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Introduction 

Since the adoption of the Millennium Declaration and the MDGs that derived from it, the international 

community has achieved substantial gains in reducing avoidable deaths and improving health 

outcomes. The multiplication of financial resources from both domestic funds and international 

cooperation - along with policies to reduce the prices of essential medicines - was instrumental for 

increasing the access to lifesaving health services. In many developing countries life expectancy has 

improved significantly, while the decline seen in the regions most affected by the HIV epidemic was 

reversed. The positive results, however, are distributed very unevenly among countries and 

populations, as are the financial and political efforts to reach internationally agreed targets. Still, in 

2012, more than 60 % of deaths registered in low-income countries occurred in people younger than 

50 years of age. Inhumane living conditions, extreme social inequality, persistently underfunded 

health systems and ongoing discrimination against vulnerable populations still cause unacceptable 

levels of mortality and morbidity - representing one of the most atrocious forms of injustice. 

Closing the Main Financing Gap by 2020 

Securing a minimum of financial resources permitting to bring the full range of critical health services 

to all people constitutes a fundamental human right and an indispensable condition for human 

dignity. The model outlined here demonstrates that it is within our reach to close the financing gap 

even for the poorest countries by 2020 if all governments, from the privileged and underprivileged 

parts of the world alike, just fulfil the commitments and recommendations for financing human 

development and health that already were agreed many years ago. 

 

On the one hand, the additional effort of developing countries to mobilize domestic resources 

combined with the projected economic growth would reduce the worldwide gap between the 

nationally funded spending for health and the minimum financing need from 181 to 49 billion US$ (in 
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2013 terms). The estimate of economic capacity is based on a mixed calculation of income levels at 

exchange rates and purchase power parities to take into account the fact that required health 

investments comprise both locally produced goods and imported commodities.  

On the other hand, the resources provided by the wealthiest countries for international cooperation in 

support of health systems in disadvantaged countries would rise to 53 billion US$ (at constant 2013 

prices), if the recommendation of the WHO Commission on Macroeconomics and Health is met to 

make available 0.1 % of the Gross National Income (GNI) for global health. When considering that 

exchange rates of countries in need of external support are often considerably lower than internal 

purchase power levels of national currencies and, thereby, making health ODA amounts comparable 

to the volumes of domestic resources computed by a mixed calculation as described above the 

equivalent value of external resources rises to up to 93 billion US$. For the first time in history the 

development assistance for health would be commensurate with the volume of external cooperation 

needed to co-finance a minimum spending level for essential health services in every part of the 

world. 

The major part of this joint financial effort would be contributed by developing countries themselves. 

In the Sub-Saharan region alone the domestic resources provided for health would increase from 50 

billion US$ in 2013 to 105 billion US$ in 2020 calculated on the basis of the average of amounts 

expressed in international dollars and US$ values at exchange rates. This incremental financial effort 

of 55 billion US$ would represent a growth of 109 %. The average amount per capita made available 

by national financing sources for public health spending in Africa south of Sahara would rise from 55 

to over 96 US$ in this period, representing a growth in real terms of 75 %. Taken by itself, all other 

things being equal, the fulfilment of the Abuja target by every country of the region would increase 

the nationally funded health expenditure per capita to 76 US$. The projection that India and Nigeria 

will raise sufficient domestic resources to close the national financing gap before 2020 explains the 

major part of the reduction of the population living in countries in need from over 3.1 to 1.3 billion. 

In conclusion, the worth of resources made available through development cooperation for health 

would exceed the absolute need of external support in the most disadvantaged countries before the 

end of this decade. The projected surplus would constitute a necessary reserve for those 

unforeseeable cases, where exceptionally high resource needs or the failure to achieve the expected 

income and revenue growth lead to additional needs of international cooperation. Furthermore, the 

international community needs to confront the humanitarian need of supporting life-saving 

interventions in countries where the responsible government institutions fail to provide public 

services for the poor and discriminated populations. 

It is time now to commit to and bring into reality a global compact to guarantee the universal access 

to crucial health services. This is the moment to overcome the fragmentary approaches depending 

on the generosity of the rich and develop a new financing model for global health based on binding 

commitments in order to raise the resources required for developing truly operational, equitable 

and sustainable health systems. 

Extreme Income Inequality Calls for Consequent Redistribution of Resources 

Besides the basic guarantee of meeting the minimum need everywhere, we have to take into account 

that the proportional backlog of income levels in most developing countries compared to high-income 

countries is higher now than 30 years ago. The income per capita of 63 out of 95 countries with 

available data, i.e. two thirds, declined in relation to the average of economically privileged nations 
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between 1980 and 2014. The fact that China and India, the most populous countries, achieved a 

higher economic growth in this period than the average of advanced economies makes the picture 

more complicated with regard to global inequality on the population level. Simultaneously, however, 

both countries showed a clear tendency of income concentration in the hands of the richest decile. 

With 1.9 billion people 34 % of the total population in developing regions lives in countries that lost 

ground compared to the advanced economies in the course of the last decades. 

At present, 55 % of developing countries fall in the bracket of having per capita income levels that do 

not even reach one tenth of the average seen in better-off nations, compared to a proportion of 50 % 

in 1980. Thus, the proportion of countries showing an extreme relative backlog did not improve but 

actually became worse over a generation, despite some more recent positive trends. This increasing 

income gap between countries means that the necessity of international resource transfers has 

increased if there is the aspiration that all people participate in the progress of mankind, especially in 

existential fields of human development such as health. 

GDP per Capita in relation to Average of Advanced Economies, Situation in 2013 and Trend for 

selected Countries over the period 1980-2020, mixed calculation of PPP in international dollars and US$ at 

exchange rates 

 
Source: IMF World Economic Outlook, April 2015 

Due to generally lower levels of government revenue in relation to GDP and smaller health shares of 

public expenditure the backlog of the majority of developing countries with regard to government 

health spending per capita is even considerably more pronounced than international income 

inequality. When including external cooperation, we find that the per capita government expenditure 

on health in 69 % of developing countries was less than one tenth of the average seen in economically 

privileged countries. This proportion increases to 82 % when looking exclusively on public health 

expenditure funded with domestic resources. In 47 countries with available data the domestic 

resources allocated by the respective governments to finance health services did not even reach 2 % 

of the average calculated for advanced economies. Most of the countries not considered in the 

following analysis due to lack of data are small island states, while others are affected by conflict. 
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Considering that health outcomes constitute a crucial yardstick for measuring the fulfilment of the 

basic principles of social justice and human solidarity it is evident that all efforts required for securing 

the access of the world’s poor to essential health services should be seen as a primary task of both 

governments of disadvantaged countries and providers of international cooperation. 

Health Expenditure by National Governments – Less than Necessary and Promised 

In addition to economic disadvantage, many governments of developing countries do not attach the 

necessary importance to health financing. The Abuja target agreed in 2001 by African Union members 

to allocate at least 15 % of government budgets to health was only achieved by a minority of 

countries. In 2013, more than a decade after making that commitment, it was only met by six out of 

46 Sub-Saharan countries, i.e. barely 13 % of this region with the highest burden of HIV and other 

devastating diseases. This deplorable number practically did not change since 2007. Ten African 

countries south of the Sahara did not even reach half of the required level, but this appalling figure 

dropped significantly since 2008 when 15 states were below 7.5 %. The average health expenditure of 

total government spending by all countries in this region stagnated below 11 %.  

Looking at all 145 developing countries for which data is provided by the WHO, there were 25 

countries that achieved or exceeded the target level equalling only 17 % of the total. Again, this clearly 

insufficient proportion did not show a consistent tendency to improve. In 2013, the governments of 36 

countries belonging to the developing world spent less than 7.5 % of their total expenditure on health, 

compared to 43 that allocated less than half of the Abuja target to this life-protecting area in 2008. 

The lowest health shares are to be seen in Southern and Eastern Asia, where the regional average 

reached only 8.2 % in 2013 and half of the 20 countries spent less than 7.5 % of total government 

expenditure on health. On the other side, Latin America and the Caribbean show the highest 

percentages with a mean of 13.4 %. And in the American region nearly one third of low and middle 

income countries reach the target level. 
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Government Expenditure for Health as percentage of Total Government Expenditure, 2013 

 
Source: Global Health Expenditure Database, accessed in January 2016 

Insufficient Government Revenue 

The original so-called “zero draft” of the Addis Ababa Action Agenda to be adopted as the Outcome 

Document of the Third Financing for Development Conference stated the following: “Countries with 

government revenue below 20 % of GDP agree to progressively increase tax revenues, with the aim of 

halving the gap towards 20 % by 2025, and countries with government revenue above 20 % of GDP 

agree to raise tax revenues as appropriate.” Recognizing that there are enormous unmet financing 

needs for sustainable development this minimum target for domestic resource mobilization was 

proposed as a necessary cornerstone to implement post-2015 development agenda. It is highly 

unfortunate that this commitment was dropped in the final version, which only mentions the aim to 

improve the tax systems without fixing concrete target levels in relation to income. 

The World Development Indicators (WDI) database contains figures that represent the situation of 

recent years with regard to government revenue in relation to GDP excluding external cooperation for 

99 developing countries. For an additional group of 26 countries this indicator was calculated using 

data published by the International Monetary Fund on government revenue including external sources 

and deducting total amounts of ODA grants allocated to the public sector of the recipient states as 

reported to the DAC/OECD database on aid activities (creditor reporting system). This procedure was 

also applied for the case of Nigeria in order to take into account the considerable part of government 

resources raised from domestic resources that are spent through state and local authorities. 

Out of the total of 125 countries of the developing world, the government revenues obtained from 

taxes, social contributions and other local receipts or transactions remained below 20 % of GDP in 49 

cases. This means that the commitment removed from the Addis Ababa outcome document would 

have been of importance for 39 % of developing countries. 
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Government Revenue excluding Grants as percentage of GDP, most recent year 

 

ODA for Health – Few are on Track 

In this context, international cooperation for health constitutes an ethical obligation and an 

indispensable element of human solidarity. This in mind, the Medical Mission Institute, Action for 

Global Health and Action against AIDS Germany developed a research collaboration in order to analyse 

and quantify the contributions made available by European DAC member states for global health and 

specifically the HIV response through all channels of official development assistance (ODA). The study 

based on a complete review of all health-relevant projects funded though bilateral and multilateral aid 

aims to produce comparable and objective estimates of the ODA contributions differentiated by 

financing modalities and mechanisms as well as final recipient countries. 

The research projects track all financial flows that qualify as ODA according to DAC/OECD standards 

including loans and equity investments, but focuses on of grants as only this form of genuine aid 

contributes to benefit the most disadvantaged countries and populations and avoids the risk of 

unsustainable and damaging debt burden. Furthermore, transfers of grants to support development 

efforts of developing countries represent a tangible financial effort using budgetary resources of the 

respective donor country. 

Specifically, the minimum level of ODA grants for health in relation to the Gross National Income (GNI) 

that should be reached by all economically better-off country is 0.1 % according to the 

recommendation made by the Commission on Macroeconomics and Health in 2001 mandated by the 

WHO. The reality, however, is that ODA contributions provided by European DAC member countries 

vary widely and there are few laudable examples performing well with respect to this target. 
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In any year of the period between 2007 and 2013 only four or five countries out of 17 (including 

Luxembourg not shown in the chart) achieved the recommended level to contribute not less than  

0.1 % of GNI to improve health outcomes in the developing regions. Many countries with the larger 

economies of Europe do not even achieve half or one third of the required ratio. 
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European DAC Members: ODA Grants for Health per Capita in 2013 and Trend for Selected Countries 

  

Taking into account all bilateral and multilateral financing mechanisms the 17 European DAC members 

combined provided on average of  roughly 5 US$ per capita and year in support of the health sector in 

low-income countries without significant changes over the period 2007 to 2013. Likewise, the 

combined annual ODA disbursements for health in Sub-Saharan Africa stagnated at less than 6 US$. 

Except for small island states and Palestine only 14 countries, all of them in Sub-Saharan Africa, 

received in 2013 more than 10 US$ per capita from Europe to improve their health situation, of which 

just one (Gambia) obtained more than 15 US$ in that year. 
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Moreover, none of the six non-European DAC member states comes close to meet the target. The 

financial efforts of these high-income countries are extremely diverse to the extent that some are 

below one tenth of the best performers. The total amount of ODA grants for health provided by all 

DAC members corresponded to roughly 0.049 % of combined donor GNI, i.e. hardly half of what it 

should be. In other words, ODA for health would double if these donor countries just fulfilled the 

recommendation to contribute no less than 0.1 % of their GNI. 

 

Underfunding of Health Services and its Deadly Consequences 

As immediate consequence of economic disadvantage frequently combined with the failure to meet 

reasonable national and international financing targets, we observe the grossly inadequate level of 

funding for health services in many developing countries. The government expenditure on health per 

capita represents the amount of resources that, in principle, is available to fund health services that 

are accessible for all citizens. This indicator includes health spending funded through external sources 

such as development cooperation. The amounts shown in the following map combine purchase power 

parities, i.e. expressed in international dollars, and values calculated at average exchange rates to 

better reflect the real capacity for financing health services. 

Whereas government expenditure for health is as low as about 10 US Dollars in countries like 

Myanmar, Haiti, Central African Republic, Democratic Republic of the Congo, Guinea-Bissau and 

Eritrea public spending for health reaches levels that are 500 times higher in countries such as 

Switzerland, Luxembourg and Norway. In 50 countries actual government expenditure for health was 

below the general minimum estimated for low-income countries (89 US Dollars in 2013 terms based 

on the estimate made by McIntyre and Meheus of 86 US$ expressed in 2012 terms and considering 

world inflation rate). In fact, the current levels of public health spending may be insufficient in a 
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number of other countries as well compared to the required minimum level due to factors such as 

higher medicine prices related to so-called intellectual property rights imposed by trade agreements, 

higher-than-average disease burdens especially caused by generalized HIV epidemics or investment 

needs to increase the health workforce and infrastructure. 

Government Expenditure for Health per capita, 2013, in US Dollars 

 
Source: Global Health Expenditure Database, combining amounts based on power purchase parities and exchange rates 

The main consequence of underfunded health systems, combined with harmful determinants such as 

economic and social marginalization, is to be seen in the deprivation of life chances. The percentage of 

deaths that occurred among people younger than 50 years of age reflects not only the different death 

risks between, but also within countries and, therefore, reveals the extent of structural disadvantage 

and its fatal outcomes. 

The demographic estimates of the United Nations Population Division for the period 2010-15 show the 

persistent gaps with respect to fatal health threats. Whereas in better-off countries in Europe about 

one out of 20 deaths is reported to have occurred in people younger than 50 years, it is estimated that 

in Sub-Saharan Africa 7 out of 10 fatalities have affected persons before they reach 

 50 years of age. In 22 countries, all of them located in the latter region, this proportion was even 

higher. Under-five mortality caused more than half of all deaths that according to estimates took place 

in people, who died before their 50th birthday in Africa south of Sahara. 

These estimates also show that in 54 out of 201 states and territories more than half of all deaths 

occurred in people younger than 50 years. Except for United Arab Estimates, where the age 

distribution of mortality is mainly related to the unusual population structure created by high 

immigration rates of expatriate workers, only 7 of these countries are located in regions other than 

Sub-Saharan Africa. 
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Percentage of Deaths that occurred in Persons before Reaching Age 50, 2010-15 

 
Source: United Nations, Department of Economic and Social Affairs, Population Division (2013), data correspond to the 

period 2010-15. 

The geographical coincidence between government health expenditure per capita and survival 

chances is obvious and the following graph points to the same close relationship. In general, higher 

levels of public resources correlate with lower rates of premature death, but its scope and impact are 

obviously influenced by the magnitude of health threats, especially the HIV epidemic, as well as 

effectiveness of use according to scientific evidence and social justice. 

Public Health Expenditure per Capita and Premature Deaths, 2013 
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The international community urgently needs to overcome these unconceivable differences in death 

risks for the sake of vulnerable people and as a crucial element of a liveable global society. Without 

bridging this gap the 2030 Agenda for Sustainable Development adopted by the United Nations and 

the dictum to “leave no one behind” would become meaningless for many of the people, who are in 

dire need. 

Potentials and Constraints to Mobilize Domestic Resources for Health 

The calculations to initially determine the expected capacity to finance the required health services by 

each country intend to bring together economic trends of the recent past, predicted growth rates of 

national economies, realistic expectations regarding efforts to increase government revenue and 

commitments to reach an established threshold of public spending on health in developing countries. 

The combination of these factors permits to develop an approximate calculation of the per capita 

expenditure for health that the public sector in developing countries will be able to fund with 

domestic resources by 2020. On the other hand, the model applies an updated estimate of the basic 

level of financing needs that is tailored to the country specific situation taking into account the HIV 

burden. The following sections provide a detailed description of the parameters and considerations 

that are applied for the projection of the capacity to generate domestic resources and the country-

specific minimum needs for health financing. 

Notwithstanding the well-known weaknesses of the concept gross domestic product (GDP) per capita 

constitutes the basic measure of economic capacity. Considering that a part of investments in health 

systems requires the importation of products such as medicines and diagnostic tools, whereas other 

elements can be bought on the domestic market the model uses a mixed calculation (50:50) of the 

amount expressed in power purchase parities (international dollars) and the value at average 

exchange rates (current US$). The WHO working group for the Taskforce on Innovative International 

Financing for Health Systems estimated that in 2015 about 34 % of the total incremental cost for 

expanding coverage of essential services would correspond to internationally traded goods that need 

to be purchased at global market prices. In addition, however, the levels of salaries of an increasingly 

mobile health workforce – accounting for 27 % of total cost excluding community health workers - are 

influenced by the opportunities to earn money in economically better-off countries. Therefore, the 

proportion of the investments needed to enhance health systems that are determined by external 

economic relations may considerably go beyond 50 %. The respective input data are derived from the 

latest World Economic Outlook published by IMF in October 2015. 

Government revenue as % of GDP refers to transfers or cash receipts for the central government 

(taxes, social contributions, and other revenues such as fines, fees, rent, and income from property or 

sales) for public purposes expressed as proportion of GDP. Grants from development cooperation or 

other flows from external sources are excluded here in order to determine the potential of domestic 

resource mobilization. The general rate of increase is obtained from the recent trend seen on average 

in low-income and lower middle-income countries. For countries, however, which at present show 

government revenue shares below 20 % an alternative projection applies with the aim of reducing the 

gap towards this level by a quarter at the end of the period, in line with the target to halve the gap by 

2025. As mentioned above, this commitment was foreseen in earlier versions of the Addis Ababa 

Outcome Document, but was eliminated in the final declaration. In these cases the model uses the 

target ratio that is resulting higher. The respective data for recent years are available for the majority 

of countries from World Development Indicators, while in other cases the figure was calculated on the 
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basis of IMF and DAC/OECD data on total revenue and volumes of ODA grants, as described 

previously. 

For the proportion of health expenditure in relation to total government expenditure the model 

assumes that all countries with spending proportions below the Abuja target of 15 % will reach this 

minimum, while those countries that exceed the target will maintain this higher level. Actual data are 

derived from the WHO Global Health Expenditure Database. 

Projected Own Resources for Health per Capita, 2020, in US Dollars, mixed calculation as described 

above 

 

Applying the before-mentioned factors and the respective changes projected for the period under 

review results in country-specific estimates of the potential to mobilize domestic resources for health. 

Even when the positive predictions materialise, by 2020 the own financial effort of 21 countries would 

result in amounts per capita of less than 50 US Dollars using the mixed calculation, as described above. 

And in another 19 countries the funds per capita available from domestic sources would remain below 

100 US Dollars. 

Financing Needs Adjusted for the Resources Required for HIV Response 

The minimum level of resource needs is based on the technical recommendation made by McIntyre 

and Meheus that a figure of 86 US$ (expressed in 2012 terms) should be used as the estimated 

average of per capita resource requirements for providing a range of key services in low-income 

countries (Di McIntyre and Filip Meheus: Fiscal Space for Domestic Funding of Health and Other Social 

Services, March 2014). This updated estimate builds on the work of the High Level Taskforce on 

Innovative International Financing for Health Systems (HLTF), in particular the information provided 

through the normative approach of the respective WHO team with collaboration from UNFPA and 

UNAIDS. The range of interventions included the achievement of the health-specific MDGs, some 



16 
 

interventions to address non-communicable diseases and essential drugs for chronic conditions, some 

cancers, neglected tropical diseases, mental health and general care as well as the medicines needed 

for the above-mentioned areas. This costing also took into account investments in order to enhance 

facility and equipment infrastructure, increasing staffing levels and other components of health 

system strengthening. The authors translated the original figure of 54 US$ in 2005 terms into 2012 

terms adjusting for local currency exchange rates and annual inflation rates for the period for all low-

income countries included in the costing exercise. In the model presented here this figure was 

converted in 2013 terms by applying the global inflation rate published by IMF. 

Minimum Health Financing Need per capita, 2020, in 2013 US$ 

 

Due to the highly differentiated prevalence rates and the relatively high cost of life-long treatment and 

complex prevention programmes the HIV epidemic constitutes the single most important factor for 

differences regarding the country-specific resource needs. Moreover, the implementation of the 

UNAIDS Fast Track Initiative proposes a rapid and massive acceleration of HIV prevention and 

treatment programmes for ending the AIDS epidemic by 2030 that requires a substantial increase of 

financial resources. Therefore, the model calculates the national minimum needs by adjusting the per 

capita cost of the HIV response (6 % of the total figure on average) according to the estimated number 

of people living with the virus in 2013 taking into account the required increase of resources towards 

2020 and the respective distribution by income groups of developing countries. This explains the 

considerably higher per capita need observed in Southern Africa. 

Remaining Financing Gaps according to Economic Analysis 

Even with the best efforts, 38 out of the 120 countries under review would not be able to finance the 

minimum need through enhanced domestic resource mobilization by 2020. This gives a picture where 

development assistance in support of health is needed most. In addition, there are special needs for 

international cooperation in order to secure fundamental health services for populations living in 

fragile states for which no reliable data exist, such as Somalia or South Sudan. 
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Projected Financing Gap per Capita, 2020, in US Dollars, mixed calculation as described above 

 

As stated in the summary above, the global gap between domestic resource mobilization and 

minimum health funding needs would be reduced from 181 billion US$ estimated in the year 2013 to 

49 billion US$ projected for 2020. With nearly 40 billion US Dollars over 80 % of the remaining need of 

external financing for health in 2020 would be concentrated in the region south of the Sahara. 

However, the average financing gap of all 34 sub-Saharan countries that are in need of external 

support at the beginning of the period would be reduced from 69 US Dollars per capita in 2013 to 48 

US Dollars at the end of the decade. 

In 19 countries, of which 17 located in Africa, the projected difference between the minimum resource 

need and the potential to mobilize domestic resources surpasses 50 US Dollars per capita. To help 

these extremely disadvantaged countries to secure the access of all citizens to essential health 

services should be at the heart of international cooperation without overlooking other urgent and life-

saving programmes in cases of hardship and humanitarian need as mentioned above. 

Remarkably, the reduction of the global gap for financing essential health services will depend heavily 

on the financial efforts of just three countries with huge populations and very low levels of domestic 

resources for health, both in absolute terms and in relation to their economic capacity: India, Pakistan 

and Nigeria. With a combined financing deficit of nearly 104 billion US Dollars these countries in 2013 

accounted for more than 57 % of the global gap. India and Nigeria are expected to cover the minimum 

requirements completely with internal government revenue before the decade ends and Pakistan 

should nearly close the financing gap through its own efforts, too. As the proportions of government 

revenue and health shares of public expenditure are far below average, all three countries need to 

make particular financial efforts aiming to increase nationally funded government expenditure for 

health per capita by 3 (Nigeria) to nearly 6 (India) times. Taken together, they are responsible for 

almost 79 % of the expected decrease of the total financing gap that is projected to drop by 132 billion 

US$ between 2013 and 2020. 
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Necessary Increase of Official Development Assistance (ODA) in support of Health 

The calculation of the potential volume of financial resources to be provided through international 

cooperation assumes that all member countries that joined the OECD Development Assistance 

Committee (DAC) before 2000, will as a minimum meet the recommendation of the WHO Commission 

on Macroeconomics and Health to provide 0.1 % of GNI to improve health services and conditions in 

developing countries (exception: Greece). Those few countries that surpass this level are expected to 

maintain the GNI ratio achieved in 2013. For those countries, which joined the European Union after 

2000 the target level to reach by 2020 is set at 0.05 % of GNI in line with the respective commitments 

to increase total ODA by 2015 agreed by EU for these members. The growth rates of the economic 

output of all donor countries were calculated on the basis of the data published by IMF in the World 

Economic Outlook in October 2015. 

The initial GNI ratios of ODA grants for health provided by the 17 European DAC member countries in 

2013 were derived from the project-level research for both bilateral cooperation and multilateral 

contributions. For the non-European DAC members the figures for bilateral ODA in support of health 

are based on officially reported sector classifications of aid activities, whereas the calculation of 

multilateral aid is resulting from the before-mentioned ODA analysis. The points of departure for the 

rest of included donor countries were estimated using the DAC information on GNI ratios of total ODA 

and applying the average health share derived from the study for the 23 European and non-European 

DAC members. 

The adjusted figure of total ODA for health to take into account the differences between exchange 

rates and internal price levels applies the weighted average of the country-specific ratios of amounts 

resulting from the mixed calculation and values at market exchange rates. In this procedure only those 

countries that exhibit a financing gap in the respective year are included, while the relative weight 
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corresponds to the share of the total required external funding. For 2020 the projected factor 

calculated this way amounts to 1.76 US$, which means that one US$ (in 2013 terms) buys health-

related goods and services that would cost 1.76 US$ in the United States assuming that half of the 

provided resources are spent in the domestic market and that the local price levels of health 

commodities are equal to the average of the bundle of goods that make up GDP. Evidently, this factor 

does only apply if ODA for health is distributed exactly according the foreseen financing needs. Due to 

the probability explained above that more than 50 % of the required health expenditure may 

correspond to cost items determined by external economic factors the figures resulting from the 

adjustment may represent an upper bound estimate. 

In order to reach the minimum target of ODA for health set at 0.1 % of GNI all G7 member countries 

except for United Kingdom will have to multiply their contributions. The aid volumes made available 

by Italy and Japan, which are among the worst performers regarding the financial effort in support of 

global health, need to increase by seven times until 2020. Germany should quadruple the amount of 

development assistance for health for the most disadvantaged countries and populations and France 

is expected to nearly triple its contribution. According to preliminary estimates of current levels of 

health ODA the US and Canada would need to double their respective aid volumes. Taken together, G7 

countries should provide 41 billion US$ (in 2013 terms) equalling 77 % of the total amount of 

projected ODA to fill the remaining gap of financing universal health coverage by 2020. If these 

wealthy countries with the largest economies would contribute just 10 Cent out of 100 US Dollars or 

euros of their respective national income, the international community could make a huge step 

forward in one of the most elemental areas of social justice, namely to close the gap between the life 

chances of the privileged and the underprivileged parts of the world. 
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