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ABOUT IHME

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

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

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

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

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

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

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

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

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

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

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

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

Development assistance for health

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

�� ���� ���� 
��	� ������� �	� ���� �
�	� ����� �	��
2008. Following the recession, DAH increased 3% 
from 2008 to 2009, and 4% each year between 2009 
and 2011.
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tion and Development accounted for the largest 
share ($796.77 million) of the expansion in total DAH 
between 2010 and 2011.
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over the past decade has slowed to 2% between 
2010 and 2011.

�� >������	��
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mental organizations saw an increase in funding of 
8% from 2010 to 2011.
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of DAH ($7.61 billion, or 30%) in 2009, followed by 
South Asia ($1.85 billion, or 7.2%) and East Asia and 
the Pacific ($1.48 billion, or 5.8%).
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�� 
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��
�
have the most significant disease burdens, 12 of the 
countries with the highest disease burdens, including 
Russia, Sudan, Myanmar, and Egypt, are not among 
the countries that receive the most DAH.

�� Z���
���	�����'����#[\�#�=��
�������������	�����
��
sector support slowed between 2008 and 2009. DAH 
for malaria continued to grow rapidly, increasing by 
about 50% two years in a row, and growth in DAH 
for maternal, newborn, and child health and for 
noncommunicable diseases accelerated between 
2008 and 2009. 

Government health expenditure

�� ��� ������� '�	�	����� ������� ���� 	�
� �]]��� 
�� ��X�
slowed total public domestic spending on health. 
Spending accelerated between 2008 and 2009, 
increasing from $368.46 billion to $410.50 billion,  
16 times the total amount of DAH spent.

�� ^��
� ����� �]	
� 
�� �����
� ����	
� �'� �
�� ��	�
resources on health in 2009 (28% of total domestic 
health spending by developing country governments 
globally, or $113.85 billion), followed by North Africa/
Middle East and Tropical Latin America. 

�� >���X�?�_���'�����
��
���X�	�	
�����X��
�?�
redirect $0.56 on average from the health sector to 
other spending priorities.

This report documents continued growth of DAH, 
despite concerns about cutbacks in foreign assis-
tance. It also demonstrates continued strong growth in 
country expenditure on health, as well as the ongoing 
effects of DAH on spending for health by governments. 
With the MDG deadline rapidly approaching in 2015, 
it is important for policymakers to carefully assess the 
trends in these resource flows to decide where and 
how spending can have the maximum impact on popu-
lation health.
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Global health advocates and funders have been 
watching two trends closely over the past year. The 
first is progress toward the Millennium Development 
Goals (MDGs). The second trend is the funding – both 
from donors and from the countries themselves – that 
is driving some of that progress.

A series of analyses were published this past year 
by universities, advocacy organizations, and United 
Nations (UN) agencies examining different aspects of 
the MDGs. The UN, for example, found in July 2011 that 
“the proportion of people going hungry has plateaued 
at 16%, despite reductions in poverty,” making it 
unlikely that countries will meet the 2015 target of 
halving the number of people suffering from hunger 
worldwide.1 

Dr. Rafael Lozano from the Institute for Health Metrics 
and Evaluation (IHME) and colleagues reported in 
September that only nine countries are on pace to 
achieve both MDG 4, which calls for a two-thirds 
reduction in the child mortality rate between 1990 and 
2015, and MDG 5, which sets a goal of a three-fourths 
reduction in the maternal mortality ratio over the same 
period. They also found, though, that most countries 
in the world showed signs of accelerated progress in 
reducing both child and maternal mortality.2 Studies 
credited the acceleration in the reduction of child 
mortality to a range of factors, including expanded use 
of insecticide-treated bed nets to prevent malaria and 
rising education levels among women.3,4 

The last goal on the MDG list – MDG 8 – has received 
less attention than most of the other goals. It calls on 
developed countries to devise specific steps to raise 
the standard of living in developing countries. This goal 
builds on a series of agreements that started in 1970 
with a UN General Assembly Resolution that said, “In 
recognition of the special importance of the role that 
can be fulfilled only by official development assistance, 
a major part of financial resource transfers to the 
developing countries should be provided in the form 
of official development assistance. Each economically 
advanced country will progressively increase its official 
development assistance to the developing countries 
and will exert its best efforts to reach a minimum net 
amount of 0.7 percent of its gross national product at 
market prices by the middle of the decade.”5 

At the 1992 UN Conference on Environment and Devel-
opment, held in Rio de Janeiro, Brazil, and at the 2002 
UN International Conference on Financing for Devel-
opment in Monterrey, Mexico, this agreement was 
reaffirmed. It also became one of the underpinnings of 
MDG 8.6 Since then, few countries managed to reach 
the aid target of 0.7% of their gross domestic product. In 
2005, only five countries achieved that goal: Denmark, 
Luxembourg, the Netherlands, Norway, and Sweden.7 
Five years later, in 2010, the same five countries were 
the only ones meeting the target.8 

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

In the United Kingdom (UK), there has been repeated 
criticism from the public and from conservative politi-
cians over Prime Minister David Cameron’s insistence 
that the country’s development assistance remain 
protected from budget cuts. One headline declared, 
“Foreign aid budget to cost every family �500: How 
17 foreign aid fat cats are earning more than �90,000.”9 
In the United States (US), key political leaders – including 
several candidates for the US presidency – argued that 
the US Congress should greatly reduce the amount of 
development assistance it provides each year in light of 
the country’s historic debt levels.10,11 

Debates about the future of development assistance 
come at a time when the world is recognizing the twin 
threat of the continuing high rate of infectious diseases 
in developing countries and the growing burden of 
noncommunicable diseases (NCDs). Earlier this year, 
IHME reported that cases and deaths from breast and 
cervical cancer are shifting to developing countries and 
to younger women in those countries.12 

Reports this year also documented the rise in heart 
disease and increases in significant risk factors for 
disease, including obesity and high blood pressure.13-15 
In September, global leaders at the UN High-Level 
Meeting on Noncommunicable Diseases pledged to 
find new ways to combat NCDs, but there were no 
funding targets or specific goals set.

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

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

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


