintain-
ing respect for the country’s decentralized structure of
government. The Health Strategy was one such docu-
ment, and a strategy on gender was to be completed in
2004. (As noted above, gender is a crosscutting theme for
Spanish cooperation, and all government funded projects
are required to integrate a gender perspective.)

Technical 
Capacity

Staffing
AECI has 29 Technical Cooperation Offices throughout the
world and 12 cultural centers. Levels of core staff within
the organization decreased between 1997 and 2000 due to
government budget constraints. As of 2001/2002, AECI
had a total staff of about 842, with 361 based at the
agency’s headquarters in Madrid and 481 serving in over-
seas offices. At AECI headquarters, the majority of staff
are career civil servants with senior management posi-
tions being held by foreign service staff. In the field, how-
ever, positions are filled by contract staff, both expatriate
and local. It is unclear how many of these staff have
expertise in sexual and reproductive health matters,
although given the low priority accorded to population
assistance, the level of expertise is likely negligible.

Spain’s Ministry of Foreign Affairs has stated its commit-
ment to achieve a higher level of expertise in its offices.
In the 2003 Health Strategy, it announced that more spe-
cific training had to be provided for those working in the
development health sector. The Health Strategy encour-
ages AECI as well as other central government and coop-
eration institutions in the country to set up training
schemes for their technical staff and those responsible
for health care issues. Other ministries, including the
Ministry of Health and Consumer Affairs, in collabora-
tion with universities, are also encouraged to provide
development cooperation training to a selected group of
their personnel so that their staff members can play a
more relevant role in lending technical assistance to
those involved in funding health cooperation projects. 

It is hoped that the pool of Spanish development experts
working in the field of sexual and reproductive health
will grow in future. The appointment of Minister Pajin,
with her background in advocacy in reproductive health,
is one step in the right direction.

Technical Capacity of Collaborating Institutions
While much of Spain’s assistance to social sector programs
(e.g., in education and sanitation) is channeled through
NGOs, very little funding has been provided to groups for
work in reproductive health and population. However,
there are several domestic NGOs and academic institutions
with expertise in sexual and reproductive health, as well as
gender, that have the potential to play a role overseas. Of
the NGOs receiving AECI funds in the past, many were
faith-based groups and therefore unlikely to embrace a full
range of sexual and reproductive health services.

D
Spain

Spanish development aid has been closely
linked to the Latin America and North Africa
regions, where Spain has cultural and
historical ties, and to countries where it has
strong commercial interests.



Sweden was an early pioneer in providing international
population assistance and has provided essential finan-
cial support for more than four decades. It has been a
leader in addressing the more controversial aspects of
sexual and reproductive health and rights. In recent
years it has been providing greater support for HIV/AIDS
interventions, maternity care, safe abortion, adolescent
services, and sexuality education. The country has also
given considerable emphasis to promoting gender in its
programming and to building human resource capacity
in the health systems of the developing world.

Despite sizeable funding cutbacks in the 1990s,
Sweden also remains one of the world’s more generous
donors of development assistance and garners praise
for its efforts to improve both the effectiveness and
human impact of its aid. A large share of its aid is
programmed multilaterally, including for sexual and
reproductive health, and includes significant support
for UNFPA, UNAIDS, and the Global Fund to Fight AIDS,
Tuberculosis and Malaria. Indeed, Sweden’s support
for UNFPA was expected to nearly double between
2002 and 2004. As with other donors, efforts to com-
bat the HIV/AIDS pandemic appear to be absorbing an
increasing share of population assistance, but
Sweden’s long-standing support for sexual and repro-
ductive health and rights and, more recently, for sec-
tor-wide approaches to health augur well for its suc-
cess in ensuring that reproductive health concerns are
integrated into all its health-related programming. 
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Development Assistance: 
Policy and Funding

Government-wide budget cuts, first implemented
in 1995, resulted in declines in total ODA from a
high of 1.03 percent of GNI in 1992, among the
world’s highest, to around 0.7 percent in 1997 and
1998. During this period of austerity, the Swedish
government suspended its previous target for ODA
allocations to 1 percent of GNI, replacing it with a
floor of 0.7 percent. The government said the cuts
were temporary and would be rectified after some
improvement in Sweden’s fiscal situation. By
2002, Sweden’s ODA had recovered to $1,991 mil-
lion (or 0.83 percent of GNI).

The goal of Swedish development cooperation is to
raise the standard of living of poor people in the
developing world. In addition, the Swedish
Parliament has adopted six specific objectives for
the country’s aid program: economic growth, eco-
nomic and political independence, economic and
social equity, democratic development and security,
sustainable use of natural resources and environ-
mental protection, and equality between men and
women. This policy guidance is reflected in the four
action programs—peace, democracy and human
rights, sustainable development and gender equali-
ty—that govern Sweden’s aid strategy, and in the
large share of bilateral and multilateral aid chan-
neled to the social sector. Sweden’s commitment to
the development process is further reflected in a
requirement that all government ministries report
annually on their contributions to fulfilling develop-
ment objectives. As with most European DAC
donors, the Swedish government supports the
framework of the Millennium Development Goals,
but would like to see sexual and reproductive health
and rights given more prominence, particularly with
respect to reducing maternal and child mortality,
given its own strong commitment to these issues.



The Ministry of Foreign Affairs
(MFA) is in charge of setting
development policy, and the
Swedish International
Development Cooperation
Agency (Sida) is an independ-
ent implementation body that
translates policy recommenda-
tions into action. The MFA
oversees all funding for the UN
system. Bilateral assistance,
including funding for IPPF and
other NGOs, is administered by
Sida, which has extensive
experience in international sex-
ual and reproductive health
and has been a strong advocate

for this assistance within the European Union (EU).
Sweden also works closely with other “like-minded
donors” (e.g., Denmark, Finland, Ireland, the
Netherlands, and Norway) to coordinate program strate-
gies and resource allocations for sexual and reproductive
health programs.

Sweden’s approach to development assistance empha-
sizes both partnership and improving the effectiveness of
aid. The country has helped to pioneer sector-wide
approaches and works to ensure accountability for budg-
et support, while simultaneously encouraging partner
program ownership. Sweden’s commitment to aid effec-
tiveness is also reflected in the decision to form “inte-
grated embassies” that bring together Sida and foreign
affairs staff in order to improve both the efficiency and
effectiveness of decentralized decision-making. These
realigned embassies now exist in most of Sida’s main
partner countries.

Sida’s Department for Cooperation with NGOs (SEKA)
has also taken steps to enhance the effectiveness of NGO
participation in its development programs. Fourteen
major Swedish NGOs (“frame organizations”) work with
SEKA in developing new activities, monitoring field oper-
ations, and evaluating outcomes. The 14 organizations
also work with smaller Swedish NGOs to identify new
project opportunities. By 2002, Sida supported around
300 NGOs with projects in some 100 countries.

In keeping with the government’s emphasis on the social
sector, NGO projects in human resource development
and technology transfer are preferred over capital-inten-
sive endeavors that do not build sustainable capacity.
Swedish NGOs are also expected to raise 20 percent of
all project funds from other sources in order to qualify
for Sida funding.

The Policy Environment for
International Population Assistance

While public support for development assistance remains
strong enough to sustain high aid levels, some signs of
weakening exist. Recent opinion surveys show lower
expectations that Swedish ODA will prove effective in
reducing poverty. At the same time, pressures are grow-
ing for Sweden’s own economic interests to be given
greater prominence in the country’s development pro-
gram. At a broader level, development cooperation faces
potentially competing foreign policy priorities, such as
improving relations with the Baltic Sea region and the
Balkans and expanding Sweden’s role in the EU.

Sweden was one of the first bilateral donors to provide
population assistance, initiating funding for contraceptive
supplies and services in the 1950s. Over the years,
Sweden shifted to support more controversial and chal-
lenging needs such as combating unsafe abortion and vio-
lence against women, promoting young people’s rights
and meeting their needs for sexuality education. Its holis-
tic approach preceded and was reinforced by ICPD.
Sweden uses the term “fertility regulation” instead of
“family planning” in order to expand the concept of repro-
ductive health beyond the family unit to adolescents and
unmarried people. Sex education, reproductive health
counseling, and the provision of contraception are impor-
tant components of Sweden’s reproductive health assis-
tance. The government also supports human rights, gen-
der equity, maternal and neonatal health, abortion, and
programs that combat the spread of HIV/AIDS and other
STDs. Indeed, it is worth noting that the Swedish govern-
ment recently appointed a career diplomat within the MFA
to be the country’s special ambassador on HIV/AIDS.

Trends in Funding for 
Population Assistance

Overall Funding Levels
Sweden’s assistance for international population and
reproductive health programs rose gradually between
1994 and 2000, but then retreated. Between 2000 and
2002, population assistance fell from $73.1 million to
$61.1 million, well below the peak of $78.3 million in
1998. Similarly, the share of Sweden’s ODA allocated for
population assistance fell from 4.1 percent to 3.1 percent
over this period (compared with the average DAC coun-
try effort of 4.0 percent). Despite these reductions,
Sweden remains one of the most generous providers of
population assistance, at $256 per million dollars of GNI
in 2002 (down from $325 in 2000), which places Sweden
in fifth place among all DAC member countries.

2002 population size: 
8.9 million

Total Official Development
Assistance (ODA), 2002: 
$1,991 million

ODA as a percentage of GNI, 2002: 
0.83%

Total population assistance, 2002: 
$61.1 million

Population assistance as
percentage of ODA, 2002: 
3.07%

Population assistance per 
$US million GNI, 2002: 
$256
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As with a number of other donors, it is increasingly diffi-
cult to track all of Sweden’s support for sexual and
reproductive health activities due to its growing reliance
on sector-wide approaches in health, compared to proj-
ect-specific activities. Also, the large share of the coun-
try’s population assistance channeled multilaterally
means that only about half was reported by type of
activity in 2002, with 18 percent specified as supporting
family planning, 26 percent for other basic reproductive
health activities, and 55 percent for HIV/AIDS.

Multilateral Funding
Sweden has traditionally channeled much of its popula-
tion assistance through multilateral organizations. In
2002, 49 percent went directly through multilateral organ-
izations (primarily UNFPA and the European Union) and
an additional 1 percent was dedicated to multi-bilateral
projects, in which bilateral funding is integrated into proj-
ects coordinated by multilateral institutions.

Sweden’s contributions to UNFPA have risen substantial-
ly in recent years reaching $20.3 million in 2002 and an
estimated $36 million in 2004. Long among the top ten
donors to UNFPA, Sweden will likely rank in the top five
in 2004. The government has indicated that its increased
support for UNFPA is partly in response to the withdraw-
al of U.S. funding in 2002. Sweden’s support for repro-
ductive health is also reflected in its continued signifi-
cant level of support for WHO’s special program of
research in human reproduction.

Sweden also leads in supplying resources for the fight
against HIV/AIDS. Sweden has pledged $72.8 million to
the Global Fund to Fight AIDS, Tuberculosis and Malaria
since 2002 and has paid all of its commitments to the
Fund through 2003. Sweden has also recently announced
major increases in its support for the Fund, pledging $38.9
million for 2004—more than double its 2003 commitment.
The country is also the fourth largest supporter of
UNAIDS, donating $43.1 million between 1995 and 2003.

Bilateral Funding
Both the share and volume of Sweden’s population assis-
tance channeled bilaterally reached their lowest levels in
a decade in 2000-2001, only to recover in 2002—
although this shift may reflect changes in reporting, as
well as the impact of decentralization. Slightly more than
$23 million in population assistance, or 38 percent of the
total, was programmed bilaterally in 2002, levels in keep-
ing with allocations in the mid- to late 1990s. 

Funding for NGOs
Sweden’s support for NGOs working in sexual and repro-
ductive health has fallen gradually since the mid-
nineties. However, the very low share reported for NGO

support in 2002 likely reflects a problem with reporting,
given that the $7.1 million reportedly allocated for NGOs
barely covers the country’s contribution to IPPF. Indeed,
Sweden has consistently been among IPPF’s top donors,
its core support staying relatively constant from 1997
onwards, at around $8 million until pledging a signifi-
cant increase in 2004 to more than $11 million.

Program 
Priorities

Geographic Priorities
In 2002, Sweden concentrated much of its bilateral popu-
lation assistance in nine countries, eight of them in
Africa: Angola, Ethiopia, Malawi, Namibia, Tanzania,
Uganda, Zambia, and Zimbabwe. Sweden also still sup-
ports a bilateral program in India, but in terms of popu-
lation assistance it has become a marginal bilateral pres-
ence in most other countries in South and Southeast
Asia. In 2003, Burkina Faso became the tenth country
receiving bilateral support.

Areas of Program Emphasis
Sida’s health programs aim to increase the capacity of
developing countries to provide basic health services by
strengthening health care delivery systems. Support for sex-
ual and reproductive health focuses on human rights and
gender equality; maternal health and newborn care, includ-
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ing the promotion of breastfeeding; providing high-quality
fertility regulation services; promoting access to safe abor-
tion; combating sexually transmitted diseases, including
HIV/AIDS; and strengthening adolescent reproductive
health programs. Trafficking and female genital mutila-
tion/cutting are also important program areas for Sweden.

As part of its commitment to overall reproductive health,
Sweden views the training of midwives to be a key inter-
vention in reducing maternal mortality, and thus contin-
ues to give broad support for this work. It is currently
funding training for midwives in safe delivery and safe
abortion in six African countries—Uganda, Zambia,
South Africa, Mozambique, Angola, and Rwanda—as
well as in India and Nicaragua.

Male involvement in reproductive health programs is
also being given greater prominence. Examples of such
initiatives include the Men as Equal Partners projects in
Tanzania and Zambia and the new Global Initiative on
Father Support (GIFS) program that complements a simi-
lar effort on maternal support (GIMS). Sida is preparing
a new regional assistance program for sub-Saharan
Africa that focuses on the roles of boys and men in
reproductive health, entitled “Partnership with Young
Men for Reproductive Health and HIV/AIDS Prevention.”

Sweden has been an active proponent of safe abortion
services in developing countries for many years. It has
worked with WHO in developing technical guidelines for
abortion and post-abortion care services, and also under-
takes work in this area through bilateral assistance. For
example, Sida supports a pilot project on medical abor-
tion in Vietnam, while in India the agency is working
with the NGO community to improve the quality of abor-
tion services, including the training of paramedics in
post-abortion care. In Africa, support for various advoca-
cy and service activities related to abortion is channeled
through Ipas and the International Women’s Health
Coalition, and Sida recently agreed with Reproductive
Health Matters on the creation of an International
Consortium for Medical Abortion (ICMA). Sweden also
collaborates with the World Bank on a broad array of
reproductive health issues, including reducing unsafe
abortion and increasing contraceptive use.

Technical 
Capacity

Staffing
Given the size of Sida’s international population assis-
tance efforts, its Division for Health and Development is
relatively small. As of 2002, it had 15 full-time profes-
sional staff, with just four primarily engaged in sexual
and reproductive health issues. Sida has taken steps to
post more of its staff in developing countries, although it
is difficult to determine the extent to which field person-
nel give priority to health issues or are technically profi-
cient in sexual and reproductive health programming. It
is hoped that Sida’s newly decentralized decision-making
structure, with its reliance on “integrated embassies,”
will increase the ability of technical staff back at head-
quarters to interact with colleagues in the field.

Technical Expertise of Collaborating Institutions
Many of Sweden’s collaborating institutions have long-
standing technical competencies in population and repro-
ductive health. The Karolinska Institute is a renowned
medical research center that has collaborated with Sida
in implementing international health programs.
Population research centers at the Universities of Lund
and Uppsala have also provided important technical
assistance over the years. The Swedish Association for
Sex Education (RFSU) has been the principal Swedish
NGO working with Sida on sexual and reproductive
health and rights activities. An early example of Swedish
support for NGOs was a partnership between the RFSU
and UMATI (the Family Planning Association of
Tanzania) that promoted the sexual health of adoles-
cents. This partnership included support for public
debate on issues surrounding teenage pregnancy and the
restrictive laws and policies surrounding the sexual and
reproductive health of young people. A similar project
has been initiated in Zambia with financial support from
donors in addition to Sida.

A
Sweden

Long among the top ten donors to UNFPA,
Sweden will likely rank in the top five in 2004.



Development Assistance: 
Policy and Funding

Switzerland’s foreign assistance budget has not changed
appreciably in recent years. Official development assis-
tance increased only nominally between 2001 and 2002,
from US$908 million to $939 million, while the country’s
ODA/GNI ratio actually declined to 0.32 percent. This fig-
ure is less than the average DAC country effort of 0.41
percent and the Swiss government’s own target of 0.40
percent. Switzerland has not yet embraced the internation-
ally agreed upon goal of committing 0.7 percent of total
GNI to development assistance. In fact, when it fell short
of its own ODA/GNI target, there was little public outcry. 

The Swiss government has identified poverty alleviation,
good governance, and partnerships with developing
country institutions as the core elements of its interna-
tional development efforts in the world’s new geopoliti-
cal environment. Environmental conservation also fea-
tures prominently. At the same time, humanitarian assis-
tance remains a prominent part of the Swiss aid program
and in 2002 accounted for 20 percent of Switzerland’s
total ODA budget. By contrast, in that same year educa-
tion, health, and population activities were allocated
only 9 percent of the ODA, one of the lowest levels
among DAC member countries. This may change, as
basic social services are expected to absorb a larger
share of resources as Switzerland moves to fully imple-
ment its poverty reduction program.

In line with this goal of poverty reduction, Switzerland has
made concerted efforts to concentrate much of its ODA in
poorer developing countries. In 2001-2002, 42 percent of all
Swiss ODA went to the least developed countries, and an
additional 28 percent was directed to other low-income
countries. In the latter 1990s, nearly half of Swiss ODA
was allocated to 17 priority countries, but an additional ten
priority countries have been added since 1999, raising con-
cerns that efforts are becoming too widely dispersed. In
2002, the three largest recipients of Swiss ODA were Serbia
and Montenegro, India and Mozambique.
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Switzerland officially supports the broad objectives of

the ICPD Programme of Action but has been slow to

articulate a program strategy on sexual and reproduc-

tive health and rights to guide its development assis-

tance. Nonetheless, prospects for generating signifi-

cantly greater population funding now seem more

promising, as the government has recently committed

to increasing ODA spending for social development.

Switzerland’s new strategy paper for international

health, Health Policy for 2002-10, identifies integrated

reproductive health and STD/HIV/AIDS services as

important priorities. This acknowledgement of the

importance of integrating reproductive health and

STD/HIV/AIDS services is welcomed. It reflects a

broader understanding of the importance of basic

reproductive health care and the vital role it plays in

HIV/AIDS prevention and is a positive example for

other donors moving into the HIV/AIDS arena.

Switzerland’s support for international sexual and

reproductive health activities increased by 50 percent

in 2001 and stayed at that level in 2002. While the

bulk of its assistance has tended to flow through

multilateral channels, most of the increase went to

NGOs. While the funding increases and policy devel-

opments noted above signal a more prominent Swiss

presence in international population efforts in the

future, significant progress would require higher lev-

els of development assistance overall.



Switzerland is now becoming
more active in the work of the
UN’s specialized development
agencies, in the wake of its
decision to join the United
Nations in 2002. The govern-
ment has recently unveiled a
strategy for Swiss participation
in multilateral organizations
that incorporates seven “the-
matic priorities”: multilateral
and global governance; crisis
prevention and management;
governance; social develop-
ment; labor force development
and income generation; natural

resource management and the environment; and informa-
tion technology. 

Switzerland’s foreign assistance is administered by the
Swiss Agency for Development and Cooperation (SDC),
situated in the Federal Department of Foreign Affairs, and
the State Secretariat for Economic Affairs (SECO) in the
Federal Department of Economic Affairs. In 2002, SDC
administered 75 percent and SECO 13 percent of the ODA
budget, respectively. These two agencies have different
strategic objectives and operating principles, with SDC
focused more on poverty alleviation and humanitarian
assistance and SECO primarily oriented to economic trade,
investment, and debt relief. Within the SDC, population
activities are handled by two new program divisions, one
dealing with social development and poverty alleviation,
and the other oriented to governance and human rights.

The Policy Environment for
International Population Assistance

While Switzerland supports the ICPD Programme of
Action and continues to make contributions to UNFPA
and IPPF, reproductive health has never figured promi-
nently in the country’s bilateral assistance. In part this
reflects an independence of mind that has typified Swiss
development efforts for many years. In 2003, however,
Switzerland prepared a strategy paper entitled Health
Policy for 2002-10 that specifically mentions future pro-
grammatic needs in sexual and reproductive health and
human rights and promises greater resources for them.
The SDC also plans to increase its social development
spending in future years, which will likely include more
bilateral support for sexual and reproductive health
activities, particularly with respect to HIV/AIDS—
all welcome developments.

Trends in Funding for 
Population Assistance

Overall Funding Levels
Swiss population funding nearly doubled from $8.2 mil-
lion in 1994 to $17.1 million in 1995, a substantial gain
that may be partly explained by the new definition of pop-
ulation assistance adopted following the ICPD. Population
assistance stayed relatively constant until 2001, when
another significant increase occurred. The $23.4 million
reported for 2002 is only slightly less than in 2001, but is
still only 2.5 percent of Switzerland’s total ODA (and still
well below the average 2002 DAC country effort of 4.0
percent). Switzerland’s population assistance was $79 per
million dollars of GNI in 2002, higher than during the
1990s but also less than the DAC country average of $93. 

Switzerland channels the bulk of its assistance through
multilateral organizations and, due in large part to this
fact, 79 percent of all population assistance is not report-
ed by type of population activity. The 21 percent that is
reported by category went to family planning (28 per-
cent), other reproductive health activities (44 percent),
and HIV/AIDS (28 percent). 

Multilateral Funding
In 2002, 62 percent of Switzerland’s population assistance
went to multilateral organizations, a share roughly con-
sistent with the pattern since 1995. Of the $14.5 million
channeled multilaterally in 2002, UNFPA received $8.1
million. Since then contributions have remained constant
in terms of Swiss Francs, although increasing in dollar
terms. Switzerland has also been a generous supporter of
multilateral efforts to combat HIV/AIDS. It has been the
tenth largest contributor to UNAIDS since its inception in
1995, providing a total of $15.9 million between 1995 and
2003. The Global Fund to Fight AIDS, Tuberculosis and
Malaria has also been well supported by the Swiss: they
have pledged and paid $10 million since 2002, but at this
writing have made no additional commitments for 2004
or subsequent years. 

Bilateral Funding 
Seventeen percent of Switzerland’s population assistance
was allocated as part of the country’s bilateral aid program
in 2002, a share that has not changed appreciably since
1998. Similarly, the share of Swiss population assistance
allocated to multi-bilateral funding has also remained rela-
tively constant, increasing slightly to 3.4 percent in 2002.
In recent years a growing share of bilateral funding has
gone to HIV/AIDS awareness and prevention rather than to
family planning and other reproductive health services. In
general, Switzerland’s bilateral assistance is focused on
poverty alleviation, income generation, institutional
change, and environmental management rather than repro-

2002 population size: 
7.3 million

Total Official Development
Assistance (ODA), 2002: 
$939 million

ODA as a percentage of GNI, 2002:
0.32%

Total population assistance, 2002:
$23.4 million

Population assistance as
percentage of ODA, 2002: 
2.49%

Population assistance per 
$US million GNI, 2002: 
$79
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ductive health. Population issues are mostly addressed in
relation to these broader development objectives.

Funding for NGOs
While Switzerland recently increased its support for NGOs
in population and reproductive health, funding has not been
consistent since the ICPD in 1994. In 2002, 18 percent of
Switzerland’s population assistance was channeled through
NGOs. This was slightly below the share reported for 2001,
but well above commitments between 1998 and 2000. In
both 1999 and 2000, the NGO share of Switzerland’s popu-
lation assistance dropped to just 4 percent. Switzerland
remains a consistent, albeit modest contributor to IPPF, pro-
viding one million Swiss Francs annually, the equivalent of
US$661,000 in 2002. 

Program 
Priorities

Geographic Priorities
Switzerland does not provide breakdowns of its popula-
tion assistance by country of destination. Aid officials
maintain that reproductive health activities are integrated
into the country’s general support for international health.
Priority countries that have received considerable Swiss
health financing are Benin, Chad, Mali, Mozambique,
Nepal, and Tanzania. In addition, Switzerland supports a
program of health research in Bangladesh. 

Areas of Program Emphasis
The new SDC Health Policy for 2003-2010 has five strate-
gic priorities: strengthening the governance of health sys-
tems; developing “pro-poor” health systems; encouraging
greater community and user participation in health servic-
es; controlling major communicable diseases; and improv-
ing reproductive health. With respect to the latter, areas of
program emphasis include promotion of reproductive
rights, introducing more gender sensitivity in the design of
services; integrating reproductive health services with
HIV/AIDS and infectious disease control activities;
improving maternal and child health; and reducing gen-
der-based violence. This agenda is largely in step with the
priorities of the ICPD Programme of Action. Somewhat
conspicuous in its absence, however, is any mention of
access to contraceptive services for women (including
unmarried adolescents) at risk of unintended pregnancy. 

Technical 
Capacity

Staffing
Most observers credit Switzerland with having a generous
supply of dedicated and technically capable development
specialists. The SDC employs around 500 professionals

based in Switzerland and abroad, as well as an additional
600 local-hire staff. The world-renowned Swiss
Humanitarian Aid Unit (SHA) has an additional 700
employees, many of whom are directly engaged in recon-
struction efforts overseas. The number of SDC employees
specializing in reproductive health, however, is rather
small. The SDC Health Desk is currently staffed with eight
health and social development experts, only one of whom
specializes in reproductive health. The average age of SDC
professional staff is high (a reflection of low staff turnover
and inadequate recruitment of junior professionals) and
the agency may soon experience constraints as more staff
reach retirement age. SECO, on the other hand, has recent-
ly recruited many junior-level staff without much develop-
ment experience. In all, additional time will be needed for
new entrants to reach their full professional stride. 

Technical Expertise of Collaborating Institutions
Swiss NGOs supported by SDC tend to focus on humanitari-
an assistance and disaster relief. Intercooperation, Helvetas,
and Swisscontact were the three largest Swiss-based NGOs
supported by SDC in 2002. Few Swiss NGOs have much
technical expertise or programmatic experience in reproduc-
tive health, but with the projected expansion of SDC fund-
ing for HIV/AIDS programs, more Swiss NGOs are likely to
develop capacity. The International Foundation for
Population and Development (IFPD) is one Swiss NGO that
does support reproductive health care, education and train-
ing activities, and advocacy for women’s reproductive and
human rights. It currently works in the implementation of
reproductive health projects in India and West Africa.
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Source: UNFPA. 2004. Financial Resource Flows for Population Activities in 2002. New York: UNFPA.
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DFID’s support for sexual and reproductive health received a

boost with the appointment in late 2003 of Hilary Benn, MP,

as Secretary of State for International Development. In July

2004, DFID released a strong new position paper on sexual

and reproductive health and rights. The paper makes clear

the government’s support for reproductive health for all, and

is a powerful reaffirmation of DFID’s support for ICPD and the

concept of reproductive rights. It has helped to allay con-

cerns over the strength of the agency’s commitment on these

issues, as have further increases in support for UNFPA,

UNAIDS and IPPF announced in 2004. Both Secretary Benn

and key agency staff are committed to ensuring that the

agency’s HIV/AIDS programming integrate sexual and repro-

ductive health activities wherever possible. This is not neces-

sarily an easy task, however, and it will be critical for U.K.

advocacy groups to pay close attention to both funding and

policy processes at DFID and in those developing countries

where the United Kingdom is a major donor. 

Development Assistance: 
Policy and Funding

The United Kingdom continues to increase its develop-
ment assistance and to allocate an increasing share of aid
to the world’s poorest countries. In 2002, the government
contributed US$4.9 billion in official development assis-
tance, of which nearly 50 percent went to sub-Saharan
Africa and close to 70 percent to the least developed and
other low-income countries. The country’s ODA is also an
increasing share of national income (GNI) and has aver-
aged above 0.3 percent of GNI for the three years 2000
through 2002. The government appears committed to a
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The United Kingdom has significantly increased its

assistance to the world’s poorest countries and has

emerged as a leader in the development arena. Strong

leadership and the establishment of an autonomous

Department for International Development (DFID) in

1997 are two factors contributing to the much higher

profile of development assistance within the govern-

ment. The agency’s focus on poverty reduction has been

coupled with other government initiatives to achieve

greater coherence among aid, trade and finance poli-

cies. Future challenges will include maintaining an

emphasis on health, particularly sexual and reproduc-

tive health, within poverty reduction strategy (PRS) and

other processes and as decentralization of funding

authority to overseas missions continues.

The United Kingdom’s commitment to sexual and repro-

ductive health has remained strong at the political level,

and DFID’s approach to programming has become

increasingly strategic and results-oriented. However, for-

mer Secretary of State for International Development

Clare Short was adamant that DFID primarily support

national governments to deliver essential services such

as health, leading to a de-emphasis on support for

NGOs that included cuts in funding. This approach and

the reorganization of DFID’s critical Policy Division in

2003 aroused concern for the agency’s priorities. Indeed,

when the reorganization was first announced, reproduc-

tive health was not included as a discrete area of

emphasis, although this was later reversed.



further increase in aid to 0.4 percent of GNI by fiscal
2005/06 and to the benchmark of 0.7 percent by 2013.
This upward trend began with the election of the Labour
government in 1997 and is part of the legacy of former
Secretary of State for International Development Clare
Short, who used her position to gain increasing govern-
ment support for international development.

In mid-2002, a new International Development Act came
into force. It requires that U.K. bilateral assistance con-
tribute to poverty reduction and support sustainable
development and human welfare. These requirements
are spelled out further in the new Public Service
Agreement (for 2003-2006), which governs DFID’s work
and is the basis for assessing DFID performance. U.K.
development policy is also increasingly organized around
achieving the Millennium Development Goals. While the
importance of achieving universal access to reproductive
health services and other key ICPD goals are referenced
in a number of DFID’s policy and planning documents,
the objectives by which DFID’s performance is assessed
make no mention of ICPD.

DFID administers the bulk of U.K. development funding,
under the leadership of a Cabinet-level Secretary of State
for International Development. Parliamentary oversight
falls to the International Development Committee.
Britain’s Foreign and Commonwealth Office also man-
ages a limited share of U.K. development aid through its
funding of the British Council and related programs, cer-
tain contributions to international organizations, and its
support for conflict prevention, for example.

In recent years, DFID has increasingly emphasized bilat-
eral assistance to governments and is a leading propo-
nent of sector and general (direct) budget support. Over
the three-year period ending fiscal 2002/03, budget or
sector support accounted for 15 percent of British bilater-
al aid, on average. British aid is also increasingly decen-
tralized: 27 overseas offices, in all but a handful of
Britain bilateral “focus” countries, now exercise authori-
ty over program and funding decisions. 

The Policy Environment for
International Population Assistance

The British public strongly supports government assis-
tance to developing countries, and a large majority views
poverty in developing countries as a moral issue. Public
support has strengthened since the Labour government
came to power, due at least in part to DFID’s own public
education efforts. Public support is greatest for health and
education interventions, although awareness of what the
United Kingdom actually does in these and other sectors

remains weak. Public opinion
polls conducted on behalf of
UNFPA in 1996 and 2001 show
that Britons increasingly sup-
port their government’s over-
seas assistance for specific
reproductive health services,
such as family planning,
HIV/AIDS prevention and sexu-
ality education. DFID’s ability
to document the impact of its
efforts will become even more
important as the U.K. govern-
ment moves increasingly toward
direct budget and sector sup-
port in developing countries.

The U.K. government has remained a strong advocate of
sexual and reproductive health and rights issues in inter-
national fora since the ICPD. However, its strong support
for poverty reduction and the Millennium Development
Goals over the last few years sometimes made it seem
that reproductive health had dropped off the develop-
ment assistance agenda, despite strong support for
HIV/AIDS and maternal health. This perception was at
first reinforced by DFID’s reorganization, as noted above.
One positive outcome of the ensuing turmoil, however,
has been a much clearer articulation by sexual and
reproductive health NGOs of how good reproductive
health contributes to overall development, and the
importance of integrating HIV/AIDS and sexual and

2002 population size: 
60.2 million

Total Official Development
Assistance (ODA), 2002: 
$4,924 million

ODA as a percentage of GNI, 2002: 
0.31%

Total population assistance, 2002: 
$168.8 million

Population assistance as
percentage of ODA, 2002: 
3.43%

Population assistance per 
$US million GNI, 2002: 
$106
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reproductive health interventions. A second is the new
position paper spelling out DFID’s stance on these
issues, mentioned above. One problem facing DFID, as
with other donors, is the paucity of indicators for gaug-
ing progress toward universal access to reproductive
health services and the limited capacity of many devel-
oping countries for data collection and analysis. 

Trends in Funding for 
Population Assistance

Overall Funding Levels
Total population assistance from the United Kingdom has
increased significantly since the ICPD in 1994, rising
from $98 million in 1995 to $168.8 million in 2002, a
nearly 50 percent increase in real terms. Year-to-year
fluctuations have been substantial, however, whether
due to changes in reporting or to the funding cycles for
specific programs. In 2002, the United Kingdom allocated
3.4 percent of its total ODA for population assistance,
placing it ahead of such donors as Japan and Germany,
but tenth among the 21 major donor countries. Using the
more telling measure of population assistance relative to
national income, the U.K. figure of $106 per million dol-
lar of GNI also places the country in tenth place, ahead
of the United States, but well behind Norway, Denmark,
Luxembourg and the Netherlands, whose contributions
average more than $400 per million dollars of GNI.

The United Kingdom has made progress since PAI’s 1998
analysis, based on overall ODA, percentage of aid going
to sexual and reproductive health, and absolute levels of
population assistance. Still, the country would need to
increase its 2002 population assistance nearly three-fold
by 2005, to $485 million, to fulfill its fair share of donor
commitments to ICPD. 

The United Kingdom classified all but 20 percent of its
population funding by type of activity in 2002. Nearly 40
percent of total population assistance went to basic
reproductive health and a further 18 percent to family
planning, while STDs and HIV/AIDS efforts received 21
percent of total funds. As with other donors, the share
allocated to fight HIV/AIDS appears to be on the

increase, in light of pledges made to the Global Fund to
Fight AIDS, Tuberculosis and Malaria and the increasing
share of projects that are principally HIV/AIDS-related.
In July 2004, the U.K. government announced it would
spend at least GBP (British pounds) 1.5 billion, about
US$2.7 billion, on HIV/AIDS-related activities over the
next three years, including an additional GBP 150 million
(US$270 million) contribution to the Global Fund.

Indeed, it is worth noting that DFID is allocating an increas-
ing share of ODA to the health sector: more than 10 percent
in 2002 and well ahead of most other major donors. Also,
as noted above, DFID appears committed to ensuring inte-
gration of HIV/AIDS and other sexual and reproductive
health interventions wherever possible. Sexual and repro-
ductive health, including HIV/AIDS, accounted for roughly
one-third of DFID’s spending on health through fiscal
2002/03. The United Kingdom is also one of the few donors
that continue to support the provision of contraceptive and
other reproductive health supplies.

Multilateral Funding
Slightly more than 20 percent (almost $35 million) of
U.K. population assistance flowed through multilateral
organizations in 2002, including $27 million (GBP 15
million) to UNFPA. The government’s support for UNFPA
is on the rise, with funding of GBP 18 million in 2003
and GBP 20 million (approximately US$36 million)
promised annually from 2004 through 2007. The United
Kingdom was the fourth largest donor to UNFPA in 2002
and provides GBP 3 million annually to UNAIDS, but
will triple the latter contribution to GBP 9 million annu-
ally for 2004-2007. The United Kingdom has pledged a
total of more than US$450 million to the Global Fund for
the period 2001-2007, of which close to $200,000 had
been paid by mid-2004.

Bilateral Funding 
Sixty-one percent of U.K. population assistance was
channeled bilaterally in 2002, the highest percentage
since 1997. Significant year-to-year variations make
trends hard to discern, especially with the changes in
DFID’s internal reporting systems over the last few years.
Factors in the size of the bilateral share may include the
trend toward decentralization—the devolution of deci-

B

The United Kingdom continues to 
increase its development assistance and to
allocate an increasing share of aid to the
world’s poorest countries. 
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sion making authority over bilateral funds to DFID staff
in developing countries—as well as the impact of
changes to the funding mechanisms through which
NGOs qualify for funds. 

Funding for NGOs
The share of British population assistance going to
NGOs has fluctuated significantly over the past decade,
but has trended downward in recent years. U.K.-based
NGOs working in sexual and reproductive health are
finding it more difficult to qualify for DFID grants
through the new funding mechanisms established by
the Labour government. DFID’s multi-year Partnership
Programme Agreements, which accounted for one-quar-
ter of DFID’s overall funding of NGOs in fiscal 2002/03,
tend to favor large development NGOs that work in
more than one sector (such as OXFAM). A further one-
quarter of funds were made available through in-coun-
try missions. The International HIV/AIDS Alliance has
now concluded a multi-year partnership agreement
with DFID, the first group working in either sexual or
reproductive health to do so.

Grants from the Civil Society Challenge Fund (CSCF),
just 4 percent of DFID grants to NGOs, are aimed at
building the capacity of poor and otherwise marginalized
people to work in the public policy arena. When the
fund was first established, it did not award grants for
service delivery projects. As a result, smaller U.K.-based
NGOs working in reproductive health—most without
offices in developing countries and often providing tech-
nical or other assistance in support of health service pro-
vision—were at a disadvantage. In July 2004, DFID
announced that the criteria for CSCF grants would likely
expand to include innovative service delivery projects
under certain circumstances, such as when governments
are unable to provide services. At the same time, howev-
er, competition for CSCF funding is increasing, as labor
unions, student groups and other civil society actors are
also being encouraged to apply for support. 

With the phasing out of core funding, even larger NGOs
such as IPPF had found it difficult to secure DFID fund-
ing. With these difficulties resolved, DFID announced in
early 2004 a two-year GBP 12 million (US$22 million)
grant for IPPF, an increase of one-third over funding for
the previous two years. In the future, U.K.-based sexual
and reproductive health NGOs will need to build rela-
tionships with country governments, as well as with
DFID in-country staff, particularly where sector and
budget support programs are significant, as in sub-
Saharan Africa.

Program 
Priorities

Geographic Priorities
British development assistance is still influenced by the
country’s colonial past. India, Pakistan, Bangladesh, and
Anglophone sub-Saharan countries still tend to domi-
nate the list of U.K. aid recipients. Among the leading
recipients in the reproductive health arena, including
HIV/AIDS, are Bangladesh, Bolivia, Cambodia, India,
Kenya, Malawi, Mozambique, Nepal, Nigeria, Pakistan,
Peru, South Africa, Zambia, and Zimbabwe. In addition
to specific project assistance, sexual and reproductive
health has been an explicit element of DFID’s sector-
wide support in several of these countries, including
Malawi and Zambia.

Areas of Program Emphasis
The United Kingdom funds a wide range of projects and
program interventions in keeping with its commitment to
the broader reproductive health agenda that emerged
from the ICPD. DFID does not shy away from the more
controversial aspects of this agenda, such as adolescent
services in sexual and reproductive health, improving
access to safe abortion, and post-abortion care. DFID is
also one of the few donors providing significant support
for contraceptives and condoms for HIV/AIDS prevention,
providing nearly 6 percent of all donor support for these
supplies from 1990 through 2002. DFID has provided sig-
nificant support for social marketing of contraceptives
and condoms, awarding several large contracts to
Population Services International. Unfortunately, DFID’s
reporting systems are unable to break out specific support
for supplies, especially when part of a larger program.

DFID also funds interventions to improve the status and
life opportunities of women, including efforts to reduce
gender-based violence. In Bangladesh, for example, the
mantra is “women and girls first,” which translates into
support for efforts to raise the age of marriage and
increase access to education. DFID’s gender programs
increasingly focus on influencing laws and policies
affecting women, such as marriage, divorce, property
and credit laws.

Technical 
Capacity

Staffing
DFID’s staff has increased by roughly 50 percent since
the Labour government came to power, to more than
1,600, in keeping with its increased commitment to
development assistance. However, an increasing number
are development generalists without a specific discipli-
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nary expertise (such as health, education, or agricul-
ture). Those with a health background number fewer
than 100, of whom less than a dozen have explicit
expertise in reproductive health, although more have
some understanding of it or of the outcomes of ICPD.
The current staffing situation is an improvement over
earlier years, however.

Increasing numbers of professional staff, including those
with health expertise, can be found in country offices as
decentralization of bilateral programs continues. The role
of headquarters staff has shifted to technical support and
policy guidance, a transition reinforced by the 2003 reor-
ganization of the Policy Division. The Policy Division
now has more than two dozen interdisciplinary teams
organized around five themes. Fewer than a dozen staff
members have specific expertise in reproductive health,
and they are split among various teams, including
HIV/AIDS, Reproductive and Child Health, and Service
Delivery. Each of DFID’s three regional programs has at
least one London-based staff member with significant
reproductive health expertise. DFID is now beginning to
address the lack of reproductive health expertise in its
third major division, which manages research, knowl-
edge-sharing and relations with civil society, including
grants, and is also responsible for administration and
evaluation. In the meantime, the Policy Division provides
technical assistance when needed.

This division of roles and responsibilities increases the
challenge of ensuring coherence in DFID’s health pro-
gramming. The reorganization wrested significant finan-
cial resources and program authority away from what is
now the Policy Division, including responsibility for
research programs. While this loss of managerial and
budget oversight reinforces the decision making authori-
ty of mission staff and serves to streamline DFID’s rela-
tionships with NGOs and other development partners, it
has hurt relations with NGOs and made the sharing of
information, expertise and policy guidance with field
staff even more difficult. These challenges will likely be
overcome over time, but may be somewhat disruptive
over the short term.

Lastly, it is important to note that DFID continues to
expand its health staff and, in late 2003, recruited for the
first time a more senior-level reproductive health adviser
for the Policy Division. DFID also has a senior adviser on
rights and gender who works to ensure the integration of
gender issues across programs.

Technical Expertise of Collaborating Institutions
A wide range of academic, not-for-profit, and for-profit
organizations is able to provide significant research and

technical expertise in sexual and reproductive health to
DFID, due in part to DFID’s systematic support of their
activities over more than ten years. Research grantees
include the London School for Hygiene and Tropical
Medicine, the Liverpool School of Tropical Medicine, and
the Nuffield Institute at the University of Leeds. U.K.
reproductive health NGOs qualifying for DFID grant sup-
port include International Family Health, the
International Planned Parenthood Federation, Interact
Worldwide, John Snow International (UK), Marie Stopes
International, and Population Services International/Europe.
Contracts tendered in-country represent a major share of
DFID spending in sexual and reproductive health and
have been awarded to the Futures Group/Europe and
Options, among others.

Since 1994, DFID has also entered into multi-year con-
tracts with organizations that serve as resource centers
on specific issue areas, including sexual and reproduc-
tive health, health systems, and HIV/AIDS. Resource
centers are an on-call resource for technical advice and
assistance, knowledge, and information management,
and may provide managerial support. JSI(UK) served as
the resource center for sexual and reproductive health,
including HIV/AIDS, from 1999 to 2003. Prior to that,
DFID had supported separate resource centers for repro-
ductive health and sexual health (the latter including
HIV/AIDS). A further consolidation occurred in 2003,
when the Institute for Health Sector Development
(IHSD), along with five non-U.K. partners, was awarded
the contract to serve as Health Resource Center on a
range of health issues, including sexual and reproductive
health, maternal and child health, HIV/AIDS, and other
communicable diseases. IHSD also manages DFID’s
Health Systems Resource Center that focuses on strength-
ening of overall health systems in developing countries.

DFID has also benefited from the advocacy efforts of
many of the organizations referred to above. Some 20
organizations make up the U.K. Network on Sexual and
Reproductive Health and Rights, working together and
separately to influence DFID’s policies and programs,
directly and through Parliament. The All Party
Parliamentary Group on Population, Development and
Reproductive Health (APPG) also plays an important
advocacy role by placing parliamentary questions, and
through the positions some APPG members hold on the
International Development Committee, the parliamentary
body to which DFID reports. In combination, these
groups’ efforts have helped to bring about DFID’s
“recommitment” to sexual and reproductive health and
are important to maintaining public support for DFID’s
work on these issues.
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The United States provides the most development assistance

in absolute terms and is likewise the leading donor of popula-

tion assistance.1 The U.S. Agency for International Development

(USAID), historically the primary implementer of U.S. develop-

ment assistance, in conjunction with its extensive network of

Cooperating Agencies, continues to play an important role in

supporting sexual and reproductive health services.

The U.S. government, through both USAID and a new Global

AIDS Coordinator housed at the Department of State, is

becoming much more active in supporting prevention and

treatment programs to combat HIV/AIDS, and USAID has

recently announced a major initiative to strengthen the

human resource and infrastructure capacity of health sys-

tems in partner countries with high HIV/AIDS prevalence lev-

els. USAID remains a leader in procurement of contracep-

tives, condoms, and other reproductive health supplies.

The United States’ leadership in financial terms, however,

is less significant when considered in relation to the size of

its economy. By this measure, U.S. development assistance

is the lowest among all DAC donor nations. Funding for

family planning—long the centerpiece of U.S. population

assistance—is less now than in 1995, although still

greater in dollar terms than any other donor country due to

size of the U.S. program overall. Relative to national

income (GNI), however, total U.S. population assistance—

including contributions in the HIV/AIDS arena—was only

one-quarter that of Denmark, Norway, Netherlands or

Luxembourg in 2002. The United States is also the only

1The term “population
assistance” is used
here in keeping with
the definition used by
the international com-
munity following ICPD
and encompasses
funds made available
for family planning,
other reproductive
health activities,
STD/HIV/AIDS activi-
ties and research.
Thus it is not the same
as either “family plan-
ning assistance” or
“population planning
assistance” as used in
the United States.
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major donor of population assistance that does not provide

funding for either UNFPA or IPPF.

Bush Administration policies are compromising the effective-

ness of U.S. population assistance. The re-imposition of the

Mexico City Policy/Global Gag Rule in 2001 (which disallows

U.S. family planning assistance to non-U.S. NGOs that use

funds from any source for abortion services, counseling,

referral, or advocacy) has undermined local health care net-

works that USAID spent years building and resulted in a

number of foreign NGOs losing funding. At the same time,

efforts to integrate or coordinate HIV/AIDS and reproductive

health activities in the field are affected by the rigidity of

USAID’s spending guidelines that may limit the range of

reproductive health services that can be supported with

HIV/AIDS funds. Indeed, the U.S. strategy for combating

HIV/AIDS is increasingly seen as a “go-it-alone” policy, and

its emphasis on externally driven policy prescriptions and

funding decisions in its assistance to focus countries (includ-

ing promotion of abstinence-only approaches) has subjected

the United States to international criticism, including at the

major international AIDS conference held in mid-2004. 

While a change in administrations would result in a rever-

sal of these policies, other restrictions on U.S. funding

could be imposed by Congress. This was the case in the

years after the 1994 elections, when a Republican-con-

trolled Congress succeeded in cutting family planning

assistance and, in some years, delayed and/or “metered”

the disbursal of funds. 



Development
Assistance: 

Policy and Funding

The United States is the largest
international development
donor in terms of total dollar
outlays, accounting for roughly
20 percent of total DAC devel-
opment assistance. In 2002, the
United States contributed $13.3
billion in ODA, an increase of
15 percent in real terms over
aid of $11.4 billion in 2001. Of
this amount $7.9 billion was
channeled through USAID.

Despite these impressive absolute sums, the United States
continues to be the least generous of the DAC donor
countries relative to gross national income (GNI), allocat-
ing only 0.13 percent of GNI for official development
assistance in 2002, well below both the average DAC
country effort of 0.41 percent of GNI and even the
weighted average of 0.23 percent of GNI for ODA.

U.S. development assistance strategy is currently centered
on supporting long-term and equitable economic growth
in developing countries as the principal means of reduc-
ing poverty. Priority sectors in which USAID works
include agriculture, democracy and governance, economic
growth and trade, environment, education, and health.
Family planning and reproductive health fall under global
health along with child survival, maternal health,
HIV/AIDS, infectious diseases, and nutrition programs.
Other crosscutting programs work across sectors and
include activities related to assisting countries in transi-
tion, involving private voluntary organizations and the
private sector, “conflict management,” urbanization,
water and sanitation, and improving women’s status.
There is little or no formal recognition or incorporation of
the Millennium Development Goals into U.S. develop-
ment policy and programming, notwithstanding the cre-
ation of the Millennium Challenge Account in 2003.

While U.S. ODA has risen in recent years, the environ-
ment in which foreign assistance is supported has
changed in the wake of the terrorist attacks of September
11, 2001. U.S. foreign assistance is increasingly justified in
terms of supporting the Bush Administration’s National
Security Strategy for combating global terrorism. USAID is
also now more closely tied with the Department of State,
whether through mechanisms such as the Joint Policy
Council (established in 2003) or by policy documents,
such as the first ever State/USAID Strategic Plan issued in
mid-2003, which has its focus the “three Ds”: diplomacy,
development and defense.

Another significant development since the beginning of
the Bush Administration is the much more visible involve-
ment of other federal agencies in U.S. development assis-
tance policy and programs. The most notable example is
growing prominence of the Department of Health and
Human Services in international health policymaking and
its overseas involvement in HIV/AIDS through the Centers
for Disease Control and Prevention (CDC) and the
National Institutes of Health (NIH). Historically, USAID
has served as the central locus of coordination of U.S.
development assistance, lending a certain degree of policy
coherence and isolation from political considerations, both
domestic and geopolitical. Indeed, the situating of a
Global AIDS Coordinator within the State Department can
be seen either as a way to ensure greater coherence and
coordination of U.S. efforts vis-à-vis HIV/AIDS, or another
way in which USAID’s influence over development assis-
tance policy is being undermined.

Other developments point to a possible fragmentation of
U.S. development assistance, including the creation of
new presidential initiatives that sidestep USAID and other
existing channels of U.S. development assistance. Along
with the President’s Emergency Plan for AIDS Relief
(PEPFAR), a five-year, $15 billion initiative to fight the
AIDS pandemic, the Millennium Challenge Account
(MCA) is the most significant of these new presidential
initiatives. With the goal of increasing ODA by $5 billion
annually by 2006, the premise of the MCA is to bring a
business-model approach to the process of develop-
ment—an implicit criticism of development as practiced
by traditional donor agencies including USAID. The initia-
tive seeks to reward a small number of relatively well-
performing countries committed to democracy, free mar-
kets, and human rights that meet a set of selection crite-
ria and to encourage private sector involvement in sus-
tainable development activities.

The implications of the MCA for funding to USAID’s tra-
ditional development assistance programs—including
family planning and reproductive health activities—and
for the poor countries they attempt to assist remains to
be seen. While U.S. development assistance advocates
are generally encouraged by the prospect of significantly
increased financial resources for ODA, serious concern
remains whether funding for the MCA will in fact be
additional or whether funding for core development and
humanitarian assistance programs will stagnate or decline
over time.

The Millennium Challenge Corporation, charged with
administering the MCA, was still in formation as of this
writing in mid-2004. Its newness makes it difficult to pre-
dict how the MCA may evolve and what types of proj-
ects, programs, and activities submitted by countries in

2002 population size: 
287.4 million

Total Official Development
Assistance (ODA), 2002: 
$13,290 million

ODA as a percentage of GNI, 2002:
0.13%

Total population assistance, 2002:
$963.0 million

Population assistance as
percentage of ODA, 2002: 
7.25%

Population assistance per 
$US million GNI, 2002: 
$92

V I T A L  S T A T I S T I C S

130



131

their proposals will be awarded funding. The extent to
which funds are allocated for sexual and reproductive
health activities will likely depend largely on the priority
attached to them in proposals received from qualifying
countries, given the discomfort of the Bush
Administration with these types of programs.

The Policy Environment for 
International Population Assistance

The United States has historically been one of the
strongest supporters of international population assis-
tance. The U.S. government established one of the first
international population assistance programs in 1965 and
helped to create UNFPA a few years later. For much of its
history, the program enjoyed strong bipartisan support in
Congress and the executive branch, reflecting a consensus
that rapid population growth was a serious global problem
eroding economic and social progress in developing coun-
tries. Today, USAID justifies its support for sexual and
reproductive health activities primarily in terms of their
contribution to improved health. This rationale is captured
in the State/USAID performance goal of “improved global
health, including child, maternal and reproductive health,
and the reduction of abortion and disease, especially
HIV/AIDS, malaria and tuberculosis.”

The U.S. political climate began to change in the 1980s,
during the Reagan and Bush (senior) Administrations,
when anti-abortion groups sought to link international
family planning efforts to the domestic politics of abor-
tion. (U.S. law has prohibited the use of U.S. foreign
assistance funds for abortion services since 1973.)
Despite these political attacks, Congressional support
remained strong and population assistance funding
increased during this period.

The administration of President Clinton that assumed
office in January 1993 was far more supportive of inter-
national population assistance, rescinding the Mexico City
Policy/Global Gag Rule and thereby restoring a U.S. con-
tribution to IPPF. It also resumed contributions to UNFPA.
The United States played a leadership role at the ICPD in
1994 and U.S. funding for family planning and related
programs reached an all time high.

Two years into Clinton’s presidency, however, mid-term
elections resulted in a Republican majority in both houses
of the U.S. Congress. Thus since January 1995, leaders of
a small but politically powerful social conservative move-
ment and their allies in Congress have systematically
sought to undermine U.S. government funding for both
domestic and international family planning programs.
These groups and members of Congress, who have in

common a desire to end the right to legal abortion—and
even, for some, access to contraceptives—both in the
United States and overseas, have succeeded in imposing
funding cuts and other spending restrictions on U.S. fami-
ly planning assistance. While President Clinton was able
to resist most efforts by Congress to impose additional
policy restrictions on international family planning funds,
he could not forestall cuts in funding. The first such cut
came in U.S. fiscal year 1996, when Congress appropriat-
ed $356 million in bilateral family planning assistance,
down from $542 million the previous year.

Following the 2000 election, President George W. Bush
reversed the policies of his Democratic predecessor upon
taking office, as President Clinton had overturned those
of Bush’s father after his 1993 inauguration. As noted
above, the Mexico City Policy was reimposed through
executive action and IPPF was subsequently defunded.
In mid-2002, the administration used a provision of U.S.
law to justify a cutoff of funds for UNFPA. Since then, at
regional and other UN meetings convened to mark the
tenth anniversary of the ICPD, the Bush Administration
has sought to distance itself consistently from its prede-
cessor by insisting on redefining previously negotiated
terms in the ICPD Programme of Action.
Notwithstanding these actions, the administration con-
tinues to assert its support for family planning, noting
that it has consistently requested $425 million for this
element of U.S. health assistance.

United States
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Because the definition of population assistance was broadened, 
data from before 1995 are not comparable to later years.

0

200

400

600

800

1000

200220012000199919981997199619951994

o NGO     o Multilateral     o Multi-Bilateral     o Bilateral

 

 

Trends in Population Assistance 1994-2002 United States

NB: For 1995 figures, it was not always possible to determine unequivocally the channel of funds 
distribution.

Source: UNFPA. 2004. Financial Resource Flows for Population Activities in 2002. New York: UNFPA.
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Trends in Funding for 
Population Assistance

Overall Funding Levels
In 2002, total U.S. population assistance reached $963 mil-
lion, a modest increase over 2001, but a significant gain
over assistance of $659 million in 2000. Much of the 2000-
2001 increase went to support HIV/AIDS activities, while
support for family planning and other reproductive health
efforts rose much more modestly. In 2002, HIV/AIDS
spending accounted for 54 percent of the total $963 mil-
lion, family planning 32 percent, other reproductive health
activities less than 8 percent, and research accounted for 4
percent of expenditures. While the increase in HIV/AIDS
funding is welcome, current policy restrictions on family
planning assistance, rigid spending guidelines overall, and
a lack of appreciation among some senior officials for the
synergies and added value of sexual and reproductive
health activities to HIV/AIDS efforts limits opportunities
for achieving greater integration.

The United States committed 7.25 percent of its ODA for
population activities in 2002, the highest share among
DAC member countries. The scale of U.S. assistance is
less impressive when measured against the U.S. econo-
my, however, and equaled just $92 per million dollars of
GNI in 2002. While this ratio is (not surprisingly) nearly
equivalent to the weighted DAC average of $93, it is
below the average effort by other donors, which comes to
$140 per million of GNI, and is well below levels at or
above $400 attained by such countries as Denmark,
Norway, and the Netherlands. Indeed, the United States
would need to increase its 2002 funding 3.3 times by
2005, to $3.2 billion, to fulfill its fair share of donor com-
mitments to ICPD.

In future years, an increasing share of U.S. population
assistance will be made up of new U.S. financial commit-
ments for HIV/AIDS prevention activities. The President’s
Emergency Plan for AIDS Relief aims to treat at least 2
million HIV-infected people with anti-retroviral (ARV)
therapy, prevent 7 million new infections, and care for 10
million people infected and affected by HIV/AIDS, includ-
ing orphans and vulnerable children, in 15 focus coun-
tries. Funding for these activities will be counted as part
of U.S. population assistance and will swell the amounts
that the United States contributes toward meeting its
Cairo funding goal.

U.S. government allocations for international HIV/AIDS
relief are anticipated to increase to $2.4 billion in 2004.
Bilateral programs are expected to receive much of this
funding, with the 15 Presidential Initiative focus countries
provided $637 million and the Global Fund to Fight AIDS,

Tuberculosis, and Malaria allocated $547 million.
President Bush has proposed increasing HIV/AIDS fund-
ing to $2.8 billion in 2005. This plan entails raising fund-
ing for the 15 focus countries to $1.5 billion, reducing
support in other non-focus countries, and scaling back
the annual U.S. contribution to the Global Fund to just
$200 million. 

To date, most U.S. support for HIV/AIDS has focused on
prevention, but it now seems prepared to allocate signifi-
cant resources for anti-retroviral treatment. Policy guid-
ance passed by Congress, which does not technically
become binding until the end of 2005, mandates that 55
percent of future HIV/AIDS funding go to treatment pro-
grams, 20 percent for prevention (one-third of which is to
be for “abstinence-until-marriage” programs), 15 percent
for palliative care, and 10 percent for the support of
orphans and other children at risk. These legislative man-
dates will result in a massive infusion of funding into
HIV/AIDS prevention, treatment, and care, including
more than $100 million into abstinence-only programs.

HIV/AIDS prevention funding from the U.S. government
must adhere to the abstinence, be faithful, and condoms
(ABC) approach favored by conservative forces on Capitol
Hill and within the Bush Administration. Many organiza-
tions working in sexual and reproductive health are con-
cerned that faith-based organizations promoting absti-
nence-only approaches will be favored when awarding
new HIV/AIDS funding, thereby frustrating more effec-
tive, multifaceted prevention strategies (which do not pre-
clude provision of condoms) tailored to the specific needs
of local communities and populations. Indeed, it is
important to note that current law does not require
groups receiving HIV/AIDS funds to “endorse, utilize, or
participate in a prevention method or treatment program
to which the organization has a religious or moral objec-
tion;” thus the U.S. version of ABC has been described by
some as “A plus B, but not much C.”

Multilateral Funding
Very little U.S. funding for reproductive health and popu-
lation is now sent through multilateral organizations. In
2002, the United States directed only 2.3 percent of its
total population assistance through multilateral organiza-
tions (the smallest proportion of any DAC member coun-
try except Spain). America’s support for multilateral pro-
grams fell substantially in 2002 when the Bush
Administration ended all U.S. contributions to UNFPA in
the wake of accusations that UNFPA was supporting coer-
cive abortions in China, a charge dismissed by an exter-
nal review of the China program commissioned by the
U.S. Department of State.

C



133

While the United States continues to be the largest con-
tributor to UNAIDS and the Global Fund to Fight AIDS,
Tuberculosis and Malaria, its level of support is deficient
in relation to its available resource base. The United
States provided $129 million to UNAIDS between 1995
and 2003, a funding level that is only slightly ahead of
the $115 million contributed by the Netherlands during
the same period. The United States has pledged nearly $2
billion to the Global Fund, and had paid $980 million by
mid-2004. While the United States continues to support
aspects of WHO’s reproductive health research, it has
stopped contributing to WHO’s special research program
on human reproduction, as was the case under the
Reagan and first Bush Administrations.

Bilateral Funding
The United States commits only a small percentage of its
population and reproductive health budget to direct bilat-
eral assistance. In 2002, 22 percent of America’s total
population budget was officially allocated through gov-
ernment-to-government bilateral channels. Much of U.S.
population assistance is implemented by U.S.-based
Cooperating Agencies (CAs)—defined as NGOs for inter-
national accounting purposes. CAs most often operate
with funds that originate from USAID’s core budgets in
Washington or bilateral accounts administered by USAID
field missions. It is worth noting that USAID cooperating
agencies often provide technical assistance to government
agencies and even sub-contract with government-spon-
sored groups, in effect supplementing direct government-
to-government aid.

Funding for NGOs
In 2002, 75 percent of all U.S. population assistance was
provided through NGOs, primarily U.S.-based
Cooperating Agencies, as noted above. The CA communi-
ty generally offers an impressive array of program servic-
es in reproductive health and provides much of the tech-
nical capacity USAID relies upon in implementing its sex-
ual and reproductive health programs. One criticism lev-
eled at this arrangement is that a sizeable percentage of
ODA resources provided to CAs never leave the United
States. USAID has become far more supportive of foreign
NGOs in many of its country programs over the past
decade, however, and CAs typically subcontract with
local organizations in implementing projects. For exam-
ple, a recent survey of HIV/AIDS funding found that
among the eight largest recipients of funds, an average of
72 percent was used in-country, whether to support local
organizations, provide technical assistance, or training.

It is important to note again here the impact of the Global
Gag Rule (Mexico City Policy), as USAID Cooperating
Agencies must ensure that any foreign NGOs with which

they work are in formal compliance with the restrictions.
In some cases, the end result has been a loss of funds to
foreign NGOs that had the greatest expertise in providing
a wide range of reproductive health services.

Program 
Priorities

Geographic Priorities
USAID has been gradually shifting funding from
Southeast Asia and Latin America to South Asia and
Africa in order to situate funding in countries with
greater needs for assistance. In 2002, Bangladesh, the
Philippines, India, and Egypt were the top four recipients
of assistance for family planning and other reproductive
health activities, while HIV/AIDS funding was concentrat-
ed in Africa. In 2002, Uganda, Kenya, Zambia, and South
Africa received the greatest share of the HIV/AIDS funds
channeled through USAID (other HIV/AIDS funds flow
through NIH and the Centers for Disease Control).

Areas of Program Emphasis
USAID’s assistance for global health is organized around
the following program areas: HIV/AIDS (including pre-
vention, care, treatment and support); other major infec-
tious diseases; child survival and maternal health; and
family planning and reproductive health.

USAID provides resources for improving the quality of
family planning and reproductive health care; integrating
family planning with maternal and child health services;
disseminating reproductive health information through
educational and communication activities; strengthening
commodity logistics systems for contraceptives and essen-
tial drugs; providing improved contraceptive products;
promoting new service delivery approaches including
partnerships with the private sector and NGOs; and
improving the policy environment for reproductive health.
USAID’s family planning efforts are also being integrated
with efforts to reduce mother-to-child transmission of
HIV/AIDS, as well as with voluntary counseling and test-
ing and ARV treatment, and activities to enhance maternal
and child health by reducing the number of unintended
high risk births, and increasing the spacing of births.

USAID has also made substantial contributions over the
years in supporting the collection and analysis of demo-
graphic and health statistics, first through its support for
the World Fertility Survey in collaboration with UNFPA,
and more recently the Demographic and Health Survey
Project implemented by Macro International. DHS sur-
veys provide many developing countries with essential
information for monitoring demographic outcomes as

United States
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well as family planning and child health program per-
formance. USAID also funds a CDC-implemented repro-
ductive health survey program (that includes adolescents)
in Europe, Latin America and parts of Asia (Eurasia).

The United States remains the largest single donor of con-
traceptive and other reproductive health supplies, includ-
ing condoms for HIV/AIDS prevention, according to
UNFPA. Over the period 1990-2002, USAID contributed 39
percent of reported donor resources for contraceptives,
including condoms. In 2002, UNFPA reports that USAID
contributed $49.6 million for these supplies, or roughly 25
percent of total contributions. However, the impact of U.S.
support is lessened by requirements that USAID purchase
supplies from U.S. corporations whose prices are generally
higher than non-U.S. suppliers, although in 2004 an emer-
gency procurement of condoms outside the United States
was approved. U.S. support for condoms was further
boosted in 2002 with the establishment of a $25 million
Commodity Fund available to USAID missions. As is the
case with other donors, however, U.S. overall support for
contraceptives (including condoms) tends to fluctuate
from year to year and has failed to keep pace with rising
demand. Indeed, the level of support provided by USAID
for these supplies in 2002 is less than in either 1990 or
1991, even before inflation is taken into account.

Unlike other major donors in the field, USAID is not a
major supporter of sector-wide approaches and other
budget support and U.S. law now bars the use of this
kind of aid instrument in the health sector. The agency
does encourage coordination of its activities with those of
other donors, however, and has sought to complement
these other mechanisms of support. For example, USAID
has funded the procurement of contraceptive supplies in
Mozambique, technical assistance in Tanzania, and
recently announced a major five-year, $250 million proj-
ect to upgrade the human capacity of health systems in
the developing world. This latter effort will focus on
improving the quality of pre-service and in-service train-
ing for health providers, strengthening health work force
planning, and upgrading management systems use to
monitor health work force performance. 

Technical 
Capacity

Staffing
Although it continues to have the largest number of staff
devoted to sexual and reproductive health of all donors
(both in the field and in Washington), USAID currently
faces staff shortages in all sectors. While the staff reduc-
tions of the 1990s have ended, stepped-up recruitment of
the last few years has not kept pace with the combined
impact of retirements and the growth in programming.
Fortunately, USAID has been able to partly offset these
shortages by relying on individual contractors, local hire
staff, and program “fellows” recruited by CAs. However,
the dramatic increases in HIV/AIDS funding are having
an impact, particularly in the field, as mission staff find
themselves torn between the need to program these addi-
tional resources and to continue managing existing pro-
grams across the sexual and reproductive health field.

Recent plans have been announced to improve USAID’s
deteriorating human resource position. New junior career
staff will now be recruited through the reinstated
International Development Intern (IDI) Program and
efforts are being made to provide more opportunities for
mid-career applicants. In the HIV/AIDS arena, USAID has
been given special authority to make “limited-term” (five
years) appointments. As these plans proceed, it will be
important to ensure that those hired have specific expert-
ise in sexual and reproductive health, rather than a gen-
eral development or managerial background.

Technical Expertise of Collaborating Institutions
USAID’s population and reproductive health programs
draw upon a wide range of expertise from its network of
Cooperating Agencies. Effective technical support is pro-
vided in such areas as family planning commodity logis-
tics management; information, education, and communi-
cation programming; in-service training for service
providers and program managers; the expansion of new
reproductive health services; and operations research and
program evaluation. The CA community is highly respon-
sive to USAID’s requests for assistance and often provides
high-quality technical support, although this reliance on
U.S.-based organizations is viewed by some as further evi-
dence of how U.S. development assistance is “tied” to the
procurement of U.S. goods and services. Other donors (for
example, the United Kingdom) have moved to untie even
this aspect of their aid programming. Again, however, it is
worth noting that CAs rely on non-U.S. based, often local
NGOs in actual project implementation and hire local pro-
fessionals to staff their operations in country.

C
United States

Bush Administration
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effectiveness of U.S.
population assistance.
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common, from the issuing of calls for proposals through

to the disbursement of funds. Thus EC professional staff

working to advance the ICPD health and rights agenda

face both financial and human resource constraints. 

The future shape of EC policies and funding on sexual and

reproductive health and rights will be affected by develop-

ments in the political arena. Organized opposition to repro-

ductive rights has intensified in Europe in recent years,

including in the European Parliament. This opposition was

evident in lengthy parliamentary negotiations over new regu-

lations on sexual and reproductive health in 2002 and 2003,

and in the jump in hostile queries directed at Commission

staff. Parliamentary elections in 2004 added members iden-

tifying with far-right party groupings. Ten new Member

States joined the EU in May 2004, most with limited experi-

ence in development assistance and, in some cases, more

conservative views vis-à-vis reproductive health and rights.

All these developments highlight the need for ongoing advo-

cacy by civil society in support of ICPD goals.

Development Assistance: 
Policy and Funding

The European Commission is an increasingly important
channel of development assistance for EU Member
States, which directed almost 20 percent of their official
development assistance through the Commission in
2002. This made the EC, the executive body of the
European Union, the third largest donor of development
assistance after the United States and Japan in 2002, and
responsible for channeling the equivalent of 10 percent
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European Commission

The European Commission (EC) has emerged as a

strong, progressive voice on sexual and reproductive

rights and health policy in recent years. Commission

policies illustrate a clear understanding of the princi-

ples of the International Conference on Population

and Development (ICPD). The EC’s position on the

issues is important, given its role in moving the policy

process forward within institutions of the European

Union (EU), such as the Council and Parliament. The

Commission’s response to changes in U.S. policy

under the Bush Administration, including the reimpo-

sition of the Global Gag Rule and denial of funds to

UNFPA, provides another example of the EC’s progres-

sive policy stance. Former Development Commissioner

Poul Nielson joined with other European donor coun-

tries to help fill the “decency gap” caused by the loss

of U.S. funds. 

Like a number of other donors, the Commission’s

population assistance increased dramatically in

2002 compared with previous years, although this

increase is at least partly due to improved reporting

and changes in the sourcing of aid data. Even with
the increase, however, the Commission still falls
short of the financial goals it set for itself in 1994,
prior to the ICPD. In addition, the EC’s complex

structure and lack of sufficient technical and other

staff in Brussels and in country delegations result in

slow implementation. Delays in the process are still
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of all aid from the DAC donor countries. While EC devel-
opment assistance declined sharply after 1995, it recov-
ered to US$6 billion in 2001 and in 2002 reached $6.6
billion, of which an estimated $5.2 billion was dis-
bursed. It is worth noting that the EU Member States
together provided close to $30 billion in ODA in 2002,
fully half (51 percent) of all assistance from the DAC
donor countries. In 2003, EC development assistance
reached an estimated $8.1 billion. 

Reducing poverty is the primary aim of current EC devel-
opment policy, which has six priority areas: links between
trade and development; regional integration and coopera-
tion; support for macroeconomic policies and equitable
access to social services; transport; food security and rural
development; and institutional capacity building, includ-
ing good governance and the rule of law. EC development
policy also recognizes human rights, gender equality, the
environment and conflict prevention as crosscutting issues
within EC development cooperation.

Support for health, including sexual and reproductive
health, falls under access to social services. The
European Parliament, which approves the Commission’s
general budget, has increased the prominence of these
issues by requiring that 35 percent of aid funds go to
support the social sector, and that fully 20 percent
should go to health and education alone, although these
targets have not yet been met. As with other donor gov-
ernments, aid budgets are under pressure as security
concerns (such as terrorism and drug trafficking) have
gained prominence in recent years. 

In addition to the policy aims underpinning EC develop-
ment cooperation, the Commission also seeks to promote
policy coherence between its aid and other external poli-
cies, and to achieve better coordination and complemen-
tarity of aid programs between the EC and EU Member
States. To this end the EC has encouraged an increase in
overall EU aid from 0.32 percent of GNI in 2001 to 0.39
percent by 2006. At the country level, this means that
the EC could decide not to fund a sector already well-
funded by other donors, or to rely on another donor’s
delegation for specific expertise rather than adding to its
own delegation. The EC’s effectiveness in this coordinat-
ing role has been challenged both by its own lack of
technical expertise and staffing capacity in the field and
by the need of many EU Member States for recognition
at home of their development-related efforts.

Aid Management
Overall responsibility for EC development assistance lies
primarily with the Directorates-General for External
Relations (DG Relex) and Development (DG Dev). They
are part of the so-called “RELEX Family” which also

includes the Directorates-
General for Trade and
Enlargement, as well as
EuropeAid and ECHO, the lat-
ter two responsible for the
actual implementation of EC
development assistance
(EuropeAid) and humanitarian
assistance (ECHO). 

DG Dev is responsible for aid
that flows to developing coun-
tries in sub-Saharan Africa, the
Caribbean, and Pacific regions
(the ACP countries) under the
European Development Fund
(EDF), while DG Relex handles
aid for developing countries in the Mediterranean region,
Asia and Latin America. DG Relex also handles aid
agreements with Eastern Europe, the Balkans, and
Central Asia, including Russia and the former Soviet
Republics. 

Aid Mechanisms
Official development assistance from the EC flows
through both geographic and thematic budget lines. The
largest share is channeled geographically and funded
either through the EC’s general budget or through the
EDF, which is administered separately. 

The EDF provides funds to the ACP countries and is the
longest standing aid arrangement, dating back more than
40 years. The EDF is funded in five year tranches, the
latest of which is the ninth EDF that provides funds
totaling $14.5 billion (EUR 13.5 billion) over the period
2002-2007; an estimated $10 billion in additional funds
are carried over from previous EDFs. EDF monies are
governed by long-term agreements between the ACP
countries and EU Member States. The current agreement,
called the Cotonou Agreement, was signed in June 2000
and came into force in April 2003 following ratification.

The EC’s general budget is the source of funds for the
other geographic areas, including Asia and Latin America
(ALA), the Mediterranean region (MEDA), and former
Soviet republics (TACIS). The horizontal or thematic
budget lines are also funded through the general budget.
They address such issues as food security, drug traffick-
ing, the environment, sexual and reproductive health
and HIV/AIDS. The thematic budget lines and the NGO
co-financing budget line are important sources of fund-
ing for European NGOs.

The flow of aid from the EC to recipient countries is
largely determined by multi-year regional or national
indicative programs (RIPs or NIPs). These programs are

2002 population size: 
NA

Total Official Development
Assistance (ODA), 2002: 
US$6,561 million

ODA as a percentage of GNI, 2002: 
NA

Total population assistance, 2002: 
US$184.9 million

Population assistance as
percentage of ODA, 2002: 
2.8%

Population assistance per $US
million GNI, 2002: 
NA
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developed as part of regional and country support strate-
gies and spell out the areas for spending and how much
will be spent. The process is intended to support the
poverty reduction strategy (PRS) process in which the
World Bank plays a leading role (see the profile of the
World Bank for further detail). Similar to the PRS
process, country support strategies involve the develop-
ment of strategy papers (CSPs) which are based around
EC/EU cooperation objectives and the policy framework
of the beneficiary country. In theory, decisions about
which sectors EC aid will address are made on the basis
of complementarity with other donors and the compara-
tive advantage of the EC in the country concerned.

Overall, the Commission increasingly favors sector sup-
port and budget support for macroeconomic policies over
project support, although this varies by region. Budget
support represented 7.3 percent of ODA in 1999, rising to
20 percent in 2003. Budget support is most significant in
Africa, while sector support has been favored in parts of
Asia, the Middle East and North Africa. Nonetheless, only
about a dozen countries, including Malawi and Uganda,
had received direct budget support through mid-2003,
while another 20 countries were then in the planning
stage. A half dozen or so countries were receiving health
sector support in 2003 of which at least two (Ghana and
Zambia) received both sector and budget support.

Budget or sector support tends to be favored for countries
with relatively small economies, while for larger
economies projects may make more sense. The EC recog-
nizes the sensitivity of sexual and reproductive health
activities and remains open to providing project support in
more controversial areas such as adolescent services.
Projects also are employed in countries lacking institution-
al capacity or where governance issues are problematic.

Reform and Reorganization
Efforts to reform and reorganize management of the
Commission’s aid program have been ongoing since the
late 1990s. Among the most significant changes was the
establishment in January 2001 of the EuropeAid
Cooperation Office (referred to as EuropeAid or AIDCO)

to implement the bulk of EC development programs. A
second important development in aid management at the
Commission is deconcentration, the process by which
responsibility for the management and programming of
development funds is shifted from Commission headquar-
ters in Brussels to EC delegations in recipient countries.

EuropeAid is responsible for Commission aid that is pro-
grammed by DG Dev, including the EDF and thematic
budget lines, and aid coming from the general
Community budget through DG Relex. There are certain
exceptions to EuropeAid’s role, including assistance pro-
vided to the new EU Member States prior to May 2004
(pre-accession assistance), humanitarian aid, and certain
other assistance not generally considered as ODA. Thus
while DG Relex and DG Dev are responsible for the set-
ting of multiannual policy and overall program guidance,
EuropeAid is responsible for all phases of the project
cycle (identification, appraisal, preparation of the financ-
ing decision, implementation and monitoring, evalua-
tion) and for ensuring that Commission policies are
translated into practice at the country level. EuropeAid’s
responsibilities also include the training of EC delega-
tions to take on all aspects of project management as
part of the deconcentration process.

Deconcentration, the second key element of management
reform for EC aid, began in 2001. Through this process,
the Commission hopes to improve the responsiveness of
its aid to the particular needs of the regions and coun-
tries concerned and to speed up implementation. As
articulated in an oft-repeated quote, “The principle is
that what can be better managed and decided on the
spot, in the country concerned, should be done there,
and not in Brussels.” By March 2004, a total of 63 dele-
gations, covering 123 states and territories, were to
assume full responsibility for management of EC external
assistance, according to EuropeAid. The remaining 17,
covering 25 states and territories, were to be devolved by
the end of 2004. At the end of 2003, an estimated three-
quarters of EC regional and country aid was managed by
delegations; 12 percent was managed jointly by
EuropeAid and delegations; and 16 percent was still
managed from Brussels.

Changes in the management of EC development coopera-
tion are far from over. In late 2003, the Commissioner for
Development proposed that the funds of the EDF be
“budgetized,” or brought into the EC budget under the
control of the European Parliament. While this would
strengthen parliamentary scrutiny of the EDF, it could
result in the diversion of funds. Some in the Commission
feel that the current division of responsibilities between
EuropeAid and the Directorates-General is incompatible
with the way that policy and programming issues inter-

European Commission

Indeed, the Commission
and other European
donors pledged to help
fill the “decency gap”
created by U.S. policies. 
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sect in the real world. And of course, the selection of a
new Commission, based upon an enlarged European
Union, opens up even further the range of possibilities
for the restructuring of EC aid over the longer term.

The Policy Environment for
International Population Assistance

The outlines of EC policy on population assistance can
be found in the various regulations (laws) adopted by
the Council and Parliament of the European Union, com-
munications from the Commission, and in reports adopt-
ed by the European Parliament. These documents illus-
trate the evolution of the Commission’s approach to
reproductive health and population issues and, like most
other donors, reflect a gradual shift after the Cairo con-
ference toward a more holistic approach to sexual and
reproductive health and rights. Policies on HIV/AIDS
have evolved from a focus on prevention to encompass
treatment and care, as well as activities in other sectors.
Regulations spell out actual allocations of monies for
specific activities over time.

In broad terms, EC policies aim to expand access to sex-
ual and reproductive health services for women, men
and adolescents; ensure access for women to skilled care
in pregnancy and childbirth; limit the spread of
HIV/AIDS and STDs, while providing care, treatment and
support for those living with HIV/AIDS; and to eliminate
harmful traditional practices such as female genital muti-
lation/cutting and child marriage.

Among the most significant developments of the last few
years was the integration, for the first time, of sexual and
reproductive health into the agreement that governs the
partnership between the EU and ACP countries. Article
25 of the Cotonou Agreement states that cooperation will
aim at “integrating population issues into development
strategies in order to improve reproductive health, pri-
mary health care, family planning and prevention of
female genital mutilation,” and “promoting the fight
against HIV/AIDS.”

The most recent regulation on sexual and reproductive
health issues came into force in 2003. Regulation
1567/2003 governs policy and funding for reproductive
and sexual health and rights. It echoes the areas of
emphasis noted above, while stressing the need for ongo-
ing support for affordable, effective, and acceptable meth-
ods of contraception and protection against HIV/AIDS.
The regulation explicitly references the ICPD Programme
of Action and the goal of universal access to reproductive
health care services. It provides for funding of about $80
million (EUR 74 million) for the period 2003-2006.

Regulation 1568/2003 provides for aid to fight poverty
diseases (HIV/AIDS, tuberculosis and malaria) in devel-
oping countries. Framed in terms of the right to health
and the goal of reducing poverty, the regulation focuses
on the need to “increase the affordability of key pharma-
ceuticals and diagnostics for the three diseases” and to
“increase research and development, including vaccines,
microbicides and innovative treatments.” It calls for a
balance between prevention, treatment and care, “with
prevention as a key priority.” The regulation provides for
funding of about $400 million (EUR 351 million) for the
period 2003-2006. Slightly more than half of the funds
available each year will go to the Global Fund to Fight
AIDS, Tuberculosis and Malaria.

The process for developing and adopting regulations and
policy documents is long and complex. In the last few
years, however, the process has been subject to increas-
ing political pressure, as political opposition to sexual
and reproductive health and rights has intensified in
Europe. This rise in opposition may in part be due to the
stronger, high-profile stance of the Commission vis-à-vis
sexual and reproductive health and rights issues, as evi-
dent (for example) in its response to policy changes by
the U.S. government under President George W. Bush.
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Because the definition of population assistance was broadened, 
data from before 1995 are not comparable to later years.
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When he took office in 2001, President Bush reimposed
the Global Gag Rule or Mexico City Policy that denies
U.S. assistance for family planning programs to any for-
eign organization that engages in abortion-related activi-
ties—including counseling and advocacy—regardless of
the source of funds. IPPF was the first and largest NGO
affected by this measure. In mid-2002, the Bush
Administration cut off funds to UNFPA in the wake of
allegations about its involvement in coercive practices in
China that the administration’s own fact-finding mission
said were unfounded. Both of these decisions prompted
an outcry throughout Europe, including from then-
Commissioner for Development Nielson. Indeed, the
Commission and other European donors pledged to help
fill the “decency gap” created by U.S. policies. The EC
subsequently provided project funding of more than $30
million (EUR 32 million) to UNFPA and IPPF.

The results of rising opposition to reproductive rights in
Europe have been evident in contentious debates in the
European Parliament and in the large number of hostile
parliamentary queries directed at the Commission. Up
until now, however, more progressive voices on these
and related issues have largely prevailed. This was the
case in late 2004, when incoming EC President José
Manuel Barroso withdrew his proposed Commission
from consideration due to strong objections by Members
of the European Parliament (MEPs) and NGOs to some
of the incoming commissioners, one of whom had made
statements against homosexuality and women’s rights.

As noted earlier, other factors likely to influence future
EC policy on sexual and reproductive health issues
include the parliamentary elections held in the summer
of 2004 and the addition of 10 new EU Member States in
May 2004. The elections added to the strength of far-right
party groupings, although it is important to note that
many of the most active opponents of sexual and repro-
ductive health and rights in the European Parliament hail
from within the 15 pre-accession Member States. 

All these developments highlight the importance of advo-
cacy efforts by both NGOs and parliamentarians in sup-
port of ICPD-friendly policies and funding at the
European and national levels. Indeed, parliamentary
groups (such as the European Parliament Working Group
on Population, Development and Reproductive Health
and the Inter-European Parliamentary Forum on
Population and Development) and numerous NGOs are
already active in Brussels and elsewhere in Europe. Their
efforts will be doubly needed to increase awareness and
understanding of reproductive health and rights issues
among MEPs and national governments, as well as to
help ensure that these issues stay on the agenda of EC
delegations and countries receiving EC assistance. The

Commission also has an important leadership role, espe-
cially in helping new Member States develop their aid
policies and programs. 

Trends in Funding for 
Population Assistance

Overall Funding Levels
An accurate assessment of Commission spending on sex-
ual and reproductive health over time is made difficult by
its incomplete and inconsistent reporting of expenditures.
However, figures for 2002 show a total of US$184.9 mil-
lion allocated for population assistance, more than twice
the previous high of $79.4 million reported in 1997. As a
share of development aid, population assistance was 2.8
percent of total ODA from the EC in 2002.

These figures are similar to those reported by the
OECD/DAC, which show commitments of aid by sector,
and to figures reported by the Commission in its annual
report on EC development policy and funding. The DAC
reports at least $158 million in aid committed on a bilat-
eral basis for the population and reproductive health sec-
tor in 2002, up from $107 million in 2001. These figures
represent 2.4 percent and 1.8 percent of ODA in 2002
and 2001, respectively. The Commission’s report shows a
similar amount (EUR 170 million) for population assis-
tance in 2002.

As noted above, recent data on population assistance are
now available from the Commission’s own reports, a
result of efforts to improve the transparency of its work.
Another source is an external evaluation led by the
German consulting firm PARTICIP GmbH, published in
2004, that helps fill out the picture of EC population
assistance over time. The latter reflects a detailed analy-
sis of data for the eight-year period 1994-2001. It pro-
vides a low-end figure of about $85 million in annual
commitments for sexual and reproductive health activi-
ties over the period. This compares with UNFPA’s figure
of about $64 million annually over the period 1996-2002,
albeit based on incomplete reports. The high-end figure
reported in the evaluation is about $185 million annual-
ly, a figure that takes into account other funding commit-
ments of which a proportion is ascribed to sexual and
reproductive health activities.

Commitments are not disbursements, however, and the lag
between the two remains a problem for the Commission in
its aid program overall. Moreover, even the high-end figure
for annual spending provided in the evaluation report is far
less than the amount pledged by the European
Commission in 1994, prior to the ICPD. At the time, the
Commission pledged to increase its commitments for pop-
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ulation assistance to $350 million annually (in 1994 dol-
lars) by the year 2000. Thus, while its funding for sexual
and reproductive health efforts has increased, the
Commission still falls far short of its own goals.

Channels Used
The European Commission is both a channel and a
source of funds. For EU Member States, their support for
EC development aid is classified as multilateral assis-
tance, while the EC itself also contributes some funds to
multilateral institutions. In 2002, the Commission chan-
neled an estimated $298 million of its total development
assistance through multilateral channels, including $170
million to the International Development Association
(IDA). In most years, only a very small proportion (less
than 4 percent) of EC development assistance is reported
as flowing through NGOs; in 2002 no NGO funding was
reported at all.

Thus, the data currently available give little indication of
how the Commission’s population assistance is chan-
neled. The data almost certainly understates the flow of
funds earmarked for specific projects with multilateral
organizations, as well as for NGOs, even if only because
of the funding available to NGOs through specific budget
lines for reproductive health, HIV/AIDS, and NGO co-
financing. 

With regard to EC aid flowing through multilateral chan-
nels, for example, the Global Fund to Fight AIDS,
Tuberculosis and Malaria reported pledges totaling
US$554.5 million (EUR 460.5 million) for the period
2001-2006, of which $137 million was contributed in
2001-02, for a total of some $400 million by mid-2004.
Funds have been provided by both the regular
Commission budget and the EDF.

Program 
Priorities

Geographic Priorities
More than 70 percent of EC population assistance was
directed to sub-Saharan Africa and the Asia-Pacific
region in 2002. Less than 20 percent went to the Middle
East/North Africa region and less than 10 percent to
Latin America and the Caribbean. A number of the proj-
ects funded are of a regional nature. Commitments made

in 2002, for example, included $25 million for a regional
HIV/AIDS project for youth in sub-Saharan Africa, and
$20 million for the second phase of a joint reproductive
health project with UNFPA in Asia.

These figures are in keeping with historical trends report-
ed in the PARTICIP GmbH evaluation. Over the period
1994-2001, close to 50 percent of aid explicitly identified
for ICPD-related health expenditures went to Asia, 33
percent went to ACP countries, and 7 percent each went
to MEDA countries and Latin America.

Among the MEDA countries, Yemen has the only active
project, since projects in Egypt and Morocco have been
completed. With respect to Latin America, the little fund-
ing that does flow is in the context of larger social sector
projects and to just two countries, Ecuador and Peru.
Some reproductive health funds may flow through the
NGO co-financing budget line, however.

Areas of Program Emphasis
The figures reported to UNFPA in 2002 were the first since
1996 to show allocation by type of activity. At least 40
percent of EC population assistance flowed to HIV/AIDS
activities, 22 percent to family planning, 21 percent to
basic reproductive health activities, and 9 percent went to
population-related research and policy analysis. 

These figures correspond to historical data reported by
PARTICIP GmbH. Between 1994 and 2001, slightly more
than half (51 percent) of EC population assistance went
to activities classified as either family planning, repro-
ductive health or safe motherhood, while 43 percent
supported HIV/AIDS activities. The remaining 6 percent
supported research and policy activities, mostly in the
ACP countries. The mix of activities supported by the EC
varied significantly among the regions, however, with
HIV/AIDS absorbing nearly 90 percent of commitments
in the ACP countries (mainly Africa), while in Asia the
bulk of funds went to reproductive health activities in
the three categories mentioned above.

Funding commitments made in 2002 provide further
insight into the mix of activities funded by the EC. The
EC reported $10 million for an HIV/AIDS awareness pro-
gram in South Africa, $5 million for a regional maternal
health program in Africa, and a similar amount for an
HIV/AIDS project in Burma. A much larger commitment

In 1994, the EC pledged to provide $350 million
annually for population assistance by 2000, but
still falls far short of that goal.
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totaling more than $30 million—part of the EC’s contri-
bution to filling the decency gap mentioned earlier—
went to support projects in 22 countries, mostly in
Africa, to expand access to reproductive health service,
including family planning, pregnancy care, and
STD/HIV/AIDS prevention activities.

Another major commitment is the second phase of a multi-
year collaboration between the EC, UNFPA and European
and local NGOs in South and Southeast Asia. The EC con-
tributed $28 million for the first four-year phase of the
project, begun in 1997, that supported reproductive health
projects in eight countries. The second agreement was
reached in 2002, with a commitment of $20 million by the
EC for projects to address the sexual and reproductive
health needs of young people. More recently, in late 2003,
the Commission issued the first call for proposals for the
new budget line on reproductive and sexual health. The
call focused on measures to improve maternal health,
including care in pregnancy and childbirth and efforts to
increase the number of skilled birth attendants.

The Commission’s support for reproductive health sup-
plies is also important to note, given the significant and
worsening shortfalls of contraceptives, including condoms
for HIV/AIDS prevention, in many developing countries.
Available data indicate that the EC has contributed tens
of millions of dollars for contraceptives and condoms
since the early 1990s, including $20 million for a supply
project in Bangladesh and another $15 million for
Indonesia. In late 2004, the EC joined with EU Member
States (led by the Netherlands) to contribute a total of
$75 million for reproductive health supplies to UNFPA.

Technical 
Capacity

Staffing
The EC’s development assistance program is short-
staffed in comparison with the major donor countries,
according to the OECD/DAC. This applies to both profes-
sional and administrative staff. Indeed, it is worth noting
that a number of other major donor countries report
administrative costs three to five times higher than those
of the EC. While the ongoing process of deconcentration
has boosted delegation staff from about 1,000 people in
2000 to roughly 2,500 in 2004, headquarters staff within
EuropeAid, DG Dev and DG Relex is down to roughly
1,200 people, compared with 1,500 in 2001.

Technical expertise in sexual and reproductive health or
population is scarce throughout the Commission. In
2003, EuropeAid had just one person with health expert-

ise in Brussels, down from three. In the MEDA countries,
for example, a typical EC delegation would have 50
members. In the entire region, however, there were only
three staff members with health expertise, and adminis-
trative regulations do not allow a health advisor to serve
at the regional level. At the same time, individual sector-
specific divisions within the geographic directorates at
EuropeAid are being collapsed into larger, multi-sectoral
units. Only the MEDA and ACP countries still have sepa-
rate units on social and human development. The
Commission attempts to address this shortfall in expert-
ise by relying on staff seconded by EU Member States
and on contract staff, but this does little for institutional
memory or building capacity over the long run.

Commission staff are attempting to compensate for the lack
of expertise in EC delegations with regional training ses-
sions and electronic fora for information exchange. The
challenge is to maintain such efforts at a time when head-
quarters staff are fewer in number. Another strategy is for
EC delegations to rely on the country delegations of other
donors. However, the success of this approach depends in
part on whether other donors have sufficient expertise
themselves. Some at the Commission have noted that this
has worked best with the United Kingdom and the Nordic
countries, but less well with some other EU Member States.

Technical Expertise of Collaborating Institutions
The Commission has access to a broad range of expertise
through collaborating institutions and consultants
throughout Europe. Many European NGOs with expertise
in reproductive health have accessed EC funding for
projects through the reproductive health budget or NGO
co-financing budget line. Large regional or country proj-
ects have also provided NGOs with access to funds.
Those working with the EC include IPPF, the
International HIV/AIDS Alliance, the Italian Association
for Women in Development (AIDOS), World Population
Foundation (both the German and Dutch groups with
that name), Marie Stopes International, the London
School of Hygiene and Tropical Medicine, the Royal
Tropical Institute (the Netherlands) and many others.

European NGOs continue to be frustrated by the long
delays in approval of proposals and actual disbursements
of funds. For those working in partnership with develop-
ing country NGOs, these delays present serious obsta-
cles. Local partners lose patience with a system that can
take years to process a proposal. Although the
Commission has improved the situation somewhat,
delays remain. And while European NGOs now have
considerable experience with Commission procedures
and the pace of funding decisions, many remain frustrat-
ed with the process.

European Commission



Private charitable foundations play a critical role in interna-

tional population assistance. In 2002, according to

UNFPA/NIDI, their contributions of US$460 million repre-

sented 16 percent of all grant assistance for population

activities that year, a five-fold increase since 1996. *

Indeed, when considered individually, a number of founda-

tions provide assistance equal to that of individual donor

countries. The bulk of this support has come from U.S.-

based foundations, although a small number of founda-

tions in Europe and Japan also make significant contribu-

tions to the field. 

As with the donor countries, the range of support from

foundations varies widely, according to the overall size

and priorities of the organizations involved. Areas of pro-

gram emphasis among foundations also differ and

include reproductive rights advocacy, population and

reproductive health related research, training, and sup-

port for the provision of reproductive health services.

Several foundations are active in the HIV/AIDS field and

grants relating to HIV/AIDS and other STDs accounted for

as much as one-half of all population assistance funds
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Foundations

from foundations in 2002. This emphasis is due in large

part to the program priorities of the Bill & Melinda Gates

Foundation, since 1999 the largest foundation in the field. 

Other leading foundations providing significant support for

reproductive health and population-related activities

include The William and Flora Hewlett Foundation, The John

D. and Catherine T. MacArthur Foundation, The David and

Lucile Packard Foundation, the United Nations Foundation,

and the U.K.-based Wellcome Trust. Early philanthropic pio-

neers in the population field such as the Ford, Mellon and

Rockefeller Foundations have also remained sizeable

donors, although it must be noted that the Mellon

Foundation is expected to end its support for this area after

2005. Foundations have often taken on controversial or

neglected issues—such as adolescent rights, sex traffick-

ing, the shortfall in reproductive health supplies, and abor-

tion—that may be avoided by donor governments, and in

so doing have encouraged government action.

According to an analysis by the Funders Network, most

major foundations (donors of more than $10 million in

2002) slightly reduced their support from 2002 levels in

2003, and spending in 2004 is likely to remain near the

previous year’s levels. The activities of the eight largest

U.S.-based foundations, in addition to one Japanese and

two Europe-based foundations, are summarized here. 

* While the UNFPA/UNAIDS/NIDI Resource Flows Project tracks
foundation support in the sexual and reproductive health arena, not
all foundations active in the field report annually. A second source
of information is the U.S.-based Funders Network on Population,
Reproductive Health and Rights, which brings together 53
foundations working in the United States and internationally. 
This analysis draws on data from both sources, although the data
are frequently inconsistent. This is because of differences in the
definition of population used in the two efforts, varying reporting
requirements (disbursements versus awards) and incomplete
reporting.
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The Ford Foundation

The Ford Foundation was the third largest foundation
donor of population assistance in 2000, according to
UNFPA, with contributions totaling $20.5 million, some-
what less than in previous years. More recent data from
the Funders Network show grants of $39.6 million in
2002. The Ford Foundation’s grant making in sexual and
reproductive health and rights is administered by all
three core program areas: asset building and community
development; peace and social justice; and knowledge,
creativity and freedom. Grant making emphasizes the
importance of reproductive rights as embodied in the
ICPD Programme of Action and the need to empower
communities, women and youth to participate in deci-
sion making on sexual and reproductive health policies
and programs. The foundation supports a wide range of
initiatives in such areas as HIV/AIDS prevention, promo-
tion of access to reproductive health services and tech-
nologies, and halting sex trafficking and sexual violence.

Bill & Melinda Gates Foundation

The Bill & Melinda Gates Foundation was formally estab-
lished in 2000 and brought together the William H. Gates
Foundation and the Gates Learning Foundation. Taking
into account grants from 1994 through September 2004,
the foundation reports more than $4 billion in assistance
for global health programs, including $1.4 billion for

HIV/AIDS, tuberculosis control, and reproductive health
activities. In 2002, the Gates Foundation reported $300.2
million in population assistance which, according to
UNFPA, represented two-thirds of all foundation support
that year. In addition to its support for HIV/AIDS preven-
tion and treatment programs, the foundation funds vac-
cine and microbicide research, and a range of maternal
and child health initiatives.

During 2003-2004, the foundation reported that
HIV/AIDS prevention and treatment programs was one
of top two areas of funding (the other being child immu-
nization). During this period, the Gates Foundation dou-
bled its commitment to HIV prevention in India to $200
million, with grants awarded to several U.S. and Indian
NGOs. Major population assistance grants in 2003 also
included $60.1 million to the International Partnership
for Microbicides and $40 million to The Johns Hopkins
University for the establishment of the Bill & Melinda
Gates Institute for Population and Reproductive Health. 

The William and Flora Hewlett Foundation

The Hewlett Foundation’s population assistance has
focused on providing access to reproductive health and
family planning information and services that will allow
individuals to voluntarily determine their fertility. The
foundation provides assistance to four main areas of activ-
ity: resource mobilization (to increase government and
private sector commitment to funding family planning and
reproductive health); improving access to reproductive
health information and services; supporting research on
health and fertility regulation technology; and training of
population and health professionals. It gives considerable
support for family planning service provision in develop-
ing countries, and has long supported professional train-
ing and research opportunities in the population and
health sciences at universities in the United States and
overseas. In mid-2004, the foundation’s board approved
an updated strategy for its population program. Beginning
in early 2005, grant making will focus on three main
goals: improving access to family planning and reproduc-
tive health care; mobilizing resources and promoting evi-
dence-based policies for family planning and reproductive
health programs; training the next generation of popula-
tion scientists; and promoting and protecting the repro-
ductive health of people in the United States.

In 2002, the Hewlett Foundation was the third largest
foundation donor of population assistance, with contri-
butions of $35.6 million, according to UNFPA. Its grant
disbursements have been rising steadily in recent years,
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and the 2002 total was nearly triple that of 2001. For
2003, Hewlett reported making its largest grants to IPPF
($3.5 million), Ipas ($3.5 million), and the Alan
Guttmacher Institute ($2 million).

The John D. and Catherine T. MacArthur
Foundation

The MacArthur Foundation has supported international
population activities since 1986. It provides funding for
organizations working to promote sexual and reproduc-
tive rights and improve the accessibility and quality of
reproductive health services. Within this framework, the
foundation gives priority to programs for reducing mater-
nal mortality and advancing the sexual rights and repro-
ductive health of adolescents. It has concentrated many
of its international programs in Brazil, India, Mexico,
and Nigeria.

MacArthur Foundation grants averaged $8.5 million over
the period from 1996 through 2002. The foundation
reported funding of $9.8 million in 2002 to UNFPA, up
from $6.4 million in 2001. Its largest international popu-
lation and reproductive health grant recipients in 2003
were Sociedad Mexicana Por Derechos de la Mujer
(Mexican Society for Women’s Rights; $660,000), IPPF
($450,000), and Management Systems International
($450,000). 

The Andrew W. Mellon Foundation

A pioneer in the field, the Mellon Foundation’s popula-
tion assistance grants have been falling steadily since the
mid-1990s and in 2002 the foundation announced its
intention to discontinue funding population activities
after December 2005. Population assistance grants
totaled $10.5 million in each of 1996 and 1997, but by
2000 stood at $4.3 million. FundersNet shows grants
totaling $18.6 million in 2002, although its definitions of
qualifying grants are different; in 2003 all of the founda-
tion’s population assistance related to forced migration.
Mellon Foundation funds have supported research in
reproductive biology, contraceptive technology, and the
social sciences, as well as population policy analysis and
research and training on forced migration issues. Many
of the Mellon Foundation’s grant recipients are universi-
ties; other recipients have included the Alan Guttmacher
Institute and the Population Council.

The David and Lucile Packard Foundation

In 2002, the Packard Foundation was the second largest
donor of population assistance funds. The foundation’s
annual grants for population activities averaged around
$11 million in the mid- to late 1990s, rising to a high of
$48 million in 2002—an increase due in large part to the
expansion of the foundation’s resources that accompa-
nied the rise in value of Hewlett-Packard stock. The
Funders Network estimates that foundation funding for
2004 will equal 2003 levels, which were estimated at
$28.9 million. The foundation emphasizes improving the
accessibility and quality of family planning and other
reproductive health services; mobilizing support for
international reproductive health services and rights
through education and advocacy activities; and training
future leaders in population and reproductive health. The
foundation is known for its support for reproductive
health information and services for young people and for
improved access to safe abortion where legal.

Packard Foundation assistance is channeled mainly
through NGOs and universities. Its international pro-
grams are centered in five priority countries: Ethiopia,
India, Nigeria, Pakistan, and the Philippines. In 2003, the
foundation reported its three largest grantees as
Pathfinder International ($3.9 million), the National
Abortion and Reproductive Rights Action League
Foundation ($3 million), and the Public Health Institute
($2.9 million).

The Nippon Foundation

The Nippon Foundation, based in Japan, was founded in
1962 with a primary emphasis on environmental efforts,
especially those relating to the maritime industry. Its
work later expanded to include a focus on public health
and social welfare. In 1997, the foundation awarded $2.4
million in population assistance grants, including $1 mil-
lion each to family planning and reproductive health pro-
grams. However, its funding levels have since fallen
steadily, reaching $40,000 in 2002.

OPEC Fund for International Development

The OPEC Fund for International Development, based in
Austria and founded by members of the Organization of
Petroleum Exporting Countries (OPEC), has become a sig-
nificant funder of population activities. The Fund’s grant
population assistance totaled $14.6 million in 2002, com-
pared with little more than $2 million in each of 2000
and 2001. This significant increase in funding was in part
the result of the establishment of an HIV/AIDS Special
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Account covering various AIDS-related projects and
indeed, the bulk of its current assistance is directed
towards HIV/AIDS, including support for policy develop-
ment, and prevention, care and treatment programs. The
OPEC Fund contributes to a wide range of international
organizations, including WHO, UNICEF and UNFPA. In
2002, for example, the Fund provided $1 million for a
joint project with UNFPA aimed at preventing HIV infec-
tions in seven Arab countries.

The Rockefeller Foundation

After four decades of population program funding and
leadership, the Rockefeller Foundation disbanded its pop-
ulation division in 1999. During much of the 1990s,
Rockefeller Foundation population funding averaged
around $17 million per year, but began trending down-
wards in the latter 1990s, reaching an all-time low of $5.8
million in 2001. Current population assistance grants are
administered as part of the foundation’s program on
health equity. Population assistance was reported at $17.8
million in 2002, with almost all of the funds going to
HIV/AIDS-related research, in particular the International
Partnership on Microbicides. Major grants in the 2002-
2003 period include $6.3 million to the International
Partnership on Microbicides, $4 million to the Mailman
School of Public Health at Columbia University for pre-
vention of mother-to-child HIV transmission and related
programs (MTCT-Plus), and $900,000 to the University of
Zimbabwe for clinical trials of two anti-retroviral drugs.**

The United Nations Foundation

The United Nations Foundation (UNF) was established
by Ted Turner, the American media entrepreneur, to
channel resources for population and reproductive health
activities and to reform the United Nations system.
Turner provided an initial gift of $1 billion for the foun-
dation’s work, which has been subsequently supple-

mented by contributions from other private and public
funders. In 2001, UNF’s population assistance stood at
more than $25 million, a sharp increase from previous
years. Funding fell slightly in 2002 to just under $22 mil-
lion, but UNF was still ranked as the fourth largest foun-
dation donor that year.

The main program areas supported by UNF are chil-
dren’s health, the environment, peace, security and
human rights, and women and population. The founda-
tion’s reproductive health projects give special emphasis
to improving the quality of care and strengthening ado-
lescent services. UNF is a major contributor to UNFPA
and UNAIDS for support of reproductive health and
HIV/AIDS activities. (It also provides significant funding
to UNICEF, WHO, and the Pan American Health
Organization for children’s health initiatives and has
been instrumental in arranging funding with partner
organizations for initiatives to eliminate polio and
measles.) Recent major grants include $3.5 million to
UNFPA for improving sexual and reproductive health
rights of young women in Mexico and $1.5 million to
UNAIDS for work on HIV prevention among Russian
youth.

The Wellcome Trust

The Wellcome Trust, based in the United Kingdom, pro-
vides resources to both developed and developing coun-
try organizations undertaking biomedical research on
major global diseases. The Trust has also supported a
Population Studies Programme, renamed the Health
Consequences of Population Change (HCPC) Programme
in 2001, which funds studies of the impact of population
dynamics on public health and the consequent implica-
tions for the provision of health services. The HCPC
Programme funds research on five “drivers” of popula-
tion change: growth, youth and aging, migration, urban-
ization, and lifestyles. Research into infectious diseases,
with a goal of building capacity in research within devel-
oping countries, has been a theme of the Trust’s work. It
has also coordinated a global multilateral initiative on
malaria. Total grants awarded by the Wellcome Trust,
according to UNFPA, reached a new high of $10.7 mil-
lion in 2002, up from $5.6 million in 2000. 

Foundations

** It is worth noting that the MTCT-Plus Initiative is funded by eight
foundations in total: the Bill & Melinda Gates Foundation, William and
Flora Hewlett Foundation, Robert Wood Johnson Foundation, Henry J.
Kaiser Family Foundation, John D. and Catherine T. MacArthur
Foundation, David and Lucile Packard Foundation, Rockefeller
Foundation, Starr Foundation, and United Nations Foundation.

When considered individually, a number of
foundations provide assistance equal to that of
individual donor countries.
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The World Bank

The World Bank wields considerable influence on reproductive

health through its impact on national level policies and invest-

ments in sexual and reproductive health programs (non-lending

activities), and by directly providing resources for such programs in

developing countries (lending activities). While most aid receiving

countries prefer grant bilateral assistance to World Bank loans, the

need for bilateral assistance outstrips available funds, leaving the

World Bank as the funding source of last resort. 

Bank lending consists of two types of loans: International Bank

for Reconstruction and Development (IBRD) loans available to

middle-income countries at commercial interest rates; and

International Development Association (IDA) credits available

only to the poorer countries, which are essentially interest-free

and have a long repayment period. Since the early 1970s, the

World Bank has committed more than US$4 billion to support

sexual and reproductive health programs around the world. IDA

credits account for roughly 65 percent of population lending from

the World Bank. More recently IDA grants have been made for

HIV/AIDS programs. Although it is difficult to determine exactly

how much support the World Bank now gives in population

assistance, its own estimates show disbursements of about

$300 million for reproductive health activities in 2004, with an

additional $200 million for HIV/AIDS. 

The World Bank supports the achievement of the Millennium

Development Goals (MDGs) and their overarching aim of poverty

reduction. To this end, the Bank has led the way in supporting

countries in the development of poverty alleviation strategies—in

particular through the Poverty Reduction Strategy (PRS) process.

While the Bank has had some success in taking advantage of the

opportunities afforded by the MDG focus and PRS process to keep

reproductive health on the agenda, HIV/AIDS issues have tended

to receive far more attention. As with donors of grant assistance,

Bank lending for HIV/AIDS activities has increased since 1999-

2000. At the same time, reproductive health specialists within the

Bank have focused efforts on strengthening the linkages between

reproductive health and HIV/AIDS programs. 

The Bank’s lending for sexual and reproductive health has also

been influenced by a series of management and policy changes.

On the administrative side, these changes include a reorganiza-

tion of the Bank, the adoption of matrix management, and

decentralization of programming to the country level. Lending

policies reflect a growing emphasis on the PRS process, with

direct budgetary support as well as sector-wide approaches

(SWAps) in the health and other sectors, and on health sector

reforms and selectivity in matching lending to the policy context

in countries. However, more analysis is needed to fully under-

stand the impact of these initiatives on access to reproductive

health services and health outcomes. For example, evidence to

date shows a mixed record with respect to the integration of sex-

ual and reproductive health concerns in the PRS process as a

whole. This indicates a need for greater involvement by civil soci-

ety and technical experts to help ensure prioritization of sexual

and reproductive health, and especially adolescent reproductive

health, throughout the process, including with regard to poverty

analysis, the selection of indicators and monitoring and evalua-

tion and resource allocation.
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Policy and Management Developments

The World Bank has undergone multiple reorganizations
in the past few decades reflecting the changing land-
scape of development assistance priorities worldwide.
These have included internal struggles to keep an institu-
tion of its size focused as an effective lending institution.
In the 1990s, the Bank shifted its emphasis from provi-
sion of basic health services toward improving the policy
environment and promoting health sector reforms. In
1996, human development became a pillar of focus
encompassing health, nutrition and population (HNP)
along with education and social protection. The Bank’s
approach to sexual and reproductive health is articulated
in a sector strategy of 1997 and is further detailed in the
2000 policy note, “Population and the World Bank:
Adapting to Change.”

After a previous reorganization from a functional to
regional structure, the Bank moved to a matrix manage-
ment structure in 1996. Bank staff are mapped to sectors
such as HNP. Country level managers and task team
leaders in operations access the expertise of the special-
ists by “purchasing” their services. Health, Nutrition and
Population sector positions are funded from the Bank’s
core budget (the Bank Budget or BB), whereas their pro-
grammatic budgets are mainly supported by funds avail-
able through operations and specific trust funds. Trust
funds are pots of money given by a donor for a designat-
ed purpose and allow the donor to maintain more con-
trol over its allocation for specific areas of support. For
example, trust funds from the Dutch and Swedish gov-
ernments both prioritize reproductive health and have
mostly been used to support policy, analytical and pro-
grammatic work in such areas as poverty and reproduc-
tive health, adolescent sexual and reproductive health,
maternal health, capacity building, and strengthening
linkages between reproductive health and HIV/AIDS. 

A 1999 World Bank report, “Investing in Health:
Development Effectiveness in the Health, Nutrition, and
Population Sector,” stated that rapid growth in the scope
of the Health, Nutrition and Population portfolio was not
met with a corresponding increase in the funding and
staff and recommended that HNP seek to do better, not
just more, lending. Unfortunately, limited technical
capacity and insufficient support for analytical research
still plague Bank initiatives. There is only a small core of
highly qualified reproductive health specialists within the
Bank, while many other reproductive health experts have
been moved out of technical support and into manage-
ment roles. Others are working exclusively on HIV/AIDS
activities. Too few specialists are available to tackle the
challenge of increasing awareness and knowledge of

reproductive health among Bank staff and to engage in
policy dialogue with governments.

Moreover, due to the Bank’s restructuring in 1996, pro-
gram budgets were decentralized and moved to field
offices. While this has led to an increase in the number
of developing country nationals hired and a less top-
down approach, central technical groups such as HNP
were left without direct control over a programmatic
budget. Population specialists must work with operations
and country staff to not only sell their services, as noted
above, but also convince them to fund activities that
they identify as a priority for reproductive health.
Further capacity building at the country level is needed
to ensure that country staff can engage governments in
evidence-based policy dialogue to prioritize sexual and
reproductive health where appropriate.

Along with organizational changes, the Bank has also
changed the way lending priorities are set. The Bank is
increasingly focused on issues of governance and
accountability. The trend toward “selectivity” in lending
is the most recent manifestation of the 30 year-old
debate on the effectiveness of foreign aid. Under selectiv-
ity, aid allocations are based on an evaluation of the
“development friendliness” of the policy environment of
a country. Research has shown that aid is less effective
in countries with poor policy environments (poor
performers) compared to countries with development-
friendly policies.

New Program Priorities and Challenges

Although the ICPD Programme of Action has broadly
influenced World Bank lending in the reproductive
health sector, the Bank’s corporate agenda is increasingly
oriented toward the attainment of the internationally
agreed targets set out in the Millennium Development
Goals. The lack of explicit references to reproductive
health and family planning in the Millennium
Development Goals has raised concerns among some at
the Bank about a shift in lending strategy away from
reproductive health. The World Bank’s reproductive
health specialists are trying to counter this by promoting
reproductive health interventions as cost-effective meas-
ures to reduce maternal mortality (the fifth of eight
MDGs), reduce infant mortality, curb the spread of
HIV/AIDS and eradicate extreme poverty.

Some Bank specialists state that issues of population
growth and family planning have lost priority among
senior Bank officials, perhaps in part due to the substan-
tial declines in fertility seen in the past 20 years and a
lack of appreciation for the impact of population
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momentum. This tendency is reinforced by the need for
greater attention to fighting the HIV/AIDS pandemic.
Indeed, funding allocations for HIV/AIDS have outpaced
those for other aspects of sexual and reproductive
health, and the HIV/AIDS projects do not always address
the broader reproductive health interventions that would
accelerate prevention of HIV. The challenge for Bank
staff is to help demonstrate the relevance of the family
planning and reproductive health infrastructure and serv-
ices to HIV/AIDS programs and the importance of link-
ing programs where possible. The Bank must avoid sup-
porting parallel service delivery structures for HIV/AIDS
when reproductive health infrastructures and services
already exist. The Bank appears to be addressing this
challenge through efforts such as learning activities and
policy dialogue on strengthening the linkages between
reproductive health and HIV/AIDS programs.

Another influential trend in Bank practice has been the
Poverty Reduction Strategy (PRS) process, in which the
development of a PRS paper (PRSP) is a critical step. In
theory, this is a collaborative process among country
governments, development partners and civil society to
describe a macroeconomic framework that will promote
socio-economic development and reduce poverty. There
is room for inclusion of reproductive health in the PRS
approach, and HNP is trying to maximize this potential.
Thus far, however, the inclusion of reproductive health
in PRSPs has been uneven. Some PRSPs are quite strong
on the issue, but others fall short, and clear, sound
guidelines for developing PRSPs are needed. The avail-
able reviews on the PRS process show a need for
stronger analytical work, such as making the link
between reproductive health and poverty as well as
between family planning and better health. The PRSPs
themselves often lack good poverty analyses with appro-
priate policies, coherent indicators and appropriate
resource allocations.

The World Bank also supports the PRS process by
strengthening the expertise of participants through train-
ing programs. For nearly 50 years, the Bank has engaged
in capacity building through the World Bank Institute,

previously known as the Economic Development
Institute (WBI). The WBI, a Vice-Presidential Unit (the
Bank’s basic structural unit), provides more than 900
learning activities each year for give decision-makers in
civil society, government and the development communi-
ty. Its courses and seminars are offered to World Bank
staff, government officials, as well as to members and
staff of more than 160 organizations.

Reproductive Health Supplies and
Procurement 

The World Bank’s influence in the field can also be seen
in its role as an important donor of reproductive health
supplies, representing up to 16 percent of total donated
supplies in 1999 and 11 percent (or $21 million) in 2002.
UNFPA procures much of the Bank’s contributions on its
behalf, while the Bank’s own procurement is done
through essential medicine procurement and through
broad country budgets. 

The Bank requires country recipients to follow its pro-
curement and international competitive bidding regula-
tions when using loan funds for supplies in order to
ensure competition, transparency and fair prices. This
policy has been the focus of criticism as some recipient
countries see the procedures as overly cumbersome and
difficult to implement. These difficulties signal the need
for further capacity building and for simplification of
procurement procedures. 

The World Bank has also taken an active role as part of
an international coalition established to address the criti-
cal shortages of reproductive health supplies through col-
laborative strategic thinking and action, joint problem
solving and information sharing.

Trends in Population Assistance 

World Bank loans represent a significant share of donor
population assistance, comprising 11 percent of donor
allocations of funding in 2002. While its importance as a

The World Bank

WORLD BANK POPULATION/REPRODUCTIVE HEALTH ASSISTANCE (Millions of US$)

1993 1994 1995 1996 1997 1998 1999 2000 2001 2002
World Bank Total 340 423 448 509 233 426 447 538 449 328
World Bank IDA loans 195 239 306 253 142 284 265 368 349 232
World Bank IBRD loans 145 184 142 256 92 142 182 170 101 95

Source: UNFPA/UNAIDS/NIDI Resource Flows Project database
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source of support is clear, a complete picture of World
Bank support for sexual and reproductive health is diffi-
cult to grasp. The UNFPA/UNAIDS/NIDI Resource Flows
Project tracks levels of lending assistance along with all
donors’ grant assistance, relying on reporting from the
institutions. However, development bank loan commit-
ments are multi-year and are recorded in the year in
which they are approved (even though they are dis-
persed over several years). In addition, the Bank’s new
coding system makes the Bank’s own figures incompara-
ble with those of the UNFPA Resource Flows Project,
which are used for this publication, while the use of dif-
ferent fiscal years further complicates comparisons of
UNFPA- and World Bank-reported figures. According to
UNFPA, World Bank funds for population assistance
peaked in 2000, dropping in 2001 and again in 2002.
While the Bank’s figures are different, due in part to the
fiscal year used (as noted above), it appears that popula-
tion assistance, including for HIV/AIDS activities,
increased by nearly $200 million in FY 2003 and repre-
sented 2.8 percent of total Bank lending that year.

The World Bank is important for reproductive health not
only in terms of the financial resources that it provides,
but also in terms of its leadership role. The Bank wields
its influence within the larger donor community through
its use of different approaches to development coopera-
tion, such as the PRS process, devolution, and the move
toward sector-wide approaches and/or direct budget sup-
port. Indeed, the way the World Bank manages the new
challenges to and opportunities for improving reproduc-
tive health—whether due to the MDGs, sector-wide
approaches, or the HIV/AIDS pandemic—may impact
not only its own goals for reproductive health outcomes,
but those of other donors as well. Given this influencing
role, efforts by the Bank’s reproductive health staff to
increase awareness and prioritization of sexual and
reproductive health concerns are critically important,
including their support for policy analysis, capacity
building, and opportunities for learning and dialogue.

Since the early 1970s, the World Bank 
has committed more than $4 billion to support 

sexual and reproductive health programs 
around the world.
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Data Sources

This report relies heavily on data collected by the
UNFPA/UNAIDS/NIDI Resource Flows Project based at
the Netherlands Interdisciplinary Demographic Institute,
including data from the 2004 report from UNFPA,
Financial Resource Flows for Population Activities in 2002
[in publication]. Financial data are also taken from the
OECD’s Development Cooperation series, in particular 
the 2001, 2002 and 2003 reports (covering, respectively,
2000, 2001 and 2002), as well as the OECD/DAC 
online statistical annex of the Development Cooperation
reports (http://www.oecd.org/ document/9/
0,2340,en_2649_34485_1893129_1_1_1_1,00.html).
Additional reference data were drawn from the 
OECD’s project database (http://www.oecd.org/
dataoecd/50/17/5037721.htm) and from AiDA, a similar
database available through the Development Gateway
(http://aida.developmentgateway.org/AidaHome.do).
Financial data were also taken from UNFPA’s Web site
and provided by IPPF. A list of other sources of data and
information can be found in the Key References.

For ease of reading, references in the text of the report to
financial data provided by the UNFPA/UNAIDS/NIDI
Resource Flows Project database or drawn from the 2004
report, Financial Resource Flows for Population Activities
in 2002, cite UNFPA as the source. 

Donor Profiles

Two sets of donor profiles are included in this report. The
first includes 21 of the 22 donor countries that are mem-
bers of the Development Assistance Committee of the
OECD. The second set comprises profiles of the European
Commission (also a DAC member) and World Bank, as
well as a brief summary of foundation activities. The pro-
files of donor countries and the EC update similar profiles
on 20 donor nations included in PAI’s 1998 report, Paying
Their Fair Share? Donor Countries and International
Population Assistance and in the 1993 report, Global
Population Assistance: A Report Card on the Major Donor
Countries. This report includes a profile of Luxembourg
(previous studies did not), which has increased its
involvement in population assistance efforts since the
previous study. No profile of Greece is included, however,
as it has only recently joined the DAC and reported only
very limited population assistance in 2001 and 2002.

In addition to the data sources noted above, information
for the individual profiles also came from the OECD/DAC
peer reviews of each member country’s development
cooperation program, government documents, and inter-
views and personal communications with government
officials and advocacy colleagues in almost every donor
country.

In the case of population assistance provided by the
European Commission, it is important to note that this
comes from resources provided originally by EU Member
States. 

Challenges to Data Analysis

As noted elsewhere in this report, data analysis is prob-
lematic given incomplete reporting over time by a num-
ber of donors and the changes in the definition of popu-
lation assistance used in tracking resource flows.
Incomplete reporting may involve a lack of reporting
altogether (in which case UNFPA estimates population
assistance at previous-year levels), or partial reporting.
Several profiles make reference to incomplete reporting,
and graphics and tables include notes on this topic
where appropriate. 

Inconsistent reporting by donors is also an issue: some
donors have not consistently reported allocations by type
of activity or the channel used. The rise of new mecha-
nisms for channeling assistance may also complicate
reporting. For example, donor country funds channeled
to the Global Fund to Fight AIDS, Tuberculosis and
Malaria are multilateral aid, but in some cases support
for the Fund may have been recorded under the NGO
channel.

Exchange rate fluctuations add to the challenge of data
analysis over time. While the spending goals of the ICPD
are expressed in constant 1993 dollars (unless otherwise
noted), all population assistance figures in the text and
tables of this report are expressed in current U.S. dollars,
again unless otherwise noted. Exchange rate fluctuations
affect how trends in donor support may appear when
expressed in U.S. dollar terms. Due to the different
methodologies used by various organizations in calculating
exchange rates, there may be inconsistencies in the data
included in this report, in particular for years after 2002. 

Appendix 1

Methodology
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Appendix 4

PRIMARY FUNDS FOR POPULATION ASSISTANCE, BY MAJOR DONOR CATEGORY, 1992–2002a

(Millions of current and constant $US)

Donor category 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002
Developed countriesb 766 777 977 1,372 1,369 1,530 1,539 1,411 1,598 1,720 2,314
United Nations systemc 54 66 107 111d 18e 49 35f 31g 77g 96h 31
Foundations/NGOs 106 124 117 85 141 106 124 240 299 241 530
Bank grants NA NA NA 6 8 9 10 9 1 3 2
Total (Current $US) 926 966 1,201 1,574 1,535 1,694 1,707 1,691 1,975 2,060 2,878
(Constant 1993 $US)i 954 966 1,171 1,492 1,414 1,525 1,513 1,467 1,657 1,680 2,311

Development banksj

World Bank IDA loans NA 195 239 306 253 142 284 265 368 349 232
World Bank IBRD loans NA 145 184 142 256 92 142 182 170 101 95
African Development
Bank loans NA NA NA NA NA NA _ k _ _ _ 

Asian Development
Bank loans NA 4 12 12 NA 33 _ l _ m 66 _ 

Inter-American Development
Bank loans NA NA NA NA NA NA _ n 93 _ 12o

Total (Current $US) 107 344 436 460 509 266 426 540 604 461 328
(Constant 1993 $US)i 110 344 425 436 469 239 378 468 506 376 263

Grand Total (Current $US) 1,033 1,310 1,637 2,034 2,044 1,960 2,133 2,231 2,579 2,521 3,205
(Constant 1993 $US)i 1,064 1,310 1,596 1,929 1,883 1,765 1,891 1,935 2,163 2,057 2,575

Source: UNFPA. 2004. Financial Resource Flows for Population Activities 2002. New York: UNFPA.
a Figures were rounded off and may not add to totals. NA indicates information not available for that year.
b The developed countries category includes the total of UNFPA’s income from developed countries, since any contribution to UNFPA is regarded as having been earmarked
for population assistance. Beginning with 1994, the European Union is included with developed countries.
c The United Nations system category includes contributions to population activities, mainly from UNAIDS, UNICEF, UNFPA and WHO that are part of general funds (not ear-
marked for population activities) from developed countries, developing countries and interest earned on income. 
d Figures for primary funds for population assistance for UNICEF were not provided for 1995. As a result, 1995 figures are estimated at the 1994 level. 
e UNICEF only provided data on project expenditures. Data on income were not provided.
f UNICEF and WHO did not provide data on income.
g WHO did not provide data on income.
h UNICEF did not provide data on income.
i The selection of 1993 as a base year for indicating constant dollars relates to the ICPD costed package year and serves only to permit an estimate of changes in real values,
offsetting fluctuations caused by inflation and exchange rate variations. 
j The development banks’ primary funds are shown separately because they are in the form of loans, which must be repaid.
k The African Development Bank reported approving loans of US$48 million for broad population and health programs.
l The Asian Development Bank reported expending US$183 million in loans for integrated health projects with a population component.
m The Asian Development Bank reported expending US$347 million in loans for primary health programs for which an undetermined amount was earmarked for population
activities. 
n The Inter-American Development Bank reported expending US$128 million in loans for integrated health projects with a population component.
o The Inter-American Development Bank reported expending US$35 million in loans for integrated health projects with a population component. The figure of US$12 million for
population activities is an estimate.
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Appendix 5

PRIMARY FUNDS OF DONOR COUNTRIES FOR POPULATION ASSISTANCE, 1994-2002  (Current $US Millions)

1994 1995 1996 1997 1998 1999 2000 2001 2002
Australia $ 18.0 $ 26.9 $ 32.6 $ 45.2 $ 44.6 $ 30.5a $ 14.7 $ 13.1b $ 21.3
Austria $ 0.7 $ 2.9 $ 0.9 $ 0.6 $ 1.8 $ 1.4c $ 0.9 $ 1.0b $ 1.5
Belgium $ 2.9 $ 5.6 $ 5.5 $ 9.8 $ 10.1 $ 10.4 $ 15.8 $ 19.1 $ 44.1
Canada $ 22.8 $ 37.3 $ 36.5 $ 34.5 $ 38.6 $ 37.2 $ 37.4 $ 12.7 $ 82.8
Denmark $ 32.6 $ 49.7 $ 63.0 $ 47.0 $ 60.1 $ 54.9 $ 44.6 $ 48.9 $ 73.8
Finland $ 7.8 $ 22.5 $ 19.8 $ 17.3 $ 23.1 $ 20.0 $ 19.8 $ 23.7 $ 24.4
France $ 13.4d $ 13.4e $ 16.5 $ 16.5f $ 16.5g $ 8.0c $ 12.4 $ 8.2 $ 83.7
Germany $114.8 $ 145.3h $ 96.0i $ 122.5j $ 124.8 $ 119.8 $ 96.4 $ 108.7 $ 106.8
Greece — — — — — — — $ 0.01 $ 0.1
Ireland $ 0.2 $ 2.9 $ 0.7 — — $ 2.7 $ 4.2 $ 6.3 $ 11.8
Italy $ 17.5d $ 4.4 $ 3.6 $ 2.2 $ 6.4 $ 10.0 $ 24.9 $ 25.0b $ 22.6k,l

Japan $ 82.7 $ 93.8m $ 93.8n $ 93.8o $ 88.9 $ 111.7 $ 130.7 $ 115.3 $ 180.2
Luxembourg $ 0.1 $ 0.9 $ 1.2 $ 1.2f $ 4.3 $ 3.3 $ 10.7 $ 5.6b $ 7.5p

Netherlands $ 43.8 $ 86.6 $ 111.7q $ 146.4 $ 119.2 $ 115.8 $ 170.1 $ 132.0 $ 164.3
New Zealand $ 0.8 $ 1.2 $ 1.2 $ 1.8 $ 2.3 $ 2.3 $ 2.3 $ 2.2 $ 3.3
Norway $ 40.7 $ 47.3 $ 46.1 $ 54.3 $ 71.4 $ 61.7 $ 60.0 $ 43.0 $ 80.8
Portugal $ 0.1 — $ 0.2 $ 0.4 $ 1.2 $ 0.4 $ 0.4 $ 0.7 $ 0.6
Spain $ 0.6d $ 0.6e $ 7.4 $ 7.4f $ 4.3 $ 9.5 $ 6.2 $ 14.4 $ 3.3
Sweden $ 44.7 $ 44.7r $ 57.9s $ 53.2 $ 78.3 $ 61.6 $ 73.1 $ 56.3 $ 61.1
Switzerland $ 8.2 $ 17.1 $ 16.2 $ 16.6 $ 17.8 $ 17.8 $ 16.1 $ 23.5 $ 23.4
United Kingdom $ 58.0 $ 98.2 $ 106.4 $ 117.4 $ 125.9 $ 95.7 $ 169.6 $ 81.0 $ 168.8
United States $462.9 $ 667.1t $ 637.7 $ 662.4 $ 619.7 $ 603.0 $ 658.6 $ 951.0 $ 963.0
European Union $ 3.7u $ 3.6v $ 14.0w $ 79.4x $ 79.4y $ 33.4z $ 28.9aa $ 28.1ab $ 184.9ac

Total y $977.1 $1,372.0 $1,369.1 $ 1,529.9 $ 1,538.8 $1,411.1 $1,597.7 $1,719.6 $2,314.1
Source: UNFPA. 2004. Financial Resource Flows for Population Activities in 2002. New York: UNFPA.
a The 1999 figure for Australia only includes expenditures for projects exclusively dedicated to population activities and excludes expenditures for the population component in
integrated development projects.
b Information on expenditures for population projects and programs was not provided or not fully reported. As a result, 2001 project and program figures are estimated at the
2000 level.
c Austria and France only reported information on contributions to multilateral donors in 1999. No information on project expenditures was reported.
d Figures on expenditures for population assistance for 1994 were not provided. As a result, 1994 figures are estimated at the 1993 level.
e Figures on expenditures for population assistance for 1995 were not provided. As a result, 1995 figures are estimated at the 1993 level, the latest year for which figures were
reported.
f Figures on expenditures for population assistance for 1997 were not provided. As a result, 1997 figures are estimated at the 1996 level.
g Figures on expenditures for population assistance for 1998 were not provided. As a result, 1998 figures are estimated at the 1996 level, the latest year for which figures were
provided.
h Family planning assistance is reported on the basis of reported commitments; for other population activities, expenditure figures were available.
i Commitments for bilateral projects in Germany in 1996 amount to 168.3 million DM ($US111,842,082).
j The figure for Germany only includes expenditures for population projects and programs and excludes expenditures for the population component in integrated development
projects.
k Since 2002 exchange rates are not available, the respective 2001 rates are used.
l Project/program expenditures and channels are estimated based on 2000 data.
m Japan used a broader definition of population assistance than UNFPA. In the interest of comparability, the figures provided were re-calculated to conform to UNFPA’s defini-
tion of population assistance.
n Figures on expeditures for population assistance for 1996 were not provided. As a result, 1996 figures are estimated at the 1995 level.
o Figures on expenditures for population assistance for 1997 were not provided. As a result, 1997 figures are estimated at the 1995 level, the latest year for which figures were
reported.
p Project/program expenditures have been estimated by the Ministry of Foreign Affairs in Luxembourg. Channels are estimated based on 2001 data.
q Expenditures for the Netherlands are without contributions to national NGOs that receive core funding for development activities and without payment to experts working in
the field of population activities overseas.
r Figures on expenditures for population assistance for 1995 were not provided. As a result, 1995 figures are estimated at the 1994 level.
s Sweden has a much broader definition of population activities.
t The information provided did not always allow the unequivocal determination of the channel of distribution.
u The European Union did not provide information on expenditures for population assistance in 1994; the figure reported for 1994 was obtained from data provided by other
respondents.
v Figures provided for 1995 represent multiple-year assistance. The 1995 figures reported here were obtained from data provided by other respondents.
w Data provided by the European Union exclude NGO co-financed projects.
x Data for the European Union are a global estimate based on known payment credits for population, reproductive health and AIDS activities.
y Figures on expenditures for population assistance for 1998 were not provided. As a result, 1998 figures are estimated at the 1997 level.
z Data for the European Union are a global estimate based only on the European Commission’s commitments for reproductive health and AIDS activities.
aa Figures on expenditures for 2000 were not provided. As a result, 2000 figures are estimated at the 1999 level.
ab Figures on expenditures for population assistance for 2001 were not provided. As a result, 2001 figures are estimated at the 1999 level.
ac Figures for the European Union have been estimated by NIDI based on data from the European Commission and the DAC Watch of the European Union, IPPF, January
2002.
ad Figures have been rounded off and may not add to totals.
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Population Action International (PAI) is an
independent policy research and advocacy group
working to strengthen public awareness and political and
financial support worldwide for population programs
grounded in individual rights. Founded in 1965, PAI is 
a private, non-profit group and accepts no government
funds. At the heart of Population Action International's
mission is its commitment to advance universal access 
to family planning and related health services, and to
improve educational and economic opportunities,
especially for girls and women. Together, these strategies
promise to improve the lives of individual women and
their families, while also slowing the world's population
growth and helping preserve the environment.
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