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Abstract

The fungibility of aid has been one of the most contested issues in the discussion on aid 

effectiveness.  This is particularly important question to address because aid fungibility raises the 

question of aid being beneficial to the recipient as intended, if not all effective.  There are still two 

competing arguments whether aid fungibility is a good thing or not.  However, there are insufficient 

literatures verifying this question directly, and most of precedent studies have taken passive approach

to verify this.  The studies of aid fungibility so far have attempted to prove that aid impact on 

domestic government budget expenditures in the sector or as a whole, thus assuming that aid 

potentially affect recipient to divert its domestic resources elsewhere than initially planned area, 

meaning aid-target area.  The purpose of this research is to investigate this gap directly to see 

whether aid could potentially cause a bias in the recipient country in practice.  In order to conduct in-

depth study, I have examined health sector, and in particular using a case of Ethiopia. 

To judge if aid fungibility is beneficial, I have taken several steps to answer the question.  

First, I have verified if aid is really fungible within health sector, comparing domestic expenditure and 

aid correlations.  It is proven that aid and domestic source of health expenditure for 8 categories of 

issue area has high correlation when those are MDG area.  This means that both donors and 

recipients prefer and prioritize MDG areas.  This tendency gets stronger in the case of lower income 

countries.  This means that the more dependent on aid the recipient is, the more tendency that aid 

and domestic expenditure correlates.   Then, I needed to verify if these MDG area are the true need 

of the people in the recipient country.  I have adopted Ethiopian health sector, and borrowed global 

burden of disease from the IHME GHDx as a proxy for need-level of diseases.  I have compared the 

burden of diseases, MDGs and non MDGs, and matched with aid target area, because there is no 

domestic expenditure data available for the same category as aid flows.  I found that aid is definitely 

going more towards MDGs health issues and those are not necessarily always the need of people in 

case of Ethiopia.  The improvement trend of MDGs after 2000 is significant, while non MDG and 
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high-burden diseases remained slow in its progress.  

In conclusion, when combined with the result showing higher correlation between aid flow 

and domestic expenditures for MDG area and lower income countries and Ethiopian case of aid flow 

doesn’t match with burden of disease in the society, it can be assumed that aid potentially attracts 

domestic resources to donor popular area rather than the actual need of the country.  This imply an 

important message that we should not undermine potential the consequence of aid in the recipient 

countries.  Harmonization and coordination of aid efforts is important but it should be done a great 

care because of inherent power of global agenda that may play in the dynamics of development 

cooperation. 

Key words: Aid fungibility, aid effectiveness, Millennium Development Goals (MDGs), Ethiopia, 

Public health.
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Chapter I. INTRODUCTION

1.1 Background and motivation of research

The fungibility of aid has been one of the most contested issues in the 

discussion on aid effectiveness.  Aid fungibility means that aid potentially displaces 

external or internal resources to other than the intended area of aid (Leiderer, 2012).  

So, if aid is fungible, it leads to a concern whether this could influence on the aid 

effectiveness.  The empirical studies tried to prove whether aid is fungible or not.  

One group argues that aid is fungible, such as Pack and Pack (1993).  The other group 

argues that aid is not fungible but ‘sticky’ that aid tends to stick to the target area, such 

as Hines and Thaler (1995).  Feyzioglu et al. (1998) found that aid is fungible at the 

aggregate level, but as the number of countries makes aid more fungible, and varies by 

sectors.  However, both groups are lack of either sufficient proof or comprehensive 

analysis.  The studies supporting aid fungibility have only been able to prove

indirectly.  The empirical studies of this group showed that aid reduces the recipient’s

efforts to mobilize domestic resources, or reduces government expenditures on the aid 

destinations.  Therefore, it assumes that the reduced government expenditure may 

have been diverted to other areas.  The studies that provide direct evidences of 

‘displacement’ have been highly limited.  This means that the domestic resources 

seem to be taken away from aid destination, but it is not clear where the domestic 

resource is reallocated somewhere else as a result of aid.  On the other hand, the 
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studies that support aid being sticky not fungible, meaning there is an aid induced 

government expenditure increase.  However, both groups of studies focus on aid 

influence on the government expenditure change, but do not capture how this, fungible

aid or sticky aid, influences on the total gain or loss of the recipient country as a 

consequence.  

The studies that argue that aid fungibility exists again have two competing 

interpretations; one argues aid fungibility is bad and the other argues it is not.  The 

former view argues that aid fungibility produces undesirable consequence.  If aid is 

used contrary to the intentions of donors, then it will not produce intended outcome 

because the money is not fully spent on the intended area.  This view argues that aid 

fungibility reduces aid effectiveness because it diverts resources from the target area to 

non-intended area, whether it is the resources from donors or recipient itself. 1  

Therefore, this argument provides rationale for a tighter control of aid; such as 

earmarked or tied aid in order to reduce the fungibility of aid (Devarajan and Swaroop, 

1998, Feyzioglu et al., 1998). 

The latter view argues that aid fungibility is not necessarily bad.  Aid 

fungibility is viewed as an effort of the recipient government to maximize its welfare 

of the states.  Their analysis is based on a microeconomic theory called utility 

maximization under budget constrain.  When there is aid inflow to a recipient country, 

                                                  
1 Although corruption within the recipient agencies is also an important element in examining aid 
fungibility, the corruption issue is beyond the scope of this research. Therefore, I will not be dealing with 
the topic of corruption in this paper.  I will assume that recipient government (or agency) makes rational 
choice seeking to maximize the benefit of aid within the country and for its citizens. 
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it frees the domestic budget for the target issue.  Therefore, it enables the recipient 

government to reallocate its own resources to other area in need which would not have 

been done before aid due to limitation of its budget (Kolstad et al., 2008).  With 

resource level increased by foreign aid, the recipient government will seek to reallocate 

resources to maximize its utility, where its best interest is served from their list of 

priorities.  If this utility maximization analysis ‘works’ in the area of development 

cooperation, stated in the theory, there should not be any concerns for aid fungibility.2  

A few studies including Devarajan and Swaroop (1998), and Dollar and Pritchett (1998)

support that foreign aid often substitutes that which the recipient government would 

have undertaken anyway.  Therefore, theses group of studies are proponents of untied 

aid and budget support.  This theoretical background will be further explained in 

Chapter 4 in detail.  

Whether aid is fungible or not, these studies all aim to answer to contribute to 

the discussion of aid effectiveness. Findings of these studies are limited to spotting

the changes in government expenditure in response to aid.  It is not addressed enough 

what the consequence of aid is.  Any possible side-effect of aid is hardly included in 

aid evaluation.   

This study attempts to fill in these gaps in the precedent literature.  The my

interest is on the consequence of aid in terms of distribution of welfare in the recipient 

                                                  
2 Exceptions may of course exist when aid fungibility is associated with corruption within the recipient 
governments or eventually weakens the incentive of enhancing its governance. Recipients’ transparency 
issue is beyond the scope of this research, so this dissertation does not include that aspect.
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country rather than reallocation of the resource itself, especially in the public health 

sector and to bring more comprehensive understanding of aid assessment. 

The main focus of this paper, therefore, is on how aid induces recipient 

government responses, and what the possible consequence of this is.  In order to 

conduct an in-depth analysis of dynamics of the health sector, I conducted a country 

case study of Ethiopia. 

1.2 Organization of the paper

Chapter 2 describes research design. Chapter 3 reviews precedent literatures 

on aid fungibility and the evaluation of the MDG to lay a foundation for this research.  

Chapter 4 explains the methodology of the research.  Chapter 5 revisits the utility 

maximization analysis in view of foreign aid, and examines the weaknesses of the 

model.  I also suggest a revised model in an attempt to explain aid fungibility and 

what is likely to be practiced in reality.  Chapter 6 conducts an empirical analysis of 

the health sector using expenditure source data.  It also recognizes the limitation of 

the data and gives loose interpretations to save rooms for further research in the future 

when more complete data becomes available.  Chapter 7 examines a country case 

study.  This chapter examined whether donor funding differs across health issues 

comparing MDG and non-MDG issues using OECD CRS data. It also examines 

whether donor focus is aligned with the needs of the country, using burden of disease 

data.  Then it also examines whether the government strategies and policies reflect 
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these needs or on the other hand, it is biased towards global agenda.  Chapter 8 

summarizes the research and concludes with implications from this study.  It also 

presents some policy recommendations based on the result of the research.  
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Chapter II. DESIGNING THE RESEARCH

2.1 Research Question 

What is the consequence of aid in health sector in the recipient country?  

This is a big question that can be approached from multiple angles.  This is an attempt 

to conduct neither impact evaluation nor assessing the effectiveness of aid on growth, 

sector, or target indicator.  Also, this is not a study of corruption and transparency that 

is another important factor that hampers aid effectiveness.  As it was stated earlier, the 

main focus of this study is to introduce a comprehensive view when assessing aid, 

especially whether there is any byproduct caused by aid which we might have been 

overlooking. I am going to approach this main question in terms of welfare 

distribution in the health sector, by looking at how aid to health sector influences on 

the situation of the sector of a recipient country.  This is different from measuring aid 

in terms of the improvement of a few health proxies such as improvement of infant 

mortality rates, or life expectancy.  This study attempts to examine what changes 

occur within the health sector due to aid.   

This main question is then broken into several sub questions.  1) Is aid 

fungible or not in the health sector? If aid is fungible, does it displace or replace 

domestic resources?  If aid itself is displaced, then it would not increase any welfare 

of the recipient comparing to before-aid status.  This is probably the case of 

corruption or lack of transparency in the recipient government.  If aid displaces 
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domestic resources, then it results no change in the total welfare but it is not being 

efficient, because the recipient is not fully utilizing the resources than it would have 

without the aid.  If aid is replacing domestic resources, leading to reallocation of 

domestic resources, then this could lead to welfare gain.  Rational government with 

increased total budget due to aid will move to focus on the next priority area which 

could not have been dealt with before aid.  If the domestic resource is reallocated to 

other area in need as a result of aid, then it will lead to welfare gain.  If aid is not 

fungible, then is it sticky or even attracts domestic resources?  There can be two cases.  

When aid sticks to where it is supposed to causing no other replacement of resource, 

there is a welfare gain, compared to before aid.  If aid is not only sticky but also 

induces a replacement of domestic resource to aid-target area, then there is a bias and 

welfare loss may occur.  There is a higher risk of distortion if aid-target area is the 

low priority and low need area.     

2) Does it cause any bias?  In order to assess if the above-mentioned cases 

lead to bias, it is first required to examine whether aid targets are aligned with national

priority, and national priority and aid targets to people’s actual needs.  No bias 

scenario would be when aid is sticky and does not cause domestic resources to be 

reallocated, whether or not aid targets high priority area.  So is the case when aid 

replaces domestic resources to next needed area.  On the other hand, there will be a 

bias if aid is not fungible targeting low priority area, and induces domestic resource to 

be reallocated to aid target from area.   
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This research examines whether aid and recipients’ responses in the health 

sector may create a bias; and also, if this is a desirable consequence or deteriorates the 

situation within that sector in the recipient country.   In this study, I interpreted aid 

receiving area as donor-popular area which is then represented as MDG targets.  In 

order to conduct in-depth analysis of aid, recipient’s response towards it, and its 

consequences in the sector, I chose Ethiopian health sector as a case study. 

2.2 Defining terms and concepts

Aid fungibility in this research is defined as aid is being used differently from 

donor’s intention.  It includes from aid money being spent elsewhere to aid inducing 

domestic resources spent on area other than aid-target area which the recipient would 

Diagram 1. Plots of Aid Fungibility and recipient welfare change
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have taken before aid. 

Aid is then fungible through displacement and replacement of resources of 

either external or internal resources, a borrowed concept from Dieleman and Hanlon 

(2014).  Displacement refers to aid causing either external or internal resources being 

lifted from that target area unlike the wishes of donors.  Replacement refers to these 

resources being taken from target area to be placed elsewhere.  Aid ‘displacement’

and ‘replacement (or reallocation)’ effects both are considered as aid fungibility, 

because they both refers to the situation when resource is not placed as intended.  As 

it was explained earlier, most of literatures focus on the displacement of aid as aid 

fungibility not successfully explaining if domestic resource to the target area is 

replaced by aid and put to other area.  External resource refers to development 

assistance, which is named simply ‘aid’ in this paper.  Internal resource refers to 

government expenditures but not limited to it only.  It can include other non-

governmental, internal resource.  However, the portion of other domestic resources is 

minimal in the developing countries, thus I will not limit domestic resources only to 

government budget. 

Aid mostly refers to Official Development Assistance (ODA hereafter), that 

includes from budget support to technical assistance.  It is not limited to ODA only, as 

I borrowed CRS OECD data. 

Donor’s preference is defined here as MDGs, because it is the global agenda 
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that donors are recommended to focus on, but not mandatory.  However, these global 

agenda are often used as selection criteria or check points when donors are designing

projects and programs.  Therefore, I hypothesized that donors may have a bias 

towards MDGs when conducting aid in individual recipient country, and tested if 

donors do prefer MDGs.   

In terms of assessing aid, it is important to understand that recipient’s priority 

and actual people’s needs can be different.  However, there is an underlying 

assumption that the recipient’s government reflects their people’s needs in their priority 

area.  

However, the government sets priority considering needs, long-term goals, 

and other factors including political reasons.  Donors also align aid to the priority of 

Diagram 2. influence of donor, recipient 
government, and people
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recipient government to certain degree as recommended by Paris principle of aid 

effectiveness.  Recipient government also often times aligns their priorities to the 

global agenda or donor popular area.  The reasons for recipient government to do so 

will be developed further in the later chapters.  Therefore, donor’s priority and 

recipient’s priority often influence on to each other’s priority setting.  Meanwhile, the 

recipient government responds to people’s actual needs, but not necessarily 

automatically set the needs as their priority all the time.  Thus, national priority may 

not be always aligned with the degree of importance and urgency of people’s needs.  

This could be interpreted as the difference between today’s need of the people and 

government long-term goals, or worst case, the need of the society and people and 

government corruption.   

Hence, high priority does not automatically mean high need.  The 

government can choose to prioritize some needs over others, not necessarily by the 

degree of importance or urgency.  If national priority is driven by political factors, 

such as pressures from international society or donors, more than the people’s actual 

needs, then its welfare may be distorted.  This also means that the utility indifference 

curve of government and its people can be different.  I examined donor’s preference, 

national priority, and its peoples need, to see if these three are aligned

National priority is mostly published and announced through policy and 

national strategy documents.  I adopted disease burden data as an indicator for 

people’s needs in the health sector.  
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In this paper, I used the term bias and distortion.  Bias is defined as any 

inclination of actors towards a target area.  Because this study analyzes the health 

sector, bias refers to donor or recipient’s inclination towards MDG targets in the health 

sector even when MDGs are not its top burden, or other diseases have higher burden 

than MDG target diseases.  Distortion is referred to a situation is deviated from an 

expected and intended trend.  Therefore, in this paper, distortion in the health sector 

refers to a situation when expected trend of improvement of diseases is deviated from a 

normal trend.  

2.3 The Research Scope 

I examined donor’s funding patterns between MDG and non MDG issues, to 

verify if there is donor bias towards MDGs.  Then it also examines how the 

recipient’s respond to donor popular area.  As well as, it is studied whether the 

recipient’s government priority is aligned with the actual need of the people.  If all 

three, donor’s preference, recipient’s priority, and its people’s needs are not aligned, 

and aid is not fungible, then there will be a bias or distortion within the health sector as 

a side-effect of aid.  

The aid fungibility issue is a controversial topic in the development 

cooperation studies.  This is closely linked with many areas of studies and policy 

discussions ranging from the aid modality, result based management, transparency and 
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corruption issue, and to wider discussion of the aid effectiveness issue.  None of these 

are in the scope of this paper.  Also, the MDGs were used to examine if donor-popular 

issues attract too much of a recipient’s attention and thus possibly create bias.  There

has been much debate on the benefits and weaknesses of the MDGs.  This paper is not 

intended to criticize or to discuss the limitations of MDGs, but to use it as a proxy of 

donor-popular issues and to bring comprehensive understanding of the consequences of 

the global agenda and aid in the recipient countries. 

In order to examine the above-mentioned questions, I conducted empirical 

analysis of aid and funding responses of recipients at an aggregate level comparing 

MDG and non-MDG issues within the health sector using GHE data.  It is followed 

by a micro-level analysis of the Ethiopian health sector.  Finally, I have conducted a 

comprehensive case study of the Ethiopian health sector through scrutinizing

government documents and policy papers as well.  

2.4 Importance of the study 

As it was mentioned earlier, most of aid fungibility literature falls into two 

categories: one category being the study of whether aid fungibility exists; and the 

second category being if it exists, should it be a concern or not.  I found that most of 

these analyses are limited to aggregate level analysis as to whether aid decreases or 

displaces domestic resource of recipient government.  A number of other case studies 

exist but again remained as a study of overall impact on the recipient budget level, or 



１４

highlighted an issue that needed attention.  There is a very little research done to 

evaluate the influences of aid influences on a sector in terms of possible side effects 

and welfare redistribution as a consequence.  

I adopted the MDGs as the donor popular issues while acknowledging 

possibility that donor preferences may differ even within the MDGs.  This is to 

examine whether the MDG and/or donor preferences, create any bias in the recipient 

country.  Although there is much criticism and research on the limitations of the 

MDGs, little was investigated whether the MDG itself can influence the responses of 

recipient government as well as the impact on the ultimate welfare of the people within 

the scope of health sector. 

Therefore, this study finds importance on the followings.  First, this study 

reexamines the utility maximization theory and aid fungibility issues to bridge gap 

between theory and practices.  Second, it suggests that aid fungibility may not be true 

within a sector, and this will be truer when the recipient government is running low in 

their domestic budget to mitigate its priority needs.  Third, this research examines 

what is the true consequence of emphasis on the global agenda in the recipient country 

through examination of welfare changes which has not been done previously.  Fourth, 

this provides new insights of how to formulate global agenda and at the same time 

localize these goals properly.  Fifth, this also provides opportunity of rethinking Five 

Paris principle of aid effectiveness providing some grounds for redefining those 

principles to be more practical.  
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Chapter III. LITERATURE REVIEW

3.1 Aid fungibility debates 

There are two groups that argue regarding aid fungibility.  One group of 

studies argues that aid is fungible, and the other, not.  

Aid is fungible

Pack and Pack (1993) argues that aid is fungible.  They have examined the 

recipient government response to aid, and found out that aid reduces the recipient 

government’s effort to collect tax.  Devarajan and Swaroop (1998) also found that aid 

is simply replacing what the recipient government would have taken anyway.  To a 

lesser degree, Leiderer (2012) also recognized aid fungibility and argues for mixed aid 

modality in order to ensure the performance and effectiveness.  McGillivray and 

Morrissey (2000) also admit that aid is fungible but more emphasis is put on how 

donors could guide and manage aid to be spent appropriately. 

Meanwhile, there are also handful numbers of studies that argue for aid 

fungibility but vary depending on the level of analysis and donor influence.  

Feyzioglu et al. (1998) found in their empirical study that aid is fungible but the results 

vary.  With original 14 countries data, aid found not fungible.  However, aid seems 

more fungible when analyzed with increased number of countries.  In addition, it 

seems aid is more fungible in education, agriculture, and energy sector than others.  
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Dollar and Pritchett (1998) and Lensink and White (2001) assumes for aid fungibilty 

and argued that high level of aid has negative impact on the growth.  Jones (2005)

also explained that aid is fungible and being used for comsumption rather than 

inverstment side.  Therefore, it supports for tighter control and monitoring and 

auditing of aid disbursement. 

There are also studies of aid fungibility within the health sector.  Lu et al. 

(2010) found that aid has a negative and significant impact on the government 

spending in Africa.  Dieleman et al. (2013) also run a empirical test with updated data, 

and found that aid is significantly fungible in the health sector.  While these studies 

mostly state that aid fungibility as a concern for harming aid effectiveness, there are a 

few theoretical analysis argues that aid fungibility is not necessarily bad.  McGillivray 

and Morrissey (2000) asserts that aid fungibility is not necessarily bad because the 

recipients will reallocate the resource, either aid or domestic budget, to where it is 

needed.  They especially minded a case where donors aid might not target issues not 

favoured by the recipient.  

Aid is not fungible 

The other group of studies suggests that aid is in fact ‘sticky’, not fungible.  

The Dollar and Pritchett (1998) borrowed the term “flypaper effect” from public 

finance studies.  This refers to a situation where aid is sticking to where it targets, and 

is inducing an increase in public expenditure.  Also, McGillivray and Morrissey (2001)
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also used the same model and argued that aid induces increase in public expenditure.  

Van de Walle and Mu (2007) found that aid is largely fungible within the sector, but aid 

stuck to that sector.  

Flypaper effect argues that the external source of finance, a non-local budget 

which is aid in our case, tend to stick to where it arrives, unlike aid fungibility model 

argues.  Often case, the external finance leads to an increase of local government 

expenditure in the area that receives the external finance, therefore having a flypaper 

effect.

None of these precedent literatures examines the consequences of aid in terms 

of its possible side-effects.  Unlike the existing literature, this is not to look at the 

change of recipient government’s expenditure on aid-receiving area only.  In other 

words, I have attempted to examine what the recipient’s response to aid is.  Does the 

recipient divert domestic resources to other high priority area than aid-receiving area, 

as aid fungibility argues?  It is also important to recognize that this is different from 

flypaper effect appeared in a few literatures. 

It is explored in this research that there are cases where the recipient 

government may invest their domestic resources towards aid-receiving area rather than 

diverting it away from, thus Aid hauls.
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3.2 MDG debates

There is no doubt that MDG is well-intended initiative. Having global agenda 

played a significant role in bringing donors to be more harmonized, reduce 

redundancies, and pool their resources more effectively to tackle some of critical 

globally prevalent issues in this field.  However, there are also voluminous reports, 

achievements, as well as criticisms on MDGs.  Most adopted criticism is that MDG 

health goals and targets doesn’t include system strengthening, but only focus on 

specific diseases (WHO, 2003, Travis et al., 2004). Also, non-communicable diseases 

are largely neglected (Lee et al., 2004).  There are also criticisms that MDGs are 

unfair in some countries or not very relevant to certain countries’ needs (Easterly, 

2009).

This paper is not to examine all those area but simply putting this research 

into already established category.  Fehling et al. (2013) categorized the limitations of 

MDGs into four areas.  First, imitations on its development processes; second, 

limitations on its structure; third, limitations on its contents; and lastly limitations on 

its implementation and enforcement. In this study, I have attempted to examine what

falls into the third category in the study of Fehling et al; MDG’s limitations on its 

contents.  It is because while I examine aid fungibility in the health sector, the 

differences were found between donor’s preference and recipient’s response examined 

especially those revolving around MDGs.  It is not to criticize on the contents but to 

assess how its implementations and enforcements are influencing on the recipient’s 
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response towards it. 

3.3 Aid effectiveness

Aid effectiveness is the one of the most rigorously researched area.  Many 

scholars have attempted to examine this topic in various ways from the meta-analysis 

to impact evaluations.  These precedent researches focus on measuring aid 

effectiveness on three levels - being macro, sector, program or project level.  The 

early stage of aid effectiveness research continues until today.  This group of research 

is focusing on whether aid is effective in achieving its ultimate goal which is 

interpreted in economic development.  Poverty being at the heart of most problems in 

developing countries, it is the rational of development cooperation society to focus on 

the economic development of these countries.  

Many have come up with different ways of measuring and enhancing the 

effectiveness of aid including institutional factors (Burnside and Dollar, 2000, Hansen 

and Tarp, 2000, Hansen and Tarp, 2001, Burnside and Dollar, 2004, Dalgaard et al., 

2004, Easterly et al., 2004, Doucouliagos and Paldam, 2011). However, the majority 

of aid effectiveness study found that aid has been ineffective.  The analysis from aid 

effectiveness on growth literature over 40 years suggest that the evidence shows that 

aid has not been effective (Doucouliagos and Paldam, 2009). In addition, this is 

particularly the case of sub-Saharan Africa (Carlsson et al., 1997, Lancaster, 1999a, 

Lancaster, 1999b, Moss et al., 2006, Juselius et al., 2014).  In fact, there are too many 
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variables affecting the growth of an economy and many of them are not so much 

quantifiable variables.  Understanding the effectiveness of aid through aid impact on 

growth seems somewhat distant.  It is more reasonable and related to examine the aid 

effectiveness within a sector.

Another group of aid effectiveness studies focus on sector-specific aid such as 

education sector (Michaelowa and Weber, 2006, Michaelowa and Weber, 2008, Dreher 

et al., 2008, Wagner, 2010) or health sector (Lane and Glassman, 2007, Cassels; et al., 

2008, Williamson, 2008, Piva and Dodd, 2009, Mishra and Newhouse, 2009).  These 

studies examined whether sector-specific aid has enhanced common health proxies like 

infant and child mortality rates or education indicators (Packard and Brown, 1997, 

Mishra and Newhouse, 2007).

Once again, most of the previous research focus on the assessment of aid

directly to the target indicator or area.  There are limited scope of research works 

available that examines the possible consequence of aid activities within the sector.  

This research attempts to fill this gap, expecting to provide some important insights for 

the decision-making of target and priority setting of development cooperation. 

3.4 Donor’s preference and recipient response

Many efforts have been made to align its activities and funding to MDGs.  

Not only donors but also recipients strived to achieve these MDGs.  However, there is 

an underlying assumption that has been rather unverified whether it really holds or not.  
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It is assumed that this globally agreed goals are universal issue and also applicable to 

individual countries. Esser and Bench (2011) examined the recipients’ need and 

perceived priorities in 27 low-and middle-income countries, using burden of diseases 

and concluded that health aid does not respond to those during the period of 2005-2007.  

This study is to research as an extension of Esser and Bench (2011) with 

emphasis on the following focuses;  First, to see if there is a gap between the global 

goal and national priorities and needs.  Second, to examine if that creates any 

distortions or bias in the health sector.  In doing so, MDG has been adopted as global 

agenda, assumed to be likely preference of donors.  It is reasonably assumed that the 

recipients’ needs and voices were reflected in this global agenda.  However, it is not 

clear if that would be the case for an individual recipient country, because when MDGs 

were constructed, it was based on the aggregate data.  Santiso (2002) and Woods 

(2005) also argued that development aid is not completely free from donor agency’s 

political, social and diplomatic interest and pressures by nature.  Almost all donor 

agencies including NGOs have increasing pressures to demonstrate and exhibit their 

value for money.  In one way or another, donor governments are receiving increasing 

pressures from both international society and domestic constituencies.  So, if there is 

a pressure to coordinate towards globally agreed agenda, donors may weigh recipient’s 

needs less than they are supposed to be.  Besides, this Global goals and targets may 

not represent the true need of recipient countries. Other studies also provide evidence 

of donor influence on the recipient priority setting.  Reichenbach (2002) demonstrated 
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local politics can and suggest that priority setting is not solely based on scientific and 

economic evidences but often arbitrary and instantaneous.  Enabudoso et al. (2006)

also found in Nigerian case that the attainment of the MDGs is an obvious political 

agenda for its government. 

Shiffman (2006) also found that acute respiratory infection comprise more 

than 25% of the burden among historically high burden communicable disease but 

receiving only 3 % of direct aid.  Sridhar (2010) argued that global initiatives are 

narrowly focused on specific diseases, such as HIV/AIDS, malaria, and TB) rather than 

systems-wide strengthening, and are mainly driven by donor preference rather than the 

recipient’s needs and priorities.  Also in the case study of India by Qadeer (2000), it is 

argued that only 1.6-2% of financing in the health sector in India comes from external 

funds, while this small percentage is distorting national priorities.  In India, infectious 

disease remains the main cause of mortality, investment increased selectively only for 

programs for TB and Malaria at the cost of programs like National Malaria Control and 

Diarrheal Disease Control. 

If aid has not been as much effective as expected compared to the level of 

resources poured into the recipient countries, it is worth examining whether it has not 

been hitting a wrong spot.  Emphasis on global agenda like the MDG or the SDG 

could mislead donors to overlook more important local issues, or even in some cases, 

cause donor bias and divert the resources away from more needed area in the field.  

Among the researches of donor prioritization and funding allocation for the need of 
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recipients, majority focuses on what are the selection criteria for partner countries 

(Alesina and Dollar, 2000, Alesina and Weder, 2002, Claessens et al., 2009) and others 

who focus on projects are mostly on assessing the effectiveness of these development 

interventions. 
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Chapter IV. RESEARCH METHODOLOGY

The aid effectiveness literature examines the aid contribution to the economic 

growth, to the improvement of a sector, or to targets that aid aims to arrive.  

Meanwhile, mainstream aid fungibility studies argue that aid is fungible and allows 

recipient governments to displace domestic resources to the next priority in order to 

reach maximum utility.  However, combining these two does not explain why we still 

see little improvements or a number of important health issues neglected in some 

countries.  There is a possibility that some important issues may have been deserted 

as a consequence of aid.  

The following are a series of questions that can be asked in order to assess the 

consequence of aid.  First of all, is aid fungible in the health sector?  This means 

that where aid is donated, the recipient government will be reallocated domestic 

resources elsewhere where aid is not received.  If so, aid and domestic expenditures 

should have negative correlations.  In order to give answer to this question, I

examined the expenditure patterns of aid and domestic resources, using Global Health 

Expenditure (GHE hereafter) data.  This is a data set of external and domestic source 

of expenditure which allows the comparison of correlation between aid and domestic 

resources on nine areas in the health sector.  If aid is fungible, the recipient 

government will be allocating domestic resources to area that does not receive aid, 

thus showing negative correlations.  If not, then it is one of the two cases; one case 



２６

being that domestic expenditure is not influenced by aid.  The other case being 

domestic expenditure is influenced by aid reversely than what is argued by aid 

fungibility argument, being attracted to aid-receiving area.  The latter case will show 

positive correlation between aid and domestic expenditures.  

If aid is not fungible, then the following questions need to be addressed.  

Does aid target the needs of the recipient country?  If not, where is the 

destination of aid?  In this paper, I first need to define what the needs of the country

are.  Most of the cases, the government publishes its national priority area and donors 

are recommended to follow it.  However, national priority may well be different from 

what the needs of its people are.  First, the government may focus on the long-term 

goal rather than the immediate needs of the people today.  Second, there may also be a 

case when the hands of the recipient government are tied.  Not only politics play a 

role in the development cooperation field but also that the recipient government does 

make rational choice based on its needs, political dynamics of international cooperation, 

domestic circumstances of both economic and social aspects.  As a consequence, one 

can make reasonable assumption that the recipient government may also want to 

advertise or promote a few selective issues in order to receive aid more and more 

effectively.  This will be more likely when the recipient’s domestic resource level is 

low, and therefore, has high dependency on aid.  The recipient government will be 

very likely to promote the issues that are popular among the donors, because it is easier 

to get attentions of donors and more available.  Therefore, a country case study of 
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Ethiopian health sector was conducted. IHME GHDx indicators are used as an 

indicator or the needs and priority of the country.  I used two indicators for assessing 

social burden of health issues, as a proxy for the need of the people of today; the causes 

of death and the causes of DALY. Then this is compared with donors’ funding pattern 

if donors’ aid for health targets these needs of Ethiopian health sector or still prefers 

MDGs.  It is very likely that donors will prefer MDG area and thus aid arrives to 

these areas because it is internationally agreed agenda, which donors will get 

international pressures as well as gain legitimacy.  

The reasons that I choose to examine MDGs rather than SDGs are as follows.  

First, SDG is still at a premature stage to evaluate its impact while the MDGs is a 

terminated goal so that it is easier to examine and assess the result.  Second, 

examination of MDGs will also give insights in the developing indicators for SDGs 

and the implementation of SDGs.  In order to check this, OECD CRS data is 

employed to see donor funding patterns.  If the MDGs are donor preferences, then the 

next step of research is to examine whether donors prefer funding towards MDGs, or 

whether they target the recipient’s true needs as indicated in the burden of diseases or 

not.  In doing that, I employed OECD CRS data base to trace donor funding patterns. 

Most of MDG health issues are categorized separately in CRS data.  However, it was 

hard to trace the aid flow for non MDG health issues.  In order to solve this problem, I

examined the causes and treatment of each of top 20 high burden diseases of Ethiopia 

and matches them with relevant CRS purpose categories as much as possible. 
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As I mentioned previously, aid may not just stick but it may also even attract 

the domestic resources of the recipient, like a mosquito lamp, meaning the recipient 

government may also respond according to donor’s preferences.  The recipients with 

significant limits of domestic resources will be keen on seeking development aid.  

Thus, it is reasonably easier and better for the recipient to advertise and highlight donor 

popular issues.  It may be even better to announce those issues as national priority 

area.  There also may be cases where donors require matching fund or activities for 

their investment.  Even if it is not such case, the recipient government budget may not 

be freed up by aid.  This is because donors may require matching fund in some cases 

to ensure the outcome by installing ownership and accountability.  Also, 

administration costs are usually involved at the expense of the recipient in order to 

execute these development cooperation programs.   

If aid does not target the needs of the recipient, does it cause any bias in the

recipient’s health sector?  

There are cases either donors may fail to meet the need of the recipient or 

recipient may align their priorities to donor’s preference. Why may donors fail to 

meet the need of a recipient?  First, donors may fail to meet the need of a recipient for 

following reasons; 1) donor agency has insufficient information of recipients.  Most 

of the cases, the statistics and reports published and provided by the recipient 

government has low accuracy.  In some cases, the recipient government may conceal 

some area of issues or do not highlight them due to political reasons, in which case, 
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donor may not be able to know what the true needs of the country are.  2) The needs 

assessment may be biased.  This could be due to the data quality collected from the 

field, capacity of data and information collectors in the field, or even lack of 

accessibility to those data or the field.  3) Even though donors are aware of the needs 

of the people, represented by the high burden issues, donors may have prioritized other 

issues, namely global agenda; 4) Even when interested in high need area, donors’ 

hands also may be tied by pressures of domestic constituencies; 5) Since there is 

globally agreed agenda, donors may have bias towards MDG rather than committing to 

the issues that are not included in MDG; 6) Problem may be aggravated when MDG 

caused bias divert donor funds away from the high burden issues in local level.

Second, recipient government may identify, priority and establish strategies 

for something else than today’s urgent needs.  This might be the case especially when 

DAH is fungible.  Although it is most of the case that recipient government seeks to 

assess thoroughly of their own needs, developing countries faces dilemma of needs of 

today or tomorrow.  Having highly limited resources, the government may have to 

choose for example between long-term development goals and short-term needs.  For 

instance, there is trade-off between choosing to invest in longer-term goals like 

increasing literacy rates for the development of society, and short-term goals to tackle 

diseases through vaccination.  Since there is always this trade off in their choices and 

one cannot argue that long-term goals are more important than short-term goals or 

vice-versa.  Recipient government may not always choose the needs of today.  In 
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such cases, donor alignment to national strategies does not reflect mean that it meets 

the needs.  Thus, in this paper, I defined the donor alignment and alignment to the 

actual needs rather than to the national strategies.  In order to examine whether donors 

made financial allocation towards recipient countries according to their needs, we can 

see if there is alignment between the needs and actual financial commitment. 

Alignment is defined as donor agencies align their support in line with 

recipient’s development strategies and use the local system3 .  The principle of 

alignment in aid effectiveness comes after ownership.  The recipient countries will 

take the ownership of assessing the needs, setting out national plan and strategies and 

then donor agencies are recommended to align their support to this.  Thus, there is 

underlying assumption that recipient countries will reflect the needs of the country 

appropriately.  So, the rationality is that recipients will have their needs correctly in 

their national goals and strategies, and then donors will be channeling their resource 

allocation towards that.  However, this might not be the case all the time.  

Depending on how the recipient government prioritizes its needs, it may or may not 

include issues that are more urgent and important.  For example, government may 

focus on longer term goals such as construction of infrastructure or development of 

educational issues by trading off with important health issues of today.  In addition, 

there is not a clear definition or criteria to define what issues are “needs” in the field.  

                                                  
3 Source: Five principle of Aid effectiveness, OECD available at 

https://www.oecd.org/dac/effectiveness/parisdeclarationandaccraagendaforaction.htm
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If a recipient government argues that one is more important for then over the other 

issue, then donor countries do not have much right to say that it is not.  Any of social 

issues can be potentially controversial and not easy to justify when it is compared to 

other issues.  How can anyone say that health issues are more important than 

educational issues or vice versa?  Therefore, if the analysis is focused on whether 

donors aligned their activities to goals and strategies of local government, it may not 

bring the impact in the region and aid effectiveness.  Thus, the donor alignment can 

better to be assessed when compared directly with issues in need rather than national 

goals strategies.

There is no data available for Ethiopian government expenditures for 

equivalent aid data.  So, one cannot verify whether aid attracts domestic resources to 

the target area or not.  However, the main concern I had was whether this creates any 

bias in the recipient’s health sector.  In this regard, I have attempted to see if there is 

any distortion in the health sector in Ethiopia as a consequence of aid.  Previously, I

examined aid funding towards to MDGs and the high burden but non-MDG issues in 

health sector.  If aid is fungible and the government is rational to maximize the utility, 

the end result will be relatively even improvement of all issues, whether or not it is 

MDGs.  I attempted to prove this by comparing the trends of causes of death and 

DALY between MDGs and non MDGs.  First, I have selected top 20 causes of death

and examines the annual rates of these causes annually.  If aid is fungible and the 

recipient government makes rational choice, the rates of these causes of death should 
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fall by relatively same degree after 2000 when MDG initiative is launched.  If the rate 

of improvement falls faster in the MDGs, and not so much for non MDG high burden 

health issues, then it can be concluded that there is MDG bias in the Ethiopian health 

sector.

4.1 Selection of focus sector: Health sector

In order to investigate these questions, I needed to select a focus sector.  

Historically, health is one of the most basic human needs and directly related to the 

issue of life and survival; therefore, health needs draw significant attention for both 

donors and recipients. The resources investing in the health sector is ever increasing, 

including non-governmental funds, such as GAVI and Gates Foundation (Ravishankar 

et al., 2009).  Figure 1 shows the Development Assistance for Health (DAH, 

hereafter), illustrating the trend and status of development assistance resources to 

health and population issues4.  It is shown in the figure 1 that DAH has been 

significantly growing over the past twenty years. 

                                                  
4 The aid to population (DAC code 130) is also included in this research in addition to aid to Health (DAC 
code 120) because it is very closely linked to health issues. Other relevant categories are included.  
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(Data source: OECD CRS, donor commitment, world total, constant price at 2016, Million USD)

Between 1995 and 2015, aid to health issues (DAC code 120) has increased 

by more than 374.78 %..  During the same period, it shows a 496% increase in total 

combining health and population aid (sector code 120 and 130).  For the period 

between 2000 and 2010, while the total ODA increased only by 190.82%, aid to health 

and population combined increased by 272.56% as shown in Figure 1. Also, as of 

2016, health and population aid combined counts 11.51% of the total ODA.  In 

addition, in terms of global goals, three out of eight MDGs are directly related to health, 

another three are indirectly related to health, and nine of the twenty-one MDG targets 

are directly health related.  It also has long been known that health is the single most 

common factor influencing the poverty and cross-sectoral determinant of social and 

economic developments (Enabudoso et al., 2006).  Considering the level of aid spent 

and global goals found in health sector, it provides a validity to be the sector subject to 

Figure 1.Development Assistance to Health (1995~2017)
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analysis.

4.2 Donor’s preference and the destination of aid: MDGs

In order to conduct the research, it is also necessary to define what the donor 

preference is, which mostly likely shown as the destination of aid.  In this research, I

took health related MDGs as the donor preferred area, because it is by far the main 

global agenda of today5.  I first want to make it clear that this research is not intended 

to criticize the MDGs itself.  The MDG has been a catalyst for international

development cooperation.  It has been a very effective in focusing donors efforts be 

more targeted in an area in order build momentum (Esser and Bench, 2011).  It has 

placed great emphasis on concentrating international resources to target the issues that 

have been historically very difficult to address.  There is no doubt that the MDGs 

have functioned as pillars of global development cooperative initiatives since 2000.  

As a whole, there are been considerable improvement since the implementation of the 

MDG.  It has encouraged donors’ efforts to be more harmonized and simultaneously 

encouraged a larger pool of resources, resulting in better outcomes, especially global 

public goods such as HIV/AIDS education, prevention and treatment.  This does not 

mean though that all of the MDG issues had earned donors’ favor, and has improved.  

Having globally agreed upon and established targets has provided a momentum and 

driving force towards cooperation between international development cooperation 

                                                  
5 Although the MDG has ended by 2015 and now the SDG has been successor of MDG, it is yet too early 
to discuss the results and the impact of SDGs.  Thus, in this paper, I have focused on MDGs. 
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agencies.  

However, MDGs is not free from a criticism as to its effectiveness and 

benefits.  This study is not intended to address possible limitations and the utility of 

the MDGs.  The study is intended to examine if there are any MDG caused bias.  

Fehling et al. (2013) categorized the limitations of MDGs into four areas; 1) limitations 

on its development processes; 2) limitations on its structure; 3) limitations on its 

contents; and 4) limitations on its implementation and enforcement.  This study 

elaborates category number four from Fehling et al. (2013), the limitation of 

implementation and enforcement.  

Regarding the implementation and enforcement of the MDGs that it is a goal 

set based on aggregate needs.  The analysis of aggregate level has inherent weakness 

of over-generalization.  It is only true at the global average, and not at the individual 

countries.  There are only a handful of health needs covered in the MDGs among 

many important issues, while this is being globally emphasized.  This means that 

MDGs in average may stand in high priority, but may not be so for individual countries.  

In addition, as was previously mentioned, donors do prefer some issues among the 

MDGs.  This preference caused me to question if MDGs may potentially cause both 

donors and/or recipients to neglect or desert issues that should be high priority as a 

consequence of the emphasis of MDGs. 
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4.3 Assessing aid fungibility in the health sector

To see if aid is fungible replacing domestic resources from aid-receiving area, 

it is necessary to compare the funding behaviour of donors and recipients for health 

issues.  There is very little data available to enable this comparison.  For this, I

employed statistics on health expenditures published by the Global Health Expenditure 

(GHE hereafter) database.6  This dataset presents both external and domestic sources 

of governmental expenditure on a few selected areas in the health sector.  So, it allows 

observing whether there is a particular funding pattern of donors and recipients 

regarding health issues.  So far, this is the best available data for allowing the 

comparison of the sources of expenditure by country and by health issues.  If there is 

a negative correlation between external and domestic sources of expenditures, means 

that aid is fungible and displaces domestic resources other than aid-target area.  On 

the contrary, if the correlation is positive, it means domestic resource is attracted to aid-

target area.  This provides a research starting point as to whether aid is really fungible 

to maximize utility or not.  If aid and domestic resources have a positive correlation, 

then we need to investigate this pattern in-depth in order to be able to judge if this is an 

optimal outcome or not.  Unfortunately, the GHE data is only available for 31 

countries and over 6 years with many omissions in the data.  Therefore, it is not 

sufficient to arrive at a definite conclusion due to the sample size and data quality 

limitations.  However, the study is supplemented with a further case study of the 

                                                  
6 More detailed explanation of data set and the source is explained in the chapter 5 the Empirical analysis 
part. 
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Ethiopian health sector to attempt to extrapolate the correlation.

Donor funding statistics are easy to obtain through OECD CRS database 

which is the most common and comprehensive data available for most of the countries.  

On the other hand, data for recipient expenditure is rarely accessible or available.  For 

external and domestic sources of expenditure data from GHE does not include Ethiopia.  

Therefore, I needed to take an alternative approach as was mentioned earlier.  It first 

compared aid inflows by health and population sector by purpose codes.  Then I

analyzed the components in the purpose codes and matched then with MDG targets to 

show the patterns of aid flow towards the MDGs to see any significant bias occurred.  

4.4 Comparing national priority and needs

The MDG is an internationally recognized agreement and global goal, which 

means that donors agreed and recommended to focus on those goals and issues.  In 

the construction process of MDGs, both donors and recipients did have voice.  

However, this is global agenda mostly based on the aggregate needs.  Thus, this may 

not reflect the specific need of individual recipient countries.  In other words, the 

MDG may or may not be high priority issues in a certain recipient.  The MDGs are 

recommendation, not mandatory.  However, there is a power of agenda influencing 

the decision making.  Therefore, it needs to be examined whether donors do prefer 

MDGs or aligned with the recipient’s need when it comes to individual country.  In 

order to investigate whether the MDGs are in line with the needs, I conducted a 
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country case study.  I recognized that there may also be a case that recipient 

government instigated what they think would be ‘strategically beneficial to prioritize’

rather than prioritizing the actual needs.  There may be several reasons why recipients 

do so.  First, the recipient government has highly limited domestic resource, and thus, 

are very dependent on foreign aid.  Second, given the status of the developing country, 

the recipient may have needs in all issues across all sectors.  There may be some 

variance between the significance of the issues, but not much differences as to which 

issue has to be tackled first.  Therefore, the recipient government would rather choose 

to advertise, meaning publish donor popular issues as their priority that could be an 

‘easy-selling.’  For this reason, it is important to be cautious not to accept what is 

officially published by the recipient government as it is for national priorities.  The 

published priorities may not be the actual need of the country. 

Then what is the actual need and should be prioritized?  Since the recipient

government may advertise donor-popular issues in an attempt to attract more aid, I 

sought on to have alternative way to define national health priorities rather than simply 

relying on what is presented on the policy documents.  I have adopted the burden of 

disease data from GHDx as the national priorities of health needs, which were later 

compared to the policy documents.  This indicator from GHDx burden of disease is 

the used in many studies in the public health including Murray and Lopez (2013)  to 

measure the need of the public health. I adopted health burden data of the Ethiopia to 

first see what the high priority issues are.  If the ranking of the burden is high, it can 
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be considered the ‘actual’ need of the country, and therefore should be prioritized.  I 

investigated if donor funding is matched towards these priorities or not.  In doing so, I 

also examined funding patterns to MDGs and non-MDGs amongst these high health 

burdens in Ethiopia to see if donors prefer MDGs over non-MDGs in health sector.

4.5 Review of the Theory: Utility Maximization Analysis

As it was explained in the chapter 2 literature review, the majority of literature 

adopted the utility maximization theory from macroeconomics to interpret the aid 

fungibility issue.  Therefore, to start with, it is essential to review the precedent theory

which explained aid fungibility using utility maximization analysis.  While reviewing 

the theory, I have noticed a few discrepancies between the assumptions of the theory 

and what is more feasible in practice.  Utility theory only views the aid and 

government response as a single time, and does not iterate.  When the donation of aid 

and responses of the recipient iterate over time, there is dynamism developed that plays 

and influences the decisions of donors and recipients at the same time.  The utility 

theory and aid fungibility does not capture this aspect.   

First of all, donors consider economic, social and political need of the 

recipient country when it makes decision to give development assistance.  Depending 

on what domestic constituencies of the donor country require the government, donors 

also consider the political benefits and even strategic relationship with the recipients.  

Northern European countries focus more on humanitarian issues while countries like 
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East Asian countries, namely Korea, Japan and China consider more economic interest 

and political relationships in the decision of aid.   In addition to this, donors also need 

to consider the performance of the recipients, namely transparency, ownership and 

effectiveness of aid.  Therefore, the recipient who has high dependency on aid will be 

more likely to accommodate with what donors prefer to see.  This will make the 

recipient government to ‘advertise’ donor popular issues, even publishing these as their 

national priorities, in case those are not the lowest priorities in fact.  Even further, it 

will be more effective to draw donor’s attention if the recipients are making good 

progress in those areas.  In that case, the recipient government may even invest their 

domestic resources towards donor-popular issues in order to yield the best possible 

outcome, and advertise their good performances to donors.  This will be elaborated 

further in Chapter 4 Theoretical review.  

4.6 Case selection: Ethiopia

This paper is an assessment of aid fungibility within a sector, and conducted 

as a case study of Ethiopia.  The major school of thoughts believes that this 

fungibility leads to positive outcomes.  However, this paper shows that although there 

is budget reallocation occurring, it may not have positive outcomes.  That aid is 

available, actually negatively affects the situation.  It means that the governmental 

budget is not reallocated to the next non aid supported priorities; rather government 

funds are allocated towards aided and donor-popular issues, and possibly making the 

situation worse for other important issues that are not receiving aid.  This study also 
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shows that this pattern is more obvious as the income level of the recipient gets lower 

due to highly limited resources and the capacity of government in tackling the issues 

on their own, and also in the case where the recipient’s needs are not aligned with 

donor preferences. 

Amongst all the countries of the world, Ethiopia deserves particular attention 

due for numerous reasons.  Ethiopia is located in the North Eastern part of Africa, 

known as the horn of Africa.  It is the second most populous country on the continent 

and the third largest country by territory on the continent and the 23rd largest in the 

world.  Its GDP per capital is USD921 (estimates 20197, nominal price).  Ethiopia is 

ranked the 3rd in terms of the number of foreign embassy representation after 

Switzerland and the U.S.A., and also is the hosting country of the African Union.  As 

a result, it has been exercising political leadership in the region. Ethiopia is also one of 

lowest countries in terms of Human Development Index, 0.464, ranking 173rd in the 

world, according to "2018 Human Development Report" by United Nations 

Development Program.  It is the third largest recipient country of aid and has recently 

made significant improvement in the health sector.  Therefore, the case study of 

Ethiopia can best serve as a representation and can give implication for wider area. 

                                                  
7 "Report for Selected Countries and Subjects: Ethiopia". World Economic Outlook Database. 
International Monetary Fund.
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Chapter V. THEORETICAL BACKGROUND

In this chapter, the utility maximization theory is under a thorough review.  

Despite the fact that it is the most standard theory applied to aid fungibility issue, I 

suspect that the underlying assumptions often may not hold up in practice.  

Consequently, this study considers a few scenarios of government response in regards 

to foreign aid inflow, and then suggests a revised model for aid finance mobility in 

contrast to conventional aid fungibility argument.  

5.1 Utility maximization theory applied to aid fungibility issue

In utility theory, there are two choices a government can make regarding 

expenditure, stated as ��and	��	.  Of these two choices, it must choose to make right 

combination of resources allocated between the two to maximize utility for the society.   

It is represented as indifference curve U and budget line G (see graph 1).  The 

indifferent curve shows that any point on the curve yields the same level of total utility.  

It is a concave shape due to diminishing returns to scale.  The government budget is 

the straight-line G with an inverse relationship between the two choices.  If 

government makes certain level of resource allocation on ��, the equivalent amount of 

resources is being sacrificed in terms of the investment on 	�� .  The point to 

maximize the utility is the tangent point of budget line G and indifference curve U as 

shown below in graph 1. Utility maximization within the budget.
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In our case, we can replace ��	 for MDGs and ��	 for non-MDGs.  Thus,

the utility function will be U = �(MDG, nonMDG).  Foreign aid may very likely 

target MDGs first, thus allowing the total level of available resources for MDGs to 

increase.  As is shown in <Graph 2. Foreign aid and Reallocation of Domestic 

Resource>, when foreign aid comes in, it will instantly increase the budget by the 

amount of foreign aid, so the budget line shifts from G to G’.  Given the fact that aid 

is specifically targeted to MDGs, thus moving the utility curve outwards to U’ thus 

finding the resource allocation at u1.  However, in view of government, it can find the 

optimum by pushing the indifference curve further out U’’ to find the tangent point of 

new budget line, u3.  In reality, it is not easy to figure out whether the original 

intention of recipient government was at u0 or u2.  As a consequence, the recipient 

country may likely reduce domestic resource level initially assigned for the MDG, and 

Graph 1. Utility Maximization within a Budget
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reallocate those to non-MDGs, moving from u0 to u2, while the end result shown is 

now u3 after aid.  

By nature, donor agencies would like to see an improvement in the target area 

and have an expectation that aid is solely spent only on MDGs.  There is a donor 

expectation that their full aid is being spent on the target area What is not known to 

donors is if the recipient’s intension of domestic expenditure was initially at u0 or u2.  

In theory, donors would not want this to happen since they will want to see the 

maximum return on their investment in the targeted area.  However, from the view of 

recipients, it is achieving an optimum level of utility through displacement of domestic 

resources, so it is better off for the recipient and also still meets the ultimate goal of 

Graph 2. Foreign Aid and Reallocation of Domestic Resources
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donors to assist development. 

Therefore, the theory implies that aid fungibility is not a matter of concern for 

either recipient or donors since it eventually increases the total welfare in the 

recipient’s society.  The modality of aid, tied or earmarked, does not make much 

difference according to this theory. 

5.2 Assumptions of the theory 

There are a few underlying assumptions in this model. The first assumption is 

that the donors’ interests are aligned with the recipient’s top priority issues.  It is a 

common rule that aid be aligned with the recipient’s needs.  However, there are three 

ways that this might not happen; 1) donors have their own interest and preferences 

amongst development assistance issues.  This could be due to donor’s strategic 

interest, domestic pressures, or concern for the global public good, and so on.  2) 

While the donors focus on globally agreed agenda MDGs, the recipient’s needs are 

other than MDGS.  The MDGs has been emphasized globally as the most important 

and urgent issues to be focused.  It has concentrated donors’ efforts so that they can 

effectively tackle theses global targets.  However, a problem may arise when these 

MDGs are not aligned with the actual needs of an individual recipient country.  Not 

every recipient country has MDGs as top priorities and deviations may not be minimal.  

3) It will be more difficult to know when the recipient government utility is different 

from its people’s.  There is often an assumption that the recipient government would 
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publish their real needs, as stated above.  In fact, the recipient governments 

sometimes have incentives to advertise ‘donor-popular issues’ as their national priority 

in an attempt to attract more aid, which may be the government’s strategic or political 

decision.  The recipient government then may be receiving more aid by doing so;

while the country’s other high priority needs are being neglected.  There are cases that 

government publishes their priorities not according to their needs but according to what 

they perceive being most attractive.  

The second assumption is that aid is independently allocated and implemented 

from the recipient decision of domestic resources allocation (in whichever form).  

There is often a case of aid being donated with strings attached.  Sometimes, it 

requires recipient to match the fund up to certain level in order to ensure accountability, 

ownership, and results.  If not matching fund required, tied or earmarked aid, the 

recipient decision of domestic expenditure is not completely free from aid.  There is 

often a certain amount of recipient resources inevitably involved, if not matching 

funding per se.  For example, the use of local human resources, the use of land and 

properties, and administrative assistances from the recipient government are those.  

As a consequence of aid, the recipient government needs to allocate domestic resources 

to certain degree even when it is not their priority area. 

The third assumption is that the recipient has ample amounts of domestic 

resources and foreign aid is a bonus axillary to domestic resources.  This means that 

the recipient government is not reliant to foreign aid to set priorities and therefore 
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initiate the intervention programs according to their actual needs.  However, the lower 

the recipient country’s resource and capacity level is the more it will seek to earn 

foreign aid, and foreign aid become the main source of investment and domestic source 

of expenditures become axillary to aid.  This is because those countries with low 

resource and capacities mostly have great needs across all issues.  Thus, the recipient

government with very limited capacity may be strategically choose to advertise the 

second priority if that is more preferred issue by donors, rather than the top priority but 

not much preferred by donors.  Therefore, a reasonable assumption can be made that 

the recipients will have a stronger inclination towards aid-targeted areas when its 

income level is lower. 

The fourth assumption is that the utility maximization model treats all the 

issues with no or a very low level of initial cost to generate meaningful outcomes.  

However, for most social and health issues, there is a requirement of a high level of 

investment and intervention, so called high jump-start cost8. Thus, rather than 

spending a limited amount of finance on other issues rather than globally popular 

issues, the recipient government focuses on those issues that can yield better results 

and be able to attract more aid in the future through their ‘good performance’.  This 

was partly emphasized when the MDGs were announced because in order to achieve 

meaningful improvement, we need more aid finances with a better focus and 

                                                  
8 Some scholars label this as administrative cost or initial cost. However, I am committed to use the term 
‘jump-start cost’ because it refers to the minimum level of initial investment to be able to generate a
meaningful outcome rather than simply the cost required to simply start a project. 
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concentration.     

5.3 Limitation of this model

There are several weaknesses in the assumptions made by the utility 

maximization analysis applied to the aid fungibility argument.  First, it assumes that 

the donor and recipient interests are aligned, and donors always target high priority 

needs of the recipient.  Aid targets the area that the recipient government would have 

taken anyway, therefore, aid is expected to produce optimal outcome by increasing 

the welfare of the recipient.  On one hand, the Paris principles of aid effectiveness 

recommend donors to align their aid to the national strategies and system.  On the 

other hand, there is global agenda recommended to focus on, MDGs.  Fourth, that 

what is seen at aggregate level may not be true at the local level.  There is a dilemma 

between these two recommendations.  The global goals and targets are formulated 

based on the average or the aggregate data.  The analysis at an aggregate level, 

usually has weaknesses associated with generalization, therefore, missing the true 

picture at the local level.  What is true at the global level may not be true for 

individual countries.  More specifically, MDGs may not the highest priorities of 

certain countries.  In addition, most of aid fungibility research focuses on the 

recipient government budget changes at an aggregate level.  However, the empirical 

studies testing this model has lack of assessment and analysis on what consequences 

aid produces at a sector level.  A few studies that examine sector level aid fungibility 

also does not look into the comprehensive dynamism of changes within the sector 
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comparing changes between the needs that are target of aid and those not.  

Second, this analysis assumes that government always considers the best 

interest of the country.  This theory defines that the recipient government makes 

rational choice displacing domestic resources to next priority once foreign aid has freed 

their budget on their priority area.  Thus, aid contributes to the total improvement of 

the recipient’s welfare.  This model defines government’s rational choice as finding 

the next best choices from their list of priority.  It does not consider other aspects of 

government choices, such as political factors that may underlie.  

Third, another weakness of this model is that it does not consider reciprocity 

of the aid activities.  The utility theory only describes this process as single phase

and one-way process; when aid is given, the recipient government responds.  In 

reality, donors also do observe the responses and performance of the recipients and 

then respond to it.  Thus, both donors and recipients make decisions reflecting on 

this reciprocal and iterative process.  I mentioned a case of matching fund 

requirements.  When the dynamics between donors and recipients is created, the 

recipient government may also be willing to invest domestic resources in the area 

where aid is received.  There may be several reasons why the recipient may want to 

make voluntary matching fund.  First, the recipient government has highly limited 

domestic budget.  Low income developing countries have needs in all issues across 

all sectors across.  Therefore, the government would choose to seek for external 

resources to tackle the problem.  In doing that, the recipient government may even 
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choose to highlight donor popular issues amongst many of their ‘needs’ in order to 

‘earn’ external resources.  It may also advertise their ‘performance’ and 

‘improvements’ of ‘popular’ issues to assure the donors that they are more deserving 

to receive aid. 

Fourth, it cannot explain some cases when aid simply cannot be fungible due 

to the limited domestic resources to be displaced from the first place.  In that 

situation, when conditions attached that requires certain level of domestic budget to 

be allocated to that project or that issue, the recipient government would have little to 

no room to displace its budget to displace.  Often cases, donors may require the 

recipient government to match funds to aid.   Even when donors do not require 

matching fund, any development cooperation programs would require certain level of 

recipient inputs through administrative assistance, some government ministry or state 

finances being involved, or human resources.

5.4 Scenarios of Donor Target and Recipient Responses

For the sake of analysis and to draw a straight forward implication, let’s 

assume that the needs of recipients can be prioritized by ranking, number 1 to n.  For 

the sake of explanation, let’s assume that all of the items have the same budget 

requirements to improve, also that the recipient government only has the budget to 

tackle one priority issue.  

First Scenario is when aid-receiving issue is aligned with the recipient’s 



５１

national top priorities.  The recipients will be welcoming aid and the government’s 

limited budget can be freed to target the next priority issue.  This is assuming that aid 

is fungible (or domestic budget is mobile), as explained in utility maximization

analysis.  This is depicted in diagram 3. donor targeting top priority below. 

This case is an ideal situation where recipient government is now able to 

tackle the next priority on the list of priorities, items which it was previously unable to 

do due to its budget constraints.  This will not distort the domestic situation, but assist 

in the improvement of the recipient country’s welfare. 

Diagram 3. 
Scenario One: Donor Targeting Top Priority
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The second scenario is when the destination of aid is not the top priority of 

recipient but the second priority.  Then the recipient budget may remain targeting at 

the top priority and so the aid is not fungible, meaning that domestic resources will not 

be displaced.  This is depicted in diagram 4. donor targeting second priority above.

Again, this case does not cause any problems or distortions, because, before 

and after, the aid does not distort the domestic priority lists.  Not only does it not 

distort national welfare but also contributes to the improvement of the recipient’s 

welfare.  It accomplishes this by targeting the next priority on the list which the 

recipient government could not have been able to without the aid due to the budget 

limit. 

Diagram 4. 
Scenario Two: Donor Targeting Second Priority
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The third scenario is when the aid destination is the second priority and 

compulsory or voluntary matching is accompanied either compulsorily or voluntarily.  

This then leads to the distortion of recipient’s welfare, because the recipient’s domestic

resources are being shifted away from its top priority issue to focus on the next or other 

priority.  This is depicted in diagram 5. donor targeting second priority with matching 

requirements, shown above.

Diagram 5. 
Scenario Three: Donor Targeting Second Priority with Matching
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The fourth scenario and the worst case is when the aid is donated for a low 

priority area of the recipient country, and requires the recipient to match the aid from 

its already-limited resources.  This will most distort the recipient’s situation, because 

even domestic resource is being taken away from the high priority area, where it is 

most needed.  This is depicted in diagram 4. donor targeting low priority with 

matching pressure, shown above.  This works similarly to the scenario number three

but the distortion is be greater in this case.

Before aid, the recipient government targets priority number one.  When the 

aid is targeted at a low priority issue, and there is compulsory pressure or voluntary 

actions to match aid, then it displaces domestic resources away from top priority issues.  

Diagram 6. 
Scenario Four: Donor Targeting Low Priority with Matching 

Pressure
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This implies that aid should be given to a high priority area, otherwise it can distort the 

recipient situation despite all the good intentions of the donors. 

So far, I have explained only donor alignment to the national priorities.  Now 

the final scenario is when the priorities does not match with the actual needs of the 

people.  In the case of recipient government publishing or advertising their high 

priority area which is in lower needs of the people, then the case may be similar, even 

when without the matching pressure.  Donors will be assured that their aid is aligned 

with the recipient’s policy and goals, which may not be reflecting the true need of the 

people. 

Diagram 7. Scenario Five: when Priority is different from Needs
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5.5 Suggesting a revised model for development assistance

It is reasonably assumed that the MDGs are in the donors’ best interest and 

therefore should be the target area for aid.  Utility maximization analysis on aid 

argues that it will divert domestic resources to the next priorities, therefore non-MDGs 

presumably.  In this case, supposing that MDGs are also high priority issues for the 

recipient and contributing to the improvement of the recipient’s welfare.  However, as 

we have seen in the previous section, this is not the case, for the third and fourth 

scenario where there is compulsory matching or incentives of voluntary matching.  

When aid requires domestic resources to be invested to the aid is donated, it is a 

compulsory.  When there are no requirements but explicit or implicit incentives, the 

recipient government may still choose to divert their resources from high priority non-

MDG issues to low priority MDG issues despite the actual needs of its people.  These 

incentives may include diplomatic incentives or political benefits.  Even when it is 

purely development cooperation incentives, the recipient will still have incentives to 

stay attractive to the donors by demonstrating their commitment to the target area, 

which mostly represented with domestic source of expenditures on those issues.  In 

this case there is a risk that other issues can be deteriorating.  

As seen in the graph 3, before aid, the indifference curve is not necessarily at 

the tangent point along the budget line due to this administration or jump-start cost.  

In some of social issues including health, there is a high level of sunk cost, meaning the 

minimum level of investment is required to make the target area to reach a momentum.  
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Therefore, I suggest the model of utility of recipient country as follows. 

� = � ���, ��� = �	{min� ��, ��� , ��}

FA = �������	���

�� = ��������	��������	��	���

�� = ��������	��������	��	�������
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Under very low levels of domestic resources, the government may have to 

choose one or the other issue in order to produce meaningful outcome at the minimum 

level.  If it disperses the resources to various issues, it may not even have any 

meaningful results due to, so called, high jump-start cost.  This jump start cost can be 

defined as the minimum cost required in order achieving any meaningful progress or 

improvement to reach a momentum.  Before aid, the government may choose to 

spend all of its resources on ��, thus spending at A , as is shown in graph 3.  Since 

there is no aid, the government may spend its resources for �� or ��. Assume, in

this case, that government decided to spend its resources only on non-MDG which is 

represented as ��.  The function of the choice before aid is as below. 

� = {min(	��, 	0) , 	��}	

Graph 3. Government Choice under Low Level of Domestic Resources
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Since there is no aid, and the government decided to spend its domestic

resources on non-MDG, its expenditure occurs at A with all budget spent on ��, and 

none for �� and the indifference curve passes A as it is illustrated in graph 3. 

Now let’s consider that there is aid and this aid is focused on MDGs but the 

domestic resource level is higher than aid. Then, in this case, the function is

� = {min���, ��� , ��} , so, when foreign aid is smaller than domestic expenditure on 

��, the indifference curve shifts rightwards, ending at B’ for its expenditure while 

�� = ��.  So, there is little improvement on �� which is MDGs.  This is illustrated

in Graph 4 which shows the status of after aid and yields little improvement on the 

MDGs, government expenditure moves from A to B’ due to the shift-out of utility 

indifference curve by aid.
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Let’s consider when aid is greater than domestic expenditure. Considering 

� = {min��1, ��� , ��}, and foreign aid is greater than domestic expenditure ��, then 

the expenditure for the MDGs will be the amount of ��.  If domestic resources are 

greater than FA, then the expenditure will be the amount of FA.  Then the optimum 

equilibrium will be at B, as shown in Graph 5.  This is an optimum level of 

expenditure for both MDGs and non-MDG issues, resulting in total expenditure at x1.  

Graph 5. When Aid is Greater than Domestic Expenditure on MDGs

Graph 4. When Aid is Smaller than Domestic Expenditure on MDGs
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When aid is smaller than x1, then the equilibrium will be of B’.  When aid is 

the same or greater than x1, it will reach x1 and the optimum equilibrium would be at B, 

according to the utility function � = {min��1, ��� , ��}.  So, B is the point where 

the recipient maximizes their utility.  

When aid donated requires the recipient’s matching activities or resources, the 

choices of the recipient governments are depicted in Graph 6.  

This case shows that when mandatory matching of domestic resources is 

required by the donors, there may be a few different outcomes to their welfare/utility.   

Graph 6. When Aid Requires Mandatory Matching Fund
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The points of government choice will be C, C’, or C’’.  From the first shift curve, with 

requirements of matching, the government choice should become C, rather than B.  

However, when there is higher matching required by donors, then the government 

choice should further move to C’ or even to C’’.  While, C’ yields same utility as 

without-aid utility level, C’’ shows over-matching situation. In order to meet the higher 

(over) matching requirement, the government utility curve shifts further down to C’’ 

then then end result is worse than before aid status.    

In the next section, I tested this hypothesis empirically and carefully examines 

if this model can be verified.  I took several steps to verify the hypothesis.  The first 

step to ascertain whether there is donor bias on MDGs.  The second step is to 

ascertain if aid is fungible in the recipient sector or the reverse, attracting recipient’s 

resources to the area aid is donated, on the other hand.  The third step is to see 

whether it creates bias by causing the domestic situation to worsen. 
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Chapter VI. EMPIRICAL ANALYSIS

6.1 Donor-Recipient funding patterns 

This research paper conducted an empirical study in order to solve the puzzle 

that the utility theory and aid fungibility arguments could not explain.  The aid 

fungibility based on utility theory tells us that the recipients will find optimum resource 

allocation even whether aid is aligned with its own priorities or not.  In practice, 

donor focus on the MDGs has played a significant role in international cooperation on 

more coordinated, harmonized and focused manner.  However, aid does not seem to 

be fungible in a way to reallocate the resources to evenly improve non MDG issues.  

As it was stated earlier, the authors investigated mainly three questions.  Do donors 

target high priority area?  If not, is aid really fungible in the recipient countries?  If 

not, does it cause any potential concern or problem in the recipient country? 

The following section examines the donor-recipients funding patters to see if 

recipients displaces aid to the area that does not receive aid.

6.2 Research Question and Hypothesis

The first step of the research was to examine whether aid is fungible within a 

sector between different health issues. Questioning while aid is fungible in such a way 

that displaces domestic resources to other needed area than the aid destination, 
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If aid is fungible within the health sector, then donor-recipient funding 

patterns will exhibit a negative correlation.  On the other hand, if aid is not fungible 

but attracts domestic resources by compulsory or voluntary matching, then it will not 

cause domestic resources to be displaced, thus do not show negative correlation.  

Furthermore, if it is shows positive correlation, and then it means aid in fact attracts 

domestic resources toward the target area of aid.  If it is so, then this pattern will be 

more obvious for the MDGs since donors’ primary interests at a global level are 

directed towards those issues.  I also expect that a lower income recipient country has 

a higher dependency on aid, thus has an incentive to appeal for aid.  I expect that 

there will be ‘matching behaviour’ from the recipient side in order to attract more aid, 

or appeal to the donors of their own commitment and efforts to target the issue.  If this 

is true, then it will be noticeable in the data because a ‘matching behaviour’ of the 

recipient may be detected through positive correlation of their expenditure. 

6.3 Data source

The Global Health Expenditure Database (GHED)9 provides internationally 

comparable data on health spending for close to 190 countries from 2000 to 

2016. The GHED is a source of the health expenditure data that is published by the 

World Bank and the WHO Global Health Observatory.   This is the data source that I 

has cited for the domestic source of government expenditure and external source of 

                                                  
9 Data source: http://apps.who.int/nha/database/Select/Indicators/en (Data retrieved October, 2018)
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expenditure which I has employed.  However, this dataset is highly limited as it 

represents only 31 countries, seven areas of health sector, and over a 6-year time period, 

with many missing data points.  The countries reporting its expenditure were Armenia, 

Benin, Botswana, Burkina Faso, Burundi, Cambodia, Chad, Côte d’Ivoire, Democratic 

Republic of Congo, Egypt, Gabon, Ghana, Guinea, Guinea-Bissau, Lao People’s 

Democratic Republic, Malawi, Mauritania, Namibia, Sao Tome and Principe, 

Seychelles, Sri Lanka, Tunisia, Uganda, and United Republic of Tanzania.  The 

comparison was made between external sources of funding (aid) and domestic general 

government expenditure.  Among these countries, Cambodia, Ghana and Egypt had to 

be dropped since it did not have sufficient number of external and domestic sources of 

expenditure pairs.  The expenditure categories (target areas) are as follows; 

HIV/AIDS and sexually transmitted diseases (STD), tuberculosis, malaria, 

reproductive health, nutritional deficiencies, non-communicable diseases (NCD), 

injuries, and immunization programs.  Given the limited countries available, the 

relatively short time period, and the limited categories of health expenditures, 

performing regression analysis may not portrait the situation accurately.  So, to better 

study patterns, I examined the correlations between the domestic and the external 

source of government expenditure by expenditure area of health sector.  Although the 

result is not so comprehensive to be able to draw a solid conclusion, this still highlights 

the issues and implications and raises questions that would lead to further research 

questions. 
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6.4 Defining MDGs in the health sector

What are the MDGs in the health sector?  Table 5 shows the goals and the 

targets of MDG in relation to health issues. The three goals are to reduce child 

mortality, improve maternal health, and combat HIV/AIDS, malaria and other diseases.  

Mother and child health, HIV/AIDS, malaria, tuberculosis and measles are specified as 

the target areas.  Meanwhile, the health concerns for mother child health are too 

general and need to be expanded and specified.  Using data that states the causes of 

death for children under 5 and per females, those diseases were also identified that 

affect the mortality rate of under 5 children, infants, and maternal health.  Thus, I 

identified the major causes that impact on mother, child, and neonatal health in 

addition to HIV/AIDS, malaria, tuberculosis, and measles. 
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Goal 4: Reduce child mortality

Target 4 - Reduce by two-thirds, between 1990 and 2015, the under-five mortality rate.

Indicator 4.1: Under-five mortality rate

Indicator 4.2: Infant mortality rate

Indicator 4.3: Proportion of 1-year-old children immunized against measles

Goal 5: Improve maternal health

Target 5A - Reduce by three-quarters the maternal mortality ratio.

Indicator 5.1: Maternal mortality ratio

Indicator 5.2: Proportion of births attended by skilled health personnel

Target 5B - Achieve universal access to reproductive health.

Indicator 5.3: Contraceptive prevalence rate

Indicator 5.4: Adolescent birth rate

Indicator 5.5: Antenatal care coverage (at least one visit and at least four visits)

Indicator 5.6: Unmet need for family planning

Goal 6: Combat HIV/AIDS, malaria and other diseases

Target 6A - Have halted by 2015 and begun to reverse the spread of HIV/AIDS.

Indicator 6.1: HIV prevalence among population aged 15-24 years

Indicator 6.2: Condom use at last high-risk sex

Indicator 6.3: Proportion of population aged 15-24 years with comprehensive correct 

knowledge of HIV/AIDS

Indicator 6.4: Ratio of school attendance of orphans to school attendance of non-

orphans aged 10-14 years

Target 6B - Achieve, by 2010, universal access to treatment for HIV/AIDS for all those who 

need it.

Indicator 6.5: Proportion of population with advanced HIV infection with access to 

antiretroviral drugs

Target 6C - Have halted by 2015 and begun to reverse the incidence of malaria and other 

major diseases.

Indicator 6.6: Incidence and death rates associated with malaria

Indicator 6.7: Proportion of children under 5 sleeping under insecticide-treated bed-

nets

Indicator 6.8: Proportion of children under 5 with fever who are treated with 

appropriate anti-malarial drugs

Indicator 6.9: Incidence, prevalence and death rates associated with tuberculosis

Indicator 6.10: Proportion of tuberculosis cases detected and cured under directly 

observed treatment short course of 1-year-old children immunized against measles

Table 1. MDG goals and targets related to health issues



６９

The top 30 causes of under 5 death did not change much between 1990 and 

2000, and the top 20 causes remained the same as the main causes for under 5 

mortality in Ethiopia from 1990 up to today.  This is based on the GHDX burden of 

diseases data.  To list those, by the ranking of causes of death in 2017; neonatal 

disorders; lower respiratory infections, diarrheal diseases, measles, malnutrition, 

HIV/AIDS, meningitis, whooping cough, malaria, tuberculosis, congenital birth defects, 

sexually transmitted infections excluding HIV, tetanus, other unspecified infectious 

diseases, drowning, sudden infant death syndrome, road injuries, diphtheria, 

leishmaniasis.  By carefully examining the MDGs, to note if donor aid was targeting, 

these issues and allow us to see if donors made these a priority.  

However, assessing to what extent theses should be emphasized and how 

much investment it reasonably requires is the subject of much debate.  Meanwhile, 

causes of death and DALY can tell us the urgency and severity of particular health

issues in a region.  The GHDx dataset provides the most comprehensive country-level 

data on the causes of death and DALY that allows us to fund out the needs of a specific 

country.  The burden of diseases in Ethiopia was examined by comparing these two 

indicators to ensure that the burden of diseases is consistent factors to consider.  

Morbidity itself does not provide a complete picture of the health sector, so examining 

the causes of death may give us a biased picture.  That is why causes of DALY is also 

compared.  As it is explained, DALY is ‘the disability adjusted life year.’   It means 

the number of healthy life years lost due to the disease.  This would allow us to have
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better picture of situation of the Ethiopian public health sector. 

6.5 Donor-recipient funding pattern by health issues

First, the graph below presents the relationships between external and 

domestic expenditures per health issues overall.  The domestic and external 

expenditure pairs are shown as blue dots with a regression line depicted.  The X axis 

is the percentage of government expenditure of the total government expenditure on 

health by issues.  The Y axis is the percentage of externally sourced funding, namely 

aid, of the total government expenditures allocated to health sector by the same target 

area.  Both the regression lines and its functions allow us to observe the direction of 

flow and how much they are related to each other in the graph.  This explains how the 

recipient government’s responds to aid-target area.  One can also argued that it is 

donors who respond to the recipient’s priority area; however, it is unlikely given the 

fact that aid is significantly higher than the domestic expenditure.   As is shown in 

Graph 7, there is a clear positive correlation between external and domestic 

expenditure as per health issue.  This means that aid is not displacing domestic

resources in areas other than the aid-target area.  It is rather concentrated to the same 

area.  These results disprove the aid fungibility arguments for at least the health sector 

in terms of budget expenditure. 
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(Data source: IHME GHDx)

I categories the expenditure areas of health sector by issues; the areas that are 

direct MDG targets, the areas that are related to MDGs, and the areas not.  Also, the 

logarithm graph logarithm (denoted “category name-b”) are presented together with the

original one in case the trend is not clear to see.  The results are shown below from 

Graph 8 to Graph 20.  

In the first section, Graph 8 to 12, show the pairs of donor-recipient funding 

pattern for direct-MDG targets; HIV/AIDS and sexually transmitted diseases, 

tuberculosis, and malaria.  The second section from Graph 13 to Graph 16, show the 

donor-recipient funding pattern for MDG-related issues: Malnutrition and 

Reproductive health.  The third section, from Graph 17 to Graph 20, show the donor-

Graph 7. 
Relationship between 

External and Domestic Source of Health Expenditure: 
Total
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recipient funding pattern for non-MDG issues; non-communicable diseases and 

injuries.  

The first set of groups, graphs from 8 to 12, shows the relationship between 

external and domestic government expenditure broken down into each MDG issues.  

As is shown, there are positive correlations for all three areas of MDG targets;

HIV/AIDS and STD, tuberculosis, and malaria.  The slope of the trend line shows a 

degree of aid dependency.  The steeper the slope, the higher proportion of aid takes in 

the total expenditure of that area as compared to the expenditure domestically sourced.  

It is also noticeable that these are all global public goods.

Graph 8. 
Expenditures on HIV/AIDS and STD
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Graph 9.
Expenditures on Tuberculosis

Graph 10.
Expenditures on Tuberculosis 

(Log)

Graph 11. 

Expenditures on Malaria

Graph 12. 

Expenditures on Malaria (log)

Although there are some variations in terms of density of the relationship

between domestic and external sources of expenditures on these areas, all of these

MDG issues show that there are positive correlations between external and domestic 

sources of health expenditure as a percentage of general government expenditure.  
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The graphs from 13 to 16 show the relationship of external and domestic

expenditure sources on those issues that are related to MDGs but not direct targets per 

se.  These are malnutrition and reproductive health.

Graph 13. 
Expenditures on Malnutrition

Graph 14. 
Expenditures on Malnutrition 

(log)

Graph 15. 
Expenditures on Reproductive 

Health

Graph 16. 
Expenditures on Reproductive 

Health (log)
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Historically, malnutrition is highly related to mother-child health (MCH) 

which is one of the most popular area amongst donors.  However, there is no specific 

category for malnutrition in the CRS.  Thus, I linked related CRS database for 

malnutrition, and it shows that there is positive correlation between aid and domestic 

expenditures for malnutrition.  On the other hand, reproductive health shows negative 

correlation between aid and domestic expenditures, when excluding HIV/AIDs and 

STDs.  As it can be seen in graph 15 and 16, the aid on reproductive health is very 

low, as well as domestic expenditure.  It proves that donors are less interested in this 

area other than HIV/AIDS.  The correlations between external and domestic source of 

expenditures are weak and R2 is also very low. 

The next two graphs, from graph 17 to graph 20, show the correlation of 

expenditures in non MDG areas, which are non-communicable diseases and injuries.  

They both show that there is a significantly low level of aid invested in these two areas.  

Compared to MDGs and MDG-related areas, the aid inflow is low, thus so as 

dependency.  Also, the correlation between external and domestic source of 

expenditures are very weak. 
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Graph 17. 
Expenditures on NCD

Graph 18. 
Expenditures on NCD (log)

Graph 19. 
Expenditures on Injuries

Graph 20. 
Expenditures on Injuries (log)

In comparing these three groups of health intervention area - direct-MDG 

issue, MDG-related, and non-MDG issues, a pattern was detected. The external and 

domestic source of expenditures are positively correlated when the health issues are 

more related to MDGs.  Both the coefficient of x = 4.1259 and R2 = 0.6451 are the 

highest in expenditures of external and domestic sources for HIV/AIDS and sexually 
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transmitted diseases.  This shows that there is high tendency for external and domestic 

sources of expenditure to go together.  This is followed by malaria with a coefficient 

of x = 1.353, R2 =0.1999 and tuberculosis with a coefficient of x = 1.195, R2 = 0.1026.  

The second group of health issues related to MDGs shows a diverging result, 

malnutrition is one of the key elements for MCH thus in the donor’s prime interest also 

although it is not one of the direct targets of MDGs.  The Malnutrition shows a 

positive and strong correlation between external and domestic sources of expenditures, 

coefficient of x = 1.6996 and R2 = 0.5368.  On the other hand, reproductive health

element shows negative correlation as x coefficient = -0.597 which means where 

external sources go, domestic sources are less invested.  However, R2 is very low as 

0.0012 meaning there is insignificant correlation.  Non-MDG health issues, both non-

communicable diseases and injuries, show he x coefficient lower than 0.6 and R2 lower 

than 0.015.  Thus, it can be concluded that there is less correlation between donor and 

recipient’s funding behaviour in these two non MDG areas of health sector. 

6.6 Donor-recipient funding pattern by income level

In this section, the same data set is used but I classified them \by the income 

level of the countries, low income, lower middle income, upper middle income, high 

income country groups according to the World Bank income classification.  This is to 

see if there is a higher correlation between external and domestic source of 

expenditures in health sector as the income level of the countries gets lower.  

Previously, I mentioned that this a tendency for domestic resources to be spent in the 



７８

area that aid targets, and this tendency may get stronger as the income level of the 

recipient lowers.  This makes reasonable sense because the lower the income level of 

a country, the less domestic sources of expenditure are available to target any needs, 

and also the more dependent a country will be on foreign aid.  So, the hypothesis is 

that, as income gets lower, there is a stronger correlation between aid and domestic 

expenditures.  As it is shown in graphs 21~24, the higher income gets, the looser the 

correlation and aid dependency.  

The coefficient of x for low income, lower middle income, upper middle 

income and to high income countries are 2.2994, 0.7867, 0.1742, and 0.0219 

respectively.  This means the lower income countries depend more on aid than its 

domestic resources, which is obvious.  The R2 for fitted value of the correlations for 

lower income to high income countries are 0.5885, 0.285, 0.2332, and 0.271 

accordingly.  Also, the lower the income of the recipient, the stronger correlation of 

expenditure sources between aid and domestic government.

So, for the higher income level group of countries, the slope of the regression 

line becomes gentle.  It shows that there is less dependency on external sources.  It 

also shows that the R2 is becoming smaller; this means that there are loose correlations

between external and domestic sources of expenditure on health issues.  This 

potentially proves that there is a positive correlation between aid and domestic 

expenditure at least on health issues. This means that aid does not displace domestic 

resources elsewhere but rather attracts to the areas aid targets, which are MDGs.  
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However, this could be interpreted two ways; one being that foreign aid is targeting the 

same area where the recipient government is focusing; and the other being that 

domestic resources are being placed to the area targeted by aid.  Though not definitive, 

the former is less likely, because the percentage of external sources is greater than the 

domestic sources of expenditure.  This tendency is stronger as the income level of 

recipient is lowered.  This is also observed when individual countries are analyzed

(see Appendix C).  It is more pronounced for those individual countries where lower 

income countries show higher correlations between domestic and external sources, thus 

aid, of expenditures in the public health sector. 
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Graph 21. 
Low income countries

Graph 22. 
Lower middle-income countries

Graph 23. 
Upper middle income countries

Graph 24. 
High income country
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As it was mentioned previously, this simple check of correlation does not give

definite proof.  More research is required to verify 1) if donors do prefer MDGs in a 

country case where MDGs may not be their high priority 2) if that recipient 

government respond with aid fungibility or is attracted to donor popular area, which is 

MDGs on the contrary? 3) if the recipient government is attracted to MDG area, does it 

cause any bias in their public health sector?  Unfortunately, Ethiopia does not have 

sufficient data to examine whether there is a correlation between aid and domestic 

sources of expenditure.  So, I had to take an alternative approach.  In the next 

Chapter, I conducted a case study of the Ethiopian public health sector to attempt to 

answer those questions left unanswered by relying on the GHED dataset exclusively. 
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Chapter VII. CASE STUDY: ETHIOPIA

A number of studies have argued that foreign aid often displaces from the 

aid-receiving area.  However, the results of the empirical study conducted by I in 

Chapter 5 found it contradictory.  The result of the observation of country data 

observation shows that there is an inclination of a recipient government’s funding to 

be towards MDGs, not displacing resources from those areas.  It indicates aid has an 

effect of inducing domestic resources to the area it targets.  This tendency becomes 

stronger in lower income countries.  I, therefore, has temporarily concluded that the 

recipient government is potentially concentrating its domestic budget to the MDG 

areas.  Why is this important to recognize?  According to aid fungibility analysis, 

health needs with high priority that are not targeted by aid should also be improved 

because the recipient government will be reallocated its domestic resource to these 

areas.  Then, is this true in practice?  In order to assess whether it is the case, this 

question should be analyzed at micro level by a country case study.  Unfortunately, 

there is no available equivalent data that makes a comparison between external and 

domestic sources of health expenditures in the case of Ethiopia.  Hence, I took an 

alternative approach to verify this question.  If aid fungibility analysis holds in the 

case of the public health sector of Ethiopia, then non-MDG health needs should have 

also been improving.  I question this hypothesis by looking at the situation in 

Ethiopia.  

Firstly, I described an overview of the Ethiopian public health sector.  
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Secondly, an analysis is done to ascertain whether MDGs are the priority needs in 

Ethiopia.  I used statistics of the burden of diseases as the health needs in the country, 

rather than adopting what is stated in the FDRE policy documents.  As was stated 

previously, the development cooperation sector is influenced by many factors other 

than only needs.  The recipient government’s preferences or goals may be different 

from what are the people’s needs.  The recipient government may intentionally 

invest their domestic resources in donor popular areas in an attempt to attract more 

aid by ‘advertising’ their efforts and performance.  Besides, the recipient government 

often works with international development agencies which has natural tendency to 

focus on global agenda.  In addition, donors will also be focusing more on 

communicable diseases, as well as relatively cost-effective targets.  Due to these and 

other reasons, when the recipient government also focuses on the MDGs, the policy 

documents may not always objectively reflect the true needs of the people.  Thirdly, 

I examined the patterns of aid in Ethiopia whether there is a preference for MDGs 

over other high priority health needs of its people.  Then, this is followed by 

deconstruction and re-categorization of the CRS data to match aid data with MDGs 

and non-MDG high priority health needs in Ethiopia.  Fourthly, the hypothesis of aid 

fungibility is examined to verify if it is true.  This is accompanied by comparing the 

improvements of MDG and non MDG health issues in Ethiopia. 

In this study, the areas in need for intervention in Ethiopia is analyzed by 

assessing the burden of diseases statistics. To assess the significance of the disease 
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burden, causes of death were examined and causes of DALY in rates and percentages 

are examined and compared to ensure the results are robust. I employed the burden 

of diseases from Global health data exchange (GHDx hereafter)10 by Institute for 

Health Metrics and Evaluation (IHME hereafter) data bank (IHME, 2017).  I

acknowledge that there are some weaknesses and flaws in these indicators not being 

very comprehensive. Nevertheless, these are the most commonly used statistics 

including the WHO and the most comprehensive data available to be able to assess 

the needs of the health sectors in a country (Baltussen and Niessen, 2006, Black et al., 

2016, Chang et al., 2017).

In order to supplement the empirical analysis of the Ethiopian health sector 

on fungibility, I did an overview of FDRE government policy and strategy papers of 

the health sector.  The government strategies and policies reflect the mixture of long-

term sector goals, economic and political dynamics of the recipient government.  

This paper does not attempt to address all of the factors influencing the policy 

decision or government expenditure.  This is not a criticism of the policy stance of 

Ethiopia or donor agencies.  This research is a study to see if aid results in 

unintended and undesirable outcomes, not by detecting aid fungibility but by 

detecting if it causes any bias in the health sector, and if without aid, it would have 

not.  

                                                  
10 Data source: Global Burden of Disease Collaborative Network. Global Burden of Disease Study 2016 
(GBD 2016) Results. Seattle, United States: Institute for Health Metrics and Evaluation (IHME), 2017.
Available from http://ghdx.healthdata.org/gbd-results-tool (data retrieved October, 2019)
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In this study, I attempted to see if the Ethiopian government reflects the 

needs of the people in terms of high burden diseases, or more aligned with MDGs, 

through conducting an empirical analysis and reviewing policy documents.  It must 

be cautious when interpreting of the results.  This is not to say which is better when 

the recipient’s reflection between the high burden diseases or MDGs.  The aim of the 

research is to recognize if there is a potential bias caused by MDGs in the recipient 

countries.  
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7.1 An overview of Ethiopian health sector

Ethiopia has been praised for its great achievement in the health sector for 

the past decades, especially MDG areas.  However, other areas in public health such 

as neglected-tropical diseases, non-communicable diseases, and injuries have been 

largely marginalized (Habtemariam and Semegn, 2018).   

There are several reasons why I have chosen Ethiopian health sector as a 

case study.  First of all, African continent is the largest recipient of aid by continent 

and still much debate exists on the aid effectiveness in the continent.  Ethiopia being 

the recipient of the largest aid as a single country.  By population size, Ethiopia is 

the 2nd in African continent.  It is the 12th largest country in the world in terms of 

population consisting 1.43% of the world total population.  Meanwhile, it is one of 

the low-income countries with GDP per capita USD 767.56 as of 2017 (current price, 

World Bank11), classified as one of the HIPC by the World Bank.  It’s Human 

Development Index (HDI) scored 0.463, the 173rd of the world as of 2017.  The 21.1% 

of its population is concentrated in the urban area.  Its total health expenditure on 

health sector remains only 4.9% of total GDP as of 2014.  Life expectancy of 

Ethiopia at birth is 65 years as of 2016 according to World Bank open data.  Child 

mortality rate is 59 per 1000 live births.  The birth attended by skilled health staff 

remains only 28% in the year 2017, according to World Development Indicator 

                                                  
11 https://data.worldbank.org/indicator/NY.GDP.PCAP.CD?locations=ET (access date April 15, 2019)
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database.  Ethiopia is by far the largest aid-recipient country in the African continent 

counting 8% of the African total with USD 4,704 million, followed by Nigeria with

USD 2,501 million, and Tanzania, USD 2,318 million (2016, net disbursement). 

Given these facts, conducting a case study of Ethiopian health sector may allow us to 

find out some important implications of MDG and its consequences in the health 

sector in view of aid fungibility discussion, not only for the country of Ethiopia but 

also for the region and wider community. 
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7.2 Matching CRS codes with high burden diseases

In order to track where donors are funding, I examined OECD CRS statistics.  

The dataset is classified by sector and purpose codes.  The health sector code is 120.  

I recognized the high relevance of two other sectors to health issues; those are 

‘population’ and ‘water and sanitation,’ sector code 130 and 140 respectively.  This 

sector is then further classified into sub-categories by purposes, with five-digit codes.  

However, this CRS dataset is not specifically designed to monitor MDGs targets only.  

Thus, purpose codes are neither corresponding with MDG targets nor classified to 

match with any specific diseases.

A few exceptions are for a few MDG issues such as HIV/AIDS, malaria and 

tuberculosis which have been receiving spot lights from international cooperation

society.  Unfortunately, there is a very little study done linking between CRS data 

and the MDG targets.  As a result, I needed to figure out relevant CRS purpose 

codes to match with high burden diseases in order to see the funding patterns of 

donors.  To do that, I first attempt to examine the causes and prevention schemes of 

each health issue – here in this paper, the causes of death and DALY.  Then I 

attempted to find relevant CRS purpose codes that are relevant to make intervention 

to those causes of health needs.  In this way, donor’s funding pattern can be verified 

to which area it is targeting, especially whether it is targeting MDGs or non-MDG but 

high priority needs of the recipient country.  The description for purpose codes can 

be found in Appendix B.
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The following section examines causes, prevention schemes and treatment of 

high burden causes of health issues in Ethiopia including the MDG targets.  Then

each health issues are matched with relevant CRS purpose codes that could contribute 

to the intervention of combating each health issue.  The relevance is categorized into 

three levels, high, medium, and low.  Some of purpose categories are general so that 

the resources in those categories are shared or influencing on other issues at the same 

time.  

Some of the CRS purpose codes are disease specific and can be directly 

linked to MDGs, such as Malaria, STD control, HIV/AIDS, tuberculosis.  These aid 

purpose categories are labeled as high relevance to those diseases.  Another group of 

codes are broad but influential to the prevention and the treatment of certain diseases 

or causes of health problems.  One example is that reproductive health care category 

has medium relevance to maternal disorder.  The third group of purpose codes is 

rather broad, yet still influencing to certain causes of health problem.  For example, 

basic health care includes basic and primary health care programs; paramedical and 

nursing care programs; supply of drugs, medicines and vaccines related to basic 

health care.  This is not disease specific but sensitive intervention for diarrheal 

diseases or other infectious diseases.  Although it can be argued that the third 

category of purpose codes are too general and can also be applied to all health issues, 

it is still taken to trace funding towards each cause of health problems, if some health 

issues receives any donor’s interest and thus aid. 
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I chose top twenty causes of death.  In order to check the robustness of the 

results, the top twenty causes of DALY are also compared. I adopted the year 2000 

as a base year, which is the starting year of MDG initiation.  The burdens of diseases 

in that year will show how much MDGs can be justified at the country level, and also 

allow us to compare the changes before and after.  I limited the analysis to the top 

twenty causes of death and causes of DALY, which took 78.5% and 80.49% each in 

the year 2000.  Therefore, it is sufficiently enough number of causes of health 

examined to draw a conclusion for Ethiopia.  The causes of death as of 2000 are as; 

1) HIV/AIDS, 2) neonatal disorder, 3) lower respiratory infection, 4) tuberculosis, 5) 

diarrhea, 6) measles, 7) malnutrition 8) ischemic heart disease, 9) stroke, 10) 

meningitis, 11) malaria, 12) maternal disorder, 13) whooping cough, 14) liver disease 

(not in top 20 causes of DALY), 15) tetanus, 16) road injuries, 17) diabetes (not in top 

20 causes of DALY), 18) chronic kidney disease (not in top 20 causes of DALY), 19) 

congenital birth defect, 20) sexually transmitted disease, as in the order of ranking for 

the causes of death.  I excluded one cause of death and DALY from the list, which

conflict and terror.  This is mainly due to Eritrean-Ethiopian war between May 1998 

and June 2000 that caused a high casualty in the country, which is not a consistent 

factor of public health after the year 2000.   To note that, top 15 causes of death 

under 5 years old are also included in the top 20 causes of death for the total 

population.  Therefore, examining top 20 causes of death will be sufficient for the 

scope of analysis.  This list of causes of death and DALY can be found in the 

following table 6 as in the rankings. 
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Even though IHME data for diseases factors is the most comprehensive 

available data for health-related indicators, one must be aware of its weaknesses too.  

Especially the categorization is not balanced across causes of death.  Some of causes 

are diseases and some of causes are not, some causes have very close proximity to 

each other in terms of features and causes of that disease.   Therefore, for the 

simplicity and facilitation of comparison, some of causes of death and DALY that 

share very common features or prevention and treatment schemes, is combined as one 

target area of aid if this better to be matched with CRS data.  One of the benefits of 

combining similar diseases into one is that it is also difficult to figure out CRS 

purpose code for specific diseases and reduce already high redundancy and double 

counting.  AS it was mentioned earlier, it should also be recognized that CRS 

purpose code is not disease specific except a few, HIV/ADIS, Tuberculosis, and 

Malaria.  Some of the codes are general but still relevant to the certain diseases.  

For example, Diarrheal disease has all kinds of causes requires various and wide 

scope of intervention in order to control the disease.  In the next section, I attempted 

to examine each high burden diseases or causes of death and DALY, especially 

focusing on its causes, prevention and treatment schemes mainly based on the general 

information of the diseases provided by the WHO in order to figure out appropriate 

matching CRS purpose codes. 
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(Data source: IHME GHDx, listed created by the author)

7.2.1 STDs including HIV/AIDS12

The features of the HIV/AIDS mostly fall under the category of STDs 

although it is classified separately in IHME GHDx data.  In the developing countries, 

STD is mostly HIV/AIDS.  For this reason, CRS purpose code also has these two 

                                                  
12 Source of general information: WHO at https://www.who.int/news-room/fact-sheets/detail/hiv-aids
(latest access date July 24, 2019)

Causes of DEATH rank Causes of DALY

HIV/AIDS 1 Neonatal Disease

Neonatal disease 2 HIV/AIDS

Lower respiratory infection 3 Lower respiratory infection

Tuberculosis 4 Diarrhea

Diarrhea 5 Measles

Measles 6 Tuberculosis

Conflict and terror 7 Conflict and terror

Malnutrition 8 Malnutrition

Ischemic heart disease 9 Meningitis

Stroke 10 Malaria

Meningitis 11 Whooping cough

Malaria 12 Congenital Birth defect

Maternal disorder 13 Tetanus

Whooping cough 14 Maternal disorder

Cirrhosis and other chronic liver diseases 15 STD

Tetanus 16 Road Injuries

Road Injuries 17 Ischemic Heart Disease

Diabetes 18 Stroke

Chronic kidney disease 19 Other infectious disease

Congenital Birth defect 20 Interpersonal Violence

STD 21 Vitamin A deficiency

Interpersonal Violence 22 Cirrhosis and other chronic liver diseases

Pulmonary disease 23 Diabetes

Table 2. Causes of death and DALY by ranking in Ethiopia (2000)
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under one.  Therefore, it can be reasonably accepted to combine HIV/AIDS under 

STD as one health target area to analyze donor funding.  

Facts and Features: HIV/AIDS was number one cause to death in the 

year 2000 but fell down to 7th in 2017 in Ethiopia.  It is also the top 4th cause of 

death in the developing countries13. The Human Immunodeficiency Virus (HIV) 

attacks the immune and defense systems by destroying the immune cells of human. 

Therefore, people with immunodeficiency are highly susceptibility to a wide range of 

infections and other diseases.  The most advanced stage of HIV is Acquired 

Immunodeficiency Syndrome (AIDS), which is the reason why it is mostly referred as

HIV/AIDS.  With some variation, it takes from 2 to 15 years to develop this disease. 

Causes, prevention and treatment: HIV/AIDS is one of the highest-risk 

communicable diseases, and significant factor of increasing death rate for it makes 

human body highly vulnerable to other diseases and infection.  The transmission is 

occurred from body fluid exchange.  Therefore, prevention is the most important.  

Main prevention mechanism includes appropriate condom use, testing and counseling

of HIV/AIDS, antiretroviral drug use (ART), Pre-exposure prophylaxis (PrEP) for 

HIV-negative partner, Post-exposure prophylaxis for HIV (PEP), and elimination of 

mother-to-child transmission of HIV (MTCT). 

Related CRS codes and relevance: Tracking intervention for HIV/AIDS is 

                                                  
13 Data source: IHME GDHx, data retrieved October 2018
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easier that other disease because it has a specific purpose code in the CRS.  Code 

13040 STD control including HIV/AIDS (high); this purpose code includes all 

activities related to sexually transmitted diseases and HIV/AIDS control.  This also 

includes information, education, communication, testing, prevention, treatment, and

care for HIV/AIDS.  Code 16064 Social mitigation of HIV/AIDS (high); this 

includes special programs to address the consequences of HIV/AIDS. 

7.2.2 Neonatal diseases14

Neonatal disorders mean disturbance or abnormal function of the body or

organs of a newborn baby.  Common factors of neonatal disorders are prematurity, 

respiratory dysfunction, birth trauma, congenital malformations, and neonatal 

infections.  Preventive obstetrics is most important in reducing these disorders and 

obstetricians play a major role to minimize the number of neonatal disorders (Gupta 

and Choudhury, 2001). Other causes of neonatal diseases include temperature 

control failure, infection during the delivery, other hygiene issues during the delivery 

lack of emergency care for mother and newborn babies, etc.  Given the infrastructure, 

quality and accessibility of medical services in the developing countries, this is a 

challenging issue to cost- and time-efficient intervention. 

Facts and features: Under-five child deaths among newborn infants are 

                                                  
14 Source of general information: WHO at 
https://www.who.int/pmnch/media/press_materials/fs/fs_newborndealth_illness/en/ (latest access date  
July 24, 2019)



９５

close to 40% annually.  According to the WHO, mortality is the highest amongst the 

babies in their first 4 weeks of life and among those, three quarter terminate its life 

during the first week after birth.  Main reason for high infant mortality in developing 

countries is that nearly half of mothers and newborns cannot receive skilled care or 

attendance of medical professionals during and immediately after birth.  This was

also the case of Ethiopia, ranking the top cause of DALY and second highest cause of 

death in Ethiopia in 200015.  

There are other causes that contributes to infant mortality besides neonatal 

disorders and congenital birth defects, which are also can be prevented and effectively 

intervened.  Although not specifically in this cause, this cause can be considered 

together with other causes of infant mortality.  The WHO reported that with well-

functioning midwife programs the provision of midwife-led continuity of 

care (MLCC) can reduce preterm births by up to 24%.16

Causes, prevention and treatment: The prevention schemes include

thermal protection (baby hats, skin-to-skin therapy between baby and mother),

hygienic umbilical cord and skin care, early and exclusive breastfeeding, assessment 

for signs of serious health problems or need of additional care.  These can be 

significantly and effectively improved through facility delivery or birth with medical 

                                                  
15 Data source: IHME GDHx, data retrieved October 2018

16 Source of general information: WHO at https://www.who.int/news-room/fact-sheets/detail/newborns-
reducing-mortality (latest access date July 24, 2019)
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professional attended, such as MLCC program mentioned above.  This also should 

include the training and education of families and communities, and promotion of 

facility birth or birth midwives attended birth17, because the facility birthrate is low 

and often times delivery is accompanied by rituals or cultural ceremonies including 

witch doctors in developing countries.

Related CRS codes and relevance: There is no directly related purpose 

code for the intervention of neonatal disorder.  However, a few could play an 

important role in reducing neonatal disorder.  The relevance is low but still 

influential.  Code 12220 basic health (low); this includes basic and primary health 

care programs, paramedical and nursing care programs, supply of drugs, medicines 

and vaccines related to basic health care, which could contribute to combat some of 

neonatal issues.  Code 12230 Basic health infrastructure (low); this includes 

district-level hospitals, clinics and dispensaries and related medical equipment, which 

could be contributing to the birth facilities.  Code 12261 Health education (low); 

this includes information, education and training of the population for improving 

health knowledge and practices, public health and awareness campaigns, promotion 

of improved personal hygiene practices, which could provide education and training 

for mothers for hygiene and basic nutritional information for pregnancy and feeding 

of infants. Code 12250 Infectious disease control (low); this code intervenes with 

programs like immunization, prevention and control of infectious and parasite 

                                                  
17 Source of general information: WHO at https://www.who.int/news-room/fact-sheets/detail/newborns-
reducing-mortality (latest access date July 24, 2019)
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diseases, which could contribute to the infant’s basic immunization.  It includes 

diarrheal diseases, viral diseases, and diseases by other bacteria and viruses that could 

affect the health and death of newborns. 

7.2.3 Lower respiratory infection and whooping cough18

Features and Facts:  Lower respiratory infection is the top third deadliest 

disease in Ethiopia and accounts for 10% of death in Ethiopia19.  This includes 

pneumonia and bronchitis. Lower respiratory infection also accounts for 10 % of 

deaths each year globally. Among the lower respiratory infection, acute respiratory 

infections is the leading cause of death. The cause of this lower respiratory infection, 

especially for children is due to malnutrition. Many studies has found that children 

hospitalized for pneumonia had a severe vitamin D deficiency or vitamin D 

supplement contributes to the improvement of lower respiratory diseases including 

pneumonia (Muhe et al., 1997, Wayse et al., 2004, McNally et al., 2009).

Whooping cough (or Pertussis) is a highly contagious respiratory infection 

accompanied by violent coughing. Whooping cough in infants can be also life 

threatening especially in the developing countries. Especially, lower respiratory 

infection is identified as the major 6 causes of under-five illness in Ethiopia 

(Admassie et al., 2009).  Although, this is highly contagious disease but can be 

                                                  
18 Information from various sources. Refer to each citation and reference links

19 Data source: IHME GDHx, data retrieved October 2018
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easily prevented or reduced by vaccination, through DTP vaccination (Diphtheria, 

Tetanus, and Pertussis).20

Causes, prevention and treatment: The main cause of lower respiratory 

infections is age and malnutrition including Vitamin D deficiency as mentioned 

earlier (Geberetsadik et al., 2015), and also contributing factor includes poor living 

conditions, with indoor air pollution is another main cause of this infection especially 

in developing countries (Smith et al., 2000), Ethiopia in particular.  Other causes 

include seasons, types of residence, toilette, cooking indoor/outdoor, and fuel types 

(Harerimana et al., 2016). In most of the rural area in Ethiopia still uses wood fuels 

for cooking, often inside the house without proper ventilation system which increase 

the risk of respiratory infections (Edelstein et al., 2008, Desalegn et al., 2011).  In 

addition, their cattle often live inside the house together with the family since it is 

considered to be a valuable asset to the family and source of income.  This living 

condition and the culture increase the risk of indoor air pollution and hygienic issues. 

Improving nutrition is main prevention and treatment of lower respiratory 

infections, as undernutrition increases the severity and prevalence of this.  

Intervention of improving housing and living conditions, vaccinations, and improved 

hygiene is recommended prevention and treatment schemes.     

                                                  
20 Source of general information: ONnealth, 
https://www.onhealth.com/content/1/respiratory_infections_causes (latest access date December, 2018)



９９

Related CRS codes and relevance: Again, there are no directly related 

purpose codes for the intervention of these diseases.  However, some of the codes 

could be classified to have medium level relevance to the diseases.  Code 12250 

infectious disease control (medium); this includes immunization which contributes 

to vaccination of pertussis. It includes viral diseases.  Code 16040 low-cost 

housing including slum area clearance (low); this could also contribute to relieve

these respiratory infections in Ethiopia.  This is categorized as low relevance.

7.2.4 Tuberculosis21

Facts and Features:  Tuberculosis (TB) is one of the top 10 causes of 

death in the world.  In 2017, approximately 10 million people got tuberculosis, and 

1.6 million died from it (including 0.3 million among people with HIV positive).  In 

Ethiopia, it is the fourth highest cause of death and sixth highest cause of DALY in

200022.  HIV/AIDS is particularly related to Tuberculosis since HIV/AIDS positive 

patients are highly susceptible to tuberculosis (McShane, 2005, Lawn and Churchyard, 

2009).  It is a leading cause of death in HIV-positive people in particular (Mukadi et 

al., 2001, Sharma et al., 2005).   

Initial stage of TB may be mild for many months causing delay in the 

diagnose and treatment, as well as resulting in transmission of TB bacteria to others.  

                                                  
21 Source of general information: WHO at https://www.who.int/en/news-room/fact-
sheets/detail/tuberculosis (latest access date July 24, 2019)

22 Data source: IHME GDHx, data retrieved October 2018
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Another factor making TB control difficult is the fact that taking tuberculosis 

medicine relieves the symptoms within a short period of time23.  Then the patient 

may stop taking the medicine before complete graduation of TB, meaning still 

contagious.  Often times in the developing countries, when the patient is relieved 

from the symptoms, they tend to stop coming to the clinic or taking medicine due to 

financial reasons or accessibility to the medical care and medicine.  This often leads 

to further spread out of the disease. Another factor that makes TB control 

particularly challenging is the multidrug resistant TB (MDR-TB).  

Causes, prevention and treatment: Tuberculosis is spread through germs 

in the air emit by people who cough, sneeze or spit. The symptoms include cough, 

fever, night sweats, or weight loss. Treatment is usually 6 months course of drug 

taking with supervision of health workers, often named directly observed treatment 

(DOT) to ensure the proper drug taking and monitoring of lengthy treatment process.  

Related CRS codes and relevance: Code 12263 Tuberculosis control 

(high) is the purpose code solely targeting to control tuberculosis.  This includes 

immunization, prevention and control of the disease.

7.2.5 Diarrheal disease

Features and facts:  Ethiopia records one of the highest rates of rotavirus, 

                                                  
23 Source of general information: WHO at https://www.who.int/en/news-room/fact-
sheets/detail/tuberculosis (latest access  July 24, 2019)
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which is the most common cause of severe diarrhea around the world. Diarrheal 

diseases cause approximately 9% of deaths in Ethiopia each year, consistent for the 

past two decades.24 They are also a leading cause of under-five mortality, and also a 

leading cause of malnutrition of that age group (Walker et al., 2012).  

Diarrheal diseases can sometimes be simply treated with rehydration tablets. 

However, diarrheal disease can be prevented effectively through safe drinking-water 

and adequate sanitation and hygiene (Huttly et al., 1997, O’Ryan et al., 2005). In the 

past, for most people, severe dehydration and fluid loss were the main causes of 

diarrhea deaths. These days, other causes such as bacterial infections account for an 

increasing proportion of all diarrhea-associated death. 25 Children who are 

malnourished or have with HIV are most at risk of death caused by diarrhea 

(Caulfield et al., 2004).   

Causes, prevention and treatment: Infection is more common when 

there is a lack of sanitation, hygiene and safe water for drinking, cooking and cleaning. 

The transmission channels include person to person, contaminated water, and food 

with unhygienic conditions.  Thus, core prevention schemes for diarrhea include

access to safe drinking-water, use of improved sanitation, hand washing with soap, 

exclusive breastfeeding for the first six months of life, good personal and food 

                                                  
24 Data source: IHME GDHx, data retrieved October 2018

25 Source of general information: https://www.who.int/en/news-room/fact-sheets/detail/diarrhoeal-disease

(latest access July 24, 2019)
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hygiene, health education about how infections spread, and rotavirus vaccination.  

The slum area mostly likely has the highest risk of diarrhea due to the living 

conditions (Corburn and Sverdlik, 2017, Ezeh et al., 2017).

Related CRS codes and relevance: the codes with high relevance is Code

12250 infectious disease control (high) includes diarrheal diseases, vector-borne 

diseases (e.g. river blindness and guinea worm), viral diseases, mycosis, helminthiasis, 

zoonosis, diseases by other bacteria and viruses, pediculosis, etc.  The ones with 

medium relevance are Code 12220 Basic health care (low) which includes Basic and 

primary health care programs, paramedical and nursing care programs, supply of 

drugs, medicines and vaccines related to basic health care; and Code 14031 basic 

drinking water supply (low) that includes rural water supply schemes using 

handpumps, spring catchments, gravity-fed systems, rainwater collection and fog 

harvesting, storage tanks, small distribution systems typically with shared 

connections/points of use. Urban schemes using handpumps and local neighborhood 

networks including those with shared connections.  The donor funding category that 

has low relevance is Code 16040 low-cost housing (low) that includes low-cost 

housing and clearance of slum and upgrading the living condition of neighborhood.

7.2.6 Measles

Features and facts: Measles is a highly contagious, serious disease caused 

by a virus. In 1980, before widespread vaccination, measles caused an estimated 2.6 
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million deaths each year. Measles is caused by a virus and it is normally passed 

through direct contact and through the air. The virus infects the respiratory tract, 

then spreads out the entire body. However, it has rapidly decreased, and especially

in Ethiopia over the years and dropped to the 29th as a cause of death by 201426.  It 

is a disease that can be prevented simply by vaccination. 

Thanks to the program initiated by several African countries since 1995, as 

recommended by the WHO, it has achieved a significant improvement.27

Causes, prevention and treatment:  Routine measles vaccination for 

children is the key intervention strategy to reduce global measles deaths. It costs 

approximately one US dollar to immunize a child against measles, thus considered 

very cost-effective intervention scheme (Henderson et al., 1991, Edejer et al., 2005).   

Related CRS codes and relevance: Code 12220 Basic healthcare

(medium) includes basic and primary health care programs, supply of drugs, 

medicines and vaccines related to basic health care.  Also, the Code 12250 

infectious disease control (medium) does includes measles control.   

7.2.7 Ischemic heart disease and Stroke

Facts and features: The communicable diseases are still the highest health 
                                                  
26 Data source: IHME GDHx, data retrieved October 2018

27 Source of general information: WHO, http://www.who.int/bulletin/volumes/91/3/12-110726/en (latest 
access July 24, 2019)
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risks in the developing countries, non-communicable diseases such as stroke, diabetes, 

and road injuries are becoming a high burden to these countries. Ischemic heart 

disease ranked 9th and stroke ranked 10th cause of death in 2000 in Ethiopia28.  A 

very severe stroke and ischemic heart diseases is one of those increasing high burden 

disease in the developing countries and can cause unexpected death. Patients in 

lower income countries suffer due to absence or insufficiency of primary health care 

to control risk factors.  In addition, the inadequate emergency care system is 

required for effective management of such event (Lee et al., 2015). Nearly 80% of 

deaths caused by heart disease and stroke occurred in low- and middle-income 

countries.29

Causes, prevention and treatment: Causes may vary from high blood 

pressure, heart diseases, and to diabetes.  An medical assistance should be provided 

for bolstering, integrating, and primary health and emergency care systems is much 

needed in order to prevent stroke and strengthen stroke management (Lee et al., 2015). 

The WHO has identified five components of an equitable approach for stroke services;

including assessment of primary care and management of cardiovascular risk, 

measures of secondary prevention, education of the public and health-care providers 

about prevention and management of stroke, access to care and rehabilitation services 

related to stroke, and a few others (Mendis, 2010).

                                                  
28 Data source: IHME GDHx, data retrieved October 2018

29 Source of information: https://www.copdfoundation.org/What-is-COPD/Understanding-COPD/What-is-
COPD.aspx (latest access December 10, 2018)
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Related CRS codes and relevance: The relevant categories are Code12220

basic health care and Code 12230 basic health infrastructure (low).  Code 12220 

basic health care includes Basic and primary health care programs; paramedical and 

nursing care programs; supply of drugs which is helpful for prevention and treatment.  

Code 12230 includes district-level hospitals, clinics and dispensaries and related 

medical equipment, which covers emergency health care infrastructure.  Although 

these two categories have some relevance, these comprises donor funding spend for 

other purposes too and can be broad in terms of its coverage of themes.  

7.2.8 Malnutrition

Facts and features:  Malnutrition includes not only under-nutrition,

inadequate vitamins or minerals, but also overweight, obesity, and resulting diet-

related non-communicable diseases.  In low- and middle-income countries, 

approximately 40% of deaths among children under 5 are related to under-nutrition. 

Malnutrition is one of the 8th highest cause of death and DALY in Ethiopia in 200030.     

Causes, prevention and treatment: Most of malnutrition in developing 

countries is due to poverty, meaning people are not able to afford balanced meals.  

Children who die from diarrhea often suffer from underlying malnutrition, which 

makes them more vulnerable to diarrhea. Each diarrheal episode, in turn, makes 

                                                  
30 Data source: IHME GDHx, data retrieved October 2018
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their malnutrition even worse, making it vicious cycle.31 Common intervention 

schemes include provision of nutrition powder and voucher for food. Such 

programs can effectively reduce malnutrition. 

Related CRS codes and relevance: Aid category with malnutrition 

elements is Code 12240 Basic nutrition (high) that includes direct feeding programs 

(maternal feeding, breastfeeding and weaning foods, child feeding, school feeding),

determination of micro-nutrient deficiencies, monitoring of nutritional status,

nutrition and food hygiene education, household food security.  Also, Code 72040

Emergency food aid has high relevance includes food aid normally for general free 

distribution or special supplementary feeding programs, short-term relief to targeted 

population groups affected by emergency. Code 52010 food aid food security 

program (medium) also has medium level of relevance because it includes supply of 

edible human food under national or international programs including transport costs,

cash payments made for food supplies, project food aid and food aid for market sales 

when benefiting sector not specified Aid. These three categories are not directly 

making intervention for malnutrition per se but projects and programs in these 

categories often comprise malnutrition interventions.   The categories that have low 

level of relevance are Code 12220 Basic health care and Code 13020 Reproductive 

health care (low).  These two categories include some malnutrition and food-related 

interventions regarding reproductive health, prenatal and postnatal care including 

                                                  
31 Source of general information: http://www.who.int/news-room/fact-sheets/detail/malnutrition (latest 
access date July 24, 2019)
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delivery, prevention and treatment of infertility, safe motherhood activities. 

7.2.9 Meningitis 

Features and Facts: Meningitis is caused by a bacterial infection, resulting 

in a serious infection in the brain and spinal cord.  It can cause severe brain damage 

and approximately half of the case is fatal.32 The extended meningitis belt of sub-

Saharan Africa, stretching from Senegal in the west to Ethiopia in the east (26 

countries), has the highest rates of the disease.33  Prevention is more important and 

effective than treatment and it is important to start the treatment as soon as possible.34

Causes, prevention and treatment: Timely treatment is central to manage 

meningitis, and appropriate antibiotic treatment must be started as soon as possible. 

Although there is a range of antibiotics for this infection but there is increasing 

resistance of antibiotics in the developing countries, making an effective intervention 

difficult.35

Related CRS codes and relevance: the purpose code that includes the 

intervention projects and programs for meningitis is Code 12250 infectious diseases

                                                  
32 Source of general information: https://afro.who.int/health-topics/meningococcal-meningitis (latest 
access July 24, 2019) 

33 Source of information: https://www.ncbi.nlm.nih.gov/books/NBK274183/ (latest access July 24, 2019)

34 Source of information: https://www.cdc.gov/meningitis/bacterial.html (latest access July 24, 2019)

35 Source of information: http://www.who.int/news-room/fact-sheets/detail/meningococcal-meningitis
(latest access July 24, 2019)
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with medium level of relevance.  This includes immunization; prevention and 

control of infectious and viral diseases.  Another purpose code that may also be 

related to meningitis is Code 72010 Material relief assistance and services. This 

includes shelter, water, sanitation and health services, supply of medicines and other 

non-food relief items, and activities towards meningitis treatments.

7.2.10 Malaria36

Facts and features:  Although the capital city of Ethiopia, Addis Ababa is 

relatively free from Malaria, more than 75% of the total area of Ethiopia is Malaria 

prevalent area, making malaria one of the main public health problem in Ethiopia

(Ayele et al., 2012). However, malaria has been ranking between the 12th to the 16th

in the causes of death and between 10th to 15th in the causes of DALY until 2008.  

Although malaria control is not simple because it is transmitted through malaria 

mosquito which carries malarial parasites, requiring vector control, prevention of 

mosquito bites, and proper and timely treatment is essential.  However, the 

intervention of Malaria seems to be successful, showing its burden level decreased 

significantly after 2008 in Ethiopia37.  

Causes, prevention and treatment: For the prevention and treatment 

                                                  
36 Source for general information: WHO at https://www.who.int/en/news-room/fact-sheets/detail/malaria

and https://www.who.int/malaria/policy-guidance (latest access date July 24, 2019) 

37 Data source: IHME GDHx, data retrieved October 2018



１０９

schemes, it is recommended to know ABCD principles; Aware of the risks of malaria, 

incubation periods, and main symptoms, Bite prevention, check Chemoprophylaxis 

whether you need to take anti-malarial drugs, and seek immediate Diagnosis and 

medical help since it will be riskier when the patient loses golden time of treatment.  

Use of insecticide-treated bed nets (ITNs) is recommended to avoid dusk and dawn 

risk when malaria mosquito is more active. Rapid Diagnose Test (RDT) for 

immediate test of Malaria is also essential to the treatment. 

Related CRS codes and relevance: Anything related to Malaria 

intervention is all categorized under Code 12262 Malaria control (high).

7.2.11 Maternal disorder38

Facts and features: Maternal disorder includes causes such as maternal 

hemorrhage, sepsis, infections, hypertensive disorder, obstructed labor, abortion and 

miscarriages(Khan et al., 2006).  Over 90% of maternal death occurs in developing 

countries from of which 50% are identified in African countries (Nour, 2008).

Causes, prevention and treatments:  The major complications that 

account for nearly 75% of all maternal deaths are severe bleeding mostly bleeding 

and infections after delivery, complications from delivery and unsafe abortion. This 

is largely due to lack of medical facilities and infrastructure and low accessibilities, 

                                                  
38 Source of general information: WHO https://www.who.int/news-room/fact-sheets/detail/maternal-
mortality (latest access 24 July, 2019)
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lack of awareness about the risk of delivery, lack of knowledge about the pregnancy, 

and local culture and family planning (Ronsmans et al., 2006, Say et al., 2014).  

Significant portion of this burden can be reduced by skilled attendance at delivery 

(Graham et al., 2001).  In order to improve maternal death and health for mothers

besides the skilled attendance of delivery, effective tools for maternal health 

intervention includes training and education for proper pregnancy management, 

nutrition, sanitization and hygiene, and facility delivery.39

Related CRS codes and relevance: Code 13020 Reproductive health care

(Medium) has medium level of relevance because this includes prenatal and postnatal 

care including delivery and prevention and management of consequences of abortion; 

safe motherhood activities.

7.2.12 Tetanus40

Facts and features: Tetanus is a non-communicable disease which 

infections caused by bacterium in soil and in animal intestinal tracts, and 

contaminated surfaces and substances of metallic objects. This could be particularly 

fatal in new born babies and their mothers.  Tetanus requires treatment in a medical 

facility, often in a referral hospital. Neonatal tetanus, which is most fatal, is 

                                                  
39 Information source: WHO, https://www.who.int/en/news-room/fact-sheets/detail/maternal-mortality

(latest access date July 24, 2019)

40 Source of general information: WHO at https://www.who.int/immunization/diseases/tetanus/en/ (latest 

access date July 24, 2019)
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particularly common in difficult to reach and rural areas in developing countries 

where deliveries take place at home without adequate sterile procedures and in 

unclean environment (Owusu-Darko et al., 2012). Although it is fatal and takes

relatively smaller portion of infant mortality rate, it can be easily prevented through 

sanitization and vaccination (Lawn et al., 2005). Tetanus in Ethiopia ranked the 16th 

major cause of death in 2000.41

Causes, prevention and treatment: Tetanus can be easily prevented 

through immunization with tetanus-toxoid-containing vaccines (TTCV). 

Vaccination to women of reproductive age is also effective in preventing neonatal 

tetanus risk because the antibiotics is transferred to fetus (Demicheli et al., 2015).42

Related CRS codes and relevance: The purpose code that has some 

relevance to tetanus is Code 12250 infectious disease control (Medium) which 

includes immunization programs, which covers the essential basic immunization 

including tetanus. Also, Code 13020 Reproductive health care (Medium) can be 

considered relevant because this includes prenatal and postnatal care including 

delivery and prevention and management of consequences of abortion, and safe 

motherhood activities.

                                                  
41 Data source: IHME GDHx, data retrieved October 2018

42 Source of general information: WHO at https://www.who.int/immunization/diseases/tetanus/en/ (latest 

access date July 24, 2019)
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7.2.13 Diabetes

Facts and features:  Diabetes is a chronic disease that occurs either when 

the pancreas does not produce enough insulin that regulates blood sugar, or when the 

body cannot effectively use the insulin it produces. Diabetes leads to serious 

damage to many of the body's systems, especially serious damage to the heart, blood 

vessels, eyes, kidneys, and nerves.43 Approximately 18 million people die each year 

from cardiovascular disease, for which diabetes is the major factor contributing to it 

(Hossain et al., 2009). The diabetes prevalence increases more rapidly in low-

income countries especially with economic development of those countries.  

Dagogo-Jack (2006) estimated that more than three-quarters of all persons with 

diabetes will reside in developing countries by 2025. Rapid development of society 

and food access are usually followed by nutrition transition of the population, mostly 

imbalance intake of fatty oils, increasing diabetes (Misra et al., 2010).  The WHO 

also estimates that diabetes was the 7th leading cause of death in 2016 around the 

world.44  

Causes, prevention and treatment: Prevention and treatment mechanisms 

include healthy diet, regular physical activity, regular screening, insulin injection.  

                                                  
43 Source of general information: WHO at https://www.who.int/news-room/fact-sheets/detail/diabetes

(latest access date July 25, 2019) and at https://www.who.int/health-topics/diabetes (latest access date July 

24, 2019)

44 Source of data and fact information: WHO at https://www.who.int/news-room/fact-

sheets/detail/diabetes (latest access date July 24, 2019)
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Diabetes can be treated and its consequences avoided or delayed with balanced diet, 

physical activity, medication and regular screening and timely treatment for 

complication.  

Related CRS codes and relevance: There is no purpose code that includes 

any elements of intervention of diabetes.  It may have a very weak relevance with 

Code 12220 Basic health (very low) and 12261 health education (very low) which 

covers the diagnosis and treatment of diabetes.  However, projects in these two 

categories do not necessarily target diabetes only.  It traditionally has not received 

enough recognition of its severity and urgency so far, thus with some reservation I 

have classified them as very low relevance.  

7.2.14 Road injuries

Facts and features: Road traffic injuries are non-communicable but rapidly 

increasing in developing countries due to motorization of the society (Nantulya and 

Reich, 2002).  Road injuries cost countries close to 3% of their gross domestic 

product45.  Nearly half of death caused by road injuries are vulnerable road users, 

such as pedestrians, cyclists, and motorcyclists, while roughly 80% of the death toll 

by road injuries are occurred are in developing countries (Odero et al., 1997).  Rapid 

motorization coupled with traffic rules and safety measures of driving and awareness 

                                                  
45 Source of general information and statistics: WHO at https://www.who.int/news-room/fact-

sheets/detail/road-traffic-injuries (latest access date July 24, 2019)
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of pedestrians for the risks all contributes to the prevalence of road injuries. 

Causes, prevention and treatment: The causes of traffic injuries are mostly

by speeding, seatbelts, distracted driving (mobile phones), drunken drive, non-use of 

helmets of motorcyclists, unsafe road infrastructure, unsafe vehicles (old vehicle 

donation and import)46.  In the developing countries, like Ethiopia, traffic low is not 

abided very well.  It is mainly due to a rapid urbanization and motorization. With 

increasing number of vehicles and people in the city, traffic regulation and rules are 

not very well followed.  The awareness of traffic law and the consequence of the 

accidents are low.  Besides, the infrastructure is still weak in city traffic system 

although it is developing very fast.  For example, the traffic lights are installed in 

some places in the cities and the number is increasing.  However, the lights are often 

out of order, or off due to frequent power cuts.  There is fast growing urban 

migration in Addis especially, and people are not very aware of traffic law and safety 

issues.  Jaywalking is very common which cause also a major part of traffic injuries 

and death.  

Related CRS codes and relevance: Code 21020 Road transportation (low)

includes road infrastructure, road vehicles, passenger road transport, motor passenger 

cars that potentially contributes to the improvement of road injuries.  However, 

                                                  
46 Source of information: WHO at https://www.who.int/news-room/fact-sheets/detail/road-traffic-injuries

(latest access date July 24, 2019)
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projects in this category are traditionally mainly infrastructure building and traffic 

regulation. Thus, I have classified this as low relevance to the road injuries. 

7.2.15 Cirrhosis and chronic liver diseases and Chronic Kidney diseases 

These diseases are very complex and difficult to control.  There are so 

many factors causing liver and kidney diseases.  While the burden is increasing in 

the developing countries, the interventions and treatment has been highly limited in 

those countries.   It is because that Cirrhosis and other chronic liver diseases 

decrease the quality of life significantly while the treatment is mostly done through 

liver transplantation.  Chronic kidney disease also requires kidney dialysis or 

transplantation.  Both issues require an advance level of medical skills and facilities.  

The cost effectiveness is very low in that regards.  Besides, these are non-

communicable diseases, with high cost and low returns, despite the fact that it is one 

of the high burden diseases in Ethiopia.   Therefore, both donors and recipients have 

put this as relatively low priority on their agenda.  There is not a relevant category of 

aid flow for this. 

7.3 Linking disease to CRS purpose codes

In the previous section, I examined top twenty high burden diseases or 

causes of health burden in Ethiopia in detail.  Then I found the most relevant CRS 

purpose codes based on the causes, prevention, treatment methods of those causes of 

death and DALY.  Some of diseases are straight forward and already categorized in 
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the CRS data, such as HIV/AIDS and Malaria.  The treatment or prevention is also 

straight forward like simply through vaccination, such as measles, while others are 

more complicated and requires wider sector approach.  Below table 2 is the list of 

causes of death by the order of the highest rate to the lowest; whether it is MDG 

target, related or not related; relevant CRS category by purpose codes; how much are 

the codes relevant to the treatment of diseases; and whether that purpose code is 

specifically targeting to control that disease (or cause) or not. 
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Table 3. High-Burden Disease and related CRS purpose code

MDG 
related

High-Burden 
Disease 

in Ethiopia

CRS 
purpose code

Relevance
Target 
specific

1 O HIV/AIDS and STD 13040 16064 High o

2 Δ
Neonatal issues 

diseases, congenital 
birth defects

12220 12230 
12250 12261

Low x

3 X
Lower Respiratory 

Infection, Whooping 
cough 

12250 Medium x

16040 Low x

4 O Tuberculosis 12263 High o

5 X Diarrheal Disease
12250 Medium x

12220 14031 Low x

6 Δ Measles 12220 12250 Medium x

7 Δ Malnutrition

12240 72040 
52010

High x

12220 13020 Low x

8 X
Ischemic Heart 

Diseases, Stroke
12220 12230 Very low x

9 X Meningitis 12250 72010 Medium x

10 O Malaria 12262 High o

11 Δ Maternal disorder 13020 High x

12 X Tetanus
13020 Medium x

12250 Low x

13 X Road injuries 13020 Low o
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14 X Diabetes 12220 Low o

15 X
Liver and Kidney 

disease
Not 

identifiable
- -

(source: Author’s categorization)

Among the top twenty causes of death, the direct target areas of MDGs are 

HIVAIDS, tuberculosis, malaria, which are marked as o on the left.  The areas that 

are closely related to the MDG but not direct targets are neonatal diseases and 

congenital birth defect, malnutrition, measles, and maternal disorders, marked as Δ.  

The areas that are not related to MDGs are lower respiratory infections and whooping 

cough, ischemic heart diseases and stroke, diarrhea, tetanus, diabetes, and liver and 

kidney diseases, marked as x of MDG connections.  

  Then the relevance of the purpose code to the causes of health issues is

also noted.  This is classified into four levels; high, medium, low and very low.  

Then I also made notes whether the purpose category is specifically targeting to 

control that cause of health issue or not.  For example, purpose code 13040 and 

16040 is only targeting highly relevant to control HIV/AIDS and those are only 

targeting HIV/AIDS.  The aid categorized by these two codes do not share the fund

for controlling other diseases.  Meanwhile codes 12240 72040 52010 are food 

provision related category that is highly relevant to the intervention of malnutrition, 

while those codes is not specifically targeting to control malnutrition only.  Measles 
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can be benefited from the aid finances in category code 12220 and 12250 through the 

element of vaccination programs, however, this category is not targeted to the control 

of measles only, and thus it is not target area specific category.  Target specific 

categories do not share the resources with other area while the others do.  Therefore, 

it should be noted that the finances within the category that is not target specific has 

relatively less impact on that health issue.   
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7.4 Donor alignment to the burden of diseases comparison

As is shown in the table 4 and 5, donor commitment data does not respond 

to the rate of burden of diseases for Ethiopia.  Donor commitment is clearly higher 

in the MDG issues over on MDGs, after the year 2000.  Non MDG issues receive 

significantly less aid than other area.  MDG-related issues like neonatal diseases and 

malnutrition receives more aid than non MDGs, However, it needs to be cautious in 

interpretation since the financial resources within these purpose codes are not 

specifically and solely targeting these MDG related health issues only.  

In fact, most of high rate of burden of diseases are the ones receiving less 

aid.  For example, Measles burden rate has decreased significantly, so as the ranking 

of the burden of disease, however, the donor commitment to related area has 

increased.  Respiratory diseases are consistently high burden, yet donor commitment 

has not increased much.  Also, HIV/AIDS and other STDs are high burden disease 

but not as much, receives very high amount of donor commitments.  Malnutrition is 

also mid-range high burden disease but receiving very high level of aid. Thus, this 

shows that donor alignment is not proportional to the burden of diseases in Ethiopia.  

As it can be observed, HIV/AIDS and malnutrition is one of the MDG goals and 

targets.  It is noticeable that diseases included in the MDG are receiving more aid 

than other non-included diseases.  Therefore, I investigated the relationship between

MDGs and donor alignment to MDG and MDG-related issues to confirm the findings 

that donors more align its aid flows towards MDG (priority) and not the burden of 
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diseases (actual needs).  This means that if local needs are not included in the MDG, 

it is very likely that it could be neglected.  Even further, donors by focusing on 

MDGs, it diverts the resources away from more needed area.  This is then depicted

in graphs comparing the burden of health issues and aid targeting those areas. 
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Table 4. Donor Commitment and Burden of Diseases in Ethiopia (1990~2016)
by Rate of Causes of Death, commitment in current USD, million

(data source: author’s compilation from OECD CRS, IHME)

Burden Burden Burden Burden Burden Burden Burden

high burdent disease in Ethiopia CRS purpose code Relevance
target

specif ic 1990 1991 1992 1994 1995 1996 1998 1999 2000 2002 2003 2004 2006 2007 2008 2010 2011 2012 2014 2015 2016

M
D

G
s

Causes of death CommitmentCommitment Commitment Commitment Commitment Commitment Commitment

HIV/AIDS/STD 13040 16064 High o 174.70 12.95 0.97 164.76 0.82 6.16 138.77 5.81 91.18 115.01 11.56 98.80 93.02 597.79 394.87 71.64 282.68 256.74 54.28 454.46 156.79

TB 12263 High o 174.25 0.00 0.00 162.03 0.00 0.00 133.81 0.00 0.00 106.55 0.00 0.00 78.34 12.99 3.32 54.93 33.39 44.11 40.99 70.14 12.99

Malaria 12262 High o 37.19 0.00 0.00 36.36 0.00 0.00 31.05 0.00 0.00 31.68 0.00 1.49 18.46 9.01 21.00 2.83 25.82 53.00 1.91 166.50 20.28

Neonatal and Birth defect 12220 12230 12250 12261 Low x 188.01 0.00 4.25 182.44 42.60 13.97 166.00 14.88 10.25 151.80 34.02 26.79 135.64 233.41 57.86 112.88 125.81 137.51 92.46 362.46 58.23

12240 52010 72040 Medium x 1.33 79.22 14.15 8.07 17.48 60.63 320.28 127.93 274.68 1034.97 610.12 435.85 693.34 691.09

12220 13020 Low x 0.04 11.42 18.96 7.84 20.43 84.47 29.98 43.00 213.51 69.07 159.72 228.29 359.71 143.71

Measles 12220 12250 Medium x 99.34 0.00 2.94 102.68 20.39 7.97 91.17 14.13 7.82 56.64 32.35 26.08 41.07 231.91 54.34 25.78 106.55 134.38 14.01 359.56 54.61

Maternal disorder 13020 High x 29.24 0.00 0.04 27.11 1.10 0.31 22.69 16.11 80.28 18.28 3.19 19.17 14.93 10.33 29.60 11.79 56.88 94.57 8.59 95.46 122.36

12250 Medium x 0.00 2.94 2.53 0.43 9.81 3.64 5.56 2.26 28.73 14.87 3.70 0.66 95.31 33.26

12220 14031 Low x 0.00 0.00 17.86 7.53 4.32 4.19 26.79 23.83 203.18 39.47 113.44 136.70 305.85 66.96

12250 Medium x 0.00 2.94 2.53 0.43 9.81 3.64 5.56 2.26 28.73 14.87 3.70 0.66 95.31 33.26

16040 Low x 0.00 0.00 0.00 0.86 0.00 0.00 0.25 0.00 0.03 0.01 0.01 0.00 0.02 0.01

IHD and stroke 12220 12230 Very low x 100.08 0.00 1.31 94.24 18.81 7.53 81.18 5.07 5.27 66.82 28.21 24.53 57.95 203.84 40.94 49.32 111.65 134.86 45.15 265.67 23.60

Meningitis 12250 Medium x 49.72 0.00 2.94 46.54 2.53 0.43 38.02 9.81 3.64 31.55 5.56 2.26 25.44 28.73 14.87 18.97 3.70 0.66 14.57 95.31 33.26

Tetanus 13020 12250 Medium x 21.01 0.04 14.36 18.07 3.63 0.74 17.65 25.93 83.92 12.62 8.75 21.43 7.98 39.06 44.47 4.53 60.58 95.23 2.78 190.78 155.61

road injuries 21020 Medium x 24.14 0.01 9.17 23.23 6.76 14.07 19.79 7.99 99.09 16.02 51.39 39.80 13.80 332.80 289.07 12.19 79.50 579.35 10.32 582.08 411.35

Diabetes 12220 Low x 19.60 0.00 0.00 18.33 17.86 7.53 16.04 4.32 4.19 13.68 26.79 23.83 12.23 203.18 39.47 11.36 102.84 133.72 10.75 264.25 21.35

M
D

G
s

M
D

G
 re

la
te

d
n

o
n

 M
D

G
s

LRI and cough 192.19

62.21

110.73135.74158.09185.07

22.11

76.57Diarrhea

Malnutrition 57.77 50.55 41.66 29.56 15.30

64.4385.43

137.54 136.64 119.52 96.83 64.97 59.78
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Table 5. Donor Commitment and High Burden Diseases in Ethiopia (1990~2016)
by rate of causes of DALY, donor commitment in current USD, million

(data source: author’s compilation from OECD CRS, IHME)

Burden Burden Burden Burden Burden Burden Burden

high burdent disease in Ethiopia CRS purpose code Relevance

target

specifi

c

1990 1991 1992 1994 1995 1996 1998 1999 2000 2002 2003 2004 2006 2007 2008 2010 2011 2012 2014 2015 2016

Commitment Commitment Commitment

M
D

G
s

Causes of DALY Commitment Commitment Commitment Commitment

HIV/AIDS/STD 13040 16064 High o 2229.9 12.95 0.97 6248.5 0.82 6.16 9268.5 5.81 91.18 9005.0 11.56 98.80 6598.4 597.79 394.87 3474.8 282.68 256.74 1738.5 454.46 156.79

TB 12263 High o 7587.1 0.00 0.00 7100.9 0.00 0.00 5797.5 0.00 0.00 4644.1 0.00 0.00 3388.8 12.99 3.32 2348.1 33.39 44.11 1706.5 70.14 12.99

Malaria 12262 High o 2672.0 0.00 0.00 2625.0 0.00 0.00 2240.6 0.00 0.00 2306.6 0.00 1.49 1318.4 9.01 21.00 212.3 25.82 53.00 146.7 166.50 20.28

Neonatal and Birth defect 12220 12230 12250 12261 Low x 16806.7 0.00 4.25 16329.8 42.60 13.97 14907.4 14.88 10.25 13694.0 34.02 26.79 12325.1 233.41 57.86 10376.9 125.81 137.51 8641.1 362.46 58.23

12240 52010 72040 Medium x 1.33 79.22 14.15 8.07 17.48 60.63 320.28 127.93 274.68 1034.97 610.12 435.85 693.34 691.09

12220 13020 Low x 0.04 11.42 18.96 7.84 20.43 84.47 29.98 43.00 213.51 69.07 159.72 228.29 359.71 143.71

Measles 12220 12250 Medium x 8498.7 0.00 2.94 8779.2 20.39 7.97 7791.6 14.13 7.82 4840.6 32.35 26.08 3506.7 231.91 54.34 2200.4 106.55 134.38 1195.3 359.56 54.61

Maternal disorder 13020 High x 1707.0 0.00 0.04 1575.0 1.10 0.31 1328.1 16.11 80.28 1087.1 3.19 19.17 903.4 10.33 29.60 728.5 56.88 94.57 545.8 95.46 122.36

12250 Medium x 0.00 2.94 2.53 0.43 9.81 3.64 5.56 2.26 28.73 14.87 3.70 0.66 95.31 33.26

12220 14031 Low x 0.00 0.00 17.86 7.53 4.32 4.19 26.79 23.83 203.18 39.47 113.44 136.70 305.85 66.96

12250 Medium x 0.00 2.94 2.53 0.43 9.81 3.64 5.56 2.26 28.73 14.87 3.70 0.66 95.31 33.26

16040 Low x 0.00 0.00 0.00 0.86 0.00 0.00 0.25 0.00 0.03 0.01 0.01 0.00 0.02 0.01

IHD and stroke 12220 12230 Very low x 2792.8 0.00 1.31 2629.7 18.81 7.53 2234.8 5.07 5.27 1790.5 28.21 24.53 1508.7 203.84 40.94 1255.2 111.65 134.86 1117.6 265.67 23.60

Meningitis 12250 Medium x 3825.2 0.00 2.94 3584.5 2.53 0.43 2915.4 9.81 3.64 2428.7 5.56 2.26 1960.0 28.73 14.87 1452.9 3.70 0.66 1091.3 95.31 33.26

Tetanus 13020 12250 Medium x 1367.4 0.04 14.36 1230.5 3.63 0.74 1209.5 25.93 83.92 872.9 8.75 21.43 550.7 39.06 44.47 320.1 60.58 95.23 191.7 190.78 155.61

road injuries 21020 Medium x 1438.3 0.01 9.17 1384.4 6.76 14.07 1175.0 7.99 99.09 955.5 51.39 39.80 820.9 332.80 289.07 723.4 79.50 579.35 602.6 582.08 411.35

Diabetes 12220 Low x 776.0 0.00 0.00 734.4 17.86 7.53 657.1 4.32 4.19 574.5 26.79 23.83 521.6 203.18 39.47 486.9 102.84 133.72 464.3 264.25 21.35

6089.4 4363.2

5680.7 4677.9 4143.4

10172.2 8162.4LRI and cough 14456.8 13946.7 11845.9

n
o

n
 M

D
G

s

Diarrhea 10534.7 10489.1 9114.1 7329.9

M
D

G
s

M
D

G
 re

la
te

d

Malnutrition 4955.1 4633.6 4036.4 3325.9 2365.2 1766.7 1201.8
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From graph 26 to graph 39, each shows high burden disease (or public health 

issues) with the degree of burden represented in lines and the amount of aid going 

towards that area in bars.  There are two lines graphs; one is causes of death shown 

in blue lines and the other is causes of DALY shown in green lines.  The degree of 

burden is presented in the percentage of total death and DALY each.  The bar graph

shows funding level of related codes to the diseases.  The funding data is then re-

categorized whether this has high, medium, low and very low level of relevance to the 

disease, colored in red, yellow, light purple and grey respectively.  The left y axis for 

aid amount is presented in logarithm scale and the right y axis for burden of diseases 

is presented in percentage scale, in order to make comparison easier across different 

causes of health issue.

The graph from 26 to 28 is showing direct MDG targets, HIV/AIDS, malaria, 

and tuberculosis.  Clearly there is more aid coming into these target areas after the 

year 2000.  Within these three areas, HIV/AIDS is receiving significant amount of 

aid, even after the burden has decreased considerably. Although the aid towards 

tuberculosis has been donated only after 2006, it has received relatively high volume 

of aid.  Interesting observation can be found in the case of malaria.  Despite the low 

burden of malaria, it is still receiving very large amount of aid.  This partly proves

that donors prefer MDGs and does not respond to the burden level of the disease in 

Ethiopia.  
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Graph 25. 
HIV/AIDS, and Sexually transmitted 

diseases

Graph 26. 
Malaria

Graph 27. 
Tuberculosis
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The following graphs from 29 to 32 show the diseases that are not direct 

target of MDGs but closely related to MDGs.  The neonatal diseases and congenital 

birth defect is closely related to child mortality rates.  Malnutrition is also another 

major factor contributing to high mortality rate of children and mothers.  Maternal 

disorder is related to mother health that is one of the MDGs.  Measles are not a 

direct target of MDGs like tuberculosis or malaria, but it is part of the goal states 

control of infectious diseases.  Seen from the graph 29, neonatal diseases have very 

high burden both as causes of death and DALY.  However, there is not specific 

category designated to this issue.  I related this to aid purpose category for basic 

health, infrastructure, immunization, etc.  With some fluctuation over the years, it 

seems that there is a large amount of aid, however, it is loosely related to the control 

of the neonatal diseases.  Malnutrition seems to receive significant amount of aid as 

it is shown in graph 30.  Although the relevance of aid to malnutrition is not high but 

medium and low-level funds, it is clearly relevance large amount considering its 

relatively low burden.  Measles also was very high burden disease in Ethiopia in the 

early 1990s, it has drastically decreased over the years, shown in graph 31.   

Interestingly, aid towards the purpose codes that is medium level of relevance, 

increased and remained high.  Maternal disorder also shows relatively low burden, 

yet receives relatively large amount of aid, shown in graph 32. 
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Graph 28. Neonatal diseases and 
congenital birth defect

Graph 29 . Malnutirtion

Graph 30. Measles Graph 31. Maternal disorder
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The remaining graphs from 33 to 39 are all non MDG related diseases.  

Among these, diarrhea, respiratory infections and cough, and ischemic heart diseases 

are showing very high burden in the society.  However, there is no aid targeting to 

control these diseases.   A few amounts of aid may target these but highly limited.  

It is even more disappointing that there were only 2 projects targeting diarrhea issue, 

out of 4870 projects designated to the purpose category 12250, 12240 and 14031 

conducted from 1990 until 2017.  It is the same case for lower respiratory infection 

and whooping cough. There were only 2 projects that is designated to control lower 

respiratory infection and whooping cough out of 4356 projects in purpose code 12250 

since 1990.  Ischemic heart disease does not have any related category of aid.  

However, considering the treatment measure, the medical infrastructure and 

emergency system is crucial for the treatment.  Purpose code 12220 and 12230 is 

thus loosely related to the disease, but I again found only 21 projects designated to 

tackling this disease out of total 1676 projects since 1990.  Road injuries, Diabetes 

and tetanus are still relatively low burden area, but the burden is rapidly increasing in 

Ethiopia.  Unfortunately, there was not a single aid project targeting to intervene 

road injuries within the relevant categories. Diabetes is also another disease with 

increasing burden in Ethiopia.  Although there is some awareness or the risk of 

diabetes, it has not received much attention in the public health domain in the country. 
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Graph 32.
Diarrhea

Graph 33. 
Lower respiratory infection 

and whooping cough

Graph 34.
Ischemic heart disease and stroke

Graph 35. Meningitis
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Graph 36. Tetanus Graph 37. Road Injuries

Graph 38. Diabetes
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Therefore, it can be concluded that there is a clear donor preference towards 

MDGs.  MDG targets received high level of aid finances even when the burden of 

the disease is low.  On the other hand, non MDG health issues, despite their very 

high burden to Ethiopian public health sector, received a very little attention and aid. 

In the next section, I examined whether this donor preference towards MDG 

creates a potential problem in Ethiopia or not.  If aid is fungible as argued in the 

utility maximization theory, domestic resources will be devoted to high priority areas 

that are not receiving aid.  If it is so, then high priority area will also be improving.  

Due to the lack of data for domestic government expenditure on the same categories, I 

took an alternative approach by looking at the improvement of these diseases. 
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7.5 Priorities set by Ethiopian government

As it was explained earlier in chapter 2, announced ‘priority’ and the actual 

‘needs’ of the people can be different.  Although the need of public health sector 

comprises far more than just disease control, it is still generally safe to say that high 

burden diseases should deserve an attention and should be included in the priority 

area.  Thus, I have examined policy documents in order to see if some of these high 

burden diseases is included as priority area.

The government of Ethiopia has developed 20-year sector development plan, 

in which sector wide approach (SWAp) concept is introduced in the country.  The 

first five-year development plan, Health Sector Development Plan I (HSDP hereafter) 

was announced in 1997 and lasted until 2001/02.  The main components of HSDP 

includes service delivery, rehabilitation and expansion, human resource development, 

pharmaceutical supply, information, education, and communication (IEC) materials, 

health management information system (HMIS), healthcare financing, monitoring and 

evaluation, and research (Teshome and Hoebink, 2018).  By this time, the MDGs 

were not much emphasized in the health sector policy of Ethiopia.  In 2002, the 

government developed a series of 3-year national development plans.  The first one 

was Sustainable Development and Poverty Reduction Program (SDPRP), on which 

HSDP II was based.  The term for HSDP II was from 2002/03 to 2004/05, where 

health extension program (HEP), the flagship program of Ethiopian public health 

sector, to deliver community-based service was introduced.  This has played a 



１３３

significant role in significant improvement of maternal and child health (MCH 

hereafter), which is MDG 4 and 5, in the country (Ruducha et al., 2017).   The 

HSDP III is launched as a successor of II in 2006 to last for another 3 years, under the 

policy umbrella of Plan for Accelerated and Sustained Development to End Poverty 

(PASDEP).  Interestingly, the goals of HSDP III includes improving maternal health, 

reducing child mortality, combating, HIV/AIDS, malaria, tuberculosis (TB) and other 

diseases.  Despite the fact that there were other high burden diseases in precedent 

years before HSDP III, such as lower respiratory infections or diarrhea, only 

selectively HIV/AIDS, malaria, and tuberculosis were included.  Even in the HSDP 

IV which started from 2011 emphasizes those three diseases, priorities are given to 

MDG area in particular, namely HIV/AIDs, malaria, malnutrition, and MCH, while 

none of the other top 10 high burden disease in Ethiopia is obviously included.   

Simply reviewing the government policy document and comparing them 

with individual disease burden cannot give a definite conclusion that the recipient

government is advertising where donors might be more interested in.  This is an area 

that needs further research how the HSDP was developed and who were involved in 

those.  However, at least, it can be modestly concluded that non MDG high burden 

diseases were not considered as priority area in Ethiopia while relatively lower burden 

MDG area are definitely highlighted.  
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7.6 Assessing the bias in the health sector

In order to assess the needs in the health sector, first thing to examine is what 

causes people to get sick or to die.  This is not to deny or undermine the importance 

of long-term government policy and goals on health system strengthening and health 

infrastructure developments.  These are undeniably important needs in many of 

developing countries.  However, assessing to what extent theses should be 

emphasized and how much investment it deserves are much to sit on debates.  

Meanwhile, the causes of death can tell us the urgency and severity of the health 

issues in the region. The burden of diseases in Ethiopia is examined through causes 

of death and causes of DALY.  Both causes of death and DALY are presented in 

order to give better picture of health needs in Ethiopia.  The morbidity does not 

provide a complete picture of health sector.  DALY is the disability adjusted life year, 

which means number of years lost due to disability in1000 population.  Therefore, 

DALY could represent the burden of the diseases on individuals better than morbidity 

that is rather single-dimensional analysis.  Table 2 and 3 show the causes of Death 

and DALY by ranking every 5 years periods. 
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(Data source: GHDx, Category Level 3)

DEATH 1990 1995 2000 2005 2010 2017

1 LRI NeoDis HIV/AIDS NeoDis NeoDis NeoDis

2 TB LRI NeoDis HIV/AIDS LRI Diarrhea

3 NeoDis TB LRI LRI Diarrhea LRI

4 Diarrhea Diarrhea TB TB HIV/AIDS TB

5 Leishmaniasis HIV/AIDS Diarrhea Diarrhea TB IHD

6 Measles Measles Measles Measles IHD Stroke

7 Malnutri Malnutri Conflict IHD Measles HIV/AIDS

8 IHD IHD Malnutri Malnutri Malnutri CIrrLiver

9 Meningitis Meningit is IHD Malaria Stroke Meningitis

10 Stroke Stroke Stroke Stroke Meningitis Malnutri

11 Conflict Malaria Meningitis Meningit is CIrrLiver CngBirth

12 Malaria M.dis Malaria Cough Cough Diabetes

13 HIV/AIDS Road inj M.dis CIrrLiver CngBirth Road inj

14 M.dis CIrrLiver Cough M.dis Road inj ChrnKidney

15 Road inj Cough CIrrLiver Road inj M.dis Cough

16 CIrrLiver Diabetes Tetanus CngBirth Diabetes Alzheimer

17 Tetanus Tetanus Road inj Diabetes ChrnKidney M.dis

18 Diabetes ChrnKidney Diabetes ChrnKidney Violence Pulmonary

19 CngBirth Leishmaniasis ChrnKidney Violence STD Violence

20 ChrnKidney CngBirth CngBirth Tetanus Pulmonary STD

21 Cough STD STD STD Alzheimer HyperHeart

22 STD Violence Violence Pulmonary HyperHeart Measles

23 Violence Pulmonary Pulmonary HyperHeart Self-harm Self-harm

24 Pulmonary HyperHeart OthrInfec. OthrInfec. OthrInfec. Ints.Obst

25 HyperHeart Drowning HyperHeart Self-harm Urinary Falls

26 Drowning Asthma Asthma Drowning Drowning Urinary

27 Asthma Self-harm Self-harm Asthma Tetanus C.Cancer

28 Self-harm OthrInfec. Drowning Alzheimer Asthma B.Cancer

29 OthrInfec. CrvCancer CrvCancer Urinary Falls CrvCancer

30 CrvCancer Urinary Urinary CrvCancer Ints.Obst Epilepsy

Table 6. Top 30 Causes of Death



１３６

(Data source: GHDx, Category Level 3)

DALY 1990 1995 2000 2005 2010 2017

1 NeoDis NeoDis NeoDis NeoDis NeoDis NeoDis

2 LRI LRI HIV/AIDS HIV/AIDS LRI Diarrhea

3 Diarrhea Diarrhea LRI LRI Diarrhea LRI

4 Measles Measles Diarrhea Diarrhea HIV/AIDS TB

5 TB HIV/AIDS Measles TB TB CngBirth

6 Leishmaniasis TB TB Measles Measles HIV/AIDS

7 Malnuri Malnutri Conflict Malnuri Malnutri Malnutri

8 Meningit is Meningit is Malnuri Meningitis Meningit is Meningit is

9 Malaria Malaria Meningit is Malaria CngBirth cough

10 Conflict cough Malaria cough cough IHD

11 HIV/AIDS CngBirth cough CngBirth M.disorder RoadInj

12 CngBirth M.disorder CngBirth M.disorder RoadInj STD

13 M.disorder STD Tetanus RoadInj STD CirrLiver

14 cough RoadInj M.disorder IHD IHD LBP

15 STD IHD STD STD Stroke Stroke

16 RoadInj Stroke RoadInj Stroke CirrLiver Measles

17 IHD Tetanus IHD Tetanus Violence M.disorder

18 Stroke Leishmaniasis Stroke OthInfec Diabetes Depression

19 Tetanus Violence OthInfec CirrLiver LBP Diabetes

20 Iodine OthInfec Violence Violence Depression Iiron def.

21 OthInfec Drowning A def. Diabetes OthInfec Violence

22 Violence Iodine CirrLiver A def. A def. Headache

23 Drowning CirrLiver Diabetes LBP Headache A def.

24 Diabetes A def. ChrnLiver Drowning Epilepsy vision

25 ChrnLiver Diabetes Drowning ChrnLiver ChrnLiver Epilepsy

26 CirrLiver ChrnLiver Iiron def. Depression Iiron def. Anxiety

27 A def. Epilepsy Epilepsy Iiron def. Drowning ChrnLiver

28 Epilepsy Iiron def. LBP Epilepsy Tetanus OthInfec

29 Iiron def. Asthma Depression Headache vision Falls

30 Asthma Depression Asthma Asthma Anxiety Udigest

Table 7. Top 30 Causes of DALY
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As it is demonstrated in table 2 and 3, all four MDG target diseases are 

marked in bold, and ranked high as causes of death and DALY in Ethiopia since 1990.  

In 2000, where the MDG was initiated, all MDG targets are relatively high ranked in 

Ethiopia. This fits into the high priority needs.  Among these MDGs, there are some 

variations in terms of their performances.  In 1990, tuberculosis was the 2nd highest 

cause of death and 5th causes of DALY.  Measles was among the top 10 causes but 

has improved significantly over the years.  Malaria ranked the 12th in terms of causes 

of death and the 9th for DALY, has also made significant improvement.  By 2010, 

malaria is out of the top 30.  HIV/AIDS is a unique case.  Its global burden has 

increased significantly from the late 1990s and similarly in Ethiopia until the early 

2000.  Together with rapid urbanization in the late 1990s in Ethiopia, the rate of 

HIV/AIDS peeked in 2000 in Ethiopia to 160.12 per 1000 as the causes of death and 

9517.01 in DALY.  Thanks to global efforts and the systematic intervention of 

donors and governments in 2017 in Ethiopia, he situation for HIV/AIDS has 

improved also and ranked the 7th for cause of death and the 6th for cause of DALY.  



１３８

(Data source: GHDx, Category Level 3, * % change = (1-target year/ base year)*100

This ranking does not reflect whether the situation has improved and by how 

much.  As the economy of a country develops, mostly the public health improves.  

Table 4 presents the top 30 causes of death as of 2000, the year in which the MDG 

initiatives were started.  It shows the rates each disease burden for every 5 years 

except 2017, the last year of the dataset.  The rates show the magnitude of the 

burdens of diseases, MDGs are colored as red, MDG-related are colored orange, and 

the rest remained black.  The percentage of change over a decade is also calculated 

1990 1995 2000 2005 2010 2015 2016 2017 1990-00 2000-10 2010-17 2000-17

Neonatal Disorder 169.235 162.366 146.616 127.532 100.685 75.785 71.218 66.967 11.865 31.328 29.749 54.325

HIV/AIDS 34.085 116.510 160.119 126.545 57.367 23.267 19.909 16.699 -365.114 64.172 64.219 89.571

Lower Respiratory Infection 174.702 159.318 125.261 99.075 71.642 50.736 47.513 46.231 24.899 42.805 30.426 63.092

Tuberculosis 174.254 156.874 122.231 84.542 54.931 38.668 36.295 34.600 26.631 55.060 31.720 71.693

Diarrhea 137.544 134.038 107.793 80.402 64.972 58.168 56.320 56.476 18.071 39.725 11.009 47.607

Measles 99.341 100.015 80.785 41.033 25.780 12.994 13.009 5.494 8.945 68.088 74.368 93.199

Ischemic heart disease 52.238 48.558 39.456 32.677 27.400 25.452 25.436 25.432 20.682 30.556 5.203 35.544

Malnutrion 62.210 55.587 48.725 31.979 22.111 13.739 12.269 12.004 21.342 54.621 41.082 75.364

Malaria 37.193 35.415 28.100 28.073 2.832 2.111 2.713 2.706 20.744 89.920 -29.667 90.372

Stroke 47.840 43.208 34.058 27.185 21.920 19.469 19.315 19.281 24.931 35.641 9.161 43.389

Meningitis 49.716 44.772 34.006 26.982 18.967 13.570 12.584 12.188 28.146 44.226 31.192 64.159

Cough 17.490 19.092 20.176 18.704 13.783 9.718 8.440 8.202 -13.454 31.688 36.642 59.346

CIrrLiver 21.177 20.917 19.309 17.537 16.407 15.486 15.519 15.619 6.928 15.028 3.071 19.113

Maternal disorder 29.238 26.300 20.662 15.721 11.786 8.141 7.689 7.242 26.254 42.955 34.280 64.951

Road injuries 24.145 22.664 17.591 14.220 12.189 9.953 9.603 9.469 23.046 30.710 19.033 46.173

Congenital Birth defect 18.772 16.522 12.413 12.887 12.191 11.768 11.505 11.669 31.064 1.789 3.563 5.998

Diabetes 19.595 17.847 14.851 12.510 11.362 10.671 10.703 10.740 21.141 23.489 3.078 27.683

Chronic Kidney disease 18.465 17.065 13.873 11.498 10.011 8.935 8.864 8.828 21.467 27.837 9.352 36.367

Violence 14.244 15.504 11.840 9.348 8.103 7.441 6.948 6.778 17.214 31.558 14.259 42.752

Tetanus 21.013 17.358 18.065 8.983 4.533 2.504 2.178 1.933 8.249 74.906 48.957 89.299

STD 17.326 16.059 12.344 8.974 7.837 6.296 5.983 5.912 25.275 36.511 21.962 52.108

Pulmonary disease 12.228 11.177 9.481 8.363 7.549 7.003 7.028 7.064 19.671 20.383 4.340 25.499

Hypertensive Heart disease 11.124 10.190 8.443 7.119 6.222 5.708 5.693 5.728 20.765 26.309 5.990 32.160

Other Infectious diseases 9.853 9.269 8.800 6.857 5.084 3.612 3.389 3.366 12.654 42.227 29.361 61.747

Self-harm 10.089 9.573 7.530 6.124 5.667 5.020 4.971 4.963 20.798 24.743 10.286 34.087

Drowning 10.742 9.837 7.251 6.100 4.577 3.158 2.946 2.907 30.003 36.885 31.918 59.905

Asthma 10.692 9.732 7.584 5.866 4.508 3.575 3.447 3.365 25.319 40.557 21.181 55.625

Alzheimer 5.711 5.762 5.662 5.851 6.374 7.068 7.294 7.532 0.216 -12.579 -15.979 -33.023

Urinary 8.495 7.780 6.234 5.275 4.912 4.163 4.142 4.151 22.711 21.200 10.951 33.417

Cerrvical Cancer 8.708 7.895 6.340 4.998 4.116 3.638 3.607 3.569 23.717 35.078 10.369 43.701

Cause of Death
Year % Change*

Table 8. Top 30 Causes of Death by rate and % change
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to allow the comparison between degrees of improvements for diseases.  The degree

of improvement is measured as follows.

Improvement	as	%	change = �1 −
������	����	����

����	����	����
� ∗ 100

Among the top 10 causes, MDG target diseases clearly show a drastic 

improvement, after 2000.  The improvement for tuberculosis over 10 years from 

1990s 26.631%, and then, 2010 recoded 55% of improvement.  The mortality rate by 

HIV/AIDS in 2000 increased by close to four-fold from 1990.  Between 2000 and 

2010, the situation completely turned around with an improvement of 64%.  Measles 

and Malaria also recorded a significant turn over after the year 2000.  From 1990 to 

2000, Measles only improved only by 8.94% but 68.088% from 2000 to 2010.  From 

1990 to 2000, Malaria improved only by 20.744%, but it is improved by 89.920% in 

the next decade.  The MDG-related target, malnutrition, shows a similar pattern. 

between 1990 and 2000, an improvement of 21.342%, but between the year 2000 and 

2010, a much greater improvement is shown, that being 54.621%. 

However, between 1990s and 2000s, all of the non-MDG high burden 

diseases show much less change.  From 1990 to 2000, neonatal disorder improved 

11.865%, and from 2000 to 2010, 31.328% only.  This is despite the very high rate 

of the burden; between 1990 and 2000, lower respiratory infections was improved 

24.899% and from 2000 to 2010, 42.805%; in 1990s and in 2000, diarrhea recorded 

18.071% and 39.725% respectively; 1990s and 2000s, ischemic heart diseases 
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recorded each 20.682% and 30.556% respectively; and in 1990s and 2000, stroke 

recorded 24.931% and 35.641% respectively as a cause of death.  After 2000, non-

MDG target diseases all exhibit much lower percentage change in terms of its 

improvement compared to MDGs.  
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As of 2000, it appears that this pattern is not very much different when 

comparing the top 30 causes of DALY, as is shown in <Table 5>.  In the 1990s, the 

improvement of HIV/AIDS was negative 326.794%, and in 2000s, turned to positive 

64.389%; in 1990s, for measles in the 1990s 18.785% to in the 2000s, 68.120%; 

tuberculosis in the 1990s from 30.170% to in 2000s, 55.680%; Malaria in 1990s from 

23.939% to in 2000s, 89.554%.  Meanwhile, non-MDGs shows improvement to a 

lesser degree and the difference between before and after the introduction of the MDG 

initiatives are not much different; in the 1990s, neonatal disorder was 12.988% to in 

2000s, 29.995%; in the 1990s, lower respiratory infections was 29.432%, in 2000s 
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rose to 46.28%; for diarrhea n 1990s from 22.255% to in 2000s, 42.885%. 

(Data source: GHDx, Category Level 3, * % change = (1-target year/ base year)*100

High ranked conflicts and terrorism factor as a cause of death and DALY is 

an outlier since this is not a constant factor affecting health.  In Ethiopia, 1990, 1999 

and 2000, there was internal conflict that resulted in high casualty rates which 

increased and affected the health burden for those particular years. 

1990 1995 2000 2005 2010 2015 2016 2017 1990-00 2000-10 2010-17 2000-17

Neonatal Disorder 14976.505 14388.310 13031.297 11413.803 9122.587 7014.928 6633.166 6280.044 12.988 29.995 31.159 51.808

HIV/AIDS 2229.884 7251.548 9517.010 7323.776 3474.756 1490.016 1288.264 1085.114 -326.794 63.489 68.772 88.598

Lower Respiratory Infection 12942.937 11766.721 9145.280 7124.653 4899.293 3188.488 2906.988 2787.407 29.342 46.428 43.106 69.521

Diarrhea 10534.676 10284.414 8190.231 5998.417 4677.854 3981.431 3792.647 3776.473 22.255 42.885 19.269 53.891

Measles 8498.723 8550.468 6902.278 3505.029 2200.425 1108.244 1108.748 468.810 18.785 68.120 78.695 93.208

Tuberculosis 7587.102 6864.506 5298.068 3672.445 2348.116 1593.558 1475.822 1399.145 30.170 55.680 40.414 73.591

Conflict 2667.753 161.627 5242.530 261.886 235.856 181.057 198.903 210.457 -96.515 95.501 10.769 95.986

Malnutrion 4955.148 4462.467 3874.485 2554.763 1766.689 1070.751 946.430 920.787 21.809 54.402 47.881 76.235

Meningitis 3825.167 3444.100 2604.584 2081.251 1452.931 1005.891 919.856 882.247 31.909 44.216 39.278 66.127

Malaria 2671.988 2555.497 2032.601 2015.218 212.329 158.255 194.980 195.835 23.929 89.554 7.768 90.365

Cough 1513.873 1650.206 1743.193 1615.145 1190.111 839.427 729.450 708.798 -15.148 31.728 40.443 59.339

Congenital Birth defect 1830.172 1634.317 1278.190 1318.357 1254.269 1213.958 1190.561 1203.718 30.160 1.871 4.030 5.826

Tetanus 1367.357 1187.436 1228.366 618.496 320.130 170.920 146.770 129.060 10.165 73.939 59.685 89.493

Maternal disorder 1706.953 1528.692 1216.248 946.146 728.465 519.123 492.460 466.346 28.747 40.106 35.982 61.657

STD 1508.116 1398.285 1081.222 793.247 699.113 567.421 540.441 534.621 28.306 35.340 23.529 50.554

Road injuries 1438.330 1349.650 1043.716 847.406 723.387 576.094 549.728 538.993 27.436 30.691 25.490 48.358

Ischemic heart disease 1422.953 1321.805 1043.042 831.522 676.980 606.443 600.888 595.947 26.699 35.096 11.970 42.864

Stroke 1369.882 1237.314 953.710 737.125 578.190 495.391 486.776 482.112 30.380 39.375 16.617 49.449

Other Infectious diseases 851.457 799.722 758.198 593.489 440.567 316.870 298.526 297.356 10.953 41.893 32.506 60.781

Violence 844.239 925.200 716.844 576.530 507.824 471.501 441.576 431.909 15.090 29.158 14.949 39.749

Attention deficit 690.314 719.016 659.906 499.665 439.578 401.399 394.020 386.698 4.405 33.388 12.030 41.401

Cirrosis Liver disease 722.127 722.282 658.038 592.405 551.128 510.354 508.109 509.522 8.875 16.247 7.549 22.569

Diabetes 775.964 718.515 614.351 531.916 486.852 460.404 459.395 458.878 20.827 20.753 5.746 25.307

Chronic Liver diseases 749.914 696.744 555.733 450.685 379.864 322.455 314.534 310.176 25.894 31.646 18.345 44.186

Drowning 815.130 745.949 544.245 459.243 338.444 225.283 207.537 204.483 33.232 37.814 39.581 62.428

Iiron defeficiency 576.887 547.285 511.832 434.334 370.716 401.347 417.084 435.832 11.277 27.571 -17.565 14.849

Epilepsy 595.351 585.761 492.346 426.567 390.563 345.619 337.021 333.178 17.302 20.673 14.693 32.328

LBP 448.399 463.704 459.294 460.256 465.635 484.961 489.878 494.632 -2.430 -1.381 -6.227 -7.694

Depression 475.083 470.958 452.728 447.870 444.175 457.651 461.675 466.280 4.706 1.889 -4.977 -2.994

Asthma 568.083 526.141 425.969 353.413 304.748 272.119 267.684 266.968 25.017 28.458 12.397 37.327

Causes of DALY
Year % Change*

Table 9. Top 30 Causes of DALY by rate and % change
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Graph 39. Top 10 Causes of Death Graph 40. Top 10 Causes of DALY
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Graph 40 and 41 exhibit the top 10 causes of death and causes of DALY in 

Ethiopia from 1990 to 2017.  The red lines are MDG targets, malaria, HIV/AIDS, 

tuberculosis, and measles.  The orange line is MDG related target, malnutrition.  The 

black lines are non-MDG targets, neonatal disorders, lower respiratory infections, 

diarrhea, ischemic heart disease, stroke, meningitis, and whooping cough.  In both 

groups the results reveal that MDG targets improves significantly, especially after 2000, 

while non-MDG targets shows relatively constant trend before and after.  The 

implication of these results is that starting from 2000, when donors coordinate and 

concentrate their interventions towards MDGs, MDG targets improve faster than non 

MDG targets.  This finding verified my hypothesis, stating that needs that are non-

MDG targets may be left out as a consequence of aid.
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Ethiopian government documents
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Chapter VIII. CONCLUSION  

8.1 Summary of findings

The findings of this research suggest that aid to health sector is not fungible, 

but rather attractive of domestic resource.  The correlation between aid and domestic 

source of expenditure is positive.  This tendency is stronger in MDG target area, and 

as the income level lowers.  In order to assess if this bring a positive or negative 

consequence in the sector, I analyzed whether there is any bias.  The empirical 

findings verified that there is donor bias towards MDGs.  Regarding the recipients, 

the priority and needs are separated.  It also verified arguments from precedent 

literature that donor preference explicitly or implicitly influences on the priority setting 

of recipients.  This study found that there is a recipient bias towards MDGs, which is 

distant from its actual needs, measured in the burden of diseases.  The Ethiopian 

government seems to emphasize MDGs, together with health system strengthening.  

However, most of ‘high-burden-non-MDG’ diseases are neglected and do not appear 

highlighted in the HSTP.  This may indicate that the recipient government are subject 

to the influence of donors and their preferences, represented in the MDGs.  The 

concerns should arise because this causes distortion in the health sector in terms of 

‘relative deterioration’ of other health issues compared to the diseases included in the 

MDGs.    
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8.2 Implications and Discussion

What does this tell us about the utility max theory and aid fungibility

arguments? Unlike the explanation of utility maximization theory, aid is not fungible, 

but attracts domestic resources in the health sector on the other hand.  In that donor is 

in some way ‘biased’ toward MDGs, so as the recipient governments.  As the 

empirical study showed, the MDG target diseases improved much faster after the year 

2000, and faster than non-MDG high burden diseases.  Of course, this is not to deny 

the important of those issues specifically included in the MDGs.  These diseases are 

selected as specific targets due to its degree of threat as infectious disease not only to 

the developing countries, but also to the developed countries.  The cost-effectiveness 

of these interventions are also one of the selection criteria, such as WHO-CHOICE 

(Choosing Interventions that are Cost Effective) as recommended by the WHO (Evans 

et al., 2005, Canning, 2006, Evans et al., 2009).  Therefore, it can be concluded that 

there is donor and recipient bias to MDGs, and it may causes an unintended distortion 

in the health sector. 
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Table 10. Paris Principle on Aid Effectiveness: Ownership and Alignment

OWNERSHIP
1. Countries put in place national development strategies with clear 

strategic priorities.

ALIGNMENT
2. Countries develop reliable national fiduciary systems or reform programs 

to achieve them.
3. Donors align their aid with national priorities and provide the 

information needed for it to be included in national budgets.
4. Co-ordinated programs aligned with national development strategies 

provide support for capacity development.
5a. As their first option, donors use fiduciary systems that already exist 

in recipient countries.
5b. As their first option, donors use procurement systems that already exist 

in recipient countries.
6. Country structures are used to implement aid programs rather than 

parallel structures created by donors.
7. Aid is released according to agreed schedules.
8. Bilateral aid is not tied to services supplied by the donor.

(Source: OECD)

This calls an attention to review ‘Alignment’ and ‘Ownership’ elements in the 

Five Principles of Aid Effectiveness.  Paris principle of aid effectiveness on recipient 

ownership as setting their national development strategy with clear strategic priority.  

However, in the case of Ethiopian health sector, national development strategy include 

emphasis on the MDG target diseases, and not so much non-MDG target diseases 

amongst the high burden diseases in the country.  One of the most possible reasons is 

that the recipient government is inevitably prone to donor-popular issues, especially 

when the recipient has low budget level.  When a recipient is highly dependent on aid 

for its development, or external source of finance is greater than domestic ones, the 

government cannot be entirely free from the voice and the influence of donor.  This is 

not just to talk about the requirements put in place by donors.  Even when there is no 
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condition attached to aid, the recipient might still voluntarily modify their priority to 

meet the preference of donors. 

It is along the same line that alignment need to be redefined if national 

strategy and priority is influence by donors.   The alignment element of Paris 

principle also states that donors align their aid to national priorities.  However, this 

will be seriously flawed if the recipient’s priority setting is highly influenced by donors, 

and/or global agenda.  This is not to discount the importance of global agenda, but to 

highlight possible distortions that this could result.  As it is observed in the case of 

Ethiopia, aid to health is biased towards MDGs, and so as the national priority.  If this 

global agenda, donor preference, and the recipients’ national priority does reflect the 

needs appropriately, it should not cause any distortion in the sector.  While national 

strategy of Ethiopia emphasizes the health system strengthening in the long-term, 

MDG targets diseases are highlighted also.  On the other hand, non MDG diseases 

such as diarrhea, respiratory infections, and heart diseases does not appear significant 

in the government strategy documents.  The study examined that there is a tendency 

of high burden non MDG diseases are relatively deteriorated compared to MDG target 

diseases.  This shows that there is a potential distortion in the health sector due to aid. 

How far can we generalize this?  As we have seen in the empirical analysis, 

health sector showed that aid is not fungible but attractive of domestic resource.  This 

tendency is stronger in MDG issue area in the health sector, and the lower the income 

of recipients.  There is clear donor and recipient bias, at least in the case of Ethiopia, 
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towards MDGs amongst high burden diseases.  This caused imbalance of 

improvement of health burdens in the country.  Given the representative of Ethiopia in 

African continent, and low-income countries, I have concluded that this can be 

generalized to some extent.  However, it will be still beneficial to conduct more case 

studies.   

In terms of generalization of this study to other sectors such as education or 

energy, I assume that recipient’s tendency to match towards donor-popular issue area 

will be similar.  As it was explained in the earlier chapter on research design, when 

the recipients are highly dependent on external resource given by donors, they will not 

entirely free from donor’s preferred area.  Often case, the recipients may even 

endeavor to ‘earn’ more aid by advertising donor-popular issues and by exhibiting their 

‘good performance and achievements’ of those area.  The applicability of this 

arguments to other sectors will require further studies. 
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Appendix A. Abbreviation of disease names

Name Abbriviation

Measles Measles

Tuberculosis TB

Lower respiratory infections LRI

Diarrheal diseases Diarrhea

Conflict and terrorism Conflict

Ischemic heart disease IHD

Stroke Stroke

Protein-energy malnutrition MalNutri

Neonatal preterm birth NeoPreterm

Neonatal encephalopathy due to birth asphyxia and trauma NeoEnc

Meningitis Meningitis

Neonatal sepsis and other neonatal infections NeoInfect

Malaria Malaria

Tetanus Tetanus

Road injuries Road

Other neonatal disorders Neo+

Sexually transmitted diseases excluding HIV STD

Whooping cough Cough

Diabetes mellitus Diabetes

Chronic obstructive pulmonary disease Pulmonary

HIV/AIDS HIV/AIDS

Cervical cancer CervicalC

Hypertensive heart disease Heart

Interpersonal violence IPVio

Falls Falls

Peptic ulcer disease Ulcer

Congenital birth defects BirthDefect

Paralytic ileus and intestinal obstruction Ileus

Asthma Asthma

Self-harm Self-harm

Prostate cancer ProstateC

Other neoplasms Neoplasm+

Chronic kidney disease Kidney

Cirrhosis and other chronic liver diseases due to hepatitis B CirrLiver

Alzheimer disease and other dementias Alzheimer
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Appendix B. CRS Purpose Code, Health related codes

DAC 

CODE

PURPOSE 

CODE

Description Clarifications / Additional notes on 

coverage

120 HEALTH

121 Health, general

12110 Health policy and 

administrative management

Health sector policy, planning and 

programs; aid to health ministries, 

public health administration; institution 

capacity building and advice; medical 

insurance programs; unspecified health 

activities.

12181 Medical education/training Medical education and training for 

tertiary level services.

12182 Medical research General medical research (excluding 

basic health research).

12191 Medical services Laboratories, specialized clinics and 

hospitals (including equipment and 

supplies); ambulances; dental services; 

mental health care; medical 

rehabilitation; control of non-infectious 

diseases; drug and substance abuse 

control [excluding narcotics traffic 

control (16063)

122 Basic health

12220 Basic health care Basic and primary health care 

programs; paramedical and nursing 

care programs; supply of drugs, 

medicines and vaccines related to basic 
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health care.

12230 Basic health infrastructure District-level hospitals, clinics and 

dispensaries and related medical

equipment; excluding specialized 

hospitals and clinics (12191).

12240 Basic nutrition Direct feeding programs (maternal 

feeding, breastfeeding and weaning 

foods, child feeding, school feeding); 

determination of micro-nutrient 

deficiencies; provision of vitamin A, 

iodine, iron etc.; monitoring of 

nutritional status; nutrition and food 

hygiene education; household food 

security.

12250 Infectious disease control Immunization; prevention and control 

of infectious and parasite diseases, 

except malaria (12262), tuberculosis 

(12263), HIV/AIDS and other STDs 

(13040). It includes diarrheal diseases, 

vector-borne diseases (e.g. river 

blindness and guinea worm), viral 

diseases, mycosis, helminthiasis, 

zoonosis, diseases by other bacteria 

and viruses, pediculosis, etc.

12261 Health education Information, education and training of 

the population for improving health 

knowledge and practices; public health 

and awareness campaigns; promotion 

of improved personal hygiene practices, 

including use of sanitation facilities and 

handwashing with soap.
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12262 Malaria control Prevention and control of malaria.

12263 Tuberculosis control Immunization, prevention and control 

of tuberculosis.

12281 Health personnel 

development

Training of health staff for basic health 

care services.

130 POPULATION 

POLICIES/PROGRAMMEMES 

AND REPRODUCTIVE 

HEALTH

13010 Population policy and 

administrative management

Population/development policies; 

census work, vital registration; 

migration data; demographic 

research/analysis; reproductive health 

research; unspecified population 

activities.

13020 Reproductive health care Promotion of reproductive health; 

prenatal and postnatal care including 

delivery; prevention and treatment of 

infertility; prevention and management 

of consequences of abortion; safe 

motherhood activities.

13030 Family planning Family planning services including 

counselling; information, education and 

communication (IEC) activities; delivery 

of contraceptives; capacity building and 

training.

13040 STD control including 

HIV/AIDS

All activities related to sexually 

transmitted diseases and HIV/AIDS 

control e.g. information, education and 

communication; testing; prevention; 
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treatment, care.

13081 Personnel development for 

population and 

reproductive health

Education and training of health staff 

for population and reproductive health 

care services.

140 WATER AND SANITATION

14010 Water sector policy and 

administrative management

Water sector policy and governance, 

including legislation, regulation, 

planning and management as well as 

transboundary management of water; 

institutional capacity development; 

activities supporting the Integrated 

Water Resource Management approach 

(IWRM:  see box below).

14015 Water resources 

conservation (including 

data collection)

Collection and usage of quantitative 

and qualitative data on water resources; 

creation and sharing of water 

knowledge; conservation and 

rehabilitation of inland surface waters 

(rivers, lakes etc.), ground water and 

coastal waters; prevention of water 

contamination.

14020 Water supply and 

sanitation - large systems

programs where components according 

to 14021 and 14022 cannot be 

identified.  When components are 

known, they should individually be 

reported under their respective purpose 

codes:  water supply 14021, sanitation 

14022, and hygiene 12261.
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14021 Water supply - large 

systems 

Potable water treatment plants; intake 

works; storage; water supply pumping 

stations; large scale transmission / 

conveyance and distribution systems.

14022 Sanitation - large systems Large scale sewerage including trunk 

sewers and sewage pumping stations; 

domestic and industrial waste water 

treatment plants.

14030 Basic drinking water supply 

and basic sanitation

Programs where components according 

to 14031 and 14032 cannot be 

identified.  When components are 

known, they should individually be 

reported under their respective purpose 

codes:  water supply 14031, sanitation 

14032, and hygiene 12261.

14031 Basic drinking water supply Rural water supply schemes using 

handpumps, spring catchments, 

gravity-fed systems, rainwater collection 

and fog harvesting, storage tanks, small 

distribution systems typically with 

shared connections/points of use. 

Urban schemes using handpumps and 

local neighborhood networks including 

those with shared connections.

14032 Basic sanitation Latrines, on-site disposal and 

alternative sanitation systems, including 

the promotion of household and 

community investments in the 

construction of these facilities. (Use 

code 12261 for activities promoting 

improved personal hygiene practices.)
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14040 River basins’ development Infrastructure focused integrated river 

basin projects and related institutional 

activities; river flow control; dams and 

reservoirs [excluding dams primarily for 

irrigation (31140) and hydropower 

(23065) and activities related to river 

transport (21040).

14050 Waste management / 

disposal

Municipal and industrial solid waste 

management, including hazardous and 

toxic waste; collection, disposal and 

treatment; landfill areas; composting 

and reuse.

14081 Education and training in 

water supply and sanitation

Education and training for sector 

professionals and service providers.

16040 Low cost housing Slum clearance and building low cost 

housing

16064
Social mitigation of 

HIV/ADIS

Special programs to address the 

consequences of HIV/AIDS, e.g. social, 

legal and economic assistance to 

people living with HIV/AIDS including 

food security and employment; support 

to vulnerable groups and children 

orphaned by HIV/AIDS; human rights of 

HIV/AIDS affected people.

52010 Food aid/Food security Supply of edible human food under 

national or international programs 

including transport costs; cash 

payments made for food supplies; 

project food aid and food aid for 

market sales when benefiting sector 

not specified; excluding emergency 
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food aid.

72010 Maternal relief assistance Shelter, water, sanitation and health 

services, supply of medicines and other 

non-food relief items; assistance to 

refugees and internally displaced 

people in developing countries other 

than for food (72040) or protection 

(72050).

72040 Emergency food aid Food aid normally for general free 

distribution or special supplementary 

feeding programs; short-term relief to 

targeted population groups affected by 

emergency situations.  Excludes non-

emergency food security assistance 

programs/food aid (52010).
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Appendix C. Expenditure sources by countries

Comparison of External and Domestic source of expenditures on selected health area. 

High-income country: Seychelles

Graph 41. Expenditures in Seychelles

HIGH INCOME COUNTRY

Graph 42. Expenditures in Seychelles 
(log)

HIGH INCOME COUNTRY
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Upper middle-income countries: Botswana, Gabon, Namibia, Armenia

Graph 43. Expenditures in Botswana

UPPER MIDDLE INCOME

Graph 44. Expenditures in Gabon

UPPER MIDDLE INCOME

Graph 45. Expenditures in Gabon (log)

UPPER MIDDLE INCOME
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Graph 46. Expenditures in Namibia

UPPER MIDDLE INCOME

Graph 47. Expenditures in Namibia (log)

UPPER MIDDLE INCOME

Graph 48. Expenditures in Armenia

UPPER MIDDLE INCOME

Graph 49. Expenditures in Armenia (log)

UPPER MIDDLE INCOME
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Lower Middle-income country: 

Cote d’Ivoire, Laos, Mauritania, Nigeria, Sao Tome, Sri Lanka, Tunisia

Graph 50. Expenditures in Cote 
d'Ivoire

LOWER MIDDLE INCOME

Graph 51. Expenditures in Cote d'Ivoire 
(log)

LOWER MIDDLE INCOME

Graph 52. Expenditures in Laos

LOWER MIDDLE INCOME

Graph 53. Expenditures in Laos (log)

LOWER MIDDLE INCOME
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Graph 54. Expenditures in Mauritania

LOWER MIDDLE INCOME

Graph 55. Expenditures in Mauritania (log)

LOWER MIDDLE INCOME

Graph 56. Expenditures in Nigeria

LOWER MIDDLE INCOME

Graph 57. Expenditures in Nigeria (log)

LOWER MIDDLE INCOME
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Graph 58 Expenditures in Sao Tome

LOWER MIDDLE INCOME

Graph 59. Expenditures in Sri Lanka

LOWER MIDDLE INCOME

Graph 60. Expenditures in Sri Lanka (log)

LOWER MIDDLE INCOME
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Graph 61. Expenditures in Tunisia

LOWER MIDDLE INCOME

Graph 62. Expenditures in Tunisia (log)

LOWER MIDDLE INCOME
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Low income countries: 
Burundi, DR Congo, Chad, Guinea, Guinea-Bisseau, Malawi, Niger, Sierra Leon, 

Uganda, Tanzania

Graph 63.Expenditures in Burundi

LOW INCOME

Graph 64. Expenditures in DR Congo

LOW INCOME

Graph 65. Expenditures in Chad

LOW INCOME

Graph 66. Expenditures in Chad (log)

LOW INCOME
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Graph 67. Expenditures in Guinea

LOW INCOME

Graph 68. Expenditures in Guinea (log)

LOW INCOME

Graph 69. Expenditures in Guinea Biseau

LOW INCOME

Graph 70.Expenditures in Malawi

LOW INCOME
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Graph 71. Expenditures in Niger

LOW INCOME

Graph 72. Expenditures in Sierra Leone

LOW INCOME

Graph 73. Expenditures in Uganda

LOW INCOME

Graph 74. Expenditures in Tanzania

LOW INCOME
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Appendix D. Causes of Death in Ethiopia

* Top 30 causes of death as of 2000 ** Figures are rates ***Comparison of % changes of the rates **** colour of label: ranking as of 1990; yellow label: top 10, Orange label: 
top 11-20, Green label: top 21-30 ***** Red for MDGs

1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 1990/00. 2000/10. 2010/17. 2000/17.

Neonatal disorders 169.24 167.30 168.77 167.03 165.03 162.37 159.08 155.44 152.21 149.16 146.62 143.60 139.68 136.16 131.98 127.53 122.64 117.22 111.70 106.34 100.68 95.33 90.20 85.24 80.51 75.79 71.22 66.97 11.87 31.33 29.75 54.32

Diarrheal diseases 137.54 137.63 140.08 139.42 136.64 134.04 129.80 125.08 119.52 112.69 107.79 103.43 96.83 91.08 85.78 80.40 76.57 73.33 69.69 68.03 64.97 63.46 61.79 60.03 59.78 58.17 56.32 56.48 18.07 39.73 11.01 47.61

Lower respiratory infections174.70 170.90 171.58 169.83 164.76 159.32 152.40 145.55 138.77 131.20 125.26 121.76 115.01 109.81 104.72 99.08 93.02 87.92 82.13 77.19 71.64 66.45 61.77 57.34 54.28 50.74 47.51 46.23 24.90 42.81 30.43 63.09

Tuberculosis 174.25 170.76 170.06 166.73 162.03 156.87 148.34 139.09 133.81 127.85 122.23 115.04 106.55 99.09 91.93 84.54 78.34 71.93 65.88 60.02 54.93 50.67 46.78 43.39 40.99 38.67 36.30 34.60 26.63 55.06 31.72 71.69

Ischemic heart disease 52.24 51.22 51.29 50.66 49.71 48.56 46.76 45.22 43.36 41.43 39.46 37.68 36.07 34.93 33.90 32.68 31.78 30.66 29.57 28.47 27.40 26.83 26.38 25.68 25.44 25.45 25.44 25.43 20.68 30.56 5.20 35.54

Stroke 47.84 46.70 46.51 45.64 44.52 43.21 41.33 39.67 37.81 35.91 34.06 32.38 30.75 29.56 28.45 27.18 26.16 25.02 24.01 23.03 21.92 21.23 20.61 20.02 19.71 19.47 19.32 19.28 24.93 35.64 9.16 43.39

HIV/AIDS 34.08 47.88 63.78 81.24 99.15 116.51 132.02 144.49 153.40 158.53 160.12 158.43 153.59 146.39 137.26 126.54 113.92 99.16 83.79 70.28 57.37 46.67 38.79 32.82 27.31 23.27 19.91 16.70 -365.11 64.17 64.22 89.57

Cirrhosis and other chronic liver diseases21.18 21.05 21.28 21.26 21.12 20.92 20.64 20.43 20.14 19.71 19.31 18.99 18.49 18.13 17.87 17.54 17.37 17.09 16.87 16.70 16.41 16.11 15.77 15.63 15.55 15.49 15.52 15.62 6.93 15.03 3.07 19.11

Meningitis 49.72 48.63 48.82 48.18 46.54 44.77 42.50 40.20 38.02 35.72 34.01 33.79 31.55 30.03 28.58 26.98 25.44 23.12 21.79 20.52 18.97 17.71 16.51 15.38 14.57 13.57 12.58 12.19 28.15 44.23 31.19 64.16

Protein-energy malnutrition62.21 60.71 61.03 60.00 57.77 55.59 53.98 52.30 50.55 48.93 48.72 45.77 41.66 38.17 34.86 31.98 29.56 27.86 25.68 24.05 22.11 20.37 18.49 16.58 15.30 13.74 12.27 12.00 21.34 54.62 41.08 75.36

Congenital birth defects 18.77 18.32 18.41 18.16 17.41 16.52 15.55 14.65 13.79 12.94 12.41 12.35 12.11 12.20 12.53 12.89 13.00 13.05 12.78 12.49 12.19 12.10 12.04 11.92 11.95 11.77 11.51 11.67 31.06 1.79 3.56 6.00

Diabetes mellitus 19.60 19.15 19.09 18.77 18.33 17.85 17.20 16.67 16.04 15.45 14.85 14.27 13.68 13.30 12.95 12.51 12.23 11.91 11.67 11.48 11.36 11.08 10.93 10.92 10.75 10.67 10.70 10.74 21.14 23.49 3.08 27.68

Road injuries 24.14 23.92 23.98 23.74 23.23 22.66 21.73 20.84 19.79 18.58 17.59 16.91 16.02 15.30 14.77 14.22 13.80 13.42 13.00 12.66 12.19 11.69 11.19 10.67 10.32 9.95 9.60 9.47 23.05 30.71 19.03 46.17

Chronic kidney disease 18.46 18.15 18.15 17.90 17.52 17.06 16.41 15.85 15.19 14.50 13.87 13.33 12.74 12.33 11.95 11.50 11.17 10.83 10.52 10.28 10.01 9.74 9.46 9.22 9.07 8.94 8.86 8.83 21.47 27.84 9.35 36.37

Whooping cough 17.49 17.59 18.49 18.20 20.31 19.09 19.64 19.38 19.31 19.84 20.18 19.18 20.73 19.50 19.51 18.70 17.71 17.71 16.85 16.14 13.78 12.95 11.90 10.93 10.14 9.72 8.44 8.20 -13.45 31.69 36.64 59.35

Alzheimer's disease and other dementias5.71 5.68 5.76 5.79 5.79 5.76 5.72 5.72 5.71 5.70 5.66 5.65 5.67 5.72 5.80 5.85 5.93 6.01 6.11 6.25 6.37 6.49 6.62 6.76 6.90 7.07 7.29 7.53 0.22 -12.58 -15.98 -33.02

Maternal disorders 29.24 28.78 28.31 27.70 27.11 26.30 25.00 23.86 22.69 21.56 20.66 19.45 18.28 17.42 16.60 15.72 14.93 14.01 13.31 12.62 11.79 11.02 10.03 9.20 8.59 8.14 7.69 7.24 26.25 42.96 34.28 64.95

Chronic obstructive pulmonary disease12.23 11.96 11.93 11.74 11.47 11.18 10.80 10.50 10.16 9.82 9.48 9.16 8.90 8.73 8.58 8.36 8.21 8.00 7.82 7.67 7.55 7.38 7.25 7.12 7.05 7.00 7.03 7.06 19.67 20.38 4.34 25.50

Interpersonal violence 14.24 14.61 16.50 14.39 14.07 15.50 13.43 12.98 13.66 11.79 11.84 11.21 10.42 10.06 9.56 9.35 9.11 8.80 8.80 8.43 8.10 7.91 7.72 7.42 7.24 7.44 6.95 6.78 17.21 31.56 14.26 42.75

Sexually transmitted infections excluding HIV17.33 17.55 17.06 16.82 16.45 16.06 15.20 14.38 13.66 12.95 12.34 11.74 10.92 10.21 9.62 8.97 8.75 8.59 8.32 8.09 7.84 7.58 7.24 6.88 6.62 6.30 5.98 5.91 25.27 36.51 21.96 52.11

Hypertensive heart disease11.12 10.88 10.84 10.66 10.45 10.19 9.85 9.55 9.20 8.81 8.44 8.11 7.79 7.56 7.36 7.12 6.94 6.72 6.56 6.40 6.22 6.09 5.98 5.85 5.78 5.71 5.69 5.73 20.76 26.31 5.99 32.16

Measles 99.34 99.80 101.95 101.78 102.68 100.02 96.33 92.81 91.17 90.45 80.79 63.30 56.64 53.04 47.33 41.03 41.07 32.69 30.98 26.06 25.78 21.44 19.31 19.11 14.01 12.99 13.01 5.49 8.95 68.09 74.37 93.20

Self-harm 10.09 10.01 10.04 9.95 9.78 9.57 9.20 8.90 8.48 7.99 7.53 7.15 6.80 6.55 6.34 6.12 6.00 5.88 5.81 5.77 5.67 5.53 5.37 5.18 5.10 5.02 4.97 4.96 20.80 24.74 10.29 34.09

Paralytic ileus and intestinal obstruction4.11 4.14 4.24 4.29 4.30 4.31 4.32 4.31 4.29 4.25 4.24 4.31 4.31 4.31 4.33 4.35 4.37 4.38 4.37 4.37 4.37 4.38 4.38 4.39 4.42 4.42 4.43 4.48 -3.37 -3.00 -2.24 -5.51

Falls 5.60 5.55 5.60 5.58 5.50 5.43 5.31 5.21 5.08 4.92 4.80 4.74 4.66 4.59 4.54 4.48 4.45 4.45 4.44 4.45 4.40 4.37 4.37 4.32 4.31 4.29 4.29 4.34 12.04 8.35 0.87 9.68

Urinary diseases and male infertility8.50 8.34 8.33 8.21 8.01 7.78 7.48 7.23 6.93 6.57 6.23 6.01 5.76 5.58 5.44 5.28 5.16 5.06 4.99 4.95 4.91 4.66 4.42 4.28 4.23 4.16 4.14 4.15 22.71 21.20 10.95 33.42

Colon and rectum cancer 4.65 4.54 4.51 4.43 4.32 4.22 4.08 3.98 3.85 3.74 3.65 3.58 3.51 3.47 3.44 3.40 3.39 3.40 3.43 3.47 3.55 3.64 3.66 3.69 3.70 3.72 3.80 3.86 19.62 2.68 -6.08 -5.80

Breast cancer 4.55 4.49 4.51 4.47 4.42 4.34 4.26 4.20 4.08 3.92 3.76 3.66 3.56 3.50 3.43 3.36 3.33 3.33 3.36 3.43 3.42 3.45 3.51 3.65 3.67 3.69 3.76 3.79 13.69 9.05 -9.83 -0.67

Cervical cancer 8.71 8.50 8.43 8.28 8.12 7.89 7.59 7.30 6.95 6.64 6.34 6.04 5.74 5.49 5.26 5.00 4.80 4.60 4.42 4.27 4.12 3.98 3.84 3.76 3.67 3.64 3.61 3.57 23.72 35.08 10.37 43.70

Epilepsy 7.42 7.41 7.46 7.45 7.35 7.22 6.97 6.74 6.44 6.11 5.84 5.66 5.42 5.25 5.10 4.92 4.79 4.67 4.55 4.45 4.31 4.19 4.03 3.89 3.79 3.67 3.57 3.53 17.66 26.20 15.57 39.50

% changeyear
Cause of Death
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Appendix E. Causes of DALY in Ethiopia

* Top 30 causes of death as of 2000 ** Figures are rates ***Comparison of % changes of the rates **** colour of label: ranking as of 1990; yellow label: top 10, Orange label: 
top 11-20, Green label: top 21-30 ***** Red for MDGs

1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 19990/00. 2000/10. 2010/17. 2000/17.

Neonatal disorders 14976.51 14808.98 14940.98 14791.39 14618.67 14388.31 14103.38 13789.04 13510.08 13247.86 13031.30 12774.88 12441.97 12145.32 11791.99 11413.80 10997.07 10535.33 10065.04 9607.90 9122.59 8663.67 8227.64 7808.33 7410.88 7014.93 6633.17 6280.04 12.99 29.99 31.16 51.81

HIV/AIDS 2229.88 3114.75 4113.77 5181.73 6248.54 7251.55 8125.40 8809.19 9268.52 9497.08 9517.01 9348.11 9004.95 8533.21 7962.17 7323.78 6598.44 5778.01 4927.89 4177.37 3474.76 2884.55 2425.42 2062.66 1738.50 1490.02 1288.26 1085.11 -326.79 63.49 68.77 88.60

Lower respiratory infections12942.94 12654.17 12713.34 12590.65 12191.57 11766.72 11234.79 10697.21 10176.77 9590.76 9145.28 8907.57 8381.90 7972.61 7567.77 7124.65 6632.89 6227.76 5757.65 5353.71 4899.29 4480.68 4101.69 3738.22 3486.88 3188.49 2906.99 2787.41 29.34 46.43 43.11 69.52

Diarrheal diseases 10534.68 10564.33 10767.58 10717.18 10489.08 10284.41 9943.90 9558.96 9114.07 8566.61 8190.23 7856.73 7329.92 6867.81 6436.30 5998.42 5680.65 5413.54 5104.35 4952.74 4677.85 4532.12 4366.50 4189.68 4143.44 3981.43 3792.65 3776.47 22.25 42.88 19.27 53.89

Measles 8498.72 8538.56 8721.12 8704.50 8779.23 8550.47 8234.77 7932.37 7791.59 7728.45 6902.28 5410.46 4840.60 4531.57 4042.76 3505.03 3506.67 2791.19 2644.92 2225.04 2200.42 1829.83 1648.35 1630.45 1195.28 1108.24 1108.75 468.81 18.78 68.12 78.69 93.21

Tuberculosis 7587.10 7460.84 7444.03 7315.56 7100.90 6864.51 6470.04 6034.92 5797.49 5528.42 5298.07 5019.98 4644.08 4313.72 3996.36 3672.45 3388.84 3111.20 2840.28 2581.92 2348.12 2156.37 1977.58 1818.49 1706.53 1593.56 1475.82 1399.15 30.17 55.68 40.41 73.59

Conflict and terrorism2667.75 989.11 246.77 182.42 174.87 161.63 167.67 142.90 555.71 4308.16 5242.53 330.86 336.93 347.71 305.38 261.89 246.30 289.97 291.25 280.77 235.86 212.97 208.44 196.71 168.07 181.06 198.90 210.46 -96.51 95.50 10.77 95.99

Protein-energy malnutrition4955.15 4846.75 4883.85 4809.74 4633.56 4462.47 4327.90 4183.92 4036.40 3897.28 3874.49 3653.12 3325.95 3047.18 2782.04 2554.76 2365.16 2233.27 2057.43 1926.30 1766.69 1623.52 1466.79 1307.97 1201.83 1070.75 946.43 920.79 21.81 54.40 47.88 76.23

Meningitis 3825.17 3742.69 3760.40 3714.03 3584.52 3444.10 3267.37 3086.59 2915.44 2735.10 2604.58 2600.75 2428.66 2312.84 2202.20 2081.25 1959.97 1780.20 1676.67 1576.88 1452.93 1352.81 1254.22 1159.26 1091.34 1005.89 919.86 882.25 31.91 44.22 39.28 66.13

Malaria 2671.99 2681.77 2709.74 2697.87 2624.99 2555.50 2447.83 2346.12 2240.65 2126.70 2032.60 2247.95 2306.62 2383.27 2164.21 2015.22 1318.36 957.15 501.19 280.13 212.33 161.48 153.89 145.96 146.73 158.26 194.98 195.84 23.93 89.55 7.77 90.37

Whooping cough 1513.87 1522.41 1599.82 1574.21 1755.13 1650.21 1697.14 1674.23 1669.09 1714.77 1743.19 1657.25 1790.30 1683.86 1684.40 1615.15 1529.50 1528.67 1454.25 1392.91 1190.11 1117.84 1027.36 944.15 876.36 839.43 729.45 708.80 -15.15 31.73 40.44 59.34

Congenital birth defects1830.17 1790.96 1798.54 1776.69 1711.13 1634.32 1549.73 1471.52 1397.34 1323.87 1278.19 1272.49 1252.00 1259.27 1287.77 1318.36 1328.01 1331.50 1307.31 1280.54 1254.27 1245.71 1239.86 1228.79 1230.18 1213.96 1190.56 1203.72 30.16 1.87 4.03 5.83

Tetanus 1367.36 1321.09 1315.38 1272.30 1230.46 1187.44 1203.59 1180.41 1209.51 1304.05 1228.37 939.58 872.94 801.63 697.37 618.50 550.69 503.41 441.15 382.22 320.13 267.36 238.17 211.53 191.73 170.92 146.77 129.06 10.16 73.94 59.69 89.49

Maternal disorders 1706.95 1678.21 1647.28 1609.85 1575.02 1528.69 1456.28 1392.45 1328.14 1265.87 1216.25 1151.05 1087.13 1039.64 994.73 946.15 903.42 852.79 814.29 775.72 728.46 684.83 628.41 581.00 545.84 519.12 492.46 466.35 28.75 40.11 35.98 61.66

Sexually transmitted infections excluding HIV1508.12 1528.48 1484.99 1464.11 1432.03 1398.28 1324.25 1254.26 1192.95 1132.14 1081.22 1029.32 959.27 898.14 847.94 793.25 775.43 762.10 740.06 720.59 699.11 676.96 648.41 617.07 594.88 567.42 540.44 534.62 28.31 35.34 23.53 50.55

Road injuries 1438.33 1426.72 1429.75 1416.22 1384.40 1349.65 1293.76 1238.78 1174.97 1101.07 1043.72 1008.33 955.50 912.24 879.76 847.41 820.90 800.67 775.09 754.62 723.39 692.94 659.99 625.43 602.64 576.09 549.73 538.99 27.44 30.69 25.49 48.36

Ischemic heart disease1422.95 1396.56 1398.16 1380.81 1354.23 1321.80 1268.50 1222.35 1164.26 1103.18 1043.04 988.64 938.90 902.33 869.15 831.52 803.80 769.90 738.34 707.83 676.98 657.62 642.68 622.38 611.43 606.44 600.89 595.95 26.70 35.10 11.97 42.86

Stroke 1369.88 1338.43 1332.65 1308.24 1275.42 1237.31 1180.60 1129.38 1070.55 1010.22 953.71 902.92 851.61 812.98 776.85 737.12 704.86 669.97 638.68 609.21 578.19 556.36 536.97 518.23 506.15 495.39 486.78 482.11 30.38 39.37 16.62 49.45

Other unspecified infectious diseases851.46 849.69 856.64 845.36 822.36 799.72 773.48 751.26 734.65 741.35 758.20 758.41 723.80 685.48 642.18 593.49 543.41 515.69 495.45 477.87 440.57 413.59 389.38 371.24 344.19 316.87 298.53 297.36 10.95 41.89 32.51 60.78

Interpersonal violence 844.24 868.12 981.07 855.61 837.46 925.20 802.93 777.29 820.88 710.99 716.84 682.43 636.97 616.60 587.96 576.53 562.83 546.65 547.53 526.82 507.82 497.16 486.72 469.36 459.29 471.50 441.58 431.91 15.09 29.16 14.95 39.75

Vitamin A deficiency 690.31 702.05 711.16 716.82 719.55 719.02 714.19 704.49 691.06 675.77 659.91 635.90 600.09 559.84 523.51 499.67 485.25 471.91 459.52 448.43 439.58 431.94 424.32 416.60 408.85 401.40 394.02 386.70 4.40 33.39 12.03 41.40

Cirrhosis and other chronic liver diseases722.13 721.31 730.91 732.52 728.38 722.28 712.02 704.10 691.90 673.68 658.04 647.34 628.32 615.14 604.82 592.41 585.81 576.23 568.55 562.22 551.13 539.98 526.84 519.35 515.13 510.35 508.11 509.52 8.88 16.25 7.55 22.57

Diabetes mellitus 775.96 761.73 759.54 748.80 734.39 718.52 697.59 679.29 657.09 635.35 614.35 594.54 574.55 560.18 547.15 531.92 521.63 509.99 500.65 492.76 486.85 477.75 472.04 470.25 464.33 460.40 459.39 458.88 20.83 20.75 5.75 25.31

Chronic kidney disease749.91 739.90 740.09 731.40 715.15 696.74 669.47 644.66 615.12 582.81 555.73 534.77 508.02 488.41 470.50 450.69 435.10 420.28 406.01 393.82 379.86 366.96 353.33 340.41 331.69 322.45 314.53 310.18 25.89 31.65 18.35 44.19

Drowning 815.13 807.38 818.01 812.30 775.87 745.95 710.17 664.78 621.94 564.49 544.24 539.26 505.46 494.58 477.71 459.24 431.79 414.82 388.23 368.28 338.44 314.35 288.99 262.19 247.58 225.28 207.54 204.48 33.23 37.81 39.58 62.43

Dietary iron deficiency576.89 571.38 565.77 559.70 553.64 547.29 541.16 534.94 527.98 520.34 511.83 500.11 484.09 466.12 448.79 434.33 420.49 404.80 389.61 377.42 370.72 369.70 372.49 378.77 388.47 401.35 417.08 435.83 11.28 27.57 -17.56 14.85

Epilepsy 595.35 596.53 600.59 600.43 594.15 585.76 569.51 553.86 533.31 510.15 492.35 480.43 463.29 450.17 438.47 426.57 418.56 411.73 405.28 399.47 390.56 382.39 371.91 361.57 354.37 345.62 337.02 333.18 17.30 20.67 14.69 32.33

Low back pain 448.40 452.35 458.44 462.14 463.72 463.70 463.01 462.10 461.25 460.30 459.29 458.96 458.89 459.16 459.66 460.26 460.72 461.30 462.07 463.48 465.63 469.12 472.75 476.49 480.50 484.96 489.88 494.63 -2.43 -1.38 -6.23 -7.69

Depressive disorders 475.08 473.87 473.22 472.58 471.85 470.96 469.26 465.12 460.35 455.78 452.73 451.49 450.35 449.23 448.31 447.87 446.90 445.38 444.06 443.32 444.18 445.97 448.31 451.15 454.06 457.65 461.67 466.28 4.71 1.89 -4.98 -2.99

Asthma 568.08 560.27 559.86 552.44 539.85 526.14 506.81 487.71 466.38 443.88 425.97 412.76 395.16 380.80 367.40 353.41 342.03 332.38 322.53 314.63 304.75 296.27 288.21 280.75 276.73 272.12 267.68 266.97 25.02 28.46 12.40 37.33

year change of rate %
Causes of DALY
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Table 11. Paris Declaration of Aid Effectiveness
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Abstract in Korea

국문초록

Abstract

원조 변용성에 과한 논의는 원조 효과성 연구의 여러 논의 중

최근에 관심과 논쟁을 불러일으키고 있는 분야 중 하나이다. 원조 변용성

존재 여부에 관한 연구는 원조의 효과성을 향상시키는지 또는

떨어뜨리는지에 관한 질문에 대한 출발점 이기 때문이다. 기존 연구는 아직

원조 변용성을 소극적으로 증명한데 머무르고 있으며, 원조가 실제로

수원국 사회에 어떠한 영향과 결과를 가져오는지에 관한 총체적인 연구가

미비한 현실이다. 기존의 연구들은 원조가 들어가는 분야, 예를 들어 교육

또는 보건 분야의 수원국 예산 편성이 줄어드는 경향이 있다 거나, 또는

수원국 정부의 세금 징수 노력이 줄어드는 현상이 나타나며 따라서 원조가

결과적으로 원조 또는 수원국 정부의 예산을 다른 곳으로 변용시키는

효과를 가져온다고 설명한다. 그러나 원조 변용성에 관한 연구는 앞에서

설명한 바와 같이 원조 변용성의 득실 판단에 대한 출발점이었기 때문에,

본 연구에서는 이를 직접적 접근 방법으로 증명해 보고자 하였다. 즉,

원조가 수원국에 실제로 가져오는 결과가 무엇인지 보건 분야를 사례로
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들어 분석하고, 에티오피아 국가 보건분야에서의 원조가 가져오는 결과를

심층 사례 연구함으로써 원조가 가져올 수 있는 잠정적 위험요소가

있는지를 알아보고자 하였다.

이를 위해서 저자는 다음과 같이 연구를 진행하였다.  첫번째로,

원조가 보건 분야에서 변용성이 있는지 아니면 그 반대인지를 데이터를

통해 분석하였다.  분석결과 보건분야에서는 원조 지원분야와 수원국

정부의 지출 이 8 개 분야에 있어서 상관성을 보였으며, 이 상관관계는

새천년개발계획일 경우, 그리고 수원국의 소득수준이 낮을 경우 더 높은

것으로 나타났다.  이는 수원국이 원조 의존성이 높은 수록 원조 지원

분야와 수원국 정부 지출이 더 상관관계가 높다고 해석할 수 있다.  

두번째로, 이 현상이 긍정적 효과인지 부정적 효과인지를 판단하기

위해서는 원조가 가는 분야와 수원국 정부가 지출을 집중하는 분야가

실제로 수원국 국민들의 필요를 반영하고 있는지 검증할 필요가 있다.

저자는 에티오피아 보건분야의 실제 필요를 IHME GHDx 의 질환의

사회적 질병부담율 통계로 비교분석을 실시하였다. 그 결과 원조 지원되는

사안들은 에티오피아의 질병 부담률과 일치하지 않았으며, MDG 에 대한

원조의 선호도가 매우 강하게 나타나고, 질병 부담률이 높지만 MDG 에

포함되지 않은 질환들은 원조를 거의 받지 못하고 있는 것으로 나타났다.

세번째로, 이 현상이 바람직한 것인지 아니면 수원국 내에 의도치 않은
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편향을 일으키는지를 보기 위해서 질병부담율의 추이를 분석하였다. 분석

결과 MDG 에 포함된 질병들은 2000 년 이후 매우 급속히 개선되었으나,

MDG 에 포함되지 않은 에티오피아의 고부담 질병군에 대해서는 개선

추이가 변화하지 않은 것으로 나타났다.  따라서 이는 MDG 에 편향되어

있는 보건원조가 수원국의 보건분야의 실제 필요와 글로벌목표가 일치하지

않을 경우, 수원국 보건 분야에 편향을 일으킬 수 있다는 결론을 내릴 수

있다.  따라서 국제사회는 이러한 부작용을 인지하고 수원국 각국과 지역의

상황에 맞도록 국제사회 아젠다의 유동적 적용을 방안을 마련할 필요가

있다.

주요 용어: 원조 변용성, 원조 효과성, 새천년개발계획, 에티오피아,

공공보건
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