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HEALTH PORTFOLIO REVIEW REPORT 


ACRONYMS 
AIDS Acquired Immune Deficiency Syndrome 
AMC   Advance Market Commitment 
ARVs   Antiretroviral drugs 
ART   Antiretroviral Therapy 
DALYs Disability-Adjusted Life Years  
EC   European Commission 
GAVI Global Alliance for Vaccines and Immunisation 
GFATM Global Fund to Fight AIDS, TB and Malaria 
HIV Human Immunodeficiency Virus 
IDA   International Development Association 
IFFIm International Financing Facility for Immunisation 
IHP+ International Health Partnership (and related initiatives) 
IMCI Integrated Management of Childhood Illnesses 
MDG   Millennium Development Goal 
MoH   Ministry of Health 
MDR TB Multi-Drug Resistant TB 
MMV Medicines for Malaria Venture  
NGO   Non-Governmental Organisation 
PDP   Product Development Partnership 
PSA Public Service Agreement 
RPC   Research Programme Consortium 
STIs Sexually Transmitted Infections 
SWAp   Sector Wide Approach 
TB Tuberculosis 
UN   United Nations 
UNICEF United Nations Children's Fund 
UNFPA United Nations Population Fund 
UNAIDS The United Nations Joint Programme on HIV/AIDS. 
VSO   Voluntary Services Overseas 
WHO   World Health Organisation 
WHO-CHOICE WHO CHOosing Interventions that are Cost-effective 
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EXECUTIVE SUMMARY 

DFID Health Portfolio Review 2009  

The health portfolio review was carried out in 2009 to assess the value for 
money of DFID’s investments in health, and to identify ways to get even better 
value for money. It covers bilateral, multilateral and research programmes. 
Ensuring good value for money is a priority for this government. The findings 
of this Portfolio Review are being used to inform the current reviews of the 
bilateral and multilateral programmes. The following summary of the 2009 work 
refers to DFID’s portfolio at that time, and in the policy context of the previous 
government. 

Why this review? 

In 2009, DFID undertook a review of its health portfolio – all its spending at country 
and global levels in health related programmes. Findings are being be used to 
support DFID’s focus on achieving and demonstrating the results of UK development 
assistance for health. The purpose of the review was to assess the results of DFID’s 
spend in health, and how DFID could better allocate resources to further improve 
value for money in the future.  

DFID provides approximately £1 billion a year to improve health in developing 
countries, about 15% of the UK’s total development assistance. Making the most of 
the money – spending it in the most effective and efficient way to achieve the most 
impact – is a priority for the UK Government.  

The review posed three questions: 
1. 	 Investing for results: are DFID funds being invested in the countries and 

health issues where their impact is likely to be greatest?  
2. 	 Backing the most cost-effective policies: are DFID funds being used to 

support the interventions and the policies with the greatest potential impact on 
people’s health?  

3. 	 Improving efficiency: are these policies and interventions being delivered in 
a way that minimises unit costs, so as to deliver more outcomes for the 
money available? 

DFID channels its funds through: the bilateral programme (mainly to countries); the 
multilateral system (the European Commission, UN system and global health 
initiatives); and to health research. In 2008/9, £720m was spent bilaterally on health, 
£240m multilaterally, and £50m on research. DFID staff have also helped national 
governments and other funders improve the value of their investments in health.  

DFID is achieving results 

In 2007/8, DFID’s country programmes: 
	 delivered almost seven million insecticide-treated bednets in Africa, 

preventing around 80,000 deaths from malaria  
	 vaccinated over 3 million children against measles, preventing around 30,000 

deaths from measles 
	 trained over 60,000 health professionals 
	 provided antiretroviral drugs (ARVs) to extend the lives of almost 100,000 

people living with AIDS 
 distributed half a billion condoms, preventing unwanted pregnancies and 

sexually transmitted infections including HIV. 
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Through financial aid for health, DFID funded government health expenditure for 
around 60 million people in 2007/8. 

DFID’s multilateral spend is also achieving some impressive results. DFID’s support 
to the GFATM saved over 200,000 lives between 2001 and 20081. Support to the 
GAVI Alliance for immunisation between 2000 and 2008 prevented 130,000 future 
deaths2. 

Is DFID investing in the right countries and health priorities? 
DFID is allocating its country spend to those where the health impact is likely to be 
high, according to what might be an ideal allocation based on need and likely 
effectiveness of health expenditure in each country. Multilaterals and global health 
initiatives that DFID supports also allocate reasonably. Half the 20 countries with the 
highest disease burden are among the 20 countries now receiving most of DFID’s 
funds (with most of the remainder funded by other donors). With respect to research, 
DFID’s allocation to improved strategies and products for HIV/AIDS, neglected 
diseases, and maternal, reproductive and child health, also accords reasonably with 
the major causes of death and disability in poor countries. 

Is DFID backing the policies and interventions likely to have most impact? 
DFID has a strong policy focus on promoting cost-effective interventions that 
contribute to the MDGs, as set out in its 2007 Health Strategy. Many of DFID’s 
country programmes fund governments and other partners to deliver a national 
package of essential health services, which include the most cost-effective 
interventions for maternal, reproductive and child health services, and communicable 
diseases. 

Most of these interventions depend on a working health system. DFID has a long 

track record in promoting and investing in health systems strengthening. In particular 

DFID’s support through sector programmes to strengthening human resources for 

health and to progressive health financing (including user fee removal) has improved
 
health service utilisation and saved lives. Although hard to measure, strengthening 

health systems has considerable potential to improve value for money: it should have 

a longer-term payoff in providing the framework for better outcomes from the direct 

investment in basic services by government and all donors.  


Are DFID funds spent efficiently?
 
The review found that DFID is doing well in some key areas. 

 DFID investments and influencing are contributing to falling drug and vaccine 

prices, giving financial savings. In 2008, GAVI saved $20m due to the lower 
price of Hepatitis B vaccine, and UNITAID $40m due to lower prices for 
antiretroviral treatment for AIDS. 

 DFID’s own commodity procurement is cost-effective, against global 
benchmarks. 

 Over 40% of DFID’s health research budget is spent through product 
development partnerships (PDPs), which are cost-effective by comparison 
with commercial and public sector drug development.  

1 Source: Global Fund for AIDS, TB & Malaria “Scaling up for Results”, March 2009. DFID has 
funded 5.8% of the GFATM’s grants between 2000 and 2008, and so 5.8% of the 3.5m of the 
lives saved identified in that report have been attributed to DFID. Data accessed July 2009.  
http://www.theglobalfund.org/documents/publications/progressreports/ProgressReport2008_hi 
gh_en.pdf 
2 By the end of 2008, WHO projected that GAVI had prevented 3.4 million future deaths. DFID 
has provided 3.8% of total contributions (1999-2007), and so 3.8% of prevented deaths are 
attributed to DFID. Data accessed July 2009.    
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DFID is actively promoting both the measurement of what it costs to deliver an output 
or outcome and improvements in efficiency over time – for example through specific 
indicators in its performance framework for the GFATM. However, in general, DFID 
could do more in its own programmes and in working with others to promote and 
assess value for money. 

Conclusions and recommendations 

Allocating DFID’s health aid 
The distribution of DFID’s total health spend is a result of separate decisions taken 
by DFID itself, and the agencies and countries it funds, rather than the allocation of a 
total budget earmarked to support health. That said, DFID’s overall approach 
spreads and manages risk across its portfolio.  

In-country, DFID often takes a dual track approach, combining support to 
government budgets with targeted interventions through GAVI (for immunisation), 
and malaria programmes, for example. DFID balances longer term capacity building 
in health systems, with financing short term results such as social marketing of 
condoms and insecticide treated nets to prevent malaria. DFID also seeks to manage 
risk, as well as improve effectiveness, by providing technical assistance alongside 
financial aid. 

Research includes investments considered ‘higher risk’ than the overall health 
portfolio. Some vaccine research investments, in particular, are indeed high risk (but 
high benefit if successful).  

DFID’s spend is increasing in fragile states - where the government cannot or will not 
deliver core functions, including health services, to the majority of its people. 
However, there is little sound evidence for the cost-effectiveness of health service 
delivery or health systems strengthening in different types of fragile states. 

The institutions and instruments for financing health in developing countries (known 
as the health aid architecture) are notoriously numerous and fragmented, with 
associated transaction costs and loss of efficiency. DFID is committed to fulfilling the 
Paris Principles for aid effectiveness, including country ownership, alignment to 
government systems, and donor harmonisation. 

DFID will continue to support the International Health Partnership (IHP+), which 
addresses these problems at global and country level. DFID has also welcomed 
steps taken by the World Bank, GFATM, and GAVI, with the WHO, towards a health 
systems funding platform, in line with Paris Principles for aid effectiveness.  

Maximising the impact of policies and interventions 
The review has shown that DFID’s spend backs the most important health priorities 
in developing countries, while identifying a number of areas where DFID could have 
greater impact. Strengthening health systems increases the cost-effectiveness of all 
other basic health interventions and is relatively neglected by other donors.  

Recommendation: DFID should continue to reverse the decline in its 
reproductive health spending, and increase spend on maternal and neonatal 
health (MDGs 4 and 5), and on nutrition (MDGs 1, 4 and 5). 

Recommendation: DFID should continue to prioritise support to health 
systems, and should fund more research on HSS to demonstrate and 
improve the cost-effectiveness of HSS investments. More operational 
research is needed on issues such as the relative cost-effectiveness of 
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different approaches, (including using non-state providers versus public 
providers to increase coverage) and specifically in fragile states. 

The MDGs do not prioritise some of the emerging threats for which very cost-
effective policies and interventions are available, such as combating tobacco use and 
reducing road traffic injuries. DFID will continue to make some investment in these 
areas (including building on research funding on tobacco policy since 2005, urging 
for the inclusion of tobacco in tax policies).  

Improving the health of poor people is a key DFID objective, and some programmes 
have a good track record. However, DFID will put more emphasis on improving the 
data on how cost-effective DFID is in increasing the access of the poor – either 
directly or through multilaterals.  

Recommendation: DFID should pay more attention to measuring impact on 
equity (e.g. using benefit incidence analysis and other approaches) and 
should continue to encourage government and development partners, 
especially multilaterals, to do the same. 

The non-state sector is a very important source of health care for poor people in 
developing countries. DFID is already supporting some work to improve the non-state 
sector, with examples of success. DFID also funds some research to assess the 
cost-effectiveness of such initiatives, but few others do; more research in this 
contentious area, especially on schemes involving commercial providers, is a high 
priority. 

DFID will continue to carefully design and tailor its support to the country context, 
taking into account the importance of the non-state sector, while building government 
capacity to work effectively with it. Equally it will work to build capacity and enable 
civil society to participate in accountability and transparency measures. 

Maximising efficiency 
At country and global levels, increasing attention is paid to exploring and promoting 
value for money, particularly for commodities. Recent DFID investment decisions in 
the global health initiatives have been informed by cost-benefit analysis.  

DFID will contribute to the global database on medicine purchases and prices; and 
ensure health advisers use its estimates in policy dialogue with governments. 

Evidence of what different multilaterals are delivering is not always available. 
Between them the World Bank and the EC accounted for almost half of DFID’s 
multilateral spending on health in 2008/9. Both organisations score themselves 
relatively low on health, compared to other sectors, and have tended to move away 
from health systems financing in recent years even though they are particularly well 
placed to provide it. Neither has focused on value for money in their health 
investments. There is little data on costs per unit of output of the World Bank, EC and 
most UN bodies. The World Bank, EC and GFATM evaluations of their health 
portfolios all singled out poor monitoring and evaluation as an area of concern which 
needs more investment in future. 

Recommendation: DFID should allocate more staff time and develop a clear 
DFID-wide approach to influence the World Bank and the EC on health, HIV 
and nutrition. At a minimum, DFID should ensure that multilaterals track their 
spending on health systems strengthening, and improve their own monitoring 
and delivery of value for money in their health portfolios. This should include 
improvements in unit costs, including commodities.  
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Ensuring overall value for money 
DFID’s systems for resource management and programme design and monitoring 
have strengthened. The quality of DFID’s pre-approval analysis of programmes is 
improving, but DFID recognises that there is more to be done – including more robust 
cost-effectiveness and cost-benefit analysis to influence design. DFID will work to 
improve this and to ensure that programme monitoring frameworks include a value 
for money indicator.  

DFID’s ability to influence others to follow best practice is critical in maximising 
impact. A specially-commissioned evaluation for this review suggested that DFID’s 
influencing is probably very cost-effective – through policy dialogue with government 
and development partners. The importance of influencing is reinforced by DFID’s 
emphasis on strengthening health systems. The case studies demonstrated this, for 
example for the removal of health user fees in Zambia, or addressing human 
resource issues in Mozambique. DFID will continue to explore how best to finance 
and staff its influencing work at country and global levels, including in non-health 
sectors. 

Recommendation: DFID should improve assessment and monitoring of risk, 
value for money and cost-effectiveness across internal systems. Programme 
appraisals should include value for money components, and programme 
monitoring frameworks should have at least one indicator specifically for 
value for money.  

Recommendation: DFID should at least sustain the number of health 
advisers in regional divisions and develop mechanisms that better measure 
and document the impact and cost-effectiveness of time spent on influencing 
by its advisers. 

Recommendation: DFID should include on its influencing agenda significant 
causes of death and ill health that require non-health sector interventions, 
such as tobacco tax policies.  
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1. DFID’S HEALTH PORTFOLIO REVIEW 

Introduction and purpose of the review 

DFID’s objective is to ensure that its aid spending in developing countries contributes 
as much as possible to reducing poverty, and to improving the lives and well being of 
poor people. DFID’s development effort – as a member of the global community – 
contributes to achieving the internationally agreed targets, the Millennium 
Development Goals (MDGs). Three of these are explicitly focused on health3 and 
MDG 1 includes undernutrition, but DFID’s spending in health also contributes to the 
other goals4. 

DFID provides over £1 billion a year for health, and is the second largest bilateral 
donor. Making the most of the money – spending this investment in the most 
effective and efficient way to achieve the best outcomes - is a priority for the UK 
Government.  

In 2009, DFID undertook a review of its health portfolio: all its investments at country 
and global levels in health related programmes. The review is being used to support 
DFID’s increased focus on achieving and demonstrating the results of UK 
development assistance for health. It will also inform policy makers about the 
effectiveness of different parts of the health portfolio and hence drive changes that 
will improve value for money over time. 

The overarching purpose of the review was to assess what DFID is achieving with its 
resources spent on health, and how DFID could reallocate resources to improve 
future value for money. The main objectives of the review were to assess if DFID’s 
health spend is in the right countries, through the most cost-effective channels, the 
most cost-effective interventions and using the most efficient instruments. 

DFID channels its funds through its bilateral programme (mainly to countries), the 
multilateral system (the European Commission, UN system and new global health 
initiatives) and health research. DFID resources have also been used to influence 
national governments and other funders and to improve the value of their 
investments in health. 

Following introductory sections that describe DFID’s health portfolio and the wider 
challenges to investing in health, the review answers the following questions for 
DFID’s bilateral spending, multilateral spending and research funding: 

1. 	 Investing for results: are DFID funds being invested in the countries and 
areas where they are likely to have the greatest impact?  

2. 	 Backing the most cost-effective policies: are DFID funds being used to 
support the interventions and the policies that can have the greatest impact 
on people’s health?  

3. 	 Improving efficiency: are these policies and interventions being delivered in 
a way that minimises unit costs, so as to deliver more outcomes for the 
money available? 

3 MDG 4: reduce child mortality; MDG 5: improve maternal health; MDG 6: combat HIV/AIDS, 

malaria and other diseases. 

4 Reproductive health services, for example, help prevent unintended pregnancy, and enable 

poor people to limit the size of their families, which has an impact on population growth and 

hence on all the MDGs. 
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Final sections provide reflections on the findings and a summary of actions DFID will 
take to improve value for money in the future. 

Methods used in the review included document and data analysis from DFID and 
other organisations. Special reviews were commissioned, including case studies for 
DFID’s country programmes in India, Uganda, Malawi and Zimbabwe, studies on 
DFID’s influencing role and its support to the non-state sector, and a synthesis of the 
impact on commodity prices and quality by the global health initiatives. 

What does DFID fund in health? 

In 2008/09 DFID’s health portfolio totalled over £1 billion – around 15% of the total 
DFID aid programme. From 2008 to 2015 the UK is committed to spend a total of up 
to £7 billion, including a contribution of up to £1 billion to the Global Fund to Fight 
AIDS, TB and Malaria (GFATM).   

DFID uses a range of instruments to deliver this aid, in support of the health priorities 
set out in its Health Strategy. Support is channelled through bilateral country 
programmes, multilaterals and global health initiatives, and through DFID funded 
health research. In 2008/9, £720m was spent bilaterally on health, £240m 
multilaterally, and £50m on research. 

Figure 1: DFID bilateral spend on health in 2008/09, by modality  

Multilateral
 
organisations (1)
 

19%
 

19% 

Technical Cooperation Humanitarian 
17% 3% 

Other bilateral 
2% 

Not for profit (2) 

Financial Aid 
40% 

(1) This includes non-core contributions to multilateral organisations. These are contributions 
that are delivered through a multilateral organisation and are classed as bilateral as the 
recipient country, sector or project is known. 
(2) Grants to NGOs and civil society organisations. 

Support to countries: In 2008/09, about three-quarters of DFID’s total health aid 
was provided through bilateral support. The biggest element is financial aid for 
country programmes - £311m, representing 41% of DFID’s total bilateral expenditure 
on health and a third of total DFID health expenditure. Support to countries has 
increased significantly. By 2008/09, financial aid provided by DFID to the health 
sector was over two and a half times the level of 2002/03. This includes estimates for 
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the proportion of support allocated directly to government general budgets5, with 
about £190 million provided through general and sector budget support. In particular, 
funding to national health sector budgets rose, from just £5m to almost £133m.  

Other elements of bilateral support include technical co-operation (17%, down from 
30% in 2002/03). Often provided alongside financial aid, this supports for example, 
HIV/AIDS activities and health systems strengthening. The bilateral programme also 
includes support to non-for-profit organisations (including through thirty Programme 
Partnership Agreements) and to the UN system (allocated by country programmes). 
Other significant funding includes £22m for health as part of DFID’s humanitarian 
response. 

DFID currently prioritises 22 countries, mainly in Africa and Asia (as set out in its 
Public Service Agreement with HM Treasury). In 2008/09, just under half (46%) of 
bilateral expenditure in health was allocated to Africa, almost three times the level in 
2002/03. About 80% of this was directed to ten countries. About one third of bilateral 
expenditure in health was allocated to Asia, again almost tripling since 2002/03. In 
2008/09, 85% of bilateral health aid in Asia was directed to five countries, with the 
largest programmes in India and Pakistan. 

Between 2002/03 and 2008/09, the number of countries receiving bilateral health 
expenditure had fallen. In 2002/03 73 countries received a DFID bilateral health 
contribution. By 2008/09, this had fallen to 53 – a reduction of 20. The number of 
programmes has been reduced mostly in Europe (from ten to three) and the 
Americas (fifteen to six), so that on balance DFID is supporting considerably fewer 
middle income countries, with greater focus on countries with greater need. The 
average size of programmes has also increased: in Asia, from £4.5m in 2002/03 to 
£15.9 million in 2008/09 and in Africa, from £4m to £12.6m.  

Figure 2: Bilateral health aid by sub sector (£ million, allocable aid) 
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5 This is based on DFID’s methodology for allocating general budget support (GBS) to 
sectors. DFID notionally allocates its GBS to sectors based on partner government 
expenditure patterns. The share allocated to health averages to 15% across countries. 
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Figure 3: Bilateral health aid by sub sector in 2008/09 (% of allocable bilateral aid) 

HIV/AIDS 
22% 

In absolute terms, bilateral expenditure in all sub-sectors has increased during this 
period. Expenditure on reproductive health care halved, from £39m to £19m (with its 
share falling from 13% to 3%) between 2002/03 and 2007/08, but this was followed 
by a large increase in funding in 2008/09 to £45m. DFID bilateral support to 
HIV/AIDS increased significantly from £51m to £158m, with the share of total bilateral 
health expenditure attributed to HIV/AIDS rising from 18% to 22%.  

Between 2002/03 and 2008/09, DFID bilateral expenditure on health systems has 
increased from £106m to £268m. The share of total bilateral expenditure in health 
allocated to health systems was 37% in 2008/09. 

Multilaterals: About one quarter of DFID’s health assistance was channelled through 
multilaterals, including global health initiatives. The health multilaterals include: 
 the WHO as a normative, standard-setting agency 
 UN agencies and programmes providing technical assistance and services – 

UNICEF, UNFPA, UNAIDS (and also WHO)  
 Global health initiatives and innovative financing mechanisms for specific 

diseases – GFATM, the GAVI Alliance, UNITAID, and the International 
Financing Facility for Immunisation (IFFIm) 

 the EC and World Bank (and to a much lesser extent, regional development 
banks) 

DFID financing to these organisations includes core funding, which can be used 
flexibly, and earmarked funding to a sector, programme or country. DFID is not able 
to directly track its multilateral expenditure to specific sectors, so the share of DFID’s 
multilateral expenditure is based on each organisation’s allocation to health.  

DFID multilateral expenditure to health is largely channelled through the GFATM 
(20% of total DFID multilateral health spend), the World Bank (23%), the EC (24%), 
and UN agencies (24%). 
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Figure 4: DFID support to health through multilaterals, 2008/09 (£ million)6 
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This picture is changing. DFID now funds about 10% of UNITAID ($40m in 2008), 
and has made a £1.38bn commitment to IFFIm which is helping to provide up to 
$4bn for GAVI’s immunisation programmes between 2006 and 2015. It has also 
committed £150m for core funding of GAVI between 2009/10 and 2019/20. 

Research: Health research increased from £10m to £49m during the period 2002/03 
and 2008/09. In 2007/08 HIV/AIDS, followed by malaria, TB and health systems were 
the top priorities. DFID funds research directly, supports multilateral organisations 
and international initiatives, and works jointly with the UK Medical Research Council, 
the Wellcome Trust and other partners. A substantial proportion of its spending is 
through product development public-private partnerships for new drugs or vaccines, 
and research programme consortia (competitively tendered contracts for 
organisations working on priority issues based in developing and developed 
countries). 

Table 1: DFID health research spend by sub-sector, 2008/09 
Disease % 

1 HIV/AIDS (including STIs) 46.1% 
2 Multi disease 11.6% 
3 Malaria 8.7% 
4 TB 8.0% 
5 6.4% 
6 5.5% 
7 5.4% 
8 Nutrition 3.3% 
9 Non communicable diseases 2.3% 
10 Other infectious and tropical 

diseases 1.5% 
11 Maternal and child health 1.2% 

Health systems 
Reproductive health 
Neglected tropical diseases 

6 DFID’s core contribution to GAVI is classified as bilateral expenditure, but contributions via 
the IFFIm are counted as multilateral. 
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2. OPPORTUNITIES AND CHALLENGES FOR INVESTING IN BETTER 
HEALTH 

Maximising the UK’s contribution. DFID’s priorities are set out in ‘Working together 
for better health’, its Health Strategy7. This strategy sets out the strong case for DFID 
to invest its resources, both human and financial, in improving the health of poor 
people. First and foremost, better health is an end in itself and a basic human right, 
to which many poor people do not have access. Yet it can be achieved at low cost if 
the right interventions are chosen and are implemented in ways that minimise costs. 
Better health also contributes to higher productivity and hence economic growth. 
Investment in ‘global public goods’ (such as communicable disease control and 
research) will also achieve broader benefits for wider society. 

The UK is a significant player in international health funding, one of the reasons why 
its spend must achieve as much as possible. In 2008, the world’s donors spent 
$15bn on health8. About two-thirds was bilateral, and the rest through multilaterals 
such as the World Bank/International Development Association (IDA) and the EC, 
and global health initiatives such as the GFATM. The USA was the largest donor of 
bilateral aid to health in 2008, followed by the UK, while GFATM, the World Bank/IDA 
and the EC were the largest multilateral channels. DFID staff have also helped 
national governments and other funders to improve the results for their investments 
in health. 

Reaching the health MDGs. The health MDGs are among the most challenging to 
reach, although in some areas real progress is being made. There have been 
significant successes in MDG 6 (communicable disease) and also in some regions in 
MDGs 4 and 59. MDGs 4 and 5 (maternal and child health) are the most off track, yet 
according to the Taskforce on Innovative International Financing for Health Systems, 
between 2002 and 2006, over half of all health aid supported MDG 6 commitments. 
Many MDG 4 and 5 interventions classified as “best buys” in value for money terms 
have not been scaled up nearly as significantly as cost-effective and important MDG 
6 interventions. 

Estimates of the cost of reaching the MDGs globally vary widely but range from an 
additional $20bn to $70bn a year. It is therefore essential to ensure that all spending 
on meeting these goals provides good value for money. 

While DFID recognises that spending in other sectors such as water and sanitation or 
infrastructure can have a very significant impact on health, the review did not attempt 
to analyse the value for money of using these channels to achieve the health-related 
MDGs10. 

Making the most of the money. Use of the most cost-effective interventions is still 
limited in developing countries in general, and among the poor in particular. As a 
result, mortality, morbidity and malnutrition rates are much higher than they need 

7 Working Together for Better Health, DFID 2007 available at 
http://www.dfid.gov.uk/Documents/publications/health-strategy07.pdf 
8 OECD DAC CRS database 
9See http://www.undp.org/publications/MDG_Report_2008_En.pdf for examples 
10 Given that poor water and sanitation accounts for approximately 10% of the burden of 
disease in developing countries, DFID is allocating a proportionate amount of funds to this 
area (over £100 million in 07/08, and £1 billion over the next five years, as set out in DFID’s 
Water and Sanitation Policy), as compared with DFID’s overall health portfolio spend of over 
one billion per annum. 
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be11 12. This is partly due simply to a lack of public spending on health. On average, 
low income countries spend only $25 per capita on health each year ($10 from out-
of-pocket payments by patients, $6 from external sources and only $9 from 
government). This is significantly less than the $54 per capita that a High Level 
Taskforce recently estimated would be needed to finance a package of essential 
health interventions for all low income countries13. Recent econometric analysis has 
found strong impacts of government health spending on maternal and child mortality, 
and there is evidence that the impact of public health spending on the poor is greater 
than on the non-poor14 15 16 . 

Support to system strengthening. Increased public spending on cost-effective 
interventions alone is not sufficient to significantly improve health status. Cross-
country analysis on the association between government health expenditure and 
health outcomes suggests that the effectiveness of increased health expenditure 
depends heavily on the quality of a country’s policies and institutions17. And there is 
evidence that some countries with low levels of health expenditure are more effective 
at reaching the poor because of the way services are organised and delivered - in 
other words, because they have strong health systems18. A key challenge, therefore, 
is to strengthen countries’ health systems in such a way as to deliver interventions 
effectively, efficiently, and equitably.  

Box 1 Strengthening the health system is needed for results 
Strengthening the health system to deliver all the interventions needed to achieve the 
MDGs is recognised as an essential priority by DFID and others. WHO has identified 
six building blocks of health systems: service delivery; health workforce; information; 
medical products, vaccines and technologies; financing; and leadership and 
governance (stewardship)19. There has been a tendency to underinvest in these 
building blocks. There is also limited quantitative evidence on the relationship 
between health systems strengthening investments and health outcomes, making 
cost-effectiveness and hence value for money more difficult to judge. There are some 
good examples, including the Tanzania Essential Health Intervention Project (TEHIP) 
study, which demonstrated that system level interventions can generate health 
gains20. Implemented in two Tanzanian districts in 1997, TEHIP developed and 
implemented tools for strengthening district health planning within a system that 
provided support to district managers, increasing their funding by $1 per head of 

11 Wagstaff, A. and M. Claeson (2004). The Millennium Development Goals for Health: rising 

to the challenges. Washington DC, World Bank. 

12 Wagstaff, A., M. Claeson, et al. (2006). Millennium Development Goals for Health: What 

Will It Take to Accelerate Progress? Disease Control Priorities in Developing Countries. D. T. 

Jamison, J. G. Breman, A. R. Meashamet al, Oxford University Press and The World Bank. 

13 High Level Taskforce on International Innovative Financing for Health Systems, Working 

Group 1 Technical Report ,5 June 2009 

14 Gottret, P. and G. Schieber (2006). Health Financing Revisited: A Practitioner’s Guide. 

Washington DC, World Bank. 

15 Bokhari, F. A. S., Y. Gai, et al. (2007). "Government health expenditures and health 

outcomes." Health Economics 16(3): 257-273. 

16 Gupta, S., M. Verhoeven, et al. (2003). "Public spending on health care and the poor." 

Health Economics 12(8): 685-696. 

17 See ref 16 

18 Rannan-Eliya R and Somantnan A. Access of the Very Poor to Health Services in Asia: 

Evidence on the role of health systems from Equitap. DFID Health Systems Resource Centre 


19 WHO (2007). Everybody's business : strengthening health systems to improve health 
outcomes : WHO’s framework for action. Geneva, World Health Organisation. 
20 Gilson, L. (2007). What sort of stewardship and health system management is needed to 
tackle health inequity, and how can it be developed and sustained? A literature review. WHO 
Social Determinants Knowledge Network. 
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population, and generated district-specific data on prevailing health needs and other 
relevant health issues. The intervention enabled district health planners to target 
resources (financial and human) towards local health needs. Child mortality fell by 
over 40% in the five years following the introduction of the new planning approaches, 
and in one district, the death rate for those aged 15-60 years fell by 18%. One of the 
most important lessons from this case study is that health systems strengthening 
cannot be a short-term investment. 

Investing in neglected diseases research. Health research for poor countries is 
comparatively under-funded. Even though 85% of the global burden of disability and 
premature mortality occurs in the developing world, less than 4% of global research 
funding is devoted to the communicable, maternal, neonatal and nutritional disorders 
that constitute the major burden of disease in developing countries21. This is because 
there are few market incentives for investment by commercial pharmaceutical 
companies, which is why public sector funds are needed. On the positive side, given 
chronic under-funding, there are likely to be high social returns to stepping up 
research investments. 

DFID research funding makes up just 2% of the global spend on neglected tropical 
diseases, compared to the 42% by the US National Institutes for Health, and 18% by 
the Bill and Melinda Gates Foundation22. However, DFID has been a prime mover in 
funding the new product development partnerships, which are well placed to make up 
for lost time in getting new products for neglected diseases to market. 

Box 2 Challenges for measuring value for money in health 
DFID needs to know that its funds are spent on strategies that most effectively and 
efficiently tackle the most common causes of ill health and death among poor people, 
and improve their health and wellbeing. Assessments of the burden of disease and of 
the cost-effectiveness of interventions and policies in health in low-income countries 
are usually made in terms of disability-adjusted life-years (DALYs). The DALY is a 
measure of the effect of ill health that takes into account both reduced life expectancy 
and reduced quality of life. The burden of disease is measured in terms of DALYs lost 
- the countries with the highest burden of disease are those that lose the largest 
numbers of DALYs each year. The cost-effectiveness of different interventions and 
policies is compared in terms of their relative cost of saving a DALY – an intervention 
that costs only $5 per DALY averted is more cost-effective than one that costs $10 
per DALY averted. 

There is far more evidence available about the cost-effectiveness of interventions in 
the health sector than in many other sectors (e.g. livelihoods). At the level of 
intervention against a particular disease or condition, there is substantial and growing 
evidence that large improvements in the health-related MDGs can be achieved at low 
cost, for individuals and for populations23. Cost-effective interventions exist for 
malnutrition, child mortality, maternal mortality, and communicable diseases. 
According to the internationally agreed ‘best buy lists’ and suggested thresholds for 
the cost per DALY, DFID health investment is very cost-effective when funds are used 
to promote and finance these interventions24 . 

21 Jamison D, Breman J, Measham AR et al. Priorities in Health, ‘Disease Control Priorities 
in Developing Countries Project ’ (DCP2, 2006). 
22 George Institute for International Health. ‘G-finder neglected disease research and 
development: how much are we really spending?’ 2008. 
23 The World Health Report 2000 - Health Systems: Improving Performance Geneva, World 
Health Organisation. WHO (2000). 
24 Jamison D, Breman J, Measham AR et al. ‘Disease Control Priorities in Developing 
Countries’ (DCP2, 2006). See Annex 1 and www.DCP2.org. and the WHO-CHOICE 
(Choosing Interventions that are Cost-effective) project (http://www.who.int/choice/en/) 
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3. WHAT HAS DFID’S SPENDING ACHIEVED? SUPPORT TO 
COUNTRIES (BILATERAL PROGRAMME) 

3.1 	 Is DFID’s health support going to countries where the greatest impact is 
likely? 

DFID does not allocate spending for health between countries. Rather, DFID adopts 
a country-led approach, and allocates total bilateral aid to countries on the basis of 
balancing a country’s need for resources and its capacity to use the resources well. 
Country offices then allocate the resources to different sectors. 

For this review, DFID developed a health index to show how funds could be shared 
among the countries currently prioritised by DFID, according to their potential 
contribution to achieving health goals. The index used a formula for allocating funds 
according to the level of health need in each country and to an assessment of the 
country’s capacity to spend effectively on health25. The resulting pattern was 
compared with DFID’s projected spend in those countries. 

The results show that overall DFID’s planned pattern of health spending across 
countries for 2010/11 works well from the perspective of achieving health goals, with 
an 84% correlation between the health index and the planned spend in 2010/11. 

However, the analysis does identify some outliers where current health expenditure 
plans differ substantially from the expenditure levels suggested by the index. There 
are many possible reasons for this, such as the role that other donors are playing in 
health, and the expectation of more domestic funding in better off countries such as 
China and South Africa. 

The review also examined the extent to which DFID is funding countries with the 
highest burden of disease (in relation to the MDGs)26. The 20 countries with the 
largest DFID health spend were mapped against their burden of disease in 2002/3 
and 2008/9. The analysis shows that DFID has increased its spend towards the 
countries where burden of disease is highest, since 2002.  

Examples from country case studies developed for this review show how well DFID is 
allocating its resources towards the causes of the burden of disease.  

In Uganda, the government budget – including DFID’s budget support - allocates 
health funds to districts according to a formula that includes the burden of disease. 
DFID also funds programmes that are targeted to HIV/AIDS and malaria – which 
together account for nearly a third of the impact of Uganda’s disease burden.  

In India, health spending is split between the national India-wide level and the states. 
DFID spending follows this. National spending is used for communicable, maternal 
and nutrition related causes; 72% of the DALY loss in those areas is in reproductive 
and child health, so it is appropriate that DFID allocates 63% of its national spend to 
this sub-sector. 

In Zimbabwe, HIV/AIDS contributes 49% of the disease burden in terms of DALYs; 
direct HIV-related spend is appropriately half of DFID Zimbabwe’s portfolio. The other 
specific area of DFID support is maternal and neo-natal health (7% of DALYs just for 
birth asphyxia, birth trauma, low birth weight, and maternal sepsis).  Nevertheless, 
some areas of major disease burden remain underserved, especially mental health 
(5.6% of DALYs) and diarrhoeal diseases (3.5%). 

25 The index is based a methodology developed by Chris Colclough (2007) “The Challenges 

of Scaling up British Aid to Education” which reviewed education indicators in over 94 

countries.
 
26 Figures from WHO 2006 http://www.who.int/whosis/en/index.html. 
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In Malawi, the government’s essential health package (EHP) is built around the 
burden of disease. DFID is providing £94million to the health sector in 2005-11 for 
the EHP. Most causes of death and disability are adequately reflected in the package 
- except road traffic accidents, mental illness and unsafe abortion. But the EHP is not 
the total of the government’s health spending – treatment for non-EHP diseases and 
conditions continues to be provided.  

3.2 	 Is DFID funding benefiting the poor? 

DFID is concerned above all with the health of the poor – hence the priority in the 
2007 Health Strategy for expanding access to basic health services. The India case 
study shows the importance of this – the infant mortality rate for the poorest wealth 
quintile is 70 per 1000 compared to 29 for the richest quintile. The more DFID and 
partner government resources are allocated towards the poor, therefore, the more 
cost-effective they are in achieving the poverty objective.  

Recent evaluations of DFID’s programmes in Pakistan, Cambodia, Ethiopia, Kenya 
and Zambia found that programme objectives do generally include access by the 
poor – though the Kenya evaluation noted that it is difficult to judge effectiveness 
given the absence of disaggregated data for service utilisation.  

In India, DFID is focusing its state-level health support on poorer states, moving out 
of two relatively wealthy ones. These poorer states are in turn allocating more funds 
to their poorer districts. In West Bengal, the number of deliveries in institutions has 
risen by 30% in the six poorest districts compared to 14% in the other 12 districts. 
DFID has also influenced the design of the national reproductive and child health 
programme to include measurable indicators to reduce inequalities.  

3.3 	 Are DFID funds backing the policies and interventions likely to have the 
most impact on people’s health? 

3.3.1 	 DFID policy and strategy 
DFID’s current and planned expenditures on health are shaped by its 2007 Health 
Strategy and by its country-led approach, where expenditures are driven by country 
needs and priorities. The strategy emphasises expanding access to basic services, 
drawing on internationally recognised ‘best buys’ in health, as well as reinforcing the 
importance of a strong, integrated health system. At an overarching strategic level, 
therefore, DFID is seeking to promote cost-effective interventions. In practice, DFID’s 
bilateral spend is invested in sector and targeted programmes which are delivering 
those cost-effective interventions for maternal and reproductive health, child health 
and communicable diseases. 

However, DFID (and other donor) funding is supporting interventions that are 
considerably more expensive per DALY than others that are neglected. This is 
because of unprecedented global support for the additional investments needed to 
accelerate progress in for example, reducing loss of life due to AIDS and common 
childhood illnesses. Anti-retroviral drugs to treat AIDS have an incremental cost per 
DALY over $500 (though this cost is falling, partly as a result of DFID’s efforts).  

3.3.2 	Country programmes 
It is difficult to quantify the overall cost-effectiveness of DFID country programmes. 
But in three of the four case study countries, DFID programmes explicitly support the 
national health policy and package which are built on evidence-based, cost-effective 
interventions. In the fourth, Zimbabwe, the political and economic crisis undermined 
the previously sound health system; but DFID can claim to have been the leading 
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donor in ensuring that the health system remained viable and cost-effective 
treatments were still provided. 

For around a third of DFID’s bilateral support, health assistance is provided either 
through health sector budget support (as in Malawi or the Indian states) or general 
budget support (as in Uganda).  

A recent multi-donor evaluation showed that general budget support has increased 
the scope of partner government discretion, resulting in clear gains in allocative and 
operational efficiency. The most obvious effects on health service delivery were 
through increased expenditure, expanded basic services, and a collective 
commitment of donors and government to service delivery targets – though there 
remained a concern about how to maintain quality as coverage is expanded27. DFID 
Country Programme Evaluations also suggest success in moving from general 
budget support to health sector budget support (see boxes 3 and 4 below).  

One key question is whether donor budget support becomes a substitute for 
government’s own spending. However, DFID has addressed the issue by seeking 
commitments in advance: the Memorandum of Understanding with the Government 
of Malawi on health sector budget support specifies that the government will spend 
10.7% of discretionary resources on health. In fact, government spend did increase 
from 52% of the health budget in 2002, to 58% in the four subsequent years under 
the SWAP – at a time when the total health budget was increasing from $8 to $14 per 
head. 

DFID’s bilateral technical assistance, at 17% of the bilateral budget, is performing 
well, according to country programme evaluations. This has strengthened capacity to 
develop health policy (in, for example, Pakistan, Zambia and Kenya) and flexible use 
of short-term technical support has responded well to demands and been able to 
inform the policy agenda (such as in Ethiopia). 

Box 3 Best practice: India 
In India, national programmes funded in part by DFID are highly cost-effective, 
according to WHO benchmarks. DFID inputs and policy dialogue promoted proven 
approaches. DFID robustly backed national scale-up of the most cost-effective 
approach for TB treatment. DFID’s influence also contributed to a paradigm shift in 
the government’s reproductive and child health programme, which has succeeded in 
increasing deliveries at health facilities by 30% from 2005 to 2007, twice the rate of 
increase in the two previous years, and averting around 6,600 maternal and 79,000 
infant deaths. 

DFID also played an important role in arguing for an increased emphasis on HIV 
prevention, especially for vulnerable groups. HIV prevalence is stable in the adult 
population overall, and is falling amongst groups most at risk, for example among 
female sex-workers, from 10.3% in 2003 to 4.9% in 2006. In West Bengal, 3.4% of all 
primary and 53% of all secondary sexually transmitted infections affect female sex 
workers. Providing treatment services for the women could prevent new infections, at 
a cost per infection prevented of $150. In contrast, the cost per infection prevented 
for treatment in the general population was $12,900.  

Cost-effectiveness is also high in India because unit costs are low – partly due to 
economies of scale because of the high volume of, for example vaccines, and partly 
to low costs of local inputs such as wages. 

27 A Joint Evaluation of General Budget Support 1994-2004, IDD and Associates, May 2006. 
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Box 4 Best practice: Malawi 
DFID is supporting Malawi’s MDG targets through its funding for the health system, 
by providing £94 million to the health sector in 2005-11 for the Essential Health 
Package and to train, recruit and retain essential health workers. A further £15 million 
is being provided for technical assistance (including VSO) and for NGOs to support 
voice and accountability work. 

Malawi faced a human resource crisis in 2004, which led to a near breakdown of 
service delivery. The sector was losing large numbers of staff, mainly as a result of 
migration to higher salaried posts elsewhere in the region. DFID led an Emergency 
Human Resource Programme, which included funds to pay for a 52% increase in the 
basic salaries of health workers. Government and donor health sector funding has 
doubled since 2004, and there are 40% more practising nurses and doctors. 

As a result, the health sector has increased its activity, not just in terms of an 
increase in the number of patients, but an increase in the attendance rate of an 
increasing population. Staff numbers have improved, and so too, it appears, has 
productivity (though there are no national figures). For example, by 2008, the sector 
annual review reported that skilled attendance at delivery had increased from 38% to 
45% nationally – the programme has enabled more staff to be trained, recruited and 
retained, so providing better clinical cover to the facilities. It is also likely that the 
service level agreements which fund faith-based hospitals to provide deliveries free 
of charge have contributed to this rise in service use.  

 DFID Malawi also engages in policy dialogue, presenting evidence to: 
 argue for increasing government health spending funding year on year, and to 

ensure that donor funding (including DFID's) is additional 
 improve financial management and procurement practices  
 argue that the EHP should not be expanded to include much less cost-

effective interventions  
 help GFATM and Government of Malawi to engage constructively. 

The results of support to the health sector in Malawi are impressive. DFID has 
contributed to saving around 1,000 mothers’ and 15,000 children’s lives each year. 

3.3.3 DFID’s influencing role 
DFID’s ability to influence others to follow best practice is critical in maximising 
impact. A specially-commissioned evaluation for this review suggested that DFID’s 
influencing is probably very cost-effective – through policy dialogue with government 
and development partners28. The case studies on India and Malawi highlight some of 
DFID’s successes (see boxes 3 and 4).  

In Uganda, the introduction of first a sector wide approach and then the International 
Health Partnership, pioneered internationally by the UK, has created a framework for 
more effective support to the health sector – with donors moving towards common, 
and therefore lower cost, funding and monitoring arrangements. Within the country, 
outpatient attendance at government health facilities has doubled since Uganda 
eliminated user fees - something DFID had advocated strongly for. DFID Uganda 
was also instrumental in highlighting the importance of training and retaining skilled 
health workers and making this a focus of the budget support discussions. 

28 http://www.dfid.gov.uk/Documents/publications/evaluation/health-influencing.pdf 
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3.4 	 Is DFID ensuring that these policies and interventions provide value for 
money? 

DFID supports substantial procurement of commodities at both the country and 
global levels. Value for money issues are described in Box 5. 

While commodity prices can be internationally benchmarked, this is more difficult for 
other health systems costs. All cost studies show great variation within countries, for 
reasons that are not well understood but include scale issues as well as operational 
efficiency differences.  

The country case studies show that DFID is working with governments to improve 
public sector efficiency. For example, in 2008/09 in Zimbabwe, DFID supported a 
process for enabling nearly 100% return of health workers in January 2009, following 
the near closure of health services in 2008, during which cholera hit most of the 
country. DFID advocated for the use of comparative unit costs in the design of the 
Zimbabwe health worker retention scheme: the amount of supplement paid is 
determined by a formula based on per capita gross national income across low 
income countries.  

Payments have been set at a realistic level that could both be funded, and gradually 
absorbed by government over a 5-10 year period. The allowance is linked to 
attendance in the previous month, place of work and is set by grade level. DFID led 
the process through a Task Force, which created confidence in the MoH to take the 
leadership role and brought other donors along with the process. In the short term 
the scheme is managed by an independent contracting agency. DFID also provided 
the technical input to ensure Zimbabwe’s successful bid to GFATM included 
substantial five year funding for a continuation of the retention scheme until 2015. 

In Uganda, in 2006/07, 42% of the government resources available for health were 
wasted – largely due to absenteeism (averaging 40%), and clinics not having 
medicines in stock. The 2008 Public Expenditure Review concluded that “a better 
allocation of resources and measures to improve management and accountability 
could generate technical efficiency gains”29. In support of the government’s efforts to 
strengthen the system, DFID is both supporting public sector reform and ensuring 
that donor support to the budget is linked to achieving targets for reduced 
absenteeism and drug stock-outs. 

In India, much of DFID’s support at state level has also focused on improving the 
health system. A push on the health workforce reduced vacancy rates for doctors in 
low performing districts of West Bengal from 30% in 2005 to 18% in 2008.  

29 “Uganda: Focus on Health in the Budget”, Public Expenditure Review 2008. 
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4. 	 WHAT HAS DFID’S SPENDING ACHIEVED? 

SUPPORT TO MULTILATERAL ORGANISATIONS 

Understanding how DFID’s multilateral spend is contributing to health impact is 
critical. Around 23% of the UK’s aid for health goes through multilaterals including the 
EC, World Bank, UN agencies and global health initiatives. There has been a major 
increase over the last five years, most of it accounted for by contributions to GFATM. 
One of the four priorities in the DFID Health Strategy is “improving the effectiveness 
of international funding for health.” 

The three biggest multilaterals in health – the EC, the World Bank and GFATM – 
have all recently undertaken evaluations, which have informed this review 30 31 32 . 

4.1 	 Is DFID’s health support going through multilaterals to countries where 
the greatest impact is likely? 

It is not possible to compare the distribution of total funding from the multilaterals and 
the global health initiatives across countries with the distribution of the global burden 
of disease, because most multilaterals do not collect such data. 

Instead, the review used the same index to compare country allocations by the 
multilateral agencies as was used for DFID’s bilateral spend. There is an 86% 
correlation between how funds would be allocated according to the health index and 
where multilaterals and global health initiatives actually allocate health resources. 
This is welcome. 

The countries included in the model account for about two-thirds of DFID’s spending 
through multilaterals – the remaining third is spent by multilaterals in other countries. 
This is to be expected. DFID complements its own narrower list of priority countries 
with funding to multilateral agencies and global health initiatives, which have much 
larger total budgets and a wider reach. 

4.2 	 Does DFID funding through the multilaterals benefit the poor? 

There is little evidence on how far multilaterals and global health initiatives target the 
poor in their health programmes. The World Bank Independent Evaluation Group 
(IEG) evaluation found that a remarkably small share of projects had objectives to 
improve health outcomes among the poor33, and no programmes were able to 
demonstrate an impact on the health of the poor. The EC evaluation noted that the 
high degree of focus by the EC on providing general budget support may mean that 
poverty and equity are under-recognised as objectives for the organisation’s health 
funding, since health indicators used to assess general budget support may 
emphasise service utilisation but not quality and equity.  

30 EC Development Assistance to Health Services in Sub-Saharan Africa, European Court of 
Auditors Special Report No 10, 2008 
31 Improving Effectiveness and Outcomes for the Poor in Health, Nutrition and Population: an 
evaluation of World Bank Group support since 1997; World Bank Independent Evaluation 
Group 2009 
32 GFATM Technical Evaluation Reference Group (2009): The Five-Year Evaluation of the 
Global Fund to Fight AIDS, TB & Malaria: Synthesis of Study Areas 1, 2 and 3 
33 IEG, Improving Effectiveness and Outcomes for the Poor in Health, Nutrition, and 
Population: An Evaluation of World Bank Group Support Since 1997. Available at 
http://siteresources.worldbank.org/EXTWBASSHEANUTPOP/Resources/hnp_full_eval.pdf. 
Page 28, “Only one in eight projects (13% had an objective to target health status, access, 
use, quality, or demand, or to provide health insurance specifically among the poor. Beyond 
this, an additional 7% of projects had an objective to improve equity”. 
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Although GFATM’s grants are targeting poorer countries, the evaluation found no 
evidence of widening or narrowing gaps in coverage between disadvantaged groups 
and those who are better off. A recent Lancet review also found that the global health 
initiatives have contributed to improvements in some aspects of health equity but 
have not directly addressed the causes of health inequity or the social determinants 
of health34. 

4.3 	 Are multilaterals using DFID funds to back the policies and 
interventions likely to have the most impact on people’s health?  

The strategies pursued by the multilaterals are determined by their mandates and 
draw on internationally promoted norms, standards and guidelines, which are in turn 
informed by the evidence base. Examples include UNICEF’s focus on prevention and 
management of childhood illness and UNFPA’s support to sexual and reproductive 
health care, including family planning. 

Across the multilaterals, the global health initiatives provide the clearest data that 
investment in prevention, treatment and care is cost-effective. For example, the GAVI 
Alliance’s investments in both traditional and new vaccines are considered to be 
highly cost-effective in terms of lives saved. Between 2000 and 2008, GAVI’s funds 
helped immunise 213 million children, at an average cost-saving per DALY of $3035. 

However, the specific interventions supported by the global health initiatives rely on 
the existence of operational health systems to provide value for money. As the 
GFATM evaluation put it, “going forward, the weaknesses of existing health systems 
critically limit the performance potential of the Global Fund.” Although the global 
health initiatives are funding some health system strengthening, ultimately they are 
targeting specific goals and interventions, and their benefit to health systems is 
secondary. 

The World Bank and the EC, as generalised funders, are better placed to provide 
health systems financing, but recent evaluations have raised concerns. The EC 
provides a sizeable amount of funding as general budget support, but is not always 
able to complement this with appropriate country level technical support to influence 
health systems development. Despite an earlier policy commitment to health 
systems, the recent evaluation found that in practice the World Bank had increased 
the proportion of its spending on disease programmes. The Bank has recognised this 
and has a strategy to increase health systems effort. 

4.4 	 Are multilateral policies and interventions provided in a way that 
maximises value for money? 

In general, it is difficult to compare costs and impact achieved across multilaterals 
and global funds. Different multilaterals do different things, which means they are not 
comparable. DFID recognises that health development requires a range of inputs and 
that specialisation amongst agencies is needed. 

The newer global initiatives, and those that purchase commodities, are making 
efforts to ensure their procurements deliver value for money. For example, UNICEF, 
UNFPA, the GAVI Alliance and UNITAID are all securing competitive prices for 
products including vaccines, AIDS and malaria medicines and contraceptives, for 

34 Lancet 373:2137-69, June 2009 
35 http://www.gavialliance.org/resources/2008_GAVI_Alliance_Key_Indicators.pdf. 
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example. Box 5 shows some results of DFID’s bi and multilateral effort to improve 
value for money in procurement. 

With respect to other efficiencies, the GFATM is developing a methodology to collect 
information through grants reporting that will allow it to measure unit costs - of inputs 
(e.g. commodities), processes (e.g. staff trained) and outputs (e.g. interventions 
delivered). By contrast, we know little about costs per unit of output of either of the 
generalised funders (the World Bank and EC), or most UN bodies. The main 
challenges lie in the lack of data from the multilaterals themselves, and from the 
monitoring systems of their recipients.  

Box 5 Achieving value for money in commodities at country and global levels 
Commodity costs, such as essential medicines, vaccines, contraceptives, and 
bednets make up a high proportion of national health budgets. Developing countries 
need to obtain essential commodities at good quality and low price. But often this is 
not the case: for example, there can be a two to three-fold price variation between 
the lowest and highest price paid in low income countries for AIDS treatment.  

Since 2006, DFID has been supporting various initiatives through its bilateral and 
multilateral support to ensure that countries get best value for money.  

International price benchmarks show that DFID itself is getting value for money in 
direct commodity purchase. Although only indicative (as yet the international figures 
are not always compiled on the same basis), the evidence shows reasonable value 
for money for the two main commodities purchased directly – condoms and bednets. 

	 DFID directly purchased condoms in three countries: Nigeria, Cambodia and 
Vietnam. In these countries, the unit cost of male condoms was lower than 
that obtained by other funding agencies in 2008 (with the exception of UNFPA 
in Nigeria). 

	 DFID has committed to purchase 20 million bednets for malaria prevention by 
2010. GFATM shows the average cost of a bednet in different PSA countries 
varied from $4.67 in Nepal to $7.44 in DRC. DFID is working on the basis of 
an average cost of $5.30.  

However, direct DFID procurement is rare, because DFID prefers to reinforce and 
use government systems (in line with UK aid effectiveness commitments). A DFID 
focus on support for government procurement in Orissa in India has reduced the cost 
of drugs by 25-40% between 2001 and 2008. Wastage due to poor quality medicines 
has fallen from 12% to 2%.  

Substantial procurement is carried out by and with multilateral funds (for example 
about 45% of GFATM’s grants has been invested in commodities). There is evidence 
that value for money is improving. According to a Lancet review of the impact of 
global health initiatives, price reductions for vaccines and for treating HIV/AIDS, TB, 
malaria and onchocerciasis, are due to increased demand, more competition with 
more quality suppliers in the market, and global coordination of procurement of 
medicines and commodities36. 

36 Lancet 373:2137-69, June 2009 
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Table 2: Savings achieved by price reductions 

Commodity Initiative Year Annual 
Savings* 

Saving 
attributable 

to DFID 

Hep-B vaccine GAVI 2008 $20m $0.8m 

Paediatric ARVs UNITAID 2008 $23m $2.3m 

2nd line ARVs UNITAID 2008 $18m $1.8m 

Medicines 
Estimated 37 

GFATM Future $120m $7.2m 

*The annual savings column refers only to the savings achieved by the each global health 
initiative in its own purchases, and takes no account of the likely further savings achieved by 
other purchasers at the lower prices.  

Agencies that procure on behalf of countries have strengthened their procurement 
systems. For example, UNICEF has improved its forecasting, so that it can now 
honour 80% of volume contracted for (up from 40%). The agency used to contract 
semi-annually, whereas now it plans 18 months in advance. Such measures should 
decrease industry’s risks and give purchasers a better deal. 

Where countries are carrying out their own procurement using grants, efforts are also 
in place to ensure that they get good value for money. For example, GFATM has 
launched a Voluntary Pooled Procurement Scheme, whereby countries can benefit 
from agreed price deals with suppliers. DFID is also financing the Clinton HIV and 
AIDS Initiative to strengthen the market for AIDS and malaria medicines. 

Last but not least, DFID is supporting co-ordinated efforts for the collection, 
disclosure and use of information about global and local pharmaceutical markets and 
supply chains. Building on earlier work, DFID is financing GFATM, WHO and 
UNITAID to develop a searchable database, which should allow countries to procure 
efficiently, and provide inputs for forecasting and programme costing.  

DFID’s success in influencing 
Where there is a wider institutional commitment – as with the EC and UN system – 
DFID influences multilateral policy and strategy through agreed agency performance 
frameworks and ongoing policy dialogue38. This is shaped by the overall drive for 
improved multilateral effectiveness. 

For example, DFID identified the World Bank’s health programming as one of six 
particular priorities for reform in the 2009 DFID White Paper. The Bank’s own health 
evaluation in 2009 provides the evidence to continue to press the Bank on delivery of 
its 2007 health, nutrition & population strategy and its new reproductive health action 
plan, and to improve the performance of its HIV and AIDS projects. Progress is 
apparent, particularly in the Bank’s proactive support for the International Health 
Partnership. A key test of Bank commitment to its strategy and the IHP+ principles 
will be the extent to which it operationalises new harmonised approaches in its own 

37 There are no backward looking figures for GFATM. This estimate assumes – conservatively 
– that countries make savings of 10% annually on GFATM medicines procurement.  
38 http://www.dfid.gov.uk/Documents/publications/evaluation/health-influencing.pdf 
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lending cycle - and allows Bank-specific appraisal processes to be dropped where 
appropriate. 

Equally, DFID works both at country and global levels, through its Board 
memberships, to shape policy of the global health initiatives. The GFATM has 
provided over $500m to Malawi. DFID Malawi gives priority to ensuring that these 
funds are spent effectively and for purpose. It has been instrumental in ensuring 
GFATM helps strengthen systems. Delays in GFATM grant disbursement early in 
2009 led to a near stock-out of anti-retrovirals, threatening collapse of the successful 
national programme. Alerted by the country office, DFID made a representation at 
Board level, working together with Oxfam and others, to ensure due attention was 
given to the issue. DFID helped to ensure that the GFATM secretariat responded 
flexibly and in time to avoid a stock-out. 

DFID has also been a prime mover in setting up new aid delivery mechanisms such 
as the International Financing Facility for Immunisation (IFFIm) and Advanced Market 
Commitment (see next section). IFFIm represents good value for money because of 
the strong case for front-loading immunisation spend in term of economic and health 
impact and GAVI has proven itself as an effective beneficiary of the funds (see Box 
below). 

Box 6 The IFFIm 
Recognising the effectiveness of GAVI, the UK promoted the International Financing 
Facility for Immunisation (IFFIm), with the goal of raising $4bn of frontloaded and 
predictable funds from the capital markets, for GAVI. DFID provides £1.38bn to 
IFFIm over 20 years (2006-2026). The WHO estimates that, if fully funded, IFFIm 
could save the lives of 5 million children by 2015 and a further 5 million adults 20 
years later (due to the later preventive benefit of Hepatitis B vaccines).  

The returns to the IFFIm investment are high, with an estimated benefit to cost ratio 
of at least 20:1 and the economic rate of return between 25% and 90%. Benefits are 
high both because of the cost-effectiveness of GAVI, and because IFFIm’s innovative 
financing mechanism increases long run health impact through frontloading and 
additional predictability. Barder and Yeh estimate that the health impact of spending 
on the same vaccines is increased by 22% with IFFIm; this outweighs the 3.5% 
increase in costs due to administration and interest payments for frontloading. 

Source: Barder, Owen and Yeh, Ethan, The Costs and Benefits of Front-Loading and Predictability of 
Immunization (February 2006). Center for Global Development Working Paper No. 80. 
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5. 	 WHAT HAS DFID’S SPENDING ACHIEVED? 

SUPPORT TO RESEARCH 

5.1 	 Is DFID funding research in the areas where the greatest impact is 
likely? 

In 2008/09 the largest share of DFID research expenditure went to HIV/AIDS, 
followed by malaria and other communicable diseases, and health systems. DFID’s 
research spend needs to generate good returns while managing risk appropriately. 
DFID’s spend is mainly through two channels: investments in new medicines and 
vaccines developed by public-private product development partnerships (PDPs), and 
through competitively tendered research programme consortia (RPCs), which include 
major academic and research institutions worldwide, including in developing 
countries. 

DFID’s research activities are focused on strategies to understand and address the 
future burden of disease. Equally, DFID’s investment is focused on the diseases of 
poverty that are not addressed by commercial markets. Looking forward to 2030, 
DFID’s projected allocation reflects the reality that HIV/AIDS, together with other 
communicable diseases, will remain as very significant problems. However, as 
communicable diseases are overtaken by other causes of disease, DFID will need to 
respond to the emerging threats, while maintaining attention to neglected tropical 
diseases. 

Table 3: DFID health research spend by sub-sector 

Predicted disease burden in 
low income countries 203039 

% of 
DALYs 

DFID current research by 
disease (excluding health 
systems and multi disease 
research) 

% of 
spend 

HIV/AIDS 14.5% HIV/AIDS 46.1% 

Perinatal conditions 5.8% Malaria 8.7% 

Unipolar depressive disorders 4.7% TB 8.0% 

Road traffic accidents 4.6% Reproductive Health 5.5% 

Ischaemic heart disease 4.5% Neglected tropical diseases 5.4% 

5.2 	 Are DFID funds identifying the policies and interventions likely to have 
the most impact on people’s health? 

The research task is not to back the policies with most impact, but to identify and 
demonstrate new interventions and approaches that are cost-effective. DFID has 
supported many successes. 

	 Research showed that giving a commonly available antibiotic to HIV-positive 
children reduced death from all causes by 43%. World Health Organization 
guidelines now advise giving HIV positive children the antibiotic. Cost of 
research: £476,000 

39 Mathers and Loncar (2006) Projections of global mortality and burden of disease from 2002 
to 2030. PLoS Medicine. Volume 6, Issue 11. 
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	 DFID funded research can point the way to future savings. Data from WHO-
CHOICE show that adding intensive monitoring to anti-retroviral therapy 
increases the cost per DALY averted significantly. DFID funded a large trial 
which established that intensive monitoring with regular laboratory tests also 
offered little additional clinical benefit. The study found that the savings from 
not carrying out such monitoring would mean that a third more people could 
be successfully treated for AIDS in Africa: countries can prioritise ART access 
over investment in expensive laboratory facilities. Cost of research: £2.5m. 

	 DFID funded researchers and their partners have helped provide evidence to 
decision makers in difficult settings which has led to real policy change. For 
instance a health financing pilot study in Afghanistan examined the impact of 
a policy of user fees compared to free services. Observed and perceived 
quality did not differ between groups but utilization increased by a greater 
amount in the free services group. In 2008 the Afghan Ministry of Public 
Health abolished fees at primary care facilities, citing this study. Cost of 
research: $140,000 

DFID’s research also emphasises getting research findings into policy and practice. 
A large share of the disease burden in low and middle income countries is 
attributable to diseases for which cost-effective interventions are already known and 
feasible. Evidence across different settings is needed to show how more people can 
have access to and use these interventions.  

This kind of operational and health system research is often neglected by other 
funders and DFID is recognised to have strengths in this field. DFID was an early 
supporter of the global Alliance for Health Policy and Systems Research; has two 
research programme consortia focusing on health systems; and health systems 
research (including for instance cost-effectiveness analysis and financing) is a major 
component in at least four of the other RPCs.  

5.3 Is DFID funding research in a way that maximises value for money? 

Over 40% of DFID’s health research budget is spent through product development 
partnerships (PDPs), such as the Medicines for Malaria Venture (MMV). PDPs are 
demonstrating capability to be a cost-effective model to develop new medicines and 
vaccines, working with the best of public and private sector expertise and 
approaches. This is partly due to their ability to leverage substantial in-kind inputs 
from partners. 

DFID’s management of research is driving to improve value for money. Over 60% of 
the current research portfolio is now allocated competitively (either by DFID or by 
PDPs). 

DFID’s influencing role 
DFID helped to pioneer, with others such as the Gates and Rockefeller Foundations, 
the emergence of PDPs. Their success means that DFID is leveraging almost ten 
times more funds from other donors ($246m in 2007 for $26m from DFID). 

The UK has also helped pioneer ‘pull’ mechanisms to stimulate market interest in 
new products for neglected diseases. For example, Advance Market Commitments 
(AMC), for pneumococcal vaccines focus on the later stages of bringing new 
vaccines to the market, once plausible candidate vaccines have been identified. The 
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mechanism is likely to be complementary, rather than competitive, with direct funding 
of more “upstream” vaccine research, for example through PDPs. The AMC is 
piloting a new way of funding research and development. Donors only pay for 
successful products, thereby incurring few opportunity costs for unproductive 
research – so introducing performance-based financing.  
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6. CONCLUSIONS, NEXT STEPS AND RECOMMENDATIONS 

6.1 Is DFID making the right allocations, in the right ways? 

6.1.1 Countries and aid modalities  

This review has shown that DFID is investing in the right countries, and in the top 
health priorities, through effective and appropriate channels. The review has not 
attempted to explore whether the spread across the bilateral, multilateral and 
research programmes delivers the maximum benefit. The distribution of DFID’s total 
health spend is a result of separate decisions, rather than the allocation of a budget 
earmarked to support health. For the very large spends through the EC and the 
World Bank, these decisions are taken by a mix of multilateral allocation decisions 
and country demand, and not by DFID; where DFID provides bilateral budget 
support, the decisions are taken by the country government. 

That said, DFID’s overall approach spreads and manages risk. In-country, DFID’s 
country-led approach mixes budget support, with targeted interventions such as 
GAVI and malaria programmes. The Kenya Country Programme Evaluation 
welcomed the twin-track approach of programmes for bednets and condoms through 
non-government agents, alongside slower-paced support to sector reform, moving 
towards a future sector wide programme in health, once fiduciary risk was reduced. 
DFID balances longer term capacity building in health systems, with short term 
results such as social marketing of condoms and nets. DFID also seeks to manage 
risk, as well as improve effectiveness, by providing technical assistance alongside 
financial aid. 

6.1.2 Aid effectiveness 

DFID is committed to fulfilling the Paris Principles for aid effectiveness, including 
country ownership, alignment to government systems, and donor harmonisation. The 
institutions and instruments for financing health in developing countries (known as 
the health aid architecture) are notoriously numerous and fragmented, with 
associated transaction costs and loss of efficiency. One particular aspect of this 
inefficiency is a lack of coordination in resource allocation – hence the relative under-
funding of MDGs 4 and 5 and the existence of ‘aid orphans’. 

DFID will continue to promote the IHP+, which addresses these problems by 
providing a platform at global and country level where agencies working in health, 
and the countries they seek to benefit, can (a) hold each other to account and (b) 
follow a commonly agreed plan. 

DFID has also welcomed steps taken by the World Bank, GFATM, and GAVI, with 
WHO, for a health systems funding platform, in line with Paris Principles. DFID has 
encouraged these moves, including funding expert posts in World Bank regional 
offices. 

6.1.3 Fragile states 

DFID’s spend is increasing in fragile states - where the government cannot or will not 
deliver core functions, including health services, to the majority of its people. These 
states also tend to have the high disease burdens, and are most off track to meet the 
health-related MDGs. Total health spending per capita is half what it is in non-fragile 
states. Fragile states as a group get more aid per capita for health than non-fragile 
states, but the aid may buy less, because services are often expensive as a result of 
insecurity and weak infrastructure. 
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In fragile states, common DFID practice has been to support non government 
organisations to deliver a basic package of health services for a fixed period of time, 
such as in Afghanistan and the Democratic Republic of Congo. But the longer term 
issue is (re)building a public health system, and this is more difficult. Where a country 
did recently have a reasonable health system, the most cost-effective intervention is 
likely to be to preserve the system as much as possible – as in Zimbabwe. However, 
there is no sound cost-effectiveness evidence for health service delivery or health 
systems strengthening in different types of fragile states. 

6.1.4 Equity and benefiting the poor 

DFID prioritises the health of the poor – hence the emphasis in the 2007 Health 
Strategy and in DFID’s bilateral programming for expanding access to basic health 
services. The review found limited evidence on which to base an assessment of the 
impact of bilateral or the multilateral programme on equity. Measuring the extent to 
which this is happening in health is difficult – due a wide variety of factors. There is 
also surprisingly little systematic analysis of the cost-effectiveness of reaching the 
poor – and hence of equity and efficiency trade-offs. Poor people tend to live more in 
rural areas than urban, where the costs of providing (and using) services can be 
higher. DFID’s support to the Health Metrics Network and other efforts to build 
national information management capacity is part of its health system strengthening 
commitment. However, this is an area where more work is needed.  

Recommendation: DFID should pay more attention to measuring impact on 
equity (such as by using benefit incidence analysis and other approaches) 
and should continue to encourage government and development partners, 
especially multilaterals, to do the same. 

6.1.5 The role of the non-state sector 

DFID recognises the importance of the non-state sector in delivering health care, 
especially to the poor. The poor get much of their medical care from the non-state 
sector. This includes not-for profit services, such as faith based hospitals and clinics, 
and international and local NGOs. In addition, the poor make extensive use of 
commercial sources of health care, which range from registered private pharmacies 
and clinics with a doctor or midwife, to unlicensed drug shops. Also non-state 
providers may be better able to be effective, for example, in reaching vulnerable 
groups such as injecting drug users, or deal with sensitive issues such as adolescent 
reproductive health or abortion related services. For DFID, strategies include direct 
funding to NGOs, social marketing and franchising, and working with government to 
commission or contract out services. 

Interventions targeted to the non-state sector make up a modest share of DFID 
funding for health in most countries, and a larger component in fragile states. So, for 
example, in Cambodia social marketing of family planning products and condoms 
receives £1.5m annually compared with health sector programme support of £7m. 
Meanwhile in Burma, where there is no direct funding to the government, all DFID 
support is channelled through NGOs and UN agencies, to pay for services delivered 
by NGO and private providers.  

However, as yet the evidence base for scaling up some of these interventions is 
limited. A review by the DFID-funded Consortium for Research on Equitable Health 
Systems concluded that the evidence for whether private sector interventions reach 

DFID Human Development Resource Centre 31 



  

  
 

 

 

 

  

 
 

 

 

 

 
 

                                                 

 
 

the poor is not yet strong enough to support robust conclusions40. In general there 
needs to be more work to assess the cost-effectiveness of such initiatives, especially 
those involving commercial providers. There is limited data to show the relative cost-
effectiveness of working with the private sector compared with the public sector. 
What data there is suggests that there may not be much difference in costs. Also, 
interventions such as social marketing alone are unlikely to reach the poorest. 

DFID will continue to carefully design and tailor its support to the country context, 
taking into account the importance of the non-state sector, while building government 
capacity to work effectively with it. Equally it will work to build capacity and enable 
civil society to participate in accountability and transparency measures. 

6.2 	 Is DFID addressing health priorities with the policies and interventions 
with most impact? 

The review has shown that DFID’s spend backs the most important health priorities 
in developing countries and that DFID makes robust investments in cost-effective 
policies and interventions across its health portfolio. For reproductive, maternal and 
neonatal health, and nutrition there are cost-effective interventions that are not being 
adopted by developing countries, and DFID’s spend in these areas is now increasing.  

DFID has been supporting a range of nutrition-related activities, ranging from direct 
interventions such as vitamin supplementation to support to governments, for 
legislation around food fortification. DFID’s first Nutrition Strategy was published in 
March 2010. The strategy is based on peer-reviewed evidence on what nutrition 
interventions are cost-effective41 and how to maximise impact on under-nutrition 
through actions in key sectors beyond health - with a commitment to improve that 
evidence. 

Strengthening health systems increases the cost-effectiveness of all other basic 
health interventions and is relatively neglected by other donors. DFID is recognised 
as being strong in health systems research, but in 2007/8 allocated only 5% of its 
research budget to this area. 

DFID will continue to make some investment in non-communicable diseases, where 
there is evidence for cost-effective interventions. Looking ahead, three emerging 
issues are: reducing the burden of cardiovascular disease; combating tobacco use; 
and reducing road traffic injuries. They are less central to the international MDG 
focus on maternal and child health and communicable diseases. There are cost-
effective interventions available to combat tobacco use and reduce road traffic 
injuries. DFID support has included research funding on tobacco policy since 2005 
and in 2009 DFID made a White Paper commitment to become a sponsor of the 
World Bank Global Road Safety Facility. 

Recommendation: DFID should continue to reverse the decline in its 
reproductive health spending, and increase spend on maternal and neonatal 
health (MDGs 4 and 5), and on nutrition (MDGs1, 4 and 5). 

40 Patouillard E, Goodman C, Hanson K, Mills A. Can working with the private sector improve 

utilization of quality health services by the poor? A systematic review of the literature.
 
International Journal for Equity in Health 2007, 6:17.

41 Summarised in a meta-analysis in The Lancet’s Series on Maternal and Child 

Undernutrition, 2008. 
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Recommendation: DFID should continue to prioritise support to health 
systems, and should fund more research on HSS to demonstrate and 
improve the cost-effectiveness of HSS investments. More operational 
research is needed on issues such as the relative cost-effectiveness of 
different approaches, (including using non-state providers versus public 
providers to increase coverage) and specifically in fragile states. 

Recommendation: DFID should include on its influencing agenda significant 
causes of death and ill health that require non-health sector interventions, 
such as tobacco tax policies.  

6.3 Is DFID ensuring value for money through increased efficiency? 

At country and global levels, increasing attention is paid to exploring and promoting 
value for money, particularly for commodities. Recent DFID investment decisions in 
the global health initiatives have been informed by cost-benefit analysis.  

However, evidence of what different multilaterals are delivering is not always 
available. Between them the World Bank and the EC accounted for almost half of 
DFID’s multilateral spending on health in 2008/9. Both organisations score 
themselves relatively low on health, compared to other sectors, and have tended to 
move away from health systems financing in recent years even though they are 
particularly well placed to provide it. Neither has focused on value for money in their 
health investments. 

The World Bank, EC and GFATM evaluations of their health portfolios singled out 
poor monitoring and evaluation as an area of concern which needs more investment 
in future. More specifically, the organisations’ reliance on country health systems and 
monitoring and evaluation frameworks was noted, the weakness of these systems 
highlighted, and the lack of investment by the organisations in improving them 
criticised. There is little data on costs per unit of output of the World Bank, EC and 
most UN bodies. One of the main causes is the lack of data from the multilaterals 
themselves, and from the monitoring and evaluation systems of their recipients. 

While best value for money is important, there are also good reasons why DFID 
should not always seek to maximise efficiency by seeking the lowest unit costs: 

(1) Low cost can imply low quality. In particular, health worker absenteeism can be a 
result of paying inadequate wages – an issue tackled in Malawi. 

(2) While improving the health of many poor people can be achieved at low cost, 
providing health services to the most marginalised – those geographically or socially 
isolated – is likely to be more expensive.  

(3) Managing risk may require higher prices. In Zimbabwe, DFID chose UNICEF to 
source ARVs; UNICEF is reasonably competitive, but charges a 7% overhead. 
However, as a UN agency, it was also more protected from external interference. 

(4) Responding to a crisis also costs more. In 2008 Zimbabwe faced almost total 
stockouts of drugs in hospitals and clinics. DFID and the EC worked through UNICEF 
who could provide the first supply within three weeks.  

DFID will contribute to the global database on medicine purchases and prices, and 
ensure that health advisers use its estimates in policy dialogue with governments. 
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Recommendation: DFID should allocate more staff time and develop a clear 
DFID-wide approach to influence the World Bank and the EC on health, HIV 
and nutrition. At a minimum, DFID should ensure that the World Bank and EC 
track their spending on health systems strengthening, and improve their own 
monitoring and delivery of value for money in their health portfolios, including 
unit costs of commodities.  

6.4 How is DFID working overall to maximise impact? 

6.4.1 Measuring performance and value for money 

DFID subjects all its investments to regular review and external evaluation. Recent 
country programme and research evaluations find that DFID’s health projects 
generally perform well, and better than other sectors at outcome level. Programme 
management frameworks, indicators and reporting in health are also said to be better 
than other sectors. The review and evaluation process is rigorous. DFID uses 
independent peer assessors to assess whether the project is on track and will deliver 
the expected outputs. If the findings suggest there is a serious risk of failure, DFID 
requires that programmes undergo substantial changes in project management.  

All UK core funding to multilaterals – with the exception of the World Bank – is 
supported by an Institutional Strategy containing a performance framework. Normally 
drawn from the organisation’s own strategic plan, this tool ensures that dialogue with 
the organisation is focused on DFID’s objectives. For some health multilaterals 
(including the GFATM, UNFPA, WHO and UNAIDS), a portion of funding is 
contingent on performance against this framework.  

The quality of DFID’s pre-approval analysis of programmes is improving, but DFID 
recognises that there is more to be done to improve this – including more robust 
cost-effectiveness and cost-benefit analysis in pre-approval processes. Similarly, 
indicators to measure value for money are not included in all monitoring frameworks.  

Recommendation: DFID should improve assessment and monitoring of 
value for money and cost-effectiveness across internal systems. This should 
include more attention to the process of assessing risk at the start (with 
special monitoring for projects identified as high value and high risk). 
Programme appraisals should include value for money components, and 
programme monitoring frameworks should have at least one indicator 
specifically for value for money. Annual reviews should report on value for 
money and cost-effectiveness. 

6.4.2 Leveraging policy improvements and resources 

The review’s influencing case studies demonstrated that policy dialogue and 
influencing activities are effective at country and global level, and that stakeholders 
rated DFID efforts highly42. 

The importance of this influencing role is demonstrated in the fact that DFID’s policy 
advisers are delivering results in their own right. In seven of the eight recent Country 
Programme Evaluations that include health, DFID advisers are shown to have 
significant influence over government policy and programming in the health sector.  

42 http://www.dfid.gov.uk/Documents/publications/evaluation/health-influencing.pdf 
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A wide range of benefits have accrued from influencing: encouraging critical reforms 
(user fees in Zambia and human resources in Mozambique); mobilising and 
harmonising resources for the sector (Mozambique and Nigeria); reducing 
transaction costs (Nigeria); and encouraging take up of cost-effective approaches 
(Nepal and India). And, at the extreme, if DFID’s influencing investment of $300,000 
in GFATM led to just a 1% efficiency saving, this would yield a $30m – tenfold – 
efficiency gain. Influencing sector strategies other than health is also needed to 
address significant causes of ill health and death. 

Influencing appears likely to be very cost-effective, but this is not well-documented. A 
full quantitative cost-effectiveness analysis of influencing is likely to remain 
impractical. But the level of costs is very modest in comparison to potential benefits, 
or to the level of financial aid being spent in the sector. There is also a risk that 
DFID’s limited influencing resources are spread too thinly. Since advisers are 
delivering results in their own right, their costs should not be seen as simply costs of 
administering programmes.  

The study suggests that it may be better to invest in a smaller number of areas where 
potential gains are great, and to ensure that sufficient resource are allocated to 
influencing work with both multilaterals and at country level. A clear DFID-wide 
position is needed to influence the World Bank and the EC on health, reproductive 
health and HIV, and nutrition, given weaknesses described in their own evaluations, 
and the high percentage of DFID health spend.  

Recommendation: DFID should at least sustain the number of health 
advisers in regional divisions and develop mechanisms that better measure 
and document the impact and cost-effectiveness of time spent on influencing 
by its advisers. 
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ANNEX 1: DISEASE CONTROL PRIORITIES PROJECT TOP 10 
PRIORITIES FOR HEALTH POLICY ACTION43 

Objective Health service measures Measures outside health services 
Ensure healthier Ensure access to family planning Improve women’s status 
mothers and Train skilled birth attendants, including in Ensure good nutrition during pregnancy 
children resuscitation of newborns 

Provide proper treatment of major childhood 
killers (e.g. IMCI) 
Immunise all children against 
major diseases 

and childbirth 
Teach family to promote hygiene and use 
oral rehydration therapy 

Stop the AIDS Treat other STIs that increase the risk of HIV Promote 100% condom use, and 
Pandemic Provide ART especially for pregnant women 

Voluntary Counselling and Testing for HIV 
education, especially among high risk 
populations 
Harm reduction for injecting drug users 
Combat stigma and discrimination 

Promote good Supplements as a source of Ensure access to micronutrients through 
nutrition Micronutrients diet, fortified foods 

Promote breast feeding 
Regulate salt and saturated fats in food, 
public education campaigns 

Stem TB Treat active TB cases 
Manage MDR TB with new drugs 
Improve treatment of TB in HIV+ 
Develop a vaccine 

Control malaria Expand preventive treatment for 
pregnant women 
Use cost-effective drugs especially ACTs where 
needed 

Provide universal access to 
treated bednets 
Spray insecticide indoors 

Reduce burden 
of 
cardiovascular 
disease 

Low cost cholesterol reducing drugs for those at 
risk 

Tackle tobacco – see below 
Promote less salt, fat, calories 

Combat tobacco 
use 

Raise tobacco taxes to increase prices by 
at least 33% 
Anti-smoking laws – ban advertising, 
restrict smoking in public places 
Nicotine replacement therapy 

Reduce injuries Emergency medical response and trauma 
capacity 

Enforce traffic laws 
Make roads safer e.g. speed bumps, 
barriers 
Taxes/laws to limit alcohol, drugs 

Ensure equal 
access to health 
care 

Focus providers’ efforts on common causes of ill 
health 
Expand roles of non-doctors to deliver basic 
surgery and treat common conditions 
Choose cost-effective interventions 
Incentives to recruit and retain health workers 

Forge strong Support viable policies 
health system Make funding commitments 

Provide incentives for research and development 
Provide knowledge transfer 
Provide training in specialities with high disease 
burden 

43 Source: Investing in Global Health, “Best Buys” and Priorities for Action in Developing 
Countries. Disease Control Priorities Project 2, April 2006, accessed at 
http://www.dcp2.org/file/57/DCPP-InvestGlobalHealth.pdf 
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What is international development? 
International development is about helping people fight poverty. Thanks to the efforts of governments and people around the 
world, there are 500 million fewer people living in poverty today than there were 25 years ago. But there is still much more to 
do. 

1.4 billion people still live on less than $1.25 a day. More needs to happen to increase incomes, settle conflicts, increase 
opportunities for trade, tackle climate change, improve people’s health and their chances to get an education.  

Why is the UK government involved?  
Each year the UK government helps three million people to lift themselves out of poverty. Ridding the world of poverty is not 
just morally right, it will make the world a better place for everyone. Problems faced by poor countries affect all of us, including 
the UK. Britain’s fastest growing export markets are in poor countries. Weak government and social exclusion can cause 
conflict, threatening peace and security around the world. All countries of the world face dangerous climate change together. 

What is the Department for International Development? 
The Department for International Development (DFID) leads the UK government’s fight against world poverty. DFID has helped 
more than 250 million people lift themselves from poverty and helped 40 million more children to go to primary school. But there 
is still much to do to help make a fair, safe and sustainable world for all. Through its network of offices throughout the world, 
DFID works with governments of developing countries, charities, nongovernment organisations, businesses and international 
organisations, like the United Nations, European Commission and the World Bank, to eliminate global poverty and its causes. 
DFID also responds to overseas emergencies. DFID’s work forms part of a global promise, the eight UN Millennium 
Development Goals, for tackling elements of global poverty by 2015. 

What is UKaid? 
UKaid is the logo DFID uses to demonstrate how the UK government’s development work is improving the lives of the world’s 
poorest people. 

Department for International Development 
1 Palace Street 
London SW1E 5HE 
UK 

and at: 

Abercrombie House 
Eaglesham Road 
East Kilbride 
Glasgow G75 8EA 
UK 

Tel: +44 (0)20 7023 0000 
Fax: +44 (0)20 7023 0016 
Website: www.dfid.gov.uk 
Email: enquiry@dfid.gov.uk 
Public enquiry point: 0845 3004100 
or +44 1355 84 3132 (if you are calling from abroad) 

© Crown copyright 2010 

You may re-use this information (not including logos) free of charge in any format or medium, under the 
terms of the Open Government Licence. To view this licence, visit 
http://www.nationalarchives.gov.uk/doc/open-government-licence/. This does not apply to any content 
where the copyright is owned by another organization or individual. 

Front cover image credit: Caroline Irby and Department for International Development. 
Published by the Department for International Development, 2010.  

http://www.nationalarchives.gov.uk/doc/open-government-licence
www.dfid.gov.uk

