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ABSTRACT Donor financing to low- and middle-income countries for
reproductive, maternal, newborn, and child health increased substantially
from 2008 to 2013. However, increased spending by donors might not
improve outcomes, if funds are delivered in ways that undermine
countries’ public financial management systems and incur high
transaction costs for project implementation. We combined quantitative
and qualitative methods to examine the quality of funding for
reproductive, maternal, newborn, and child health globally and in
Tanzania, based on two principles of aid effectiveness: the alignment of
donor financing with the recipient country’s public health financial
management systems, and donor harmonization for coordinated,
transparent, and collectively effective actions. We found that alignment of
donor financing deteriorated throughout the period, with the proportion
of funds channeled through governments decreasing from 47 percent to
39 percent. Tanzania-based donors attributed the change to the pressure
donors were under to achieve and show results. Donor harmonization
was low overall and remained relatively constant, although it increased in
sub-Saharan Africa and decreased in South Asia. Bilateral funding
agencies were the most harmonized donors. We recommend that future
assessments of Sustainable Development Goals financing include
measures of harmonization and alignment of funding.

O
fficial development assistance
for health fromwealthy countries
to low- and middle-income coun-
tries quadrupled from $5 billion
in 1990 to over $21 billion in

2013.1 The increase was accompanied by an ex-
pansion of actors and initiatives in the health
sector, includingglobal health initiatives. Simul-
taneously, interest in the effectiveness of official
development assistance has grown, a topic ad-
dressed in a series of high-level forums and in-
ternational conferences—in Monterrey, Mexico
(2002); Rome, Italy (2003); Paris, France
(2005); Accra, Ghana (2008); Busan, South

Korea (2011); Mexico City (2014); and Addis
Ababa, Ethiopia (2015)—each of which issued
declarations. The Paris declaration articulated
five principles of aid effectiveness: country own-
ership of national strategies; alignment of aid
with country strategies; harmonization, or coor-
dination, of donor aid; results for funding; and
accountability between donors and aid recipi-
ents.2 These principles encourage providers of
official development assistance to align their
funding with a recipient country’s development
strategies and systems, so that donors’ activities
are harmonized, and recipients and donors
focus on achieving results for which they are
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mutually accountable.2 These principles form
the core of the declarations mentioned above
and have been collectively defined as the “global
aid effectiveness agenda.”3

Most of the literature to date on official devel-
opment assistance for health has focused on
tracking its distribution from donors to coun-
tries and its targeting to countries’ needs.4–8 Less
attention has been paid to its effectiveness in
relation to the Paris principles, although there
is evidence that funding fragmentation,9 volatil-
ity,10 and high transaction costs for recipient
governments11 limit both the impact of official
development assistance on health and the sus-
tainability of progress already achieved. A 2014
report found progress in the use of country-
results frameworks and joint assessments of
national strategies, but it reported reduced use
of national financial management procedures
and less predictable funding for 2015–17.12 There
have been further concerns that the focus on
achieving global goals (including the Millenni-
um Development Goals of the United Nations)
and targets based on national averages have in-
centivized programs to focus on easily attained
targets, thereby widening inequities13 and favor-
ing specific health conditions and population
groups.14,15 In addition, little attention has been
paid to the adherence to aid effectiveness prin-
ciples of health donors that target specific pop-
ulations or diseases—despite recognition of the
fact that providing assistance in the form of ver-
tical projects (that is, funds designated for spe-
cific diseases or population groups) contributes
to the proliferation of programs, fragmentation
of programming, and transaction costs for
national health ministries and hinders donor
harmonization.16,17

We used a mixed-methods approach to assess
whether there were improvements in the align-
ment and harmonization of donor funding
for reproductive, maternal, newborn, and child
healthbetween2008and2013, bothat theglobal
level fordonors and recipients and at the country
level, using Tanzania as a case study.We focused
on this funding because of the large increase
in donor funding in recent years to low- and
middle-income countries related to Millennium
Development Goals 4 and 5 (to improve child
survival and maternal health, respectively).18

We used a case study to highlight how global
trends affect national ministries and country-
based donors.We selected Tanzania as our case
study because it is a low-income recipient coun-
try that has a high degree of dependency on
official development assistance and that experi-
enced a substantial increase in external repro-
ductive, maternal, newborn, and child health
funding between 2008 and 2013.18 It is also a

country in which we have extensive experience
working and living, andwe are therefore familiar
with its health systems and relevant stake-
holders.

Study Data And Methods
Data Sources Quantitative data for both global
and country-level analyses were extracted for the
period 2008–13 from the CountdownODA+ data
set, which tracks flows of official development
assistance (ODA) and private funds from the Bill
and Melinda Gates Foundation (collectively
referred to hereafter as ODA+).18,19 The data set
includes information about sixty-four donors
and 147 recipient countries and is based on the
Organization for Economic Cooperation and
Development’s (OECD’s) Creditor Reporting
System (CRS) database, to which it applies the
Countdown project classification for reproduc-
tive, maternal, newborn, and child health
(RMNCH).18 All records in the CRS are individu-
ally classified as RMNCH following the Count-
down framework18—in which both the full value
of vertical funds (such as those for family plan-
ning, emergency obstetric care, and childhood
vaccination) and a proportion of the value of
funding for primary health care, HIV prevention
and treatment, health-sector budget support,
general budget support, and so on are consid-
ered to promote reproductive, maternal, new-
born, and child health.18

For the qualitative component of the study,
Melisa Martinez-Alvarez conducted semistruc-
tured interviews with members of the headquar-
ters staff of four of the top ten donors to repro-
ductive, maternal, newborn, and child health
(n ¼ 4), representatives of donors in Tanzania
(n ¼ 7), and representatives of governmental
and nongovernmental organizations working
in the Tanzanian health sector (n ¼ 15). The
interviews explored whether and how principles
of aid effectiveness are considered in resource
allocation and the perceptions of trends in re-
source allocation patterns over time and their
consequences. A semistructured interview tool
was used to guide the interviews (see the inter-
view guide in the online Appendix).20

Analytical Framework We developed an an-
alytical framework to assess progress toward
alignment and harmonization ofODA+ to repro-
ductive, maternal, newborn, and child health,
based on the definitions in the Paris Declaration
on Aid Effectiveness2 that could be feasibly mea-
sured with our data (Appendix Table 1).20

According to the Paris Declaration, alignment
refers to the degree to which donors base their
support on recipient countries’ national devel-
opment strategies, institutions, and proce-
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dures.2 The Paris indicators for assessing the
alignment of donor funding focus on the propor-
tion of official development assistance that uses
national financial systems, is reported on na-
tional budgets, and is predictable and untied
(that is, it can be used to purchase goods and
services from any country), as well as the quality
of country systems.2,21 The Countdown data did
not allow us to assess the proportion of funds
reported on national budgets or the degree of
tying of ODA+ to reproductive, maternal, new-
born, and child health. Instead, we examined the
proportion of funds disbursed through govern-
ment systems and the proportion of funds that
were pooled, to assess the use of national finan-
cial systems; and the volatility of funds from the
top ten donors of ODA+ for reproductive, mater-
nal, newborn, and child health at the country
level in Tanzania as a proxy for predictability.
Tanzania receivedODA+ for this areaof health

from twenty-eight to thirty-two donors during
the study period. The top ten donors accounted
for 88.2 percent of the funds (and therefore
would have had themost impact on the volatility
of funding); we discuss only these funders in our
analysis of volatility. We therefore measured
alignment by the share of ODA+ delivered
through government channels by donor and by
recipient country; the share of ODA+ delivered
through the government that used pooled
modalities rather than project funding; and vol-
atility in total ODA+ to reproductive, maternal,
newborn, and child health disbursed by donors
to Tanzania.22

Harmonization is defined in the Paris Declara-
tion as the degree to which donors’ actions are
coordinated, transparent, and collectively effec-
tive.2 The indicators used to evaluate harmoni-
zation according to that definition are the use
of common arrangements and procedures and
shared analysis.2,21 Our data did not allow us to
systematically compare donors and recipient
countries using these indicators. Furthermore,
we did not consider them to be suitable ways to
assess the impact of donor activities on recipient
countries. Instead, we assessed the fragmenta-
tion and proliferation of funding for reproduc-
tive,maternal, newborn, and child health, which
donors committed to reduce in the Paris2 and
AccraDeclarations.We did this at the global level
through indicesof dispersionby assessingdonor
proliferation and recipient-country fragmenta-
tion of funding. A donor is a high proliferator
if it distributes its budget amongmany recipients
and a low proliferator if it concentrates its
budget among a small number of countries.11

Fragmentation refers to the number of donors
in a given recipient country relative to the total
ODA+ to reproductive, maternal, newborn, and

child health. A country is highly fragmented if
there aremany donors, each of which provides a
small share of the total ODA+.11

Data Analysis We classified ODA+ to repro-
ductive, maternal, newborn, and child health as
disbursed through thegovernment if theOECD’s
Creditor Reporting System database classified it
as such (CRS channel codes 10000–19999) or if
the channel code was empty but the CRS aid type
was general budget support (A01) or health-
sector budget support (A02). We manually
classified projects as disbursed through the gov-
ernment if the “channel name” field indicated a
government agency, and as outside the govern-
ment if the same field indicated a nongovern-
mental organization. We considered ODA+ to
reproductive, maternal, newborn, and child
health to have been delivered as pooled funds
if the type of assistance was general budget sup-
port (CRS type A01), health-sector budget sup-
port (CRS type A02), or basket funds or pooled
funding (CRS type B04) explicitly channeled
through the government. We analyzed trends
in aid type for the period 2009–13, because data
for 2008 were incomplete.
Global Analysis We examined donor prolif-

eration and recipient-country fragmentation
of funding using the Theil and Herfindahl-
Hirschman Indices, respectively11 (see the sup-
plementary methods in Appendix),20 based on
three-year averages of ODA+ to reproductive,
maternal, newborn, and child health in the peri-
od 2006–11 and the average in the period 2012–
13 to remove yearly variation.23 The Theil Index
(which ranges from 0 to the natural log of the
number of recipients) compares the amount dis-
bursed by a donor to a country to the average
amount disbursed by the donor per country. A
smaller Theil Index indicates greater prolifera-
tion, or that there are many recipients that
receive less than the average amount from a par-
ticular donor. The Herfindahl-Hirschman Index
(HHI) compares the number of donors in a

Projects delivered
outside the
government are the
least coordinated with
or aligned to country
strategies.
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recipient country to the total amount of ODA+ to
reproductive, maternal, newborn, and child
health that the country receives. It is estimated
as a number between 1/n and 1, where n is the
number of donors disbursing official develop-
ment assistance to a recipient country. Larger
values suggest concentration of ODA+ (in other
words, that a single donor or small group of
donors contribute a significant share of the
assistance); smaller values indicate greater frag-
mentation in assistance (in other words, the as-
sistance is distributed in small amounts bymany
donors). Therefore, the larger the HHI, the
greater the degree of harmonization of ODA+.
We generated measures of alignment and

harmonization of funding for every donor and
recipient country.We estimated averages across
donor types (bilateral, multilateral, global
health initiatives, and the Gates Foundation)
and recipient country income groups (using
the World Bank categories for fiscal year 2018,
according to which a 2016 per capita income of
$1,005 or less indicated a low-income country,
while incomes of $1,006–$3,955, $3,956–
$12,235, and $12,236 or more indicated a
lower-middle-income country, an upper-middle-
income country, and a high-income country,
respectively).24 We categorized the European
Union (EU) as a bilateral donor since EU insti-
tutions, rather than member states, ensure co-
herence and control spending for official devel-
opment assistance.25 We distinguished between
multilaterals (made up of multiple members, in-
cluding UN agencies and Bretton Woods institu-
tions) and global health initiatives (single-issue
agencies, including the Global Fund to Fight
AIDS, Tuberculosis, and Malaria and GAVI, the
Vaccine Alliance). For 2013 we estimated ranges
of values for channel, modality, and fragmenta-
tion index for each of the income groups (see
Appendix Figure 1).20 We analyzed fragmenta-

tion across geographic regions.
Tanzania Case Study To explore the align-

ment of donor funding with government strate-
gies in Tanzania, we also examined volatility
year by year in ODA+ to reproductive, maternal,
newborn, and child health disbursements for
each of the top ten donors in the period 2008–
13. To measure fragmentation in Tanzania, we
calculated the number of donors; the proportion
of total ODA+ to reproductive, maternal, new-
born, and child health that each donor repre-
sented; and the number of transactions for the
period 2008–13.We assumed that each record in
the CRS database represented a transaction.
Although a single project can be delivered as
multiple transactions, each transaction incurs
costs in terms of reports and meetings.
For the qualitative analysis, interviews were

recorded and transcribed. Data from the inter-
viewswereanalyzedusing thematic coding26 that
was based on the analytical framework (for
details, see Appendix Table 1).20 The coding
framework was developed by Melisa Martinez-
Alvarez and Josephine Borghi, and all coding
was undertaken by Martinez-Alvarez. NVivo
wasused tomanage thedata.Qualitative analysis
was undertaken after the analysis of quantitative
data. The results of the analyses were integrated
during the writing of this article.
Limitations This study was subject to several

methodological limitations. First, we assessed
aid effectiveness in relation to the two principles
that could be measured with our data. Other
important principles of aid effectiveness (coun-
try ownership of national strategies, manage-
ment for results, and mutual accountability of
donors and recipients) were not addressed.
These principles are difficult to assess across
countries, since they require the use of qualita-
tive methods to understand whether the mech-
anisms in place achieved their intended out-
comes.3 In addition, we did not determine
what the funds were spent on, despite the impli-
cations this may have for their effectiveness.
Alignment and harmonization of funding could
be measured in ways other than those used in
this study. For instance, a measure of alignment
should considerwhether donor funding is filling
gaps in national plans, but there is no consistent
methodology that can be used to assess this.
Similarly, harmonization should be assessed ac-
cording to the degree to which donors adopt
common approaches in recipient countries.
This is difficult to achieve across countries. An
in-depth case study in Tanzania found that de-
spite coordination mechanisms’ being in place,
internal donor structures and incentives were
hindering harmonization efforts.3 Furthermore,
our definition of aid effectivenesswas restricted to

The findings suggest
the need for reflection
on the future of
official development
assistance to low- and
middle-income
countries.

November 2017 36: 1 1 Health Affairs 1879
Downloaded from HealthAffairs.org on January 12, 2021.

Copyright Project HOPE—The People-to-People Health Foundation, Inc.
For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.



the code of good practice outlined by the global
aid effectiveness agenda, instead of being based
on an evaluation of the impact of different
modalities for ODA+ on reproductive, maternal,
newborn, and child health outcomes.
Second, there were some limitations to our

data. Information in the CountdownODA+ data-
base was manually coded by different people in
different years, and although the team per-
formed consistency checks, some bias may have
still been introduced.19 In addition, we made as-
sumptions about the proportions of funds for
reproductive, maternal, newborn, and child
health that were delivered as general or health-
sector budget support, since donors indicated
only the funding modality, not its subsequent
allocation to reproductive, maternal, newborn,
and child health.18 In Tanzania, general budget
support is disbursed through the Ministry of
Finance, so including this type of financing
might have resulted in an overestimation of
the number of transactions that the Ministry
of Health managed. However, we do not antici-
pate this to be substantial. Our estimates of
ODA+ to reproductive, maternal, newborn,
and child health differ from those previously
reported inCountdownODA+analyses18 because
we excluded funds reported as regional
disbursements—since we were interested in aid
flows to specific recipient countries. By consid-
ering only funds disbursed through the govern-
ment if that was the channel recorded in the
CRS database, we might have underestimated
the amount of funds delivered through a third
partnerbut ultimately disbursed to governments
(for instance, GAVI disburses 74.3 percent of its
ODA+ to reproductive, maternal, newborn, and
child health through UNICEF). In addition, we
were not able to unpack the drivers of funding
allocation. However, this is the subject of work
that we are currently conducting.
Finally, only Martinez-Alvarez conducted the

interviews and analyzed the qualitative data.
This may have biased both the participants’ re-
sponses and how they were interpreted.

Study Results
Alignment Of Donor Funding In the period
2009–13, 40.9 percent of ODA+ to reproductive,
maternal, newborn, and child health was deliv-
ered through governments (Exhibit 1). On aver-
age, in the period 2008–13, global health initia-
tives delivered 44.3 percent of their funds
through governments; the shares for bilaterals
andmultilateralswere 38.5percent and58.7 per-
cent, respectively (Appendix Table 2).20 Of the
top ten donors, those channeling the highest
proportions of funds through governmentswere

Germany (81.3 percent) and the Global Fund
(61.7 percent), and those channeling the lowest
proportions were the Gates Foundation (1.4 per-
cent) and GAVI (9.7 percent) (Appendix Ta-
ble 3).20 In the same period, the share of funds
for reproductive, maternal, newborn, and child
health disbursed through government channels
declined from 46.6 percent to 38.7 percent (Ex-
hibit 2). Bilateral agencies and global health ini-
tiatives reduced their funding through govern-
ments, while the funding of multilaterals
increased in 2009 and then stayed constant.
In the period 2009–13, for those donors deliv-

ering ODA+ to reproductive, maternal, new-
born, and child health through government
channels, only 12.9 percent of the assistance,
on average, was delivered as pooled funds with
other donors, with 82.0 per cent being disbursed
as project funding (there was insufficient infor-
mation to estimate themodality of the remaining
5.1 percent) (Appendix Table 4).20 Of the top ten
donors, Canada (86.0 percent), EU institutions
(61.7 percent), and the United Kingdom
(32.8 percent) disbursed the highest proportion
of their funds through governments as pooled
funds (Appendix Table 4).20 Eighteen donors
disbursed none of their funds to governments
as pooled funding, including the Global Fund,
GAVI, and the Gates Foundation. The share of
government funds pooled across all donors in-
creased from 7.5 percent in 2009 to 18.2 percent
in 2011 and then decreased to 13.1 percent in
2013 (Exhibit 3).
Between 2009 and 2013, disbursements of

total ODA+ to reproductive, maternal, newborn,
and child health through government channels
increased for lower-middle- and low-income
countries (from$1,403.5million to$2,035.3mil-
lion and from $1,292.7 million to $1,785.8 mil-
lion, respectively) (Exhibit 4). However, as a
proportion of total ODA+ to reproductive,
maternal, newborn, and child health, funds
disbursed through the government decreased
in both income groups (from 45.9 percent to
39.3 percent and from 47.0 percent to 36.2 per-
cent, respectively) (Appendix Table 5).20 Of the
funds channeled through the government,
9.6 percent were delivered as pooled funds with
other donors in lower-middle-income countries,
and 15.8 percent were delivered as pooled funds
in low-income countries. Trends in alignment
showed a high degree of heterogeneity (Appen-
dix Figure 1).20 However, the top three recipients
received about half of their funds for reproduc-
tive, maternal, newborn, and child health
through their governments (Nigeria 46.6 per-
cent, Ethiopia 45.9 percent, and Kenya 41.4 per-
cent) (data not shown).
Qualitative findings showed that donors’
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headquarters staff members had concerns about
the use of pooled funds, given the need for con-
trol andaccountability to their owngovernments
that resources are spent in appropriate ways.
One staffmember said: “For us as an agency…,

the solution is not, essentially, to have all the
funds in one basket and then make grants to
countries; we have some specific things that
we need to try to accomplish.… The degree of
control and accountability that we need,
therefore—it’s usually not going to be satisfied
by, essentially, having all of our funds in global
mechanisms.”

Harmonization Of Donor Funding On aver-
age, donors providedODA+ to reproductive,ma-
ternal, newborn, and child health to about forty-
five recipient countries between 2006 and 2013.
Seven donors donated to more than a hundred
recipient countries, including three of the top
ten donors (the United States donated to 110.6
countries, the Global Fund to 109.2, and the
European Union to 110.7) (Appendix Table 7).20

Formost donors, theTheil Indexwas less thanor
near 1.0, which indicates high proliferation of
funding—that is, disbursement of small levels of
ODA+ to reproductive, maternal, newborn, and
child health to many countries. The Theil Index
overall was relatively unchanged between 2006–
08 (0.95) and 2012–13 (0.99) (Appendix Fig-
ure 2).20 Multilaterals had higher levels of pro-
liferationof funding,withaTheil Indexof0.57 in
2006–08 and 0.72 in 2012–13, than bilaterals
(Theil Index: 1.12 and 1.11, respectively). The
Gates Foundation had the lowest levels of prolif-
eration of funding (Theil Index: 1.49 in 2009–11
and 1.91 in 2012–13) (Appendix Figure 2).20

In agiven year in theperiod2008–13, recipient
countries receivedODA+ to reproductive,mater-
nal, newborn, and child health from an average
of 15.4 donors, although five countries hadmore
than 30.0 donors (Mozambique had 32.6; Tan-
zania and Kenya each had 31.4; and Afghanistan
and Ethiopia each had 30.2) (data not shown).
There was little change in the fragmentation of
funding over time (the HHI was around 0.32 for
the time interval averages across the time peri-
od) (Appendix Table 9).20 However, fragmenta-
tion was reduced for countries in sub-Saharan
Africa (HHIs: 0.23 in2006–08and0.26 in2012–
13) and in Latin America and the Caribbean
(HHIs: 0.39 and 0.44, respectively), whereas it
increased in South Asia (HHIs: 0.19 and 0.15,
respectively) (Appendix Table 8).20 ODA+ to re-
productive,maternal, newborn, and child health
was more fragmented across low-income coun-
tries, although there was substantial variation
within country income groups (Appendix
Figure 1c).20

Our qualitative research findings showed that

bilateral donor representatives were especially
concerned about the risk of proliferation of do-
nors in recipient countries. Other donor types
acknowledged that the risk of proliferation of
donors was not explicitly considered when allo-
cating funds to countries, with allocations based
on priority areas and country proposals. Most
staff members in donor headquarters who par-
ticipated in our interviews agreed that fragmen-
tation increases transaction costs for recipient
governments, hinders the coordination of do-
nors with different priorities and funding mod-
els, and risks duplication of efforts. However,
one headquarters staff member did not think
that “having multiple partners engaged on com-
mon issues is inherently a problem.”
Tanzania Case Study Tanzania received

Exhibit 1

Total official development assistance for reproductive, maternal, newborn, and child health,
by donor and channel or modality, 2009–13

SOURCE Authors’ analysis of data from the Countdown ODA+ database. NOTES Channels include
governments and private and nonprofit organizations. “Other bilaterals” include all bilateral funders
other than the United States and the United Kingdom (including the European Union). IDA is the
International Development Agency of the World Bank. “Other multilaterals” include all multilateral
funding agencies other than the World Bank (such as the United Nations and development banks). The
Global Fund is the Global Fund to Fight AIDS, Tuberculosis, and Malaria. BMGF is the Bill and Melinda
Gates Foundation.
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US$2.6 billion of ODA+ to reproductive, mater-
nal, newborn, and child health in the period
2008–13. The top ten donors accounted for
86.0 percent of all funds, with just the top two
(the United States and the Global Fund) making
up 55.8 percent of all of the assistance. Assis-
tance delivered through government channels
decreased from 69.9 percent of the total assis-
tance in 2008 to 52.8 percent in 2013, and the

share of funds channeled through the govern-
ment but pooled with funds from other donors
decreased from 2011 to 2013 (Appendix Fig-
ure3a).20 Therewas increased relianceonproject
funding, from 49.0 percent of the assistance in
2008 to 90.9 percent in 2013 (Appendix Fig-
ure 3a).20 In the same period, the United States
delivered 40.7 percent of its funds through the
Tanzanian government, compared to 80.1 per-
cent for the Global Fund (data not shown). Nei-
ther donor disbursed money as pooled funds
with other donors.
ODA+ to reproductive, maternal, newborn,

and child health in Tanzania was highly volatile
over the period 2008–13. With the exception of
the United States, disbursements from the top
ten donors fluctuated considerably (Appendix
Figure 3c).20 Fluctuations were greatest for Glob-
al Fund disbursements, which oscillated be-
tween $61.0 million and $124.9 during the peri-
od (Appendix Figure 3c).20

In our qualitative research, Tanzania-based
respondents reported that donors had disbursed
funds through the government without giving
sufficient consideration to strengthening health
financial management capacity. As a result,
donors had been disappointed by the results
obtained, which—coupled with increased pres-
sures to “attribute [money] to results”—meant
that donors had reverted to funding projects
instead of using pooled approaches with other
donors.
One representative of a donor said: “Every-

body thought we had found the Holy Grail, but
I thinknow thepeople are a little bitmore critical
and realize that it's not that easy. Andnowwe see
anothermove—moving away from [general bud-
get support and health-]sector budget support
and back to projects.”
The average number of donors disbursing

ODA+ to reproductive, maternal, newborn,
and child health in Tanzania increased from
twenty-eight in 2006–08 to thirty-five in 2012–
13 (AppendixTable 9).20 Fragmentationof donor
funding increased slightly between 2009–11
(HHI: 0.21) and 2012–13 (HHI: 0.18). The assis-
tance was delivered as 2,563 transactions in
2008, increasing to 4,258 transactions in 2011
(Appendix Figure 3b).20 The United States and
Global Fund accounted for 161 and 11 of these
transactions in 2008 and 225 and 9 transactions
in 2013, respectively (data not shown).
Like donor headquarters staff members, most

donor representatives interviewed in our quali-
tative research in Tanzania reported concerns
about the levels of fragmentation of funding
and its impact on the quality of the dialogue
between the government and donors. One rep-
resentative based in Tanzania said, “There are so

Exhibit 2

Percentages of official development assistance for reproductive, maternal, newborn, and
child health delivered through government channels, by donor type, 2008–13

SOURCE Authors’ analysis of data from the Countdown ODA+ database. NOTES BMGF is the Bill and
Melinda Gates Foundation. GHI is global health initiatives (defined in the text).

Exhibit 3

Percentages of official development assistance for reproductive, maternal, newborn, and
child health delivered through government channels and disbursed as pooled funds (with
those of other donors), by donor type, 2008–13

SOURCE Authors’ analysis of data from the Countdown ODA+ database. NOTES The percentages for
global health initiatives (defined in the text) and the Bill and Melinda Gates Foundation were zero.
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manyactivities and initiatives and implementing
agencies that the dialogue often remains very
general, and at a higher level we are not able,
because of the multitude of actors, to coordinate
all activities very well.”
However, another interviewee perceived that

fragmentation of donor funding resulted in “a
more active dialogue in health,”with “more sub-
stance in the discussions between donors and
government in the health sector.”

Discussion
Our study analyzed trends in the period 2008–13
in two key principles of aid effectiveness: the
alignment of donor funding with country strate-
gies and financial management systems and the
harmonization of the funding with that of other
donors in relation to ODA+ to reproductive, ma-

ternal, newborn, and childhealth.We found little
evidence of improvement in donors’ adherence
to either principle overall, although we identi-
fied both improvements and deteriorations in
some metrics for certain donors and recipients.
Alignment of the assistance deteriorated in the
study period, with most donors moving away
from pooled funding. Harmonization of donor
funding remained constant, despite increased
funding for reproductive, maternal, newborn,
and child health. High levels of fragmentation
of funding at the country level remain a concern,
as demonstrated by the case of Tanzania.
Achieving alignment of donor funding

with country strategies requires that donors
use a country’s institutional and management
arrangements, which we assessed as the propor-
tion of funds that were pooled by multiple
donors and delivered through government chan-

Exhibit 4

Total disbursements of official development assistance for reproductive, maternal, newborn, and child health, by channel
or modality and recipient-country income group, 2009–13

SOURCE Authors’ analysis of data from the Countdown ODA+ database. NOTES Amounts are in constant 2013 US dollars. “Government
pooled” includes donor funds disbursed through government channels and pooled with funds of other donors. “Government other”
includes funds delivered through governments for which the modality could not be specified. “Nongovernment” includes all funds
delivered outside of the government, whether or not the modality could be specified.
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nels. In the study period, fewer than half of all
reproductive, maternal, newborn, and child
health funds from donors to recipient countries
were delivered through governments, and the
share of donor funding to governments de-
creased over time across lower-middle- and
low-income countries. This is surprising, given
donors’ commitments to the Paris Declaration
and its five principles, which call for greater
alignment of donor fundingwith recipient coun-
tries’ priorities and systems than was typical in
the past.
We found substantial variation across donor

types: Multilaterals disbursed the highest pro-
portion of funds through governments, while
some of the largest bilateral donors disbursed
the majority of their funds through nongovern-
ment channels (for instance, the United States
disbursed 65.4 percent of its funds this way). By
pooling funds with other donors, donors could
create aneffectivemeansof aid coordination, but
we found that donors’ enthusiasm for pooling
funds has decreased in recent years, as shown by
the decrease in the share of pooled funds (from
18.2 percent in 2011 to 13.1 percent in 2013).
These trends are concerning because they

represent a reversal of gains perceived by our
country-level participants in increased donor
coordination and greater government control
of funds.While still aligned to government sys-
tems, project funding channeled by donors
through governments increases transaction
costs, since each project requires separate nego-
tiation, management, and reporting.11 Projects
delivered outside the government are the least
coordinated with or aligned to country strate-
gies. Results from our qualitative research
showed that donor disillusionment with prog-
ress and the desires to control funds and for
greater accountability to domestic populations
of donor countries—to make it possible to dem-
onstrate the effective use of funds—are making
these modalities more attractive. Our results are
similar to those of a study in Uganda.14

Funding volatility at the country level was also
substantial, as seen in Tanzania. Year-by-year
fluctuation of funds makes it hard for govern-
ments to plan activities and honor their commit-
ments to their citizens.27 This is particularly
worrisome, as the poorest countries have been
shown to be more likely to receive unpredictable
amounts of official development assistance.10

Through international agreements, donors
have repeatedly committed to becoming more
harmonized with other donors by increasing
the concentration of funding.2,28 We found that
the proliferation of official and Gates assistance
for reproductive, maternal, newborn, and child
health remained relatively constant over time.

Proliferation was lowest for bilateral donors
and the Gates Foundation. Multilateral donors
and global health initiatives have resource-
funding formulas that require them to fund all
eligible countries. Therefore, we would have ex-
pected them to spread their funds more evenly,
but we would have expected bilaterals to make
further strides toward concentration of funding.
Two studies that explored trends in overall con-
centration of official development assistance
also reported little progress.23,29

We found little change between 2008 and2013
in fragmentation trends for ODA+ to reproduc-
tive, maternal, newborn, and child health at the
country level. However, low-income countries
received the most fragmented funds, with frag-
mentation levels falling in sub-Saharan Africa
and increasing in Asia. The fact that funds
became less fragmented in sub-Saharan Africa
despite increases in funding and the number
of donors suggests that funds were concentrated
among a few donors—which is encouraging.
Nevertheless, some of the poorest countries still
had high levels of fragmentation in funding, as
seen in Tanzania. This is consistent with find-
ings from a study of official development assis-
tance for health.9 High degrees of proliferation
and fragmentation in funding decrease the effec-
tiveness of the assistance by increasing transac-
tion costs for the recipient government and
hindering coordination with other donors,11

especially when donors are disbursing funds
through their own projects outside of govern-
ment channels. ArneBigsten andSvenTengstam
attribute a lack of harmonizationboth to donors’
having differing goals and a tendency to micro-
manage developmental projects and to the pos-
sibility of some donors becoming free riders
when there is harmonization of funding.30

The key may be to
find a balance
between meeting
recipients’ needs and
not undermining the
effectiveness of
official development
assistance.
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Policy Implications
The findings from this study suggest the need for
reflection on the future of official development
assistance to low- and middle-income countries.
There have been concerns about the stagnation
of donor health-sector funding,31 and, indeed,
only one of the United Nations’ seventeen Sus-
tainable Development Goals to be achieved by
2030 directly addresses health (compared to
three of the Millennium Development Goals).
However, it is not enough to advocate for in-
creased funding, particularly if funds are deliv-
ered for separate projects bymyriad donors with
diverse requirements. With a higher number of
goals and indicators for the Sustainable Devel-
opment Goals than for theMillennium Develop-
ment Goals, there is potential for increasing the
fragmentation and recipient countries’ transac-
tion costs of official development assistance.
It may be unrealistic to expect UN agencies to
concentrate this assistance, but they could re-
duce transaction costs by coordinating funds
in-country—for instance, through delegated co-
operation mechanisms. In addition, there is no
agreed-on ideal level of fragmentation of fund-
ing, and toomuch concentration of fundingmay
also be harmful.11 The key may be to find a bal-
ance between meeting recipients’ needs and not
undermining the effectiveness of official devel-
opment assistance.
Better methods are also needed to assess that

effectiveness. A previous study showed that the
Paris Declaration principles are broad and mul-
tidimensional, while the indicators proposed to
assess progress are narrow and imprecise and
rely too heavily on quantitative data.3 The indi-
cators used in our study capitalize on publicly
available data to compare countries globally.
However, they do not capture some principles

of aid effectiveness (notably country ownership
of national strategies, management for results,
or accountability), nor do they capture all as-
pects of alignment and harmonization (such
as donors’ ability to fill gaps in national strate-
gies or coordinate in-country activities). Country
ownership of national strategies, management
for results, and accountability are best assessed
qualitatively. Therefore, there is a need for more
single- or multicountry case studies, as well as
better methods to assess qualitative indicators
globally (for instance, surveys that assess global
aid effectiveness declarations could include
open-ended questions).3

Conclusion
When donors are assessed for their support in
implementing the Sustainable Development
Goals, they should be held accountable not only
for how much they disburse to achieve different
goals or subgoal targets, but also for howaligned
their funds are with national health plans, how
the funds are disbursed, and the number of do-
nors already operating in the health sector. Our
study has shown that it is possible tomonitor the
alignment and harmonization of donor funds by
using existing data sources and country case
studies. TheGlobal Financing Facility is a financ-
ing instrument launched at the Financing for
Development Conference in Addis Ababa in
2015 in an effort to strengthen the Paris princi-
ples by improving domestic and donor resources
for reproductive, maternal, newborn, child, and
adolescent health in sixty-three high-burden
countries. It will be important to link this initia-
tive with processes to monitor progress toward
the Sustainable Development Goals. ▪
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